x>
Hennepin

2016 Quality Program

Evaluation
May 1, 2017

Submitted to DI$ May 1, 2017



Table of Contents

l. HELPFUL ACRONYIMS . ..ottt e et e e e ettt e e e e e e eeeennennaaasd 6
Il. EXECUTIVE SUMMARY. ...ttt e e e et e ettt e e e e e e e e e enaeane s 9
1. PROGRAM ENROLLMENT . .....uuttttitiiiiiitiiet ettt eeeeeees 13
IV. PROGRAM ADMINISTRATDN.......uuuiuuiiiitiiiiiieiieiieeeeee et teeetaaeaaaaaaaaaaasaaaaaasaaasaaaaaasaneaneennennees 14

Unit Area: Quality ManagemENt ...........oooiiiiiiiiiiiieeeeriiie e e e 14

Topic: Description of Quality Management Program Administration and
SHUCKUI e e e e e e e e e e e e e e e e aeeeeeeens 14

Topic: Quality Management Structure z Program, Work Plan and Evaluation 15

Topi c: Quality Management COMMILLEE ...........uuvviiiiiiiiiiiiiiiierieeecee e e e eee e 17
Topic: Quality Management ACHVItIES  ....oovvvviviiiiiiii s 17
B0 ] o (o3 o | I 1 TS 18
Topic: Annual Te chnical RePOrt (ATR) ....oviiiiiiiiiiieeeee et 18
Topic: Medical RECOrd REVIEWS ...........coiiiiiiiiiiiiieeeeeiiie e 19
TopiC: PractiCe GUIAEIINES ...........uuiiiiiiiiiiiiiiiiiieie et a e 20
Topic: MDH QA EXam @nd TCA. ... ..ttt eeer et a e e e e e e e e 20
Topic: SNBC Dental Access Improvement and Evaluation Project (Goals A, B, C,
I R e TR o TR TR I T I - T 21
Topic: Quality of Care/Quality of Service Complaints ......cccccccevvvvvviiiieieeeennnn.n. 23
Topic: Quality Management Program Webpage ..........cccccccciiieiee, 27
Topic: PIP Project: The Reduction of Racial Disparities i n the Management of
(D 1=T o] 1S (o] o [PPSR 30
Topic: 2015-2016 Focus Study: Pain Management and Pain Medication
Prescribing and TreatMeNnt ..........coovviiiiiiiiiiie e 46
Topic: 2015-2016 Focus Study: Coordination of Medical and Behavioral Care
............................................................................................................................. 58
ToOpIC: REWArd PrOgramS .........cccuuiiiiieeiiiiiiiiee et e e a e e s e e e e e e e 69
Topic: Oversight of Del egated ENtitieS .......covvvviiiiiiieiii e, 73
Topic: Delta Dental of Minnesota (Delta Dental) ..........c.ccccoeeeeiiiiiiiiiii e, 79
Topic: Navitus Health SOIUtIONS ..........cuvviiiiiiiiiieeeeeeeeee e 80
Topic: AXISPOINT HEAItN..........ooiiiii e 81
Topic: Delegated Care Coordination AQENCIES .......uuvviiiieiiiiiiiiiiiiiieeiieeeaeeaeeeeeeen 82
V.ACCESS TO CARE.... .t e et et et et a e e e e e e e e e e e eeebna s 85
Unit Area: Network Management & Government Programs  ........ccccceevvvveeveeeieeeeeeeeeeenn. 85

Topic: Network Management, Credentialing, System of Record z Provider Data

Submitted to DI$ May 1, 2017 2



Topic: Network Management: p OliCY reVIEW. .........ooooiiiiiiiiiiiiieee e 86

Topic: Network Management: Complete network adequacy analysis .............. 86
Topic: Network Management: Provider SUNVEY .......ccccevvievieeeeeeeeeieeeeeeeeeeeeeaeenns 92
Topic: Network Management: Communication Plan ...........cccccoceciivvivvennnnnnee. 93
Topic: Network Management: Provider data system implementation. — ........... 95
Topic: Contracting z Integrated Care System Partnership (ICSP) Project ......... 96
TopiC: GOVErNMENT PrOGIaMS .......uuuiiiiiiiiiiiriiierriereeeeseaeeaaeaeeaaeea e s s e e e s sesssssssssnnned 97
TopiC: Credentialing: .....ceeeeiiiiiieeeeeeee e 98
VI. MEMBER EXPERIENCE.........cc i tiiiiee ettt e e e e e s e e e e e e e nsnaneaaaeeeennnnnees 102
Unit Area: Customer Service Department ..........cc.eevveeiiiiiiiiiie e 102
Topic: Member, and Provider Services Business Units; Walk -In Service Center
............................................................................................................................ 102
Topic: Timely Access and RESPONSIVENESS .......ccceeeeeeeeeeeeeiiiei e 102
Topic: Customer Service Quality Assurance Program ..........ccccceeveeveeeeeeeeeeeennn. 105
Topic: Customer Service Request (CSR) Standards...........cccccveeeviiiiiiieeeeennnns 106
41 PEAg (AT TAPET (AAI OESO %l CACAL.ALAOTAT A 2AC
Topic: Front DeSk OPEratioNsS ...........cceeeoiiiiiiriiiieeeiiiiieee e e e e s sinnreeee e 107
Unit Area: Marketing/CommunicationS  ..........ooooiiiiiiiiiii e 109
Topic: Marketing and Communication ..............coooiiiiiiiiiicicie e 109
Topic: Increase Membership and Brand AWareness ........cccccceeeeveeiiiieiicseeeennns 109
Topic: Rebranding INLALIVE  ........ooooiiiiiiiiic e 110
Topic: Prepare Annual Stakeholders Report .......ccccccoiiiii e, 110
Unit Area: Medical ADMINISITAtION  .....oooiiiiiiiiee et e e 112
Topic: Hennepin Health SNBC New Enrollee Engagement Calls..................... 112
Topic: Hennepin Health - SNBC Stakeholder Groups (formerly Member
EVBNES) i 113
Unit Area: Quality ManagemENT ...........ooiiiiiiiiiiiiie e e e e 118
Topic: Grievances and APPEAIS.........cooovii e 118
Topic: CAHPS SUNVEY 2016........cccooeeieiie e 123
VII. CARE COORDINATION. ...ttt ettt e e e e e e e e e e e e e et e e e e e et eeeeeataeeeeesaaaaaaees 130
Unit Area: Medical ADMINISTratioN  .......oeviiiiiiiiiiiiieee e 130
Topic: PMAP/MNCare Care Coordination ...........cccueeeeeeeiiiiiieieeeeeenniiiieeeee e 130
Topic: Model of Care Special Needs Basic Care (SNBC).............ocooeiiiiiiiiinnnns 136
Topic: SNBC Care Plan AUdit.........ooooieiiiiiieeeee e 139
TOPIC: ACDVANCE DIrECHIVES ....uveiiiiiiiiiiiiiieie et 145

Submitted to DI$ May 1, 2017 3



Topic: Special Health Care Needs Report-SNBC..........ccccccoiiiiiiiiiiiiniiieeeenn 149

Topic: Special Health Care Needs Report-PMAP/MNCare...........cccccvvvvvvvvnenen. 152

VIII. MEDICAL ADMINISTRATDN.....uittiititiiiiiiiiieeieet et ee e 157
Unit Area: Medical ADMINISration  ........coooiiiiiiiiiie e 157

Topic: Description of Medical ADMINIStration  .........cooocviieeeeiiniiiieee e 157

Topic: Utilization Management (UM) Program and Inter -Rater Reliability ...157

Topic: Hennepin Health Service Authorizations and

Denials/TerminationsS/RedUCLIONS  ......vviiiiiiiiiiiiiieee e 166
Topic: CCMS Optimization Project ... 169
Topic: Pharmacy and Therapeutics COmmIttee ..........ccceeviiiiiiiiiieeiniiieeeeenn 172
Topic: Restricted Recipient Program ...........ccccceeiiiiiiiiiee e 174
Topic: Complex Case ManagEeMENT..........cccuuriiiieeriiiiiireee e e e 178
Topic: Disease Management Program: Asthma, Cardiovascular and Diabetes
(DY T oY Y T aT= To [T 1= o | PP 184
Topic: Clinical INAICAtOrs ...........oooiiiiiiii e e e e e 203
IX. COMPLIANCE / PRIVACY. ..ttt ettt ettt e et a e e e s et e e e e e e s s snaaaaaaeeeesnsnnnneaeeeeeans 213
Unit Area: COMPIIANCE .......eiiiiiie e e e e e e 213
Topic: Compliance, DTR and Fraud, Waste and Abuse.........cccccccevvvvviviiinenennnn. 213
Topic: Hennepin Health Policy and Procedure Protocol ........c.cccccceveeeennnnn. 213
Topic: Compliance Protocol in all Hennepin Health Departments  ................. 215
Topic: DTR Policy and Procedure CONSISIENCY .......cccoviiiiiiirrieeiiniiiiieeee e 216
Fraud Waste and Abuse (FWA) Investigation and Ac tion Process Improvement
............................................................................................................................ 216
X, FISCAL SERVICES . ..ottt ettt ettt a e et e e et e e e s st e e e e saaaeeanseeeeansaeeeennnneas 218
UNit Area: FISCAl SEIVICES .....uviiiiiiiiiiiiiiiiee ettt e e e e st e e e e e e nnnnees 218
Topic: IDX Replacement, Improve Risk SCOres ...........cccooeeeeeieccccnevnnninnnneeeee, 218
TOPIC: IMProve RISK SCOMES ......coiiiiiiiiiie ettt 219
Topic: DHS Withhold Tracking .......ooocueviiiiiiiiiiieee e 219
Topic: Auto -Adjudication Rate Improvement, Claims Processing Timeliness,
Monitor Accuracy of Claims Adjudication ................oooooii i, 223
Topic: Auto -Adjudication Rate Improvement .......cccceveeeiiiiiiiiiiiiiin e eeeeeeeeenns 223
Topic: Claim Processing TIMelNESS .....cccccoiiiiiiiiiiiiieieeeeeeeeeeeeee e 224
Topic: Monitor Accuracy of Claim Adjudication  ........ccccccvevviiiiiiiiieeiieeeeeeee, 225
XI. INFORMATION TECHNOLOGY. ...ttt ettt e e et e e e e et s e e e e et e e e eenaans 227
Unit Area: Hennepin Health Information Technology Topic: Information Technology
....................................................................................................................................... 227

Submitted to DI$ May 1, 2017 4



Topic: Replacement of the ProviderBase Application .........ccccoovvvviiiiiininnnn... 227

Topic: Decommissioning of ProviderBase Software and Related Hardware ..228

Topic: Pharmacy Benefit Management (PBM) Conversion to Navitus ............ 229

Topic: Pharmacy Data Repository Enhancements .........ccccccccvvivviiiiiinnnnl. 230

Topic: HEDIS Optimization EVENT ..........oooiiiiiiiiiiiieeee e 230

TOPIC: IDX DECOMIMUSSION ...evieiiiiiiiiiee e e et e e e e et e e e e e e e e e e s e e e e e e aaans 232

Topic: Data Repository/Warehouse Enhancements ........cccccccvvvevveviieeieeeeeeennn. 233

XL AT TACHMENT Q.. bt e e e ettt e et e e e e e aaaaaaeaaaaaaaaaaeaasaanans 234
Attachment A: 2016 Hennepin Health HEDIS Summary .........cccccovvvieenniiinieneeeenes 234
Attachment B: 2016 Managed Care Public Program 2016 Practice Guidelines ......... 249
Attachment C: 2016 Hennepin Health Quality Work Plan ... 286
Attachment D: Hennepin Healt h Organizational Structure, October 2016 ................. 407
Hennepin Health 2016 Quality Management Evaluation Appraval............cccccceeeeee....... 408

Submitted to DI$ May 1, 2017 5



HELPFUL ACRONYMS

AHT - Average Handle Time

ASAz Average Speed of Answer

CAHPSz Consumer Assessment of Healthcare Provider Systems Survey

CC( Coordinated Care Center

CCM& CareEnhance Clinical Management Software

CMSz Centers for Medicare and Medicaid Services

DHSz- ET 1T AOT OA $APAOOGI AT O T &£ (O AT 3AOOEAAON
DME zDurable Medical Equipment

DTR z Denial, Termination and/or Reduction (used when dening, terminating or reducing
a request for service or claims payment)

FWA z Fraud, Waste and Abuse
HCCz Hierarchical Condition Category

HEDISz Healthcare Effectiveness Data and Information Set, a measurement tool designed
by NCQA

HIPAA z Health InsurancePortability and Accountability Act
IRR zZ Inter -Rater Reliability

IT z Information Technology

MACz Maximum Allowable Cost

MCOz Managed Care Organizationthe Federal term for a health plan company such as
Hennepin Health

MDH z Minnesota Department of Halth, the state regulatory body for managed care
organization

MNCare zMinnesotaCare is a public health prograroffered by DHS fora person under the
age of sixtyfive (65) who meet MinnesotaCare eligibility requirements and has paid the
required premium

MHP z Metropolitan Health Plan
MHR z Mental Health Resources
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NCQAZz National Committee for Quality Assurance this is the community standard for
managed care organizations

P&T z Pharmacy and Therapeutics Committee
PBM z Pharmacy Benefits Managment

PCNLz Primary Care Network Listing

PHI z Protected Health Information

Pl z Personally Identifiable Information

PIP z Performance Improvement Project; a detailed project plan required in the BBA. An
MCO must start one new PIP per product, per year for the duration of upfige years

PMAP z Prepaid Medical Assistance Program sMinnesota public health programoffered
by DHS for persongligible for Medical Assistance under the age of sixtie (65)

PMPM z Per Member Per Month

QM z Quality Management a cyclical process that includes quality improvement activities.
Most elements in the QM process areequired by CMS, DHS and MDH

QMCz Quality Management Committee
RCAZ Root Cause Analysis

RFI1z Request for Information

RFPZz Request for Proposal

RRPz a program for enrollees who have failed to comply with the requirements of
Minnesota Health Care Program

SIUZ An internal investigation unit within Hennepin Health consisting of staff who
conducts investigations of potential fraud, waste and abuse, and ensuring compliance with
mandatory reporting and other fraud and abuse requirements of the DHS contract, state
and feceral law

SNB( Special Needs Basic Care idvlinnesota prepaid managed care program offered by
DHS that provides Medicaid services and/or integrated Medicare and Medicaid services to
Medicaid eligible people with disabilities who are ages eighteen (18) tbugh sixty-four

(64). SNBC is a SNP product

SNPz Special Needs Plag this is a Federal designation for Medicare beneficiaries insured
through a managed care organization. (Part C Medicare)

TACz Technology Assessment Committee

TMG z TMG Health (outsoured claims vendor)
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UM z Utilization Management is the evaluation of the appropriateness, medical need and
efficiency of health care services procedures and facilities according to established criteria
or guidelines and under the provisions of an applicablaealth benefits plan.

UR z Utilization review, a process that evaluates health care services for safe and medically
appropriate and efficacy of care, and is consistent with community standards and evidence
based guidelines
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II. EXECUTIVE SUMMARY

The mission of the Quality Management Program within Hennepin Health to

continuously protect and improve the health care providedts enrollees througha high
guality, integrated and costeffective health delivery systemAdditionally, Hennepin Health
furthers this mission by helping people improve their health through personaked service
and hasbecome a leader in eliminating health care disparities

4EA 10AI EOU %OAI OAOEIT EO A OAOOI OPAAOEOA OAO
Thereport coversits functional activities, many of which cross between two or more
departments. The 2016, Quality ProgramEvaluationformat has changed from previous
years. For 2016, it is formatted by function or activity, so topics are covered by relevant
section instead of by business departments. For each program activity, goals A through K
outlined below were identified to provide a way for Hennepin Health staff to acknowledge
and explain any function or activity that was being conducted.

Quality Connections
Institute for Healthcare Institute of Medicine National Association of
Improvement Quality Definition Healthcare Quality
O40EDPI A 'EI §
A. Improve Satisfaction D. Patient-Centered G. Safe
H. Improve Health Outcomes | E. Efficient H. Effective
F. Reduce Cost F. Equitable and Timely l. Accessible
J. Fair
K. Accountable

This Quality Program Evaluation analyzes to what extent Hennepin Health met its

performance goals and objectives for improving the quality and safety of clinical care and

services for enrollees. Performance goals are specified within the Quality Program

Description and Quality Work Plan. The Quality Program Evaluation measures

performance in the quality and safety of clinical care and service through the assessment of

guality improvement measures over time against performance objectives. The goal of this

eOAl OAOETT EO OI DOi OEAA A AOT AA 1T OAOOGEAx 1T £ (
to conduct an objective review of each project/activity to determine if there is sufficient

support to justify a programmatic change, to discontinue a project of there is a need to

continue an initiative in 2017.

Hennepin Health 2016 Accomplishments

In 2015, Hennepin Health was awarded the PMAP/MNCare contract by DHS and became
one of the three managed care plans to cover PMAP and MNCare recipients in Hennepin
County.With this change, the Hennepin Health program was no longer considered a
demonstration project for Medicaid expansion enrollees by DHSA significant amount of
planning was completed in 2015 in anticipation of expanding the Hennepin HealgPMAP
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program to children and families, as well as single adults without dependents, effective
January 1, 2016. Hennepin Health implemented a rewards program for
prenatal/postpartum care and Child and Teen Checkups. The car seat program was also re
established fom previous years, when Hennepin Health had families and children.

In September 2016, Metropolitan Health Plan (MHP) officially changed its organizational
name to Hennepin Health. In response to this, Hennepin Health changed the product names
to HennepinHealthz PMAP and Hennepin Healtz SNBC. Hennepin Health SNBC was
previously known as Cornerstone Solutions. The name change required significant
planning, including the selection of a new logo and organizational colors, informing the
regulators, reassggnment of organizational numbers, rebranding all enrollee/provider
materials and informing the Hennepin County community, as well as other health plans.
Hennepin Health also published a writing style guide for all staff to use in order to
standardize thecommunication style of the health plan.

For HEDIS 2016, the Hennepin HealthPMAP population scored favorably in comparison
to the national Medicaid mean for the following reportable measures: Antidepressant
Medication Management, Breast Cancer Screagiand Adult Body Mass Index (BMI)
Assessment. Hennepin HealthPMAP scored above the Comprehensive Diabetes Care
national benchmark in the following metrics: Monitoring Nephropathy and Diabetic Eye
Exams. In 2016, Hennepin Health PMAP population did na have a true Minnesota mean
for comparison, as it was a unique population of single adults without children.

The Hennepin Health- SNBC population scored higher than the Minnesota HEDIS mean for
the following measures: Adult BMI Assessment, Breast Canc&ereening, Cervical Cancer
Screening, Controlling High Blood Pressure and Pharmacy Management of the COPD
Exacerbation. The Hennepin HealthSNBC population also scored higher than the
Minnesota mean for Comprehensive Diabetes Care of Alc Good Contr@.(0%b), Diabetic
Eye Exams and Blood Pressure <140/90.

Another accomplishment in 2016 was the redesign of the credentialing program, which
included writing a formalized Credentialing Program and reformatting the Credentialing
Committee.

Hennepin Health 20 16 Opportunities

)yl ' POEI ¢mpuh A T Ax Al AEIi O OAT Ai Oh 4-' (AAI O
claims after an extended planning process. This meant that for the HEDIS 2016 season,

claims data needed to be retrieved from two different claims systenisTMG Facets and IDX

which had been decommissioned in December 2015. Abstracting data from two systems

and merging the data into data scripts to be processed by a third party, Verisk, which is

now known as Verscend, proved a very difficult challenge. Dumgnthis process, data errors

were discovered which needed to be corrected midtream. Additionally, Hennepin Health

and Information Technology (IT) staff were not familiar with how the data was stored in

the warehouse or data repository. As a result, Henpan Health and Hennepin County IT
began the planning process for the 2017 HEDIS season in rR#016.
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For HEDIS 2016, opportunities for improving HEDIS scores for both Hennepin Health
populations presented itself. The Cervical Cancer Screening rate (55.2B% slightly lower
than the national mean benchmark (60.19%). For the Hennepin HealthPMAP population,
the Cervical Cancer Screening rate (45.26%) was significantly lower than the national
mean (60.19%). The Initiation and Engagement of Alcohol and OthBrug Treatment (IET)
scores have improved since HEDIS 2016 for both Hennepin Health products, but are still
lower than the national mean. The FollowJp after Mental Health Hospitalization (FUH)
measure decreased from the HEDIS 2015 score and is signifidg lower than the national
mean for both products. A formal performance improvement project (PIP) is one way that
Hennepin Health could work to improve some of these measures.

Ongoing implementation of a new claims system, TMG Health, continued to praei

opportunities for improvement in 2016. The claims processing rate and accuracy was

subpar which provided a significant level of frustration and discontent for Hennepin

(AAT OEGO AT Oi 11 AAO AT A POI OEAAOO8 4EAOCA A@GDPAO
for Hennepin Health. Both Hennepin Health and TMG Health staff dedicated significant

resources in order to improve both rates, which was accomplished as 2016 progressed.

(AT TAPET (AAI OEGEO 300AT COEO

In June 2016, the leadership team and staff of Metroptan Health Plan (MHP) and

Hennepin Health merged. This move was beneficial to both parties as it provided an
opportunity to learn as well as to combine goals and resources. For Hennepin Health staff,
it provided an opportunity to become educated about theegulatory requirements and
operations of a health plan. For MHP staff, it offered a chance to learn more about
Accountable Care Organizations and increased awareness of and commitment to Hennepin
Health partners. Hennepin Health and its partners bendfed as it became a stronger
organization by taking advantage of the increased knowledge and experiences.

There were significant leadership changes and additions in 2016. Hennepin Health
welcomed a new Chief Medical Officer, Compliance and Privacy Offideirector of Network
Management, Government Programs Manager and a Network Management Manager of
Credentialing/Contracting. Additional positions were added in other departments as well.
As with all new staff, there is an organizational learning curve, wbi lead to some
downtime in activities and progress with projects. New staff brought new ideas and a
continuous quality improvement attitude.

Encounters with Hennepin Health enrollees can be a challenge since current contact

information is not available due to homelessness, substance abuse and alcohol dependence.
Hennepin Health staff is challenged to make every-person encounter count, whether this

EO ET (AT 1 ADbEIhCeftd éria Aoméleds sheltdr. Bne must take advantage of

these moments ast is unknown when another opportunity may arise. Every enrollee and

AGAOU AT AT 01 OAO 1 60606 AA OEAxAA AO Al 1 bbHIi 0001
mission - to make a positive difference in the life and health of its enrollees.

In conclusion, the EAT OAOET T T &£ (AT 1 APET (AAlI OEG
(AT T APET (AAI OEBO A&EAEI OO0 AT A Aiii EOIA
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enrollees. Building upon strengths and identifying opportunities for improvement, assures
that Hennepin HealODES O AT OT 11 AAO AOA OAAAEOETI ¢ OAOOGEAAO
effective manner.
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. PROGRAM ENROLLMENT

The table below provides program enrollment by product at the calendar year end
December 31, 2016.

Table 1-2 Program Enrollments at Year End December 31, 2016

Minnesota Health Care Start Participants

Program Date

Special Needs Basic Care (SNE 2008 2,329

Prepaid Medical Assistance Pla 2012 9,495

(PMAP)

Minnesota Care (MNCare) 2016 323
TOTAL 12,144

Note: Effective January 1, 2016, Hennepin Health discontinued its Prepaid Medical
Assistance Program (PMAP) demonstration project through the Minnesota Department
of Human Services (MN DHS). The enrollees participating in that plan transferred into a
competitively -bid contract that Hennepin Health signed with MN DHS. Previously the
demonstration project only allowed enrollees who were part of the Medicaid Expansion
(Adults without Children). The new contract now includes both Family and Children
enrollees and the Minnesota Care enrollees. Minnesota Care is a state administered plan
for Minnesotans with lower incomes who cannot get affordable insurance through their
employer and do not qualify for Medical Assistance.

Due to changes in the enrollment processhe total membership of the PMAP plan
decreased in 2016. Enrollment for Hennepin Health Special Needs Basic Care (SNBC)
was slightly lower in 2016 compared to the prior year due to a new state requirement
which terminated Hennepin Health membership forparticipants over the age of 65.
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V. PROGRAM ADMINISTRATON

Unit Area: Quality Management

Topic: Description of Quality Management Program Administration and Structure

The Quality Management Department assists in providing the infrastructure necessary to
improve the quality and safety of clinical care and services that Hennepin Health provides
toits enrollees.( AT T AP ET QuakyMadagetnéni(QM) Program Description outlines
the functional areas and responsibilities as well as the reporting relationship of the Quality
Management Department staff and Quality Management Committéehe Data Analytics
team at Hennepin Healthprovides the datathat drivesthe decisionsrelatedto clinical and
service initiatives appropriate for our membershipand that support network practitioners
and providers.Hennepin Healthserves diverse population as clinical and service initiatives
are implemented, the cultural and linguistic needsof enrollees must berespectfully
incorporated. In doing sg Hennepin Health carassist in reducing health care disparities in
clinical areasand better meet the needs of theenrollees with complex health issues,
including those enrollees with mental andphysical disabilities.

The Hennepin County Board of Commissione(8oard) is the governing body for Hennepin

Health. To meet the Minnesota Department of Human Services (DHS) and the Centers for

Medicare & Medicaid Services (CMS) quality oversight requiregnts, the Board through

OAOI 1 OOEITT EAO AAI ACAOAA OAODPI T OEAEI EOU A& O (
(ATTAPET (AAI OESO 10AI EOU QMAd the adlisoy bady uderd 1 EOOA
the directionof ( AT T ADET ( AAT OE & O,whdpovidas guidadce &thé /| AELEE A A (
required quality management functions and activities for this organizationThe QMC has

the authority to approve quality management activities, reports, audits and findings. It may

also recommend studies and corrective actios1On a quarterly basisthe Hennepin Health

Chief Executive Officer (CEQjrovides the Governing Body with reports and summary

documents ofthe QM activitiesat Hennepin Health

The Quality Management Department resources/staffing consists of the Manager of the
Quality Management Department, three Senior Quality Improvement Specialists and the
Grievances and Appeals Coordinator. The Manager of Quality reports directly to the Chief
Medical Officer. The Senior Quality Improvement Specialists are experienced with
healthcare outcomes evaluation and analysis.

The Quality Department staff also work closely with DHS in various quality activities, such
asthe Consumer Assessment of Hahkare Providers and System§$CAHP$. The Quality
Department staffare alsopart of the DHSQuality Collaborative Workgroup. This

workgroup developsstrategies forthe alignment of quality improvement measuresacross
the health plansand the committee colaborates onfederal and state quality standards and
other community quality improvement initiatives in order to improve health outcomes.
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The QMDepartment receives inter/intradepartmental support from the Hennepin County
Information Services Techniciansand the Data Analytics Team. Tlse areagprovide
support in daily operations and database maintenanceThe QMDepartment collaborates
with the Medical Administration Department, which includes: theChief Medical Officer,
Associate Medical Director, Directoof Medical Administration, Pharmacist, Utilization
Managementstaff and Care Coordinators as assigned to support performance
improvement projects. The Medical Administration Department is responsible for the
oversight of utilization management activities such as prior authorization, complex case
management and utilization data analysis. Support is also received fraNetwork
Management Operations, Customer Services and Compliance. Thedentialing
Committee, Utilization Management Committeeand the Conpliance Committee are integral
to quality management activities for Hennepin Health.

Professional staff must maintain licenseand/or certification sand engage in annual
continuing education as required. All staff conducting audits are trained on interater
reliability when it is offered bythe CMS-designated Quality Improvement Organization.
Inter -rater or rater-to-standard reliability testing is performed as part of each study.

Program Activities Planned for 201 6
Quality Management Program Administration

1 Quality Program(Goals A, B, C, D, E, F, G, H, |, J and K)

Quality Work Plan(Goals A, B, C, D, E, F, G, H, |, J and K)

Quiality Program Evaluation(Goals A, B, C, D, E, F, G, H, |, J and K)
Quality Management Committe¢Goals A, BC, D, E, F, G, H, |, J and K)
Quarterly Quality report to QMC(Goals A, B, C, D, E, F, G, H, I, J and K)

= =4 -4

Topic: Quality Management Structure z Program, Work Plan and Evaluation

Process and Documentation

The roles and responsibilities of a managed careganization are heavily regulated by CMS,
DHS,and the Minnesota Department of HealthNIDH) and the National Committee for
Quality AssuranceNCQA.( AT T AP ET guiddfér b pakedtO©entered quality-driven
organization is found in its Quality ProgramThis document is reviewed, at a minimum,
annually and is edited/revised as appropriate and/or whenever a significant change
occurred in regulations or inHennepin Healtts © 1 OA1 EOU 0 0OT COAI 8 I 1T AA
submitted to MDH for approval. The QM Pragm, as identified above, outlines the roles,
responsibilities and high level requirements for the Quality Department. The roles of
committees, committee members, and various documents as well as operational directions
are found in the document. Thédennepn Health Quality Program is posted orHennepin

( A Al ShaéPaint site for employeestoreview. O EO Al O OEAOAA xEOE
DOAAOQGEOQGEIT T AOTYTDPOT OEAAO T AOxT OE AT A AT o111 AAO

o~
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The Quality Work Plan is developedn part, from the QM Program Description. The Work

Plan, which identifies the activities and strategies to be used in the implementation of the

Quality Program, is a collaborative effort within Hennepin Health O OA OET OOtoAAPAOOI
assure that alldepartments participate in the development and implementation of the

work plan. The work plan is a living document used throughout the year to reflect the

ongoing progress of quality improvement(Ql) activities. It also addresses QI activities and

objectives, ime frames for activity completion, responsible staff and the monitoring

identified issues. It also provides the basis for the evaluation of the QI Program. The Work

01 AT EO OAOEOAA AO ADPDOI bODASMAY! AAXPESAddled E £E A A
QM isthe area responsible to create, monitor and maintain the Annual Quality Work Plan

The Evaluation of the Quality Prograntlosesthe circle of the PDSA (W.E. Deming 1986).

4EOT OCETI OO0 OEEO %OAIl OA QdklsitoPDSAEA OAOI ONOAI EOU
The Qudity Evaluationdocumentis a retrospective look at the Quality Program and the

Work Plan supporting itfor the prior year. The Quality Management Program Evaluation

document provides a description, analysis and recommendation/next steps for each

activity. The Evaluation is performed as soon as practicahleith a due date of May % each

year for submission of the Evaluation to DHShe Evaluation document provides the most

recent data available for the previous calendar year given threin out time for claims of six

months and the data collection periodAny data presented for 205 is subject to change

xEOET OO0 AE£OOOEAO 11 OEAA O11 A0GO EO EO POAOGAT OAA
Analysis

In 2016, the Quality Management documents, as outlined above, provided the quality
improvement infrastructure necessary to improve the quality and safety of clinical care and
services that Hennepin Health provides to itenrollees. The 206 Quality Evaluation and
2017 Work Plan will be submitted to DHS as required in the DHS contract.

Document Approval by QMC APIEE Itg)yéd(;overnlng
2017 Quality Program February 9, 2017 March 14, 2017
Description
2017 Work Plan April 13, 2017 June B, 2017*
2016 QA Evaluation June8, 2017* June B, 2017*

* Anticipated Approval Date
Recommendations and Next Steps

Hennepin Healthwill continue to maintain, use and revise the Quality Management
documents,to provide the quality improvement structure necessary to supporthe Quality
Program. The 205 Quality Evaluation and 207 Work Plan will be submitted to DHS as
required in the DHS contract. These documents will be provided to the QMC and Governing
Board for approval on an annual basis.
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Topic: Quality Management Committee

Processand Documentation

The QMC is an advisoryrgup comprised ofHennepin Health Quality Department staff and
external physicians and other clinical representativesinternal representatives include the
Director of Network Management, Director of Medical Administration and the Medical
Administration Utilization Manager. Ad hoc staff attend dependent on the quality initiative
activities. The QMC provides the structure, processes and outcomes oversight necessary
for assuring Hennepin Health enrolleeseceive access tguality services and assures
compliance with a multitude of Federal, State and Industry requirementd.he QMC
operates under a formal Board Action that delegates the operations tife Hennepin Health
Quality Department activities to theChief Medical Officeland the QMC. The QMC reviews
the documents prior to submission to the Governing Body for completeness and accuracy.
The QMC izo-chaired by theChief Medical Officer and the Manager of the Q M
Department. Formal agenda and meeting minutes are maintained and the documents are
maintained in the QM DepartmentThe QMC meets at least evermyther month and may

also be convened as needed fargent matters.

Analysis

The QMC addresses medical, dental, appeal and grievance, practice guidelines, utilization,
credentialing, network, pharmacy, surveys and other information throughout the year in
meetings that took place everyother-month. An annual schedule of topics requed to be
reviewed and/or approved is prepared and maintained to assure that all topicare
addressed.The majority of the topics presented are done so in order to meet regulatory
requirements. Feedback received from QMC participants provides valuable igbit and
recommendations about the next steps.

Recommendations and Next Steps

QMC provides direction for Hennepin Health to determine and prioritize Quality

- AT ACAT AT O AAOCEOEOEAOG8 /TA T &£ OEA 1-#60 Cci Al O
DAOOEAEDPAT OO0 ET EIPBPOI OET ¢ (ATTAPET (AAI OEGO 1
continue to med every other month.

Topic: Quality Management Activities

Description

Quality improvement (QIl) consists of systematic and continuous actions that lead to
measurable improvement in health care services and the health status of targeted patient
groups. Quality is directly linked to an organization's service delivery approach or
underlying systems of careActivities or processes within a health care organization
contain two major components: 1) what is done (what care is provided), and 2) how it is
done (when, where, and by whom care is delivered). Improvement can be achieved by
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addressing either componentHowever, the greatest impact for QI is when botklements
are addressed at the same time.

The QM Department is responsible for Practice Guidelines, many external audits,
Performance Improvement Projects (PIPs), focus studiesiedical record review,Quality of
Care/Quality of Service Grievances and the annual data collection: HEDIS. In addition to
HEDISHennepin Healttd O Diepartment also participates in Minnesota Community

- A A OO O AMACMIES collection processStaff within the QM department are
members of the MNCM strategic data planning committee.

Program Activities Planned for 201 6
1 HEDISMetaStar Audit (Goals A, B, C, D, E, F, G, H, I, J and K)

1 CAHPSGoals A, B,C,D, E,F, G, H, I, JandK)
1 Annual Technical Repor{Goals A, B, C, D, E, F,ig,l, J and K)
1 Medical Record ReviewgGoals A, B, C, D, E, F, G, H, |, J and K)
1 Practice Guideline§Goals A, B, C, D, E, F, G, H, I, J and K)
1 MDH Triennial Quality Examination(Goals A, B, C, D, E, F, G, H, I, J and K)
9 DHS Triennial Comprehensive Assessme(Boals A, B, C, D, E, F, G, H, |, J and K)
1 SNBC Dental Access Improvement and Evaluation Projeg&oals A, B, C,D,E, F, G, H, I, J
and K)
Topic: HEDIS

Process and Documentation

(AT TAPET ( AAIl OE 6 <bject%ydd by @iirdépendedt NEQ@¥certified

vendor, MetaStar. Metastar ensures thatHennepin Healthmeets the data standards and

maintains the integrity of the resulting data. Hennepin Healthalso uses an NCQA certified

HEDIS developerVerscend,to produce( AT T ADET ( A dampds6 DOO%A) B60 AA
tool includes data entry utilities thatallow the nurse chart abstractors to collect HEDIS

medical recorddata as outlined in the HEDISechnical specificationsfor the HEDIS
measures

Analysis and Recommendations/Next Steps
See Attachment A HEDIS for the information.

Topic: Annual Technical Report (ATR)

Process and Documentation

CMS requires that State agencies contract with an External Quality Review Organization
(EQRO) to conduct an annual external quality review (EQR) of the services provided by
contracted Medicaid managed care organizations (MCO). In order to comply with these
requirements, DHS contracted with IPRO to assess and report the impact of its Minnesota
Health Care Programs (MHCP) and each of the participating MCOs on the accessibility,
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timeliness, and quality of services. In accordance with Federal requirements, ast $orth in

the Balanced Budget Act (BBA) of 1997, this report summarizes the results of the 2015
External Quality Review (EQR).

4EAR EOAI AxT OE AZ£I O )02/ 860 AOOAOOI ATO EO AAOAA
by CMS, as well as State requirements.0 2/ 8 O AOOAOOI AT O ET Al OAAA
mandatory activities, which encompass: performance measure validation, Performance
Improvement Project (PIP) validation, and compliance audits. Results of the most current
Hedlthcare Effectiveness Data and Information Set (HEDIS®) reporting period and
Consumer Assessment of Healthcare Providers and Systems (CAHPS®) survey are
DOAOAT OAA8 )02/ 80 AOOAOOI AT O Al 01 ETAI OAAA A
measurement year and PIPs that are currentlyn progress, the most current Quality
Assurance Examination (QAE) and Triennial Compliance Assessment (TCA) findings, and

MCO achievements under the Financial Withhold Program.

IPRO submits to the MCOs a draft copy of the ATR for review and to provide coemts

regarding the accuracy of the report or any concerns identified. IPRO reviews the

comments by each MCO and updates the report as appropriate. Once updated, the finalized
ATR is presented to each MCO. To achieve full compliance with federal regulasipiPRO

must include in the ATR, an assessment of the degree to which each MCO has addressed the
recommendations for quality improvement made by IPRO in the previous year reporting

year ATR. Examples may include strategic planning, development of policaxl

procedures, process changes, evaluation of strengths and weakness, examination of

barriers to change, development of quality improvement teams, data collection, and
educational/training programs.

Analysis
Hennepin Health did not receive the 2015 AT 2016. It is anticipated that it will be

received in early 2017. Due to the timing of the ATR, the recommendations presented have
been or are in the process of being addressed prior to receiving the ATR.

Recommendations and Next Steps

Hennepin Healthwil OAODBPT T A O OEA 142860 OAAT I 1T AT AAOGET I
interventions to address the recommendations, as appropriate.

Topic: Medical Record Reviews

Process and Documentation

The Minnesota Department of Health requires Hennepin Health to conduct audit of

i AAEAAT OAAT OA AT AOiI AT OAOGETT AT1TOAT 1T U8 $1T AOIA
i 000 AT 1 OAET AAOOAET Al Ai AT 6O OOAE AO OEA AT O
the reason for each clinic visit, to name a few. Medical record audésults are to be

DOl OEAAA (AT1TAPET (AAI OEG6O0 1T AOxT OE DPOI OEAAOOS

Analysis
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Hennepin Health has developed a standard medical record audit todlt Hennepin Health

the medical recordaudit is completed at the same time as HEDIS chaitstraction so as to

limit the disruption at the clinics.Hennepin Healthhas found that clinics using a nationally

based Electronic Health Record (EHR) arE00% compliant with the medical record

requirements. For 2016, all clinics audited were 100% compliant. Medical record audit

OAOOI OO AOA DPOT OGEAAA 11T (ATTAPET (AAI OEGO xAA
Recommendations and Next Steps

Hennepin Health will continue to conduct the medical record audit annually. Results will be
available on the Hennepin Health website.

Topic: Practice Guidelines

Process and Documentation

Quality Management, through the various related committees, is responsible for the
activities related to Practice Guidelines pursuant to Chapter 7 in the DHS contragtith
Hennepin Health The DHS contract cited langqage from the BBA of 2003 and required
Hennepin Healthto adopt, disseminate, apply and audit participating providers to assure
that appropriate Practice Guidelines were in use at the clinic leveHennepin Health is also
required to adhere to the NCQA Stalards and Guidelines for the Accreditation of Health
Plan, QIPractice Guideline&standard.

( AT 1T APET HEDISAdslitEaGeBubject to an audit by an independent NCQA certified
vendor, MetaStar, who ensures thatiennepin Healthmeets the data standard and

maintains the integrity of the resulting data. Hennepin Healthalso uses an NCQA certified
HEDIS developegVerscendz to produce( AT 1 APET ( AdamAds6 BOOHMA) 88 O
datatool includes data entry utilities that support the nurse chart abstractors to collect
HEDISmedical recorddata as outlined in the HEDISechnical specificationsfor the HEDIS
measures

Analysis and Recommendations/Next Steps

At Hennepin Health the audt for Practice Guidelines is completed at the same time as
HEDIS chariabstraction so as to limit the disruption at the clinicsHennepin Healthhas
found that clinics using a nationallybased Electronic Health Record (EHR) are much more
likely to have clinical guidelines embedded in the prompts used by the staff who room
patients, nurses, and the clinicians. More information can be found in the full 26 Practice
Guideline Reportattached to this evaluation.

Topic: MDH QA Exam and TCA

Process and Documentation

The Minnesota Department of Health (MDH), pursuant to Minnesota Statutes, section
62D.14, has the authority to conduct the Quality Assurance Examination of health
maintenance organizations (HMOSs) every three years for the purpose of evaluating HMO
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Quality Assurance Examination of in May of 2014. The Quality Exam modules are: Quality
Improvement, Complaint/Grievance Systems, Network Adequacy, and Utilization

Management.

Concurrently MDH, through an Interagency Agreement with the DHS, conducted the
Triennial Compliance Audit (TCA) by collecting supplemental information pertaining to
certain DHS contractual elementsThis is completed concurrently at the time of theviDH
QA Exam.

As part of the MDH QA Exam process, MDH returnedii@nnepin Healthto conduct the

MDH QA Exam and DHS TCA migcle review in July 2015. The purpose of the midycle

review is to evaluateHennepin Healtd O D OT COA OO EcbrrediiveladidnplénET ¢ OEA
(CAPS.

Analysis

In response the MDH QA Exam and DHS TCA roiatle findings, MHP conducted a root
cause analysis and developed another CA®address the noncompliance of organizational
recredentialing. The CAP was monitored throughout 2016 and was found to be in full
compliance.

Recommendations and Next Steps

Hennepin Healthwill continue to actively assess and monitor its health plan diwities to

ensure ongoing compliance with the required federal and state regulations and NCQA

OOAT AAOAOG8 4EEO All1Tx0 -(0 OF AA ET AT1OO0OAT O
and DHS TCA in 2017.

Topic: SNBC Dental Access Improvement and Evaluation Project (Goals A, B, C, D, E, F,
G, H, I, JandK)

Process and Documentation

The SNBC Dental Access Improvement and Evaluation Project is baspdn the 2016 SNBC
Request for Proposal RFP. For the RFPhealth plans were asked to propose a dental
accesgyuality improvement and evaluation plan that, through ongoing measurements and
interventions, results in insignificant improvement, sustained over time, in administrative
management and/or innovation in the clinical care that is expected to have a favorigb
ArerAAO 11 AAT OAl AAAAOO8 4EEO EO A Ail1 AAI OAO
Purchasing Division, DHS/DCT Community Dental Clinics (D@DIC) and Managed Care
Organizations (MCOs) to improve access to dental services for SNBC enrollees throughout
Minnesota. Collaborative and active engagement of stakeholders who have a vested
interest in addressing access barriers to oral health, have the potential to increase public
awareness, support the planning and implementation of improvement strategies arttelp
ensure that efforts are effective and sustainable (Chazig015). SNBC enrollees often

require a unique set of structural and supportive service modalities in order to successfully
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access both preventive and routine dental care. Currently, less thaalf of the SNBC
enrollees have completed one or more dental visits with a dental practitioner during 2015.

The primary goal of the project is to improve the annual dental visit rate for SNBC
enrollees, ages 18 to 64, to 60% or more over the next three five years. The theory
behind the projectis that access potentially can be expanded if more community dentists
have the capacity to accommodate the special needs of SNBC enrollees. Access
improvement interventions will focus primarily on dental case management, special needs
community dentist and staff mentoring program, and a tel@entistry demonstration
project.

Health Plans will be working on the three mandatory access improvement interventions:

1 Dental Case Managemernitielp establish a dental homdor enrollees that have: not
had a dental visit within the last 12 months; missed a scheduled dental
appointment; or visited the emergency department for a nofiraumatic dental
related reason.

1 Special Needs Community Dentist and Staff Mentoring Progga@reate a community
dental mentoring program so dentisttherapist, hygienist and clinic staff can remove
access barriers and care for SNBC enrollees in their community.

1 Teledentistry Demonstrationz Develop and implement a teledentistry
demonstration.

The three access improvement interventions listed below are recommended to be
implemented but are not required:

1 Expand Dental Service Contract&xpand contracting strategies and opportunities
to secure additional dental services.
1 Provider Education Develop and foster educational opportunities focused on the
3."# AT OI11AAGO OPAAEAI AAT OAl AAOA 1T AAAON
barriers.
1 Support Charitable Community Dental Treatment ClinicReachout and support
community dental treatment ogpportunities sponsored by community charitable
organizations.

This project concept is basedipon collaboration and assigned roles and duties to be
AAOOEAA 100 1 O0AO OEA DPOI EAAOGO OEQdedan®i EEOA
responsibilities have to been assigned to the following three stakeholders: DHS, health

plans and the DHS/DCT Dental Clinic.

The data collection and measurement plan is based on three dental measures: 1) HEDIS
Annual Dental Visit; 2) DQA/HEDIS Use of the Emergency Room wn-Traumatic Dental
Related Reasons and 3) DQA/HEDIS Follewp after ED Visit measure.
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DHS is currently working with a CAHPS vendor to conduct an annual provider access
survey and an annual CAHPS dental satisfaction survey with the results being provided
the health plans to help evaluate the effectiveness of the interventions.

