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First, some context …
• MDH’s unique perspective(s)-–mission to protect, improve and
maintain the health of all Minnesotans
• We do that through:
• surveillance and control measures on a host of health threats

• clinical and community prevention programs
• a broad swath of regulation
• policy leadership through research, proposal development and advocacy
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Honoring the accomplishments of the last 8 years
• Governor Dayton, Commissioner Ehlinger
• Our collaboration as a community
• Our understanding of what really produces HEALTH is much broader and deeper:
• not just access to and quality of clinical care
• not just health behaviors and genetics
• It’s the context of community conditions—social determinants

• Our commitment to health EQUITY is stronger and more informed by our focus
on social determinants and structural barriers
9/28/2018

3

Reframing how we think
• 2014 Landmark MDH report on Health Equity
• Written with 1000 community participants
• Co-signed by every cabinet agency head

• 2017 Statewide Health Assessment
• Focuses on People, Opportunity, Belonging, Nature
• Produced with The Healthy Minnesota Partnership
9/28/2018
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Challenges
• Children in poverty
• Vulnerable adults
• Substance abuse
• Health Information Technology
• Workforce Shortages
• Access to health care services
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Insurance Coverage
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Access to Care: Number of Hospitals in Minnesota is Declining
Number of Hospitals
County
Designation

2000

2015

Percent
Change

Metropolitan

58

56

-3.4%

Micropolitan

26

23

-11.5%

Rural Noncore

55

52

-5.5%

Total

139

131

-5.8%

Number of Hospitals offering Birth Services
County
Designation

Source: Minnesota Department of Health, Health Economics Program Analysis of Hospital Annual
Reports; U.S. Census Bureau (County Designations)

2000

2015

Percent
Change

Metropolitan

46

44

-4.3%

Micropolitan

21

20

-4.8%

Rural Noncore

43

28

-37.8

Total

112

92

-17.9% 7

Minnesota Counties with Birth Services, 2000 and 2015

Source: Minnesota Department of Health, Health Economics Program Analysis of Hospital Annual Reports; U.S.
Census Bureau (County Designations)
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Access to Care: Health Care Workforce Challenges
• Many areas of the state are
considered ‘shortage areas’ for
primary care or other services
• Health care workforce is aging
• Labor market is tightening
• New provider types are emerging;
but we don’t always know how to
use them
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Health Care Spending Always Grows
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Source: MDH, Health Economics Program. Data for 2014 remains preliminary.
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Percent growth from previous year

$50

On Current Trajectory,
Spending is Estimated to Nearly Double by 2024
Minnesota Health Care Spending, 2005 to 2024

Minnesota Health Care Spending
(Billions of dollars)
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Source: Historical spending estimates from MDH, Health Economics Program; projections from Mathematica Policy Research; data from 2014 and projections
remain preliminary. Health care spending as a share of the Minnesota economy is expected to grow from 12.0 percent in 2005 to 15.8 percent in 2024. It was
13.6 percent in 2014.
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Impact of Chronic Disease on Health Care Spending
$14,000

$12,840

$12,000

• Average spending for health care services
and prescription drugs for Minnesota
residents in 2012 was about $5,550.
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$5,550

$6,272

$4,000
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$0

Chronic conditions contribute significantly to
annual per-person health care spending.

$1,560

Average Spending Spending Spending
spending for patients for patients for patients
who used who used who used
services services & services &
had no
w/chronic
chronic
disease
disease

• Spending for residents without a chronic
condition was approximately $1,560.
• Residents with at least one chronic
condition spent an average of $12,840 on
health care.

MDH/Health Economics Program analysis of data from the Minnesota All Payer Claims Dataset, 2015. Data from 2012.
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Suicide, drug overdose, and alcohol-attributable deaths
increased substantially in Minnesota between 2000 and 2016

Homicide

9/28/2018

Death Certificate Data
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Building on What We’ve Learned

• Health happens where we live, learn, work and play
• Population health challenges are multi-sector
• Solutions must involve all of us
• Unique opportunities in MN
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Where we have been...
1990s

2003

• Health Care
• Adverse Health
Access
Events
Commission
Reporting Law
• HealthRight
• MN Health
MNCare
Access Survey
reforms
• MN Health Data
Institute
• BHCAG
• ICSI

2004
• MN e-Health
Initiative

2005
• MN Community
Measurement

2008
• Health Reform
• Payment
reform
• SHIP
• APCD
• SQRMS
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Health Care Access Fund Investments

