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The Minnesota Department of Human Services (DHS) purchases medical care coverage 

through contracts with managed care organizations (MCOs) that receive fixed, prospective 

monthly payments for each enrollee.  DHS is responsible for evaluating care to enrollees in 

Minnesotaôs publicly funded MCOs relative to health care quality, timeliness of care, and 

accessibility to services.  

In 2009, Minnesotaôs publicly funded managed care programs included Families & Children 

Medical Assistance (F&C MA), Managed Care General Assistance Medical Care (MC 

GAMC), Minnesota Senior Care Plus (MSC+), and MinnesotaCare; they also included three 

voluntary, managed care, Medicare-Medicaid integrated programs:  Minnesota Senior Health 

Options (MSHO), Minnesota Disability Health Options (MnDHO), and Special Needs Basic 

Care (SNBC).  The DHS/MCO Contract specifies the relationships between purchaser and 

service providers, and it explicitly states financial, service delivery, and quality-of-care 

compliance requirements. 

In keeping with federal External Quality Review requirements, as set forth in the Balanced 

Budget Act of 1997 (BBA), the Michigan Peer Review Organization (MPRO) conducted a 

comprehensive review of the nine MCOs listed below to assess each organizationôs 

performance relative to the quality of health care, timeliness of services, and accessibility to 

care for enrollees. 

Á Blue Plus 

Á FirstPlan Minnesota (FirstPlan)
1

 

Á HealthPartners (HP) 

Á Itasca Medical Care (IMCare) 

Á Medica  

Á Metropolitan Health Plan (MHP) 

Á PrimeWest Health System (PrimeWest) 

Á South Country Health Alliance (SCHA) 

Á UCare 

This 2009 Annual Technical Report (ATR) is MPROôs assessment of mandated state and 

federal activities organized around a unifying framework:  structure, process, and outcomes.  

This framework serves as the foundation on which MPRO has made recommendations to help 

these organizations maintain and improve health care services.  This assessment consists of an 

inventory of activities and programs set forth in the DHS/MCO Contract and the BBA.  

                                                 
1

 FirstPlan discontinued operations as of January 1, 2010. 
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Changes to the DHS Quality Improvement Program 

In the past year, certain events impacted the various programs DHS offers.  These events 

included discontinuation of the MnDHO program, closure of FirstPlan, change of GAMC, 

completion of race and region analysis, creation of integrated programs for the dually eligible, 

improvements to the grievance system data-submission process, and provision of technical 

assistance to the MCOs by MPRO. 

MDH QA Examinations 

The Minnesota Department of Health (MDH) Quality Assurance (QA) Examination addresses 

MCO compliance with Minnesota managed care licensing statutes in the areas of quality 

program administration, the internal complaints and appeals program, availability and 

accessibility of health services to enrollees, and compliance with Minnesotaôs utilization review 

laws.  During 2009, two MCOs had QA Examination Reports finalized (HealthPartners and 

Medica) and two MCOs had Mid-Cycle Reviews (FirstPlan and UCare).  HealthPartners had 

four deficiencies and four mandatory improvements.  Medica received four deficiencies 

(including one repeat deficiency from 2006), four mandatory improvements, and one 

recommendation during its 2009 QA Examination.   

Triennial Compliance Assessments (TCA) 

One MCO, UCare, underwent the TCA review process based on 2009 requirements.   The 

MCO had multiple areas of noncompliance related to utilization management; denials, 

terminations, and reductions (DTRs); notices of action; grievances and appeals; and advance 

directives. 

Performance Improvement Projects (PIPs) 

In 2009, DHS validated three PIPs related to blood pressure control for members with diabetes.  

The MCO collaborative
2

, a county-based purchaser collaborative
3

, and UCare (for MnDHO) all 

selected the same PIP topic.  The goal is to increase the proportion of members with diabetes 

who have blood pressure in control, as defined by the Healthcare Effectiveness Data and 

Information Set (HEDIS
®
)

4

 indicator from the Comprehensive Diabetes Care measure. 

Grievance System Data 

All of the MCOsô grievance rates were well below 1 per 10,000 member months.  IMCareôs 

grievance rate fell from 3.2 to 0.14 grievances per 10,000 member months.  The appeal rates 

for both Blue Plus (12.21) and IMCare (22.66) exceeded the average across MCOs.  Most of 

                                                 
2

 MCO collaborative includes Blue Plus, HealthPartners, Medica, MHP, and UCare. 
3

 CBP collaborative includes IMCare, PrimeWest, and SCHA. 
4

 HEDIS
®
 is a registered trademark of the National Committee for Quality Assurance. 
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the 2009 appeal rates decreased substantially from 2008 with the exception of MHP, Medica, 

and PrimeWest, each of which increased only slightly.  In 2009, the percentage of MCO 

decision appeals that were overturned decreased, and the percentage of MCO decisions that 

were upheld increased.  The DTR rate, per 10,000 member months, varied substantially among 

MCOs annually.  PrimeWest and MHP had the highest rates of DTRs from 2007 through 2009.  

Medica, on the other hand, consistently had the lowest DTR rates from 2007 through 2009.  In 

2009, the two most common resolutions to State Fair Hearings, occurring about equally, were 

that the cases were resolved before the hearing and that the MCO prevailed. 

QA Work Plans and QA/PI Program Evaluations 

Every year, each MCO is required to submit to DHS a written evaluation of its quality 

improvement (QI) program and a Work Plan for the upcoming yearôs quality activities.  These 

QA Work Plans and Evaluations generally comply with most National Committee for Quality 

Assurance (NCQA) standards and State statutes/rules and regulations.  However, MPROôs 

most common recommendations for the MCOs are to crosswalk all quality documents to ensure 

consistency, use the same nomenclature as the regulations to ensure clarity, and to adequately 

address the requirements regarding information systems and focused studies. 

Practice Guideline Reports 

MCOs must: 1) adopt practice guidelines based on clinical evidence, 2) make certain the 

organizationôs guidelines are disseminated to providers, 3) ensure proper application of 

guidelines to an MCO decision-making process, and 4) perform an annual audit of provider 

compliance with the guidelines.  Three MCOs  IMCare, MHP, and PrimeWest  presented 

detailed improvement strategies and recommendations.  In general, there was comparability 

and consistency among the Practice Guideline Reports, because most of the MCOs now use the 

standard form recommended by MPRO in the 2004 ATR.  The MCOs that did not use the 

template often did not address specific dates for guideline updates, and the strategies for 

opportunities and recommendations were not as in-depth as those using the template. 

Special Health Care Needs Reports 

MCOs are responsible for: 1) identifying enrollees with special health care needs (SHCN), 2) 

assessing identified SHCN patients, 3) providing enrollees with SHCN access to specialists 

consistent with assessment findings, and 4) reporting annually to the State a summary that 

briefly describes these efforts.  Three MCOs ï MHP, SCHA, and UCare ï met all of the SHCN 

reporting requirements from the MCO/DHS Contract.   

Performance Measures 

DHS uses performance measures to quantify quality-of-care and service improvements by 

focusing on measuring process or outcome changes.  DHS bases these measures on HEDIS 

specifications, which are developed and maintained by NCQA.  DHS contracts directly with 
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MetaStar, an NCQA-certified HEDIS auditor, to conduct an independent calculation and audit 

of each MCOôs performance measures based on encounter data submitted to DHS.  Overall, 

F&C MA and MinnesotaCare programs demonstrated the most measures with increased rates 

over three years.  Antidepressant Medication Management (Continuous Treatment) and 

Cervical Cancer Screening are the only two measures with downward performance trends by 

MC GAMC and MinnesotaCare programs, respectively.   

Consumer Assessment of Healthcare Provider and Systems Survey 

DataStat, Inc., an NCQA-certified Consumer Assessment of Healthcare Provider and Systems 

Survey (CAHPS) vendor, under contract with DHS, conducted the Managed Care Public 

Programs Consumer Satisfaction Survey.  The annual survey assesses and compares the 

satisfaction of enrollees in publicly funded, managed care programs administered by DHS.  

With the exception of MnDHOôs ratings for How People Rated Their Health Care, member 

experience ratings for all programs are higher than the 2010 Medicaid HMO national average.  

Similar to last year, respondents across all programs consistently gave the highest ratings to 

How Well Doctors Communicate.  Conversely, Getting Needed Care had the lowest rate of 

positive responses in every program.   

Numeric Scoring 

Numeric scoring provides an objective means to demonstrate each MCOôs on-going 

improvement efforts.  This system incorporates two key outcomes of care addressed in the 

ATR:  enrollee satisfaction (CAHPS) and performance measures (HEDIS).  In comparing 

overall performance, the average score has gone down by 4.4 points since 2008.  

HealthPartners has the highest overall numeric score with 70.9 points out of a possible 100.  

When comparing the 2009 numeric scores with 2008, UCare and MHP demonstrated the 

largest numeric score decreases.   

Voluntary Changes in MCO Enrollment Survey 

DHS administers a monthly written survey to track voluntary changes in MCO enrollment and 

to compare the reasons enrollees in F&C MA, MinnesotaCare, and MSHO programs changed 

from one MCO to another.  The 2009 statewide change rate for F&C MA, MinnesotaCare, and 

MSHO enrollees remained relatively stable from the previous year at 0.8%, 2.5%, and 2.5%, 

respectively.  The reasons for voluntary enrollment changes varied across programs but were 

similar to the previous year.  One of the most common reasons given for F&C MA enrollees to 

change health plans was that they wanted to try a different plan.  For MinnesotaCare, more than 

half of the changes were the result of enrollees being placed in a plan they did not choose.  

Among MSHO enrollees, many changed because they could not get the services they wanted.   
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Financial Incentives and Disincentives 

DHS developed a payment strategy to encourage increased health care service utilization in 

preventive and chronic disease care.  Minnesota MCO reimburses providers on a capitated 

basis and added financial performance incentives to the contract in 2001 to cover the cost of 

expanding preventive services.  In 2009, DHS paid participating MCOs a total of $777,805.  

The total incentive dollars paid to MCOs has decreased by $495,910 since 2008.  DHS has paid 

$6,743,685 to the MCOs since 2004.  None of the MCOs lost points in the performance 

measure withhold target areas in 2009. 

Completed PIPs 

In 2009, four PIPs were concluded successfully.  FirstPlan completed its 2008 blood lead 

screening PIP, and UCare completed its PIPs on colorectal cancer and chlamydia screening.  

The MSHO Collaborative  including Medica, UCare, and MHP  successfully completed a 

PIP on pneumococcal vaccinations. 

2007 ATR Recommendations Follow-Up 

MPRO requested that each MCO describe how their organization addressed both general and 

MCO-specific recommendations in the 2007 Annual Technical Report.  Through the written 

responses, each MCO documented some degree of consideration for the ATR 

recommendations, even when they did not agree with them.  Those MCOs that addressed 

resource issues, updated policies and procedures, better-educated their staff, and implemented 

corrective action plans (CAPs) provided the most compelling evidence that they are effectively 

striving to improve on the issues identified through the ATR recommendations. 

MCO-Specific Strengths and Weaknesses 

The number of strengths almost exactly matches the number of weaknesses, which indicates 

general improvement on some of the recurring review activities.  With increasing expectations 

by purchasers for quantifiable indicators of high quality care, MCOs must continue their 

improvement efforts.  By using CAPs to focus in on areas of weakness, including training staff 

on basic concepts of continuous quality improvement such as root cause analysis, MCOs can 

effectively address the most common issues, such as noncompliance on MDH QA 

Examinations and TCA Audits and low CAHPS ratings.  To ensure accountability, these efforts 

should be documented in the QA Work Plan and tracked through the Quality 

Assurance/Program Improvement (QA/PI) Program Evaluation using the nomenclature 

specified in the contract to ensure clear linkages.  These types of ongoing efforts will keep the 

MCOs moving towards excellence.  
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Discussion and Advice to DHS 

The MCOs evaluated by MPRO have demonstrated advancements in several important areas, 

and program-wide outcomes reflect high quality care overall.  Because many of the larger 

issues are addressed through contract changes and existing review activities, MPRO advises 

DHS to select smaller issues, one at a time, which could benefit from additional attention and 

improvement.  As a start, DHS should consider focusing on MCO compliance with advance 

directive requirements. 
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The Minnesota Department of Human Services (DHS) purchases medical care coverage 

through contracts with managed care organizations (MCOs) that receive a fixed, prospective 

monthly payment for each enrollee.  In 2009, Minnesotaôs publicly funded managed care 

programs included Families & Children Medical Assistance (F&C MA), Managed Care 

General Assistance Medical Care (MC GAMC), Minnesota Senior Care Plus (MSC+), and 

MinnesotaCare; they also included three voluntary, managed care Medicare-Medicaid 

integrated programs:  Minnesota Senior Health Options (MSHO), Minnesota Disability Health 

Options (MnDHO), and Special Needs Basic Care (SNBC).  The DHS/MCO Contract specifies 

the relationships between purchaser and the MCOs, and it explicitly states compliance 

requirements for finances, service delivery, quality-of-care terms, and conditions.  DHS and the 

MCOs meet throughout the year to ensure ongoing communication between the purchaser and 

the MCOs and to discuss contract issues. 

DHS has contracted with the Michigan Peer Review Organization (MPRO) to serve as its 

External Quality Review Organization (EQRO).
5

  As part of this contract, MPRO assesses 

MCO QI activities and provides recommendations on how these activities can improve the 

timeliness and quality of, and access to, health care services for enrollees.
6

  This report is the 

result of MPROôs assessment and review of these activities for 2009.  Due to the timing of 

several of the evaluations and data elements that contribute to the creation of the Annual 

Technical Report (ATR), it is not released until later the following year. 