Analysis

With assistance from Stratis Health, health plan representatives from HealthPartners,
Hennepin Health, Medica, PrimeWest, South Country Health Alliance and UCare metyeve
two weeks from September through December, 2016 to write a collaborative project
proposal and plan, focusing on the three mandatory interventions above. The collaborative
consulted frequently with DHS to ascertain if the direction of the proposal was ssfactory.
Two subgroups were formed: one to work on case management intervention and the
second to work on the teledentistry intervention. A decision was made to combine the
mentoring program with the tele-dentistry interventions.

Recommendations and Next Steps

As of this writing, the collaborative continues to meet every two weeks to develop the
proposal and the work plan. Additionally, the two work groups are developing the case
management and teledentistry interventions. The final projectdescription and plan is due
to DHS on March 15, 2017. The project interventions will begin once approval of the
project description and plan has been received from DHS.

Topic: Quality of Care/Quality of Service Complaints

Description

In Minnesota, allMCOs must conduct ongoing evaluation of all enrollee complaints,
including complaints filed with participating provider (MN Rule 4685.1110, subd 9).
Evaluation of enrollee complaints related to quality of care/ quality of service must be
conducted through the Quality Assurance Program. Quality of care complaints are defined
as an expressed dissatisfaction regarding health care services resulting in potential or
actual harm to an enrollee. Quality of care complaints, may include the following: access,
provider and staff competence, clinical appropriateness of care, communications, behavior,
facility and environmental considerations.

Program Activities Planned for 201 6

1 Quality of Care/Service Grievances (Goals A, B, C, D, E, F, G, H, I, J and K)

Process andDocumentation

Hennepin Healtd © 1 O AT E O U DepdtinenigsAdspbisiOle for the review of
Quality of Care/ Quality of Service Complaint® Quality of Care omplaint (technically a
grievance) is reviewed by the Quality Department staff with the oversight dhe Chief
Medical Officer. Hennepin Healthiberally defines quality to include expression of
dissatisfaction, access problems, poor outcomes, known medicaisadventures and any
time that an enrollee alleged that something happened that should not have happened.
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complaint to determine if any of the elements of the grieance could have had a medical
component.

MDH recommended that Hennepin healtimplement a process to review and evaluate
Quality of Service complaints/grievances. In these case types, quality of service could be an
issue of rudenessataxi driver drivin g member to incorrect location, etc. These cases are
not reviewed by the ChiefMedical Officer, insteadthey are reviewed and investigated by

the Quality Management staff initially The Quality Department Manager proviésa

secondary review and assigned kevel of severity as outlined in the policy and procedures.
Quiality of Service (QOS) complaints, such as rude staff behavior, are reviewed and
managed by the Quality Management staff. All QOS/QOC are tracked and trended. Any
QOC/QOS complaint involving gactitioners are reported to the Credentialing areas
appropriate,tobeET AT OPT OAOAA ET 01 OEA DPOAAOEOEITT A0G60
process.

Analysis

2016 Summary

1 Hennepin Healthz SNBC had almost three times as many quality of care/service
complaints in CY 2016 than Hennepin Healtih PMAP.
1 There are more complaints received and resolved due to quality of service than
quality of care for both Hennepin Healtty PMAP and Hennepin Health SNBC.
1 The service type which received the majority of thgrievances was the health plan.
A total of six (6) grievances (43%) out of fourteen (14) complaints were related to
Hennepin Health.
o 4EOAA joq T &£ OEA OE®@ j oq COEAOAT AAOG xAO
#0001 1 AO 3A0O0OEAAGO AAI Ictivddctoxplaoias C x AEO
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handling of high call volume.
1 Communication/Behavior was the main complaint category with seven (7) or 50%
of the fourteen (14) complaints being in this category.
1 All quality of care/service complaints resolved in CY 2016 were assigned Category
p AO Anomialityloficaréservice issue substantiated or care/service
appropriate or mild QOC/QOS concern exists having minimal or no harmful physical
or functional A EEAAOO 11 OEA AT OT 11 AAR6S

Quality of Care/Service Complaints Closed by Product

Q1 Q2 Q3 Q4 2016
Product 2016 | 2016 | 2016 | 2016 | Total
Hennepin Health- PMAP 0 0 3 0 3
Hennepin Health- SNBC 0 0 6 5 11
Total 0 0 9 S 14
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Quality of Care/Service Complaintby Type

Hennepin Health - PMAP

Type Q12016 | Q22016 | Q32016 | Q4 2016 | 2016 Total
Quality of Care 0 0 0 0 0
Quality of Service 0 0 3 0 3
Total 0 0 3 0 3

Hennepin Health - SNBC

Q3
Type Q12016 | Q22016 | 2016 Q4 2016 | 2016 Total
Quality of Care 0 0 0 1 1
Quality of Service 0 0 6 4 10
Total 0 0 6 5 11
Quality of Care/Service Complaints by Service Type

Hennepin Health - PMAP
Service Q12016 | Q22016 | Q32016 | Q4 2016 | 2016 Total
Pharmacy 0 0 1 0 1
Transportation 0 0 0 0 0
Prof Medical 0 0 0 0 0
Health Plan 0 0 2 0 2
Delegate 0 0 0 0 0
Other 0 0 0 0 0
Total 0 0 3 0 3

Hennepin Health - SNBC
Service Q12016 | Q22016 | Q32016 | Q4 2016 | 2016 Total
Pharmacy 0 0 0 0 0
Transportation 0 0 1 1 2
Prof Medical 0 0 1 1 2
Health Plan 0 0 1 3 4
Delegate 0 0 2 0 2
Other 0 0 1 0 1
Total 0 0 6 5 11
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Quality of Care/Service Complaint Category

Hennepin Health - PMAP
Q2 Q4

Category Q1 2016 | 2016 Q3 2016 | 2016 Total
Access 0 0 1 0 1
Communication/ Behavior 0 0 2 0 2
Health Plan Administration 0 0 0 0 0
Facilities/ Environment 0 0 0 0 0
Coordination of Care 0 0 0 0 0
Technical Competence/

Appropriateness 0 0 0 0 0
Total 0 0 3 0 3

Hennepin Health - SNBC
Q1 Q2 Q3

Category 2016 2016 2016 Q4 2016 || Total
Access 0 0 1 2
Communication/ Behavior 0 0 4 1 5
Health Plan Administration 0 0 0 3 3
Facilities/ Environment 0 0 1 0 1
Coordination of Care 0 0 0 0 0
Technical Competence/

Appropriateness 0 0 0 0
Total 0 0 6 5 11

Quality of Care/Service Outcomes

Each Quality of Care/Service case is assignedeverity level after the investigation has
been completed as outlined below.

Severity
Level Severity Effect on Member
0 Unable to or not determined to be a QOC concern
1 No quality of care/service issue substantiated: care/service appropriate
or mild QOC/QOS concern exists having minimal or no harmful physical
functional effects on the enrollee
2 Mild to Moderate level of QOC/QOS concern exists having the potential f
or actual mild to moderate harmful physical or functional effects on the
enrollee
3 Severe level of QOC/QOS concern exists having the potential for severe
harmful physical or functional effects on the enrollee
4 Severe level of QOC concern exists having actual harmful physical or
functional effects on the enrollee
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Recommendations and Next Steps

Hennepin Health will continue to review QOC/QOS complaistas outlined in the Policies
and Procedures. QOC/QOS will continue to be tracked and trended and the results will be
reported to QMC. Any QOC/QOS complaint involving practitioners will be reported to the

Credentialing areaas appropriate,to beincorporaOA A ET O OEA DOAAOQOEOEIT A
recredentialing process.

Topic: Quality Management Program Webpage

Description

DHS requires Hennepin Health to develop a public web page describing quality

improvement activities relating to service and clincal quality issues relevant to Hennepin

(AAT OEGO AT Oi 11 AAOG8 (AT 1 AbEannualhkAvebste UBRKAT EOO O
I ETEET ¢ O EOO NOAI EOU xAA DPACA xEEAE EO bOAI
In collaboration with the Marketing and Communicaibns Department, the Quality

Management (QM) Program administers a department webpage and incentives webpage

on the Hennepin Health website. The QM Program webpage provides an overview of

department responsibilities and functions, while the Programs ande3vices webpage offers

information and documents related to company health incentive rewards programs.

Program Activities Planned for 2016

T $Ai 11 OO0OAOA EiT x (AT1TAPET (AAI OEG6O 10A1 EOU
monitors and works to improve service and Bnical quality issues relevant to the
Minnesota Health Care Program enrollee&Goals A, B, C, D, E, F, G, H, |, J and K)

Process and Documentation

The Marketing and Communications Department within Metropolitan Health Plan (MHP)
facilitated a company nane change to Hennepin Health during 2016. Rebranding activities
included a companywide website redesign. The website redesign provided the
opportunity to better identify the roles and responsibilities of the Quality Management
(QM) Program through the nev department webpage. The new Programs and Services
webpage allows for increased marketing of incentive programs offered by the department
to health plan enrollees and provides the opportunity to offer materials related to health
promotion.

The QM Programsubmits a request for updates to the content or structure of both
webpages, in addition to any new materials to be posted, to the Marketing and
Communications Department. The Marketing and Communications Department reviews
the request and supporting docments and then submits the request to DHS for approval.
The Marketing and Communications Department is able to work with the Hennepin County
Information and Technology (IT) staff to update the Hennepin Health QM Program and/or
the Programs and Services wgpage(s) once approval from DHS has been received.
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Analysis

The QM Program webpage highlights the functions and responsibilities of the department

AT A POl OEAAO 1 ETEO Oi OEA 10AI EOU - AT AcAi AT O
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documents created by the department. Below are the highlights from the description of

(ATTAPET (AAI OE6O 10A1I EOU - AT ACAT AT O 001 COAI ¢
Mission

Our mission is to continuously protect and improve lhe health care provided to our
members through a highquality, integrated and costeffective health delivery
system. Building on strengths and identifying opportunities for improvement
ensures that Hennepin Health members are receiving high quality care ancost
effective manner, which will improve the overall health of the communities we
serve. In pursuit of this mission, we also seek to become a leader in eliminating
health care disparities.

Program scope
Hennepin Health's Quality Management Program igsponsible for:
T Quality of care and utilization of services

1 Performance Improvement Projects (PIP) and focus studies to identify, monitor
and improve service and quality issues for members

1 Facility site and medical record audits
1 Creating and maintaining the quality program, work plan and evaluation

1 The Health Care Effectiveness Data and Information Set (HEDIS) annual data
collection, and Consumer Assessment of Health Care Providers and Systems
(CAHPS) survey

Goals
The goals of the Quality Management Progm include:

T Making continuous and sustained improvement in performance improvement
indicators as measured by standardized industry measurement methods

T Improving members' health

1 Ensuring that providers' delivery of health care meets community quality,
acaessibility and appropriateness of setting standards

1 Achieving and maintaining member satisfaction

1 Ensuring that utilization rates will demonstrate neither over-utilization nor
under-utilization of services
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T Addressing racial disparities in appropriate qually improvement activities
Quality Improvement Initiatives

Learn more about the Quality Management Program's initiatives and model of care
by reviewing the information in the website under this section.

1 2015 AMM PIP

1 Hennepin HealthSNBC events qualitgvaluation
1 DHS CAHPS survey

1 Hennepin Health housing navigation services
1 Hennepin Health improving dental care access

The QM Program provides information and documents for enrollees related to incentive
opportunities through the link to Programs and ®rvices found on the Hennepin Health
homepage:

Programs and services

Maintaining your health is important. Whether you are a Hennepin HealtPMAP,

Hennepin HealthMNCare or Hennepin HealttSNBC member, a variety of health

and wellness programs areavailable to ensure your physical, mental and emotional

EAAT OE 1T AAAO AOA 1 AOG8 41 EETA 10600 xEEAE PO
member services at 612596-1036.

Hennepin Health Car Seat Program

At Hennepin Health, we want children to ride safely. Pgnant women are eligible to
receive a car seat for their babies, and children can receive either a car or booster
seat up until they are eight years old. Safety education is also offered. To learn more,
read through the car seat program frequently asked gstions (PDF).

Hennepin Health Rewards Program

Through the Hennepin Health Rewards Program, eligible pregnant women, babies
and children can receive a gift card just for staying healthy. Early and regular
prenatal care is an important part of ensuring a &althy pregnancy, and getting
regular checkups and scheduled immunizations are an important part of keeping
children healthy.

To learn what each voucher requiresthe voucher can be selected from the below
list and printed. Work with your provider to complete the form and then mail it back
to us.

Prenatal Care Voucher (first visit)
Prenatal Care Voucher (nine visits)
Postpartum Care Voucher

Child & Teen Checkup (14 months)

= =4 =4 =4
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1 Child & Teen Checkup (15 months to 11 years)
1 Child & Teen Checkup (121 yeas)

Hennepin Health Dental Voucher

Your oral health is more important than you may realize. Maintaining good oral
hygiene and scheduling regular dental checkups can help prevent more serious
dental problems. You can protect your smile and earn a gift @atvhen you complete
an annual visit to your dentist- print out this dental visit voucher , work with your
provider to complete it and then either mail it back to us or drop it off at our walkn
service center.

Recommendations and Next Steps

The QM Progam will continue to work with the Marketing and Communications

Department to update the QM and Programs and Services webpages. In addition, the QM
Department will increase its use of the Hennepin Health Programs and Services webpage to
market and engagesnrollees regarding incentive programs offered by Hennepin Health, as
well as to inform enrollees about important health issues, to offer healthy lifestyle
suggestions and to provide information about managing diseases and conditions.

Topic: PIP Project: The Reduction of Racial Disparities in the Management of
Depression

Description

The goal of this Performance Improvement Project (PIP) is to increase the use of
antidepressant medication treatment forindividuals with depression within the Hennepin
Health populations and to reduce the existinglisparity gaps within the critical racial
groups within antidepressant medication adherence.

Hennepin Health is collaborating with the other Minnesota Health Plans on championing
these efforts and on achieving casistencyfor enrollees andacrosshealth care systemgor
intervention methods. As a collaborative group, there was a prime opportunity to leverage
many pivotal intervention strategies that would have proved challenging to do as a single
health plan. Through new interventions,Hennepin Healthwould be able to support
enrolleesin improving their treatment of depression through increased medication
adherence.

Mental illness may be stigmatizing and understood differently by racial and ethnic minority
groups,including African Americans, American Indians and Hispanics. Increasing
awareness of depression and the benefits of treatment could help reduce the stigma and
improve the treatment engagement in these communities.

Program Activities Planned for 201 6

1 Develop and promote quarterly webinarsto providers working with culturally diverse
patients experiencing depressionGoals: A, B, C, D, E, H, K)
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Issue newsletters / articles to providers(Goals: A, B, C, D, E, H, K)

Community Outreach with area churchesa promote a Latino Family Health Fai{Goals: A,

B, C, D, E, H,K)

1 Update provider Toolkit to include resources for serving seniors and individuals in rural
areas(Goals: A, B, C, D, E, H, K)

9 Provide training to internal and external staff conducting phonesalls and update call

tracking documentation (Goals: A, B, C, D, E, H, K)

=a =4

Process and Documentation

Intervention Strategies

In collaboration with the other health plans,Hennepin Healthdeveloped common
messaging forenrolleesand provider resources on depression and medication adherence
to support development of intervention materials. Using such messaging in the proposed
enrollee and provider interventions helps increase consistency and reduce confusion by
communicating key fictors and information using the same terminology. Thus, providers
and/or enrollees are receiving the same messaging across various commcation channels
from all the plans.

Interventions focuson primary care provider resources and education regarding té
treatment of depression within a culturally and racially diverse populationA primary
intervention was a collaborative and interactive provider toolkit that went live in April
2015. Much of the content development and research for the depression toolkitcurred in
late 2014 and into 2015.Updates to the provider toolkitin 2016 included new links and
resource tools for serving seniors and patients in rural areas. The provider toolkit was
promoted during educational webinars offered throughout the year ad promoted via
posting on the Stratis Health website and individual plan websites. Stratis Health also
tweeted the availability of the updated toolkit to their followers.

Webinars were offered quarterly in 2016 to providers working with culturally diverse
patients experiencing depression. Newsletter articles were used to share information with
providers.

Community outreach and partnerships occurred with two Catholic churches to promote a
Latino Family Health Fair that would raise awareness, reduce stigmand provide
education on mental illness to their congregations.

The collaborative also participated in and presented at conferences during 2016.

Provider Interventions :

Hennepin HealthET AT 11 AAT OAOETT xEOE 1 OEAO EAAI OE DI A
common messaging foenrollees and provider resources on depression and medication

adherence.

Provider Process Measures :
Toolkits

T Number of tool kits distributed, downloads or webhits
1 Promotional log of activities for distribution/promotion of the toolkit.
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91 Partnership log for community outreach activities.

Training for Care Providers
1 Number of attendees at trainings
1 Number of trainings provided
1 Results of training evaluations

Enrollee Interventions:

Enrollee intervention consist of telephonic outreach by care coordinator staff tenrollees
newly diagnosed with depression. The outreach calls aim to address specific treatment
barriers, such as concerns about addiction, as well &steach strategies for managing side
effects. Enrollees may receive educational materials as a component to the telephonic call
process.Due to a change in the claims system during 2015, Hennepin Health continued to
experience problems withreceiving accurate data reports so calls were delayed until June
2016. Since the initial proposal was submitted, staffing resources at Hennepin Health
changed, so additional training was provided for new staff assisting with these calls.

A letter with an educationalflyer is sent to enrollees after being newly identified as
meeting the Antidepressant Medication Management (AMM)continuation phase criteria

per claims data. Internal Hennepin Health Quality staff and external Hennepin Health care
guides conduct telephomc outreach calls after receiving biweekly data reports and the
letters have been sent to enrollees. Subsequent calls are also made to enrollees if they
reach40 or more days of noncompliance for refilling their medications. On occasion, for
the SNBC poplation, the external care guides review information in person in lieu of

AT TAOAQGET ¢ A PEITTA AAIl xEOE OEA AT OI11AA
in person. Therefore, contact may have occurred outside the normal timeframe for

initiati ng calls.Call outcomes for this report cover the period from June through October
2016. Calls are considered complete if an enrollee was reached or three attempts were
made to reach the enrollee. For each call, staff tracked the assistance provided aadiers
experienced by the enrollee. Initial outreach calls began Jur016 and follow-up calls to
enrollees not refilling their medications began in SeptembeR016.

Based upon feedback from staff conducting the calls, enrollees identified various concerns
not accurately reflected on the caltracking sheet to capture enrollee process measures.

The calttracking sheet was revised to more accurately reflect barriers, ssies, and other
concerns raised by the enrollees. Staffing changes within some of the external care agencies
caused questions to arise on how to capture the information. Uncertainty related to the
tracking process impacted data collection, specifically whiker to categorize calls as an

initial outreach or as a followup/no refill outreach call. Staff received training on the

correct process to use.

Enrollee Process Measures
Telephone follow-up
1 Number of attempts to contactenrollees for follow-up
1 Number and rate of completed followup calls
1 Number of mailings or materials given tceenrollees during call process
1 Partnership log kept for community outreach activities
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Analysis
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interventions were not reflected in the primary outcome measures until HEDIS 2016,

which wasreported in June 2016. It is important to note that HEDIS rates will not reflect a

£O0I1 UAAO T &£ OEEO 0)060 EIT OAOOATtREpacftii®l OEI ¢
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reflect dates of service in 2017 and 2018. Therefore, it is too early in the project to identify

if Hennepin Health is on target to meet its improveent goal of reducing the disparity in
antidepressant medication adherence between Blacks and Whites by 20%, and between

Native American and Whites by 20% by the end of the thregear project.

Table 1. HEDIS AMM Continuation Phase Measurement Periods

HEDIS Reporting HEDIS Measurement PIP Intervention Year

Year Period

2014 May 2012z April 2013 Baseline

2015 May 2013z April 2014 Pre-implementation

2016 May 2014z April 2015 Year 1 (first four months of
implementation)

2017 May 2015z April 2016 Year 12

2018 May 2016z April 2017 Year 23

2019 May 2017z April 2018 Year 3

Process Measures

Provider Interventions

Collaborative Provider Interventions

During 2016 the Collaborative updated resources developed in the first year of the project,

and continued to offer webinars for providers who work with culturally diverse patients

experiencing depression. Hennepin Health worked with a collaborative of Minnesota

HeatE 01 AT O | OEA O#111 AAT OAOEOGA6Qq O1 AAOGAIT P OE
resources address best practices for depression care, with an emphasis on the importance

of delivering such care in a culturally appropriate way.

Provider Toolkit

The Colbborative developedAntidepressant Medication Management: A Provider Toolkit
the first year of this project. The toolkit (The Provider Toolkit is available on th&tratis
Health webste for this project) provides relevant resources and tools for providers

working with culturally diverse Medicaid patients who have depression. The toolkit
focuses on issues related to medication adherence with an emphasis on racial and cultural
perspectives. In 2016, the collaborative reviewed toolkit materials, updated links and
added new resources such as tools for seniors and patients in rural areas.
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The toolkit includes the following topics:

9 Best Practices in Depression Care, including screening, dieation adherence, and follow
up after hospitalization.

1 Emerging Best Practice: Integration of Behavioral Health into the Primary Care
Setting

Cultural Awareness and Treating Depression

Shared Decision Making for Depression Treatment

Mental HealthResources for providers, patients and caregivers.

Health Plan Resources and contacts

= =4 -4 A

The Collaborative continued to promote the toolkit through multiple channels, as outlined
in Table 2.

To assist with promotion, the Collaborative utilizes a postcard wit a Quick Response Code.
One hundred eightynine (189) unique visitors viewed the toolkit 221 times from

November 20, 2015z October 31, 2016. Feedback on the toolkit has been positive and
analysis of the web hits suggests that promotion of the toolkitirough provider
communications, newsletter articles, social media, webinars and conferencesveadriven
interest in the toolkit.

In addition to clinics in Minnesota, the Collaborative received a request from Anthem
Health Plan in Maine, to utilize the provider toolkit. The Collaborative gave permission for
its use as long as credit is given to the group. After modifying the toolkit to include Maine
relevant content, Anthem has shared it with their provider network as part oan effort to
improve HEDIS measures.

Table 2. Promotion of the Provider Toolkit z Activity Log

Date Activity Outcome
Quarter 1 2016 Provider Toolkit | Toolkit updated and posted to Stratis Health
website and internal health plan sites.

Quarter 3 2016 Tweet Stratis Health tweeted to their followers the
availability of the updated Provider ToolkKit.
Quarters 1-4 Webinar training | Promoted link to toolkit and presented toolkit as
2016 sessions part of presentation.
Webinars

The Collaborative continues to offer highly successful webinars addressing various areas
associated with culturally sensitive depression care. Those attending the webinars
represented a variety of disciplines includingcare coordination, behavioral health, nursing,
public health, social work, social services and others.

As noted in the 2015 interim report, a webinarwas offeredin November titled Shared
DecisionMaking & Depression Treatment in Primary Car€he webinar was attended by 33
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individuals and 19 people completed the evaluation for CME Credits. The assessment was
overwhelmingly positive with participants noting increases in knowledge of the issues
reported. Of note, 100% of respondents replied that they are better able to discuss shared
decision making, including new strategies to use with patients. Additionally, all
respondents were able to identify barriers to implementation in practice, demonstrating
the ongoing difficulty of integration of this strategy into routine practice.

2016 Webinars

Webinar 1: Behavioral Health Care for Refugees: Barriers, Best Practice and Cultural
Humility. [February 2016.] Dr. Georgi Kroupin, a therapist from HealthPartners Center for
International Health and an expert in the area of refugee behavioral health shed
information on the relationship of culture to help seekingmental health adherence
practices, and ways to improve the patient/provider relationship. Demand for this webinar
was extremely high and maximum capacityas achieved for the webinar attendance
Ninety-eight respondents completed the evaluation. Of those, 88% indicated that the
webinar was good or excellent and 99% indicated an increased understanding of how
culture affects help seeking behavior and adherence to behavioral health interventions.

This webinar was so successful that Dr. Kroupin offered to supplement the overview with
more in-depth information related to the mental health of refugees. The collaborative
worked with Dr. Kroupin to offer a series of webinars on this topic as detailedelow.

Webinar 2: Behavioral Health Care for Refugees series: Immigration; Surviving Trauma, Loss
and Finding Hope[May 2016.] This webinar focused on understanding the levels of loss

and trauma experienced by refugees and their families, and the changhlat occur in
relationships and between generations. At least 100 people attended the presentation, and
74 completed the online evaluation. Many participants viewed the webinar in groups to
increase availability. Feedback from the evaluation showed th&9% of those who

attended this webinar rated the presentation good or excellent, and more than 97%

indicated they had an increased understanding of how culture affects help seeking and
adherence. Dr. Kroupin integrated comments and requests for specififormation into

future webinars.

Webinar 3: Depression Care for Somali Americans: Barriers, best practice and cultural

humility. [July 2016.] Ahmed Hassan, a Therapist and Program Director at Summit

Guidance and Donna Smith, a marriage and family therapiat Summit Guidance discussed

the Somali! | AOEAAT AT i1 O EOUGO DPAOAADPOEIT 1T &£ 1 AT OAI
awareness of these beliefs can improve interactions with patients. At least 100 people

attended and 77 completed the odine evaluation for CEU credits. Approximately 75%

rated the presentation good or excellent and reported an increase in their knowledge of

this cultural community. More than 90% indicated this webinar increased their

understanding of best practice to engage the Somali commuwyi The expansive comments

provided will shape future webinar offerings.
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Webinar 4: Behavioral Health Care for Refugees Series: Mental Health Issues of the Refugee
Population: Screening, Diagnosis and Treatmeduly 2016.] This webinar looked at mental
health issues in the refugee population. Dr. Kroupin discussed screening, diagnosis and
treatment. One hundred twentyfour (124) people attended the second webinar in the

series by Dr. Kroupin and 74 people completed the evaluation for CEU credits. Seveirg
percent (75%) of respondents indicated that their knowledge and their ability to apply new
strategies to their work increased and 89% agreed that their ability to identify sources of
mental health issues increased due to attending this webinar.

Webinar 5: Behavioral Health Care for Refugees Webinar Series: Mental Health Issues of the
Refugee Populatiog Compliance and Adherence to Treatmef@ctober 2016.]Dr. Kroupin

discussed potential cultural reasons for noradherence and resistance to treiment and

how providers can move past these barriers when treating refugeekighty-eight (88)

PDAT DI A AOOAT AAA $08 +01 OPET 60 OEEOA xdightEl AO A
percent (98%) of respondents indicated they had an increased ability taork with
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attending this webinar and over 90% had an increased understanding of national or

cultural differences related to health care.

Webinar 6: Behavioral HealthCare for Refugees Webinar Seriddental Health Issues of the
Refugee Populatiog Working with Interpreters in Mental Health SettinggDecember 2016].
Dr. Kroupin discussed working with interpreters as part of the clinical team and the
therapeutic process of treating behavioral health issues in refugees. Eightyght (88)
people attended and 51 completed the evaluation. Eightgight (88%) of respondents
indicated they had enhanced knowledge and ability to apply new strategies and tools in
their work setting as a result of this webinar and 94% reported they had a good or
excellent understanding of the role of the interpreter in behavioral health encounters.

Newsletters
The Collaborative also used newsletter articles to share information with providers.

1 Each health plan shared an article in their provider newsletter discussing the
availability of translated prescription medication information at certain pharmacies.
This resource is not heavily utilized and the Collaborative believes enhancing provider
knowledge of this resource may support compliance among patients whose preferred
I ATCOACA EO 110 wiciEOE8 (AT1TAPET (AAI OEGO A
November 2016.

1 Each health plan involved in the Collaborative published an article in its proved
newsletter informing their network about the availability of the updated toolkit.
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Community Outreach & Partnerships

Integrating mental health education and supporihg the community health fairs are

effective in reaching people who may not otherwise seek out mental health services due to
cultural beliefs, stigma and general lack of information. On December 4, 2016, the MCO
Collaborative partnered with St. Alphonsus and Ascension Chures to sponsor a Latino
Family Health Fair. The fair integrated mental health education and resources, alongside
vendors doing health screenings, flu shots, mammograms, dental educatjetc. 4 E Mak®
itOkd 1 O C A Ipravitldddrierital health education and resources in Spanish and English,
NW Family Services conducted a depression screening survey and Hennepin Crisis Services
(COPE) provided mental health resource informatiorApproximately 120 -175 people
attended with 49 receiving flu shots, 38 had health screenings aridt women had
mammograms

Most health plans sponsored the NAMI Walk in 2016. The event is a 5K walk to increase
public awareness of mental ilinesses, fight stigma, and raise funds for NAMI Minnesota.

Corference Presentations & Participation

The Collaborative participated in several conferences in 2016:
1 Minnesota Rural Health Conferenceln June, several of the health plans had a booth
at this conference and disseminated postcards promoting the toolkit.

1 Community Health Advisor Meeting.Two health plans attended this meeting to
discuss the resources that communities need to support mental health of their
entire population. The outcome of the meeting will be the development of an on
line tool containing research, best practices and tools for implementation of
community wide health efforts.

1 Accountable Communities for Healtly Brooklyn Park. Two health plans also attend
ongoingworkgroup meetings and report relevant information back to the
Collaborative.Workgroups focus on improving cliniccommunity care coordination
delivery model for people with depression, implementing strategies promoting a
community of health through opportunities for healthy nutrition, physical activity,
social connectedness, and eating sustainable community relationships to improve
the opportunities for all people to realize their health potential and improve the
quality and cost of health care.

Enrollee Interventions

Hennepin Health experienced problems withreceiving accurate data reports senrollee
outreach calls were delayed until Jung2016. Internal Hennepin Health Quality staff and
external care guides conducted telephonic outreach calls to enrollees newly diagnosed with
depression, with an added emphasis on enflees identified as being noradherent to
medication therapy. On occasion, for the SNBC population, the external care guides review
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information in person in lieu of conducting a phone call with the enrollee. For each call,
staff track assistance providedand barriers experienced by the enrollee.

A letter with an educational flyer is sent to enrollees when they are newly identifiedith a
depression diagnosigper claims data. After sending the initial letter and flyer, outreach
calls are made to the enro#e. In addition, if enrollees are norcompliant with refilling their
medications, a subsequent followup/no -refill call is made to the enrollee. Call outcomes
for this report cover the period from June through October2016. Calls areconsidered
complete if an enrollee was reached within three attempts.

For the Hennepin HealthRSNBC population, there were 226 unique enrollees. Of those, 129
had a telephone. The overall call completion rate was 78.29%, with 48.06% completed with
one attempt, 15.50% completedvith two attempts, and 14.73% completed with three
attempts. Table 3 shows the number of initial outreach attempted calls, completed calls,
outreach calls not fully completed, and number of letters/fliers resent after the initial

letter. Only eight enrolees (6.20%) requested that the flier be resent and the rest indicated
they did not want additional material sent.

Table 3. Hennepin Health -SNBC Initial outreach call summary, June zOctober 2016

Call information # SNBC # # # Native # #
Population | White | Black | American | Asian | Hispanic
[ Alaskan
/
Hawaiian
# Initial outreach calls 105 27 67 5 4 0

completed (includes
those with no phone but
who had a faceto-face

contact)

# completed on 1 62 16 38 3 3 0
attempt

# completed on 2 20 4 15 1 0 0
attempts

# completed on 3 19 5 12 2 0 0
attempts

Total 101 25 65 6 3 3
No call done as enrollee 4 1 2 0 1 0

termed off health plan
prior to call period

# outreach calls not 31 5 23 3 0 0
fully completed

# letters/fliers resent 8 2 6 0 0 0
after call

For the follow-up/no refill calls, the overall call completion rate was 20.93%, with 11.6%
completed with one attempt, 3.10% completed with two attempts, and 6.20% completed
with three attempts. The lower call completion rate was impacted due to the following
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reasons: enrollee phones were disconnected during followp call process, enrollees were
no longer at the current phone number provided, enrollees were in a treatment facility or
in jail and could not be reached and 19.38% of enrollees preferred no further iksafter
receiving the initial outreach call. Table 4 summarizes the number of followp/no refill
calls attempted, the call completion rate, and calls not fully completed.

Table 4. Hennepin Health -SNBC Followup/no refill outreach call summary, June z

outreach calls not fully
completed

October 2016
Call information # SNBC # # # Native # #
Population | White | Black | American | Asian | Hispanic
/ Alaskan
/
Hawaiian
# Follow-up/no refill 27 6 18 1 1 0
outreach calls
completed (includes
those with no phone but
who had a faceto-face
contact)
# completed on 1 15 3 9 1 1 0
attempt
# completed on 2 4 1 3 0 0 0
attempts
# completed on 3 8 2 6 0 0 0
attempts
Total 54 12 36 2 2 0
# follow -up/no refill 23 5 15 3 0 0

For the Hennepin HealthPMAP population therewere 622 unique enrollees. Of those, 340
had a telephone. The overall call completion rate was 53.82%, with 29.41% completed with
one attempt, 13.82% completed with two attempts, and 10.59% completed with three
attempts. Only three enrollees (0.88%) requsted that the flier be resent and the rest
indicated they did not want additional material sent. Table 5 shows the number of initial
outreach attempted calls, completed calls, outreach calls not fully completed, and number

of letters/fliers resent after initial letter.

Table 5. Hennepin Health -PMAP Initial outreach call summary, June zOctober 2016

Call information # PMAP # # # Native # #
Population | White | Black | American | Asian | Hispanic
/ Alaskan
/
Hawaiian
# Initial outreach calls 183 72 67 8 2 0
completed (includes
those with no phone but
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Table 5. Hennepin Health -PMAP Initial outreach call summary, June zOctober 2016

after call

Call information # PMAP # # # Native # #
Population | White | Black | American | Asian | Hispanic
/ Alaskan
/
Hawaiian
who had a faceto-face
contact)
# completed on 1 100 30 44 5 1 0
attempt
# completed on 2 47 24 17 1 1 0
attempts
# completed on 3 36 18 6 2 0 0
attempts
Total 183 72 67 8 2 0
No call done as enrollee 0 0 0 0 0 0
termed off health plan
prior to call period
# outreach calls not fully 157 59 66 9 3 0
completed
# letters/fliers resent 3 1 1 0 0 0

For the follow-up/no refill calls, the overall callcompletion rate was 2.94%, with 1.4%o
completed with one attempt, 1.47% completed with two attempts, and 0% completed with
three attempts. Follow-up calls did not begin until September 2016, as there had been
many questions from staff conducting the callgvhen initial outreach calls were made. Time
was spent finetuning the process and educating the staff on how to conduct the folleup
calls. In addition, some staff inadvertently listed some calls as an initial outreach call rather
than as a followup/no r efill outreach call. Staff were retrained on the correct procedure for
logging call outcomes. Table 6 summarizes the number of folleup/no refill attempted

calls, call completion rate, and calls not fully completed.

Table 6. Hennepin Health -PMAP Follow-up/no refill outreach call summary, June 2z

attempt

October 2016
Call information # PMAP # # # Native # #
Population | White | Black | American | Asian | Hispanic
/ Alaskan
/
Hawaiian
# Follow-up/no refill 10 4 4 1 1 0
outreach calls completed
(includes those with no
phone but who had a
faceto-face contact)
# completed on 1 5 1 3 1 0 0

Submitted to DI$ May 1, 2017

40



Table 6. Hennepin Health -PMAP Follow-up/no refill outreach call summary, June 2z

October 2016
Call information # PMAP # # # Native # #
Population | White | Black | American | Asian | Hispanic
/ Alaskan
/
Hawaiian
# completed on 2 5 3 1 0 1 0
attempts
# completed on 3 0 0 0 0 0 0
attempts
Total 20 8 8 2 2 0
# follow -up/no refill 157 59 66 8 3 0
outreach calls not fully
completed

Thelower call completion rate for the Hennepin Healthz PMAP populationwas also
impacted with the same reasons which impacted the SNBC populatioenrollee phones
were disconnected during followrup call process, enrollees were no longer at the current
phone number provided, voice message was left and no enrollee response, and enrollees
preferred no further calls after receiving the initial outreach call. In addition, some
enrollees were in a treatment facility or in jail and could not be reached or were owaff the

area with an unknown return date. Table 7 summarizes additional reasons affecting the call

completion rates for Hennepin HealthPMAP and Hennepin Heal#SNBC enrollees.

October 2016.

Table 7. Hennepin Health -PMAP and Hennepin Health -SNBC call outcomes, June

Outcome

Hennepin Health -PMAP

Hennepin Health -SNBC

Enrollees with a phone 54.66% 57.08%
Enrollees without a phone 45.34% 42.92%
Enrollees with phone 15.59% 15.50%
disconnected/not in service

Enrollee no longer at this 2.06% 3.10%
phone number

Enrollees- no answer; no 7.94% 4.65%
ability to leave voice mail

message

Enrollee phone does not 0.59% NA
accept incoming calls

Enrollee where voice mail 21.76% 11.63%
message was left but no

enrollee response

Enrollees temporarily away 0.88% 1.55%
with unknown r eturn date

Enrollee prefers no calls 4.41% 19.38%
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Table 7. Hennepin Health -PMAP and Hennepin Health -SNBC call outcomes, June
October 2016.

Outcome Hennepin Health -PMAP Hennepin Health -SNBC
Enrollees who had letters 8.04% 3.54%
returned

Baseline Measurement

HEDIS 2014 and 2015 AMM Continuation Phase rates provide baseline or finéervention
data. Table 8 depicts the Hennepiklealth-PMAP AMM baseline rates by race and shows
the change in rates with the HEDIS 2016 measurement period added. Tiag¢es fluctuated
among all races for HEDIS 2016 when compared to HEDIS 2015 rates. The rate increased
for Whites by 4.80%, for Native Arericans by 7.61%, and for Hispanic by 100% while it
decreased for Blacks by 12.27% and for Asians by 55.56%. There were also enrollees
falling into two or more race categories with a 20% rate as compared to no categories for
that in previous years.

The racial gap for Black as compared to White went fror8.68% to-20.75%, two or more
races is at-27.46%, Asian went from 57.34% t63.01%, Native American went from

25.27% t0-22.46%, and Hispanic went from not applicable to +52.54%. The changes in the
small numerator and denominator numbers affected the rate and racial gap by creating an
inflated negative or positive rate thus making the rates unstable. Rates for enrollees whose
race was unable to be determined were not included. Since the HEDIS 2016 measuzat
period is from May 2014z April 2015, it does not reflect the enrollee interventions that
began in June 2016.

Table 8. Hennepin Health -PMAP AMM Baseline Rates by Race for HEDIS 2014
2016
Race HEDIS Numerator | Denominator | Rate Racial Gap
Rates by compared
Year to White
(Hennepin
Health 7
PMAP)
White 2014 33 71 46.47 % NA
White 2015 32 75 42.66 % NA
White 2016 84 177 47.46 % NA
Black 2014 45 111 40.54 % -5.93 %
Black 2015 46 118 38.98 % -3.68 %
Black 2016 39 146 26.71% | -20.75%
Two or More 2016 2 10 20.00% | -27.46 %
Races
Note: There were
no eligible
enrollees for two
or more races in
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Table 8. Hennepin Health -PMAP AMM Baseline Rates by Race for HEDIS 2014
2016
Race HEDIS Numerator | Denominator | Rate Racial Gap
Rates by compared
Year to White
(Hennepin
Health z
PMAP)
years 2014 and
2015.
Asian 2014 5 12 41.66 % -4.81%
Asian 2015 3 3 100 % 57.34 %
Asian 2016 4 9 44.44 % -3.01 %
Native American / 2014 14 39 35.89% | -10.58%
Alaskan /
Hawaiian
Native American / 2015 4 23 17.39% | -25.27 %
Alaskan /
Hawaiian
Native American / 2016 6 24 25.00% | -22.46 %
Alaskan /
Hawaiian
Hispanic 2014 0 7 0 % NA
Hispanic 2015 0 1 0% NA
Hispanic 2016 1 1 100 % +52.54 %

HEDIS 2014 and 2015 AMM Continuation Phase rates provide baseline or finéervention
data. Table 9 depicts the Hennepin HeatBNBC AMM baseline rates by race and shows the
change in rates with the HEDIS 2016 measurement period added. Rates remained the
same for Native Americans, Hispanics, and rates decreased for the other races. Rates
decreased by 3.33% for Whites, 9.18% decrease for Blacks. For Asians the rate for 2016
was 0%, which is a decrease from the 2015 rate of 33.33%, although the denominator i
this race category is very small.

The racial gap for Black as compared to White went from +0.04% 6.45%, Asian went
from 0% to -30%, and Native American went from +16.67% to +20.00%. For the Two or
More Races and Hispanic categories, there were nagible enrollees. The changes in the
small numerator and denominator numbers affected the rate and racial gap by creating an
inflated negative or positive rate thus making the rates unstable.

Since the HEDIS 2016 measurement period is from May 20¢4April 2015, it does not
reflect the enrollee interventions that began in June 2016.
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Table 9. Hennepin Health -SNBC AMM Baseline Rates by Race for HEDIS 2014
2016
Race HEDIS Numerator | Denominator | Rate Racial Gap
Rates by compared
Year to White
(Hennepin
Health z
SNBC)
White 2014 13 37 35.13 % NA
White 2015 9 27 33.33% NA
White 2016 9 30 30.00 % NA
Black 2014 19 60 31.66 % -3.47 %
Black 2015 28 83 33.73% +0.04 %
Black 2016 27 110 24.55 % -5.45 %
Two or More 2014 1 1 100 % +64.87 %
Races
Two or More 2015 2 4 50.00% | +16.67 %
Races
Two or More 2016 0 0 0% NA
Races
Asian 2014 1 3 33.33% -1.80 %
Asian 2015 1 3 33.33% 0%
Asian 2016 0 6 0% -30.00 %
Native American / 2014 6 14 42.85 % +7.72 %
Alaskan /
Hawaiian
Native American / 2015 1 2 50.00% | +16.67 %
Alaskan /
Hawaiian
Native American / 2016 2 4 50.00% | +20.00 %
Alaskan /
Hawaiian
Hispanic 2014 1 2 50.00 % | +14.87 %
Hispanic 2015 0 0 0% -33.33 %
Hispanic 2016 0 0 0 % NA
Barriers

As shown in Table 7, 71.52% of Hennepin HRNMAP enrollees and 66.17% of Hennepin HeBNBC
enrollees could not be reached by phone for the following reasons:

I The enrollee did not have a phone,

The phone was disconnected,

1
1 The enrollee was no longeat that number, and
9 There was no ability to leave a voice mail message or the enrollee phone did not accept

incoming calls.
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In addition, 4.41% of Hennepin HealtiPMAP and 19.38% Hennepin HealtSNBC enrollees
preferred no calls once they were reached hat leaves a small percentage of enrollees
actually reached during outreach calls and where an impact on compliance might occur.
Looking at those percentages, outreach calls are not as effective as anticipated in the
original proposal, which may contribute to less thananticipated outcomes.

Other factors that may contribute to lack of compliance with medication adherence is that

the Hennepin HealthPMAP population hae high levels of alcohol and/or other drug use,

mental illness, and stress due to a lack dasic needs such as housing and food. There is

also a high rate of homelessness for this population. Often for Hennepin HeaRIMAP

enrollees, their primary focus is addressing these psychosocial needs prior to addressing

their medical needs. Developing trusting relationship with health care
DOAAOEOQGET T AOOTDPOT COAI O xET AOA 1T OOOEAA 1T £ OEA
difficult for individuals with mental illness. Additionally, this population typically does not

have an adequate social supportystem available to them, often having lost contact and/or

alienating their family or friends. These individuals generally seek medical carenly when

an acute medical illness arises. Once the acute medical illness is addressed, they generally

do not seek mgoing primary and preventive care services. Many Hennepin HeaHPMAP

AT ol 11 ARG 1T EOGA ET xEAO OI i A TECEO AAlIl OOOOOE
what their needs are in that momentAversion to thinking long term is often a major

barrier to enrollees receiving primary/preventive health care services. This was reflected

by the reasons enrollees for both Hennepin HealtPMAP and Hennepin Healt&NBC gave

for not taking their medications. Enrollees in both products also experienced the follving,

which made it difficult to be compliant with taking their medications:

9 No primary care provider or psychiatrist

Felt they had a physical problem and not a mental health problem

Continued drinking alcohol so they stopped taking their medication

Memory issues so forgot to take their medications

Missed provider appointments so unable to get a timely refill

On advice from their provider, halved the dosage of their medication or began taking on an
as needed basis so did not get refills as frequently

Dental concerns they wanted to deal with first

Family issues or were too stressed to take their medications

HF OOET ¢ EOOOAO OiF AT OIi AT 60 &£ AOGO 11 OEAEO 1 AT O
Did not feel they needed their medications

=A =4 =4 =4 =9

= =4 =4 =

Sinceenrollee engagement calls are not as effeeé as originally anticipated, Hennepin
Health is exploring whether other options for enrollee interventions would be more useful
such as contacting the prescribing provider to alert them that the enrollee has not refilled
their medication.