Prevent
disease
• Statewide Health
Improvement
Partnership (SHIP)
$17.5M

Improve cost
and quality
• Health Economics

$6.6M

• Health Care Homes
$1.8M
• MN eHealth
Initiative
$328,000

Build infrastructure
and access
• Loan forgiveness for health
care providers $3.3M
• Support for rural and
underserved areas $2.1M
• Grants to expand the health
care workforce $2.2M
• Grants to support hospitals
and clinics $1.8M

Primary Care Reform
• Since 2010, nearly 400 primary care
clinics have become certified as
Health Care Homes
• HCHs provide patient-centered,
team-based, high-quality care
• 61 of 87 counties have at least one
certified HCH
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Workforce
• MN has led the nation in establishment of
new professions:
• Community paramedics
• Community health workers
• Dental therapists

• International Medical Graduate Program
• Independent practice for APRNs
• MERC (Graduate Health Professions grant
funding) & innovation grants
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Health Information Technology (2016)

• Nearly all hospitals and clinics have EHRs
• Local health department EHR adoption is nearly universal
• Almost all pharmacies are capable of e-prescribing
• Strong progress in EHR adoption in clinical labs, nursing homes
• Providers are starting to use their EHRs to improve care
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Health Information Technology
All communities and individuals benefit from and are empowered by
information and technology that advances health equity and supports health
and wellbeing.
• Nearly all MN providers have EHRs
• But small and rural organizations tend to
be “have-nots”
• Many organizations still can’t exchange
data
• If data can’t be used, exchanged, and
optimized, quality and cost of care can
both suffer
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Quality measurement and improvement …

• Clinics and hospitals report measures … under state and national
initiatives
• Results are reported publicly
• Health care purchasers use measures in quality-based payment
arrangements
• Measures are used by commercial and public sectors, fostering alignment
across local and federal initiatives
5

Adolescent Mental Health and/or Depression Screening
More than 15,000 additional patients were screened in 2016 as compared to 2015. In
2015, the statewide screening rate was 70% and in 2016 it increased to 80%.

There were 570 reporting clinics in 2015 and 573 in 2016.
Source: MDH Health Economics Program analysis of Quality Reporting System data.
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Do We Pay for Inefficient Health Care?
(Select Low-Value Encounters in Minnesota, 2014)
80,000
69,008

Number of Encounters
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MDH/Health Economics Program, analysis of data in the MN APCD, March 2017; www.health.state.mn.us/healthreform/allpayer/lvsissuebrief.pdf and
www.health.state.mn.us/healthreform/allpayer/lvssupplement.pdf
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Does the Market Help Create Affordable Health Care?
(Prices for Total Knee Replacement, 2014/15)
• The statewide average price was
$23,997, with a range of roughly
$40,000
• The average case price at the most
expensive hospital was $35,171.
• This is 2.3 times or $19,957 higher
than the hospital with the lowest
average price hospital ($15,214).
• Within that hospital, prices varied
from $24,618 to $46,732.
Prices were estimated based on facility costs only.

Price Range and Average Case Price
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MDH/Health Economics Program, “Commercial Case Price Variation Among High-Volume Inpatient Treatments in Minnesota Hospitals (Part 1): July 2014 to June2015, Issue
Brief, January 2018; http://www.health.state.mn.us/healthreform/allpayer/pricevariation.pdf
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Hospital
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Average
Price

Does Health Care Delivery Produce High Value for All?
(Pediatric Health Care Use, 2013/2014)

Minnesota Department of Health/Health Economics Program, “Pediatric Health Care Use in Minnesota, 2013/2014;” forthcoming.

Trends in disease prevalence
(Treated Prevalence 2009/14, Select Conditions)
Number of Persons (in ‘000), Treated Prevalence Rate for Group
695, 77.8%

All chronic conditions (age 60 or older)

878, 81.2%
1,307, 39.6%
1,243, 36.8%

Smoking exposure (age 18-64)
919, 23.6%
1,000, 25.2%

Obesity (age 10 to 64)
46, 1.3%
54, 1.4%

Dementia (age 18 or older)