Purpose and Objectives 

The purpose of the 2009 ATR is to:  

Á Discuss the results of the quality assessments performed in accordance with the 

Balanced Budget Act (BBA) of 1997 [Subpart E, 42 Code of Federal Regulations 

(CFR), Section 438.364] 

Á Review the strengths and weaknesses of each of the nine state-affiliated MCOs 

Á Provide recommendations for performance improvement 

Á Establish a foundation to enhance the stateôs quality-of-care services provided to 

publicly funded programs 

Á Provide technical assistance to the MCOs 

The objective of this report is to provide comprehensive insight into the performance of the 

MCOs on key indicators of health care quality for enrollees of publicly funded programs. 

                                                 
5

 42 CFR §438.350 
6
 
42 CFR §438.364 
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Chapter 1, Introduction, provides general information about DHS, the purpose and objectives 

of the ATR, explanation of DHS/MCO Contract requirements, details on how the report is 

organized, and explanations of the concepts and resources used to evaluate MCO activities.  

Chapter 2, Changes and Updates that Impact the DHS Quality Improvement Program, focuses 

on key changes to the various programs DHS offers, including discontinuation of the MnDHO 

program, the closure of FirstPlan, changes in the GAMC program, completion of race and 

region analyses, creation of integrated programs for the dually eligible, improvements to the 

grievance system data-submission process, and provision of technical assistance to the MCOs 

by MPRO. 

Chapter 3, Key Findings Summary, discusses the most important findings from 2009 review 

activities in the context of continuous quality improvement (CQI)  that is, structure, process, 

and outcomes.  These concepts serve as the underpinning for the entire MPRO report.  Key 

findings for each MCO include, but are not limited to, various activities such as the Minnesota 

Department of Health (MDH) Quality Assurance Examinations, Triennial Compliance 

Assessment (TCA) Audits, performance improvement projects (PIPs), voluntary disenrollment, 

member satisfaction, grievance system data, performance measures, and numeric scoring. 

Chapter 4, 2007 ATR Recommendations Follow Up, presents how each MCO addressed the 

quality-improvement recommendations made by MPRO in the 2007 ATR and provides an 

evaluation of the adequacy of the responses as appropriate. 

Chapter 5, MCO-Specific Strength and Weakness Evaluation, drills down to the strong and 

weak points of each MCO and recommends activities to help them focus their quality-

improvement efforts.  These recommendations will enable each MCO to align its 

organizationôs initiatives with industry standards as well as benefit from the experiences of 

other MCOs.   

Chapter 6, Discussion, provides commentary and advice on the structure of DHS quality 

programs and the requirements each MCO must meet based on its contractual agreements.  The 

commentary highlights those DHS efforts that are working well and offers ideas for enhancing 

programs in the future. 

Chapter 7, MCO ATR Comments, provides remarks from each responding MCO about the ATR 

prior to final publication. 

Quality Strategy 

The Centers for Medicare & Medicaid Services (CMS) requires state Medicaid agencies to 

have a written strategy for evaluating the quality of care of its publicly funded managed care 

programs.  The 2009 DHS Quality Strategy
7

 operationalizes the theories and precepts that 

influence the purchase of managed health care services for publicly funded programs.  

                                                 
7

 See the 2009 ATR Companion Report for the Minnesota Department of Human Services, Managed Care Public 

Programs, 2009 Quality Strategy, Revised June 2008. 
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Purchasing quality health care services is the primary outcome of the Quality Strategy.  To 

achieve this outcome, there must be measurement of improvement in enrollee health status and 

satisfaction as functions of cost.  DHS anticipates the Quality Strategy will result in all of the 

following essential outcomes: 

1. Purchasing quality health care services 

2. Protecting the health care interest of managed care enrollees through monitoring 

3. Assisting in the development of affordable health care 

4. Reviewing and realigning any DHS policies and procedures that act as unintended 

barriers to the effective and efficient delivery of health care services 

5. Focusing health care improvements on enrollee demographics and cultural needs  

6. Improving the health care delivery systemôs capacity to deliver desired medical care 

outcomes though process standardization, improvement, and innovation 

7. Strengthening the relationship between patients and health care providers 

DHS is in compliance with the requirements of a Quality Strategy and has formulated its plan 

in a manner that is likely to result in positive outcomes and measurable improvement across 

programs.
8

 

DHS/MCO Contract Requirements 

DHS contracts with nine entities.  MDH licenses six of the entities as MCOs (Blue Plus, 

FirstPlan Minnesota
9

, HealthPartners, Medica, Metropolitan Health Plan, and UCare).  The 

remaining three entities ï Itasca Medical Care, PrimeWest Health System, and South Country 

Health Alliance ï are licensed as County-Based Purchasing (CBP) organizations.  For the 

purposes of this report, MPRO considered all nine to be MCOs. 

Through its MCO contracts, DHS requires them to provide a wide range of administrative 

management services and to develop and subcontract with health care providers to deliver 

services.  The contract also requires MCOs to work with their providers to improve quality of 

care for enrollees.  DHS oversees and monitors compliance with these activities by way of 

various MCO reports on a broad range of contract issues designed to ensure enrollee health 

care needs are being met.  In addition, MPRO uses the reports to review the impacts and 

effectiveness of MCO contractual compliance as well as assess each organizationôs strengths 

and weaknesses. 

In 2009, enrollment in these nine MCOs totaled 521,836 individuals.  The distribution of the 

enrollees varied widely, with Medica, Blue Plus and UCare enrollment accounting for the 

                                                 
8

 42 CFR §438.202 and §438.204 
9

 First Plan discontinued operations as of January 2010. 
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largest percentages  28%, 23%, and 21%, respectively  and IMCare accounting for just 1% 

of the total.  Figure 1 displays enrollment by MCO as of December 2009. 

Figure 1. 2009 Enrollment by MCO 

 

Table 1 displays the nine MCOs that provide services to the managed care enrollees of publicly 

funded programs in Minnesota.  The date indicates the month and year that the MCO began 

registering enrollees in the designated program(s). 

Table 1. MCO Participation in Publicly Funded Managed Care Programs 

MCO 

Families and Children MSHO/MSC+ 

MnDHO 
18-64 yrs 

SNBC 
0-64 yrs 

F&C MA
10

 
0-64 yrs 

MinnesotaCare 
0-64 yrs 

MC GAMC
11

 
18-64 yrs 

MSC+ 
65+ yrs 

MSHO 
65+ yrs 

Blue Plus V V V V 

1/08 

V 

9/05 

 V 

1/08 

FirstPlan Minnesota 
(FirstPlan) 

V V V V 

1/08 

V 

7/05 

 V 

1/08 

HealthPartners (HP) V V V V 

1/08 

V 

9/05 

  

Itasca Medical Care* 
(IMCare) 

V V V V 

6/05 

V 

1/06 

  

                                                 
10

 
Formerly referred to as PMAP 

11
 
Formerly referred to as PGAMC 

Blue Plus
122,196 

23%

FirstPlan
10,497 

2%

HealthPartners
58,987 
11%

IMCare
5,855 
1%

Medica
144,829 

28%

MHP
18,283 

4%

PrimeWest
20,419 

4%

SCHA
31,364 

6%

UCare
109,406 

21%

Total Enrollment = 521,836
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MCO 

Families and Children MSHO/MSC+ 

MnDHO 
18-64 yrs 

SNBC 
0-64 yrs 

F&C MA
10

 
0-64 yrs 

MinnesotaCare 
0-64 yrs 

MC GAMC
11

 
18-64 yrs 

MSC+ 
65+ yrs 

MSHO 
65+ yrs 

Medica V V V V 

1/08 

V 

9/97 

 V 

1/08 

Metropolitan Health Plan 
(MHP) 

V V V V 

1/08 

V 

3/97 

 V 

1/08 

PrimeWest Health 
System* (PrimeWest) 

V 

7/03 

V 

10/05 

V 

7/03 

V 

6/05 

V 

8/05 

 V 

1/08 

South Country Health 
Alliance* (SCHA) 

V 

10/01 

V 

1/06 

V 

10/01 

V 

6/05 

V 

12/05 

 V 

1/08 

UCare V V V V 

1/08 

V 

3/97 

V 

PD 9/01 

DD 2/06 

V 

1/08 

*  CBP = County Based Purchaser; PD = Physically Disabled; DD = Developmentally Disabled 

External Quality Review Activities 

MPRO conducts annual external quality review activities, including analysis and evaluation of 

aggregated information on the timeliness and quality of, and access to, enrollee health care 

services for DHS, as required by the BBA.  As an EQRO, MPRO meets specific competency 

and independence requirements. 

For this report, DHS conducted three mandatory (BBA, Section 438.358), EQR-related 

activities for each contracted MCO; MPRO, as the EQRO, provides analysis of the results.   

Table 2 describes these required activities. 

Table 2. Mandatory EQR-Related Activities for Each Contracted MCO 

Mandatory EQR Activity Description 

Validate Performance Measures DHS contracts with MetaStar, a certified HEDIS vendor, to fulfill the 
requirements of the CMS EQR Protocol, Validation of Performance 
Measures, including the Information Systems Capabilities Assessment 
Tool.  The audit and validation assess the extent to which the DHS 
information system meets the requirements set forth in the BBA.  The 
systemΩs ability to collect, analyze, integrate, and report data are 
central to meeting this requirement and ensuring accurate 
performance measure reporting.  The assessment includes extensive 
examinations of DHSΩ ability to monitor these data for accuracy and 
completeness. 

Validate PIPs DHS validates that each MCO develops its proposed PIPs in a manner 
consistent with the CMS protocol, Conducting Performance 
Improvement Projects.  MCOs must design their projects to achieve 
significant improvement that is sustainable over time. 
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Mandatory EQR Activity Description 

Conduct a Review of the MCOsΩ 
Compliance with Federal and State 
Standards Established by DHS 

DHS uses MDH QA Examinations and TCA Audits to determine whether 
MCOs meet requirements relating to access to care, structure and 
operations, quality measurement, and improvement.

12
  

In addition to these EQR-related activities, the BBA also requires a detailed ATR be produced 

each year that describes the method by which the EQRO aggregated and analyzed the data from 

the mandatory and optional activities, and drew its conclusions.
13

 

This ATR details MPRO, DHS, and MDH quality evaluation activities conducted during 2009, 

including:  

Á MDH QA Examinations and Mid-Cycle Review Analysis 

Á TCA Findings Summary 

Á Performance Improvement Project Validation Updates 

Á Grievance System Data Analysis 

Á QA Work Plan and Quality Assurance/Performance Improvement (QA/PI) Program 

Evaluation Reviews 

Á Practice Guidelines Report Evaluation 

Á Special Health Care Needs Report Evaluation 

Á Performance Measures Comparisons 

Á Consumer Assessment of Healthcare Providers and Systems Survey (CAHPS) Analysis 

Á Numeric Scoring 

Á Voluntary Changes in MCO Enrollment Survey 

Á Financial Incentives and Disincentives Summary 

Á Completed PIPs 

MCO Strength and Weakness Evaluation 

Part of the goal of this ATR is to identify the strengths and weaknesses of each MCO, including 

making recommendations for improvement and supplying it with the technical assistance 

necessary to achieve success.  Only by understanding the strengths and weaknesses of each 

MCO can MPRO assess an organizationôs readiness to take on new tasks, identify initiatives 

that utilize its strengths, and give an MCO the information it needs to act on areas where 

additional training or resources are needed.  MPRO references both current and past 

performance, trends, benchmarks, and comparisons, along with specific DHS goals or targets, 

to make these determinations.  Based on this evaluation, MPRO presents DHS with a high-level 

                                                 
12

 42 CFR §438.204 (g) 
13

 
42 CFR §438.364 
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commentary on the direction of each MCOôs QI program, along with advice on how to 

facilitate positive change and further improve the care and services provided to enrollees of 

publicly funded programs.  

Strengths 

MPRO defines an MCOôs strengths as those valuable resources and capabilities it has 

developed or acquired over time that are distinguishing characteristics.  A resource or 

capability is a ñstrengthò when the MCO consistently performs beyond requirements, 

exceeding both DHSô and enrolleesô expectations of quality care and service.  

Meeting a contractual requirement does not qualify as a strength.  Only when an MCO achieves 

consistently high performance over several years or measurement periods, or across multiple 

indicators, is that organizationôs capability deemed to be a strength.  MPRO also bases its 

assessment of an organizationôs strengths on improvements over time.  

Weaknesses 

An MCOôs weaknesses are those resources or capabilities that are deficient and are viewed as 

shortcomings in its ability or performance.  MPRO identifies an organizationôs resource or 

capability as a ñweaknessò when the MCO is not compliant with the DHS/MCO Contract or 

federal regulations, or performs substantially below both DHSô and enrolleesô expectations of 

quality care and service (e.g., MCO consumer satisfaction scores below the aggregate MCO 

program average or deficiencies on MDH QA Examinations).  

MPRO assesses the strengths and weaknesses of each MCO to make a statement about quality, 

access, and timeliness.  

Components of Care:  Quality, Access, and Timeliness 

MPRO used 2009 EQR activities to formulate combined measures of the three components of 

care:  quality, access, and timeliness.  To create a qualitative statement about the assessments 

included in this report, MPRO has defined the three components of care as follows: 

Á Quality  is the extent to which an MCO increases the likelihood of desired health 

outcomes for enrollees through its structural and operational characteristics and through 

the health care services provided, consistent with current professional knowledge.  

Á Access is the opportunity or right to receive health care; access also encompasses 

measures that address an enrolleeôs experience before care is delivered.  Access to care 

affects an enrolleeôs experience and outcome.  