Another challenge for this studyis that using claims data to determine eligible enrollees
does not account for discontinued medicationsTherefore, the medication may still show
up on the data report showing the enrollee as norwompliant for refilling prescriptions. In
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order to determine if medications are discontinued, staff utilize the gic medical record.
Currently, the Hennepin Health contractual agreement with Hennepin County Medical
Center, who owns the Ric records, does not allowHennepin Health staffto access redical
record information via Epic for SNBC enrollees to verify if medications are current. During
calls, SNBC enrollees often state they are no longer taking that medication. If staff had been
able to verify the medications in pic prior to making outreach calls, the data would have
been more accurate. Hennepin Health is working on getting staff access f@idrecords for
SNBC enrollees but it is unknown when that may occur.

Recommendations and Next Steps

Hennepin Health will continue to focus on reducingacial disparity between the Black and
the Native American populations and the White population for depression management. As
potential psychosocial issuesre identified, in addition to medication adherence
compliance,Hennepin Healthwill continue to work with our partner organizations to

address these issues. This could allow enrollees to change their focus from meeting
psychosocial needs to addressing their medical welieing/medication compliance.

Additionally, alternative enrollee interventions will be discussed with the Quality
Management Committee as the telephone outreach calls have not been as effective as
anticipated. Hennepin Health will also work with the Minnesota Department of Human
Services to address whether alternative enrollee interventio strategies may be considered
for the duration of this project.

Topic: 2015- 2016 Focus Study: Pain Management and Pain Medication Prescribing
and Treatment

Description

The goal of this focus study is to determine whether providers are engaging in tapering
practices with pain medications and to determine what lessons can be learned and whether
interventions are needed.

According to Centers for Disease Control and Prevdafif T OADT OO0 OEOI AA O#$ #
Prescribing Opioids for Chronic Paig5 T EOAA 3 OAOAOh c¢mpo@o

1. 20% of patients presenting to physician offices with norcancer pain symptoms or
pain-related diagnoses (including acute and chronic pain) receive an opioid
prescription.

2. In 2012, health care providers wrote 259 million prescriptions for opioid pain
medication.

3. Opioid prescriptions per capita increased 7.3% from 2007 to 2012, with opioid
prescribing rates increasing more for family practice, general practeand internal
medicine compared with other specialties.
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4. Evidence supports shortterm efficacy of opioids for reducing pain and improving
function in non-cancer nociceptive and neuropathic pain in randomized clinical
trials but few studies have been don¢o assess the longerm benefits of opioids for
chronic pain.

5. From 1999 to 2014, more than 165,000 persons died from overdose related to
opioid pain medication in the United States.

6. Prescriptions by primary care clinicians account for nearly half of atlispensed
opioid prescriptions, and the growth in prescribing rates among these clinicians has
been above average.

According to an article published in Minnpost (5/6/15), the Minnesota Department of
Human Services Commissioner reported the followiry

1. Approximately 3,000 Minnesota Health Care Plan (MHCP) enrollees become chronic
opioid users annually.

1. Of the new chronic users, over 80% have a recent diagnosis of mental illness,
substance abuse disorder, or both mental iliness and substance abuse disordecie
of which increases the likelihood that a person will become dependent.

2. More than half of pregnant Minnesota women who are known to be opioid
dependent are still prescribed opioids for pain during pregnancy.

The article further indicated that the stateis working with the Minnesota Medical
Association to develop tighter prescription standards for opioidbased pain medication.

Chronic pain can contribute to a decreased quality of life. Opioids are intended to improve
the quality of life for those affeted by chronic pain. However, longerm opioid therapy

has been associated with an increased risk of abuse or overdose, with several studies
showing a dosedependent association.

This focus study was selected based on a high percentage of Hennepin Healittollees
with a chronic pain diagnosis and the potential of being prescribed opioids creating a high
risk for those enrollees to develop a substance use disorder.

Program Activities Planned for 2016
1. Complete chart review of Hennepin HealttPMAP case$Goals A, B, C, D, E, F, G,

H, I, J and K)
2. Complete chart review of Hennepin Healt#t6NBC case&Goals A, B, C, D, E, F, G,
H, I, J and K)

3. Complete data analysis and identify recommendations and next stefiSoals A,
B,C,D,E,F, G,H, I JandK)

Process and Documentation

This focus study began using Hennepin HeaHRMAP (PMAP) enrollees as a study
population and expanded to include enrollees in the Hennepin HeakBNBC (SNBC)
population. The study was a chart audit review. An audit protocol wadeveloped and
training provided to staff conducting the audit.
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Of approximately 300 PMAP enrollees and 374 SNBC enrollees, a random sample of 50
enrollees from each program was pulled according to the following criteria:

1. Enrollees had to have continuous Henepin Health enrollment (or no more than a
30 day gap of coverage) in 2014 for PMAP or continuous enrollment in 2015 for
SNBC enrollees

2. Enrollees had a primary or secondary diagnosis of either chronic pain due to
trauma, other chronic pain, chronic pain gndrome, or chronic postoperative
pain and who had prescription refills.

3. The following groups were excluded:

a) Enrollees with a cancer diagnosis
b) MSHO, MSC+ and dual SNBC enrollees

Claims were analyzed from January, 2014 through December, 2014 for PMAP and January,
2015 through December, 2015 for SNBC to see whether practitioners tapered enrollees off
narcotics. Charts were reviewed to determine whether there was evidence of taperipgin
medications, if alternative pain management strategies were recommended and whether
enrollees complied with the treatment recommendations.

Definitions

The Minnesota Department of Human Services (DHS) has been working on multiple fronts
to reduce inappropriate opioid analgesic utilization and has been examining access barriers
to other pain treatments that have better risk/benefit profiles than opioids. The State

Opioid Oversight Project (SOOP) is a coordinated effort of state government addressing
seven strategies: primary prevention, opioid prescribing, neonatal abstinence syndrome,
medication-assisted recovery, prescription monitoring program, access to naloxone, and
prescription take back opportunities. According to Dr. Jeff Schiff, Medical Directfor
Minnesota Health Care Programs with DHS, there are three specific prescribing intervals:
Acute: after an event (e.g. surgery or injury) for 47 days;Post-acute: prescribing at 4-45
days andChronic: prescribing over 45 days. (Sources: DHS HSAC 2014 meeting

i ET OOAON $08 *AZLELE 3AEELEASO POAOAT OAGEI 1T 030A0
was presented at the 8/25/15 Pain, Pill, Problem conference.)

To be consistent with the state prescribing efforts, for purposes of this focus study,romic
pain was reflected by prescribing over 45 days for the chronic pain diagnoses listed in the
report parameters.

Chart reviews examined whether:
1. The MN Prescription Monitoring Program was contacted prior to prescribing
medications,
Drug screens werecompleted,
Pain assessments occurred,
A pain contract or pain plan was created,
Enrollees followed through with provider treatment recommendations.

abkrwn

Evidence of tapering medications occurred if there was a dose/frequency change or a
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guantity change of tre pain medication. Alternative treatment options included
acupuncture, chiropractic visits, occupational therapy, physical therapy, pool therapy,
psychotherapy, steroid injections, tens unit, exercise, referrals to chemical dependency
services, neurologyprthopedics, pain clinics, rehabilitation and sports medicine.

Analysis

The numerator included enrollees with a primary or secondary diagnosis of either chronic
pain due to trauma, other chronic pain, chronic pain syndrome or chronic postoperative
pain and who had continuous Hennepin Health enroliment in 2014 (PMAP) or 2015 (SNBC)
with no more than a thirty (30) day gap in enroliment. Exclusions included MHSO, MSC+
and dual SNBC enrollees and enrollees with a cancer diagnosis.

The denominator was adults ged 18 to 64 years calculated as of December<3af the
measurement year (January, 2014 through December, 2014 for PMAP and January, 2015
through December, 2015 for SNBC) that were enrolled in Hennepin Health with no more
than a thirty (30) day gap in enoliment and enrolled as of December 31(anchor date of
measurement year).

Figures 1land 2 summarize basic information on the enrollees. Figure 1 depicts the

AT OT 11 ARS8 O CAT Aike@39)dralbsqBd)@nd@IEVEN 1) females (22%) for
PMAP andwenty-two (22) males (44%) and twenty-eight (28) females (56%) for SNBC.
Figure 2 summarizes the race/ethnicity of the enrollees showing that African or African
American comprised the largest ethnic group within the sample selection, followed by
White and American Indian ethnic groups.

Only one (1) PMAP enrollee was in the Restricted Recipient program and six (6) enrollees
for SNBC. For PMAP, 86% of enrollees were enrolled for at least eleven or twelve months
and for SNBC, 100% of enrollees were enrollgdr twelve months.

Figure 1: Gender
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Figure 2: Race/Ethnicity
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Figures 3- 8 show the number of enrollees and the number of months where an activity
was implemented and completed for the following providerinitiated activities: ordering a
drug screen, contacting the MN Prescription Monitoring Program (PMP), completing a pain
assesment, pain contract or a pain plan.

Figure 3 shows that twentyfour (24) PMAP enrollees (48%) and twentytwo (22) SNBC
enrollees (44%) did not have a drug screen ordered while twelve (12) PMAP (24%) and
eleven (11) SNBC (22%) enrollees had a drug screerdered one month only. The
remaining enrollees had drug screens completed ranging from two (2) to five (5) months.

Figure 3: Drug Screens Completed

Drug Screens Completed
Number of enrollees and Number of months completed
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Figure 4 indicates whether providers contacted the MN Prescription Monitoring Program
(PMP) when reviewing and/or ordering medications. There was no documentation that the
PMP had been contacted for fortfive (45) PMAP enrollees (90%) and fortyfour (44)
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SNBC enrollees (88%). For the rest of the enrollees, the PMP was contacted from one to
three months.

Figure 4: MN Prescription Monitoring Program

MN Prescription Monitoring Program Contacted
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Figure 5 depicts the number of enrollees who had a pain assessment completed and the
number of months a pan assessment occurred. Eight (8) PMAP enrollees or 16% and
twenty-five (25) SNBC enrollees or 50% never had a pain assessment completed. The next
highest percentage of pain assessments completed occurred for one month with the rest
ranging from two to eleven months.

Figure 5: Pain Assessment Completed
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Figures 6 and 7 show the number of enrollees who had a pain plan or a pain contract
completed and the number of months a pain plan or contract was reviewed or completed.
Figure 6 depicts the number of pain plans completed. For PMAP, twertiyo (22) or 44%
and thirty -four (34) SNBC (68%) enrollees did not have a pain plan completed. For the
remainder of the enrollees, a plan was either completed or reviewed ranging over a time
period of one (1) to four (4) months. Figure 7 indicates the number of enrolleesgith a
completed pain contract. Thirty-five (35) or 70% PMAP and thirtysix (35) or 72% SNBC
enrollees did not having a pain contract. For the remaining enrollees, pain contracts were
reviewed or completed ranging from one (1) to three (3) months.
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Figur e 6: Pain Plan Completed

Pain Plan Completed
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Figure 7: Pain Contract Completed
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Note: 9 PMAP and 4 SNBC enrollees already had contract onffile
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Table 1 summarizes the number of enrollees with alternative treatments recommended
and enrollee compliance or norcompliance. For the vast majority of enrollees in both
programs, alternative treatments were not recommended. For PMAP enrollees, the most
common alternative treatments ordered included physical therapy, referral to a pain clinic,
chiropractic services, steroid injection and acupuncture. For SNBC enrollees, the
alternative treatments most commonly recommended were physical therapy, steroids,
chiropractic services, psychotherapy, surgery, and referrals to mental health, chemical
dependency, orthopedic or neurology services. Full compliance with alternative treatment
recommended variedfrom 2% to 54% with the exception of enrollees getting xays where
there was up to 82% compliance.
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Table 1: Alternative Treatments and Enrollee Compliance
Type # Enrollees; # Enrollees; # Enrollees; # Enrollees;
treatment not treatment treatment treatment
recommended recommended recommended recommended
and enrollee did | and enrollee and enrollee
not comply always complied complied 1+
months but less
than all months
PMAP SNBC PMAP | SNBC | PMAP SNBC | PMAP SNBC

Acupuncture 35 (70%) | 40 4(8%) |2@%) |9(18%) | 8(16%) | 2 (4%) 0 (0%)
(80%)

Chiropractor 34 (68%) | 34 4(8%) |1@w) |10 13 2 (4%) 2 (4%)
(68%) (20%) (26%)

oT 47 (94%) | 45 0(0%) |0(0%) | 3(6%) 4(8%) | 0(0%) 1 (2%)
(90%)

Pool Therapy 41(82% | 45 1(2%) |2(4%) |8(16%) |2 (4%) | 0(0%) 0 (0%)
(90%)

PT 19 (38%) | 21 10 7 (14%) | 19 13 2 (4%) 7 (14%)
(42%) (20%) (38%) (26%)

Psychotherapy 44 (88%) | 29 1(2%) | 1(%) |5(10%) |18 0 (0%) 2 (4%)
(58%) (36%)

Steroid 34 (68%) | 25 2(4%) |[1(2%) |14 23 0 (0%) 1 (2%)
(50%) (28%) (46%)

Tens Unit 42 (84%) | 48 0(0%) |0(0%) |8(16%) |2(4%) | 0(0%) 0 (0%)
(96%)

Surgery 48 (96%) | 37 0(0%) |[0(0%) | 2(4%) 12 0 (0%) 0 (0%)
(74%) (24%)

Exercise 41 (82%) | 34 1(2%) | 2(4%) |8(16%) | 8 (16%) | 0 (0%) 6 (12%)
(68%)

Rest 49 (98%) | 49 0(0%) [0(0%) | 1(2%) 1(2%) | 0(0%) 0 (0%)
(98%)

X-Ray 36 (72%) | 9(18%) | 0(0%) |0 (0%) |14 41 0 (0%) 0 (0%)

(28%) (82%)

Refer to CD 49 (98%) | 32 1(2%) | 1(2%) | 0(0%) 14 0 (0%) 3 (6%)
(64%) (28%)

Refer to MH 43 (86%) | 20 0(0%) |0(0%) |7@14%) |27 0 (0%) 2 (4%)
(40%) (54%)

Refer to Neuro 45 (90%) | 37 0(0%) |1(2%) |5(10%) |11 0 (0%) 0 (0%)
(74%) (22%)

Refer to Ortho 43 (86%) | 31 1(2%) | 1(2%) |6(12%) |13 0 (0%) 2 (4%)
(62%) (26%)

Refer to Pain Clinic | 27 (54%) | 43 9(18%) | 2(4%) |12 3(6%) | 2(4%) 1 (2%)
(86%) (24%)

Sports Medicine 49 (98%) | 49 0(0%) | 0(0%) | 1(2%) 1(2%) | 0(0%) 0 (0%)
(98%)

Relaxation 50 (100%) | 50 0(0%) | 0(0%) |0 (0%) 0(0%) 0 (0%) 0 (0%)
(100%)

Use of 39 (78%) | 38 0(0%) |1(%) |11 10 0 (0%) 1 (2%)

heat/cold/massage (76%) (22%) (20%)

Other 37 (74%) | 21 10 2(4%) |3(6%) |17 0 (0%) 0 (0%)
(42%) (20%) (34%)

Other Alternatives/Referrals: PMAP Brace, Cardiology, Dermatology, Pharm D/ Pharmacy,
Rheumatology, Spine Clinic, Harrington Rods, Sr. Kenny, weight loss,
knee sleeve
SNBC Endocrinology, DME (brace/splint/orthotics), Pharmacy,
Rheumatology, sleep center, Sr.elny, MTM services, bariatrics, home
health, podiatry, cancer clinic

Table 2 outlines evidence of whethemedication tapering occurred. It shows the number of
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enrollees on a specific medication, whether it was a new prescription without refills, and
for enrolleeswith refills, whether there was tapering up or down of the medication.
Tapering up or down includes a change in dosage and/or a chanigequantity prescribed.
On averagemost PMAP enrollees were on three different medications with a range from 1
8 medicationsper enrollee. For SNBC, the average number of medications was four with a
range from 1-9 per enrollee.Overall, for both programs, there was a higher percentage of
no tapering medications compared to tapering medications. Figures 82 summarize the
total number of enrollees for the most common medication prescribed, whether it was a
new prescription only, whether tapering occurred or did not occur. The most frequent
medications prescribed for comparison were Gabapentin, Hydroc/APAP, Ocycod?AP,
Oxycodone Tab, and Tramadol HCL Tab.

For Gabapentin, there was an equal division of enrollees with a new prescription only,
those who tapered up and those who tapered down at 16% each, with 66% not being
tapered off the medication. For Hydroc/APAP, 3% accounted for a new prescription only,
with 21% either tapering up or down on the medication, and 25% had no evidence of
tapering. For Oxycod/APAP, 17% accounted for a new prescription only, 38% had no
tapering, 36% tapered up, and 33% tapered down. F@xycodone Tab, 55% was a new
prescription only, with 15% not tapering and 25% tapering up or down. For Tramadol HCL
Tab, 36% was for a new prescription only, with 52% not tapering, and 12% tapering up
and 9% tapering down.

Table 2: Evidence of Medication Tapering
Medication Total # # enrollees # enrollees # enrollees # enrollees
enrollees on | with new Rx | no taper taper up taper down
med only
PMAP | SNBC | PMAP | SNBC | PMAP | SNBC | PMAP | SNBC | PMAP | SNBC
APAP/Codeine | 2 5 1 1 1 4 0 0 0 0
Aspirin 2 3 0 2 2 1 0 0 0 0
Baclofen 3 1 1 0 2 1 0 0 0 0
Caspasin Cream| 1 0 0 0 1 0 0 0 0 0
Cyclobenzapar | 2 15 0 2 2 14 0 0 0 1
Cymbalta 2 2 2 1 0 0 0 1 0 0
Endocet Tab 1 1 1 0 0 1 0 0 0 0
Flexeril 9 4 6 2 1 2 0 0 1 0
Gabapentin 5 27 1 4 4 17 1 4 1 4
Hydroc/APAP 14 14 5 7 1 6 6 0 5 1
Ibuprofen 9 17 3 5 4 11 1 1 0 1
Lidocaine 1 13 0 7 0 6 0 0 1 0
Cream
Lidocaine Patch | 2 1 0 0 2 1 0 0 0 0
Lyrica 2 4 1 0 0 4 1 0 1 0
Melaxican 1 0 1 0 0 0 0 0 0 0
Methocarbam 3 2 2 0 0 2 1 0 0 0
Mobic 1 3 0 1 1 2 0 0 0 0
Morphine ER 2 3 2 1 0 1 0 1 0 0
Tab
Morphine Sul 2 1 1 0 1 1 0 0 0 0
Tab
Motrin 6 3 3 1 3 1 0 1 1 0
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Table 2: Evidence of Medication Tapering
Medication Total # # enrollees # enrollees # enrollees # enrollees
enrollees on | with new Rx | no taper taper up taper down
med only
PMAP | SNBC | PMAP | SNBC | PMAP | SNBC | PMAP | SNBC | PMAP | SNBC
Naprosyn 4 0 2 0 1 0 1 0 0 0
Naproxen 4 9 3 2 2 4 0 3 0 1
Neurontin 1 0 0 0 0 0 1 0 0 0
Oxycodone Cap | 2 2 2 1 0 0 0 1 0 1
Orphanadrine 1 0 1 0 0 0 0 0 0 0
Tab
Oxycod/APAP 17 25 3 4 8 8 5 10 6 8
Oxycodone Sol | 1 1 1 1 0 0 0 0 0 0
Oxycodone Tab | 11 9 6 5 2 1 4 1 3 2
Oxycontin Tab | 2 0 0 0 1 0 1 0 0 0
Prednisone 1 13 0 6 1 5 0 2 0 2
Robaxin 2 1 1 1 0 0 1 0 0 0
Sulindac 1 0 1 0 0 0 0 0 0 0
Tizanidine 4 3 1 0 2 3 0 0 0 0
Tramadol HCL 14 19 3 9 9 8 2 2 2 1
Tab
Tramadol/APAP | 2 0 2 0 0 0 0 0 1 0
Tylenol 6 10 3 3 2 6 2 1 0 0
Tylenol 2 0 0 0 2 0 0 0 0 0
Arthritis
Voltarin Gel 3 0 1 0 2 0 0 0 0 0
Figure 8: Most Common Medication Prescribed
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Figure 9: Most Common Medications with No Tapering
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Figure 10: Most Common Medications with Tapering Up
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Figure 11: Most Common Medications with Tapering Down
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Figure 12: Percent comparison of Medications: No Taper and Tapering

Percent Comparison of Medications: No Taper and Tapering
Note: Numbers are PMAP and SNBC enrollees combined. Percents rounded up
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Hydroc/APAP 28 12 43% 7 25% 6 21% 6 21%

Oxycod/APAP 42 7 17% 16 38% 15 36% 14 33%

Oxycodone Tab 20 11 55% 3 15% 5 25% 5 25%

m Tramadol HCL Tab 33 12 36% 17 52% 4 12% 3 9%
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Recommendations and Next Steps

There isan opportunity to further educate providers regarding prescribing of narcotics and
contacting the MN Prescription Monitoring Program, requesting drug screens, completing

pain contracts or plans, and recommending alternative treatments. Hennepin Health

recARAEOAO ET &£ Oi ACEIT &OIi -ETTAOI OA $sAPAOOI AT O
Workgroup (OPWG). The OPWG is working on protocols/recommendations for prescribing

for acute pain and for postacute pain. The OPWG is also reviewing the 2016 Institute for
dinical Systems Improvement (ICSI) Pain Health Care Guideline as the basis for chronic

pain discussion prior to making OPWG recommendations. Hennepin Health will continue to

review and implement recommendations as appropriate.

In addition, the Center for Dsease Control and Prevention has issued tieéDC Guideline for

Prescribing Opioids for Chronic Pairr_United States, 2016 | MMWHRhat could be shared

with providers. The guidelines have ecommendations in three areas: determining when to

initiate or continue opioids for chronic pain; opioid selection, dosage, duration, followp,
and discontinuation; and assessing risk and addressing harms of opioid use.
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Topic: 2015-2016 Focus Study: Coordination of Medical and Behavioral Care

Description

There is a fundamental link between physical and mental healtf€Candian Mental Health
Association, Ontario, 2008) Mental health issues often coccur with many physical health
problems such as cancer, HIV/AIDS, diabetes, tuberculosis and oth@HO, 2008)

People who live with chronic physical health conditions experience depression and anxiety
at twice the rate of the general population(Candian Mental Health Association, Ontario,
2008). Additionally, people with mental iliness and addictions are more likely to die
prematurely than the general population. Mental iliness can cut 10 to 20 years from a
DAOOT 1T 6 O Ic\E (Arld Regdbidtrix, Q044). The causal relationship between
physical and mental health is complex and is heavily impacted by socioeconomic factors.
For example, common mental health disorders are about twice as frequent among the poor
as among the afflent, with depression being one and a half to two times more prevalent
among low income individuals(WHO, 2007) Furthermore, poverty level living conditions
and low social economic status (SES) increase risk for many diseasasluding: diabetes,
asthma, cardiovascular disease and othef8VHO, 2008) For these reasons, individuals

with low SES can have extensive health care needs.

Medicaid is a government funded health insurance program available tow income
people.Medicaid enrollees with behavioral health diagnoses often have an array of physical
health concerns, including conditions associated with tobacco and alcohol use, such as:
chronic obstructive pulmonary disease, asthma, chronic liver dease, cirrhosis and
diabetes(Herman Soper, 2016) The high rate of smoking among this population is of
particular concern since smoking is associated with lung and other cancers, chronic
obstructive pulmonary disease (COPD), heart disease, asthma, Type 2 Diabetes and stroke
(American Lung Association, 2017)The high rate of mental illness among individuals with
low SES impacts rates of tobacco use. Data from the National Survey on Drug Use and
Health have shown that the smoking rate is much higher among persons with mental
illness, and although people with behavioral health conditions represent about 25 percent
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of the U.S. adult population, they account for nearly 40 percent of all cigarettes smoked
(SAMHSA, 2013).

Furthermore, low SES increases the risk of chronic diseadeor example, living in poverty
can double or even triple the likelihood of developing diabetefHealth Policy, 2010)
Diabetes rates are significantly elevated among people with mental illnesses. Similarly,
people with diabetes have nearly twice the rate of diagnosed mental illnesses as those
without diabetes (Candian Mental Health Association, Ontario, 2008People living with
diabetes often experience significant emotional stress. It has beeoted that forty percent
of people with diabetesalso exhibit elevated symptoms of anxietyCandian Mental Health
Association, Ontario, 2008)

Obesity is another risk factor for a variety of physical conditions. Low SES is assted
with a much higher prevalence of obesity, especially among woméRabi, 2006). People
who are obese are at increased risk for many serious diseases and health conditions,
including (CDC, 2015)

1 All-causes of death (mortality)
1 High blood pressure (Hypertension)

1 High LDL cholesterol, low HDL cholesterol, or high levels of triglycerides
(Dyslipidemia)

Type 2 diabetes

Coronary heart disease

Stroke

Gallbladder disease

Osteoarthritis (a breakdown ofcartilage and bone within a joint)

Sleep apnea and breathing problems

Some cancers (endometrial, breast, colon, kidney, gallbladder, and liver)

Low quality of life

= =/ 4 4 4 -4 - A -2

Mental illness such as clinical depression, anxiety, and other mental disorders
1 Body pain and difficulty with physical functioning

Although the Medicaid population has a complex array of behavioral and physical needs
and high associated costs, many are served in disjointed systems of care with little to no
coordination across providers, often reulting in poor health care quality and high costs
(Herman Soper, 2016) It is likely that this lack of care integration occurs since behavioral
and physical health providers have long operated in separate silos where the shagiof
information occurs infrequently (Collins, 2010). Ceexisting mental and physical
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conditions often leads to a diminished quality of life, longer iliness duration and
unfavorable health outcomeqCandian Mental Health Association, Ontario, 2008)

%l o111 ARG T &# (AT1TAPET (AAIT OEB8O 0-!'0 AT A 3."#
medical and behavioral health concerns consistent with research related to this population.

(AT TAPET ( A AioledsBade abhighelratefof mental health and/or substance

abuse issues when compared to other health plan PMAP programs. Additionally,

homelessness is fairly prevalent in this population as well. Many Hennepin Health enrollees
experience ceoccurring medical and behavioral health conditions.

Program Activities Planned for 2016

1 Conduct a random sample analysis of Hennepin Health PMAP and SNBC cases
meeting focus study criteria to determine the level of coordination and
information sharing that exists between behavioral health providers and
medical care providers(Goals A, B, C, D, E, F, G, H, I, J and K).

1 Determine if there are physical and mental health trends within the Hennepin
Health SNBC and PMAP sample populatiofSoals A, B,C, D, E, F, G, H, |, J and

K).
1 Identify if enrollees discuss mental health concerns with PCP and if the mental
EAAI OE AT T AEOQOET 1T xAO 1 EOOAA 11 OEA O0AOEAI

record (Goals A, B,C,D, E, F, G, H, I, Jand K)
1 Determine next steps of study or if concludedGoals A, B, C, D, E, F, G, H, |, J and
K).

Process and Documentation

Claims were obtained for all Hennepin Health SNBC and PMAP enrollees who received both
behavioral health and primary care services dung 2015. From the list of enrollees
receiving both types of services in 2015, a random sample of fiftyo enrollees was

selected from the SNBC population and a random sample of fifty enrollees was identified
from the PMAP group. Each individual selectefdbr the study could have multiple claims for
each type of care visit. Visits for both primary and behavioral health care could have
occurred at multiple provider locations and networks. Hennepin Health SNBC enrollees
have wide access to most providersiitheir geographic area. However, Hennepin Heakh
PMAP enrollees have access to a more defined network of providers. The level of
coordination was assessed by evaluating the accessibility of both the behavioral health and
medical records for an enrollee iy both types of care providers for each enrollee in the
study.

The majority of study participants had claims for visits from a variety of different providers

with various clinic affiliations. Providers and clinics not affiliated with one another do not

have access to patient medical and behavioral health records residing at facilities outside of

their organization. However, all of the enrollees randomly selected for this study had

i AAEAAT AT Arx1T O AAEAOET OA1 EAAI OE a@nkiAl OAO A&EOT i
provider network, Hennepin County Medical Center (HCMC) and its affiliated clinics. For
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this reason, records from HCMC were used for the purpose of this study. HCMC uses the

EPIC medical records system. All HCMC behavioral health and primary caraqgitioners

have access to the EPIC medical records system used by the organization. Behavioral and

i AAEAA] AEAGCTI T OAO AT A EOOOAO AOA 11 OAA 11 OEA
OAAT OAO OUOOAI 8 4EA O0071T Al Al ithacedddthe MBMC AA OAO
EPIC medical records system.

Analysis

In 2015, a short survey was conducted among 120 Hennepin Health enrollees that queried
respondents about their willingness to discuss mental health issues with their primary care
practitioner. The survey yielded the following results:

Table 1: Hennepin Health Enrollee Survey

Issue Able to Talk to their Primary Care
Substance or Alcohol Abuse 17%

Parenting Skills 7%

Grief or Loss 14%

Teen Nutrition and Body Image 14%

Stress Management 27%

Many of the survey respondents indicated that they would be willing to discuss mental
health concerns with their primary care practitioner.

Medical record review for both populations revealed that approximately 73% of the

enrollees did discuss their mental health issues with their Primary Care Physician (PCP)

during one or more of their clinic visits.Among the SNBC study sample, 100% of enkets

had at least one behavioral issue and at least one physical health issue noted in their
0001 Al Ai  , EOCO0806 &1 O OEA 0-10 OOOAU OAI PI Ah wt
EOOOA AT A AO 1 AAOGO 11T A PEUOEAAI M&likahrecorE EOOOA
review continued to determine if there were any physical and mental health trends with

the Hennepin Health SNBC and PMAP populations.

Hennepin Health - SNBC Body Mass Index

The Centers for Disease Control (CDC) Guidelines for Body Mass n(@MI) were used to
determine the weight status of study participants:

Table 2: CDC BMI Guidelines

BMI Range Weight Status

18.5724.9 Normal or Healthy Weight
25.0729.9 Overweight

30.0 and Above Obese

I AAT OAET ¢ O1 %o)# OAAT OAOh wub T &£ OEA 3."# 00
AOEOAOEA & O AAET ¢ AEOEAO / OAOXxAECEO 10 / AAOGA
fell within the CDC Guidelines range for Normal.
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Figure 1: Weight Status Hen nepin Health SNBC Study Sample

Weight Status
Hennepin Health SNBC Study Sample

= Obese = Overweight = Normal

Weight Count
Normal 8
Overweight 15
Obese 29
Total 52

Hennepin Health - SNBC Physical Health Conditions

The majority of SNBC study participants have multiple physical health related conditions

noted in their EPICO0 OT Al Ai  , EOO86 4EA 1100 AliiillT DPEUOE
Problem Lists among the 52 SNBC study participants were Hypertension, followed by Pre
diabetes/Diabetes, Back Pain, Hyperlipidemia, Vitamin D Deficiency and GERD.

Figure 2: Physical Health Diagnoses Hennepin Health SNBC Study Sample

Physical Health Diagnoses
Hennepin Health - SNBC

Hepatitis C mmmmmm 10%
COPD mssmsm 13%
GERD mssssssssss  19%
Asthma meessssssssss—m 23%
Vitamin D Deficiency s 29%
Hyperlipidemia s 29%
Back Pain messsssssssssssssssssmss  38%
Prediabetes/Diabetes mumseesssssssssssssssssms  40%
Hypertension s 549

0% 10% 20% 30% 40% 50% 60% 70% 80%
Percent of Enrollees with Condition

Condition
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Condition Count
Hepatitis C 5
COPD 7
GERD 10
Asthma 12
Hyperlipidemia 15
Vitamin D Deficiency 15
Back Pain 20
Prediabetes/Diabetes 21
Hypertension 28

Hennepin Health - SNBC Mental Health Conditions

Similarly, the majority of SNBC study participants have multiple behavioral health
conditions notedET OEAEO %0 ) #fhe@osbdorAnioA hental Be@lth &sue listed
in EPIC Problem Lists for SNBéhrolleesis Depression (75%).

Figure 3: Mental Heal th Conditions Hennepin Health SNBC Sample

Percentage
Polysubstance Abuse 13%
13%
Bipolar 15%
S 21%
E= Schizophrenia 25%
=) 29%
S PTSD 35%
@) 40%
Tobacco 44%
44%
Depression 75%
0% 10% 20% 30% 40% 50% 60% 70% 80%
Percentage of Enrollees with Condition
Condition Count
Polysubstance Abuse 7
Cognitive Impairment 7
Bipolar 8
Mood Disorder 11
Schizophrenia 13
Cocaine Use 15
PTSD 18
Anxiety 21
Tobacco 23
Alcohol Dependence 23
Depression 39
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Hennepin Health - PMAP Body Mass Index

The percentage of Hennepin HealthPMAP study participants with a BMI in the Normal
range was more than twice the rate of SNBC stu@yrollees in this range (32%).However,
more than half of PMAP study participants were eitheDverweight or Obese (60%).

Table 3: CDC BMI Guidelines

BMI Range Weight Status

18.5724.9 Normal or Healthy Weight
25.07 29.9 Overweight

30.0 and Above Obese

Figure 4: Weight Status Hennepin Health Study Sample

Weight Status
Hennepin Health Study Sample

8%

34%
32%

26%

No Info = Normal = Overweight = Obese

Weight Status Count
No BMI Info 4
Normal 16
Overweight 13
Obese 17
Total 50

Hennepin Health - PMAP Physical Health Conditions

Many of the Hennepin HealthPMAP study participantshave multiple physical health
conditions listed on their EPIC Problem LisfThe most common conditiongncluded:
Hypertension, Back Pain and Vitamin D Deficiency.
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Figure 5: Physical Health Diagnoses Hennepin Health PMAP Sample

Physical Health Diagnosis
Hennepin Health PMAP Sample

Hepatitis C s 8%
Sleep Apnea I 10%
Migraine mE—————— 10%
GERD mmmmmsmsssss 10%
Asthma I 10%
Neck Pain mammmmmmsss 14%
Diabetes Immmmmmmm——— 14%
Vitamin D Deficiency mmmmmmmmmmmmes  20%
Back Pain mammmmmmm 20%
Hypertension I 24%

Condition

0% 5% 10% 15% 20% 25% 30%
Percentage of Enrollees with Condition

Condition Count
Hepatitis C 4
Sleep Apnea 5
Migraine 5
GERD 5
Asthma 5
Neck Pain 7
Diabetes /
Vitamin D Deficiency 10
Back Pain 10
Hypertension 12

Hennepin Health - PMAP Mental Health Conditions

More than half of Hennepin Health PMAP study participantsave been diagnosed with

depression (54%) and almost half of theenrolleesin the study sanple experience anxiety

(48%). Many of theseenrolleesuse illicit drugs and tobacco.
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Figure 6: Mental Health Diagnoses Hennepin Health PMAP Sample

Mental Health Diagnosis
Hennepin Health PMAP Sample

Bipolar N 8%
ADHD I 10%
PTSD I 10%

c
-2 Alcohol Dependence NI 14%
©
§ Tobacco Use I 26%
Illicit Drug Use e 30%
Anxiety I 48%
Depression I 54%
0% 10% 20% 30%  40% 50% 60%
Percentage of Enrollees With Condition
Condition Count
Bipolar 4
PTSD 5
ADHD 5
Alcohol Dependence 7
lllicit Drug Use 9
Tobacco Use 13
Anxiety 24
Depression 27
Discussion

Enrolleesof both the Hennepin Health- SNBC and Hennepin HealthPMAP plans have

complex caoccurring behavioral and physical health conditions.Individuals with co-
occurring medical and mental health issues have been shown to benefit from an approach
that integrates mental health and physical health careACAP, 2016)Many of the

participants in this study received mental health care services at provider clinics

unaffiliated with their primary care provider, thus inhibiting the sharing of health

information and increasing the risk of fragmented care delivery. However |lmost all of the

study participants also received both mental health care and primary care services at some
point through clinics affiliated with HCMC, a provider partner of Hennepin Health plan. As a
result, all but three study participants had both mentahealth and physical health

OEAEO 00071 Al Al
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have access to this system. Although HCMC priéichers are able to access all EPIC medical

records related to their patients for HCMC behavioral and physical health visits, there is

limited evidence of coordination of services between behavioral and physical health care

within the EPIC record forenrollees of the study sample.
Recommendations and Next Steps

Through its medical records system, HCMC has a platform for multidisciplinary teams to
employ a holistic approach when delivering care to this high need popuian. To more

fully exploit this opportunity, Hennepin Health should direct its highest neeanrolleeswith
co-occurring medical and behavioral health conditions to HCMC for care. Increased
management of care foenrolleeswith co-occurring conditions would inhibit these
individuals from seeking care at unaffiliated locations that are unable to consider the scope
of both medical and behavioral needs of the patient. As a partner with HCMC, Hennepin
Health is able to consult with clinic and hospital staff to ensure that behavioral and medical
care is integrated forenrolleeshaving complex health conditions.

According to the results, most Hennepin Healtbnrolleesin the study are overweight or
obese and suffer from physical conditions associated with excess body mass, such as
Hypertension and/or diabetes.Additionally, many Hennepin Healthenrollees experience
depression and anxiety and are dependent upon tobaccalcohol and/or illicit drugs. The
relationship between these mental health issues, excess weight and physical health
conditions has keen established, though the causal relationship is not fully understood.
However, since these factors are related, providers should consider BMI, diet, physical
activity and substance use when treating for both medical and behavioral concerns.
Enrolleesof Hennepin Health would benefit from increased awareness of the importance of
weight management and decreang tobacco and substance usélennepin Health is able to
educate both providers andenrolleeson these issues through a Performance Improvement
Project (PIP) that could address both the integration of medical and behavioral care as well
as the adoption of a healthy lifestyle PIP proposalPrior to the implementation of this

focus study, the purpose and goals were reviewed and approved by Tamiko Marg MD,
Medical Director and Director of Quality. Marc Manley, MD, CMO reviewed and approved
the final focus study report with the recommendation that thisbe reviewed by the

Hennepin Health Quality Management Committee and Medical Administration departme

to determine the next steps.
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Topic: Reward Programs

Description

The Hennepin Health Rewards Program iavailable for both Hennepin Healtly PMAP and
Hennepin Healthz SNBC enrollees. Through the Hennepin Health Rewards Program,
eligible pregnant women, babies, children and teeagers can receive a gift card just for
staying healthy. Early and regular prenatl care for women is encouraged since having a
healthy pregnancy is important for both mom and the baby. Hennepin Health wants to

keep infants and children safe while riding in a vehicle. Pregnant women are eligible to
receive a car seat for their babiesgnd children can receive either a car or booster seat up
until they are eight years old. Safety education is also provided. Receiving regular checkups
and scheduled immunizations are an essential role in in keeping children and teenagers
healthy. HennepinHealth Reward gift cards are available at no cost to eligible enrollees.

Program Activities Planned for 2016

1 Promote Rewards Programs through enrollee materials and front desk information
(Goals A, B,C, D, E, F, G, H, I,Jand K)

1 Monitor usage of Reward Programs and analyze these programs for effectiveness
to determine if appropriate to use for promoting other healthy activities(Goals A,
B,C,D,E, F, G,H, I JandK)

Process and Documentation
Hennepin Health process for voucher incentive programs:

1. Eligible Hennepin Health PMAP and SNBC enrollees can receive Hennepin Health
Reward Vouchers for going to the doctor for prenatal care, postpartum, and Child
and Teen CheclUp (C&TC) visits.

2. %1 OT 11 AAGC 1 600 OAI AAO AT A Al i teépholider OE A
Al i p1 AGA OEA ODPOiI OEAAOCO6 OAAOGEIT 1T &£ OEA
the voucher to Hennepin Health by mail, fax or hand delivery.

3. Hennepin Health Quality Management Program staff review the vouchers, verify
eligibility and send gift cards to the eligible enrollees, as appropriate.

Prenatal Care Rewards

1. First Prenatal Care Visit
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a. Hennepin Health enrollees can earn a gift card if one of the following applies:

I. The individual is a Hennepin Health enrollee at the time of the first
prenatal visit and the visit occurs within the first 104 days of the
pregnancy.

ii. The first prenatal visit occurred before the individual became a
Hennepin Health enrollee and the enrollee has another prenatal visit
within the first 42 days of enrolling in Hennepin Health.

2. Nine Prenatal Care Visits
a. Hennepin Health enrollees can earn a gift card if the following applies:

i. The individual is a Hennepin Health enrollee at the time of the
prenatal visits;

ii. After the first prenatal visit, the Hennepin Health enrokke has nine or
more prenatal care visits.

3. Postpartum Care Visit
a. The Hennepin Health enrollee can earn a gift card if the following applies:

i. The individual is a Hennepin Health enrollee at the time of the
postpartum care visit;

i. 4EA AT OT1 11 A A é&e&visibdcadrezd® witbirdad to 568days
after giving birth.
Child & Teen Checkups (C&TC) Rewards
1. Child & Teen Checkup (0 to 14 months)

a. Hennepin Health enrollees can earn a gift card if the following applies:

I. The baby is a Hennepin Health enrollee at theme of time of her/his
child checkup visit.

ii. The baby goes to the doctor for six child checkup visits before she/he
is 15 months at the ages ofQ, 2, 4, 6, 9, and 12 months old.

2. Child & Teen Checkup (15 months to 11 years)
a. Hennepin Health enrollees cana&n a gift card if the following applies:

I. The child is a Hennepin Health enrollee at the time of her/his child
checkup visit.

ii. The child goes to the doctor for a child checkup visit at 15 months and
18 months, and then once a year from the age of two to Y&ars old.

3. Child & Teen Checkup: (12-21 years)
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a. Hennepin Health enrollees can earn a gift card if the following applies:

i. The child is a Hennepin Health enrollee at the time of her/his child
checkup visit.

ii. The child goes to the doctor for a child checkuyisit once a year from
the age of 12 to 21 years old.

4. Car Seat Program

a. Hennepin Health enrollees can receive an infant car seat if the following
applies:

i. The individual is a Hennepin Health enrollee at the time of the car seat
class.

ii. The individual is & least 28+ weeks pregnant at the time of the car
seat class.

b. Hennepin Health enrollees are eligible to receive a car seat/booster seat if
the following applies:

i. The individual is a Hennepin Health enrollee at the time of the car
seat class.

ii. The individual is between the ages of 0 to 7 (up until his/her eighth
birthday).

Analysis

The purpose of Reward Program is to offer gift card incentives to promote behaviors which

may assist Hennepin Health enrollees in staying healthy. In 2016, enrollees wereabbd

receive gift cards for obtaining prenatal and postpartum healthcare. Additionally, gift cards

are available to enrollees for each year he/she completes a Child &Teen Checkups (C&TC)
OEOEO8 #EEI A AT A 4AAT #EAAEODOlyand Redictiq EO OEA
Screening, Diagnosis, and Treatment Program, a required service under Title XIX of the

Social Security Act. C&TC is a comprehensive child health program provided to children

and teens (newborn through the age of 20) enrolled in Minnesota édlical Assistance

Programs of PMAP, MNCare and SNBC.

Children and families are a small but growing segment of Hennepin Health enrollees
through the MNCare and PMAP programs. Hennepin Health was able to offer the PMAP and
MNCare programs which included chdren and families when it was awarded the F&C
contract by DHS effective January 1, 2016. The Reward Programs for pregnant women and
children were not fully implemented until mid-2016. The Quality Management Department
managed the Rewards Program and reoed twelve voucher requests for visits that

occurred during 2016. At the time of this writing, the impact of the pregnancy reward
program to the Prenatal/Postpartum HEDIS rate is unknown. It is anticipated that the

impact will be minimal.
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The Car Seat Rigram is offered in partnership with the Minnesota Visiting Nurse

I OO0T AEAOCETT j-6.1q AT A (ATTAPET #1 01 OUu - AAEAA
Medical Administration Department provided monthly reports identifying pregnant

women and children eligible fa the Car Seat Program to MVNA. The car seats are free to

enrollees as long as the eligibility criteria was met. Children can receive a new car seat at

AAAE AAOAIT T pi AT A1 OOACA Obp O1 OEA AEEI A8O AE
seats to Hanepin Health enrollees.

The minimal number of voucher requests received and car seats distributed to Hennepin

Health enrollees may be due, in part, to the relatively small population size of pregnant

women and children enrolled in Hennepin Health in 2016Hennepin Health had

approximately 100 live births in 2016. The number of children enrolled was under 100 in

2016. One challenge in the administration of these programs was identifying the best ways

to communicate the Reward Program and the Car Seat Pragn to the enrollees as current

AT OoT 11 AROGS AAAOAOOAO AT A OAIT ApPEITA 1061 AAOO AO
rewards and car seat information, the eligibility criteria and the vouchers were posted on

(AT T APET (AAI OEBS O x A A énfodthesCanSkat ahdiReEafrPiograms E1 &l O
xAOA AOAEI AAT A ET A{nKénteid éntolle¢sASAdecBrdaidingathbs] E
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Center. The Quality Management staff worked witthe Marketing and Communication

Department to promote these programs in 2016.