915, 17.8%

Hypertension

1,041, 19.3%

292, 5.7%
336, 6.2%

Diabetes
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Source: Mathematica Policy Research analysis of claims and encounter data from the Minnesota All-Payer Claims Database v. 19, the Medical Expenditure Panel Survey and Minnesota’s Behavioral Risk
Factor Survey. Estimates are weighted to population and coverage estimates reported in the Minnesota population sample of the American Community Survey.
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Questions about quality measurement…
• Should quality measures be linked to quality improvement goals, population health
goals, health equity goals, cost reduction, disease burden?
• Should all statewide measures be used in quality improvement, public reporting, and
pay-for-performance, or are different measures better suited to different functions?
• How do we measure other settings or across settings along the care continuum?
• How can we increase the efficiency of quality measure reporting?
• How does Minnesota continue to be a leader and innovate in quality measurement?
• How do we align with other measurement strategies without being duplicative or
redundant or going backwards, and maintain a system that is relevant for Minnesota?
• What do we all need to know to be part of health quality improvement, the delivery
of high quality care, and population health improvement?
8

Updating MN’s Quality Framework
Legislative charge

Project goals

Develop a framework in collaboration
with a broad group of stakeholders that:

The framework is intended to become
guidance to the broader community that:

Articulates statewide quality improvement
goals

Articulates the values of statewide quality
measurement across the spectrum of
stakeholders

Fosters alignment with other
measurement efforts
Identifies the most important elements for
assessing the quality of care
Ensures clinical relevance and
Defines the roles of stakeholders

Includes guiding principles for a system of health
quality improvement and measurement

Responds to the legislatively-established criteria

Establishes principles for ongoing framework
evaluation, maintenance, and updates
29

Questions the framework should answer
• Why should we measure?
• What should we measure?
• How should we measure?
• Who should we measure?
• How will we know if the quality framework is meeting
its purpose and goals?
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Values
1. Fairness and equity

5. Improvement

2. Connection and
collaboration

6. Accuracy and rigor

3. Measurement that
matters
4. Actionable information

7. Innovation
8. Transparency and
simplicity
9. Efficiency
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Principles
1. Health is more than health care, and a measurement framework should
recognize this by:
a.

Linking up with overarching concepts of quality (e.g., safety);

b.

Incorporating and appropriately accounting for provider, system, community, cultural, and
patient factors that contribute to variation in quality measure results; and

c.

Exploring factors at the population/neighborhood level and across systems of care (e.g.,
ambulatory, long term, behavioral).

2. A measurement system should seek to measurably foster improvement in
health outcomes, health care quality, health equity, patient experience, and
population health, and reduction in costs for patients, providers, and
purchasers.

14

Principles (cont.)
3. Quality measurement should be patient-centered and produce information that is
meaningful, fair, transparent, and actionable for different stakeholders (e.g., patients,
providers, health plans) in different ways (e.g., decision-making, public reporting, internal
improvement, value-based purchasing). Measures do not need to be used by all stakeholders
for all purposes.
4. Quality measurement in Minnesota should be parsimonious, appropriately balance value for
stakeholders with reporting burden, and not duplicate other efforts.
5. Minnesota must measure what is most important, not what is easiest. A measurement
framework should provide “signal strength”—cohesiveness and alignment around what is
important.
6. The quality framework should be regularly monitored and updated via an inclusive,
transparent process to ensure it meets goals.
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Quality framework timeline

Phase 1
• February –
October 2018
• Status report
to Legislature

Phase 2
• 6-12 months
• Final report to
Legislature

Implementation
• 2020 and
ongoing, with
evaluation
and evolution
of
measurement
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Looking Ahead to Future Reforms
• The political landscape in Minnesota will change later this year.
• Regardless of political changes, there is a growing need to take a comprehensive look at
Rural Health challenges and opportunities

• Health Care continues to change dramatically: old solutions won’t work in a
new world.
• What will “access to care” look like? What will care delivery look like?
• Bricks and mortar? Telehealth? Mobile devices and tech?
• How do we move from current structures to the future? How do we plan?

• How will care be paid for?
• How will we use and share data differently?
35

Looking Ahead to Future Reforms

• What about the 80% of health that is related to factors
outside hospital/clinic walls?
• How will we build stronger, sustainable cross-sector
partnerships?
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Community-based Prevention
• Through SHIP, every MN county and
10 tribal nations are using broad,
public/private Community
Leadership Teams to increase
opportunities for healthy eating,
active living, and tobacco-free living.
• SHIP communities focus on policy,
systems, and environmental changes
to improve health and reduce health
care spending.
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