Á Timeliness is the extent to which care and services are provided within the periods 

required in the DHS/MCO Contract and federal regulations.  Timely interventions 

improve the quality of care and services provided as well as enhance enrollee and 

practitioner satisfaction.  Timeliness refers to the timeframe during which an enrollee 

obtains needed care.  Timeliness of care is influenced by access to services and can 
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affect utilization of care, such as appropriate care and over- or under-utilization of 

services.  

Table 3 represents how the EQR activities that MPRO, DHS, or MDH conducted in 2009 

contributed to the analysis of each MCOôs quality, access, and timeliness of care components.  

MPRO used the results of the relevant review activities to organize the discussion of MCO-

specific strengths and weaknesses detailed in Chapter 5, MCO-Specific Strength and Weakness 

Evaluation.  Strengths (ç) and weaknesses (Ė) are indicated with arrows throughout the report 

with a Q (quality), A (access), or T (timeliness) to indicate the applicable dimension.  Items 

that are shaded in the table below indicate that the information presented in this report does not 

allow for the determination of MCO strengths and weaknesses. 

Table 3. Assignment of EQR Activities into Quality, Access, and Timeliness Components 

Review Activity 

Report Dimension 

Quality Access Timeliness 

MDH QA Examinations P P P 

TCA Audits P P P 

Grievance System Data Analysis    

Quality Improvement Work Plans and Evaluations P   

Practice Guidelines Report Review P   

Special Health Care Needs Report Review P   

Performance Measures
14

    

Consumer Satisfaction Survey (CAHPS) P P  

Numeric Scoring P   

Voluntary Enrollment Changes Survey V P  

Financial Incentives and Disincentives P   

Performance Improvement Projects (Completed) P P P 

 

 

                                                 
14

 The calculated rates from performance measures were not used to determine MCO-specific strengths and 

weaknesses but are included in the calculation of numeric scoring. 
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An effective QI program is dynamic and designed to respond to internal and external changes as 

appropriate.  The QI Program for DHS is no different.  There have been several changes that 

impact the program, and this chapter focuses on them.  The key changes to various DHS 

programs include:  

Á Discontinuation of the MnDHO program 

Á Closure of FirstPlan 

Á Changes in GAMC 

Á Race and region analysis 

Á Integrated programs for the dually eligible 

Á Improvements to the grievance system data-submission process 

Á MCO technical assistance 

Discontinuation of the MnDHO Program 

UCare Complete, the Minnesota Disability Health Options (MnDHO) program, has informed 

DHS that the program will be discontinued as of January 1, 2011.  UCare is taking this action 

due to the uncertainty of future funding that could make MnDHO program operations 

unsustainable.  Other UCare contracts  F&C MA, MSHO, MSC+, and SNBC  will not be 

affected. 

During calendar year 2010, DHS will work with UCare Complete and county human services 

representatives to implement a transition plan for MnDHO members that includes the following 

elements: 

Á Responsibility for providing home and community-based waiver services to eligible 

individuals will be transferred from UCare Complete to the county of financial 

responsibility 

Á Eligible individuals who are less than age 65 years old will go back to receiving services 

using the fee-for-service (FFS) system 

Á Eligible individuals who are 65 years or older will be placed into the most appropriate 

program 

As of February 2010, there were 1,285 members enrolled with UCare Complete, with 920 of 

these members currently receiving home and community-based waiver services.  
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Closure of FirstPlan 

After two years of losses and the prospect of future losses, FirstPlan made the decision to close at 

end of 2009.  The reasons cited were rising administrative costs, falling payments from 

government programs, and the declining popularity of HMO plans among employers.  

Ultimately, the MCO was too small to make the investments needed to keep up with its 

competitors.  FirstPlan members were given the option of picking another MCO.  

Changes in GAMC 

A group of Twin Cities metropolitan area hospitals and DHS have reached an agreement to 

provide coordinated care delivery systems (CCDSs) for General Assistance Medical Care 

(GAMC) enrollees, as required by the Minnesota State Legislature, in June 2010.
15

  The four 

hospitals are Hennepin County Medical Center, North Memorial, Regions, and University of 

Minnesota-Fairview.  Although located in the metro area, the CCDSs do not have service 

delivery areas and are open to enrollees statewide.  Contracts with the hospitals include 

enrollment thresholds to manage the stability of the CCDS service delivery system.  The 

agreements with these four hospitals do not preclude other hospitals from becoming CCDSs in 

the future.   

The four CCDSs will provide health services.   As of June 1, 2010, people enrolled in GAMC 

may choose to receive health care services from a CCDS or from a hospital that receives funds 

from the temporary uncompensated care pool.  Local clinics also may offer free or low-cost care.  

All GAMC enrollees, regardless of participation in a CCDS, have access to outpatient 

prescription drugs through a prescription drug pool.  GAMC enrollees also may continue to have 

access to drug and alcohol treatment through the Consolidated Chemical Dependency Treatment 

Fund. 

The CCDS model is an important bridge to reform efforts at the federal level to provide coverage 

for low-income adults without children.  This model will provide an opportunity for meaningful 

health care reform and important cost savings.  Providers can focus on primary care rather than 

emergency services, which results in better care for clients and lower costs for the Minnesota 

health care system.  Providers also can work more closely with community organizations and 

counties to improve the health status of enrollees and coordinate medical and social services.  

Race and Region Analysis 

Minnesotaôs population has become progressively more diverse since the 1980s as a result of 

increasing immigration.  While Minnesota is rated as one of the healthiest states in America, it 

has some of the greatest health disparities among racial/ethnic groups.
16

  This means that 

                                                 
15

 Laws of Minnesota 2010, Chapter 200, Article 1. 
16

Minnesotaôs Eliminating Health Disparities Initiative (EDHI), Report II: Overview and History, prepared for MDH 

Office of Minority and Multicultural Health, April 2008: 2-4.   
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racial/ethnic populations experience greater rates of disease, illness, premature death, and poorer 

quality of life as compared to their white counterparts.  State and local data show that there are 

persistent disparities in both access to and outcomes from health care, mental health, and human 

services programs.
17

  

As a result of these disparities, DHS has established reduction of disparities in human service 

programs access and outcomes for racial and ethnic populations as a Departmental priority.  

DHS is actively working to address these issues by identifying disparities in service access and 

outcomes, setting goals, and implementing targeted and coordinated strategies.  To ensure health 

care is available to all enrollees and to identify health care access barriers, DHS will analyze how 

services are being delivered to Minnesota Health Care Programs (MHCP) enrollees according to 

racial or ethnic groups across seven regions in the State.    

The race/ethnicity analysis will concentrate on prevention, screening, and care management 

activities directed to maximize or maintain enrollee health status in the primary care setting.  The 

report will contain a set of performance measures of health care utilization in four categories that 

have been selected to assess the effectiveness of the primary care delivery system.  The four 

categories of services include: Ambulatory Care Sensitive Conditions (ACSC), Measures of 

Prevention (office visits/immunizations/screening), Management of Chronic Conditions, and 

Satisfaction Measures.  

Integrated Programs for the Dually Eligible 

The Medicare Modernization Act of 2003 (MMA), created a new type of Medicare Advantage 

coordinated-care plan focused on individuals with special needs.
18

  Special needs plans (SNPs) 

were allowed to target enrollment to special needs individuals who are:  

Á Institutionalized, 

Á Dually eligible, and/or  

Á Have severe or disabling chronic conditions.   

Originally, the SNP program was set to expire in December 2008 but was extended to December 

31, 2009; as a result of the Medicare Improvements for Patients and Providers Act of 2008, the 

program  Integrated Programs for MHCP  was extended through December 31, 2010.   

DHS has 13 years of experience integrating Medicare and Medicaid programs, beginning with 

the establishment of the MSHO program.  In 2010, Minnesota contracted with 14 Medicare 

Advantage SNPs sponsored by local MCOs.
19

  Currently, there are more than 37,000 (or 70%) of 

Medicaid seniors enrolled in SNP programs.  Forty percent of the SNP enrollees receive home 

                                                 
17

Minnesota Department of Human Services, Disparities and Barriers to Utilization among Minnesota Health Care 

Program Enrollees, June 2009: p. v-ix. 
18

 Centers for Medicare & Medicaid Services; Special Needs Plans; Overview 

(http://www.cms.hhs.gov/specialneedsplans/) 
19

 Eight MCOs: BluePlus, HealthPartners, IMCare, Medica, MHP, PrimeWest, SCHA, and UCare.  

http://www.cms.hhs.gov/specialneedsplans/
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and community-based services (HCBS); of these, 30% are in nursing homes, and there are five 

thousand 18-64 year-olds enrolled with disabilities (83% with mental health diagnoses and 47% 

with chronic disease diagnoses).   

Integrated Programs for MHCP managed care enrollees offers the following benefits: 

Á Creates a platform for Medicare involvement in State goals for dual-eligible enrollees, 

including reform efforts such as Health Care Homes 

Á Leverages Medicare resources to provide individualized care coordination for all 

members across primary, acute, and long-term care 

Á Simplifies access to Medicare and Medicaid benefits under one plan that includes all 

prescription drug coverage 

Á Integrates Medicare and Medicaid enrollment, member materials, benefit determinations, 

member services, and provider billing to simplify access to all services for enrollees 

Á Engages MCOs to align with State efforts to reduce institutionalization, increase 

preventive benefits and home/community-based activities, improve quality, and control 

costs
20

   

Improvements to the Grievance System Data-Submission Process 

The DHS MCO Contracts
21

 require MCOs to send a quarterly report of all oral and written 

grievances; denials, terminations, and reductions (DTRs) of services; and oral and written 

appeals to DHS.  Prior to 2010, all reports were sent to DHS in an ASCII format using required 

data elements and formatting.  DHS staff conducted data edits and uploads.  

Starting in April 2010, the process for file submission was changed to a Web-based application.  

The MCO Online Grievance/DTR/Appeals Reporting Web Application (ORWA) allows the 

MCOs to load quarterly grievance, DTR, and appeals data directly, rather than sending it to DHS 

for processing.  The ORWA allows the MCOs to directly load files separately into the Web 

application during the 30-day period following the end of a quarter.  As a result, the data 

submission process is more efficient and DHS is no longer required to conduct edits. 

MCO Technical Assistance 

As part of the EQR contract with DHS, MPRO is available to provide technical assistance to 

both the State and the MCOs by request.  In 2009, MPRO provided MHP and SCHA with 

technical assistance related to the development of their QA Work Plans and Program 

Evaluations.  Both MCOs were given detailed feedback about their documents and suggestions 

for future improvements. 

                                                 
20

 Minnesota Department of Human Services, Pam Parker presentation at NCQA SNP Conference, January 8, 2010:  

Minnesota Dual Programs, Sharing Best Practices on S+P Number 6: Slide 5. 
21

 Filing requirements for grievance system data are outlined in all of the DHS/MCO Contracts under Article 8.  



2009 Annual Technical Report 

Chapter 3:  Key Findings Summary  Page 13 

 

This chapter focuses on the key components of CQI:  structure, process, and outcomes.  Each 

section explores the findings from quality activities associated with that component. 

Structural Findings 

ñStructureò refers to the physical and organizational properties of settings in which an 

organization provides care.
22

  ñStructure of careò refers to the rules, regulations, policies, and 

goals that an organization develops and uses to govern how it provides care and services.
23

  

These types of structural elements do not ensure appropriate care, but they do provide the 

necessary foundation elements to support processes and outcomes.  This section provides 

summaries of: 

Á MDH Quality Assurance Examinations  

Á Triennial Compliance Assessments 

MDH QA Examinations 

The DHS/MCO Contract requires that MCOs remain in compliance with Minnesota Managed 

Care Licensing Statutes.
24

  To assess MCO compliance, MDH QA Examinations include an 

evaluation of each MCO in the following areas: 

Á Quality program administration , which includes a review of the quality assurance plan, 

work plan, quality studies and activities, organization and staffing, credentialing program, 

medical records management, delegated activities, and quality-of-care complaints. 

Á Internal complaints and appeals program, which includes monitoring systems, 

conducting routine quality-of-care evaluations to assess quality and processes, and 

checking the record-keeping systems that track complaints and appeals. 

Á Availability and accessibility of health services to enrollees, which includes the 

geographic location of providers, appointment scheduling, coordination of care activities, 

referrals, timely access to health services, access to emergency care, continuity of care, 

direct access to obstetrical and gynecological services, and equal access to chiropractic 

services.  

                                                 
22 

Donabedian A. Explorations in quality assessment and monitoring: the definition of quality and approaches to its 

assessment. Ann Arbor, MI: Health Administration Press; 1980. 
23 

Medicare+Choice Quality Review Organizations for the Centers for Medicare & Medicaid Services (CMS). 

Quality Assessment and Performance Improvement (QAPI) Project Completion Report Instructional Guide. 

Revised: November 2002. 
24 

Minnesota Statutes Chapter 62D, 62M, 62N, 62Q, Section 256B, and Minnesota Rules Parts 4685.1105 through 

4685.1130. 
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Á Compliance with Minnesotaôs utilization review laws, including MCO standards, 

staffing, procedures, and qualifications of reviewers. 

If MDH finds a deficiency or mandatory improvement, the MCO completes a written corrective 

action plan (CAP), and MDH conducts a Mid-Cycle QA Examination to ensure that the MCO 

has corrected the identified issues.
25

  During the Mid-Cycle Exam, MDH reviews only the 

deficiencies and mandatory improvements found during the previous QA Examination to 

determine if the MCO corrected them.   

In 2007, MDH, with the assistance of Stratis Health (Minnesotaôs Quality Improvement 

Organization), developed a QA Examination Monitoring Guide.
26

  The monitoring guide is a 

comprehensive audit manual that provides a detailed overview of the audit process.  It contains 

audit tools and worksheets covering the primary statutes and rules included in the MDH QA 

Examination in the areas of quality, access, availability, utilization, and the grievance system.  