Recommendations and Next Steps

Hennepin Health decided in 2016 to offer a dental gift card incentive starting in January 1,
2017. Enrollees are eligible for $15 gift card ithey:

9 Visit a dental provider that is within the Hennepin Health network.

1 Complete the enrollee portion of the voucher form and have the provider complete
the provider portion.

1 Deliver the completed form to Hennepin Health within 90 days of the dental visi

Hennepin Health will expand and increase its outreach to pregnant women for prenatal

and postpartum care, families with children for C&TC visits and to all enrollees in need of

an annual dental visit. Currently in development are birthday cards whictill be sent to

children and teenagers at the time of their birthday, encouraging a C&TC. Hennepin Health

EO Al 01 A@gbli i OET ¢ OAT AET ¢ OPOACT AT Aue PAAEAOO
information and the vouchers for pregnant/postpartum and baby vsits. The Quality

Management Department and the Social Service Navigation team continue to collaborate

on how to capitalize on the opportunities Hennepin Health has when connecting with the

enrollees to inform them of these available incentives and encouge healthy behaviors.

Outreach activities will include identifying and coordinating with providers to reach their

patients who are Hennepin Health enrollees. Provider outreach will focus on Hennepin

(AAT OE 0AOOT AOO xET OAA (AT1TAPET (AAI OE8O AT O
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The Quality Management Department will continue to monitor throughout 2017 the
frequency of the gift card distribution to the various reward programs. The Quality
Management Department will continue to pursue creative ways to promote Hennepin
( AAT OE &d®rogradlnx A O

Topic: Oversight of Delegated Entities
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Delegation oversight is a series of activities and not a business unit at Hennepin Health.
Delegation exists whenever Hennepin Health has another entity perform a task for which
Hennepin Health is responsibleAs NCQA Standards and Guidelines for Accreditation of
Health Plans delegation standards are considered the community standard, MDH and DHS
requires Hennepin Health to be compliant with these requirementsiAt Hennepin Health,
formal delegation arrangements exist for pharmacy, member material fulfillment, a nurse
advice ling, claims,dental servicesand care coordination agencieg-or each ofthese
delegated activities, Hennepin Health has assigned a point person for assuring that the
delegate has performed all activities to the standards expected by Hennepin Health
AAE AAIl ACAOAG Gutlided®ib &delégatiOrEagreethenfeekutedybHennepin
readiness; routine contacts between Hennepin Health and the delegate that may vary in
frequency (no less than annually)provides semiannual reports (at a miimum), an annual
audit to assure compliance; the development of a formal delegation audit report; and
corrective action plans, as needed.

Delegation Standards

Standard Statement: If the organization delegates activities, there is evidence of oversight
of the delegated activities.

1. Delegation Agreement

For all delegated activities, Hennepin Health has a written delegation agreement that is
mutually agreed upon, describes the delegated activities and responsibilities of
Hennepin Health and the delegated ertiy, requires at least semiannual reporting from
OEA AAT ACAOAA A1 OEOuh AAOAOEAAO OEA DPOI AAGO
will be evaluated and the remedies for failure to perform.
2. Provision of Enrollee Data to the Delegate

Hennepin Health provides the delegated entity witkenrollee data as appropriate to
fulfilling the terms of the delegation including, but not limited to CAHPS survey results,
complaints and HEDIS measures.

3. Provisions for Rotected Health Information (PHI)_and Rersonally Identifiable
Information (PII)
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Hennepin Health includes the following in reference to PHI and PIl in delegation
agreements:
9 List of allowed uses
1 Description of delegate safeguards to protect the information from
inappropriate use or further disclosure
1 A stipulation that the delegate ensures that sub delegates have similar
safeguards.
1 A stipulation that the delegate informs Hennepin Health if inappropriate use of
the information occurs
1 A stipulation that the delegate ensures that PHI is retured, destroyed or
protected when the delegation agreement ends.

4. Pre-delegation Evaluation

Hennepin Health conducts a prelelegation evaluation prior to entering into any
delegation agreements to evaluate and ensure that the potential delegate has the
ability and appropriate practices to perform the proposed delegated duties to the level
of performance that is required of Hennepin Health.

5. Review of Delegated Activities
Hennepin Health performs a review of delegate activities at least annually to determine
if the delegate is performing appropriately.

6. Opportunities for Improvement

With the annual review of delegated activities, Hennepin Health provides a report to
the delegate that outlines expectations for areas of improvement where deficiencies
exist. Progress on those opportunities is monitored and revieweih order for the
delegation arrangement to continue.

Program Activities Planned for 2016

Goals & Objectives Outcome Measures Action/Tasks

Delta Dental: Assure Delta | Quarterly meetings for | Conduced quarterly face-to-face
Dental meets all contractual | 2016 were scheduled meetings with Delta Dental to

and regulatory prior to the start of the | cover all elements listed under
requirements in the areas of| year, and occured as the goal.

Appeals and Grievances scheduled, or

(A&G), business continuity, | rescheduled during a

claims, compliance, similar time period as

customer service Denials, required.
Terminations and

Reductions OTR9,
fraud/waste/abuse,
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Goals & Objectives

Outcome Measures

Action/Tasks

network, quality program,
quality of care, privacy and
utilization review through
delegated oversight audits.

(Goals A, B, C, D, B, | and K)

Completed audit results
delivered to Delta
Dental following
completion of the audit.
Corrective Action Plans
(CAP'9 to be
considered dependent
on audit results.

Conduckd at least one formal
annual delegation oversight
audit of all elements.

Reports on complaints
and claims data
received on a monthly
basis. Failure to receive
reports regularly would
result in a CAP.

Monitor ed complaints and
claims data on a monthly basis

Ad Hoc meetings held
on asneeded basis, to
ensure continued
smooth operations.
Delta has assigned an
account team to ensure
availability to Hennepin
Health as needed.

Ad hoc focused meeting as
needed

Navitus Health Solutions:
Assure Navitus meets all
contractual and regulatory
requirements in the areas of
formulary, new medication
review, pharmacy and
therapeutics, utilization (top
drugs, top utilizers),
network, privacy,
fraud/waste/abuse, claims
and customer service.

(Goals A, B,C, D, E, F, land K

Quarterly meetings for
2016 were scheduled
prior to the start of the
year, and occured as
scheduled,or
rescheduled during a
similar time period, as
needed

Met quarterly for Pharmacy and
Therapeutics(P&T) Committee
to manage and maintain the
Hennepin Healthformulary files
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Goals & Objectives

Outcome Measures

Action/Tasks

Navitus provided
Hennepin Healtha
value summary each
quarter.

Met quarterly to review benefit
utilization and plan management

Navitus has an account
team assigned to
HennepinHealth and
provided a callactivity
log to ensure meeting
topics are captured.

Weekly calls between pharmacy
staff and Navitus

Annual claims audit
conducted

Adjudicated claims

electronically in accordance with
the Hennepin Healthcustom
formulary

Navitus has 24/7
customer support for
pharmacy benefit
inquiries or issues.
Metrics were available
upon request.

Timely and accurate member
services by Navitusrequired

Navitus provided
ongoing maintenance of
Hennepin HealtHs
custom formulary. In
the event that errors
were made with
programming Hennepin
Health's formulary, a
service warranty may
be considered to
reimburse Hennepin
Health for the value of
any adjudication errors.

Timely and accurate formulary
changes programmed by Navitug

Navitus provided a
monthly pharmacy
network file, a monthly
MAC list, and an annual
vaccine network list to
Hennepin Health
Navitus also notified
Hennepin Healthof any
adverse actions taken
by its credentialing
committee.

Ongoing management of the
Navitus pharmacynetwork,
rebate program, MAC list, and
vaccine program
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Goals & Objectives Outcome Measures Action/Tasks

Navitus provided the Navitus provided the report to
Retrospective Drug Hennepin Health Delegated
Utilization Review oversight distributed the report

(RDUR reports 3 times | to all relevant subject matter
annually. This report experts (SMEs) in the
contained information organization.

used by Medical
Administration,
Restricted Recipient
Nurses, Clinical
Pharmacist, and Fraud.

AxisPoint Health: Assure | AxisPoint Health Monthly liaison meetings
HealthConnection24 hour assigned a liaison to the
nurse advice ine meets all | Hennepin Health
contractual and regulatory | account who et with
requirements in the areas of| Hennepin Healthstaff
medical necessity, customer| monthly to ensure
service and response, smooth operations.
privacy, etc.

(Goals A, B,C, D, E, F, land K|

AxisPoint Health Monitor ed timely and accurate
provided regular member services

reports to document
the services delivered.

A work plan was Completad a formal annual

created to ensure all delegation oversight work plan
responsibilities were
completed during the

year.
Various stake holders at| Monitor ed vendor statistics on a
Hennepin Healthhad monthly basis, tracked and
access to thevendor trended data

reports and usel this
information to manage
Hennepin Health
enrollees more
effectively. Hennepin
Health account
manager ensurel that
access to reportsvere
available to all
stakeholders that
required it.
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Goals & Objectives

Outcome Measures

Action/Tasks

AxisPoint Health
provided Hennepin
Health's liaison with
complaint reports
which were reviewed
by Hennepin HealttO O
A/G coordinator.

Monitor ed complaint reports

AxisPoint Health
assigned a liaison to the
Hennepin Health
account who met with
Hennepin Healthstaff
as needed to ensure
smooth operations.

Ad hoc meetings as needed

Axis Healthcare

(Goals A, B,C,D, E, F, land K

Care coordination

Annual formal audit, annual
attestations, monthly meetings
with all agencies, at least bi
annual report with one-on-one
meetings, with ongoing aehoc
meetings as needed

Touchstone Mental Health

(Goals A, B,C,D, E, F, land K

Care coordination

Annual formal audit. Contract
agreement ended January 1, 2016.

Meridian Services

(Goals A, B,C,D, E, F, land K|

Care coordination

Annual formal audit, annual
attestations, monthly meetings with
all agencies, at least bannual
report with one-on-one meetings,
with ongoing ad-hoc meetings as
needed

Mental Health Resources

(Goals A, B,C, D, E, F, land K

Care coordination

Annual formal audit, annual
attestations, monthly meetings with
all agencies, at least bannual
report with one-on-one meetings,
with ongoing ad-hoc meetings as
needed

Resource Inc.

(Goals A, B, C, DE, F, 1 and K)

Care coordination

Annual formal audit, annual
attestations, monthly meetings with
all agencies, at least bannual
report with one-on-one meetings,
with ongoing ad-hoc meetings as
needed Contracted ended January,
2016.
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Goals & Objectives Outcome Measures Action/Tasks

TMGHealth Medical services claim Annual formal audit of delegated
processing, functions, weekly meetings with
fraud/waste/abuse various business departments; at
least monthly Compliance meetings
monthly monitoring of claims
reports, ongoing adhoc meetings
as needed

(GoalsA, B, C, D, E, F, | and K]

Topic: Delta Dental of Minnesota (Delta Dental)

Process and Documentation

Hennepin Healthstaff from throughout the organization, including: Network Management,
Member Services andMedical Administration , audit the functions of Delta Dental through
an annual onsite visit and through documents provided taHennepin Health Results are
shared with Delta and any responses on issues are documented. The following areas of
oversight are included in the annual Dka Dental audit.

=

Appeals/Grievances
Business Continuity
Claims

Compliance

Customer Service
Denial/Termination/Reduction
Enroliment

Fraud Wasteand Abuse
Network

Quality of Care Grievances
Quiality Program

Privacy

Utilization Review
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Hennepin Healthand Delta Dental also meet quarterly to discuss operational issues and to
review oversight activities. Those activities include:

1. Review of Operational Statistics
Phone reports

Prompt Pay

UM Prior Authorizations
Claims Cycle Time
Appeals/Grievances
Network

= =4 =4 -8 8 19
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9 Care Coordination requests (Formally Access Referrals)
2. Compliance/Regulatory/Admin Updates
3. Reporting Updates
4. Hennepin Health- SNBDental Project

In addition, ad-hoc meetings are held as needed to discuss any operational issues that need
to be addresed.

Analysis

Hennepin Healthand Delta Dentaheld quarterly meetings in 2016and maintained open
communication to ensure compliance with DHS Contract requirements as well as State and
Federallaw.( AT T ADPE1 deledafell éiifydaluit of Delta Dentalas conducted in late
2016. Data reviewed for this audit was between the dates of Julyt,12015 and June 3@,

2016. The final draft of the audit is pending.

Recommendations/Next Steps

Hennepin Healthwill continue to conduct oversight activitiesrelated to the delegation
services provided byDelta Dental. This will include maintaining open communication
between Hennepin Healthand DeltaDental by maintaining quarterly meetings and regular
communication, as necessary, to ensure pertinent information is logy shared.Hennepin
Health will also continue to conduct the delegation oversight audits on an annual basis to
ensure Delta Dental remains compliant

Topic: Navitus Health Solutions

Process and Documentation

Staff from throughout Hennepin Healthparticipate in an audit of the network, formulary
etc. Weekly and quarterly management meetings are held with Navitus staff to assure
smooth operations, formulary review and plan performance continue These management
meetings allow for effective problem slving to take place between Navitus and Hennepin
Health. Hennepin Health also contracts with PSRx, an external consulting firm, with
expertise in pharmacy management to assist with quality assurance, annual auditing, and
contract negotiations.

Analysis

Hennepin Health monitored its custom formulary with the vendor and received documents
timely from Navitus to meet regulatory reporting deadlines. Several adjustments were
made to the formulary during the first year with Navitus to ensure appropriate drug clss
coverage to meet consumer needs.

Hennepin Health received Maximum Allowable Cost (MAC) documentation and used a
vaccination network designed by the vendor in 2016 for effective coverage of vaccination
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sites for membership. Navitus also provided appropate documentation of the provider
network and worked with Hennepin Health to limit transactions by pharmacies or
providers who were sanctioned or suspected of fraud.

Navitus supported Hennepin Health activities for Drug Utilization Review and provided a
portal for Hennepin Health staff to make necessary adjustments for enrollment and
perform pharmacy utilization management.

Hennepin Health had considered pharmacy network reductions in 2016. However, due to
the consolidation of several pharmacy chains durig the year, Hennepin Health rejected
taking action to modify the network in the interest of maintaining a broad network for
enrollee choice.

At this time, the final results for the 2016 audit of Navitus Health Solutions are not final or
available.

Recommendation/Next Steps

Hennepin Health is awaiting the final 2016 PSRx audit results on Navitus Health Solutions.
Hennepin Health will review the full reports, including all discrepancies, findings,
recommendations and resultsHennepin Healthwill continue working with Navitus to
validate and resolve any issues.

Topic:AxisPoint Health

Process and Documentation

Hennepin Health Staff meet regularly with the vendor to review service
utilization/authorizations, compliance and complaints. In 2016, Hennepin Health
conducted a Request for Information (RFI) contract process where alternative vendors
were considered priar to contract renewal. The evaluation of vendors concluded that
AxisPoint Health continues to be the vendor of choice for the services provided.

During the renewal of the contract, Hennepin Health worked with AxisPoint Health to
improve workflow and automate manual processes.

AxisPoint Health, a URA@ccredited nurse line, provides nurse line services tbBlennepin
Health enrollees 24 hours a day, seven days a week in 20Hennepin Healthstaff provides
oversight of these nurse line services. The followingreas are included in the AxisPoint
nurse line annual audit:

1 Appeals and grievances
Compliance

Corrective action plans
Triage algorithms
URAC accreditation

= =4 -4
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Hennepin Healthand AxisPoint Health also have monthly phone conference calls,
supplemented byad hoc meetings if needed, to discuss operational issues and to review
oversight activities, including:

1 Review of program reports and statistics
1 Compliance, regulatory and program updates
1 Any other areas needing attention

Analysis

Regular meetings wereneld and account liaisons were established in 2016. Regular reports

£ O AT bl AET OO0 AT A OOEI EUAOCETT xAOA OAAAREOGAA
matter experts. However, the trending of data is still under development. Complaint

resolution was better in 2016 due to more frequent communication with the account
liaison.

Recommendations and Next Steps

Additional analysis and trending of information is necessary for this vendor. A formal
process for a delegated vendor audit should be developed in 20 by Hennepin Health as
this was a goal for 2016 but due to the contract renewal process was not completed.

Topic: Delegated Care Coordination Agencies

Care Guide Entities

Process and Documentation

Hennepin Healthstaff provides oversight of contracted Care Guide entities fé#ennepin

Healthd O 3. " # DOl COAI 8 4EAOA AT OEOCEAO ET Al OAAq
1 Axis Healthcare

Meridian Services

Mental Health Resources

Resource, Inc.
Touchstone Mental Health

= =4 -4 A

Hennepin Healthcompletes a delegted oversightaudit with a written report annually for
each entity with input from Quality, Delegated Vendor Oversight and Medical
Administration Departments. A delegation oversight audit is completed annually to ensure
compliance with structure, processand outcomes. The audit includes both a review of
policies and procedures, as well as a care plan audit. The findings from the audit and
ongoing monitoring are included in an annual evaluation. The delegated oversight
evaluation of each agency includea review of:

1 Appeals/Grievances
1 Audit Findings (Care Plan Files and Policies and Procedures)
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1 Compliance
M Corrective Action Plans

In addition, Hennepin Healthand Care Guide agencies havegular meetings and trainings.
Trainings in 2016 included thefollowing topics: model of care process, protected health
information, fraud/waste/abuse, and care coordination processes including conducting
health assessments and care plan documentation.

Analysis

Hennepin Healthplans to continue regularly scheduled trainings and at least quarterly care
coordination meetings or contacts with its contracted care coordination agencies.
HennepinHealttd © ! AAT 01 & - AT ACAO AT ATT O - AAEAAT ! Alj
contactsand care guides on a regular basis for ongoing case consultatioRgnnepin

Health completed delegated oversight audits of all care guide entities in 261 Overall, Care

Guide agencies were found to be compliant with DHS contract requirements. When

agencies were found to be out of compliance in any service functions, corrective action

plans were developed and additional training and monitoring were provided. Additional
information on the care guide agency audits and trainings is included the Care

Coordination sectionof this report.

In 2015 Hennepin Health began requiring all delegated care guide agencies to submit a
Biannual Report tracking all of the model of care and contract requirements. Agencies
reported on the number of welcome calls and letterghe timeliness of Health Risk
Assessments and Care Plans and the number of Interdisciplinary Care Team meetings that
were held on each enrollee. In 2016 the Biannual Reporting continued and Hennepin
Health took feedback from the agencies to improve the reypt.

Recommendations/Next Steps

Hennepin Healthwill continue to conduct oversight activities of Care Guide agencies. The
Delegated Vendor Oversight department is focused on improving oversight of the agencies
and ensuring all contracted services are bemprovided.

Hennepin Health will continue to track model of care and contract requirements of the
external care guide agencies through the Biannual Report. Hennepin Health will continue
to work with agencies to improve the functionality and usefulness ahe report for both the
MCO and the delegates.

Topic: TMG Health (Enroliment and Claims Processing Vendor)

Description

(AT TAPET (AAI OEGO $AI ACAOAA 6AT AT O / OAOOGEGEDOD
the delegated vendor contract and service level agreements to ensure the delegated vendor

is compliant in administering their services as agreed upon per their contract. h€ primary
scope of delegated vendor oversight includes conducting an annual delegated audit,
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monitoring monthly performance results, monitoring and reviewing vendor invoices and
credits, change management tracking including: (work orders, system requesfsocess
changes, production issue management). The delegated vendor for claims processing is
TMG Health.

Analysis

Hennepin Healthand TMG held weekly meetings in 201@nd maintained open

communication to ensure compliance with DHS Contract requirements as well as State and
Federal law.Hennepin Health and TMG continued to collaborate throughout 2016 to

address and improve any issues relating to claims processing and enro#nt. Hennepin

( A Al delegatéd entity audit of TMGwas conducted in late 2016 The final draft of the

audit is pending.

Please refer to Fiscal Servicesf&k AAEOET 1T A1 ET &l Oi AGET T AAT OO
and accuracy oversight.

Recommendations/Next Steps

Hennepin Healthwill continue to conduct oversight activitiesrelated to the delegation
services provided byTMG This will include maintaining open communication between
Hennepin Healthand TMGby maintaining a frequentmeeting scheduleand regular
communication, as necessary, to ensure pertinent information is being sharedd issues
are addressedHennepin Healthwill also continue to conduct the delegation oversight
audits on an annual basis
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V.ACCESS TO CARE

Unit Area: Network Management & Government Programs

Topic: Network Management, Credentialing, System of Record z Provider Data

Description

The key objective of the Network Management Team is to ensure adequate provider
networks to serve the healthcare needs of our enrollees. To support this objective, the
Network Management Team provides the overall strategy and structure fahe
organization® contracting, ensures that all contractegroviders and practitioners are
appropriately credentialed, and strives to maintain positive relationships with
practitioners and providers through meaningful communication channelsand timely
education. This tean is also responsible for ensuring the operationalization and
maintenance of all provider data supporting accurate claims adjudication.

In 2016, Hennepin Health created the role of Government Programs Manager to oversee
the relationship with our DHS contract partners and to direct the operationalization and
accountability for the government contracts.

Program Activities Planned for 2016

1 Network Management

o Conduct annual review of all departmental policies and procedures in order
to maintain compliance with regulatory and contractual requirements.
(Goals A, B, C, D, E, G, J, and K)

o Complete a network adequacy analysi§Goals A, B, C, D, E, F, G, H, |, Jdan
K)

o Develop a plan for and conduct the annual Provider Survey that promotes an
adequate response rate(Goals A, B, C, D, E, F, G, H, I, J, and K)

o Develop a proactive communication plan for routine periodic
communications. (Goals A, B, C, D, E, F, G, HJ, and K)

o Implement Vistar as the central source for all provider dataGoals A, B, C, D,
E,F, G, H, I, J, and K)

1 System of Recorg Provider Data
o Stabilize ProvPend claims queues. (Goals A, C, J, and K)
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Topic: Network Management: policy review.

Description

Review and revision of policies and procedures are critical components ah effective
process Establishing good policies and procedures sets the ground work for improvirand
maintaining operations: good policy and procedures promote good pictice.

Policies and procedures offer a great opportunity to effeabrganizational behavior, and
they are extremely as a source of information about how things worl hey are record of
the official position on a number of mattersNetwork Management conduts an annual
review of all departmental policies and procedures in order to maintain compliance with
regulatory and contractual requirements

Process and Documentation

(ATTAPET (AAI OEBO #I1 1Pl EATAARA $APAOOI AT O EAO A
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annual. Network Managementeviews all policies and procedures at least annually to

ensure compliance with regulatory and contractual requirements.The organization ako
maintains compliance with NCQA Standards and Guidelines.

Analysis

All Hennepin Health Network Management policies and procedures were reviewed and
updated as appropriate during 2016.

Recommendations and Next Steps

Hennepin Health will continue to review and update policies and procedures, at least
annually and as needegbased on MDH, DHS, CMS and NCQA requirement changes.

Topic: Network Management: Com plete network adequacy analysis

Description

Network Management conducs access and availability surveys designed to demonstrate
adequate practitioner coverage meeting the required 30 miles for primary care and 60
miles for specialty careas required in the DHS contract and stateegulation. Provider
networks are evaluatedto ensure that enrollee health care needs can be adequately met
within appropriate time and distance boundaries.Network Management is also responsible
for assuring sufficient capacity to meet the special needs and requirements of therollees.

Process andDocumentation
Hennepin Healthevaluates the adequacy of its networks at least annually to ensure that

Hennepin Healthis contracted with a sufficient number of providers and practitioners to
adequately serve the health needs of its enrollees. The analysis is conducted using
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contractual and regulatory requirements in addition to NCQA standards. Cultural and
languagened O 1T £ AT 0T 11 AAO AOA AOAI OAOGAA ET AT 1T AAOC
coverage of primary care, behavioral health care and specialty care providers. Additional

evaluation is conducted to ensure that special needsrollees identified in our government

contracts are adequately supportedo managetheir health care needs.

Tools used in evaluating the adequacy of the network include, but are not limited to, annual
access and availability surveys. These surveys are used to determine whether there is
appointment availability within the timelines established from a regulatory, contractual or
industry standard perspective. If appointment availability were to fall below the prescribed
standard, Hennepin Health would make efforts to increase the numbers of

provid ers/practitioners within the area with the deficiency

Analysis

Hennepin Health maintaired compliance with the Standards for Network Management as
set forth by the National Committee for Quality Assurance (NCQA) in addition to Federal
and State law as welas contracts with regulatory bodies covering the provision of services
to its enrollees. These standards are reviewed annually by Hennepin Health Network
Management to ensure that any updates are accounted for in order felennepin Healthto
maintain compliance. The standards are organized into seven distinct elements which
include:

Avalilability of Practitioners

Accessibility of Services

Assessment of Network Adequacy

Continued Access to Care

Physician and Hospital Directories

Delegation of Network Maragement

E R R

Avalilability of Practitioners

Standard Statement: The organization maintains sufficient numbers and types of primary
care, behavioral health and specialty care practitioners in its network.

The intent is for Hennepin Health to maintain an adequatnetwork of primary care,
behavioral healthcare and specialty care practitioners and to monitor how effectively this
network meets the needs and preferences of its membership.

1. Cultural Needs and Preferenceg assess the cultural, ethnic, racial and lingstic needs
of the enrollees and adjust the availability of practitioners within the network if
necessary.

Language access services are necessary for Hennepin Health enrollees to communicate
with healthcare providers and to receive safe and timely care. Interpreter services are

a covered benefit for all of Hennepin Health enrollees. Through the 2015 Consumer
Assessment of Healthcare Providers and Systems (CAHPS) Survey and the Hennepin
Health Member Demographics Report, it is demonstrated that less than ten percent of
enrollees speak a language other than English at home. Approximately three percent of
enrollees speak Somali at home in both products. Other more predominant languages
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include Hmong, Spanish, and Vietnamese. Both networks have strong Spanish speaking
representation among practitioners in primary care, behavioral healthcare and

specialty care. Hwever, Somali, Hmong and Viethamese speaking representation is
extremely low.

The Minnesota Department of Health maintains an Interpreter Roster of qualified
spoken language interpreters available to help providers address the healthcare needs
when providing care toour enrollees. These interpreter services help to mitigate the
shortage of providers fluent in the target languages, but does not relieve Hennepin
Health of the need to seek out additional Somali, Hmong and Viethamese speaking
providers.

2. Practitioners Providing Primary Carez evaluate the availability of practitioners who
provide primary care services or family practice, internal medicine and pediatrics.

Hennepin Health has a significant network of primary care and pediatric practitioners
wit hin both networks, including 6,319 and 2,304 primary care and 2,029 and 1,114
pediatric care for SNBC and PMAP/MNCare respectively.

Geographic distribution of practitioners in relation to enrollees is an important
consideration in evaluating availability of practitioners. The standard for primary care
is thirty miles in distance or thirty minutes of transportation time. In reviewing the geo
access maps for primary care prationer distribution, it is evident that every enrollee
can access at least one primary care practitioner within the standard for time and
distance.

3. Practitioners Providing Specialty Careevaluate the availability of specialists in the
system.

Twelve months of claims data was reviewed to gauge an approximate need for specialty
care services. Specialty services that made up five percent or more in claims for a
product were designated as high volume and further review dictated that these same
services carbe considered high impact. These services included anesthesiology,
cardiovascular disease, chiropractic, neurology/neurological surgery (SNBC only),
OBGYN/midwifery (PMAP/MNCare only), orthopedist/orthopedic surgery (SNBC only)
and radiology/nuclear medicine with radiology /nuclear medicine accounting for

nearly half of specialty care claims.

For SNBC, Hennepin Health has at least 25 practitioners pame thousand enrollees for
every high volume specialty practice area. For PMAP/MNCare, Hennepin Hedltis at
least 25 practitioners perone thousand enrollees for every high volume specialty
practice area except for chiropractic, which have 34 practitioners in network with over
3,000 claims

Geographic standards for specialty care are sixty miles in distae or sixty minutes of
travel time. A review of the geo access maps in coordination with the high volume/high
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impact analysis demonstrate that every enrollee in each network can accesspecialty
care providers within the prescribed distance.

. Practitioners Providing Specialty Medicine to Special Needs Populations

Hennepin Health evaluates its provider network in relation to special needs
populations where there may be a combination of multiple specialties commonly
involved in the approach to serveenrolleeneeds. In relation to physical health, this
would include the evaluation of the network to serve persons with physical disability
or chronic illness including chronic pain. Chiropractic and acupuncture specialties are
included in this analysis. In 208, benefits were expanded to include acupuncture
services. Hennepin Health monitaed usage of these services to ensure that the
network was expanded appropriately based upon need.

. Practitioners Providing Behavioral Healthcare

Twelve months of claims daa was reviewed to gauge an approximate need for
behavioral healthcare services. Services that made up five percent or more in claims
for a product were designated as high volume and further review dictated that these
same services can be considered higmpact. These services included Chemical
Dependency (PMAP/MNCare Only), Community Mental Health/Substance Abuse,
Licensed marriage Family Therapist, Licensed Social Worker, Psychiatry and
Psychology.

For SNBC, Hennepin Health appears to have atequatenetwork based on the level of
need.

For PMAP/MNCare, Hennepin Health has only three chemical dependency counselors
per 1,000 enrollees and only seven community mental health/substance abuse
providers per 1,000 enrollees. While Hennepin Health providesneollees with open
access for mental healththe health plan needdo strengthen the network in this area.

Geographic standards for behavioral healthcare are sixty miles in distance or sixty
minutes of travel time. A review of the geo access maps in coordtion with the high
volume/high impact analysis validated the recommendation noted above.

Accessibility of Services

Standard Statement: The organization establishes mechanisms to provide access to
appointments for primary care services, behaviorahealthcare services and specialist care
services.

The 2016 Access and Availability Survey was administered internally by staff of the
Network Management Team using Survey Money and telephone calls during the fourth
quarter.
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Type of Appointment Standard Meeting
Standard

Primary Carez Routine/Preventive care 45 days or less 100%
Primary Carez Urgent Care 24 hours or less 100%
Primary Carez After Hours Available 100%
Behavioral Healthz Routine and Follow Up | 10 business days or less 92%
Care
Behavioral Healthz Non-life threatening 6 hours or less 71%
emergency
Specialty Caregz Routine 60 days or less 95%
Specialty Caregz Urgent 24 hours or less 82%

Assessment of Network Adequacy

Standard Statement: The organization monitors access healthcare services and takes
actions to improve it.

1. Assessment of Member Experience Accessing the Network

Complaints and appeals about network adequacy are reviewed so that appropriate
adjustments can be made. In 2016, there were no complaints froemrolleesregarding

network adequacy.

2. Opportunities to Improve Access to Nofbehavioral Healthcare Services

Out of network referral patterns for PMAP/MNCareenrolleessuggesed that expanding
the network to include specialty clinics primarily associatedvith referrals from North
Memorial would be beneficial to ourenrollees. As a result, contracting with these
providers is a primary Network Managementobjective for 2017.

3. Opportunities to Improve Access to Behavioral Healthcare Services

Hennepin Health fas recognized that there is high utilization of behavioral healthcare
services and has addressed this need by allowing open access to providers for these
services. In an effort to increase the adequacy of the networks in this high need area,
Contracting will devote particular attention in 2017 to increase the number of
behavioral healthcare providers.

Continued Access to Care

Standard Statement: The organization monitors and takes action, as necessary, to improve
continuity and coordination of care acrosshe health care network.

Hennepin Health has a robust crosfunctional policy and procedure to ensure continuity of
care forenrolleesin the rare circumstance where a provider contract is terminated or
practitioner is de-credentialed. Staff work withenrolleesto effectively and efficiently
transition to another appropriate healthcare provider in accordance with the best interests
of the enrollee and regulatory requirements.
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Physician and Hospital Directories

Standard Statement: The organization providemformation to help enrolleesand
prospective enrollees choose physicians and hospitals.

Hennepin Health produces a printed directory on an annual basis with serainnual PCNLSs
(Primary Care Network Listing) in accordance with specifications provided throuly DHS.

Hennepin Health produces an online directory focused on physician information that
includes name, gender, specialty, medical group/clinic affiliations, indication if accepting
new patients, languages spoken along with office locations and phone nuarb. Updates to
this directly are made within 30 days of receiving new information from the physician.

Hennepin Health also produces an online directory focused on hospital information that
includes the hospital name, location and phone number.

Information provided through contract renewal, recredentialing processes, delegated
credentialing rosters and updates requested from provider organizations is used to ensure
ongoing data accuracy.

Delegation of Network Management

Standard Statement: If the organizabn delegates Network Management activities, there is
evidence of oversight of the delegated activities.

7. Delegation Agreement

For all delegated activities, Hennepin Health has a written delegation agreement that is
mutually agreed upon, describes the deleged activities and responsibilities of
Hennepin Health and the delegated entity, requires at least semiannual reporting from

A £ oA N~ s o~ N s oA

will be evaluated and the remedies for fdure to perform. The organization does not
currently delegate network management.

8. Provision of Enrollee Data to the Delegate

Hennepin Health provides the delegated entity witkenrollee data as appropriate to
fulfilling the terms of the delegationincluding, but not limited to CAHPS survey results,
complaints and HEDIS measures.

9. Provisions for Rotected Health Information (PHI)_and Rersonally Identifiable
Information (PII)

Hennepin Health includes the following in reference to PHI and PII in deletan
agreements:
9 List of allowed uses
1 Description of delegate safeguards to protect the information from
inappropriate use or further disclosure
1 A stipulation that the delegate ensures that sub delegates have similar
safeguards.
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1 A stipulation that the delegate informs Hennepin Health if inappropriate use of
the information occurs

1 A stipulation that the delegate ensures that PHI is returned, destroyed or
protected when the delegation agreement ends.

10. Pre-delegation Evaluation

Hennepin Health conducts a e-delegation evaluation prior to entering into any
delegation agreements to evaluate and ensure that the potential delegate has the
ability and appropriate practices to perform the proposed delegated duties to the level
of performance that is required ofHennepin Health.

11.Review of Delegated Activities

Hennepin Health performs a review of delegate activities at least annually to determine
if the delegate is performing appropriately.

12. Opportunities for Improvement

With the annual review of delegated actities, Hennepin Health provides a report to
the delegate that outlines expectations for areas of improvement where deficiencies
exist. Progress on those opportunities is monitored and revieweih order for the
delegation arrangement to continue.

Recommendations and Next Steps

Hennepin Health will have a contracting effort focused on behavioral health, chiropractors
and acupuncturists in early 2017. Hennepin Health will also continue to monitor the
networks to ensure the maintenance of network adequacy an@medial efforts as needed.

Topic: Network Management: Provider Survey

Description

Provider satisfaction is important because it contributes to the quality of health care.

Previous studies indicate that the greater provider satisfaction is associated with

appropriate prescribing practices, patient adherence and greater patient satisfaci.

(AT TAPET (AAT OE 111 EOI OO OEA DPOI OEAAOGO A@PAO
Hennepin Health uses this information to implement interventions in order to improve its

services and support to its providers.

Process and Documentation

Annually, Hed ADPET ( AAT OE ATl 1

I OAOAT 1T OAOEOEAAOQEIT «x E OEA OAOOGEAAO AT A 0O
OAODPT 1T OA OAOGA AAET C TT1U ptbph . AOxI OE - AT ACAI
conduct the annual Provider Survey that promotes an adequate response rate.

AOAOO A 00i OEAAO 3 AOEOE
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I
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Analysis

The 2016 Provider Satisfaction Survey was developed in collaboration with a group of
cross-functional stakeholders. Survey Money was used resulting in the response of 52
providers.

Providers were asked how they would rate their overall satisfaction with the services and
support provided by Hennepin Health over the past twelve months. They were also asked
OAOAOAT NOAOGOEIT O ET OEA 0OO0O0O0AnHealtiEdoApar®® ET ¢ O/
I OEAO EAAI OE DI AT O OEAO Ui O AAAT xEOEed 3000A

Provider Pharmacy Medical Credentialing | Contracting
Relations/Customer Administration
Service
Excellent 21.4% - 41.4% 23.9% 28.0%
Good 36.5% 41.7% 41.4% 34.4% 40.4%
Satisfactory 18.9% 25.0% 8.6% 17.9% 15.8%
Poor 15.7% 33.3% 4.3% 11.9% 8.8%
Very Poor 7.5% - 4.3% 11.9% 7.0%

The survey allowed providers to include comments. For any negative feedback, the
provider was contacted in an effort to rectifyconcerns.

Recommendations and Next Steps

Hennepin Health desires continuous improvement in the satisfaction level among our
providers and recognizes that a key to improvement is a comprehensive process to obtain
their feedback. Hennepin Health is currerny exploring alternative ways to administer the
survey to achieve an improved response rate for 2017.

Topic: Network Management: Communication Plan

Description

Effective communication between any two parties is essential as it has the ability to
manage expectations which reduces stress and frustration. For providers, it can also lead to
improved patient care as it can prevent costly errors and streamlines patiemare to

prevent delays.

Process and Documentation

Hennepin Health understands that ensuring a good relationship with providers requires

regular communication and relationship management effortsHennepin Health

communicates and educates providers abouts operational processes through

T AxOl AOOAOOh AOI 1 AGET 6h Al A0OOOh OOAETEIC T O O
Manual available on the websiteln order to promote effective communication between

Hennepin Health and its providers, Network Mana§ i AT 06 O CT Al &£ O ¢mpoe x.
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proactive communication plan for routine periodic communications with the providers.
Network Management changed its service model to providers as described below.

Analysis

In 2016, a provider service mode{O 3 A O QuEehr@lleekthrough service to our
POl OE ivds@&eéofed and implemented to improve the methodology of provider
relationship management.

Hennepin Health implemented a tiering system to guide provider relationship management

and communication. The ew model helpsensure thatHennepin Healthwill utilize limited

resources in the most efficient waywhile providing a higher level of service to the

providers. For example, responsibility for relationship management was moved from

Provider Relations representatives to ouiContract Managers. The goal of this change was

Oi AOEI A OAI AGET T OEEDPO OEAO AOA 11T OA 1T AATET CE
extensively on claims issue resolution. The role d@ontract Manager best suits this type of

front-facing relationship management.

In addition, the responsibility for claims resolutionhas been movedway from the

Provider Relations representatives tahe front line Provider Service staff. This move made
sense as the Provider Service staff have strong claimsdwledge and background. In
essence, they speak the same language as the providerkis change will allowProvider
Relations staff tofocus on providereducation and communication that is regular, timely,
and meaningful.

In addition to the new provider service model, Hennepin Health published numerous
bulletins throughout the year addressing a variety of topics of interest to providers
including:

JANUARY
1 January 1, 2016 Formulary Changes
1 Behavioral Health Care for Refugees Webinar
1 New Group Numbers
FEBRUARY
9 MHP Provider Portal FAQ
1 Injectable drugs
MAY
1 June 1, 2016 Formulary Changes
1 Behavioral Health Care for Refugees Webinar
9 Mental Health Services Raténcrease
JUNE
1 835 Remittance Advice File Delay
91 Depression Care for Somali Americans Webinar
9 Behavioral Health Care for Refugees WebinalPart Two
JULY
1 Behaviord Health Homes
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SEPTEMBER
1 MHP Has A New Name
OCTOBER
1 New Claims PreProcessing Electronic Data Interchange Edits Effective in
November
1 BehavioralHealth Care for Refugees WebinarPart Three
NOVEMBER
1 PharmacyRelated Health Disparities: The Need for Translation Services
1 Antidepressant Medication Management Provider Toolkit
DECEMBER
i Behavioral Health Care for Refugees WebinaiPart Four
1 February 1, 2017 Formulary Changes

Recommendations and Next Steps

During 2017, Hennepin Health will ekfeedback from providers to assess the success and
opportunities for improvement related to the new service model so that we can continue
on the path of continuous improvement.

Topic: Network Management: Provider data system implementation.

Description

The quality of data is important as data errors and inconsistencies erode the integrity of
the data, calling the data into question. Having a reliable data system considered as the
source of truth enables organizations to transform core businesdata into information
which is manageable and useful while creating efficiencies.

Process and Documentation

The Network Management Department had various ways to track and mange contracting
and credentialing information ranging from a manual tracking gstem to a software system,
ProviderBase. ProviderBase did not have the functionality to manage the data used in
operational processes such as claims processing. The other processes did not allow for an
efficiency in managing large volumes of informationin 2015, an RFP was conducted and a
vendor (Vistar Technologies) was selected to implement a system of record (eVIPS) for
provider data that would be designated as the source of truth for all provider dataThis
included the following objectives:

1 Developmetrics to monitor team performance and work demands
9 $sAOGAI T D A A& Oi Al EUAA PDOT AAAOOA &1 O EATAIE
1 Develop a formalized process for handling new contracts

Analysis

Contracting with Vistar Technologies wasompleted in April 2016 and he implementation
is expected to be completed by the end of April 2017. This technology soluti(@Vips) is
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also a contract management system, credentialing management system and a contact
management system. The tool includes the ability for managemerd tnonitor team
performance and work assignments via a management dashboardhis project also
includes the development and implementation of procedures related to contracting and the
processing of requests to contract.

The implementation of a new softwargechnology is a major undertaking. In order to
ensure success the following steps were taken:

1 Dedicated staff were engaged to serve as fdlme project manager/quality
assurance and full time business analyst/testing lead.

1 A committed executive sponsorproduct owner with experience implementing
provider data technology was hired.

1 A Provider Data Steward was hired to be part of the implementation team and will
have responsibility for data integrity postimplementation.

91 Data in the current electronicsystem (ProviderBase) and the many spreadsheet
databases were evaluated to ensure that existing data was evaluated, improved,
mapped, or replaced in order to effect the most accurate result moving forward.

9 Contracting and Credentialing staff were consulteébr historical processes and
challenged to develop best practice processes to be implemented

1 Staff were involved in developing measures of success and testing. This staff will be
involved in training and assessing the timing for the launch of the tool.

Recommendations and Next Steps

Implementation eVIPS is on schedule, and it is anticipated the full implementation will
conclude in April 2017.The quality of provider data is critical to the success dfiennepin
Health. If provider data is lacking in quaty, it would be difficult to deliver accurate claims
adjudication. Therefore, it is critical that this software implementation be completed with
the highest degree oficcuracy. In addition, long-term planswill include a focus on the
Provider Data Stewad to ensure that there is ongoing frequent monitoring of the data
integrity.

Topic: Contracting z Integrated Care System Partnership (ICSP) Project

Description

The goal of the ICSPs is to use pay for performance agreements between payers and pviders t
encourage better care and outcomes famrollees. Health Plans work with their partners to select
performance measures, develop goals, and choose a payment rfrodeloptions provided by DHS.

Process and Documentation

Hennepin Health has contractual aggements with its ICSP partners. Hennepin Health has
identified two performance measures and related utilization reduction goals:

1 Emergency Department utilizationz goal is a 10% reduction in ED visits
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1 Inpatient hospital admissionsz goal is a 5% reductionn inpatient hospital
admissions

Hennepin Health has separated Mental Health and Chemical Dependency (MC/CD) from
these rates to get a total of four measurements for both payment and reporting purposes.

Eligible Enrollees

The attribution method varies slightly between the two contracted vendors, but both are
only pertaining to SNBCenrollees that are nonrinstitutionalized. The attribution method
undergoes an annual review.

Touchstone Mental Health

For the Touchstone ICSRnrollees are attributed to the program if they are assigned to
Touchstone for care guide services for at least seven months in the measurement year AND
are still assignedto Touchstone in July following the measurement year.

Community University Health Care Clinic (CUHCC)
For the CUHCC ICSénrolleesare attributed to the program if CUHCC was the clinic at
which they received the majority of their primary care during the measurement year.

Should the partners meet their performance goals, they will redee a share of the savings

that result from the decreased utilization. Payment is calculated as a parember per-

month (PMPM) rate and is determined byHennepin Healttd O & ET AT AA $ADPAOOI Al
assistance from our actuaries. Savings will be calculated septely for Emergency

Department utilization and inpatient hospitalizations. If a partner meets only one goal, they

will receive payment for that goal only. Payment will be distributed in the fourth quarter of

the year after the measurement year. Calculatioof the payout will occur in

August/September. Payment for meeting performance goals made in the fourth quarter

of the following year.

Analysis

Both ICSP groups met the goal of a 5% reduction in inpatient admissions, but neither group
met the goal of educing emergency department visits by at least 10%.

Recommendations and Next Steps

Hennepin Healthwill continue to work with its integrated care system partners to select
performance measures, develop goals, and choose a payment model from options provided
by DHS.

Topic: Government Programs

Description

In late 2016, Network Management assumed respoilslity for government programs
management. A Government Programs Managerinstrumental in an effective working
OAl AOGET 1 OEEDP xEOE (ATTAPET (AA1I OESGO cI OAOT I Al
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Process and Documentation

The Government Programs Managenonitors, coordinates and ensures that all DHS
contractually required reports are submitted in a timely manner. An annual contract
review is conducted to ensure that reporting requirements are captured in a matrix which
is reviewed with internal subject matter experts that have direct responsibility for the
report creation. The Government Programs Manager acts as a liaison between the
responsible party and DHS to resolve any reporting specification questions and ensures
that Hennepin Health meets all ofts reporting requirements in a timely manner.

Analysis

A Government Programs Manager was hired to focus on tbeersight of the relationship(s)
with our government partners, to facilitate the operationalization of government contracts
and to manage the suimissions required for contract compliance.The use of an all
inclusive tracking grid allowed Compliance staff to effectively oversee and akfennepin
Health departments in identifying reporting and contractual deadlines in 206. This was
also a valuableool used to transition this area of responsibility from Compliance to
Government Programs. All compliance needs were met in 2016 in an efficient and timely
manner.