The monitoring guide promotes transparency in the examination process, and helps MCOs 

prepare for the triennial QA Examinations and conduct self-audits.   

2009 MDH QA Examinations  

In 2009, two MCOs ï HealthPartners and Medica ï had final QA Examination
27

 reports issued.  

For the purpose of this ATR, MPRO considers each mandatory improvement or deficiency as a 

weakness in the category of quality (i.e., ĖQ).  There are no indications from the findings that 

allow consideration of strengths. 

HealthPartners 2009 MDH QA Examination 

The MDH reviewers identified four deficiencies, four mandatory improvements, and no 

recommendations for HealthPartners.   

Deficiencies ς HealthPartners 

To address the noted deficiencies, HealthPartners must: 

1. File notice with the Commissioner of Health 30 days before modifying its written 

quality assurance plan.  (ĖQ) 

2. Provide notice for denials of standard authorizations to the attending health care 

professional and hospital by telephone within one working day after making the 

determination.  Written notice must be sent to the hospital, attending health care 

professional, and enrollee.  HealthPartnersô policies must reflect this.  (ĖQ) 

3. Resolve oral grievances within 10 days of receipt.  (ĖQ) 

                                                 
25 

Mid-cycle exams are generally scheduled 18 months following the original QA Examination. 
26

 
The MDH Health Plan Quality Assurance Examination Monitoring Guide can be found in the 2008 ATR 

Companion Report. 
27

 
QA Examination Reports can be found on MDHôs Web site: 

http://www.health.state.mn.us/divs/hpsc/mcs/quality.htm. 

http://www.health.state.mn.us/divs/hpsc/mcs/quality.htm
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4. Ensure that when an initial determination is made not to certify, the written 

notification must inform the enrollee and the attending health care professional of the 

right to submit an appeal.  (ĖQ) 

Mandatory Improvements ς HealthPartners 

To address the noted mandatory improvements, HealthPartners must: 

1. Categorize and store complaints and appeals in a manner that permits accurate 

retrieval of complaints, consistent with Minnesota law.  (ĖQ) 

2. Revise its policy to ensure that extensions of the resolution timeline are not requested 

or taken on expedited clinical appeals.  (ĖQ) 

3. Revise its appeals policy to: reverse a determination to not certify for clinical reasons 

to: a) fully describe its same or similar specialty review process, and b) ensure that 

the determination is made by a physician in the same specialty or one that typically 

manages the medical condition, procedure, or treatment under discussion.  (ĖQ) 

4. Revise its policy regarding appeal-level consultations to ensure the physician making 

the final determination of a clinical appeal is a board-certified specialist.  (ĖQ) 

Medica 2009 MDH QA Examination 

In 2009, Medicaôs QA Examination resulted in four deficiencies (including one repeat deficiency 

ï item #1 below ï from the 2006 QA Examination), four mandatory improvements, and one 

recommendation.   

Deficiencies ς Medica 

To address the noted deficiencies, Medica must: 

1. Inform the complainant of the right to submit the complaint at any time to the 

Commissioner of Health for investigation and include the toll-free telephone number 

in its notifications, of complaint decisions.
28

  

2. When the appeal decision is partially or wholly adverse to the complainant, advise the 

complainant of the right to submit a request for an external review to the 

Commissioner of Health (rather than to the Commissioner of Commerce, as 

documented in several files) and the procedure for initiating the external process.  

(ĖQ) 

3. Identify the enrolleeôs request for an expedited appeal. If the request does not meet 

Medicaôs criteria for expedited appeal review, Medica must make reasonable efforts 

to give the enrollee prompt oral notice of the denial and follow up within two 

calendar days with a written notice.  (ĖQ) 

                                                 
28

 This was a commercial repeat deficiency and due to changes in DHS policy requirements, a commercial 

deficiency is not included in the Withhold.  Therefore, a quality weakness indicator (ĖQ) was not assigned.  
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4. Change its policy and practice for utilization reviews concerning prescription drug 

quantity limits such that licensed physicians make the final decisions about utilization 

review denials.  (ĖQ) 

Mandatory Improvements ς Medica 

To address the noted mandatory improvements, Medica must: 

1. Revise and implement its policy and procedure, ñPharmacy Utilization Management 

Reviews,ò to include the specific provisions of law regarding coverage of non-

formulary drugs for mental illness and emotional disturbance.  (ĖQ) 

2. Revise its written plan for providing continuity of care to include more specific 

information about transition plans for enrollees with special needs.  (ĖQ) 

3. In its written notifications, direct enrollees to the appropriate regulatory body for 

external appeals (rather than to both the Commissioner of Health and the 

Commissioner of Commerce, as documented in several files).  (ĖQ) 

4. Revise its policy and procedure to accurately reflect its stated process of joint 

decision making for cases undergoing same/similar specialty review in which Medica 

identifies a need for clarification or discussion concerning the review.  Further, the 

policy/procedure must specify the process Medica will follow when unable to make a 

joint decision.  (ĖQ) 

MDH QA Examination Results (1999-2009) 

Table 4 provides a summary count of the recommendations (R), mandatory improvements (M), 

and deficiencies (D) by MCO since 1999.  Because the QA Examinations are staggered, not 

every MCO is reviewed annually.  The table does not include data from Mid-Cycle Reviews.  

Table 4. MDH QA Examination Results (1999-2009) 

Audit Period 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 

MCO R D R D R D R D R D R D R D R D R D R M* D R M* D 

Blue Plus 5 5     4 5     
  

  
  

      

FirstPlan 9 2   6 0       
  

    11 0 
 

   

HealthPartners     8 0   3 5     
  

     0 4 4 

IMCare 16 6   5 8     
  

  
  

        

Medica 8 5   5 6     
  

    
  

   1 4 4 

MHP   4 3     2 8   
  

    9 5 
 

   

PrimeWest               
  

  7 2 
 

   

SCHA           
  

    
  

      

UCare   3 3     5 7         5 0 
 

   

* M = Mandatory Improvement (added in 2008) 

Mid-Cycle Reviews 

Two MCOs had Mid-Cycle Reviews ï FirstPlan and UCare.  A Mid-Cycle Review is conducted 

by MDH when a CAP is required following a QA Examination.  MDH re-reviews the MCO and 
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its CAP approximately 18 months later to determine whether the plan has adequately addressed 

its deficiencies and mandatory improvements.   

Table 5 provides a summary of the two Mid-Cycle Reviews that MDH conducted in 2009.  An 

MCOôs ability to successfully address the issues of a previous review through a CAP can help 

the plan to be more successful in future reviews and is a DHS contractual requirement.  Any 

deficiency that was not effectively addressed was counted as a weakness (i.e., ĖQ).  MPRO did 

not consider correcting a deficiency as part of a CAP to be a strength. 

Table 5. Summary of 2009 MDH QA Mid-Cycle Reviews 

MCO Mid-Cycle Review Results Summary 

FirstPlan FirstPlan met its corrective action plan for four of six deficiencies (#1, #2, #5, and 
#6) but not for 2 deficiencies (#3 and #4).  (2ĖQ) 

UCare UCare met its corrective action plan for all 2008 QA Examination deficiencies 
(#1-#4). 

Triennial Compliance Assessment Findings 

The purpose of the TCA is to determine an MCOôs compliance with its contractual requirements. 

The DHS TCA process comprises three main steps:   

1. Collection.  Supplemental information is collected during the triennial MDH QA 

Examination.  The desk and onsite examination includes collecting information on 13 

supplemental federal and public-program compliance standards. 

2. Evaluation.  DHS evaluates the supplemental information collected by MDH to 

determine if the MCO has ñmetò or ñnot metò contract standards.  Following the 

evaluation, the MCO is allowed 14 days to review DHSô preliminary ñmet/not metò 

determinations and to identify any errors or omissions.  DHS considers the MCOôs 

rebuttal comments before making a final determination of compliance. 

3. Corrective Action Plan.  DHS requires MCOs to submit a CAP within 30 days to 

address identified noncompliance issues.  If the MCO fails to submit a CAP and does not 

address contractual deficiencies, then DHS may assess financial penalties. 

In 2009, one MCO completed the TCA review process ï UCare.  The areas of noncompliance 

were identified by reviewing utilization management (UM) files, QI activities, grievance and 

appeals files, and numerous policies and procedures.   
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Table 6 provides a summary of the 2009 TCA findings
29

, where areas of noncompliance in 

quality (Q), access (A), and/or timeliness (T) are represented as a weakness by a down arrow 

(Ė).  There are no indications from the findings that allow consideration of strengths. 

Table 6. Summary of 2009 TCA Findings  

MCO TCA Requirements Not Met 

UCare The TCA report identified the following areas of noncompliance for UCare: 

Á Utilization Management (Element 4) 

o The MCO does not measure or address member satisfaction with the UM 
process as required, even though its medical management strategy states that 
it will use the information obtained from CAHPS for this purpose.  (ĖQ) 

o Although the MCO utilized a vendor (PNM) to conduct a provider survey, the 
UM staff was unfamiliar with the results of the survey.  (ĖQ) 

o The MCOΩs policies and procedures did not address a point of service or 
dispensing system within its pharmaceutical management program that 
identifies, classifies, and notifies about drug-drug interactions.  (ĖQ) 

Á DTRs and Notices of Action to Enrollees (Element 11) 

o Four files were sent with fewer than the required 10 days notice of denial or 
reduction of services.  (ĖT) 

o Extensions were not addressed in the policy and UCare did not request any.  In 
one file, BHP (a delegate), did not make a determination until after the 
extension expired.  (ĖQT) 

o There were four files for which the enrollee was given fewer than 10 days 
notice of DTR.  (ĖT) 

Á Grievances and Appeals (Element 12) 

o There were 14 files for which the attending health care provider did not 
receive the written notification of the appeal determination.  (ĖQ) 

Á Advance Directives (Element 13) 

o Evidence of compliance with advance directives requirements is only checked 
at new provider sites.  There is no ongoing monitoring.  (ĖQ) 

Conclusion ς Structural Findings 

The evaluation of structural elements looks at the foundation of MCO operations that supports 

processes and outcomes.  A solid structure does not guarantee quality but without one, sustained 

quality is unlikely.  Persistent monitoring of each MCOôs structural competency through regular 

audits ensures ongoing accountability.  The findings of noncompliance from the structural 

evaluations presented in this report suggest that MCOs must continue work to maintain the 

appropriate structures that ensure quality.  

Process Findings 

ñProcessò refers to the treatments or services provided to enrollees.  Process studies are used 

most often to measure and evaluate an MCOôs quality of care.  MPROôs review of process 

includes the assessment and/or discussion of findings from the following sources:  

                                                 
29

 UCareôs entire TCA report is included in the 2009 ATR Companion Report. 
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Á PIPs 

Á Grievance System Data 

Á QA Work Plans and QA/PI Program Evaluations 

Á Practice Guideline Reports 

Á Special Health Care Needs Reports 

Performance Improvement Projects 

PIPs assess and evaluate current health care processes for improving outcomes.  In accordance 

with the DHS/MCO Contract, Section 7.2.1, New PIP Proposals, each MCO must annually 

submit to DHS, for review and validation, a written description of the PIP that the organization 

proposes to conduct beginning the first quarter of the next year.  The project proposal must be 

consistent with CMSô published protocol, Protocol for Use in Conducting Medicaid External 

Quality Review Activities:  Conducting Performance Improvement Projects, as well as DHS 

requirements.  DHS reviews and validates each PIP proposal and provides feedback for 

improvement. 

PIP Validation Methodology 

A PIP is a planned process of data gathering, evaluation, and analysis to determine interventions 

or activities that are projected to have positive outcomes.  A PIP involves measuring the impacts 

of the interventions or activities, with a goal of improving the quality of care and service delivery 

with sustained improvement over time. 

DHS assesses a PIP against the 10 activities specified in the CMS protocol for validating PIPs:
30

 

1. Review the selected study topic(s). 

2. Review the study question(s). 

3. Review the selected study indicator(s). 

4. Review the identified study population. 

5. Review the sampling method (if applicable). 

6. Review the MCOôs data collection procedures. 

7. Assess the MCOôs improvement strategies. 

8. Review data analysis and interpretation of study results. 

9. Assess the likelihood of ñrealò improvement. 

10. Assess whether the MCO has sustained its documented improvement. 

                                                 
30 

CMS protocol: Validating Performance Improvement Project: A Protocol for Use in Conducting Medicaid 

External Quality Review Activities. Final Protocol Version 1.0, May 1, 2002.
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DHS evaluates the MCOsô PIPs for consistency with the protocol to determine the likelihood 

they could result in sustained and meaningful improvement.  The MCOs submit PIP proposals 

and updates, either as individuals or as part of collaborative workgroups. Proposed PIPs lay the 

groundwork for future QI activities and advancements in the quality of care for enrollees.  

Appendix B provides a list of all validated PIP topics by MCO and the reported data for each.  

DHS-Validated 2010 PIPs 

MCO Collaborative PIP ï Diabetic Blood Pressure Control 

This MCO collaborative includes Blue Plus, HealthPartners, Medica, MHP, and UCare.  The 

goal of this PIP is to increase the proportion of members with diabetes whose blood pressure is 

under control as measured by the Healthcare Effectiveness Data and Information Set (HEDIS
®
)

31

 

Comprehensive Diabetes Care measure 130/80 mmHg blood pressure indicator for adults aged 

18 through 75 years.   

The intervention strategies include encouraging and engaging members in self-monitoring of 

blood pressure and improving medication management, targeting interventions for members in 

long-term care facilities, and promoting selective intensive QI projects with identified clinics.  

The project will be successful upon attaining a 4 percentage point improvement.  The 

preliminary baseline rates are reported in Table 7. 

Table 7. MCO Collaborative Diabetic Blood Pressure Control PIP 

Contract Measure Baseline Goal 

MSHO/MSC+ Diabetics aged 18 through 75 years who have 
blood pressure below 130/80 mmHg 

49.0% 53.0% 

F&C MA, MinnesotaCare 50.1% 54.1% 

SNBC 61.7% 65.7% 

County-Based Purchasing Quality Collaborative PIP ï Control Diabetics Blood Pressure 

This collaborative includes IMCare, SCHA, and PrimeWest.  The purpose of this F&C 

MA/MinnesotaCare/MC GAMC, MSHO/MSC+, SNBC PIP is to increase the proportion of adult 

members aged 18 through 75 years with diabetes who achieve a blood pressure of less than 

130/80 mmHg.   

Intervention strategies include member-focused curriculum, member surveys, provider-focused 

curriculum, and partnerships with champion clinics, nursing homes, and group homes.  This 

project will be considered successful when a 6 percentage point improvement is achieved. 

Table 8.  CBP Collaborative Control Diabetics Blood Pressure PIP 

Contract Measure Baseline Goal 

F&C Number of Members with Diabetes Who Attain a 

Blood Pressure < 130/80 mmHg 

44.3% 50.3% 

MSHO/MSC+ 46.7% 52.7% 

SNBC 62.8% 68.8% 

                                                 
31

 HEDIS
®
 is a registered trademark of the National Committee for Quality Assurance. 
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UCare PIP ï Blood Pressure Control for Members with Diabetes 

The goal of this MnDHO PIP is to improve blood pressure control for diabetic members by 

implementing clinical best practices, providing support and tools to providers, and increasing 

member activation and engagement in blood pressure self-management.  The baseline data will 

come from initial structured interviews that will occur prior to project implementation.  After 

these data are collected and analyzed, UCare will set improvement goals based on the baseline 

rates and will provide details in its interim report to DHS. 

Grievance System Data 

The DHS/MCO Contract
32

 requires each MCO have a grievance system in place that includes a 

process for filing grievances; DTRs; appeals; and a process for accessing the State Fair Hearing 

system.  The contract specifies timeframes and specific aspects of each process that the MCO 

must follow to ensure the enrolleeôs right to due process.  Each quarter, MCOs report all 

grievances, appeals, and DTRs to the Stateôs ombudsman.   

Table 9 lists the number of MCO grievances, appeals, DTRs, and State Fair Hearings from 

calendar year (CY) 2007 to CY 2009 for all product lines and all ages.  The total number of 

DTRs and State Fair Hearings has increased since 2008, while grievances and appeals have 

decreased. 

Table 9. Total MCO Grievances, Appeals, DTRs, and State Fair Hearings (2007-2009) 

(All Product Lines and All Ages) 

Year Grievances Appeals 

DTRs 

State Fair 
Hearings Denials Terminations Reductions 

DTR 
Total 

2007 157 2,717 370,041 449 1,040 371,530 404 

2008 345 4,878 417,539 485 1,389 419,413 327 

2009 253 3,384 473,741 476 2,226 476,443 432 

Grievances 

A grievance is defined as a written or oral expression of dissatisfaction about any matter other 

than an action
33

, including (but not limited to) quality of care (or services) provided or failure to 

uphold the enrolleeôs rights.  The following figure depicts the grievance rates per 10,000 member 

months reported by MCOs for the past three years. 

                                                 
32

 
Article 8 ï The Grievance System: Grievances, DTRs, Appeals, and State Fair Hearings. 

33

 42 CFR §438.400(b) defines an action as a decision such as a utilization review recommendation or benefit 

payment.  



2009 Annual Technical Report 

Chapter 3:  Key Findings Summary  Page 22 

Figure 2. Rate of Grievances by MCO (2007-2009) 

 
Note: In 2007, MHP had zero grievances. 

The overall number of grievances went down in 2009 correspondingly, and the rate of grievances 

per 10,000 members also decreased for most of the MCOs; the exceptions were MHP and 

HealthPartners, whose grievance rates increased from the previous year.  All of the MCOsô 

grievance rates were well below one per 10,000 member months.  Notably, IMCareôs rate fell 

from 3.2 to 0.14 grievances per 10,000 member months.
34

 

Once a grievance has been received, there are several possible outcomes; however, the five most 

common outcomes are that the grievance is: acknowledged, substantiated with action taken, 

unsubstantiated, referred for quality review, or denied due to time limitations.   

  

                                                 
34

 IMCare had 1, 22, and 4 grievances in 2009, 2008, and 2007 respectively. 
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Table 10 shows the percentage of grievance outcomes combined across all MCOs and programs.  

The most common outcomes are to acknowledge the grievance or refer it for quality review. 

Table 10. Percentage of MCO Grievances by Outcome (2007-2009) 

Grievance Outcome 2007 2008 2009 

Acknowledged 37.6% 22.9% 34.0% 

Substantiated /  Action Taken 8.9% 7.5% 5.5% 

Unsubstantiated 1.3% 1.4% 1.6% 

Referred for Quality Review 47.8% 60.6% 56.1% 

Grievance Denied / Exceeds 90-day Limit 0.0% 0.9% 2.4% 

Appeals 

An appeal is a written or oral request to reconsider an MCOôs previous decision or action.  

Figure 3 displays the rates of reported appeals per 10,000 member months by MCO from 2007 

through 2009.
35

 

Figure 3. Rate of Appeals by MCO (2007-2009) 

 

In 2009, the average rate of appeals was 6.80 per 10,000 member months across MCOs.  The 

appeals rates for both Blue Plus (12.21) and IMCare (22.66) exceeded that average.  It is 

important to note that most of the 2009 rates decreased substantially from 2008 with the 

exception of MHP, Medica, and PrimeWest, each of which increased only slightly but remained 

below the average rate for appeals.   
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 IMCare had 159, 275, and 84 appeals in 2009, 2008, and 2007 respectively. 
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There are several possible outcomes to an appeal, but the two most common outcomes are:  

Á The enrolleeôs request was validated, and the MCOôs decision has been overturned.  

Á The enrolleeôs request was denied, and the MCOôs decision has been upheld. 

Table 11 displays the percentage for each of these two appeal outcomes over the past three years. 

Table 11. Percentage of Appeals by MCO Outcomes (2007-2009) 

Appeal Outcome 2007 2008 2009 

MCO Decision Overturned 54.0% 68.3% 45.6% 

MCO Decision Upheld 39.5% 27.9% 47.0% 

In 2009, the overall percentage of appeals for which the MCO decision was overturned 

decreased, and the percentage of MCO decisions that were upheld increased.  Blue Plus (54%), 

IMCare (65%), and SCHA (63%) all exceeded the statewide average of 45.6% for MCO 

decisions that were overturned. 

Figure 4 depicts, by year, the MCO-specific percentage of appeals resulting in overturned 

decisions.  The percentage increased from the previous year for IMCare, Medica, and 

PrimeWest. 

Figure 4. MCO Appeals/Decisions Overturned (2007-2009) 

 

Denials, Terminations, and Reductions 

DTRs are adverse actions resulting from an MCOôs decision about authorizations or claims.  

MCOs communicate DTRs to enrollees and/or providers through written notifications, referred 

to as Notice of Action letters.    
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Figure 5 depicts the rate of DTRs by MCO for 2007, 2008, and 2009. 

Figure 5. Rate of DTRs by MCO (2007-2009) 

 

The DTR rate per 10,000 member months varied substantially among MCOs annually.  

PrimeWest and MHP have the highest rates of DTRs from 2007 through 2009.  Medica, on the 

other hand, consistently has the lowest DTR rates.   

Table 12 depicts the percentage of DTRs by action from 2007 through 2009.   

Table 12. Percentage of DTRs by Action (2007-2009) 

DTR Action 2007 2008 2009 

Payment Denial 91.4% 88.4% 89.1% 

Reduction of Service 0.3% 0.3% 0.5% 

Service Denial 8.2% 11.1% 10.3% 

Termination of Service 0.1% 0.1% 0.1% 

The distribution of DTR actions has remained relatively stable over the past three years with the 

percentage of DTRs for payment denials increasing only 0.7 percentage points and service 

denials decreasing 0.8 percentage points.  
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State Fair Hearings 

In the case of an adverse MCO action, and even before one takes place, the State Fair Hearing 

process affords each enrollee the opportunity to request a review of his or her case by an 

impartial third party.   

Table 13. Number of State Fair Hearings by MCO (2007-2009) 

MCO 2007 2008 2009 

Blue Plus 62 42 111 

HealthPartners 134 63 61 

IMCare 2 0 4 

MHP 14 3 3 

Medica 99 91 96 

PrimeWest 8 12 8 

SCHA 3 6 13 

UCare 82 110 136 

Total 404 327 432 

Overall, the number of State Fair Hearings appears to fluctuate annually.  UCare, Blue Plus, 

Medica, and HealthPartners accounted for the majority of the hearings in 2009, which 

corresponds logically with the enrollment of each MCO.  Figure 6 provides the outcomes for all 

State Fair Hearings, by year, from 2007 through 2009.  In 2009, the two most common 

resolutions, occurring about equally, to a State Fair Hearing were that the cases were resolved 

before the hearing and that the MCO prevailed.  

Figure 6. Outcomes for State Fair Hearings (2007-2009) 
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Is is difficult  to make a statement about the quality, access, and timeliness of care as it relates to 

grievance, appeal, DTR, and State Fair Hearing data due to the varying reasons for high or low 

rates among the MCOs.  In 2009, there was an increasing trend for decisions to go in favor of the 

MCO versus the enrollee more often than in previous years.  

QA Work Plans and QA/PI Program Evaluations 

DHS/MCO Contract, per Article 7 ï Quality Assurance and Performance Improvement  requires 

each MCO to provide DHS with specific QA/PI-related documentation, including: 

Á An annual QA Work Plan (DHS/MCO Contract-Article 7.1.7) 

Á A QA/PI Program Evaluation (DHS/MCO Contract-Article 7.1.8) 

In addition to compliance with State statutes/rules and federal regulations, the documentation 

must also comply with current applicable National Committee for Quality Assurance (NCQA) 

Accreditation Standards for Health Plans.  MPRO conducted a critical assessment of each 

MCOôs QA Work Plan and QA/PI Program Evaluation.  MCO staff should use the QA Work 

Plan and QA/PI Program Evaluation reports as working documents with appropriate 

amendments/updates, as necessary.  The aforementioned DHS/MCO requirements are the 

foundation for MPROôs subsequent commentary and recommendations.  Issues that were 

noncompliant with State law and/or contract requirements were deemed as quality weaknesses 

and were indicated by a red arrow (i.e., ĖQ).  Each noted weakness counts toward the MCOôs 

sum of strengths and weaknesses discussed in Chapter 6.  Other comments are provided as 

opportunities for improvement, but did not count as weaknesses. 

Blue Plus 

QA Work Plan 

Overall, Blue Plusôs Work Plan addressed the QI activities in the QA/PI Program Evaluation. 

MPRO also recommends Blue Plus: 

Á Incorporate the requirements of DHS/MCO Contract, Section 7.1.2 A-C regarding the use 

of information systems that support initial and ongoing QI activities, as objectives in the 

QA Work Plan.  (ĖQ) 

Á Incorporate the cultural and linguistic needs of membership objectives described in the 

Quality Program Description into all quality documents. 

QA/PI Program Evaluation 

Overall, Blue Plusô QA/PI Program Evaluation addressed the effectiveness of QI activities.  

MPRO also recommends the MCO: 

Á Include a section on whether there was a decision to restructure or change the QI program 

for the subsequent year based on findings. 

Á Include a synopsis or breakdown of membership demographics, products, etc., to provide 

a comprehensive picture of Blue Plusô QA/PI program.   
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Á Incorporate the requirements of DHS/MCO Contract, Section 7.1.2 A-C, about the use of 

information systems that support initial and ongoing QI activities into the quality 

documents.  (ĖQ) 

Á Document and use the headers/categories employed in the focused studyôs methodology, 

requirements 4685.1125  Focused Study  Subpart 3, including: (ĖQ) 

o The focused study question 

o The sample selection 

o Data collection 

o Criteria 

o Measurement techniques 

HealthPartners 

QA Work Plan 

Overall, HealthPartnersô Work Plan addressed the QI activities in the QA/PI Program 

Evaluation.  MPRO also recommends the MCO: 

Á Include a Next Steps section to the QA/PI Program Evaluation activities to correspond 

with the QA Work Plan to satisfy the planned monitoring of identified issues 

requirement. 

QA/PI Program Evaluation 

Overall, HealthPartnersô QA/PI Program Evaluation addressed the effectiveness of QI 

activities.  MPRO also recommends the MCO: 

Á Include a section on whether there was a decision to restructure or change the QI program 

for the subsequent year based on findings. 

Á Provide a breakdown of membership demographics, products, etc., to provide a 

comprehensive picture of HealthPartnersô QA/PI program. 

Á Document and use the headers/categories employed for the focused studyôs methodology, 

requirements 4685.1125 Focused Study Subpart 3, including: (ĖQ) 

o The focused study question 

o The sample selection 

o Data collection 

o Criteria 

o Measurement techniques 

IMCare 

QA Work Plan 

Overall, IMCareôs QA Work Plan addressed the QI activities in the QA/PI Program 

Evaluation.  MPRO also recommends the MCO: 



2009 Annual Technical Report 

Chapter 3:  Key Findings Summary  Page 29 

Á Include objectives to further address the cultural and linguistic needs of membership 

requirements.  Objectives could include the examples listed in the NCQA 2010 Health 

Plan Standards and Guidelines. 

Á Complete the QA Work Planôs Timeline column. 

QA/PI Program Evaluation 

Overall, IMCareôs QA/PI Program Evaluation addressed the effectiveness of QI activities.  