Recommendations and Next Steps

HennepinHealth will continue to review current reporting, communication and tracking
processes to ensure that they are efficient and effectivédennepin Health will continue to
maintain the annual tracking spreadsheet in order to capture all contractually require

reports. The tracking spreadsheet will also include ad hoc reporting to ensure that all

reporting submissions are captured in one consolidated location. This tracking sheet will

be uploaded to SharePointtoallowy AT T APET ( AAT OE AAmédkedtb AT 00
upcoming reporting.

Topic: Credentialing:

Description

Hennepin Health is required toadopt a uniform credentialing and recredentialing process
and comply with that process consistent withDHS and MDHegulations as well as the
ADOOAT GstandérdslandGuidelines for the Accreditation ldéalth Plans

Credentialing Standard8 ldennepin Healthabides by CMS credentialing regulations as well.
For organizational providers, including hospitals, and Medicare certifiechome health care
agenciesHennepin Health adoptsa uniform credentialing andrecredentialing process and
comply with that process consistent with State regulations.

There are two types of credentialing and recredentialing activities performed by or on
behalf ofHennepin Health one addresses individual practitioners and the second focuses
on organizational providers. For the purpose of this report, credentialing refers to the first
review of a practitioner or organization and recredentialing refers to the subsequent
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review completed within every thirty -six months. The difference lies in the fact that
credentialing of a practitioner, for example, would review the education and training of the
clinician. Recredentialing examines new education and training practitioners received
which enhanced or changed their subspecialty. Organizations do not have an educational
review, but often these groups seek accreditation by a group such as the Joint Commission
or another national standardsetting agency.

Another key feature is the internal eview of all complaints recorded against the clinicians
for tracking and /or trending purposes. Even unsubstantiated grievances of a recurrent
nature are meaningful when conducting the credentialing review. The DHS contract
outlines credentialing requirements under Section 7.1.6 (Ax (D). Hennepin Healthwould
not knowingly enter into or continue an agreement with a provider or practitioner
excluded under the Federal Acquisition Regulation.

Program Activities Planned for 2016

1 Develop and publish a compreénsive Credentialing Progran{Goals A, B, C, D, E, F,
G, H, I, J, and K)

1 Ensure that all contracted facilities have met the requirements for credentialing/re
credentialing (Goals A, B, C, D, E, F, G, H, |, J, and K)

1 Ensure that practitioner expirables aremanaged compliantly(Goals A, B, C, D, E, F,
G, H, I, J, and K)

1 Ensure that all sanctions checking is completed compliantfGoals A, B, C, D, E, F,
G, H, I, J, and K)

Process and Documentation

The Credentialing Team performs both initiacredentialing and re-credentialing for
facilities and practitioners and follows NCQA standards addition to contractual
obligations and regulatory requirements. Recredentialing occurs within 36 months of the
previous credentialing approval.Hennepin Health conductssanction checking as part of
the credentialing and recredentialing process.

Hennepin Health participates as a member of the Minnesota Council of Health Plans
Minnesota Credentialing Collaborative (MCC) This group of Minnesota health plan
credentialing professionals works together to develop standardized and efficient
approaches to credentialing for provider organizations. One example is the use of an
electronic software application that allows providers to apply for credentialing with
multiple health plans through a single application process.

Hennepin Health has delegated credentialing agreements with Hennepin Healthcare

Systems and Fairview Health Systems. These delegated credentialing agreements achieve
AEEFEAEAT AEAO OEOI O GkErederidling®oOokss ivhite piokiding ®rOT OEAA OGS
appropriate oversight. The MCC provides for some efficiencies in the oversight process as

well, by sharing in the oversight evaluations process between the health plans. The process

starts when a provider organkation signs a release of audit results to the health plans with

which it participates and the health plans provide for a schedule of annual audit sharing
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using a common methodology. Hennepin Health delegatadministration of the dental
network, including delegation of credentialing activities The MCC conducts the dental
credentialing audit as well.

Analysis

It is best practice for any organization that credentials healthcare providers and
practitioners to have a written Credentialing Program that dedils the rights and
responsibilities of credentialed parties In 2016, Hennepin Health drafted a Credentialing
Program and it has been reviewed by the new Chief Medical Officer.

During 2015, Hennepin Health experienced staff turnover in the area of orgesation
credentialing. Transition of duties between staff was not efficient, which resulted in a
status of noncompliance. In 2016, new leadership was engaged and the current
credentialing staff members were trained on organizational credentialing proceses.
Throughout 2016, staff worked diligently to bring all organizations back into credentialing
compliance. By the end of 2016 Hennepin Healthwas in compliance and had created a
process to ensure ongoing complianc&.he new provider data system throudp its metrics
monitoring processes will prevent the risk of norcompliance in the future.
(ATTAPET (AAI OE6O #OAAAT OEAT ET ¢ 4AAi OOEI EUAO
consistent and timely tracking of document expiration and renewals in between
credentialing cycles. Implementation of the new provider data system will automate this
process to ensure more effective and compliant processelhe Vistar eVIPS tool hathe
ability to track expirables so that the need for an updated primary source verificatioof an
expiring license will be identified and resolved. This mechanism will ensurexpirables
data will be current without the need to contact practitioners prior toa re-credentialing
event.

Via TMG, the claims adjudication processor, sanctions checking is conducted on all
practitioners on a weekly basis.At the end of 2016 Hennepin Healthbegan implementing
a processof monthly monitoring of the Social Security Death Master.

Credentialingaudits were conducted on HennepirHealthcare Systems and Fairview Health
SystemsHennepin Healthretains the responsibility to review and approve the audit
findings independently as part ofthe agreement with MCCAIl delegated credentialing
audits conducted in 2016 passed with no issues or concerns.

Recommendations and Next Steps

The focus of the Credentialing arean 2017 is toshore up and improve processes. This will
include the development of a comprehensive Credentialing Prograrm early 2017, the
program will be presented to a newly reformed Credentialing Committee for their review
and approval. Once it is approvedhe new Credentialing Progranwill be published as a
part of the Hennepin Health Provider Manual.
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Other 2017 focus activitieswill be to ensure all contracted facilities have met the
requirements for credentialing/recredentialing, practitioner expirables are managed
compliantly and that all sanctions checking is completed compliantly.

The implementation of the Vistar Technologs eVIPS tool is critical to create efficiencies
and greater effectiveness in the work of credentialingl'he project is on schedule, within
budget and scope in working toward the goal of an April 2017 ghive date.
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VI. MEMBER EXPERIENCE

Unit Area: Customer Service Department

Topic: Member, and Provider Services Business Units; Walk -In Service Center

Description Customer Service Department

The Customer Servic®epartment supports member and provider inquiries, and issue
resolution. The Customer Sevice staff provides this support via telephone, electronically
and in-person. The department has a goal of 100% accuracy for every encounter. Whether
it be faceto-face or telephonically, all interactions must meet performance standards as set
forth by the organization.

Customer Service is responsible for coordinating transportation, fielding benefit and
provider questions, and responding to claims inquires. Hennepin Health measures
telephone statistics for each service representative and randomly audicalls on a monthly
basis to assure the accuracy and quality of encounters. The role of the Customer Service
Representative is one of the most complex in any managed care organization (MCO).
Callers may have low healthcare literacy and many do not spekkglish as their first
language.

Hennepin Health has established goals and objectives for each of the 2016 Program
Activities to allow for measurement and reporting.

Program Activities Planned for 2016

1 Ensure Timely Access and Responsiveness withingtenrollee and Provider Service
Lines(Goals A, B,C,D, E, F, G, H, I, Jand K)

1 Customer Service Quality Assurance Progra(@oals A, B, C, D, E, F, G, H, I, J AND K)

1 Customer Service Request (CSR) Standar@oals A, B, C, D, E, F, G, H, I, J AND K)

9 (ATTAPET (AAI OEGO %l CACAI AGodls AB, &, D2ERABG] OOEI
H, I, J,

1 Front Desk OperationgGoals A, B, D, E, F, H, | and K)

Topic: Timely Access and Responsiveness

Process and Documentation

The Hennepin Health Customer Service Leadership Team conducts raale and monthly
timeliness reviews. Those reviews are forwarded to Hennepin Health organizational
leadership as well as to the Customer Service team. Customer Service staff membegs
educated on departmental performance goals and are provided with tools to monitor
individual performance data (calls answered, handle times, etc.Customer Service staff
utilize KnowledgeBase located on SharePoint which is considered Customer Services

A N, A~ AN =

OO0ODMDA 1 Acoli0eadIE éffart was undertaken in 2016 to help the Customer Service
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team understand how individual performance impacts our customersEnrollees and
Providers). Additionally, Customer Service leadership meets with this team consistently
throughout the year to ensure understanding and compliance.

Early in the year, Customer Service leadership focused upon overall Call Center strategy
and created a plan for staff realignment. As a result, two distinct and separate business
units within th e Customer Service Department were created: Enrollee & Provider Services.
This new alignment of staff and department structure allows for greater positioning of
personnel based upon their skill set and level of expertise. Additionally, the new structure
provides an opportunity for improved accuracy, a betteenrollee and provider experience
and increases first call resolution.

2016 Call Center Performance Standards:
1 Call Completion Rate of 97% (previous goal)
1 Enrollee Services: Average speed of answer: 2 minute2017 focus
1 Provider Services: Average speed of answer: 5 minue2017 focus

Individual Performance Standards:

Individual Productivity of at least 35 calls per day

Late log in and early log out ok 1 minute

Percentage of unavailable time 20%

Percentage of customer hold time&2:00

Redirected, No Answer, and Abandoned Calls (Combined3%
Document 100% of encounters

E

Customer Service was responsible for completing new enrollee engagement/welcome calls
to welcome new enrollees to Hennepin Health and to answer or address any questions or
concerns that the enrollee may have. This provided an avenue to educate the enradlee
about Hennepin Health.

Analysis

New Call Center processes were adopted and implemented toward the end of 2016.
Hennepin Health will analyze trends in call volume between enrollees and provider
services once they stabilize to determine whether the newrocesses resulted in
performance improvements. Adjustments in staffing and capacity planning may be
necessary if gains in performance were not realized. An increase in enrollmemtcurred in
Q4 2016. Hennepin Health anticipates a significant increage énrollment beginning in
May, 2017 and will adjust Call Center resources to meet any increases in demand.

Table 1 and 2 summarizes the enrollee and provider call volume trends from August 2016
through December 2016.
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Table 1.Enrollee Call VolumeSummay (Call Center Metrics)
Queue Date Calls Calls Average | Average
Handled | Abandoned | Speed of | Handle
Answer Time
(ASA) (AHT)
[minutes] | [minutes]
Member Queue August 2016 3660 363 2:12 5:51
Member Queue September 201§ 3320 388 2:59 5:35
Member Queue October 2016 3311 617 4:39 5:46
Member Queue November 2016 3024 762 5:38 5:54
Member Queue December 2016 3406 622 4:23 5:26
Non-Member Queue | August 2016 117 24 1:27 4:35
NonMember Queue | September 2016 110 31 1:45 3:21
Non-Member Queue | October 2016 141 46 3:27 3:26
Nor-Member Queue | November 2016 106 47 3:27 3:25
NonMember Queue | December 2016 141 42 2:56 4:05
Table 2.Provider Call VolumeSummary (Call Center Metrics)
Queue Date Calls Calls Average Average
Handled | Abandoned | Speed of Handle
Answer Time (AHT)
(ASA) [minutes]
[minutes]
Provider Queue | August 2016 2707 247 2:58 5:52
Provider Queue | September 201¢ 2224 150 2:14 6:36
Provider Queue | October 2016 2088 382 5:25 6:59
Provider Queue | November 2016 2236 348 5:25 7:24
Provider Queue | December 2016 2102 421 6:23 6:53

The primary driver of changes in performance was staffing and vendor management. In
July, three (3) new permanent Customer Service staff were hired and in m#lgust, 2016
temporary Customer Service staff were released@he Customer Service area within
Hennepin Health continuel to work through the implementation and stabilization phase of
the new claims processing system as well as through the-edignment of staff. Staff are
encouraged to pursue learning opportunities ad training related to our enrollee systems:
TMG Call and Facets. Hennepin Health contindieo build upon new and existing policies
and procedures, and to capitalize on changes made to the automated phone system.
Changes to the automated phone system inaed the addition of separate options for
Enrollees and Providers. Options were further defined call flow by product and desired
service, including, transportation, benefits and identification cards.

New enrollee engagement/welcome calls were discontinubeginning in June 2016 as
Hennepin Health was unable to reach a high percentage of new enrollees for various
OAAOGI 1T O6h ETAI OAET C 1T AAE 1T &£ AAAOOAC
participate in the interaction. This requirement has beememoved from all health plan
contracts.
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Recommendations and Next Steps
2017 Areas of Focs

1. First Call Resolution (FCR)This is a goal all call centers strive to achieve. FCR is a
philosophy in a call centerin which the representative handles thecustomer inquiry the
first time so a repeat call or unnecessary cai received In 2017, the Hennepin County
IT Department project plan includes the implementation of a post call survey. Post call
surveys allows for the immediate collection of feedbackom our enrollees and
provider community. Based on feedback received, it will be a useful tool to support the
coaching and trainingof the Customer Servicddepartment representatives The
feedback received may also be helpful in addressirige CAHPSurvey findings and
may provide additional information in which to identify opportunities for
improvement.

2. Ongoing training efforts: Customer Service has implemented separate-bionthly
Enrollee and Provider focused meetings on Fridays to foster consistecommunication,
knowledge sharing, while building engagement in performance goal€ustomer Service
strives for having a single source of truth; we continually develop and update
KnowledgeBase on SharePoint and provide ongoing training to our Customen@ee
Representatives.

3. Phone System Enhancements: Hennepin Health is drafting business requirements for
Phase Il of a proposed interactive voice response (IVR) improvement project with the
vendor, ComTech.

4. Enrollee Services Goal: Average speed of angw@ minutes

5. Provider Services Goal: Average speed of answer: 5 minutes
Topic: Customer Service Quality Assurance Program

Process & Documentation

To increase the quality of service provided to Hennepin Health enrollees and providers,
Customer ®rvice focuseson call quality. This is completecprimarily by conducting call
guality audits of recorded and live calls. The audits assess the interaction for customer
service quality, accuracy, data security and documentation.

Analysis

In the first quarter of 2016, the Customer Service Manager began an overhaul of the call
guality monitoring program. During the first half of the year, training was provided
regarding customer service soft skills (listening, asking probing questions) asel as on
data privacy. In the second half of 2016, the Customer Service leadership team simplified
the call audit process with the goal of providing guidelines that were both clear and nen
subjective.
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A soft roll out method(inter -rater reliability) was used for the new call audit processhat
took place in Maywith full implementation completed in June, 2016This methodwas used
to help the call center representatives understand the components of the new audit
program and to address any questions befergoing live. Initially, the individual audit goal
score wasan 85% accuracy ratewith an ultimate goal of 97%accuracy ratewhich is

consideredindustry standard.

Table 3 shows the results of the new call audit process.

Table 3. Call Center Representative Audit Scores

July August 2016 September October November December
2016 2016 2016 2016 2016
95.14% 97.51% 98.89% 95.91% 97.30% 97.42%

Recommendations & Next Steps

The new call audit process implemented in 2016 will continue in 2017 fle individual audit
goal scorewill be a97% accuracy ratewhich is consideredindustry standard. Feedback
from the program will be given to the staff monthly, and the program results will be
monitored and measured throughout the year, to include department quality trends.

Topic: Customer Service Request (CSR) Standards

Process &Documentation

Requests for an action step, i.e., claim adjustment for payment, clarification on coverage,
and/or an authorization are generated by Customer Service Representatives in response to
enrollee and provider inquiries. These requests are electrowiand are processed by
departments throughout Hennepin Health and routed back to Customer Service
Representatives for final resolution.

Analysis

$0A O1 A AEATCA ET Al AEi DPOT AAOGOET ¢ OAT AT OOh
the claim procesing vendor, TMGchanged significantly in 2015, which altered the method

of creating a Customer Service Request. However, the process for handling requests

remained the same. Customer Service leadership receives daily reports of pending requests
to monitor turnaround response timeliness and accuracy.

In August, a new routing process for the Provider Services team was developed. The new
process helped reduce open and pended routes, streamlined the process and maximized
efficiencies with TMG,our claims vendor. A new claim work flow processvas created as a
process improvement measure to direct inquiries (request) to a more specific queue for
work. The work flow processalso includedturnaround time completion dates which allows
for greater accuracy and diciencies. As a result, the claim administrator created an
escalation team route, professional and facility claim routes.
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Recommendations & Next Steps

This new routing work flow process will continue in 2017.A route report is produced
weekly and is reviewed from a quality assurance perspective for the opportunity to identify
trends and provide to root cause analysis. A dashboard coupled with the daily activity and
route reports is reviewed by the claims administrator to gain awareness of opeppended
work, turnaround time, service levels and claim payment adjustments.

41 PEAd (AT 1T ADPET (AAI OEBO wl CACAI AT O AT A 2AO0T 1
Process and Documentation

The Engagement and Resolution Desk provides intensive service to enrollees and providers
in need of extra assistance. It is intended to foster effective communication and strong
collaboration in order to improve enrollee and provider satisfaction with Henmepin Health.

Analysis

4EA %l CACAI AT O AT A 2A01T1 OOETIT $AOGE EO A OAOOE
Health staff. The Customer Service leadership handlescalated calls and workd through

complex customer inquiries. The Hennepin Health Appeatnd Grievance Coordinator

work ed with and collaborated with staff on enrollee issues that require external
investigation and escalation outside of Hennepin Health.

An internal escalation processvas also implemented on the Provider Services team for
complicated, urgent and escalated provider inquires. In addition, the Provider Services
team supports thenew Government Liaison rolecreated in 2016by triaging inquiries from
the Department of Human Services.

Recommendations and Next Steps

Engagement andresolution Desk activities will continue to be performed by multiple
employees. Going forward into 2017, Customer Services will increase collaboration with
the Appeals & Grievances Coordinator. Thcollaboration will seek opportunities to work
more closely with our contracted provider partners to ensure enrollees receive high quality
health care.The Provider Services team escalation process will continue as well in 2017

Topic: Front Desk Operations

Process and Documentation

Hennepin Health ensures theCommunity Health Workers (CHW) are available during
regular business hours to facilitate transportation ancenrollee requests. The CHWsw/ho
are available in the lobby are part of the Customer Service team.

Analysis

Enrolleesfrequently stop in-person atHennepin Healtts 0 & O1 1 O $AOE O OAAAE
Hennepin Healtd O & OT 1T O $AOE OOA £Eardidespdrmbnth@hichEOE AAT O
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different from most health plans.Two new CHWSs were hired in early 2016 to staff the front

desk. To assistn development of their skills, the Medical Administration Department
AOOEOOAA ET OEAEO OOAETETC Ol OEAU xAOA AAOOA
Administration staff who are responsible for care coordination also receive frequent

requests to assist with housing or medical assistance eligibility. This croggining was

effective for the CHWs as they were more confident in their ability to assist the enrollees

and also had an internal resource they could contact as needed.

The presence 6CHWsat the Hennepin Healttd O /O [ cbn@inues b Oe=a highly

successful programA O AT AT OT 11 AAR8O OANOAOGO AAT CAT AOAIT I
This improves enrollee satisfaction Enrollee utilization of the service center for help with
transportation, bus cards, county eligibility, housing needs and other assistance is tracked.

Based upon usage trends, the walin service center policies and procedures are

continually updated as needed.

During 2016, Hennepin Health expanded and remodaiethe walk-in service center to
better serve its enrollees. Construction was completed in the third quarter of 2016.

A new enrollee encounter tracking method was implemented in October, 2016. The new
tracking system captures albf the reasons for theenrollee visits to the Hennepin Health
walk-in service center. The new tracking system will provide insight into how to better
meet enrollee needs.

Recommendations and Next Steps

In mid-2017, four (4) computers will be installed in the walkin service cener. The goal of
this initiative is to assist our enrollees by connecting them to other areas within the
Hennepin healthand to provide access to other County resources. Additionally, the
provision of computers in the lobby will increase enrollee access tarimary care clinic and
appointment scheduling and will also help individuals navigate other health care resources.
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Unit Area: Marketing/Communications

Topic: Marketing and Communication
Description

4EA (ATTAPET (AAI OEG6O - AOEAOET ¢ AT A #ii1 01 EAA
marketing and communications related functions. These functions include: ensuring

communication with both members and providers is timely and accurate, the development

and distribution of state-mandated member materials that adhere to regulatory guidelines

and the creation of marketing materials and campaigns to generate awareness about

Hennepin Health and its products. Additionally, the Marketing and Communications

Department ensures that the integrity of the Hennepin Health brand and its products is

maintained.

Program Activities Planned for 2016

1 Increase Membership and Brand Awarene¢&oals E and H)
1 Rebranding Initiative (A, B, C, D, E, F, G, H, |, J and K)
1 Prepare Annual Stakeholders RepoitGoals A, D, I, J and K)

Topic: Increase Membership and Brand Awareness
Process and Documentation

By generating a greater overall awareness about Hennepin Health and its products,
Hennepin Health is able to continuencreasing total membership across all products. The
Marketing and Communications Department assists with meeting this goal by working
collaboratively as needed with the other Hennepin Health departments in the development
of enrollment materials, educaticnal materials and marketing campaigns. Each fall,
Hennepin Health executes an opeenroliment advertising campaign as enrollees can
choose to reenroll in Hennepin Health and other Medicaid eligible individuals can enroll
into a different health plan effetive the beginning of each new year.

Analysis

In 2016, Hennepin Health implemented a bus and transportation platform advertising

campaign as well as a radio campaign geared toward the fall annual plan selection period.

4EA OEIEITC T £#£ OEA AAOAOOEOET ¢ AT A OAA&T AAI PA
Hennepin Health. From October through December, ads and radio spots ran generating

AxAOAT AGOG AAT 6O (AT1TAPET (AAI OEGO POT AOAOOKh A
visual identity. At this time, openrenrollment advertising mailing campaigns are not

undertaken due to high rate of homelessness and unstable housing locations within
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due to address changes and inability to deliver enrollee information. Due to the typé o
advertising campaigns copdugtqd it is difficult to analyze the effectiveness. Hennepin
decrease of enrollment for its Hennepln Healtlz PMAP program due to enrollees no
completing the required paperwork for Medicaid.

Recommendations and Next Steps

In 2017, Hennepin Health will continue to generate awareness about its new branding,
products and services. All marketing/communications activities are executed with #ngoal
of increasing membership and sustaining the current retention rate.

Topic: Rebranding Initiative
Process and Documentation

Hennepin Health is a unique care system that offers an integration of medical and social
services and a consensus goveamce model with its Partners: Hennepin County Medical
Center, NorthPoint Health and Wellness Center and Human Services and Hennepin County
00AT EA (AAI OE $APAOOI AT 68 ' EAAI OE bPI AT 60
recognition, enrollee retention ard its ability to increase membership. To support this,
Hennepin Health decided in 2015 to change its name and brand identity from MHP to
Hennepin Health in 2016.

Analysis

In 2016, Hennepin Health developed a new brand identity that included a new namego
and visual identity. Tasks and deliverables included (but were not limited to) the
development of a work/communications plan, the development of new collateral materials,
message refinement, internal training and education, website enhancements and a
external brand launch. Website enhancements included building a user friendly website

| ATO EAO AAAT OOAAIT A8 Y1 AAOI U

-

AOA

OEAO ET Al OAAA OAI ATEOEAOGG OOAOO AgpAAO A EAAI

navigation. The Marketing and Communication Department played an instrumental rola i
this initiative. The new brand was officially rolled out on September 2, 2016.

Recommendations and Next Steps
In 2017, Hennepin Health will continue to reinforce the new brand through a variety of

channels, including collateral materials, website content, spring and fall advertising
campaigns and a spring radio campaign. A fall radio campaign is also being consede

Topic: Prepare Annual Stakeholders Report

Process and Documentation
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Hennepin Health prepares and distributes an annual report to both its enrollees and
OOAEAET T AAOO8 2ACcOI AOI ou COEAAI ET A0 OANOEOA O
activities and is made available to the enrollees and stakeholders by June 1. The report

typically includes the following components: a letter from the CEO, a current Hennepin

(AA1 OE Cci OAOT AT AA 1T EOOh AT O!' AT 66 (ATTAPET (A
summaries featuring highlights from the previous given year, a financial report and

enrollee information.

Analysis

The annual report was developed and distributed to the enrollees and stakeholders by June

1, 2016. The intent of the report is to share wittenrollees and stakeholders

accomplishments Hennepin Health achieved throughout the previous calendar year, as well
AO O DOl OEAA AT 1T OAOOGEAx 1T &£# OEA T OCAT EUAOQET I
Recommendations and Next Steps

The Marketing and Communications Depament continues to refine the annual report to
)

EECEI ECEO POAOEI 6O UAAOS8O AAAT I Pl EOEI AT OO0 AT A
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Unit Area: Medical Administration

Topic: Hennepin Health SNBC New Enrollee Engagement Calls

Description

The purpose of new enrollee engagement calls is to make contact early with the enrollee,
welcome them to the SNBC program, and to identify and assist with any immediate needs
of the enrollee. The goals of the new enrollee engagement calls are to conneabéees to a
care guide who will serve as the point of contact for them throughout their enrollment.

Program Activities Planned for 2016

1 Continuation of New Enrollee Engagement Cal{&oals A, B,C,D, E, F, G, H, |, J, and
K)

Process and Documentation

In 2016, all new SNBC enrollees were contacted within the first 10 days of enrollment. A
welcome letter was sent to enrollees who did not have a working telephone. Enrollees were
welcomed to the plan and interviewed to determine if there were any immediataeeds to

be addressed. If enough information was gathered, the care guide would stratify the
enrollee to the appropriate care coordination level of care navigation: low, medium or
high/complex. Enrollees with immediate high needs are transferred to anxternal care

guide who could meet face to face with the enrollee and implement direct hands care
coordination.

All SNBC new enrollee engagement calls are noted in the case file of the enrollee.
Documentation in the case file includes whether contact veasuccessful, the number and
types of attempts made and the enrollee response. In addition, the enrollee is stratified
using the information gathered to date. Other important facts noted in the case file include
whether or not the enrollee has outside supprts or services such as case management,
waiver services, irhome supports, etc.

Analysis

Care guides report that they are able to connect with about twentfive percent of the
enrollees they attempt to call for new enrollee engagement. Issues addressed during the
engagement call typically include questions related to the enrollee packet and @ the
Hennepin Health identification card will be received as well as questions on how to access
the medical transportation benefit. Care guides assist with the arranging transportation
rides and help enrollees obtain public transportation coupons and cds. Care guides will
confirm and, if needed, update enrollee information such as addresses and telephone
numbers during the engagement call. Additionally, care guides will use the engagement call
to educate enrollees on the provider network, the naeost YMCA fitness benefit and any
incentive programs Hennepin Health is offering. Care guides inform enrollees about the
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Hennepin Health Walkin Service Center and offer the opportunity to meet face to face.
Enrollees are also informed about the provider networkPCA services and the SNBC model
of care.

Recommendations and Next Steps

Hennepin Health- SNBC care guides will continue to complete the new enrollee
engagement calls in 2017. The engagement call protocol includes making three attempts at
reaching the earollee on the telephone before sending a letter. Once contact is made with
enrollees on the telephone, they are informed of the SNBC plan benefits. Attempts will be
made to engage these enrollees with care guide services. In addition, the care guidet wil
also encourage the enrollees to complete the Health Risk Assessment that is mailed to
enrollees. A completed Health Risk Assessment allows care guides to better address the
needs of the enrollee, to offer social services resources, assist with care canedion and to
make appropriate referrals. Finally, the care guides will also inform enrollees about the
monthly health education events called Wellness Wednesday that take place in the Wik
Service Center throughout 2017.

Topic: Hennepin Health - SNBC Stakeholder Groups (formerly Member Events)

Description

Hennepin Health is contracted with the Minnesota Department of Human Services (DHS) to
Ol AGAET DPAOET AEA EAAAAAAAE £O01Ti1 1 AT AAROCO 11
and suggestionsfoE | D OT OET ¢ OEA (BHSISRECACOMiracCsedian A.4) 6
Program Activities Planned for 2016

1 Obtain Consumer Feedback through SNBC Stakeholder Group two times per year
(GoalsA,B,C,D, E,F, G, H, I,Jand K)

1 Analyze data and information to improve access to, and quality of, the care delivered
to enrollees with disabilities (Goals A, B, C, D, E, F, G, H, I, J and K)

Process and Documentation

In 2016, Hennepin Health held two Stakeholder Groups for the Spechd¢eds Basic Care
(SNBC) program. The summer event was held on June 29 and the fall event occurred on
September 22. The June event was held at the Central Library in downtown Minneapolis in
the Doty Boardroom. The fall event was held in the newly remodeléd/alk-In Service

Center at the Hennepin Health office in downtown Minneapolis.

Thirty (30) enrollees attended the meeting in June and twentywo (22) attended the

meeting held in September. Enrollees receive invitations by mail and Care Guides remind
enrollees with personal phone calls. The gathering provides SNBC enrollees an opportunity
to meet with representatives of Hennepin Health and care guides to obtain health related
information from professional staff.
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At enrollee events, Hennepin Health providesformation on relevant health topics,
presents survey results from the previous event, gathers written and verbal feedback and
collects updated Health Risk Assessments (HRA) from enrollees. The written and verbal
survey solicits feedback on satisfactiomnd concerns from enrollees allowing areas for
improvement to be identified and action plans implemented to address them.

The June stakeholder gathering included providers as well as enrollees. Enrollees were

invited through a personal call from their Cae Guide and were also mailed an invitation.

001 OEAAOO xAOA ET OEOAA Au OEA (ATTAPET (AAI OE
Attendees were presented with: (1) an overview and an update on the SNBC program; (2)
information on new Medicaid benefits, such as@&havioral Health Homes; and (3) changes

at Hennepin Health such as the Hennepin Health remodeling project and name change from
Metropolitan Health Plan to Hennepin Health.

Thirty (30) enrollees and three (3) Providers attended the June Stakeholders Groufhe
providers included: Vail Place, the Hennepin County Human Services and Public Health
Department (HSPHD) Adult Behavioral Health area and Community Involvement Program
(CIP). The June stakeholder meeting included:

1 A presentation on Hennepin Health;

1 Asummary of enrollee feedback including Hennepin Health responses;

1 Anindividual SNBC success story; and

91! O0&I OO #1 01 A0OOGS6 AAOCEOEOUG ! OOAT AAAOG xAOQA

have a conversation with a feedback facilitator who recorded the febddck.

A4EA 30AEAET 1T AAO ' Oi Ob ET 3ADPOAI AAO xAO Al 1 bPD
remodeled WalkIn Service Center. Enrollees were introduced to the new space that is
bright and spacious and conducive to private interactions between staff anchellees. The
event took place during two distinct time periods in order to draw the most enrollees. A
i TOTETC OAOOEIT xAO EAITA £O0ii TETA T8AITAE Ol
DIl AAA £O01T1T T1TA T8ATTAE Ol dihehe Belvicd GetdrforAE8 0AO0O
light snack and were invited to take a tour of the newly remodeled facility. Enrollees were
then escorted to a separate room to participate in a variety of interactive activities.

Topics and services offered during the Septeber Stakeholder Group included:

1 When and Where to get Care (differences between Emergency, Urgent, Primary and
Hospital care) presented as a game

1 Presentation on dental services provided by Delta Dental and NorthPoint Health and
Wellness Dental Center

1 HCMC and NorthPoint staff available to assist with obtaining appointments with

Primary Care Providers

Flu Shots offered by MVNA

Hennepin Health Outreach staff were available

Administration of an enrollee survey was administered

= =4 =
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Several Care Guides attendeeach stakeholder event to assist with the administration of

the written questionnaires at the survey station, provide information and receive feedback
regarding concerns. In addition, enrollees were provided the opportunity to meet oren-

one with their own Care Guide in a private meeting room. Care Guides assisted enrollees in
updating health risk assessments.

Analysis

June SNBC Survey Results

Thirteen (13) enrollees responded to the survey. All survey respondents (13) indicated
that they have no prdlems obtaining the care they needed through Hennepin Health
SNBC program. One enrollee reported needing assistance with filling out the paperwork
required for renewal of benefits. Ten (10) individuals reported they were very satisfied,
two (2) were satisfied, and one (1) was neutral with their current health and their health
care.

All respondents (13) reported they have a Primary Care Physician and nine (9) of the
thirteen (13) reported having regular dental visits. Enrollees reported the following halth
concerns: diabetes, seizures, blood sugar levels, HIV/AIDS and hip replacement.

Barriers to achieving optimal health included: foot surgery, stress, difficulties with
obtaining transportation and lack of food. Five (5) of thirteen (13) respondentseported
that they were not familiar with the health prevention programs available through
Hennepin Healthz SNBC.

Suggestions for improving Hennepin Healtlyg SNBC included: providing free towels at the
YMCA; providing transportation to and from the YMCAoffering cooking classes and field
trips.

Other comments from the written survey:

0) EAOA OEA AAOO AAOA 1 AT ACAO AOAOAG
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Verbal feedback results

10A00ETT pg O&il O1 AEAD OOAGEBOAAOGA ET &£ OI AGET 1
1 Reading Classes
1 Child Care resources
1 Transportation rules regarding use of both Metro Mobility and taxi services
1 Housing supports
1 Specialized exercise classes

10A00ETT ¢d O7TEAO EAAI OE OI PEAO ET OAOAOGO Ul Oe
9 Seizure disoders and seizure management
1 Pain management and an updated list of pain management providers
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1 Medication management and education
71 Dialysis/Kidney Disease

10A00EI T od O(T x AAT (ATTAPET (AAI OE EAI P UI O
AAEAOET OOe¢o

Buspass

YMCA

Encourage people to get out of the house

Food Delivery

Cooking classes

Stress management

Crisis counselor

Community resources such as food, clothing and drop in centers

=4 =4 =4 -4 -8 _8_9_23

September SNBC Survey Results

Thirteen (13) enrollees participated in this survey. A sample of survey responses are
provided below.

1. ) 660 AAOGU &£ O I A O0i CcAO O1 OEEO OAOOGEAA 11 AA
100% strongly agree/agree

2. Staff members make accommodations that meet my individual needs.
100% strongly agree/agree

3. | have the opportunity to make choices that are important to me.
100% strongly agree/agree

4. There are enough staff members available to meet my needs
94% strongly agree/agree

5. Staff members respect my privacy
96% strongly agree/agree

6. Written materials are easy for me to understand.
85% strongly agree/agree

Verbal feedback results

Care Guides obtained feedback from enrollees on the following questions:

10A00ETT pd O7EU AEA Ul O1TMAEIXIE@A Al AUl Op BIO AUEAI
Office is close to my home
Transportation benefit, best care and the customer service

They have the best Primary Care Physicians
)y 060 1T AATh OEA 9-#! 1 Ai AAROOEEDP AT A OOAT OB
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It was recommended to me

| like the servicesfrom Hennepin Health

Because it makes everything easier

NorthPoint Health and Wellness Center

Excellent care, they remind me of appointments and check in with me

= =4 =4 -8 -9
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Programs about health andeducation

An assigned worker who reaches out to me and provides care coordination
Transportation provided to get to Stakeholder gatherings
Enough coverage to take care of me

Ability to get lenses placed in my own frames

Answer questions, be knowledgeable

Best care

Ability to connect me to additional outside resources
Know me as a person not as a label

Viagra and gold teeth should be covered

More classes like exercise, nutrition, diet at the clinics
Behavioral health coverage

Access to locations with longeand more variable hours

= =2 =42 -0-5_9_40_48_4_29_-9._-2_-2-°

Recommendations and Next Steps

The summer and fall stakeholder groups are integral to the model of care for SNBC

AT ol 11 ARO8 4EA AOAT 6O AOA AOOAT AAA Au (ATTADE
staff. Enrollees have consistently given feedback that is useful to improving the ded of

care and Hennepin Health has implemented numerous suggestions.

4EA 3O0AEAET T AAO ' O1 OPO EAOA AOGI 1 OAA AT A AAADPO
resources have fluctuated. In 2016, Hennepin Health experimented for the first time with

having the event oftsite at the Central Library with resulted in attendance being significant

higher (from over 100 enrollees per event to 30). The fall event was held onsite in the

newly renovated WalkIn Service Center.

Hennepin Health will continue to offer afaceto-face stakeholder gathering as a way to
provide health education to enrollees and gather feedback to improve the enrollee
experience. In 2017, Hennepin Health plans to leverage the newly remodeled Witk
Service Center to offer more frequent and saller gatherings. Hennepin Health remains
committed to providing an accessible quality stakeholder experience at an affordable cost.
Hennepin Health will continue to listen to enrollees in order to adapt and update its
services and care to best meet theeeds of those we serve.
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Unit Area: Quality Management

Topic: Grievances and Appeals

Description

Hennepin Health is required to have a grievance system in place that includes a grievance

POl AAOGOh A1 APPAAI DPOT AAOGO AT A AAAAOO OI $APA
Hearing (SFH) systemThe Grievance System provides arocessfor enrollees to be heard

when they are concerned about the service or care provided to them. This system also

offers a process to askiennepin Healthto review a denial of service and to reconsider its'

decision.

Definitions found in the DHS contracts are used to @htify a grievance and appeal.
Grievances are defined as an expression of dissatisfaction about any matter other than
OAAOCEIToh ETAI OAET ¢ AOO 110 1EIi EOAAR OEA NOAI
OAOPAAO OEA AT Oi 11 AiAed&s: OECEOO8 !'T AAOEIT EO A
1 The denial or limited authorization of a requested service, including decisions based
on the type or level of service; requirements for medical necessity, appropriateness,
setting, or effectiveness of a covered benefit;

1 The reduction, suspensionor termination of a previously authorized service;

1 The denial, in whole or in part of payment for a service;

1 The failure to provide services in a timely manner

1 The failure of Hennepin Health to act within the required time frame for standard
resolution of grievances and appeals;

T $SATEAT T &£ AT A1 0111 AABO OANOAOGO O1 AEODPOOA
or

T &1 O A OAGCEAAT O T £# A OOOAI AOAA xEOE 111U 1

request to exercise his/her right to obtain service outside the network.

An appeal follows anCxctiondtaken by Hennepin Health. Appeals are defined as an oral or

written request from the enrollee, or the provider acting on behalf of an enrollee with the

AT OT 11 AARAGO xOEOOAT AT Trevidw oOan éclion.(AAhydichmbdad ( AAT OE
appeal a utilization management decision on behalf of the enrollee and does not require an

AT o111 AARGO AT 1 OAT Os8

The enrollee is not required to file an appeal with Hennepin Health prior to filing a request

for a SFH. Erollees can file a request for a SFH prior to filing an appeal with Hennepin

Health or they can file an appeal and a SFH at the same time, without having one resolved

prior to the other. Enrollees have up to 90 days from the date of the issue or the datitioe

action by Hennepin Health to file a grievance, appeal or a SFH.
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Program Activities Planned for 201 6

T (AT 1T APET Pdlidk And PrecédOre Protoco(Goals A, E, F, G, H, | and K)
1 Grievances, Appeals and State Fair Hearing Management and Overs(@uals A, B,
C, D, E, F, Fand K)

Process and Documentation

Hennepin Healthhas agrievance system in place that includes a grievance process, an

appeal process and access to tt&FHsystem.( AT T ADPET (AA1 OES O ' OEAOAT A
Coordinator is responsible for the management and the coordination of all grievances,

appeals and SFHs. Grievances and appeals issues can include complaints concerning

transportation, billing issues and denials of helth services requested by the enrollee.

The Grievance and Appeal Coordinataccepts, reviews and responds to all complaints
filed at Hennepin Health. A complaint could be classified as a grievance, an appeal or a
State Fair Hearing as defined in the MhesotaDHScontract. If an enrollee is not satisfied
with a decision made byHennepin Health the actions ofHennepin Healthor the actions of
aHennepin Healthprovider and would like to file a complaint, they can file can file a
grievance or an appeato Hennepin Healtheither verbally or in writing. Hennepin Health
Grievance and Appeal Coordinataresearches and responds to alirievances,appeals and
State Fair Hearings according to the timeframe(s) specified in the DHS contract. Any
Quiality of Care or Quality of Service grievances received aent to Quality Management
staff for review and resolution. Please see the Quality of Care/Quajitof Service section for
more information.

As part of this process,Hennepin Healthnot only reviews theAT OT TcomblAidt &nd

takes the appropriate actions, but also applies a standard quality technique of root cause
analysis (RCA) to the complainfThe Gievance and Appeal Gordinator uses this

information to work with the other areas within Hennepin Healthto correct the issuein

order to addressthe needs of the enrollees ando prevent a reoccurrence. RCA findings are
tracked throughout the yearto determine the need foran intervention. Root cause analysis

is completed and provided to the department or area specific where there are concerns. An
annually RCA report of grievances and appeals is generated and assessed for patterns in a
particular and area.

Hennepin Healthalso utilizesgrievance and appeatlata to improve internal processes,
enhanceenrollee experience andto identify issues to be addressedGrievances and appeals
are reviewed by various departments withinHennepin Health such asviedical
Administration, CustomerServices, Quality Management and Network Management, to
identify errors and opportunities for process improvement.Corrective action plans were
completed when warranted

Hennepin Health submits to DHS a quarterly repoiin the format specified by DHS of all
grievances and appeals prior to the 30 day of the month following the end of the quarter.
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Hennepin Healthcontinuously met the reporting requirements and timeliness as defined
by DHS.

Analysis

The Hennepin Health Grievance and Appeals Coordinator provided quarterly grievance and
appeal reports to the Quality Management Committee (QMC) and to the Minnesota
Department of Human Services. A year end grievance and appeal summary report was also
reviewed at QMC. Ad hoc reporting is provided when requested. The report format was
changed in 2016 to allow for trending and more irdepth analysis of grievances and

appeals. Grievance and appeal rates per 1000 was included in this report.

In CY 2016, theotal number of grievances received for Hennepin Health SNBC remained
consistent, when compared to CY 2015 (34 grievances reported). The total number of
grievances received for Hennepin Healtih PMAP dropped in CY 2016, from twentgight
(28) in CY 2015to fifteen (15) in CY 2016.

For Hennepin Health- SNBC, transportation is the service consistent with the most
grievances for CY 2016. Hennepin HealthPMAP's most grieved service various across
quarters.

Graph 1: 2016 Grievances by Product

2016 Grievances by Product
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Table 1: Number of Grievances by Product

Q1 Q2 Q3 Q4
Product z Grievance 2016 | 2016 | 2016 2016 Total
Hennepin Health- PMAP 4 7 2 2 15
Hennepin Health- SNBC 9 10 7 8 34
Total 13 17 9 10 49
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Hennepin Health- PMAP received fifteen (15) grievances in CY 2016, for an average of 1.25
grievances per month. The annual grievance rate per 1000 members is 1.71. Of the fifteen
(15) grievances in CY 2016; five (5) grievances were related to professiomakdical

services; three (3) were related to transportation; three (3) to pharmacy; and four (4) to

0/ OEAO6 AAOACT OUS SE® j o COEAOAT AAO xAOA OA
substantiated/action taken.

Hennepin Health- SNBC received thirtyfour (34) grievances in CY 2016, for an average of
2.8 grievances per month. The annual grievance rate per 1000 members is 13.57. Of the
thirty -four (34) grievances for CY 2016; fifteen (15) were related to transportation, six (6)

to dental and eleven (11) gri&ances fell in the "Other" category (grievances concerning
staff). Transportation is the highest reported grievance for Hennepin HealthSNBC

enrollees for CY 2016. Of the thirtyfour (34) grievances, fifteen (15) were
Substantiated/action taken.

Graph 2: 2016 Appeals by Product

2016 Appeals by Produ

C)
—

100
90
80
70
60
50
40
30
20 f
10

o

Number of Grievances

Q1 2016 Q2 2016 Q3 2016 Q4 2016 Total

Hennepin Health - PMAP == Hennepin Health - SNBC Total

Table 2: Number of Appeals by Product

Q1 Q2 Q3 Q4
Product z Appeal 2016 | 2016 | 2016 | 2016 Total
Hennepin Health- PMAP 5 13 10 8 36
Hennepin Health- SNBC 6 2 8 6 22
Total 11 15 18 14 58

Hennepin Health- PMAP received thirtysix (36) appeals in CY 2016, for an average of

three (3) appeals per month. The annual appeal rate per 1000 members is 4.11. Of the

thirty -six (36) appeals received for CY 2016; twentjive (25) appeals were related b

PEAOI AAUh OxT jc¢q &£ O AAT OAlh A 60 jtq A O PO
categories.
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Hennepin Healthz SNBC received twentstwo (22) appeals in CY 2016, for an average of

1.8appeals per month. The annual appeal rate per 1000 members i¥8. Of the twenty

two (22) appeals received for CY 2016; fifteen (15) appeals were related to pharmacy, one

ipqQ &£ O AATOATh TTA jpq A O POT £ZAOOET T Al 1| AAE
Pharmacy is the highest reported appeal category f&€Y 2016.

In CY 2016, Pharmacy was the service appealed more than any other for both products.