MPRO also recommends the MCO: 

Á Include a section on whether there was a decision to restructure or change the QI program 

for the subsequent year based on findings. 

Á Incorporate the requirements of DHS/MCO Contract, Section 7.1.2 A-C on the use of 

information systems that support initial and ongoing QI activities as objectives in the QA 

Work Plan.  (ĖQ) 

Medica 

QA Work Plan 

Overall, Medicaôs Work Plan addressed the QI activities in the QA/PI Program Evaluation.  

MPRO also recommends the MCO: 

Á Incorporate requirements for Minnesota Rules Part 4685.1130 Focused Studies in the QA 

Work Plan to: (ĖQ) 

o Describe proposed focused studies to be conducted in the following year. 

o Complete a minimum of three (3) focused studies annually. 

Á Include objectives and timeframes for Monitoring Activities. 

Á Include objectives to further address the cultural and linguistic needs of membership 

requirement.  Objectives could include the examples listed in the NCQA 2010 HP 

Standards and Guidelines.  

QA/PI Program Evaluation 

Overall, Medicaôs QA/PI Program Evaluation addressed the effectiveness of QI activities.  

MPRO also recommends the MCO:  

Á Include a section on whether there was a decision to restructure or change the QI program 

for the subsequent year based on findings. 

Á Incorporate the requirements of DHS/MCO Contract, Section 7.1.2 A-C on the use of 

information systems that support initial and ongoing QI activities as objectives in the QA 

Work Plan.  (ĖQ) 

Á Incorporate requirements for Minnesota Rules Part 4685.1130 Focused Studies in the 

QA/PI Program Evaluation.  (ĖQ) 



2009 Annual Technical Report 

Chapter 3:  Key Findings Summary  Page 30 

MHP 

QA Work Plan  

Overall, MHPôs Work Plan addressed the QI activities in the QA/PI Program Evaluation.  

MPRO also recommends the MCO: 

Á Complete a minimum of three focused studies in accordance with Minnesota Rules Part 

4685.1130.  The QA Work Plan identified one Focus Study for 2010 and ñplans for new 

2010 focused studies.ò   

Á Include objectives to further address the cultural and linguistic needs of membership 

requirement.  Objectives could include the examples listed in the NCQA 2010 Health 

Plan Standards and Guidelines. 

QA/PI Program Evaluation 

Overall, MHPôs QA/PI Program Evaluation addressed the effectiveness of QI activities.  

MPRO also recommends the MCO:  

Á Add a section on whether there was a decision to restructure or change the QI program 

for the subsequent year based on findings. 

Á Incorporate requirements of Minnesota Rules 4685.1125 Focused Study Subpart 3 to 

document the study methodology employed, including: (ĖQ) 

o The focused study question 

o The sample selection 

o Data collection 

o Criteria 

o Measurement techniques 

Prime West Health 

QA Work Plan 

Overall, Prime Westôs QA Work Plan addressed the QI activities in the QA/PI Program 

Evaluation.  MPRO also recommends the MCO: 

Á Include objectives to further address the cultural and linguistic needs of membership 

requirement.  Objectives could include the examples listed in the NCQA 2010 Health 

Plan Standards and Guidelines. 

QA/PI Program Evaluation 

Overall, Prime West Healthôs QA/PI Program Evaluation addressed the effectiveness of QI 

activities.  MPRO also recommends the MCO:   

Á Include a section on whether there was a decision to restructure or change the QI program 

for the subsequent year based on findings. 
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SCHA 

QA Work Plan 

Overall, SCHAôs Work Plan addressed the QI activities in the QA/PI Program Evaluation.  

MPRO also recommends the MCO: 

Á Include objectives to further address the cultural and linguistic needs of membership 

requirement.  Objectives could include the examples listed in the NCQA 2010 Health 

Plan Standards and Guidelines. 

QA/PI Program Evaluation 

Overall, SCHAôs QA/PI Program Evaluation addressed the effectiveness of QI activities.  

MPRO also recommends the MCO:  

Á Include a section on whether there was a decision to restructure or change the QI program 

for the subsequent year based on its findings. 

Á Provide a breakdown of membership demographics, products, etc., to provide a 

comprehensive picture of the SCHA program. 

UCare 

QA Work Plan 

Overall, UCareôs QA Work Plan addressed the QI activities in the QA/PI Program 

Evaluation.  MPRO also recommends the MCO: 

Á Incorporate requirements of Minnesota Rules Part 4685.1130 Focused Studies to include 

plans for three (3) focused studies.  (ĖQ) 

QA/PI Program Evaluation  

Overall, the UCare QA/PI Program Evaluation addressed the effectiveness of QI activities.  

MPRO also recommends the MCO:   

Á Include a section on whether there was a decision to restructure or change the QI program 

for the subsequent year based on its findings. 

Á Address confidentiality in the quality documents.  

Á Address delegation in the QA/PI Program Evaluation.  It was addressed in the Quality 

Program Description and QA Work Plan. 

Á Incorporate requirements for Minnesota Rules Part 4685.1130 Focused Studies in the 

QA/PI Program Evaluation.  (ĖQ) 

Discussion 

The work plans and program evaluations generally comply with most NCQA requirements, State 

statutes, rules, and regulations.  However, MPROôs most common recommendations for the 

MCOs are to crosswalk all quality documents to ensure consistency, use the same nomenclature 
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as the regulations to ensure clarity, and adequately address the requirements on information 

systems and focused studies. 

Practice Guideline Reports 

Clinical practice guidelines are systematically developed statements based on a common set of 

evidence-based clinical recommendations that help practitioners achieve consistent delivery of 

services and better health outcomes for their patients.  The guidelines provide clear 

recommendations about key decisions, such as the specific diagnostic or screening tests to order, 

the length of time patients should stay in the hospital, and other details of clinical practice.  By 

using these guidelines, practitioners help to reduce variation in clinical practice and improve 

health outcomes.
36

  These guidelines encourage established, effective interventions and 

discourage practices proven ineffective or detrimental.  They reduce patient morbidity/mortality 

and improve the quality of life for people suffering from many common clinical conditions. 

In accordance with DHS/MCO Contract, Section 7.1.5, MCOs must adopt practice guidelines 

based on clinical evidence, ensure that they are disseminated to providers within the 

organization, ensure proper application of guidelines to an MCO decision-making process, and 

annually audit provider compliance with the guidelines.
37

  As part of this contractual 

requirement, the MCOs must audit a reasonable sample of its providers ï by physician or clinic ï 

to determine provider compliance with the practice guidelines the MCO has prioritized for 

auditing, using an appropriate data source.  The report must address all of the following 

elements: 

1. The way the MCO implemented Section 7.1.5., A-C (i.e., adoption as well as 

dissemination and application of guidelines)  

2. Reviews and/or revisions of all adopted guidelines, sources of guidelines, and dates the 

guidelines were reviewed/revised  

3. Results of the audit  

4. Improvement strategies and/or corrective actions being taken  

Table 14 provides improvement suggestions for the 2009 MCO Practice Guideline Reports.  

Although the quality of the discussion and analysis varied, only the MCOs indicated by a red 

downward-pointing arrow (Ė) were deemed noncompliant with the reporting requirements.  

Green arrows (ç) indicate that the Practice Guideline Reports were detailed and thoroughly 

covered all aspects of reporting requirements. 

                                                 
36 

Woolf, SH, Grol, R, et al. Clinical guidelines: Potential benefits, limitations, and harms of clinical guidelines. 

BMJ. 1999; (318):527-530. 
37

 Practice guideline requirements per DHS/MCO Contract, Section 7.1.5(D). 
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Table 14. 2009 Practice Guideline Report Evaluation 

MCO Improvement Suggestions 

Blue Plus List opportunities for improvement and recommendations in detail.  Provide specific dates 
for guideline updates.  (ĖQ) 

HealthPartners MCO must ensure that Blood Lead Screening guidelines are applied to decisions for UM and 
coverage of services in accordance with 7.1.5 C of the DHS/MCO Contract.  (ĖQ) 

IMCare Improvement strategies for opportunities and recommendations related to the practice 
guidelines mentioned were detailed.  To maintain these positive efforts, the MCO needs to 
continuously monitor and evaluate the established strategies and plans.  (çQ) 

Medica Provide specific dates for guideline updates.  (ĖQ) 

MHP Improvement strategies for opportunities and recommendations related to the practice 
guidelines mentioned were detailed.  To maintain these positive efforts, the MCO needs to 
continuously monitor and evaluate the established strategies and plans.  (çQ) 

Prime West Improvement strategies for opportunities and recommendations related to the practice 
guidelines mentioned were detailed.  To maintain these positive efforts, the MCO needs to 
continuously monitor and evaluate the established strategies and plans.  (çQ) 

SCHA Provide specific dates for guideline updates.  (ĖQ) 

UCare List the improvement strategies and/or necessary corrective actions that will be 
undertaken (7.1.5 D 4).  (ĖQ) 

In general, there was comparability and consistency among Practice Guideline Reports because 

most of the MCOs now use the standard form recommended by MPRO in the 2004 ATR.  The 

MCOs that did not use the template did not address specific dates for guideline updates, and the 

strategies for opportunities and recommendations were not as in-depth as those using the 

template. 

Special Health Care Needs Reports 

According to Section 7.1.4 of the DHS/MCO Contract, MCOs are responsible for: 1) identifying 

enrollees with special health care needs according to specific categories, 2) assessing identified 

patients, 3) providing access to specialists in accordance with assessment findings, and 4) 

reporting a brief summary describing these efforts annually to the State.  

Table 15 displays the elements of the SHCN reporting requirements.  Blank cells (--) indicate 

that the MCOs did not include details about this element in its report.  Reports that included of 

all required reporting requirements along with analysis of the findings and an evaluation of 

barriers were deemed a strength (çQ) and the absence of at least one element as a weakness 

(ĖQ).  Reports that addressed all required elements without any additional analysis were deemed 

neither a strength nor a weakness. 
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Table 15. 2009 Compliance with SHCN Reporting Requirements by MCO 

Contract Element (7.1.4) 
Blue 
Plus 

Health 
Partners IMCare Medica MHP 

Prime 
West SCHA UCare 

Adults Identified with SHCN 
7.1.4(A) 

 --       

Assessment of Enrollees 
Identified 7.1.4(B) 

--  --      

Access to Specialists 7.1.4(C) --  --   --   

Compliant with A, B, and C? NoĖ NoĖ NoĖ Yes Yes ç No Ė Yesç Yesç 

Three of the MCOs  MHP, SCHA, and UCare  provided SHCN reports that fulfilled all of the 

contract requirements and included meaningful and adequate analysis.  Other MCOs did one or 

the other.  For example, Blue Plus included a thorough presentation of quantitative and 

qualitative information in its report but was missing information about access to specialists and 

assessments of identified enrollees.  Medica included all of the requested data elements but 

provided no analysis of the findings or evaluation of barriers. Table 16 summarizes MPROôs 

evaluation of each MCOôs 2009 SHCN Report.   

Table 16. 2009 SHCN Report Evaluation 

MCO Comments 

Blue Plus The report was well outlined and easy to read.  The contractual elements were defined 
clearly and included qualitative and quantitative analyses.  Although its threshold is more 
stringent than required by contract (i.e., Individual Enrollee Claims exceeding $75,000 
instead of $100,000), the MCO should still identify which claims were over $100,000.  Also, 
there was no mention of Assessment of Enrollees 7.1.4(B).  Assessment of Enrollees is 
defined as άimplementing mechanisms to assess enrollees identified and monitor 
the treatment plan...έ The language used in the report was άconsented and actively 
engaged.έ  The Access to Specialists 7.1.4(C) mechanism was not included in the report. 

HealthPartners The MCO did not address the 7.1.4. (A) elements.  It did clearly address its Assessment of 
Enrollees  and Access to Specialists mechanisms.  The MCO may want to outline the report 
to include:  Description, Process, Quantitative/Qualitative data/results, Analysis (including 
barrier analysis where applicable), and Next Steps/Recommendations.   

IMCare The report was well outlined and easy to read.  The contractual elements were defined 
clearly and included qualitative and quantitative analyses.  There was no mention of 
Assessment of Enrollees 7.1.4(B) or Access to Specialists 7.1.4(C). 

Medica The report was well outlined and easy to read.  It addressed 7.1.4. (A) elements and 7.1.4. 
(B and C) mechanisms.  While the MCO identified SHCN enrollees in 2009, a breakdown of 
each required element was not provided. 

MHP The report was well outlined and easy to read.  It addressed 7.1.4. (A) elements and 7.1.4. 
(B and C) mechanisms.  The report included qualitative and quantitative analyses.   

Prime West The report was well outlined.  The MCO may want to use sub-categories under the analysis 
section to increase readability.  The MCO addressed 7.1.4. (A) elements and 7.1.4. (B). 
There was no mention of Access to Specialists 7.1.4(C).   

SCHA The report was well outlined and easy to read.  It addressed 7.1.4. (A) elements and 7.1.4. 
(B and C) mechanisms.  The report included qualitative and quantitative analyses.   

UCare The report was well outlined and easy to read.  It addressed 7.1.4. (A) elements and 7.1.4. 
(B and C) mechanisms.  The report included qualitative and quantitative analyses.   
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Conclusion ς Process Findings  

Evaluations of processes help to measure and evaluate quality.  Through ongoing monitoring of 

established processes and additional qualitative analysis, the MCOs can ensure the processes in 

place are successful for the long term. 

Outcome Findings 

An ñoutcomeò is the result of enrolleeôs health, functional status, or satisfaction after receiving 

care or services, based on the diagnosis or problems presented and satisfaction with the health 

care team (of which the enrollee is a member).  Changes in an enrolleeôs health status, 

knowledge, behavior, or satisfaction are all types of care outcomes.  Outcome findings assess the 

success of structures and processes put into place by MCOs to provide quality care to enrollees.  

Measuring outcomes requires tabulating, calculating, or recording an activity/effort and 

expressing it in quantitative form.  

Outcomes discussed in this chapter include:  

Á Performance measures  

Á CAHPS consumer satisfaction survey 

Á Numeric scoring 

Á Voluntary changes in MCO enrollment 

Á Financial incentives and disincentives 

Á Completed PIPs 

Performance Measures 

DHS uses performance measures to quantify quality-of-care and service improvements by 

focusing on process measurement or outcome change.  DHS bases these measures on HEDIS 

technical specifications, developed and maintained by NCQA. 

The BBA requires a validation process to ensure that performance measures comply with federal 

protocols about methods of data collection and calculation.
38

  DHS contracts with MetaStar, an 

NCQA-certified HEDIS auditor, to conduct an independent audit of performance measures, 

based on encounter data submitted to DHS.  

Table 17 summarizes the validated performance measures by program, based on encounter data 

from CY 2009.  Green arrows (ç) in the table indicate program level rates that have 

demonstrated an increase for three consecutive years.  Conversely, red arrows (Ė) indicate a rate 

decrease for three consecutive years.  These indications are based on a percentage point change, 

                                                 
38 

CMS protocols used in Conducting Medicaid External Quality Review Activities: Validating Performance 

Measures, Calculating Performance Measures, and Information Systems Capabilities Assessment for Managed Care 

Organizations and Prepaid Health Plans. 
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not a test of statistical significance.  In those instances where there is no arrow indication, the 

rate either did not change or fluctuated from year to year (i.e., increased or decreased).  Because 

the rates in the table are presented at the program level, there are no MCO-specific strengths or 

weaknesses to consider.  Details of program-specific rates for previous years are located in 

Appendix C. 

Table 17.  2009 Performance Measures 

HEDIS Measure F&C MA 
Minnesota-
Care 

MC 
GAMC SNBC MnDHO MSHO MSC+ 

Adult Ambulatory or Preventive 
Visits 

       

Á 20 ς 44 years 91.9%ç 87.1%ç 91.1% 98.3% 99.2%ç   

Á 45 ς 64 years 92.4%ç 90.2%ç 90.3% 98.6% 99.6%ç   

Á 65+ years      98.0% 92.1% 

Antidepressant Medication 
Management 

       

Á Acute Treatment 36.2% 45.6% 41.4%   59.3%  

Á Continuous Treatment 26.7% 34.0% 29.7%Ė   54.7%  

Asthma Medications  
(5 ς 50 years) 

87.7% 87.7% 81.8%     

Adolescent Well-Care Visits 36.9%ç 32.8%      

Breast Cancer Screening        

Á 40 ς 64 years 47.8% 63.6%  76.1% 62.4%   

Á 65 ς 69 years      57.6% 56.3%ç 

Children Primary Care 
Practitioners Visits 

       

Á 12 ς 24 months 98.6% 98.2%      

Á 25 months ς 6 years 93.2%ç 92.8%      

Á 7 ς 11 years 93.1%ç 93.0%ç      

Á 12 ς 19 years 93.1%ç 94.1%ç      

Cervical Cancer Screening 77.9% 69.3%Ė 61.1% 60.9% 54.8%ç   

Diabetes Screening        

Á HbA1c Testing 80.0%ç 89.8% 86.4% 90.7% 90.7%ç 90.0%ç 72.1%ç 

Á LDL-C Screening 65.9% 82.3%ç 76.4%ç 81.6% 75.9% 82.4% 62.2%ç 

Chlamydia Screening  
(16 ς 24 years) 

56.3% 48.3% 69.9%ç 42.4% 15.4%   

Childhood Immunizations        

Á Combination 2 67.5%ç 62.2%      

Á Combination 3 64.3%ç 58.5%      

Well-Child Visits First 15 Months 
(6 or more visits) 

52.8%ç 58.3%ç      

Well-Child Visits (3 ς 6 years) 65.6% 66.1%ç      

ç/Ė = Rate increase/decrease for three consecutive years. 
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Overall, F&C MA and MinnesotaCare programs demonstrated the most measures with increased 

rates over three years.
39

  Antidepressant Medication Management (Continuous Treatment) and 

Cervical Cancer Screening are the only two measures with downward performance trends by  

MC GAMC and MinnesotaCare programs, respectively.  MCO-specific detailed rates are located 

in Appendix D.    

Consumer Assessment of Healthcare Providers and Systems (CAHPS) Survey 

Consumer satisfaction surveys provide DHS and the MCO with feedback about membersô 

experiences with medical facilities and medical service providers, including scheduling, access 

to providers and specialists, wait times, quality of clinical interactions, and customer service.  

The CAHPS survey helps promote MCO accountability and better management of services. 

DataStat, Inc., a NCQA-certified CAHPS vendor under contract with DHS, conducted the 

Managed Care Public Programs Consumer Satisfaction Survey.  Using the CAHPS 4.0 survey, 

DHS assesses and compares the satisfaction of enrollees in publicly funded managed care 

programs annually.  CAHPS provides global ratings of health care experience and composites of 

member satisfaction.  

Information obtained from consumer satisfaction surveys allows MCOs to measure how well the 

organization is meeting enrolleesô expectations and needs.  Surveys also can reveal areas of 

recent improvement and target areas to improve the quality of care provided.
40

 

Member Experience Rating 

The 2010 survey included four questions related to member experience; the questions assessed 

member views about their personal doctor, the specialist they saw most often, and overall ratings 

for their health care and health plan.  Survey questions asked respondents to score their health 

care experiences on a scale of 0 to 10, where ñ0ò is the worst possible experience and ñ10ò is the 

best possible. 

Table 18 displays the member experience ratings in these four areas by program, noting the 

percentage of respondents answering with a ñ9ò or ñ10ò (i.e., ñmost positiveò).  The findings are 

compared to the 2010 Quality Compass national average for Medicaid.  As noted in the table, 

member experience ratings for all programs are higher than the 2010 Medicaid national average 

for all lines of business.  

                                                 
39

 MCO-specific rates are located in Appendix D.  MCO calculated rates may be different if the MCO used the 

hybrid method or other data sources not available to DHS, since DHS only uses MCO-submitted encounter data. 
40

 
The 2010 Managed Care Public Programs Consumer Satisfaction Survey Results, July 2010, is available on the 

DHS Web site. 
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Table 18. Global Ratings of Health Care Experience by Program 

Experience Rating Area 

Rating of άMost Positiveέ Response* 

F&C 
MA 

Minnesota
Care MSC+ MSHO MnDHO SNBC 

National 
Average

41

 

How People Rated Their Personal Doctor 66.69% 67.52% 71.15% 74.89% 62.13% 65.05% 60.03% 

How People Rated Their Specialist 59.35% 60.61% 66.43% 72.49% 62.39% 63.02% 60.52% 

How People Rated Their Health Care 48.41% 53.36% 56.88% 63.72% 46.09% 53.01% 46.97% 

How People Rated Their Health Plan 54.81% 54.56% 64.12% 71.79% 48.63% 60.40% 52.47% 

*Note:  άMost Positiveέ Response = Rating of ά9έ or ά10έ 

Enrollees in the MSHO program have highest positive responses across programs with ratings 

higher than the national average in every experience rating area, and MnDHO enrollees have the 

lowest.  When evaluating experience ratings by category, respondents rate their personal doctor 

the highest and their health care the lowest. 

Member Satisfaction Composites 

Satisfaction composites include:  

Á Getting Needed Care ï Satisfaction when attempting to get care from doctors and 

specialists 

Á Getting Care Quickly ï Satisfaction with receiving care and getting appointments 

within in a reasonable time 

Á How Well Doctors Communicate ï Satisfaction with whether providers listen, explain 

care issues, show respect, and spend enough time with members 

Á Health Plan Information and Customer Service ï Satisfaction with getting information 

from written materials or the Internet, getting information or help from customer service, 

and treatment by customer service staff 

                                                 
41

 Based on National HMO data from 2010 Medicaid Quality Compass from NCQA. 
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There are four possible responses to the satisfaction composites:  ñAlways,ò ñUsually,ò 

ñSometimes,ò or ñNever.ò  Table 19 provides a summary of the most positive results for each 

program.  

Table 19. Global Composite of Health Care Satisfaction by Program 

Satisfaction Composite Area 

Rate of άMost Positiveέ Response* 

F&C 
MA 

Minnesota 
Care MSC+ MSHO MnDHO SNBC 

National 
Average 

Getting Needed Care 50.58% 59.87% 53.56% 60.07% 42.48% 52.40% 74.91% 

Getting Care Quickly 52.47% 59.81% 61.75% 66.03% 50.85% 60.27% 79.43% 

How Well Doctors Communicate 76.22% 78.07% 74.90% 76.46% 70.99% 70.27% 86.96% 

Health Plan Information & 
Customer Service 

59.34% 64.03% 61.91% 67.17% 50.00% 66.03% 79.41% 

*Note:  άMost Positiveέ Response = Rating of άAlwaysέ 

As indicated in Table 19, respondents across all programs consistently gave the highest ratings to 

how well their doctors communicated.  Conversely, the ability to get needed care has the lowest 

rate of positive responses in most programs.  As in the case most years, enrollees in the MnDHO 

program have the lowest positive response rates and the MSHO enrollees the highest rates.  

Key Findings for MCOs by Program 

Separate comparisons of the survey data from MCOs within F&C MA, MinnesotaCare, MSC+, 

MSHO, MnDHO, and SNBC programs form the basis for the MCOsô key findings within these 

programs.  A rating that is significantly higher (ç) or lower (Ė) than the program average for 

the category is indicated with an arrow indicating a strength or weakness for the MCO in one of 

the components of care (quality, access, and timeliness). 

Table 20 displays the member experience for each MCO by program.  The MCOs that were 

significantly higher or lower than the program averages were focused in two rating areas:  How 

People Rated Their Health Care and How People Rated Their Health Plan.  Blue Plus was 

significantly higher than the F&C MA average for How People Rated Their Health Plan, and 

IMCare was significantly lower.  MinnesotaCare, IMCare, and MHP were significantly lower 

than the program average for How People Rated Their Health Care and How People Rated Their 

Health Plan.  Medica was significantly higher than the MinnesotaCare average for How People 

Rated Their Health Care.  Medica was significantly lower than the MSC+ average for How 

People Rated Their Health Care.  PrimeWest was significantly higher than the MSHO average 

for How People Rated Their Health Care, and HealthPartners was significantly lower.  

PrimeWest and SCHA were both significantly higher than the MSHO average for How People 

Rated Their Health Plan, and UCare was significantly lower. 
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Table 20. Global Ratings of Health Care Experience by MCO and Program (9-10) 

Global Rating Area F&C MA 
Minnesota-

Care MSC+ MSHO MnDHO SNBC 

How People Rated Their Personal Doctor 
(Q) 

66.69 67.52 71.15 74.89 62.13 65.05 

Blue Plus 68.97 66.20 73.29 76.07 -- 66.35 

HealthPartners 73.96 64.32 71.84*  71.59 -- -- 

IMCare 67.84 68.99+ 72.03** 74.12  ̂ -- -- 

Medica 60.23 69.45 67.00 71.25 -- 63.84# 

MHP 67.79 68.99+ 72.03** 74.12  ̂ -- 63.84# 

PrimeWest 64.54 66.01++ 72.03** 78.13 -- 63.84# 

SCHA 69.06 66.01++ 72.03** 78.19 -- 63.84# 

UCare 59.89 69.42 71.84*  72.53 62.13 63.84# 

How People Rated Their Specialist (Q) 59.35 60.61 66.43 72.49 62.39 63.02 

Blue Plus 63.74 59.15 65.49 77.33 -- 64.34 

HealthPartners 61.96 57.69 68.32*  69.23 -- -- 

IMCare 57.69 54.68+ 71.23** 64.66  ̂ -- -- 

Medica 70.15 66.45 62.30 72.84 -- 61.67# 

MHP 60.00 54.68+ 71.23** 64.66  ̂ -- 61.67# 

PrimeWest 49.43 60.66++ 71.23** 77.84 -- 61.67# 

SCHA 58.97 60.66++ 71.23** 74.58 -- 61.67# 

UCare 53.85 64.23 68.32*  67.33 62.39 61.67# 

How People Rated Their Health Care (Q) 48.41 53.36 56.88 63.72 46.09 53.01 

Blue Plus 52.09 51.96 63.54 64.72 -- 51.76 

HealthPartners 50.89 53.57 60.58*  57.28Ė -- -- 

IMCare 43.72 46.42Ė+ 57.82** 61.38  ̂ -- -- 

Medica 50.85 58.94ç 45.56Ė 60.54 -- 54.20# 

MHP 44.22 46.42Ė+ 57.82** 61.38  ̂ -- 54.20# 

PrimeWest 45.61 52.42++ 57.82** 70.49ç -- 54.20# 

SCHA 49.32 52.42++ 57.82** 66.67 -- 54.20# 

UCare 51.61 57.23 60.58*  61.54 46.09 54.20# 

How People Rated Their Health Plan (Q) 54.81 54.56 64.12 71.79 48.63 60.40 

Blue Plus 62.13ç 52.85 69.32 71.34 -- 59.57 

HealthPartners 57.04 55.62 61.23*  66.50 -- -- 

IMCare 45.74Ė 46.24Ė+ 64.79** 71.65  ̂ -- -- 

Medica 55.07 57.50 59.94 71.33 -- 61.20# 

MHP 58.61 46.24Ė+ 64.79** 71.65  ̂ -- 61.20# 

PrimeWest 47.45 57.45++ 64.79** 77.99ç -- 61.20# 

SCHA 54.74 57.45++ 64.79** 75.24ç -- 61.20# 

UCare 56.39 57.80 61.23*  65.79Ė 48.63 61.20# 

+ MinnesotaCare population: IMCare and MHP have a grouped rate 
++ MinnesotaCare population: PrimeWest and SCHA have a grouped rate 

* MSC+ population: HP and UCare have a grouped rate 
** MSC+ population: IMCare, MHP, PrimeWest, and SCHA have a grouped rate 

^ MSHO population: IMCare and MHP have a grouped rate 
# SNBC population:  Medica, MHP, PrimeWest, SCHA, and UCare have a grouped rate 

ç/Ė  = Ratings that are above/below the program average for the category 
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Table 21 displays the satisfaction composite ratings by MCO for each publicly funded program 

in the following areas:  Getting Needed Care, Getting Care Quickly, How Well Doctors 

Communicate, and Health Plan Information & Customer Service.  SCHA rated significantly 

higher than the F&C MA average for Getting Care Quickly, and MHP rated significantly lower.  