Table 3: 2016 Appeal Overturn Rates by Product

Q1 Q2 Q3 Q4 Annual
Product 2016 | 2016 | 2016 | 2016 | Average
Hennepin Health- PMAP 60% | 77% | 30% | 38% 51%
Hennepin Health - SNBC 100% | 100% | 25% | 33% 65%

Hennepin Health- PMAP overturned nineteen (19) out of thirtysix (36) appeals in CY
2016, for an annual overturn rate of 51%. There is not a CY 2015 rate to compare it to.
Hennepin Health- SNBC overturned twelve (12) out of twentytwo (22) appeals in CY
2016, for an annual overturn rate of 65%. There is not a CY 2015 rate to compare it to.

Table 4: 2016 State Fair Hearings by Product

Q1 Q2 Q3 Q4
Product 2016 | 2016 | 2016 | 2016 | Total
Hennepin Health PMAP 0 1 3 2 6
Hennepin Health SNBC 0 0 1 0 1
Total 0 1 4 2 7

The number of SFH received for CY 2016 was lower for both Hennepin HeatfAMAP and
Hennepin Healthz SNBC when compared to CY 2018ennepin Health- PMAPreceived six
(6) state fair hearings in CY 2016, for an annual average of 0.5 state fair hearings per
month. Hennepin Health- SNBC received one (1) state fair hearing in CY 2016, for an
annual average of 0.08 state fair hearings per month.

Recommendations and Next Steps

Hennepin Health will continue to process grievances and appeals and participate in State
Fair Hearings as required. The grievance and appeal data will be reviewed and analyzed in
order to monitor rates and identify trends on a quarterlybasis. This information will

continue to be reviewed by QMC. Hennepin Health will continue to review each complaint
received and will evaluate the root cause to identify trends and any necessary actions to be
taken from improvement. The appeal and complat data will be reviewed on a quarterly
basis with other internal departments to solicit additional professional input and to drive
departmental decisions. The Grievances and Appeals area makes it a priority to have
continued reviews with internal departments surrounding root cause analysis and
addressing member concerns or complaints.
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Topic: CAHPS Survey 2016

Description

DataStat, Inc., on behalf of the Minnesota Department of Human Services (DHS),
administers the Consumer Assessment of Healthcare Riders and Systems (CAHPS®)
survey for public managed care programs on an annual basis. DataStat, Inc. analyzes the
survey results and compares the satisfaction of enrollees in the public managed care
programs which include the following health plans: BluPlus, HealthPartnersHennepin
Health, Itasca Medical Care, Medica, PrimeWest Health, South Country Health Alliance and
UCare.

The purpose of the survey is to assist health plans in measuring how well they are meeting
OEAEO AT O1T 11 AARGO AgPAAOAOGEI T O AT A TAAAO8 4EA
improvement and highlight other areas needing attention to improve the qualit of care

and service provided. The survey results, like the HEDIS data, is based on calendar year

¢nmpun OEAOA&E OAh (ATTAPET (AAI OEGO &AITEIEAO A
included in this survey as these programs were not a part of Hennepin Heauntil January

ph ¢mpe8 &I O OEA DPOOPI OA 1T &£ OEEO OADPTI OO OAAOQE
Health Medical Assistance demonstration program which existed from 20142015. This

DOl COAI OAOOGAA TT1 U OEA 3 O0AOthedadultdvitkodtAEA AAOI
dependent children aged 2ipt1 U AAOO0O8 4EEO EO OEA & O0O0OE UAAO
demonstration program enrollees were included in this survey. For consistency,

O#1 O1 A©aD.OT #théd name for the SNBC program in 2018 will be used in this

report as well.

Program Activities Planned for 2016

1 Conduct analysis of Hennepin Health and SNBC CAHPS data after CAHPS results are
received from DHSGoals A, B, C, D, E, F, G, H, I, J and K).

1 Identify and prioritize opportunities for improvement (Goals A, B, C, D, E, F, G, H, |,
J and K).

1 Develop and implement strategies to increase rates in the prioritized area&pals
A, B,C,D,E,F G, H, I JandK).

Process and Documentation

The Hennepn Health products evaluated in 2016 were Special Needs Basic Care (SNBC)
and the Hennepin Health demonstration program. . The 2016 survey contained 58 standard
guestions. The addition of different sets of supplemental questions created two versions of
the survey. The survey was conducted in the same way as in previous years. Participation
in the survey was voluntary. Attempts were made by mail and telephone during the period
of November 2015 through February 2016 using a standardized procedure and
guestionnaire. A fourwave protocol to administer the survey consisted of a pre

notification letter, first questionnaire packet, and a reminder letter to all selected enrollees.
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A second mailed questionnaire packet was sent to nerespondents, as well as a phoneat
follow-up being made to those who have not responded to the mailings.

Respondents were surveyed in English or Spanish. A language block printed on the back of
the letter in Hmong,Russian,Somali,and Vietnameseinformed respondents that the

survey was to be conducted in English and Spanish, and that they could call DataStat to
have their name removed from the sample list if they do not wish to participate.

Analysis

The sampling population was eighteen to sixtfour (18-64) years of age; SNBC (271/8%)
and Hennepin Health (282/1416) (respondents/enrollees); and continuously enrolled for
five out of the last six months of 2015. The response rates for 2016 were broken out as
follows:

2016 CAHPS Response Rates by Product
Health Plans SNBC Hennepin Health Overall
Hennepin Health MHP | 32% 20% 24%
All Health Plans 35% 20%* 31%

*refers to PMAP program

Results for the overall satisfaction and composite scores represent the percentage of
people who responded most favorably to the questions. The survey results were adjusted
for age and seHreported health status using a regression technique deealth plans could
be fairly compared.

Overall Satisfaction Scores

Surveyedenrolleeswere asked to rate the health care received from their health plan and

their health care providers, using a scale of 10, where 0 = worse possible and 10 = best

possible. The atisfaction score represents the percent oénrolleeswho responded most

favorably, (scores % 10), to the questions in that area. For Hennepin HealthSNBCa

comparison to the MN Health Plans SNBC average is available. In20ennepin Health

was still considered a demonstration project; a unique MCO product in Minnesota, that

OAOOGAA TT1U OEA 30A0AG0 -AAEAAEA AAOI U A@gbPATl O
children aged 2164 years. The needs of this supopulation were so unique, that

comparisons to otherMinnesotaMCOs Medicaid performance benchmarksere not valid.
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Hennepin Health Overall Satisfaction Ratings CAHPS 2016

Overall Satisfaction Ratings 2013 -2016
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= 2013 50% 67% 63% 47%
m2014 46% 62% 63% 50%
m 2015 45% 64% 69% 55%
2016 45% 65% 53% 40%

In 2016, all health plans witnessed a downward trend in their overall satisfaction ratings in
comparison to 2015. The mgest rating drop for all health plans, including Hennepin
Health, was the Rating of Health PlanHennepin Healtl® rate dropped by 15% from 2015.

Cornerstone z SNBC Overall Satisfaction Ratings CAHPS 2016

Overall Satisfaction Ratings 2013 -2016
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m 2013 66% 79% 71% 70%
w2014 50% 2% 65% 59%
m 2015 52% 70% 54% 61%
2016 51% 69% 47% 53%
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Cornerstonez 3 . " #2@ &overall satisfactionratings also declined when compared to
2015. This decline was witnessed across all health plas 3 . " # DThd oG@MNINO 8
Health Plans SNBC average rating scores were as follows:

1 Rating of Health Carg 48%

1 Rating of Personal Doctay 68%

1 Rating ofSpecialist Seen Most Oftgr60%
1 Rating of Health Plary 58%

sz s A =z Z

When comparingCornerstone-3 . " #8680 1T OAOAI 1T OAOEOEAAAOQEITT OAOE
SNBC average rating, it reveals th&@ornerstonez3 . " #8 O 1T OAOAI T OAT OAO AC
abovethe MNHAT OE 01 AT O 3. " #860 AOAOARétingdMDHedltlg OAT OA
Care and Rating ofPersonalDoctor. The ratings that differ and are significantly lower than

the MN Health Plans SNBC average aRating ofecialist SeenMost Oiten and Rating of

Health Plan.

Composites

Enrolleeswere also asked questions relating to how often they received quick/needed care,

Ei x T £#0AT AT AOI OO0 AT i i O EAAOAA xAilh AT A ET x
was friendly and helpful.Enrolleescould respond: Never, Sometimes, Usually, or Always.

The score represents a composite of the percent efirolleeswho responded most

favorably, Always, to the questions in that area. Questions in each area are as follows:

Getting Needed Care:
1 Found it easy b get appointments with specialists
1 Got care, tests, or treatment they thought they needed

Getting Care Without Long Waits:
1 Got treated as soon as they wanted when sick or injured
1 Got an appointment as soon as they wanted for regular or routine care

How Well Doctors Communicate:
How often doctors or other health providers:
1 Listened carefully
1 Explained things in an understandable way
1 Showed respect for what they had to say
1 Spent enough time with them

Health Plans Customer Service:
1 Their health plan's customer service gave needed information or help
1 They were treated with courtesy and respect by their health plan's customer
service

Shared Decision MakingThe questions comprising this composite were revised in the 2016

guestionnare, making a trend year comparison inappropriaje
How often Doctor/ Health Provider:
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Talked about reasons you might want to take a prescription medicine
Talked about reasons you might NOT want to take a prescription medicine
Asked what was best for ya when starting or stopping a prescription

Hennepin Health Composite Scores CAHPS 2016
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= 2013
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How well doctors

communicate Customer Service
53% 76% 64%
55% 74% 67%
58% 73% 64%
57% 79% 62%

Shared Decision Making Composite Score84%

A review of scores for each program population, comparing the 2016 scores to the baseline

scores (CY 2015), showthat composite scores are trending highetdow Well Doctors
GCommunicatewas the composite score that increased for most program populations.
GettingNeededCare and How Well Doctors Communicatewere the two composite scores
that improved for Hennepin Heath. The two composite scores that decreased included
GettingCare Quickly and CustomerService which declined slightly by 12%.

Submitted to DI$ May 1, 2017

127




Cornerstone z SNBC Composite Scores CAHPS 2016

Composite Scores from 2013 -2016

How Well Doctors
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Getting Needed Care Getting Care Quickly Communicate Customer Service
m2013 4% 81% 89% 78%
m 2014 56% 53% 78% 67%
2015 51% 60% 71% 61%
2016 50% 56% 75% 61%

Shared Decision Making Composite Scoxe/ 7%

For Hennepin Healthz SNBC, the composite scores trended lower in the areas@étting

NeededCare and Getting Care Quickly. The CustomerServicecomposite remained

unchanged from 2015. As witnessed with other health plans and productdow Well

Doctors Communicatetrended higher, in comparison to 2015 and is also above the MN

Health Plan SNBC average. When comparing HennepinHealth. " #8 O 1T OEAO Al I DI
scores to the MN Health Plans SNBC average scores, Hennepin HEBINBC is slightly

lower in the areas of GettingNeededCare, Customeferviceand SharedDecisionMaking.

The MN Health Plans SNBC average rating scores were as follows:

Getting Needed Carg 53%

Getting Care Quickly 56%

How Well Doctors Communicate73%
Customer Service 66%
SharedDecision Making 80%

= =4 =4 4 A

Key Findings

Key Findings are defined as those plan scores that are statistically significantly higher or
lower than the program average, for the program in which that plan participates. Key
findings were provided for Cornerstonez SNBC only, as Hennepin Health was a still a
demonstration project in 2016, with no comparison health plans.

Key findings identified for Cornerstonez SNBC were in the areas of
1 GettingNeededCare

I CustomerZervice
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1 Rating ofSecialist SeenMost Often

Cornerstonez SNBC was identified as being statistically significantly lower than the SNBC
program average, in these three areas. All three areas have trended lower over the last
four years and have been identified as opportunities for improvement.

Recommendations and Next Steps

"AOAA 1 ££ OEA ¢mpe #! (03 OAOOI OO6h (ATTAPEI
improving the Rating of Health Plan and Customer Service. These two areas have shown a
significant decline over the last four years and are atscorrelated. TheQustomerService
experience directly impactsenrollee satisfaction with Hennepin Health, which in turn

impacts theRating of theHealth Plan. The following actionable recommendations will be
based on improving these two areas.

The Quality Management staff will work with the Customer Service department to improve
the QustomerServicecomposite score. Sharing and providing an analysis of the survey
results will provide ( AT T ADET Cisthrier S2&iddlepartmentwith a tool for

training and educating staff on the importance and critical part customer service plays in a
health plan. Quality Management will also work with the Care Guides and Medical
Administration Engagement Teams on improving customer service. Customer service is
provided by these teams through care coordination andnrollee outreach. Follow up with
the Care Guides will be done to ensurenrolleesare getting help coordinating care and are
educated on their benefits.

The Customer Servic®epartment is also looking tocreate a post customer service call
survey, in efforts to capture and identifyenrollee concerns/experiences with Hennepin
Health. This will help to focus efforts and generate new ideas for improving customer
service experiences for ouenrollees. The imgementation of this post survey can help

improve the Customer Servicand Rating of Health PlarCAHPS scores as well.

One of the greatest challenges with the state of MN (DHS) developed and administered
CAHPS survey is that Hennepin Health does not havetability to identify any specific
enrolleeswho may have answered guestions in the survey in a manner that would warrant
follow-up by Hennepin Health. For example, ifraenrollee said they rate the care
coordination they receive as poor.

Hennepin Health does not have the necessary information needed to investigate and
correct the specific issues that would be causing that enrollee to rate his or her care
coordination as poor. For this reason, although the CAHPS survey is a valid satistacti
monitoring tool in the general sense, it is still very difficult to be very intentional on
improving any of the specific measures. Hennepin Health will continue to explore ways to
supplement the CAHPS data in order to obtain the information needed toviestigate and
correct the specific issues identified in the DHS DataStat, Inc. CAHPS survey.
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VIl. CARE COORDINATION

Unit Area: Medical Administration

Topic: PMAP/MNCare Care Coordination

Description

Hennepin Health PMAP and Hennepin HealthMNCare enrollees are encouraged to
complete the Lifestyle Assessment Overview which is used to identify the special health
care needs of individuals. Enrollees with special health care needs can have their care
coordinated through the Medical Home Provider/Primary Care Clinic care clinic through
Community Health Workers (CHWSs). CHWSs participate in the initial care planning meeting
with the enrollee, provider, and family, to establish a care plan and set enrolleentric

goals.

The primary role of the CHW as part of the care coordination process is to work with the
interdisciplinary care team to provide culturally and language specific navigation of the
healthcare system to the enrollee. The CHW also connects eneel to Hennepin County
Medical Center (HCMC) and community resources, supports enrollees in setting and
achieving goals to improve their health and helps to eliminate barriers to care. CHWs work
on a team with Social Workers and Clinical Care Coordinatoeistered Nurses (RN) to
provide care coordination for enrollees. As part of the care coordination process, the CHWs
will contact enrollees postdischarge to assist with scheduling appointments or

transferring medical questions to the care team. ACHWwili AOO AT AT OT 11 AA8O
any critical information prior to their clinic visit. Additionally, a CHW will contact an

enrollee who has missed an appointment and will assist to reschedule and coordinate
transportation, if necessary. Hennepin Health aesses Epic through its partnership with
HCMC and uses it to update enrollee electronic medical records with information about
utilization of care and all enrollee contacts, clinical information and meeting, including
follow-up notes.

Enrollees with frequent inpatient admission stays or a high number of Emergency

Department (ED) visits are assigned a Clinical Care Coordinator RN. The Clinical Care

#1 1 OAET AOT O 2. AOOAAI EOEAO A AAOA bPI Al xEOE O
reduce inpatient, ED ad out-of-network utilization.

Medical Home Providers/Clinic Care Coordinators facilitate access to specialists, as needed.
Hennepin Health enrollees also have access to disease management and complex case
management, as needed. Medical Home Providers/GlinCare Coordinators are responsible

for care coordination, disease/chronic condition management and directing referrals and

service authorizations when needed.
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Program Activities Planned for 2016

1 Stratify enrollees for care coordination using Hierarchtal Condition
Categories (HCC) scorg$oals A, B, C, D, E, F, H, I and K)

1 Coordinate the delivery of services across the partner organizations through
the use of standard work elements and EpiGoals A, B, C, D, E, F, H, | and
K)

Process and Documentation

HennepinHealth is aninnovative health care delivery program that servesresidents of
Hennepin County Minnesota.The program, launched in 2012 as a demonstration project, is
acollaboration amongHennepin County Medical Center(HCMC) NorthPoint Health &
WellnessCenter (NorthPoint), Hennepin Healthrand the Human Servicesand Public Health
Department (HSPHD)of Hennepin County. As a demonstration project, Hennepin Health
provided care coordination services to single adults ageslZ 84 without dependents.
Beginning in 2016, the Hennepin Health program expanded to include families and children.
(AT TAPET ( AAl OE 6 GnirtefratidefagpEodribto Hedlth cré by asieking
the medical,behavioral health and social service needs of enrolleesServicesinclude

housing and social servicesnavigation, employment counseling,intensive case management
and accesdo clinics designedto meet complexneeds of enrolleesThe goal ofHennepin
Healthis to improve clinical outcomesand patient satisfaction,and decreaseunnecessary
costs.

Sinceits inception, Hennepin Health hasinvested heavily in care coordination.Care
coordinators, including socialworkers, nurses,clinical care coordinators and community
health workers, are embeddedat sites acrossHennepin County.Care coordinators are at
primary care clinics,crisis care centers, such as HCMEnergencyED,Acute Psychiatric
Servicesand Urgent Care. They are also atommunity locations suchasHealth Carefor the
Homelessand Urban Ventures.

Hennepin Health enrollees have access to clinltased care coordination through the use of
the life style assessment tool. Hennepin Health stratifies enrollees for care coordination
using Hierarchical Condition Categories(HCC) scores and coordinates the delivery of
services across the partner organizations through the use of standard work elements and a
common electronic record (Epic). Enrollees who have complex needs, who are high
utilizers of the ED, who are homelessral do not access primary care can receive services
through specialty care coordination with ED InRReach, Coordinated Care Clinic and Social
Service Navigation Team.

HennepinHealth identifies enrollees in need otare coordination services,both as theyseek
clinic servicesandin settings outside ofthe clinic. Strategiesto identify enrollees in need of
care coordination services includeprospective,automatedrisk-tiering in the Epic record,
review of utilization to identify enrolleeswho exhibit high utilization of acute care services,
coordination with public health partners and responding to enrolleeswho are hospitalized
in out-of-network hospitals. Hennepin Health considers social as well as medical
complexity in identifying enrollees in need of are coordination services.
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Hennepin Health enrolleeswith high or extreme risk are assignedto a primary care
coordinator that servesas theprincipal point of contact for the enrollee. The role of the
primary care coordinator is tolink enrollees to servicesand assisting individuals in
navigating the health care systemBy educatingenrolleesabout eligible services facilitating
referrals and setting up appointments, coordinatorshelp HennepinHealth enrolleesaccess
an array of services. New enrollees through thefamilies and children program may require
more care coordinationstaff with specializedskill sets.However,the care coordination
model atHennepin Health hasthe necessaryprogrammatic building blocksin placeto
facilitate the next phaseof the program.

Prospective Risk Tiering and Primary Coordinator

Hennepin Health hasworked alongsidethe Analytics Centerfor Excellence (ACE) teamt
HCMQCto develop aprospectiverisk tiering model to identify and prioritize Hennepin Health
enrolleesfor care coordination and casemanagement.The modelutilizes HCOrisk scores
which predict future costs and isbroken into four separatepriority categories.This
information is automatically loaded and refreshed monthly in the Epic health record.
HennepinHealth care coordination staff accesghe priority level to inform the intensity of
servicesprovided.

HennepinHealth enrolleesare tiered into four priority levels: extreme,high, rising risk and
general/unknown. Enrolleesat the extreme and high levelsare prioritized for care
coordination servicesand automatically assigneda primary coordinator. These priority
levels have also been utilized to target individuals for Housing Navigation services. The
primary coordinator hascontactwith the enrollee andis responsible for overallcare
management. Therimary coordinator is responsiblefor ongoingcoordination of careas
long asthe individual is aHennepinHealth enrollee or remains enrolled in a health care
home.The primary coordinator is the touch point for staff treating the enrollee in other
settings and connectghe enrollee to other teamenrolleesas appropriate.This role assists
with delegatingtasksand ensuresthe enrollee receivesneeded serviceghroughout the
health caredelivery system.

Utilization Reports

HennepinHealth utilizes awide variety of reports availableto identify enrolleesin need of
casemanagement/care coordinationand enrolleeswith specialhealth care needsbhased
upon their utilization patterns.

Medical and Pharmacy ClaimBata:Hennepin Health usesclaims data for diagnosesand
utilization patterns (both under-and over-utilization) to identify enrolleeswho may have
specialhealth care needsClaimsdatais alsoutilized to identify enrolleeswith conditions
suchasbacterial pneumonia,dehydration, urinary tract infection, adult asthma,congestive
heart failure, hypertension and chronic pulmonary disease Enrollee claimstotaling more
than fifty -thousanddollars ($50,000) per year are reviewed to identify enrolleesat high
risk.

Daily EDand admissions:Inpatient utilization staysare analyzedby diagnoses ordiagnostic
clusters.Hospital re-admissionsare reviewed for the same orsimilar diagnoses andor
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possible quality concerns,such as premature dischargeDaily hospital and emergency
department reports enableHennepin Health to track and trend health conditions, offer
follow-up services whenneededand to provide outreachto enrolleesabout routine
preventive care.

CaseManagementSystem:Hennepin Health utilizes the Coordinated Care Management
System CCMSkElectronic case managemensystemto generatereports that usean
algorithm that allows input for specific enrollee or disease queriesCCMSs the system
utilized by Hennepin Healthdiseasemanagersand service authorization staff to managethe
daily work.

Coordinating with public health

HennepinHealth works with the Healthcarefor the HomelessClinic located at the Salvation
Army Harbor Lights shelter to identify enrolleeswho have not assessed primary care
servicesand exhibit complexsocialand medical needs.When an enrollee is identified by
clinic staff, they contact aHennepin Health CHW whavill connectthe enrollee to primary
care servicesThe CHWIlocatedin the shelter works with the enrollee to remove barriers to
accessingprimary care andto clarify the benefits available to the enrolleeThe CHW will
also arrangetransportation, and will link the enrollee with SocialService Navigation,
employment aid and stable housing servicesAdditionally, the partnership with Hennepin
CountyAdult Mental Health Crisis Team (COPE) plays key role in connectingHennepin
Health enrollees experiencinga mental health crisis to clinical resources.

Life Style Assessment and Care Planning

Enrollees who receive care coordination at a Hennepin Health partner clinare assessed
using the Life Style Overview (LSO) assessmertbol. Hennepin Health created the LSO
instrument which assessesocial service andmedical needs.The CHWor another staff
personworks with the enrollee to completethe LSOusing motivational interviewing
techniquesto build rapport, identify areasof needandto determine readinessfor change.
The completed LSO iapplied to the integrated care plan for the enrollee During care plan
development,the CHW helpshe enrollee identify goals, encourage realistic stepthat can
be easily accomplishedand plansto maximizethe AT OT labilify Aodr@ke progress
towards change. The use of the LSO allows the CHW to see beyond health care specific needs
and to consider needs related to other social determinants of health.

Enhancing clinic interventions for special needs populations

Hennepin Health designeda dedicated O Aefteamhuddle OE T Ad &£ O BOAAOEOET 1 A
HCMC Mdicine Clinic.This clinic, located on the HCMCdowntown campus,servesa higher
proportion of extreme and high-risk HennepinHealth enrolleesthan do other clinics. Dueto
the fast-pacedenvironment, it canbe difficult for practitioners to coordinate andprovide
team careto complex enrolleesThe OAAOA OAAE | E & AfeimEAiSoplinary
meetingsfor eachclinician and focuseghe team ontheir most medically and socially
complexpatients. This short dedicatedtime for practitioners to collaborate hastriggered
enrollee care conversationsand enhancedcommunication acrossstaff. Staff report that
patients who are discussedduring the huddle benefit from the combined wisdomof the
group and the application of a consistentplan of care. Staff havebecome increasinglyaware

Submitted to DI$ May 1, 2017 133



of the roles of the RN CareCoordinator and CHW in eachclinic. In addition to seekingtheir
guidance they are alsomore team-oriented in caring for patients.

Coordinated Care Center

The CoordinatedCareCenter (CCCis an ambulatory intensive care modelreservedfor
enrolleeswith high EDand inpatient utilization as forthose with very complicated social
and medical factors. HennepinHealthA T OT Imakk-Bp@iBout 20% of the # # #t@taD
patient roster. Enrolleesare referred to the CCC and, diccepted receivetheir care atthis
clinic. TheCCG@Gnodel relies upon avery flexible open accesanodel and provides intensive,
team based, multidisciplinary care.HennepinHealth hassupported the work of the CCGas
acrucial intervention for our enrolleeswith the highestutilization of acute care services.
Hennepin Health funded an expansion of the CC@dding capacityfor 150 more patients.

Identifying and intervening in  high utilizers of acute care services

Hennepin Health contracts with RESOURCE Chemiaatd Mental Health for EDIn-Reach
services.A RESOURCEasemanager accepts referrals for intervention with enrollees from
any care coordination staff from the partnershipThe casemanagersare embedded in
regular clinic meetings at the CCC/Access Clinic and also participate in regular meetings
with NorthPoint Health and Wellness, the Social Service Navigation Team, vocational
specialists and other partners. Referrals for aollee care are frequently received in these
meetings.RESOURCSHaff are able toconnect with referred enrolleesin order to divert
future careto aprimary care location, facilitate referrals to supportive service within the
community and to engagesnrollees using motivational interviewing techniques.

Social Service Navigation Team

The SocialServicesNavigation Teamworks within the HSPHD systemThis team interacts
with enrollees at clinics and in the community to connectthem with social servicesand
housing. While the team has historically worked extensively to house individuals, systemic
changes that have occurred at the State and County levels have increased challenges in
providing housing access services. However, the team continues to engag housing
navigation work with individuals who are in the extreme or high priority tier.

Referralsto this team comefrom the care coordination staff locatedin the clinic and
community. The strengthof this teamiis its flexibility and ability to meetenrolleeswhere
they happen to be inashort period of time, usually hours. The SocialService Navigation
Teammembersattend caseconsultations and team meetingsthroughout the partner
locations and are integral to the quality of care coordinationthroughout servicetransitions.

The care coordination team has developed relationships with substance use treatment
facilities that are utilized at a high rate by Hennepin Health enrollees. The relationships
have increased engagement by enrollees with Sat Service Navigators. Enrollees that are
participating in treatment may be in need of support and care coordination at a time when
their motivation for change is high.

Hennepin Health Walk -In Service Center
Hennepin Healthofficesare centrally locatedin Minneapolis. As a resultHennepinHealth
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services areashort walk from the Hennepin County GovernmentCenter,light-rail cars and
buslines.

A large number of enrollees physically visit the Hennepin Health Walk Service Centeeach
month seeking assistancewith medical benefits, transportation or social service referrals.
Hennepin Health has addressed the increaseddemand for customer servicesby hiring
experienced Community Health Outreach Workers. The Social Service Navigation Team
frequently utilizes the Walk-in Service Center to meet with enrollees to complete paperwork,
do intake meetings and to work towards reaching goals.

Analysis

The Hennepin Health care coordination model has been evolving and continuously
improving. The development ofstandard work elements, the implementation of regular
consultation on highrisk enrollees and continued improvements in functionality and
utilization of Epic have been great advantages to the program. Hennepin Health care
coordinators access an Epic dasldard that provides real time data on enrollees. In

addition, an electronic referral process in Epic is in development for all communitpased

care coordination referrals, including Social Service and Housing Navigation, Intensive Case
Management, ED IrReach and vocational services. The Epic Affiliate Manager, a position
funded by the Hennepin Health partnership as a reinvestment project, has been critical in
the technical work involved in this effort. Activities included:

1 Training offered to Hennepin Health care coordinators on standard work elements,
dental, ED resources, episodes of care and employment.

1 Continued work to integrate care across the partner organizations.

1 Continued work with non-partner primary care providers.

1 Development of additional tools and resources on the standard work elements.

In 2016, Hennepin Health conducted a partner retreat to define standard work elements
for care coordination. The standard work elements include: life style overview, usd Bpic
including the FYI field and dashboard, primary care coordinator, care plan, priority level
(HCC scores), dashboard, documentation/case notes, clinic guide, chart reviews and
communication. A training on the standard work elements was conducted withll care
coordination staff across the partnership. In addition, Episodes of Care, a method of
documentation within Epic, was instituted as the standard for communitybased care
coordination staff to organize documentation related to community work withenrollees.
Hennepin Health Care Coordination also created a regular case consultation meeting, which
is attended by representatives from across the partnership and includes members from all
roles of care coordination.

Recommendations and Next Steps

1 Hennepin Health enrollees will have access to clinicased care coordination using
the life style assessment tool.

1 Hennepin Health will continue to coordinate the delivery of services with partner
organizations through the use of standard work elements aha common electronic
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record (Epic). Enrollees who have complex needs, who are high utilizers of ED, who
are homeless and those who do not regularly access primary care can receive
services through specialty care coordination such as ED In Reach, CoordethCare
Clinic and Social Service Navigation Team.

1 All community-based care coordination referrals will be made through Epic by the
end of 2017.

1 With the expansion of membership in May 2017, the Social Service Navigation Team
will also expand. The tem will continue to focus on engaging those enrollees
seeking chemical dependency treatment by continuing to develop and nurture
relationships with programs and providing care coordination services.

1 Social Service Navigators will also participate in quagrly Wellness Wednesday
events in the WalkIn Service Center, targeting the identified needs of the enrollees
in attendance.

Topic: Model of Care Special Needs Basic Care (SNBC)

Description
(ATTAPET (AAT OGEBO 11 AAT 1 AEctiwdddthe cddBRageinént OE A 1
program for Special Needs Basic Care (SNBC) enrollees. This product is known as Hennepin

Health- SNBC. All SNBC enrollees are enrolled in the care management program which
focuses on identifying and meeting the needs of all evllees.

Program Activities Planned for 2016

1 Implement the SNBC Model of Cal&oals A, B, C, D, E, F, H, I and K)
1 Assess the quality and appropriateness of care enrollees receif@oals A, B, C, D, E,
F, H, I and K)

Process and Documentation

In 2016, Hennepin Health continued to employ the practice of stratifying enrollees that

AACAT ET ¢mpu8 30O0CAOEAZEAAOQOEIT OAAI AO OEA EIT OA
level of need and risk. Stratification criteria include: diagnoses, special healthre needs

such as renal failure or transplants, number of recent hospitalizations, number of

emergency department visits and quality of social supports. Each new enrollee receives a

welcome call within 10 days of enrollment and an opportunity to completa Health Risk

Assessment (HRA). These initial tasks are completed prior to assigning a care guide.

%l OT 11 AAGO 1T AARAAO AOA OOOAOEEZEAA OOGEIT C EIT & OI A
claims history to determine the intensity of care coordination thg will receive. Enrollees

who decline care guide services or those who cannot be located are assigned to the lowest

level of care navigation. Care navigators have the ability to quickly triage those who may
subsequently present with multiple or intensive reeds to a level of care that meets their

current status. Additional stratification levels are: low, moderate and high/complex.
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Enrollees are matched with a care guide who provides the level of support appropriate to

OEA AT O1 11 AAGO AOindaihmaian®dark Quisié dordracts dithl A D
organizations in the community who specialize in providing care coordination to

populations with special needs, for example, individuals with serious and persistent mental

illness or developmental disabilities.Meridian, Touchstone and Mental Health Resources

are the community care guide agencies Hennepin Health is currently contracted with to

provide these services. Enrollees stratified as moderate or high/complex are assigned to

one of these community caregh A ACAT AEAO8 (AT 1T APET (AAlI OEGO |
staff works with the enrollees assigned to the lowest stratification level of care navigation.

Hennepin Health enrollees typically receive care coordination from other state supported
programs in addition to the SNBC care guide. To address duplicative services, the single
accountable individual (SAI) model is utilized with both internal and external care guides.

This model aligns case management tasks and regulatory requirements for enrollees with
multiple case managers and assigns one single accountable case manager. The SAI provides
OEA 1 AGAI 1T &2/ AAOA AT T OAET AOGETT AAOAA 11 OEA E
account the roles of other responsible case managers and ensuring thateas well

coordinated. Various types of case management that are included under this model are
mental health targeted case management (MHICM), waiver case management, health care
home care coordination and others. Both internal and externally located cagpiides have
become adept at identifying enrollees for SAI, and relationships between professionals
working with enrollees are strengthened as they work together to address the needs of the
enrollee.

Care guides serve as the primary point of contact in eessing a wide variety of health plan

services on behalf of SNBC enrollees. Care guides regularly link enrollees with housing,

food supports and a variety of other social services. Care guides complete Health Risk

Assessments (HRA) with an enrollee no monhan thirty (30) days after enrollment and at

least annually thereafter. The HRA assesses medical, psychosocial, functional and cognitive

needs. The completed HRA helps guide the care guide and enrollee in their work together

by creating an individualizedcare plan (ICP) with goals, timelines and measurable

outcomes. The care plan identifies potential and existing barriers that could prevent an

enrollee from successfully meeting their goals. Enrollees or their responsible party receive

a copy of the care [an and are asked to sign a copy indicating they approved the plan.

0OEi AU AAOA PEUOEAEAT O AT A T OEAO OAI AGAT O 1A
Team (ICT) are also given copies.

The ICT is implemented for those stratified at moderate or higcomplex level of care. The

ICT includes the enrollee and/or their responsible party, the care guide and the primary

AAOA DOl OEAAO8 )#480 AAT A1 OI ET Al OAA 1 OEAO b
identified by the enrollee as important to their cae. For enrollees stratified at either a

moderate or high/complex level of care an ICT meeting occurs at least annually or upon a

AEAT CA T &£ AT AT o111 AA8O AT 1 AEOEIT 8 4AEA ) #4 |

or web conference or through exchangef written information (either by fax, mail or

electronically). The goals of the ICT meeting are to ensure communication between those
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ET O 1 OAA ET OEA AT 0111 AA6O AAOAnh DOl OEAA Al
AT OT 11 AARGO Cimdupdodat@A OAIT AOAT O A

Managing transitions of care for enrollees is an important aspect of the Hennepin Health

SNBC model of care. Effectively managed transitions result in reduced length of stay in

acute settings, reduction in the cost of care and increased @tlee and provider

satisfaction. Well managed transitions quickly and comprehensively address the details of

the move to ensure communication between care settings, improve enrollee safety and

reduce gaps in care. Care guides take the lead in managing s#ions when they are

1T OEAZEAAR ET Al OAET ¢ AT i1 OT EAAOET ¢ OEA AEAT GCA
plan. Care guides are aware that a transition may trigger the need for a new or updated
HRA, a change in stratification level and updatesto tdeT OT I 1 AA6 O AAOA DIl Al 8

Care guides help enrollees obtain services they are eligible to receive regardless of payer
source. Enrollees receive assistance maintaining eligibility for programs including Medical
Assistance and tracking eligibility for programssuch as following up with individuals who
are eligible for SNBC through the State Medical Review Team (SMRT). Eligibility through
SMRT is finite and SNBC enrollees must complete an application to remain on SNBC once
they are eligible through Social Secuty Disability.

In addition to the above, care guides work with enrollees to:

1 Ensure that enrollees 18 to 21 years old have a transition plan.

1 Coordinate care with county social services and other case management systems.
1 Meet with enrollees faceto-face at least once every three months (quarterly).
1

Follow up with enrollees who have been to the Emergency Department (ED)
promptly or inpatient hospitalization no later than 48 hours after notification

1 Address all barriers tomedication or treatment compliance by communicating with
enrollees and providers.

Analysis

The Hennepin Health- SNBC model of care has been continuously improved and reviewed
since the SNBC program began in 2008. The program has adapted to changingueses

and updates in benefits, contracts and regulations. The program incorporated stratification

into the process and the workflow to great advantage. In 2016, the SNBC program

AAT AEEOOAA COAAOI U A£O0TiI OEA AAAEOE&réasdf £ Ox 1
Utilization Management and Complex Care/Disease Management. This has added another
layer of oversight to enrollees with complicated conditions and ensured they are getting

the level of care that they need.

The Account Manager in the Delegatio®versight Department has been responsible for
care guide agency delegation activities since 2015. For more information on the care guide
agencies oversight activities, please refer to the Delegation Vender Oversight wrii@ in

this document. Medical Admmistration Department staff continued to be a supporting
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clinical partner and remained responsible for the model of care requirements for Hennepin
Health.

CareEnhance Clinical Management Software (CCMS) the electronic case management
program used by Henngin Health continues to be optimized to support the model of care
and case management activities such as the HRA, reminders for MMIS data entry and
documentation. SNBC continues to rely upon the Hennepin Health analytics department for
reports used to manae the work more effectively and efficiently. Key Performance
Indicators reports for internal care guides are under development and have experienced a
slower than expected roll out due to issues with CCMS, staffing changes and other priorities
within the department.

Internal care guides meet individually at least monthly with a supervisor to review cases,
address concerns and audit a sampling of cases. In addition the care guides meet as a team
twice per month. In this way care guides are updated and evalted on adherence with the
model of care and kept up to date on any significant benefit changes affecting the delivery
of care to enrollees.

Recommendations and Next Steps

In late 2016, Hennepin Health launched a pilot program with a delegated agency to

improve enrollee engagement. More than one third of SNBC enrollees cannot be located for
engagement with care guide services due to bad addresses and phone numbers. Hennepin

Health is interested in trying to locate these enrollees to offer the care and coordination

available to them. The pilot is focused upon enrollees with a Substance Use Disorder (SUD)

who have recently been in treatment. Assertive engagement strategies haveen employed

OOAE AO OAAAEEIT ¢ 100 O1 AT AT O1T11AAGO DPOI OEAA
demographic data. At the end of 2017, Hennepin Health and the delegate will analyze the

results and incorporate any lessons learned into the care guideorkflow as appropriate.

In addition, SNBC care guides will begin working closely with Prepaid Medical Assistance
Program (PMAP) Social Services Navigators, another care coordination group at Hennepin
Health. These two distinct areas have much in command already have begun sharing
resources and consulting on cases. PMAP enrollees who live with chronic health conditions
or unstable social supports are often eligible for enrollment in SNBC, but need hands on
assistance. Hennepin Health will be working tamprove the flow of PMAP to SNBC

enrollees whenever possible.

Topic: SNBC Care Plan Audit

Description

Hennepin Healthz SNBC has developed and implemented a model of care supporting a care
coordination system that meets the special needs of the SNB@rollees. Implementing the

AAOA AT T OAET AOET T OUKXQBHABC evBillées inchides HemnEpin ( AAT OE S
Health internal care coordination staff and external care guide agencies.
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The SNBC contract with DHS requires Hennepin Health to annually asses® 06 AT OEOA A/
coordination system for SNBC enrollees which includes not only the external care guide

ACAT AEAOh AOO (AT1TAPET (AAI OEGO EIT OAOT Al AAOA
submits this report describing the assessment of the Hennepin AAT OE6 O AAOA AT T O.
system. The report includes audit results for the individual care guide agencies and internal
OOAEAS3O AT i PI EAT AR xEOE OEA AAOA Al 1T OAET AOEI I
Program Activities Planned for 2016

! Conduct an annual audit of all delegated care coordination agenci@mternal care
coordination policiesandA AOA AT T OAET AOET 1 bDOkakeh@sh ET AI
(GoalsA,B,C,D, E,F, G, H, I,Jand K)

1 Provide a written audit report to each care coordnation agency outlining the audit

results and opportunities for improvement. Oversee the implementation of a
corrective action plan CAP), as needgoals A, B, C, D, E, F, G, H, I, J and K)

Process and Documentation

Hennepin Healthholds a delegated enty to the same standards to whiciHennepin Health

is heldto by the regulatory bodies for any delegated service. One walennepin Health

evaluates if the SNBC care management program is meetlhd 36 3. " #staAdartisOOA A O
are through care plan audits.

Hel T ADET Defedaio®®érgiyht Account Manager is responsible for the delegation
oversight of the care guide agencies providing care coordination services to SNBC
enrollees. The Account Manager has delegated the conducting of the SNBC care plart audi
to the Quality Department. The Account Manager is accountable for communicating the
care plan audit results and any other activities, such as implementation of CAP, to the care
guide agencies providing the delegated care coordination services.

A delegated entity is expected to meetall ¢f AT T ADE T sténdafd$ ydviding
evidence of

1 Current care coordinationpolicies and procedures

1 Regular reportsas outlined in the delegation agreement
1 Monitoring of staff

1 Practice that are consistentaccurate and timely

Internal Hennepin Health staff provide care coordination services for SNBC enrollees. They

are assigned enrollees who have refused care coordination or who are unreachable.

Outreach efforts are made through mail correspondence and bglephone. These

unreachable enrollees pose the greatest challenge in providing care coordination services.

Enrollees who are typically hard to reach, unreachable or refuse care coordination services

AOA AOOGECT AA O1 (ATTADPET iqnkidii OES O ET OAOT Al  AA
)T ¢mpoeh $(3 AAOGAI T PAA A1l AOAEO DPOT OT Aill AT A
MSHO is the program for seniors who have both Medicare and Medicaid. Health plans are
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required to use the audit tool which includes the 8/30 file review methodology protocolAs

a practice,Hennepin Healthconductsthe file review and then provides the care guide

agencythe opportunity to provide additional materials or to clarify any findings so as to

prevent any incorrect negative findingsA desk reviewof A AE AAOA COEAA ACAT A
coordination policies and proceduress completedto ensure compliance with DHS contract
regulationsand( AT T APET requkeinbnBE 6 O

Hennepin Healthaudits for the model of care and DHS contract compliance, which includes
monitoring timeliness of assessments and completeness of the HRAS, reassessments and
individualized care plans (ICPs)Care plans must include gecific goalswhich address:
1 Accessto essential servicesand preventive care,
Affordable care
Coordination of care through a care guide
Seamless transitions of care
Appropriate utilization of services,
Measureable outcomes
Care planupdates, and
1 Dated member centered goals.

=4 =42 4 4 -4 A

Hennepin Healthuses its internal member database tadentify the file review sample and
the assigned care guide agency. The file review sample includes enrollees new to care
coordination during the previous year and existing enrolleesA noticeto audit is sent to each
agency in advanceo allow sufficient time to assemble the necessary materials. Hennepin
Health provides delegatedagencieswith a SNBC Delegation Audit Toolhich includes both

a policy and procedure audit tooland the care plan audit tod. Hennepin Healthschedules
audit dates and times with the care guide agencies for esite file review visits. The file
review process is interactive between theHennepin Healthand staff during the reviews.At

the conclusion of the onsite care plan auditagencies argjiven preliminary feedback.

Once the Quality Department has summarized the file review and policies/procedures
review audit results into a written report, the report is sent to the Account Manager for
analysis Agencies receive a formal leer with their audit results indicating which

element(s) are out of compliance Additionally, each agency is gen a thirty day cure

period to addressconcerns found during the audit. Depending on the severity of the
deficiencies, ahirty day cure periodmay be established along with the development of a
corrective action plan. Corrective action plans outline the cause of the deficiency, the plan
for correction, the timeline and the responsible parties.

Analysis

Hennepin Healthconducted a two-part care coordination audit review. The first section of
the review was a desk audit ofcare coordinationpolicies and procedures For the delegated
care guide agencies, this portion also included items related to compliance widelegation
agreementterms betweenHennepin Healthand the agency. The second part of the audit

is conducted with a site visit to the agency and a review of care plans using the Minnesota
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Department of Human Services (DHS) tool whichad been customized for additional
Hennepin Health reqiirements. The audit review period was for the year 2015 as audits
are completed on files and information for the year prior.

Hennepin Healthchangedthe file review audit practice forthe SNBC producin 2016.
Hennepin Health used the care plan audit to@nd protocol developedby DHSHennepin
Health randomly selectedforty members in the Hennepin Health SNBC program for each
delegate. The 8/30 file review methodology was used/hich dictated that if the first eight

files were compliant for all elementsthe file review sampleaudit was concluded. For any
element not compliant in the firsteight files, an additionaltwenty -two files were reviewed

for the non-compliant element(s) only. An oversample dafen files was identified in case

any of the firstthirty files were considered ineligible for the auditand needed to be
eliminated from the sample If the agency did not have a 30 file sample, a file review sample
of 10 was identified for audit purposes.

The denominator may be differentfor each care plan Eement. Only the filesfor which the
care plan elementwas applicable were considered to be part of the denominator.

&EOA AAOA COEAAO POl OEAAA AAOA Ai 1T OAET AOGEIT O
in 2015. The five agencies audited in 2016 werkleridian Services, Mental Health
ResourcesTouchstone Mental Health AXIS and Resource, InKesultswere shared with

each agency and any responses on issugsre documented.

The following summary reflects the performanceof AT 1T ADET ( AAlitaktod O AAOA
team andthe delegated agencies in 2015 for audits completed in 2016.

Axis Healthcare

All policies and procedures met the requirements set forth by DHS and Hennepin Health
3."# MAEI O (ATTAPET (AAIT OEB8O 3. "# POl AOAOS
During the site visit, Axis scoed 100% on all file review elements, using the 8/30
methodology. Only eight records needed to bereviewed for each element.

Mental Health Resources (MHR)

All policies and procedures met the requirements set forth by DHS and Hennepin Health
SNBC for Hennepin Healtls SNBC product.

MHRscored 100% on all file review elements using the 8/30 methodologgluring the site
visit audit review. MHR wasnot in full compliance. Basedipon the results of the 2016
audit, the corrective action plan implemented was successful in improving their
compliance.

Meridian Services, Inc.

Meridian was the largest outside vendor for case management of the Hennepin Heakh
SNBC population. All forty -one contractual requirementswere found to be in compliance
during the Policy and Procedure desk audit
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Meridian scored 100%during the site visit on all file review elements when using the 8/30
methodology.Last yearaudit results revealedthey were not in full compliancewith the
requirements. Basedupon the results of tre most currentaudit, the corrective action plan
implemented last yearwas successful in improving their compliance.

Resource, Inc.

Resource was found to meedll policy standardsin the audit of forty-one contractual

elements. Materials were clear and concise and Resource carefully included any comments
EFOT I OEA DPOEIT O UAAaditrepatatiod ReSdurdd falled Foiscdre 1000k E O
for each of thecare plan elements reviewedluring the audit site visit. For those elements

which were foundto not bein compliance during the review of the firsteight files, an

additional twenty-two files were reviewed. Nine of the thirteen applicable required

elements were found to be in full compliance. The four elements not in 100% compliance
were:

1 Completion of the annual health risk assessment within timelines (76.66%)

1 Signed care plan (83%)

1 Choice of HCBS Providergompleted and signed care plan (83%)

1 Choice of HCBS Providesdocumentation that a care plan copy was provided to
the enrollee.

Hennepin Health asked Resource, Indf there were other records or materials that were

not provided during the site visit that resulted in the lower than expected score. Resoutce
Inc. did not have additional materials. As a result, Resourcénc.was notified of these audit
findings and provided recommendations. No corrective action plan wagquesed asthe
contractual arrangement for providing delegated care coordination services ended with
Resource Inc. as of January 31, 2016

Touchstone Mental Health

All policies and procedures met the requirements set forth by DHS and Hennepin Health for
the SNBC product. Basedpon the results of the 2016 audit, the corrective action plan
implemented was successfuind Touchstoneis in full compliance.

Touchstone failed to score 100% for each of the care plan elements reviewearing the

site visit. For thoe elements which were not found in compliance during the review of the
first eightfiles, an additionaltwenty -two files were reviewed. Fourteen of the eighteen
applicable required elements were found to be in full compliance. The four elements not in
100% compliance were:

1 Completion of the initial health risk assessment within timelines (50%)

1 Completion of the care plan within 30 calendar days of the HRA (90%)

1 Evidence of communication of the care plan elements with the Primary Care
Physician (10%)

1 Documentation of the care plan copy provided to the enrollee (3%).
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Touchstoneprovides a copy of the care plan to enrolleg but failed to document this in the
record. Hennepin Healthallowed the agencyto provide records or materials after the visit

that were unavailable during the site visit that may haveresulted in alower than expected
score. Touchstone did not have additional materials. As a result, Touchstone will prepare a
written corrective action plan to address these care plan audit omissns.

Hennepin Health - SNBC

All enrolleesreviewed in the first eight files refused care coordination services or could
not be contactedDue to the nature of the internal case assignments, this is not an
unexpected finding. Therefore, there were no carglan audit results to report. During the
review, it was noted that documentation of activities was inconsistent among the staff so it
was difficult to ascertain what activities, if any were completed. The Manager
acknowledged this and indicated that an iternal audit tool had been developed identifying
the elements to be reviewed. Internal audits were conducted with feedback provided to
internal staff. The Manager indicated the audit results were improvingdennepin Health-
SNBC met all thgolicy and procedure audit standards Compliance will continue to be
monitored by internal staff.

For 2016, Hennepin Health contracted with three care guide agencies to provide care

AT T OAET AGETT &I O OEA 3."# AT OI11AAO8 4EAU AOA
AT A 2A01 OOAAOGh )T As8é Ai 1 OOAAOO AT AAA ET c¢mpos8
Recommendations and Next Steps

Through this processHennepin Healthidentified no major opportunities for program

improvement at this time. All care guide agency care coordinators are expected to continue

to meet the standards in 20% as outlined in the DHS SNBC contract and biennepin

Health.( AT T APET ( AAl OE 6SNBEdar®duidé afjdncie® Wilhagadd bé dudited

in 2017 using the protocol as outlined by DHSPolicy and procedure review will also be

AT T AOCAOAA8 &1 O OEA AAOA COEAA ACAT AEAOh AT U (
elements will be audited as well.

Hennepin Healthplans to continue regularly scheduled trainings and at least quarterly care
coordination meetings or contacts with its contracted care coordination agencies.

HennepinHealtd O ! AAT 01 O - AT ACAO AT ATT O - AAEAAT | Al E
contacts and care guides on a regular basis for ongoing case consultations.

Hennepin Halth continues to work with care coordinationserviceagencies to help

enrolleesstay connected to plan resourcefor ongoing careto achieve the highest level of
wellness possible.

Hennepin HealthMedical Administration Departmentwill monitor enrollee contact and
manageunreachableenrolleesinternally until these individuals can beconnectedto a care
coordinator. In 2017,Hennepin Healthwill strive for consistent auditing to trend care for
enrollees.
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Topic: Advance Directives

Description:

&1 O OEA DPpOOPI OAO 1T £ OEEO OAAOEITh O! AOAT AR SE
living will or durable power of attorney for health care, recognized under State law

(whether statutory or as recognized by the courts of the State), relating tdvé provision of

health care when the individual is incapacitatedAdvanceDirective planning encourages

discussions and decisions between providergnrollees and family members as to what the

AT OT 11T AAGO OOAAOQI AT O D OA £A OAsk/Bohddionambr x EAT EAO
needing end of life care. Expressing their desires assists the family members or caregivers

in making health care decisions when the enrollee can no longer participate in their care

decisions.

Program Activities Planned for 201 6:

1 Provide information on Advance Directives to enrollees and Provider§Goals: B, D, E, F, G,
H, I, J and K)
1 Inform enrollee about their rights regarding health care decisions and offer the opportunity
to complete an Advance DirectivdGoals: B, D, E, F, G, H J and K)
1 Evaluate Compliance with Advance Directive requirements through auditing of medical
OAAT OAO AT Arxi1 O A1 coad: B, AAESFOG, B, ARNdK)E AAOA |
Process and Documentation:

To encourage enrollees in having this discussion wittheir family members and providers,
Hennepin Health is required to provide all enrollees at the time of enrollment a written
description of the applicable state law on Advance Directives which includes:
T )1 &£ Oi AOGETT OACAOAET ¢ Orkefuseniedzdl brisubgkd wrat@dntC E O O
and to execute a living will, durable power of attorney for health care decisions or other
Advance Directives;
T (ATTAPET (AAI OE6O xOEOOAT bPi1EAEAO OAOPAAODGEIT C
1 Information that complaints concerning noncompliance with the Advance Directive
requirements may be filed with the state survey and certification agency (Minnesota
Department of Health)

Hennepin Health also require its providers to ensure that it has beerdocumented in the

AT ol 11 ARGO 1T AAEAAT OAAT OAO xEAOEAO T0O0 1106 Al
and informs providers that the enrollee cannot be discriminated against or that the

AT OT 11 AARGO OOAAOI AT O DI Al E Oecdtedl @Brlvaricd x EAOEAO
Directive.

Hennepin Healthuses a variety of mechanisms to assishrollees with Advance Care
Planning including:
1 Sending information in the new and annual member packets,
1 Advance care is included in care planning tools such as assessits and care plans,
1 Presentations on advance care planning anrollee events,
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1 Brochure on advance care planning that is sent tenrollee and available in the lobby
and through care coordinators, and

1 Information on advance directives is available on th web site forenrollees and
providers.

The Hennepin HealthPMAP and Hennepin HealttMNCare plans have a small, defined
provider network in which all of the clinics are certified as Health Care Homaesith care
coordination being a part of thestandard sevices provided. Advance Directive completion
AT A OAIT ET AAOO AOA AT AOiI AT OAA ET OEA AT oilil1AAS
single source of documentation for Hennepin Health Partner Clinics and external care
coordination staff. Enrollees are as&d whether they have completed an Advance Directive.
Enrollees who have completed an Advance Directive are asked if the document on file is up
to date. Enrolleeswvho do not have an Advance Directive on file are connected wisocial

71T OEAOO x E Odegrek asl warking Avith &@riollees to complete an advance

directive is within their scope of practice. The Social Workers provide-person education
and assistance in completing the document as needed. Since many Hennepin Health
enrollees are impacted by pverty and behavioral health concerns, Advance Directives may
not be seen important to them. Providing assistance through Social Workers in completing
the Advanced Directive has been an effective approach with this population.

Hennepin Healthz SNBCenrollees are asked athe time of the initial care coordination

assessment and annually thereaftely the care guide agencgare coordinators whether or

not they have an advance directiveif culturally appropriate. Ifthe enrollee doesnot have

an advarce directive, the care coordinator provides education about the advance directive
processand encourages theenrollee to have a discussion with their primary care physician

and family members regarding their wishes about medical care if they should become

incapacitated.

( AT 1T APET QuakylDefafnted audits Advance Directive8 AT | BT EAT AA 11 Al
(AT TADPET ( AAlodéa&aduabbasiss @duire®by the DHS contracHennepin

(AAl OE AOAEOO OEA AAOA @Gdpirdon hedilaActdirértive . " # A A
discussion with theenrollees. For Hennepin Healtty PMAP/MNCare enrollees,Epic EHR

(Electronic Health Records) are audited for any documentation on advance directives

discussion and/or the presence of an advance directive in trenrolleed O  %( 2 8

Analysis

Hennepin Healthz PMAP/MNCare

Overall EHRs often lacked evidence of advance directives being routinely addressed in the
clinic. However, noted improvements in EHRs have been made to now include a designated
location for this information. EHRs also have a prompt for providers to discusglvance
directives with enrollees (for example, every 5 years). Cultural barriers were frequently
noted as a factor in noncompliance for having an advanced directive.
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In 2014, the Hennepin Health population showed a relatively positive data result for
advanced care planning after an investigatory random audit wasonductedfor the
Hennepin Health provider system.

Consistent with the National Committee for Quality Assurance (NCQA), the sample was
taken from Hennepin Health members continuously enrolled wittthe program for the last
12 months.An over sample of 5% was identified in case any record needed to be removed
from the sample due to the enrollee being under 18 years of agPata was collected for
both evidence of advanced planning discussions and factual advance directives present
intheenrolleed © | AAEAAT OAAT OA8

The 2014baselinerates were:

i Evidence of Advance Directive Present in Chart: 0.4629%

1 Evidence of Advanced Care Planning Discussions betwesmrollee and care provider:
50.46%

9 Final Rateas defined by HEDIS (Both Discussion and Presence): 50.69%

The average age of this sample was 46.28 years of afjiee 2016 rates are:

9 Evidence of Advance Directive Present in Chart: B%

9 Evidence of Advanced Care Planning Discussions betwesrollee and care provider:
0.01%

9 Final Rate as defined by HEDIS (Both Discussion and Presen®e)5%

Hennepin Health PMAP/MNCare
Advance Directives
55.00% 50.46% 50.69%
50.00%
@ 45.00%
2 40.00% 35.02% 36.30%
S 35.00%
Y 30.00%
; 25.00%
g 20.00%
S 15.00%
10.00%
5.00% 0.46% 0.01% 0.03% 0.01% 0.05%
0.00% Ad Directive Planni
Advance Directive in Chart vance_ frec '.V € Flanning Total
Discussion
m 2014 0.46% 50.46% 50.69%
m 2015 0.01% 35.02% 36.30%
2016 0.03% 0.01% 0.05%

Data Source: Audit Data

Overall, the percentage of advance directive discussion and/or the presence of the advance
directive inthe AT OT Ichadk dkdpg2d significantly when compared to the calendar

Submitted to DI$ May 1, 2017 147



UAAOBS O ¢ mpTihe dkdrall peccenmge @lrop in this measure may be due to the

inclusion of non-Hennepin Health clinics such as Fairview and Allina the past two years.

The rate decrease may alsoebdue to the inclusion of Families/Children and MNCare

enrollees as they enrollees tend to be younger and healthier. The average age of the sample
was 46.28 years of agedennepin Healttb O OAOA O E1T DOAOEITh@ron AAOO
than anticipated, due to the complex needs and age of this population. Individuals under

the age of 50 often are not ready to engage in this discussion with their providers or to

make these decisions as they feel they are at a lower risk for dying than individuals in age

groups older than 50.

Hennepin Health- SNBC

The Quality Department audits the Advance Directive measure at the time of taanual

SNBC care coordination and care plan audgo this data will be used to meet this

requirement. The sample size issmallera® EEO DOl COAI 80 AT o1 111 AT O
file review methodology is used. In this case, if the first 8 files reviewed are 100%

compliant with the requirement, no additional files are reviewed. If one or more of the first

8 files are noncompliant, an additional 22 records are reviewed for this measure.

(AT 1T ADPET ( AdAlenGeE\eaD 2034 audit rate will serve as the measure baseline

for this population.

CY 2014 Baseline Rate

Advance Directive Planning Discussion: 97.70%
CY 2086 Rate

Advance Directive Planning Discussiort00.00%

SNBC Advance Directives

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

m Advance Directive Planning Discussio

2014 2015 2016

Data Source: Care Coordination Care Plan Audit 2016
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Review of theenrolleed O | AAEAAT OAAT OA ET c¢mpt OET xAA
measure as 97.70%. The rate in 2015 dropped by 15.48% whichay be due to the review
methodology being changedo the care guide agency care coordination chart review.

A total of 40 care coordination assessment and care plans were reviewed at 5 care guide
agencies showing a 100% compliance rate. Only the first 86 in the sample at the 5 care
guide agencies needed to be reviewed. The high compliance rate of this measure may be
contributed to the format of the annual assessment and care plan documents; the advance
directive section is a standalone section whichis required to be addressed annually.

Recommendations and Next Steps

Hennepin Health will continue to stress the importance of addressing Advance Directives
to the providers and care coordinators for enrollees who have not completed one. It is
important to stress to the provider and others that dcumentation ofenrollee refusal to
discussadvance directivesor that it is culturally inappropriate must also be completed.
Education to the providers will be provided through the Provider Manual.

Providers andSocial Workers working within the Hennepin Health partner clinics will
continue to focus on Advance Directives through their common EHR workflows, reminders
and assistance with the completion of the document as needed. This is included as a
contractual requirement for both our partner and contracted providers.

Topic: Special Health Care Needs Report-SNBC

Description

The Hennepin Health- Special Needs Basic Care (SNBC) plan is a Special Needs(BISR).
All individuals enrolled in SNBC have special healtcare needs which require a certified
disability. All enrollees are offered care management services that focupon identifying
and meeting these special health care needs.

Hennepin Health SNBC enrollees have a robust array of services from which toaise
within the Hennepin Health contracted network of providers. Care guides serve as the
point of contact for enrollees enabling easy access and delivery of personalized service.

Program Activities Planned for 2016

1 Develop an individualized care plan tailored to meet the specific needs of enrollees
based on a comprehensive HR@&oals A, B, D, H and K)

1 Coordination of care to avoid duplicative servicesvith other case management
programs such as Waiver Case ManagenieMental Health Targeted Case
Management and clinic care coordination(Goals A, B, D, H and K)

Process and Documentation

Hennepin HealthSNBC is a collaboratiotvetween care guides, enrollees and their
Interdisciplinary Care Team (ICT) The ICTdevelops an individualized care plan tailored to
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meet thespecific needsof enrollees Throughout 2016 care guides assisted enrolleessing
key information from the Health Risk Assessment (HRA), claims and encounter data,
hospital discharge and pharmacy data, ladvatory results, faceto-face meetings with
enrollees and data collected through utilization management.

Development of the care plan requires a comprehensive HRFhe HRAis administered by
the care guideduring an in person meetingwith the enrollee. Cae guides refer and connect
enrollees to available benefits and community resources. Care plangaised bythe ICTto
monitor progress and follow~up to ensure timely and meaningful interventions. The
individualized care plan helps enrolleego achieveoptimal health and toimprove function
through services in the right setting and in a cost effective manner. The individualized care
plan captures detailed needs, preferences and risks the persamy be facing It provides a
framework of services and supportghe reduction of risk, while meeting the needs of
enrollees.

Throughout 2016, care guidescoordinate medical, social, behavioral health and other
servicesfor enrollees. Care guides work to coordinate benefits and communicate progress
with all relevant parties. Hennepin Healthr SNBC enrollees frequently work with other case
management programs such as Waiver Case Management, Mental Health Targeted Case
Management and clific care coordination. The care guide seeks to ensure that these
DOl COAI O AOA 116 AOPI EAAOGEOA AT A x1 OE EI
Hennepin Health supportsthe work of care guides through the prompt transmission of
encrypted health information, tohelp care guides respondo enrolleesin a timely and
meaningful manner.Enrollees areparticularly vulnerable to fragmented and disconnected
careduring a change of condition or transition of careCare guides aretrained to be
especially vigilantduring these events.

Care guides help enrollees obtain services they are eligible to recejvegardless of payer
source. Special needs enrollees receive assistannanaintaining eligibility for programs,
such asMedical AssistanceCare guides also contact ingiduals that are eligiblefor SNBC
through the State Medical Review Team (SMRT). Eligibility through SMRT is finite and
SNBC enrollees must complete an application to remain on SNBC once they are eligible
through Social Security Disability.

Finally, Hemepin Health- SNBC hosted twe@nrollee events in 2016.Enrollee events are
opportunities to improve enrollee experience with the health plan, provide health
education for enrollees and collect feedback on ways to improve programs and services.

Care managenent services assess and identify ongoing special conditioas enrollee may
have that could require a course of treatment, regular care monitoring and/or complex
care management. The services ensure access and integrate the care delivery of all
preventive, primary, acute, postacute, rehabilitation and longterm care service to
members.

#AOA COEAAO AOA OOPAOOGEOAA AU 2ACEOOAOAA
or Social Workers. Hennepin Health utilizes both internal and delegated healthrea
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professionals to provide care coordination servicegEnrollees stratified medium to high or
complex are reviewed at least annually by the ICT.

The care guide completes a comprehensive assessment with enrollees to identify any
ongoing special conditionghat could require a course of treatment or regular case
monitoring. This is completed at enroliment, upon a change of condition and/or annually
thereafter. The HRA allows the care guide to stratifthe individual to provide the
appropriate intensity of care coordination or complex case managemenkEollowing the
assessmentthe care guide develps and completes the individualized care plam
conjunction with the primary care provider, the enrollee, and in ©nsultation with any
specialty providers the enrdlee may be seeingThe goabf the individualized care planis to
establishthe AT OT 1 1 AAG O Ob A A enslidtheenfolied fleceivegcaladtdeA AT A
right setting. Additionally, the individualized care plan ensures that services areost-
effective andthat care manag@ment activities are in place tdelp the enrollee regain
optimal health and full functional capabilities.

Hennepin Healthcare guidesidentify ongoing corditions that may require a course of
treatment, regular care montoring, and/or complex care managemenftor the enrollee.
Hennepin Health care guide$acilitate access to providersincluding specialists, as needed.

Special needs plan enrollees do not need a referral to go to any Minnesota Health Care
Program provider who is appropriately licensed, in good standing with regulatory bodies
and willing to accept Hennepin Health payment as reimbursement in full. Care plans do not
require the approval of Hennepin Health. Enrollees have direct access to specialty care for
treatment of a condition.

Analysis

New enrollees are contacted by telephone angent aletter if a phone call is not successful.
Enrollees are stratified basedupon information taken from their completed HRAIn

addition to any information obtained by thehealth planduring a phone call,from DHS
information or aclaims payment. If an individual enroleein Hennepin HealthSNBC in
stable condition and subsequently acquires new diagnoses or experiences relapse, checks
are in place to flag theenrollee and respond appropriately. SNBC enrollees are able to
access a wide network of providers to address their health care needs. Care guides are
available to connect enrollees to providers and social services programs that address the
social determinants of health sich as food, shelter and clothing needs.

Hennepin Healthcare guidesare able to consult with the medical director or nursing staff
regarding enrollees stratified aseither moderate or high need Case reviews areompleted
by the Hennepin Health ICTand provide an additional resource tacare guides and
enrolleeswith special health needsExternal delegated care guide agencies are required to
present at least four cases to the ICT at Hennepin Health every six months. External
delegated care agencieare encouraged to present additional cases to the ICT as needed.

In 2016, Hennepin Health hired a dedicated clinical Disease Management and Complex
Care leadnurse. This positionhasgreatly strengthened these programs through increased
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oversight and timdier follow up. The clinical lead is @ RN who regularly connects with the
individual care guides working with enrollee swith possible chronic or complex conditiors.
The RN offers support angrovides resources In some caseghe lead RNhelps the care

guide and enrollee to find creative solutiondo achievethe goal of improved overall health.

Recommendations and Next Steps

Hennepin Health SNBC will examine ways to engage enrollees through a collaboration

with Touchstone Mental Health, a Hennepin Hedltdelegated care guide agencies. The

initiative between Hennepin Health and Touchstone was launched late in 2016 and targets

enrollees with Substance Use Disorder (SUD), enrollees involved in SUD treatment,

enrollees with high Emergency Department utilizaion and enrollees with complex needs

who have not responded to previous engagement efforts. Hennepin Health and Touchstone

Mental Health have developed an array of assertive outreach strategies. The engagement

care guide reviews claims data to obtain coact information and care history to connect

enrollees with trusted providers in accessible locations.

(ATTAPET (AAI OE EO AQAEOAA O1 1 £EAO O7A1T11AOGO
7AAT AOAAUOGG EO A EAAI OE AAOAAofdnewlyDetmbdel&A i &l O
Walk-In Service Center. On the last Wednesday of every month, Hennepin Health will host

an educational program presenting a health or social services topic. Topics range from

accessing tangible resources, SUDs, Eating Healthy on adidand Dental Care. SNBC

enrollees will be invited by their care guides to Wellness Wednesdays. Care guides will

target invitations to individuals who may have a particular need or interest in the topic of

OEA 111 0E8 0AQOIT Al ETEODADET TEOO OAT OXNBAATNBIAKDG /
Health personalizes care to SNBC enrollees.

Hennepin Health will continue to refine the model of care and stratification of enrollees to

ensure that individuals receive the right care at the right time in the right amont.

Addressing the needs of enrollees in a holistic manner continues to be the focus of the

SNBC program with the care guide as the central point of contact.

Topic: Special Health Care Needs Report-PMAP/MNCare

Description

Hennepin Health is requiredto have an effective mechanisms in place to assess the quality

and appropriateness of care furnished to enrollees with special health care needs.

Hennepin Health must analyze claim data for diagnoses and utilization patterns (both

under- and over-utilizati on) to identify enrollees who may have special health care needs.

The claim data must be analyzed quarterly to identify enrollees eighteen (18) years and

ITTAARO £ O 00AOGAT OET T 1 0A1 Eitk to)PredeBtidnQdliQ O AO AA
Indicators: Hospital Admission for Ambulatory Care Sensitive ConditdnsAU ! ( 21 /&l O
bacterial pneumonia, dehydration, urinary tract infection, adult asthma, congestive heart

failure, hypertension and chronic pulmonary disease Claims data for bspital emergency
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department utilization and inpatient utilization stays/ readmissions for the identified
similar diagnoses or diagnoses clusters can be used to identify enrollees with special health
care needs.

Program Activities for 2016

1 Identify enrollees with special health care needs who may need additional
services (Goals A, B, D, H and K)

Process and Documentation

Attempts to complete a Lifestyle Assessment Overview on all covered Hennepin Health
PMAP enrollees iscompletedto identify any special health care needs. Thenrolleeshave
their care coordinated, if they want this service, primarily through the Medical Home
Provider/Primary Care Clinic care clinic using Community Health Workers (CHWSs). CHWSs
participate in the initial care planning meeting with theenrollee, provider, and family, to
establish a care plan and set membaezentric goals.

The primary role of the CHW as part of the care coordination process is to work as a part of

the interdisciplinary care team to provde culturally and language specific navigation of the

healthcare system to theenrollee, connectingenrollees to Hennepin County Medical Center

(HCMC) and community resources, supporting members in setting and achieving goals to

improve their health, andhelping to eliminate barriers to care. CHWs work on a team with

Social Workers and Clinical Care Coordinator Registered Nurses to provide care

coordination for enrollees. As part of the care coordination process, the CHWs would
contactenrollees postdischarge to assist with scheduling appointments or transferring

medical questions to the care team. They alert thenrolleed © B OT OEAAO O AT U A
information prior to an enrolleed O Al ET EA OEOEO A brfollestvAdimisd 1 A&l 1 1
an appointmentand try to help them reschedule an appointment and coordinate

OOAT OPT OOAOET T h EZAZ 1T AAARAOOGAOU8B 4EA (ATTAPET (A
istheenrolleed O A1 AAOOI T EA | AAEAAI OAAT OAh EO OOAA O
AT OT luiili2aBod @ care by the care team to help drive transitions and services. Care

teams also record alenrollee contacts, clinical information, and meeting and followup

notes.

For thoseenrollees who have had high admission rates or high number of Emerggnc

Department (ED) visits, the Clinical Care Coordinator Registered Nurses establishes the

enrolleed O AAOA DI AT AT A AAOGAT 1 DO A-ofnetiotk OT OAAOQAS
utilization.

Medical Home Providers/Clinic Care Coordinators facilitate access $pecialists, as needed.

Hennepin Healthz PMAP enrolleesalso have access to disease management and complex

case management, as needed. Medical Home Providers/Clinic care coordinators are

responsible for care coordination, disease/chronic condition manageent, and directing

referrals and service authorizations when needed.
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Hennepin Health z PMAP _Enrollees Access to Specialists

Hennepin Health Plan does not requirenrollees to obtain referrals from their Medical
Home Provider or Primary Care Physician iorder to be seen by a specialist within

(AT T APET ( AA E®ddeCouldAdirefer @B specialist within the Hennepin
Health contracted network without an authorization requirement. Referrals are not
required for direct access servicesuch & emergency services, urgent care services,
reproductive health, and Indian Health Provider Services.

If a specialist is not available within the network, Hennepin Health partner providers could
refer aenrollee out-of-network for specialty care. HennepirHealth partner providers are
Hennepin County Medical Center/Clinics and NorthPoint Health and Wellness Center.

Analysis

In section 7.1.4 of the contract between MHP Hennepin Health and DHS, MHP was required

to measure the Preventive Quality Indicators as described intt@' OEAA O 0O0AOAT OF
Quality Indicators: Hospital Admissions for Ambulatory Care Sensitive CondifiondA

reported on these measures for Hennepin Health Plaanrollees. Enrolleeswere agesl8 z

64 yrs.

: Number of Number of Number of Number of Number of
Claims ; . ; . :
Triager Enrollees in | Enrollees in Enrollees in Enrollees in Enrollees in

99 2012 2013 2014 2015 2016
Bacterial 51 70 69 27 32
Pneumonia
Dehydration 76 73 56 55 31
Urinary Tract 64 61 40 38 40
Infection
Adult Asthma 120 144 99 133 74
Congestive 22 37 30 28 27
Heart Failure
Hypertension 282 334 247 300 158
Chronic
Obstructed 91 92 140 153 231
Pulmonary
Disease
Emergency
Room 6312 7905 8109 4346 4011
Utilizations

Data Source: Cirdan

Hennepin Health- PMAPNoticed an increase in three of the seven diagnosis claim trigger
hospital admission categories with increases seen bacterial pneumonia, urinaimact
infections, and chronic obstructed pulmonary disease (COPIDf the remaining four
categories, decreases were seen in hospital admissions dehydration, adult asthma,
congestive heart failure (CHF) and hypertension. There was almost a 50% decrease in
admissions for the diagnosis for hypertension.The number of distinct enrollees seen in the
emergency departmentfor the above diagnoses decreased slightly from 4, 346 individuals
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in 2015 to 4,011 individuals in 2016.0ne explanation for the decreases codilsimply be
that as the Hennepin Health model for care coordination is finally reaching a higher point
of maturity and capacity, moreenrollees are receiving the additional supports that are
needed at the primary care level, such as housing assistance afidic based disease
management followup. More data will need to be reviewed at Hennepin Health continues
into 2017 and 2018 to identify a trend. Additional analysis will be conducted to support
the identified conclusions.

The three triggers of more sigificance were hypertension, COPD and adult asthma. A large
DAOAAT OACA 1 £ enhollcesthave &lcoholfrdiotdeE drug dependencies,
which is often accompanied by the use of tobacco; leading to chronic conditions such as
COPD and adult asthma.ygpertension is often a cemorbidity of both COPD and adult
asthma.

Section 7.1.4 of theontract with DHS requiresHennepin Healthto analyze Hennepin
Healthz0 - ! 0 AT Olirm dattd @ebtify enrollees eighteen years (18) years and
older for the diagnoses identified abovédor the following:

Categories 2013 Data 2014 Data 2015 Data 2016 Data
Emergency
Department 7, 905visits 8,109 visits 4,346 visits 4, 011 visits
Utilization
Inpatient
Utilization stays
Hospital
Readmissions 238 200 273 231
Individual
Enro_IIees claims 32 29 19 14
totaling more
than $100,000
Home Care
Services (skilled N/A N/A 547 216
nursing Vvisits)
Data Source: Data Analytics/Cirdan

1,173 1,127 1,619 2,111

As identified previously, Emergency Department (EDyisits in 2016 slightly increased
when compared to theearlier years. The 2056 ED visit rate per 1000 (preliminary HEDIS)
2017 data) increased to 77/1000 for PMAP enrollees which is an increase from the 2015
ED visit rateof 67/1000. This is not a trugyear-to-year comparison as Hennepin Healtk
PMAP program was expanded in 2016 to include families and children.

The MNCare ED visit rate per 1000 is 29/1000 (preliminary HEDIS 2017 data). There is no
previous rate to compare this to as this is the firstgar of HEDIS reporting for MNCare
enrollees.Please see above for more information. Inpatient admissions increased by about
490 enrolleeswith readmissions decreasing by42 enrolleesin 2016 when compared to
2015. Overall the inpatient admission and readnsision rates have been relatively stable
from 2013 through 2016.
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Only 14 members had claims which totaled more than $100,000 for a rate of A.8/1000
which is a5 member decrease when compared to 20%. Home Care skilled nursing visits
decreased by over 58 when compared to 2015. This only the second ye#or reporting of
the home care services for the special health care needs assessmétgnnepin Health
chose to define home care services as skilled nursing visits only due to the high rate of
homelessnessand risk profile of this sub-population. There were only216 skilled nursing
visits provided in 2016. More data will need to be gathered to determine the impact of this
information for this population.

Hennepin Health has implemented many strategies agss the health care system

continuum that would impact emergency department utilization. Some of these strategies
have been to provide Community Health Worker (CHW) services in the emergency
department who assist members in locating appropriate health careesources or locating
urgent care services across from the Emergency Department, allowing for members to have
easier access to the urgent care department rather than using the emergency department
services.

Recommendations and Next Steps

Hennepin Health will continue to monitor ED and inpatient hospitalization rates

throughout 2017. For 2017, Hennepin Health has implemented changes in its complex case
management and disease management programs, allowing for retahe follow-up with
enrollees. Thesechanges include conductindollow-up calls or sending letters to enrollees
using the emergency department for noremergency uses on a weekly basis, offering to
provide assistance to connect members to services such as primary care or dental.

Hennepin Health will continue to enhance its ability to monitor timely completion of

health risk assessments, individualized care plans, and interdisciplinary care team

i AAOET ¢O8 4EOI OCE AOEI AET ¢ AT A Ei POi OET ¢ OEA
managementsoftware, records of these activities will be standardized and the data will be

more easily available for reporting purposes.
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VIII. MEDICAL ADMINISTRATON

Unit Area: Medical Administration

Topic: Description of Medical Administration

Description

These diverse, yet related, activities at MHP are under the umbrella of Medical
Administration. This includes the utilization management (UM), special health care needs,
restricted recipients, emergency department review of restricted recipients, care
coordination, care plan audits and member events. All of the Medical Administration
services are mandated under a State, Federal or contract requirement.

Topic: Utilization Management (UM) Program and Inter -Rater Reliability

Description

Hennepin( AAT OE8 O 5- DOIT COAvide, Bté€rdisbiplinaty @ppradcad) AOET 1
balancing satisfaction, quality, risk and cost concerns in the provision of enrollee care. It is

the process of evaluating the medical necessity, appropriateness and efficiency @fidepin

( AA1T OEB3 O EAAI IGsHlesyriedtd enshife thér Entofle@sireceive safe and

medically necessary care that is consistent with community standard and evidentmsed

practice guidelines.

4EA POODPI OA T & (AT T ADET dertitk AbnloE &v@luake -andd O COAI E
resolve issues that may result in inefficient delivery of care or have an impact on resources,

services, and enrollee outcomes. UM is accomplished through proactive data analysis,
utilization review, case management and refeal management.

The goal is to provide Hennepin Health enrollees with a program that makes fair, impatrtial,

and consistent decisions in a manner that incorporates regulatory requirements along with

(AT TAPET (AAI OESO | EOOEIT T lidles and fioEeOfds ird8 4 EA 5 -
reviewed and updated at least annually.

Program Activities Planne d for 2016

1 Collaborate with IT on the CCMS Optimization Proje¢Goals A, B, C, D, E, F, G, H, I, Jand
K)

1 Automate authorization request forms to be available on th provider page of the Hennepin
Health website(Goals A, B, C, D, E, F, G, H, I, J and K)

1 Conduct daily huddle meetings for discussion of specific UM authorization requests and
review of UM policies, procedure and processd§soals A, B, C, D, E, F, G, HJland K)

1 Institute a monthly audit of all staff performing UM functions related to review of
authorization requests (to include clinical review and administrative authorizations)(Goals
A B, CD,E F G, H, I Jand K)
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1 Develop Key Performance Indicates for each UM Review NurséGoals A, B, C, D, E, F, G, H,
I, J and K)

1 Complete IRR audit reviewgGoals A, B, C, D, E, F, G, H, I, J and K)

1 Monitor over- and under-utilization of identified services (Goals A, B,C,D,E,F, G, H, I,J
and K)

1 Work with data teams to identify predictive modelling techniquegGoals A, B, C, D, E, F, G,
H, I, J and K)

Process and Documentation

-(060 5- 00i COAi AAOOEAZEAO OEAO EAAI OE AAOA E
acceptable quality by providing a UM system thancludes inpatient and outpatient review,
alternative care assessment, planning and implementation of case management services

wherever indicated, data collection, evaluation, and reporting.
The UM program includes:

A written description of the program structure;
Behavioral health care aspects of the program,
Involvement of a designated senior physician in the UM program implementation,
Involvement of a designated behavioral health care practitioner in the implementation of
the behavioral health care aspcts of the UM program,
An annual evaluation of the UM program, including provider satisfaction with the
UM processes;
1 UM criteria, including availability of the criteria for enrolleesand providers, along with
mechanisms to ensure consistent applicationfdahe criteria;
1 The use of appropriately licensed health professionals for UM decisions, including the
denial, termination, and/or reduction (DTR) of services. UM decisicmakers base their
decisions on appropriateness of care and existence of coveragedahere are no incentives
for underutilization;
1 The program scope and process used to determine benefit coverage and medical necessity,
including timeliness of UM decisions, information sources and clinical information used to
determine benefit coverageand medical necessity, and notifications to members and
providers;
1 Special attention is given to DTRs including notices, appeal rights notification, and
processes to ensure appropriate handing of all DTRs;
 Regular review of new technologies throughthe HINADPET ( AAT OES8 O 4AAET T 11T (
#1 11 EOOAA 41 #q EO AT i BPI AGAA AU (ATTAPET (AAI G
(AT 1T APET CliieRMedioal Bfficer oversees all utilization of care for Hennepin Health
enrollees and is responsible for reporting enrollee utilzation data and concerns regarding
enrollee care to the Quality Management Committee (QMC). Hennepin Health uses qualified
licensed health professionals to assess the clinical information used to support UM
decisions. The individuals listed by licensure tye below are able to deny or recommend
alternative services within their scope of practice as defined by their state licensing board
and Minnesota Statutes( AT 1T ADET ( AA1 OE 8 O isadivelidkolvedid EAAT |/ /A
implementing the Hennepin Health UMprogram.

= =4 -4 =4
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1 Chief Medical Officer

1 Associate Medical Director;

1 Medical Services Coordinators (registered nurses). These staff can deny a limited number of
services (nonmedical necessity determinations), such as PCA services;

9 Consulting Psychiatrist;

1 Consuting Dentist (through Delta Dental);

9 Other specialty consultants as needed (available through contract).

Hennepin Health also maintains a contracted group of boardertified consultants to

ensure specialty review is available for Utilization Review (UR)aterminations and
consultations as needed. Hennepin Health uses embedded clinical criteria from InterQual,
the gold standard in evidencebased support of clinical decisions, which covers the medical
and behavioral health continuums of care. InterQual guidimes are based upon the medical
consensus and expertise of hundreds of physicians across the United States, and specific
sets of guidelines are available for a wide range of clinical situations. To ensure local
applicability, Hennepin Health physicians cmpare criteria to prevailing community

medical standards.

Utilization Review (Service and Admission Authorization)

(ATTAPET (AAI OEGO POT AAOGO &£ O OOEI EUAOEIT O0OAO
includes pre-service determinations, concurrent autheizations, retroactive authorizations,

and a process for submitting authorization requests. These requests may represent

standard service authorizations, urgent (expedited) service authorizations, retroactive

service authorizations and second opinions. filization Review (UR)determinations are

based upon:

9  Eligibility for services as covered benefits;

Coordination of benefits, if applicable;

Medical necessity based on evideneeased clinical criteria;
Appropriate level of care;

Local community standards;

Consideration of local delivery systems available to the member;
Individual member needs;

1  Provider network access and availability.

= =4 =4 -4 -8 4

Utilization Management Committee (UMC)

(ATTAPET (AAI OE6O 50EI EUAOGET T -HAnBABCEATI A(l fOA 1#0 H d (
AT OT luiiliZa#o® for under- and over-utilization of services, and reviews any unusual
OOEI EUAOETT DAOOAOT O AU POiI AGAG8 (ATTAPET (AA

small group of committee membersat least monthly.Focus meeting analyze utilization
patterns identified by the UMC as eitheunder- and over-utilization or that represent a
new utilization trend. The larger committee meets at least quarterly to review the focus
topics, in addition to other issues identified or requied by regulation. The UMC makes
recommendations from these meetings to the QMC, which meets six times per year.
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Data and Information Sources
Data and other information used to support UM Program decisions and provide analysis of’
the outcome of these deaiions is available from several sources including:

1 HEDIS, the annual data collection and report for the National Committee fQuality

Assurance (NCQA)
9 (ATTAPET (AAI OE6O Al AEIi O PDOT AAOGOGET ¢ OUOOAI
9 (ATTAPET (AAI OEG6O AOOOI i AO OAOOGEAA AAI 1T AAT OAO
T 2APT 000 &£O01Ti (AT1TAPET (AAI OE6O AAOA 1 AT ACAI AT O
with enrollees, practitioners and facilities
Progress notes, care plans anghrollee-specific data documented in the CCMS system
Appeals and Grievances
Cirdan Enrollee Exp@ EAT AA 2ADPT 000 | #%%20qQq AOI I #EOAAT (A
AOOOT I EUAA i O (ATTAPET (AAI OE | #EOAAT EO (AT
Consumer Assessment of Healthcare Providers and Systems survey (CAHPS)
Quiality Performance Improvement Projec(PIP) metrics
'A ET A OADPI OOET C IAfarmatioh Tdchhadgy staff AAT OE S O
9 Other documents and systems as needed (e.g., Electronic Medical Records such as Epic)

= =4 =4

=A =4 =4

On a monthly basis, Hennepin Health tracks and trends the following categories of seesc
with control charting for under- and over-utilization (this list is subject to change):

Outpatient visits;

Dental;

Durable medical equipment;

Pharmacy;

Professional;

Support services including home care;

Transportation;

Emergency department (ED);

Outpatient z pathology, laboratory, radiology, medications;
Inpatient medical, surgical, chemical and mental health, transplant, trauma, & deliveries;
Personal care attendant (PCA);

Outpatient mental health and chemical dependency;
Skilled nursing facility;

Total utilization.

=4 =8 =4 =4 -8 -8 -8 8 -8 a8 g

=

Unusual trends in services are first examined by th€hiefMedical Officer and enrollee-

level data is obtained as necessary. If a variance persists or if there is a broader question,

the datais presented to the UMC, and ultimately the RC, for discussion and

recommendations. Actions are taken based on the available evidence, best practice advice
obtained from UMC and QMC members and the opinion of the Medical Director and other

i Al AAOO T &£ (ATTAPET (AAI OE6O AQGAAOOEOA OAAI 8
Timeliness of UM Decisions

(AT TAPET ( AAl OE 8 OMedicAlGE/i0d9 Goardinators), piamnAcits and

physician reviewers make timely and consistent determinations for all medical and
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behavioral health service authorizations that require clinichreview. They assess the
medical necessity and/or appropriateness of care or services. Hennepin Health conforms to
its policies regarding staff able to make decisions to deny or reduce services. All medical
necessity denials, terminations or reductions a& made by:

1 A physician for medical services,

9 A dentist for dental services,

9 A chiropractor for chiropractic services,

1 A psychiatrist for behavioral health/chemical dependency, and
1 An acupuncturists for acupuncture.

UM determinations are completed and @ammunicated to the provider within the following
required timelines:

9 10 business days for norurgent (standard) determinations;

T xX¢ EI O0Oh T O AO OOCAT Ol U AO Al -sdnicoil 11 AASO
determinations;

9 30 days for postservice (retroactive) determinations.

Actual timeframes for authorization determinations are typically much shorter than these
regulatory timeframes. Hennepin Health has clear policies in place for timely enrollee and
provider notifications for denials, terminations, and reductions, as well as for enrollee
appeal processes.

Satisfaction with the UM Process
Hennepin Health uses information on satisfaction with the UM process from bo#nrollees
and providers. Grievances and appeals are monitored and reviewed for any isssiwith the

UM process. Specific questions in the CAHPS survey related to enrollee satisfaction are also

reviewed. Action plans are developed and implemented as necessary to address areas of
enrollee dissatisfaction.An annual provider satisfaction surve is electronically sent to
primary care providers, specialty providers, and vendors. Hennepin Health evaluates
provider survey results to identify areas of strength and areas with need for improvement.
Action plans are implemented as necessary to addresseas of provider concern(Provider
satisfaction survey results can be found in the Network Management section)

Continuity of Care

Hennepin Health provides for continuity of care forenrollees new toHennepin Health
Continuity of care is a major consideation in the delivery of services and treatment
planning process forenrollees who are transitioning from another managed care
organization (MCO), fedor-service Medical Assistance, or countfunded services. To
ensure continuity of care, Hennepin Healtemploys a number of strategies, including care
coordination, authorization for out-of-network providers, approval of nonformulary
medications and specialized training for Member Services and Medical Administration
staff.

Utilization Management Decision-Making
Hennepin Health uses various methods to ensure consistency in utilization management
decision making.Hennepin Health has implemented daily multidisciplinary huddle
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meetingsattended by all UM nurse reviewers, the UM Intake Nurse, the UM Lead Nuithe,
UM Manager, and théssociateMedical Director. Service and admission authorizations,
complex case management, disease management, along with policies and procedures are
topics discussed at these daily meetings. A goal of the huddle meeting is to eaét and
ensure uniformity in applying criteria, policies, procedures and decisiofmaking. Another
goal is to ensure a multidisciplinary approach to care management foenrollees.
Authorization requests reviewed during this meeting could include enrolleesvith complex
medical and behavioral health conditions, high cost claims, experimental procedures,
transplants, inpatient admissions greater than 30 days and durable medical equipment
requests. Referrals are identified for complex case management and/orrfSummitRe
reinsurance follow up. On average, the team reviews one to three authorization requests
during each session, with documented meeting minutes.

Analysis

The UM Program within Hennepin Health experienced personnel changes during 2016.
New UM staff were hired for the following positionsone (1) Lead Nursethree (3) Medical
Service Coordinators (UM Nurse Reviewers) anohe (1) Triage Nurse. New employees
underwent several weeks of intensive training before functioning independentlyThe Lead
Nurse is responsible for the development of processes for all UM decisions and levels or
care.

With new staff came a renewed focus upon Hennepin Health UM policies gmacedures,
especially concerning the Hennepin Health network and partnershigenrollee were
appropriately steered to network providers when services were available. Wheanrollees
were new to plan or a requested service was not available in network, UN&f authorized
care per the(ransition of Service®and (ontinuity of Carepolicy and procedure.

The UM nurse reviewers referenrollees to available resources within the Hennepin Health
partnership for issues related to homelessness, lack of primaryace follow up, medication
non-compliance, etc. as part of the UM review process.

Data, Analysis and Plan (DAP) charting was adopted by the UM team during fg&hr 2016.
DAP charting allows for comprehensive, thorough and accurate documentation of the
review process for each individuakenrollee when processing an authorization request.

yT AAAEOQGEIT T O1 OEA AAEI U OEOAAI A6 1T AAOET ¢cOh (
staff undergo interrater reliability testing to ensure consistency within the UMreview
process.In December 2016, the Medical Administration Utilization Management (UM)
department completed its annual InterRater Reliability review (IRR) and audit. Four UM
nurse reviewers participated in the review. Eight UM scenarios were chosen froactual
provider requests submitted earlier in 2016 (January and February) in order to ensure
nurse reviewer objectivity. Three of the UM nurse reviewers were hired between March
and April of 2016. The fourth nurse reviewer performed UM review on a paitime basis.