Both PrimeWest and SCHA were higher than the MinnesotaCare average for Getting Needed 

Care and Health Plan Information & Customer Service.  Blue Plus rated significantly higher than 

the MSC+ average for Getting Care Quickly.  For MSHO, HealthPartners rated significantly 

lower than the program average for Getting Needed Care, Getting Care Quickly, and How Well 

Doctors Communicate.  SCHA rated significantly higher than the MSHO average for Getting 

Needed Care and Health Plan Information & Customer Service.  PrimeWest rated significantly 

higher than MSHO average for Getting Care Quickly and Health Plan Information & Customer 

Service.  UCare rated significantly lower than the program average for Getting Care Quickly. 

 

Table 21. Global Composites of Health Care Satisfaction by MCO and Program (Always) 

Global Composite Area F&C MA 
Minnesota-
Care MSC+ MSHO MnDHO SNBC 

Getting Needed Care (QA) 50.58 59.87 53.56 60.07 42.48 52.40 

Blue Plus 49.29 55.99 51.90 59.86 -- 54.22 

HealthPartners 46.80 58.07 53.32*  52.86Ė -- -- 

IMCare 53.24 61.39+ 61.80** 58.99  ̂ -- -- 

Medica 51.99 60.69 47.82 59.00 -- 50.59# 

MHP 52.79 61.39+ 61.80** 58.99  ̂ -- 50.59# 

PrimeWest 51.99 63.50ç++ 61.80** 63.05 -- 50.59# 

SCHA 52.91 63.50ç++ 61.80** 65.41ç -- 50.59# 

UCare 47.42 60.28 53.32*  59.66 42.48 50.59# 

Getting Care Quickly (QA) 52.47 59.81 61.75 66.03 50.85 60.27 

Blue Plus 50.07 54.98 67.75ç 67.54 -- 58.73 

HealthPartners 53.68 59.19 61.23*  57.99Ė -- -- 

IMCare 45.12 58.36+ 62.78** 66.92  ̂ -- -- 

Medica 55.95 60.50 54.58 66.31 -- 61.86# 

MHP 46.16Ė 58.36+ 62.78** 66.92  ̂ -- 61.86# 

PrimeWest 53.76 65.61++ 62.78** 75.38ç -- 61.86# 

SCHA 58.96ç 65.61++ 62.78** 67.07 -- 61.86# 

UCare 56.43 59.37 61.23*  58.13Ė 50.85 61.86# 

How Well Doctors 
Communicate (QA) 

76.22 78.07 74.90 76.46 70.99 70.27 

Blue Plus 74.15 76.36 73.55 76.49 -- 70.69 

HealthPartners 80.19 79.14 75.24*  71.66Ė -- -- 

IMCare 79.82 80.00+ 76.09** 80.31  ̂ -- -- 

Medica 75.49 82.89 74.55 76.43 -- 69.86# 

MHP 75.92 80.00+ 76.09** 80.31  ̂ -- 69.86# 

PrimeWest 75.06 74.55++ 76.09** 76.65 -- 69.86# 

SCHA 75.64 74.55++ 76.09** 78.23 -- 69.86# 

UCare 73.32 76.64 75.24*  75.27 70.99 69.86# 
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Global Composite Area F&C MA 
Minnesota-
Care MSC+ MSHO MnDHO SNBC 

Health Plan Information & 
Customer Service (QA) 

59.34 64.03 61.91 67.17 50.00 66.03 

Blue Plus 65.88 55.21 64.71 62.05 -- 64.90 

HealthPartners 66.46 67.55 58.77*  61.11 -- -- 

IMCare 47.73 59.72+ 65.54** 64.00  ̂ -- -- 

Medica 64.58 69.57 59.64 64.02 -- 67.13# 

MHP 57.90 59.72+ 65.54** 64.00  ̂ -- 67.13# 

PrimeWest 54.08 72.67ç++ 65.54** 80.25ç -- 67.13# 

SCHA 56.86 72.67ç++ 65.54** 80.18ç -- 67.13# 

UCare 54.23 60.25 58.77*  65.05 50.00 67.13# 

+ MinnesotaCare population: IMCare and MHP have a grouped rate 
++ MinnesotaCare population: PrimeWest and SCHA have a grouped rate 

* MSC+ population: HP and UCare have a grouped rate 
** MSC+ population: IMCare, MHP, PrimeWest and SCHA have a grouped rate 

^ MSHO population: IMCare and MHP have a grouped rate 
# SNBC population:  Medica, MHP, PrimeWest, SCHA and UCare have a grouped rate 

ç/Ė  = Ratings that are above/below the program average for the category 

Numeric Scoring 

The numeric scoring system, adopted by DHS in 2006, demonstrates each MCOôs method for 

continually improving its delivery system.  The scoring system provides an objective means for 

demonstrating each MCOôs on-going improvement efforts by incorporating two key outcomes of 

care addressed in the ATR:  enrollee satisfaction and performance measures.  

MCO results for performance measures comprise 40% of the score, while annual consumer 

satisfaction-survey results determine the remaining 60%.  The 40/60 weighting gives priority to 

the voice of the consumer through the satisfaction scores, while performance measures, which 

are based on process measurements, are secondary.  

The satisfaction portion uses three CAHPS composites (Getting Needed Care, Health Plan 

Customer Services, and Rating of Health Plan).  The combined rate for each composite is 

determined by adding program-specific ñmost positiveò response
42

 rates for the composite and 

dividing that number by the applicable number of programs.  For example, if, for the composite 

Getting Needed Care, F&C MA scored 67%, MinnesotaCare scored 75%, and MSHO scored 

80%, the combined rate would be 74%, or (0.67+0.75+0.80)/3. 

The performance measure portion is based on whether the MCO has met its individual 

performance goal, which is determined by a three-year average for each measure. The individual 

performance goal has three possible scenarios, based on previous performance:  

1. If the three-year average is at or greater than 90%, the goal is set at 90%. 
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ñMost Positiveò response is a rating of ñ9ò or ñ10ò or ñAlways,ò depending on the question/composite.  
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2. If the three-year average is between 75% and 89%, the goal is 10% of the difference 

between the three-year average and 90%.  For example, if the three-year average is 80%, 

then the goal would be 81%, or 0.80+[0.10*(0.90-0.80)]. 

3. If the three-year average is less than 75%, then the goal is the three-year average plus 5 

percentage points.  For example, if the three-year average was 56%, then the goal would 

be 61%, or 0.56+0.05. 

Each year, the aggregate rate for the MCO for each measure is determined by adding the 

numerators and denominators for each program.  Table 22 demonstrates how each of the MCOs 

scores when the annual data are applied to the numeric scoring system.  MPRO considered a 

score with more than a 5-point increase or decrease in numeric scoring from the previous year to 

be a strength (çQ) or weakness (ĖQ) in quality.  For details on the 2009 scoring calculations, 

see Appendix E.  

Table 22. Numeric Scoring Total Points (2008-2009) 

 
2008 2009 

 

MCO 
Performance 

Measures CAHPS 
Total 
Score 

Performance 
Measures CAHPS 

Total 
Score Difference 

Blue Plus 21.2 45 66.2 23.5 45.0 68.5 +2.3 

HealthPartners 28.2 45 73.2 25.9 45.0 70.9 -2.4 

IMCare -- 45 -- 11.8 45.0 56.8 N/A 

Medica 23.5 45 68.5 23.5 45.0 68.5 0.0 

MHP 30.6 45 75.6 23.5 45.0 68.5 -7.1Ė 

PrimeWest 21.2 45 66.2 18.8 45.0 63.8 -2.4 

SCHA 25.9 45 70.9 23.5 45.0 68.5 -2.4 

UCare 30.6 45 75.6 16.5 45.0 61.5 -14.1Ė 

Average 

  

70.3     65.9 -4.4 

ç/Ė = 5-point increase/decrease on total numeric score 

Note: The average for 2008 includes FirstPlan which is not represented in the table.   

IMCare did not receive a numeric score in 2008 

In comparing overall performance, the average score has gone down by 4.4 points since 2008.  

HealthPartners has the highest overall numeric score, with 70.9 points out of a possible 100.  

When comparing the 2009 numeric scores with 2008, UCare and MHP demonstrated the largest 

numeric score decreases. 
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Figure 7 provides a three-year comparison of numeric scores by MCO.  The chart illustrates the 

wide variability from year to year and across MCOs. 

Figure 7. MCO Numeric Scores (2007-2009) 

 
Note:  IMCare did not receive a numeric score in 2008. 

Voluntary Changes in MCO Enrollment Survey 

DHS administers a monthly written survey to track voluntary changes in MCO enrollment and to 

compare the reasons enrollees in F&C MA, MinnesotaCare, and MSHO programs change from 

one MCO to another.
43

  The results presented in this report track the number of enrollees who 

changed MCOs in CY 2009.   

DHS provides the detailed survey results to the MCOs by question and category, so they can 

evaluate the data and identify opportunities for improvement.  Data on voluntary changes in 

enrollment exclude F&C MA enrollees living in counties contracting with CBPs (i.e., IMCare, 

PrimeWest, and SCHA), because enrollees are required to use the CBP and can only change 

MCOs if they move to a non-CBP county.   

Table 23 lists voluntary enrollment change rates by MCO for 2009.  The numerator is the total 

number of enrollees who voluntarily changed from one MCO to another.  The denominator is the 

average number enrolled in each MCO during 2009.  The 2009 statewide change rates for F&C 

MA, MinnesotaCare, and MSHO enrollees are 0.8%, 2.5%, and 2.5%, respectively.  MCO 

change rates that exceed the threshold of 5% are marked with a red arrow (ĖQA), denoting a 

weakness in quality and access components of care.  MCO-specific voluntary enrollment change 
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DHS ñVoluntary Changes in MCO Enrollment Reportò is available on the DHS public Web site at: 

www.dhs.state.mn.us/healthcare/studies
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rates that are less than the average for the program are marked with a green arrow (çQA), 

denoting a strength in quality and access components of care. 

Table 23. 2009 Voluntary Enrollment Change Rates by MCO 

MCO 

F&C MA MinnesotaCare MSHO 

# 
Enrollees 
Changing 

MCO 
Avg # 

Enrolled 
Change 

Rate 

# 
Enrollees 
Changing 

MCO 
Avg # 

Enrolled 
Change 

Rate 

# 
Enrollees 
Changing 

MCO 
Avg # 

Enrolled 
Change 

Rate 

Blue Plus  255 57,543 0.4%ç 627 43,919 1.4%ç 85 10,035 0.8%ç 

FirstPlan 13 5,286 0.2%ç 87 3,485 2.5% 57 1,020 5.6%Ė 

Health-

Partners 

649 33,868 1.9% 556 14,300 3.9% 195 2,744 7.1%Ė 

IMCare    55 1,501 3.7% 4 471 0.8%ç 

Medica  507 88,529 0.6%ç 570 30,052 1.9%ç 257 8,760 2.9% 

MHP 183 11,947 1.5% 239 2,021 11.8%Ė 92 762 12.1%Ė 

PrimeWest    65 1,768 3.7% 10 2,062 0.5%ç 

SCHA    89 2,358 3.8% 34 1,868 1.8%ç 

UCare 481 67,703 0.7%ç 731 20,266 3.6% 190 9,032 2.1%ç 

Total  2,088 264,876 0.8% 3,019 119,671 2.5% 924 36,754 2.5% 

Ė= Rate exceeds 5% annual threshold;   ç = Rate less than program average 

The average change rate for F&C MA was 0.8% in 2009 across MCOs.  Blue Plus, FirstPlan, 

Medica, and UCare all had change rates that were below the F&C MA average.  Blue Plus and 

Medica were both less than the MinnesotaCare program average, but with a change rate of 

11.8%, MHP was greater than the 5% threshold.  Change rates in the MSHO program varied.  

Blue Plus, IMCare, PrimeWest, SCHA, and UCare were all less than the program average, 

whereas FirstPlan, HealthPartners, and MHP exceeded the maximum threshold. 

Figure 8 depicts the voluntary changes in enrollment by F&C MA MCOs for 2006, 2007, 2008, 

and 2009.  As indicated in the figure, the rates of voluntary change in enrollment have either 

gone down or remained stable across each MCO for at least three years. 
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Figure 8. Voluntary Changes in Enrollment ς F&C MA (2006-2009) 

 

Figure 9 shows the voluntary changes in enrollment for MinnesotaCare MCOs for 2006, 2007, 

2008, and 2009.  With the exception of UCare and PrimeWest, the rates for voluntary changes in 

enrollment have increased, although not dramatically, among MinnesotaCare enrollees in the 

past year. 

Figure 9. Voluntary Changes in Enrollment ς MinnesotaCare (2006-2009) 

 










































































































































































