Of the eight scenarios chosen for the IRR, 4 were behavioral health requests and 4 were
medical requests. Two of the eight scenarios were related to inpatient admissions, one
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concerned behavioral health and one involved medical. The remainingsg&re categorized
as follows:

1- IRTS extension

2- In-Reach extensions

1- Skilled Nurse Visit request
1- DME: Wound Vac rental
1- DME supplies: Ensure

The four UM nurse reviewers reached the same conclusions for each IRR case. Variation

between reviewers included choice of the specific guideline used to reach a decision since

)T OAO10AT A COEAAI ETAO AT A¥YT O $(3 AT Ative ATT APET
evidence to approve or deny a specific requested service. Variations existed in Place of

Service (POS) codes used for the service authorization requests as well as in decisions

regarding length of stay (LOS) authorization for inpatient admit reviewsHowever, in each

scenario, the guidelines, POS codes and LOS authorizations were appropriate and fit the

clinical picture for the specific service request.

3AOAOAT DPOI AAOGO OAOEAOQEIT O xAOA 11T O0AA AO xAlI
clarifying or confirming a decision to the claims department and fully documenting contact
information in CCMS notes when the reviewer indicated he/she contacted the provider

with the decision.

Medical Directors involved in utilization managementdecision-making also completed IRR

testing in 2016. All pharmacy reviews received during the test period were reviewed

independently by the Chief Medical Officer (CMO) and the Associate Medical Director

(AMD). The CMO then compared his decisions (recorded on paper copésicoming

AFAPGAOQ xEOE OEA 1 -3$860 AAAEOEIT O j OAAT OAAA Al A
access CCMS information until his decisions had been made. He also did not discuss these

cases with the AMD or the staff pharmacist until after he had made adasion.

Of the first 8 reviews completed, there was agreement on 6 of them. Another 19 reviews
were completed. Of the total 27 reviewed, there was agreement on 25, which is an
agreement rate of 93%.

Both medical directors met to discuss the review EAO x AOAT 60 ET ACOAAT Al
that the AMD had access to more complete information during the test period, such as
DOAOAOEAET ¢ ET &£ Oif AGET1T AOAEI AAT A EOIT 1 (ATTAPD
on CCMS. If the CMO had had that samfrmation they would not have disagreed on one

case. In the other case the AMD consulted Micromedex to find the maximum possible dose

of the drug being requested. The CMO consulted Jp-Date. The 2 references were not in
agreement. A decision was madto use Micromedex as the common reference for future

decisions on pharmaceuticals.

In July, 2016, the UM team began conducting monthly case audits. The intention of the
monthly audits was to measure timeliness and accuracy associated with each case
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reviewed. UM Review Nurses and Office Support staff who performed administrative
authorizations were included in the monthly audit process. Irperson, individual feedback
on audit results for each UM staff member involved was provided each month. These audit
results are part of Key Performance Indicators (KPI) measurements and are tracked
monthly for each UM Nurse Reviewer.

The Medical Administration Department, in collaboration with the Information Technology
Department, developed grocess for documentationin CCMSf inpatient hospital
admissions over 30 days to better identify and follow Hennepin Health enrollees for
complex case management.

In 2016, Hennepin Health completed the process of creating DTR letters with the DHS

approved reason codes in CCMS. Continued efforts to automate specific facets (i.e.,

inpatient review) of the UM process directly in Epic or through an Epic/CCMS connection

was explored with representatives from Hennepin County Medical Center as they are

responsible for maintaining the data warehouse. Further work remains to identify areas of
opportunity. In addition, Hennepin Health is evaluating the need to upgrade its care

management documentation system to be compatible with other system upgrades taking

place countywide.

47 EAAEI EOAOA Al ODBPCOAAA O ¢mpe )1 OAO10AI A ¢
Optimization Project in October 2016. The upgrade allowed the UM Review Nurses and

Medical Directors to evaluate authorization requests for medicalecessity utilizing the

iTOO0 AOOOAT O OAOOCEIT T &£ )T OAOLOAI A8 4EEO ODPAA
such as the ability to identify average length of stay for multiple inpatient categories and

diagnoses (i.e., COPD admissions).

Medical Administration also focused on data analysis farnder-and over-utilization of
specific medical services including:

1 Inpatient admission

ED visits

Clinic/physician visits

Pharmacy

DME

Support services, including PCA

= =4 =4 4 4

Analysis revealed that ED visitsvere trending upward throughout 2016. Amore detailed
review of the ED data revealed that a few Hennepin Health enrollees were responsible for
the majority of ED encounters. The following detail was reported to the Utilization
Management Committee during the November 208 meeting:

The total number ofED visitsat the end of September wa$§,153; 3,829 ED visits were
attributed to the Hennepin HealthzPMAPB T D O1 AOET 1T xEOE (AT 1T APET (A
population having 1,324. Forty-one (41) unique enrollees accounted foB4% of ED
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utilization . There was also a decrease in the PMAP membership, especially between
February, 2016z June, 2016 andseptember, 2016 and October, 2016.

Data analysis also revealed that there was one specific enrollee with a diagnosis of sickle
cell anemiahad with over 140 EDvisits for pain control and mental health management.
After multiple attempts, Hennepin Healthd €édmplex case nursavas able toconnect the
enrollee to appropriate services and resourcesresulting in ED utilization reduction.

Interventions were also developed and implemented for the other high ED utilizers
identified in this report include:

Hennepin Health SNBCEnrollees

1 Verify that Care Guides are following up witlenrolleesafter an ED visit

1 Confirmthe enrollee has grimary care practitioner (PCP) or specialty care
provider

1 An ED action plan is in place

Determine if mental health issues have been addressed by appropriate providsy.

1 Confirmif a referral to Mental Health-Targeted CaseManagementor Restrict
Recipientis needed.

1 Evaluatethe possible need for hterdisciplinary Care Team conference with the
enrollee and his/her provider and care guide.

=

Hennepin Health PMAPEnrollees

1 Review potential high risk cases witlthe Social Service Navigation team

1 Evaluate foran ED InReach referral

1 Confirmthe enrollee has @PCP or specialty care provider

1 If established with a provider, reach out taCommunity Health Worker for follow up
action

1 Refer to Restricted Recipient program

In 2016, Hennepin Health began to identify th data requirements throughout the
company, including data to assist with the evaluation of the UM program and processes.
The UM Manager and Lead Nurse patrticipated in regular meetings with the Quality
department, Data Analytics team, Case and Disease Mgeaent team and the Chief
Medical Officer to identify data types and sources required for regular evaluation. Efforts
were made to identify existing reports that were outdated, not useful or duplicative.

Recommendations and Next Steps

Currently, the UM eam is looking at the process of sending notes to TMG for decisions
related to service authorizations. Consistent documentation of contact information in
CCMS notes is regularly addressed in monthly UM audits with all UM review staff and will
continue to be in 2017.This efficiency was identified as the time the nurse reviewer IRR
was conducted.

Other new initiatives to be implemented in 2017 to support he UM plan includes
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1 The UM Manager and Lead Nurse will work collaboratively with Quality Management and
the Data team to monitor over and under-utilization for Hennepin Healthz PMAP/MNCare
and Hennepin Healthy SNBCor the following clinical indicators:

0 Medical and Behavioal Health Inpatient Admissions

0 Medical and Behavioral HealtHED visits

0 Medical and Behavioral Healtt80 day re-admissions

o Dental visits
Processes will be developed to address issues identified through this analys&egular UM
Focus Meetings will be heldo develop interventions and track outcomes related to changes
made to the UM process in relation to the above noted indicators/thresholdslennepin
Health will also work its partners and external resources such as HCMC, RISE, etc.
Continue monthly auditsof the UM process, both clinical and administrative reviews
1 Work in conjunction with the Project Management team in vetting a suitable replacement

for the current CCMS software.

a. Include identification of areas for automation of the UM process, available
b. Ensure that new software is able to support robust data analysis of the UM process
to include provider network status and the ability to capture the impact of the UM
process (i.e., dashboard)

9 Identify opportunities to continue work with the Marketing team in the adoption of an on

line authorization form to facilitate and improve efficiencies with the authorization request

process.

=

Topic: Hennepin Health Service Authorizations and
Denials/Terminations/Reductions

Description

Hennepin Health requires approval for some services to be covered. Thigéderred to as a
service authorization. Approval must be obtainedprior to the enrollee receives the service
or before Hennepin Health willallow reimbursement. Hennepin Healthalsoreceives
authorization requests for services that were completed without having received the prior
authorization from Hennepin Health. This isknown as®etro authorization.6There are a

few services which require concurrent review which is a review to dermine extending a
previously approved, ongoing course of treatment or the number of treatments. Concurrent
reviews are typically associated with inpatient care, intensive outpatient behavioral
healthcare and ongoing ambulatory careAll medical service aithorization requests are

reviewedby( A1 1 ADET (AAl OESGO S5OMEHUAOEI T - Al ACAI Al ¢

Hennepin Health is equired by the Minnesota Department of Human Services (DHS) to
issue a Demal/Termination/Reduction Notice (DTR) to Minnesota Health Care Program
enrollees whenever a determination is made to deny, terminate, or reduce a request far
service oraclaims payment.Enrollees may choose to appeal these decisions; hence, appeal
rights outlining the appeal process are included with the DTR notice. DTR&d its contents
are highly regulated with the process carefully monitored by DHS.
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Program Activities P lanned for 2016
9 #1101 D1 AOCA OEA AOOI I ACEIT T&£ Al $42 1A00OA0O

-AAEAAT 1 AT ETEOOOAOQET 1 fGOalsiai#B; QD,EFOEHEDAOQET 1
and K)

1 Develop and implement Key Performance Indicators (KPIs) metrics to monitor the
performance of the CCMS system in creating authorizations and DTRs notices
(GoalsA,B,C,D, E, F, G, H, I,Jand K)

1 Training of all UM s&ff on the audit processand requirementsfor the DTR letters
(GoalsA,B,C,D, E,F, G, H, I,Jand K)

Process and Documentation

(AT 1T ADPET utizAtidr révievd (OR) processfor service and admission authorizations
includes pre-service determinations, concurrent authorizations, retroactive authorizations,
and a process for submitting authorization requests. These requests may represent
standard service authorizations, urgent (expdited) service authorizations, retroactive
service authorizations, and second opinions. UR determinations are based upon:

1 Eligibility for services as covered benefits;

Coordination of benefits, if applicable;

Medical necessity based on evideneleasedclinical criteria;
Appropriate level of care;

Local community standards;

Consideration of local delivery systems available to the enrollee;
Individual enrollee needs;

1  Provider network access and availability.

= =4 =4 48 8 -9

When Hennepin Health makes @etermination to either deny, terminate, or reduce a
service, a telephonic or an electronic (fax/email) notification must be provided
within one working day after making the determination to the attending health care
professional and hospital and a writtennotification must be sent to the hospital,
attending health care professional, and enrollegNoticesmust include an explanationof
the appeals processEnrollees and treating physicians must receive written notification of
their right to submit written ¢ omments, documents or other information relevant to an
appeal.Hennepin Health uses the DH&pproved notice language on the back of dllTR
letters along with appeal rights information. The appeal process must gx{ain the
expedited appeal process for urgenpre-service or urgent concurrent denialsAll notices
are created through the CCMS system and are generated from the denied authorization.
Letters are then created and sent to the authorization team for review and editing
purposes. If approved, letters ee mailed out the same or next business day. In addition to
the appeal rights and state fair hearing information, the DHS contract requirements
requires the DTR Notices tanclude these components:
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T Language block to notify enrollees with limited English pficiency to contact
(ATTAPET (AAI OEGO #0001 i A0 3AOOEAA &£ O AOO
1 Must be at a seventh grade reading level;
T Must be in letter format provided by DHS and include a statement of what action
Hennepin Health is taking, ad the date on which the action shall become effective;
and
1 Contain information about the type of service and the category of denial specific to
the case along with the DHS approved reason codes.

Hennepin Health must submit to DHS a quarterly DTR report vith contains the elements
in the format identified by DHS. This report is due on or before the 30day of the month
following the end of the quarter, for all DTRs issues in the previous quarter. This report
must include DTRs issued by the Medical Administration Department as well as any claim
DTRs.

Analysis

The CCM®ptimization Team continued to revew the authorization and DTR process in

conjunction with our new claims vendor, TMG to improve ways to increase functionality of

our software programs.The DTR team is an important component as they are responsible

for reviewing the products which CCMS mduces.Hennepin Health used metrics called Key
0AOEI Of ATAA )T AEAAOI 00 j+0)5806q Oi 1 AAOGOOA A& O
AOOET OEUAOEIT T O AT A $42808 4EA - AAEAAI ' AIETEO
meetings and discussions to ensure that thBTR team members were familiar with their

role in the process. In 2016, all UM staff was trained on the audit process for the DTR

letters. The goal was to achieve 100% accuracy with all DTR letters. Hennepin Health

monitored the authorization process andimeliness. The service authorization/DTRTeam

reviewed the process to ensure thaall enrollee/ provider communication and training

were accurate and upto-date.

Service Authorization and DTRAnalysis

In 2016, there were 6,115 service authorizationgrocessed and created by the Pharmacy

Manager and Medical Administration staff1,561 were pharmacy requests, and 4,554 were

medical requests. For medical requests there were 2,582 inpatiehbspital admissionsand

1,972 service requestdor suchservicesas out of network (e.g. pain clinics, pool therapy)

IO OEAO AOA AAT OA OEA OEOAOEI 1T AO j A8C8 AEEOI D
EOOOAA8 |/ £ OETI OAh oxx xAOA DPEAOI AAUh pgx xAOA
miscellaneous denied serice authorizations.

The dlotted time frame to makea decisionon an authorization requestper MDH Statutes

and the DHSontract is 72 hours for an expedited request10 business daydor standard

requestand 30 days for retraspective request In 2016 Hanepin Health averaged 2.45

days for standard authorizatiors and 3.68 days for retro authorizations.

The HennepinHealth PMAPpopulation is subject to a closed network for most services,
though exceptionrequest may be granted due to lack of access andahability of the
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provider or service. Exceptions include prior authorization of services with a referral from

a Hennepin Healthpartner provider or authorizations granted due to lack of availabilityof

the service or physician specialtyn-network. Hennepn Health follows an access and

availability policy and procedure when these situations arise. In 201,6here were 128

DTRs issued for ouof-network services that could have been provided in network.
(ATTAPET (AAI OESO DI 1 E Aiksidn©thaldre leSsAMAE2A kourdih | E T
length to determine if they are appropriate for inpatient admission versus observation

admissions using InteQual. The Hennepin Health Utilization Review team and Chief

Medical Officer/Associate Medical Directors deied 125 inpatient stays which were then

approved as an observation stay. In 2016, inpatient and observation stays amounted to 125
$4280h xEEAE EO pob 1T £ OEA OI OA1 101 AAO T £ $4
Hennepin Health submitted to DHS a quarterly DTR repoim the format as required by DHS on or
before the 30" day of the month following the end of each quarter in 2016 for all DTRs issued in the

previous quarter. The Claims Manager is responsible for this process and submits the report to DHS
as required.

Remmmendations and Next Steps

In2017,( AT T APET (AA1I OEGO 5- OOA mEoppodnitytoAT T OET OA
automate processes, as well as toeducateHennepin Healthstaff on UM In 2017, the

Hennepin HealthMedical Administration CCMSptimization Team will continue to work of
automating more DTR Notice requirementan CCMSwith the goal of having all DTR reason

codes automated. The CCM3ptimization Team will also continue to review the

authorization and DTR process in cordination with the claims vendor, TMG to improve

ways to increasethe functionality of our software programs. The ultimate goal is to have all

the service authorization forms automated via Epic othe provider web page for our

Hennepin Health partner providers.

Hennepin Healthwill use metrics to measure volume, accuracy, and timelinesat team
meetings, he Medical Administration Department will discusshe DTR process and
requirements to ensure that the DTR teanis familiar with its role in the processHennepin
Health will monitor the authorization process, timeliness, and review the process to ensure
that provider communication and training are accurate and ugo-date. In addition,
Hennepin Healthwill evaluate and summarize all DTR and authorization patterns
throughout 2017.

Topic: CCMS Optimization Project

Description

Clinical management software systems provide a solid platform with clinical content and
authorization capabilities to assist health plans in delivering optimal care management
while maximizing its resources. The integrity of the clinical content enables laéth plans to
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make decisions that are founded on evidenekased clinical standards of care, align with
case and disease management practices, and meet accreditation and regulatory standards,
including HIPAA regulations. It allows better coordination of cag through automation and
effective communication and integrates data at key points in the workflow while providing
an audit trail.

Hennepin Health uses a clinical management software system, Coordinated Care
Management System (CCMS), for its utilizationanagement review, disease management
and case management activitiesinterQual® Coordinated Care Content is the clinical
content embedded in CCMS that supports utilization management reviews and complex
care planning.

Program Activities Planned for 2016

1 Continue to implement strategies outlined in the CCMS Optimization Plggoals B,
D,Eand F)
9 Staff education on new CCMS features and protoc@{Soals B, D, E and F)

Process and Documentation

Hennepin Health uses CCMS to support and document utilizatioeview and care

AT T OAET AOETT AAOEOEOEAOS | BT OOOT EOEAO O1 1A
current are always present. In 2014, Hennepin Health engaged Axis Point Health Care to

complete a comprehensive analysis of CCMS to ensure the tool isngeully optimized.

Hennepin Health, with the assistance of a designated team, continued to use this analysis to

foster the CCMS optimization plan in 2016. Projects were prioritized to deliver the greatest

OA1 OA AT A xEAO xEIIl Ashwwes. £EO (AT T APET (AAI OEG
In 2016, Hennepin Health was informed by Axis Point Health that they would not be

supporting CCMS beyond this current version. Additionally, CCMS could not be supported

by Microsoft Windows 10 which Hennepin County IT will be disseminating to atlounty

departments in 2017. With this new information, the decision was made to focus the CCMS
improvement activities on automation and improvement of workflow with minimal

resources used on CCMS development since CCMS will need to be replaced in theuella

near future. The CCMS Optimization Team is comprised of Hennepin Health Medical

Administration and Hennepin County IT staff.

Analysis

In 2016, two new Hennepin County IT staff joined the CCMS Optimization Team as the
previous IT staff had transiioned to other county projects. Hennepin County IT new
support staff worked closely with Hennepin County IT past support staff to transfer
process knowledge for future upgrades. This delayed the work of the CCMS Optimization
Project. The upgrade includedn upgrade to the testing environment, performance testing,
data validation, and interface functionality testing. After business owners approved the test
environment, the upgrade was installed in production where testing was again performed.
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Following the acceptance of the testing and business signoff, the project was considered

completed and successful by the Hennepin IT staff.

A4EA ##-3 1 DPOEI EUAOEIT xT OE EO OECGI EZEAAT Ol U E
needs and regulatory requirements. Theseew features aide in standardizing

documentation, ensuring documentation is readily accessible for continuity of care, and
standardizing reporting. Many paper forms and spreadsheets have been replaced. This has

improved accuracy, business continuity, and wiflow processes. Staff report high levels of
satisfaction with the new CCMS tools.

In 2016, the CCMS optimization team worked on these projects:

1 Automatization of more DTR letters in CCMS;

Defining and cleaning up CCMS Note Types/Reason Codes;

#1 1 D1 AGET ¢ Al O/ OAO om $AUO (1 OPEOAI EUAOQGEI

Managing the CCMS upgrade to v5.6.6 from v5.6.5

Managing the upgrade from InterQual 14 to InterQual 15

Modifying the daily authorization files to eliminate the sending of pending

authorizations to TMG

1 Modifying the daily authorization files to send CCMS Alternate ID (Facets
SubscriberID) which fixed issues for enrollees who had PMI changes and a number
of claims that were waiting to be paid due to pending authorizations;

1 Modifying the transportation authorization file to stop sending authorizations for

Bus Passes

Developing a CCMS Glossary Report for Medical Administration staff;

Developing a report that takes a daily snapshot of authorization data in case the

night file process fails;

1 Managing the testing and loading of all new regulatory codes for CCMS from
AxisPoint Health;

1 Identifying and fixing an issue with TMG Provider files to send proper statuses of
Providers and Facilities in the Hennepin Health network.

1 Managing the CCMS upd for the rebranding name change of Metropolitan Health
Plan to Hennepin Health

= = =4 4 A
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in order to create a unique glossary term that expands into a template for note
creation; and

9 Building a process for CCMS interfacing with TMG, Navitus and other data Hennepin
Health receives from vendors or providers.

Recommendations and Next Steps

In 2017, Hennepin Health will issue a Request for Proposal (RFP) to replace the current

CCMS sytem as the current system will not support the Microsoft Windows 10 application.

The initial planning phase will begin in 2017 with requirements being identified for a new

O £FOx AOA POI COAi xEEAE xEIil 1 AAO (ATT AmeET ( AA
new system will start by fourth quarter 2017 or by first quarter in 2018. In 2017, Hennepin
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Health will continue to make improvements to help automate processes, such as
developing E forms for service authorization and referrals, until the new systensi
implemented. Below is a list of processes that will continue to be developed in 2017:

T

Continuing the automation of authorization forms and denial, termination, and

reduction (DTR) letters to improve efficiency in sending appropriately formatted
communicaions to enrollees and providers.

#1171 OET1 OET ¢ O ET AT OP1T OAOGA (ATTAPET-in( AAl OEG
guidelines for staff to access relevant guidance within the system.

Reviewing and revising existing letters to streamline the available dns, ensuring

that information is current.

)T OAOGOECAOA bpi OAT OEAI Oi 1 OOEI T 0 O1 OOEI EUA
letters from CCMS.

Continue standardizing of the glossary terms to ensure consistent documentation.

Glossary terms allow usergo quickly create notes and record information in the

system.

Replacing paper forms and spreadsheets with electronic tools which will capture

information more efficiently in the system and allow standardized reporting.

Develop a plan to incorporate the pescribing provider and address in the pharmacy

claims.

Develop a plan to customize criteria in the system.

Continue to work on X12 (EDI) feed of authorizations to automate the authorization

process.

Topic: Pharmacy and Therapeutics Committee

Description:

Hennepin Healthensures that its procedures for pharmaceutical management promotes
the clinically appropriate use of pharmaceuticals. Hennepin Health follows the IC 6 O
Standards and Guidelines for the Accreditation of Health Plans UtilizaticStandardUM 12:
Procedures for Pharmaceutical Managemewhich provides the foundation for this
endeavor.

Program Activities Planned for 2016

T

Collaborate with Navitus to maintain compliance with the NQA Utilization
Standard UM12: Procedures for Phamaceutical Managemen{Goals A, B, C, D, E, F,
G, H, I, J and K)

Process and Documentation

Hennepin Healthand Navitus Health Solutions, the Pharmacy Benefit Manager (PBM),
maintain pharmaceutical management policies which specify the criteria to be usehen
making pharmaceutical management decisions about such issues as pharmaceutical classes
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or formularies. To inform pharmaceutical decisions, Hennepin Health and Navitus Health

Solutions use clinical evidence from external sources, as appropriate whichasninclude

Cl OAOT i1 AT O ACAT AEAO AT A 1T AAEAAT AOOI AEAOGETT O8
Therapeutics (P&T) Committee involves clinical pharmacists and appropriate practitioners

in these decision making processes.

Hennepin Health is dedicated to maintaimg and improving the safety of clinical care and
services provided to our enrollees. Hennepin Health has a process to identify and notify
enrollees and prescribing practitioners affected by a Class Il drug recall or voluntary drug
withdrawals from the market for safety reasons. This process is completed within 30
calendar days of the Food and Drug Administration (FDA) notification. If a Class | drug is
recalled, there is an expedited process to promptly identify and notify enrollees and
prescribing practitioners impacted.

Analysis

On January 1, 2016, Hennepin Health began a new vendor relationship with Navitus Health
Solutions.Hennepin Health and Navitus worked through the P&T Committee to blend the
previous formulary options with clinically effective andcost effective options under the

new PBM.P&T Committee consists of actively participating physicians, staff physicians,
pharmacists, administrators, and other health care professionals and staff who participate
in the medication-use processP&T Committee meets quarterly for approximately an hour.

In addition, the P&T Committee discussed and approved the prior authorization list, step
therapies and quantity limitation for the medications reviewed. The group also performed
a drug class reviewDHS formulry options, drug pricing/rebates and member impact are
also considered in the review of medications. The Committee reviewed the insulin drug
class in the December meeting.

The P&T Committee met four times in 2016in March, June, September, and December.
Minutes were recorded, reviewed and approved at each meeting. The goal of meeting four
times in 2016 wasachieved

Hennepin Health did communicate the pharmaceutical procedures with the network

practitioners annually and when changes were made. HennepinA A1 OE8 O &I Oi O1 AOU
prior authorization process, exception process and the process for generic substitution,

therapeutic interchange and stepfOEAOADU DBOIT 01T AT1 O AOA AOGAEI AAT A
website. This information is also provided to the enrolles per the enrollee handbook.

%l OT 11 AAO AOA AAIT A OiF 1T AOAET EIT &£ Oi AOGETT OACA
processes by calling Member Services Department as well.

There were no safety drugs recalls for Class | or Class Il medications nor wereréhany

drug market withdrawals in 2016. Hennepin Health and Navitus has implemented a system

to calculate morphine equivalents between medications as part of enrollee safety and in

response to the opioid crisis. This has proven to be a very effective tas it does not allow

the network pharmacists to do drugoverx OEOA O &1 O 1T PET EAO8 (AT 1T APE]
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effort of state government addressing seven strategse primary prevention, opioid
prescribing, neonatal abstinence syndrome, medicaticassisted recovery, prescription
monitoring program, access to naloxone, and prescription take back opportunities.

Hennepin Health established a goal of adding pharmacista@ physicians to theP&T
Committee by the end of the year for broader provider network participation Efforts to
expand committee membership included outreach through the Provider Bulletin
distributed by the Provider Relations team and networking through nadical and
pharmaceutical staff. Candidates were reviewed for qualifications, interviews were held
and references were consultedThe committee added four new individuals by the end of
the year in additonto( AT T AP ET partAinriel AGsBcia® MedicaDirector.

Recommendations and Next Steps

The P&T Committee will continue to meet four times per year and strive to appropriately
follow a quarterly framework. Hennepin Health continues to add formulary drugs that are
therapeutically appropriate and costeffective. Hennepin Health strives to make drugs
available to treat conditions of the unique populations served by Hennepin Health. In 2017,
Hennepin Health will continue to focus on operational effectiveness, regulatory soundness
and cost containment.

Hennepin Health will identify and notify enrollees and practitioners of any Class | and Class Il recalls or
voluntary drug withdrawals. Practitioners and enrollees will continue to be informed of any changes to
its formulary or pharmaceutical management pedcires through the website and enrollee materials.

Topic: Restricted Recipient Program

Description

The Restricted Recipient Program is a State guided program that identifies enrollees who

AAOGOA 1T O I EOOOA EAAI OE AAOA OAOOEAAO AT ATI O b
Restricted Recipient Program follows the standards as outlined in Minnesota Rylsection

2165, subpart 2 (B), (C) and subpart 10b . The restriction process requires the managed

care organization (MCO) to identify enrollees or respond to referrals of individuals who

have been flagged as potentially abusing Medical Assistance (MA) béts. Once identified,

AT AT OIT 11 AAGO OOEI EUAOEIT EO OEI Ol OCEI U OAOEA
Recipient staff. Enrollees who meet criteria for the Restricted Recipient Program are

restricted to one hospital, one pharmacy, one primary careioician and clinic for a period

of twenty-four (24) months of MA eligibility for the initial restriction period.

Restricted enrollees whose utilization patterns continue to meet criteria are reviewed for
re-restriction for an additional thirty -six (36) months of MA eligibility. Rerestriction must
occur before the initial twenty-four (24) months elapses or the restriction begins as a new,
initial restriction period and the coordinator can only restrict for twenty-four (24) months.
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Enrollees are placed in the Restricted Recipient program for multiple reasons. Typical

causes for restriction include repeatedly seeking care in an emergency department for non
emergent conditions, receiving medical care for the same condition from multigl

providers, or obtaining the same or similar medications from various providers and filling
prescriptions at different pharmacies. Other reasons for restriction include forgery or

changing a prescription, misusing transportation benefits or using anothdd AOOT 1 6 0 EAAI
care identity.

Program Activities Planned for 2016

1 Assist Restricted Recipient enrollees in using health care services appropriat€F,
C,D, E, G, H, |, and K)

1 Restricted Recipient Program is in compliance with state and DHS regulat®e(B, C,
D, E, G, H, |, and K)

Process and Documentation

Top enrollee utilizers of health care services are reviewed each quarter by the Restricted
Recipient Coordinator and the Clinical Lead Registered Nurse (RN) to determine if the

AT OT 11 AA &iges tA thrEsAddE recdOmmended for restriction by the Chief Medical
Officer and Associate Medical Director. Utilization is reviewed using severgliarterly

reports produced byHennepin Health Analytics staff fothis purpose. The reports
summarize medicalclaims and pharmacy use. The Restricted Recipient Coordinator
researches enrollees with a pattern of abuse or misuse. For example, enrollees with newly
diagnosed conditions such as cancer or another chronic condition may appear on the
reports as a high uilizer. Using analytical tools, the Restricted Recipient Coordinator is able
to ascertain the underlying cause in such cases. The Coordinator is also able to identify
enrollees who are paying cash for controlled substances through the State Prescription
Monitoring Program (PMP). All of this information is gathered and collated to create a
clinical picture for the Clinical Lead RN to review and determine if restriction is
recommended.

The Restricted Recipient Program relies on multiple informational systas to perform this

activity including MN-ITS, MMIS, CCMS, Navitus, and the PMP. For PMAP enrollees the

Coordinator is able to research utilization in EPIC. Other sources utilized in this process

include the daily Emergency Department report and accessifgl OT 1 1 AA6 O OOEI EUA(
ET £ Oi ACETT AU ATii Ol EAAOEI ¢ xEOE OEA AT OTl11A
Once notified of restriction, the enrollee is asked to choose a Primary Care Physician, clinic,

El OPEOAT AT A PEAOI AAU xEOEET ( AprdvidessBfithe( AAT OEG
enrollee does not select a provider, they are assigned one based upon the best information

available to the Restriction Coordinator. Once the restriction is in place, the designated

Primary Care Provider manages the referrals to specislcare and nondesignated

providers.

The Hennepin Health Restricted Recipient Coordinator collaborates with care guides, care
coordinators and community health workers (CHW) regarding restricted members.
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Enrollees are educated on when and where to get @athrough literature, enrollee events
and the counsel of the Restricted Recipient Coordinator.

All new care coordination staff are trained on the basics of the Restricted Recipient
program and their role responsibilities. They work closely with the Restited Recipient
Coordinator in helping the enrollee to better manage their utilization. Care guides, care
coordinators and CHWSs are essential in coaching and encouraging enrollees to work with
their Primary Care Physician in managing their medical and/or beavioral health
conditions, determining what prescription medication is needed and proactively
addressing health concerns.

Improvements and changes in 2016

In 2016, a dedicated CHW was assigned full time to the Restricted Recipient Program. The
CHW carres a full caseload of the Hennepin Health Restricted Recipients, works under the
supervision of the Clinical Lead RN, and responds to the daily work demands of the
program. The Clinical Lead RN is then available to perform more clinical tasks and other
job responsibilities across the Medical Administration Department.

In 2016, the Restricted Recipient staff were trained on the new Pharmacy Benefit Manager:
Navitus reports. With the new PBM in place, there was an opportunity to redefine
pharmacy reporting parameters to more accurately pinpoint utilization for the program.
There was an adjustment period where the staff were looking at duplicate reports until

they were comfortable that the new reports captured the correct information.

Analysis

In 2016, Hemepin Health reviewed and analyzed a variety of reports to identify enrollees
who may be appropriate for restriction including:

1 Daily Emergency Department Report: Identified enrollees with recent emergency
department visits and hospitalizations

1 RDUR Repor{Retrospective Drug Utilization): Reports from the Pharmacy Benefit
Manager Navitus on the last 4 months of pharmacy utilization of controlled
substance, including multiple prescribers and unique pharmacies threshold,
identified prescribers based on unige NPI.

1 Fraud and Abuse Report: Identified enrollees with high narcotics fills from multiple
pharmacies and prescribers (high utilization is defined as eight (8) or more
controlled substances).

1 Referrals from DHS, providers, care coordinators, Quality Defiment nurses and
other Hennepin Health staff.

The Restriction Coordinator collated the report data with other clinical data and created a
summary for the Clinical Lead RN to review. The Clinical Lead RN reviewed the data and
made a determination on the pattern of health care utilization. The Clinichlead RN
presented the case to the Chief Medical Officer or the Associate Medical Director which
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included her recommendations to restrict or not restrict. This process and the decision is

N s o~
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The recommendation to conduct InterRater Reliability testing was evaluated and deemed
to be redundant given the changes made to the Restricted Recipient Program. IRR is built
into the workflow of the Hennepin Health Restricted Recipient Program through the
addition of the CHW. Work originated from the data compiled by the CHW to be evaluated

by the Clinical Lead RN with the Chief Medical Officer
the final decision to approve or dismiss.

or Associate Medical Director making

In 2015, DHS implemented a process mhich DHS could potentially impose fines of up to
$5,000 per incident that could be incurred by all MCOs for paying claims outside of an

Z A N £ 0~ A
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team in 2015 and developegrocesses and workflows to ensure restrictions are properly
locked in with the restriction information documented in the relevant systems such as
CCMS, MMIS and TMG claims. Processes were implemented to verify that the appropriate
restriction information was documented in order to catch any potential missteps. No fines
were levied against Hennepin Health for inappropriately paying claims in 2016.

Hennepin Health continued to deny facility charges for noemergent care provided at an
Emergency Department ér restricted recipients. The noremergent status is initially
determined by applying the Utah Medicaid Table of Authorized Emergency Diagnoses list.
Hennepin Health does not apply this limitation to professional fees. Providers can appeal
by submitting additional medical information to support the claim. Submitted medical
records are reviewed and evaluated for presenting symptoms. The review applies a

prudent layperson standard, considers the time of day
upholding or overturning the initial ED denial decision.

and the day of the week before

The graph below compares the last two years of Restricted Recipient cases that have been
opened at Hennepin Health. The number of enrollees in the Restricted Recipient program is
showing a decrease in 2016 compared t8015. This is likely due to an overall decrease in

enrollment across all products at Hennepin Health.
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Recommendations and Next Steps

The Restricted Recipient Program will continue following the Universal Minnesota
Restricted Recipient programprocesses and guidelines. The program will continue to use
the team approach which has proven to be thorough and successful throughout 2015 and
2016, incorporating the checks and balances process to ensure appropriate locking in of
AT OT 11 AAGS Gictddlprovidl&sh Rezontndr@adions for 2017 include:
1 Process mapping: maintain and update process mapping as needed
1 Reporting: continue to evaluate existing reports and develop new reports as we are
able, to leverage automated features and optimize techragy, especially as the
organization is looking to upgrade or replace the electronic case file CCMS
1 Prepare and evaluate resources that will be needed for the projected expansion of
the PMAP population
1 Continue to evaluate paid claims that are flagged as{entially being paid outside of
AT AT OI11 AAG6O OAOOOEAOAA DPOI OEAAOO
1 Continue to strengthen the partnership between the Restricted Recipient team and
Claims to be able to problem solve issues and innovate solutions around the
Restricted Recipient program.

Topic: Complex Case Management

Description

The Minnesota Department of Human Servicg®HS) contracts with Hennepin Healtho

provide comprehensive, costeffective managed care health services #nrollees. The

purpose of( AT T ADET C¢mbléxiCasE Mahagement Program is to decredbe

fragmentation of healthcare service delivery, facilitate appropriate utilization of available

resources andto optimize enrollee outcomes through education, care coordination and

advocacy services The @mplex Case Managemeneaim is comprised of experienced

registered nurses whoreview the enrolleed O | AAEAAT h DPOUAET O AEAT Al
make appropriate referrals,monitor outcomes and follow up as needed.

Enrollees with complex health care needs represent a small but growing sector of

(ATTAPET (AAI OE8O pPi DOI ACEI T8 (AT1TAPET (AAI OE
conditions are likely to have more hospitalizations and emergency department visits due to
complications associated with a poorer quality of lifeCase management is a set of activities

or interventions designed to assisenrollees and their support systems in managing their

complex medical conditions and related psychosocial problems more effievely. Hennepin

(AAT OEGO #1101 Pl A #AOA - AlimboveindHeddth Qa@s ot OATI 6 O CI
enrollees through better management of their medical conditionand reduce the need for

medical servicessuch as hospitalizations and emergency departmenisits. The key

components of the Hennepin HealtlComplex Case Management Prograimclude:
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Identify enrollees requiring coordination of services to improve healthcare
outcomes and quality of life;

Provide value to physicians and patients by facilitating ce;

Increaseenrollee knowledge of their disease condition;

Reduce inpatient hospitalizations, hospital bed days and emergency room Vvisits;
Work collaboratively with the healthcare teammembersinvolved inthe AT OT 1 1 AA8 O
care in case management to ensuréé¢ development of appropriate care plans;
Increaseenrollee adherence tothe mutually agreed plan of care with their
physician;

1 Effectively advocate for the needs aénrollees; and

1 Increaseenrollee satisfaction.

= =4 -4 4

=

Program Activities Planned for 2016

1 Utilized the monthly report generated by claims to identify enrollees that have a
chronic complex disease and would likely benefit from case managemeg@oals A,
B,C,D,E F, G, H, I JandK)

1 Provided training to all Medical Administration staff and Cae Guides on how to
identify enrollees and how to refer to Complex Case Managemgf@oals A, B, C, D,
E,F, G, H,1,JandK)

1 Developed specific cases for complex case management within CCMS to assist in
reporting data and collaborate with Information techrology (IT) for optimization of
CareEnhanced Clinical Management Software (CCM6Gpals A, B,C,D, E,F, G, H, |, J
and K)

1 Worked collaboratively with enrollees of the healthcare team and oureinsurance
company,Summit Re, to facilitate appropriate utiization of available resources and
optimized enrollee outcomes through education, care coordinatiofGoals A, B, C,

D, E, F, G, H, I, JandK)

1 Assessed the risks and needs of each enrollee, identified and monitored their health
care needs, eliminated obsteles to receiving care, navigated the health care system,
and identified and located resources in the community to ensure optimal outcomes
for the enrollee and cost effectivenes§Goals A, B, C, D, E, F, G, H, |, J and K)

1 Conducted huddle sessions with thenedical director, pharmacist, and behavioral
health nurses for enrollee issues, program enhancements, or reviewing rei@ine
data for improving enrollee interventions and community resourceg§Goals A, B, C,
D, E,F, G, H, I, Jand K)

Referred eligible enollees to SummitRe who met the criteria for reinsurancéGoals
A B CDE,F G,H,I JandK)

Process and Documentation

(AT T APET CgmpléxiCasE Bladagement Program provides coordination of care and
services forenrollees who have either experienced a critical event or have a chronic
illness(s) that requires extensive resources. The complex case manager navigates the
health care system facilitating the appropriate delivery of care and services with an

Submitted to DI$ May 1, 2017 179



ultimate goal for the enrollee to regain optimum health or improved functional capability,
in the right setting and in a cost effective manneComplex case managers review the
AT ol 11 AA8O Al ETEAAT ATTAEOQEIT AT A DPOUAET Ol AEA
resources;make appropriate referrals and conduct ongoing monitoring with follow up as
needed. Distinguishing characteristics of the typical Hennepin Health candidate for
complex case management include:

1 Complex and/or severe illness(es)/condition(s);

1 Intensive levd of management neededand

1 Extensive utilization of resources needed to regain optimal health or improved

functionality .

Identification Process

Hennepin Health identifiesenrollees with a chronic disease(s) who are eligible to participate
in the Complex Case Managememrogram(s). During the identification process, referral

sources areused to establish criteria to recognize a potentiatomplex case management

opportunity. A combination of data sources are utilized for targeting potentiakenrollees to

assist in identifying enrollee needs in order to implementenrollee specific interventions and

services as soon as possible. Complease managementenrollee identification may come

from the following sources:

1. Health Claims Processing System Reports
Hennepin Health will identify claims and encounter data that relate to disease
conditions for new and existingenrollees on a monthly basis. Belows a list of
complex and/or severe illness(es)/condition(s) conditions that would be
considered forcomplex casemanagement and are captured it AT T ADET ( AAT OE¢Q
claims report.

a. High Cost Pharmacy

Burns, trauma with prolonged hospitalizations

ESRD/ dialyss

Transplant

Oncology

Severe Cardiomyopathy

Premature Infants <24 weeks

HIV/AIDS

Severe and persistent mental illnesses (SPMIs)

Se@ 0 o0C

2. CareEnhance Case Management System (CCMS) Reports
These reports are generated monthly to identify if new data has been documied
to indicate the diagnosis of the specific chronic disease for new and existing
enrolleeO 8 ##-3 EO (ATTAPET (AAI OES8O AAOGA 1 AT A
complex utilization management, within the Medical AdministrationDepartment.

3. Utilization Management Reports
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Utilization management reports dentify enrolleeswith multiple conditions,
multiple hospitalizations, frequent ER visits, and pending referrals to numerous
specialists.
a. Prospective, concurrent and retrospective reviews oh T OT Tdurdolk 6 O
medical equipment (DME) requests and service utilization
b. Daily emergency room and irpatient admission and discharge reports from
contracted hospital systems
c. Daily nursing home rehabilitative admission and discharge reports from
contracted providers
Transitional care coordination requests
Hospital Readmissions within 30 days
Facility Readmissions within 30 days
NICU Bed Days
Multiple ER visits
Greater than 30 day report

S@ oo

4. Health Risk Assessment Reports

a. Hennepin Health- PMAP uses a Life Style Owgew (LSO) for a health risk
assessment. The LSO results are evaluated annually émrollees who are at
risk of or report a chronic disease condition.

b. Hennepin Health- SNBC uses the Health Risk Assessment (HRA) tool to
identify enrolleeswho have comple needs.

c. Quality of Life surveys completed upon assessment of neamrollees by home
care nurses identifying undisclosed chronic disease(s) conditions, if
applicable.

5. Practitioner Identification
Hennepin Health uses data provided by practitioners to determiné enrollees meet
eligibility criteria and are in need forcasemanagement.
a. ldentification of enrollees from primary care providers, clinic staff, client
organizations, or vendors communicatd to complex utilization managers via
EPIC, secure email, SharePoint, telephone call or letter
b. Hennepin County Medical Center EPIC electronic medical record system

6. Seltreported by the enrollee or caregiver

Case Managers may receive information fromneenrollee or their caregiver
regarding the Health Risk Assessment (HRA) and Lifestyle Overview (LSO) results
or other clinical information to begin the CM process.

a. Member Serviceg enrollee reported health care needs

b. Welcome or Engagement calls witlenrollee.

c. Hennepin HealthEnrollee Events.

d. Hennepin Health Marketing Department presentations at hospitals, clinics,

vendors, community partners and community events.
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7. Information provided by the enrollee’'s clinic and community based care
coordination team ard care guides.

The determination of eligibility involves aninAAD OE A OAIT OAOEI T 1T &£ OEA Ai
by assessing relevant, comprehensive information and data gathered in the numerous data
AAOGAO j w(20agh AT oOoiTi11AA8O Ad OAOACAh AO xAll AO

(AT TAPET (AAI OEGO Al i Bl Aevrolkds it multhle dadc0O £ AOO
conditions, many medications, multiple providers, frequent hospitalizationdjmitations on
their ability to perform basic daily functions and/or high-cost Complexcase managers
assist enrollees to:
1 Learn more about their disease or conditio;
Identify and monitor their health care needs;
Apply selfFmanagement strategies;
Eliminate obstacles to receiving care;
Navigate the health care system; and
Identify and locateresources in the community.

= =4 =48 4 2

—

#1 1 D1 Ag AAOA 1 AT ACAO60O O0OPPI OO0 1 AU ET AI OAAq
Environmental assessment

Psychosocial assessment

Appropriate education

Resources and referrals

Medication review

Telephone follow up and support

Home visits for those at highest risk

= =4 =4 48 A8 5 9

Analysis

In 2016, Hennepin Health identified 172 cases that met the criteria foromplex case
management. Complex Case nurses collaborated with other members of the health care
teamto decreasethe fragmentation of healthcare service deliveryfacilitate appropriate
utilization of available resources ando optimize enrollee outcomes through education,
care coordination and advocacy services

In additional to our planned activities for 2016, HennepirHealth also implemented the
following inter ventions:
f  Enhanced collaboratiorwith AT OT 1 1 AAO T healdéafktedtcdOl 1 1 AAOGS
coordinate appropriate care forenrollees on this program including SummitRe,
care guides, HCMC Access Clinic, HCMC Care Coordination Center, NorthPoint Health
and Wellness Centey Social Service Navigation team and Resource Inc;
1 Created a monthly identification reports for all enrollees that were enrolled in the
complex case management prograrand eligible for Medicare with a diagnosis of
End Stage Renal Disease,;
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