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Appendix 3:  

Population Health Report –  

Integrated Health Partnerships Contract 
 

 

Name of IHP 

Wilderness Health 
 
Contract Year: 2020 

 

Contact for Population Health Report 

Name:  

Cassandra Beardsley, Executive Director 
 
Email & Phone: 

Cassandra.beardsley@wildernesshealthmn.org 
218.834.7375    
 

 

Instructions 

 Please complete this report for population and submit to the IHP Admin email at 
IHP.Admin.DHS@state.mn.us no later than October 15th of the contract year.   

 For contract year Jan. 2018 – Sept. 30th 2018, Year 1, the report will span 9 months. Future 
reports will cover work performed by the IHP and partners over a span of 12 months from 
October – September. For Track 2 IHPs utilizing this report for Accountable Care Partnerships 
(ACPs), please submit one report for each of the ACPs in place for a non-reciprocal risk 
arrangement.  

 For all IHPs, submission of the Population Health report will fulfill requirement for submission 
under the Population Health Report in section 31 , and section 7.1.1. of the contract.  

 An excerpt from your contract can be found in the final section. Please click here to be taken 
directly to that page.  

 Please complete one set of questions for each of the interventions in your contract, providing as 
much detail as possible. Supporting documents such as example patient survey or newly 
developed tools are helpful to include with your submission so we have a complete picture of 
the work you are doing. 

 When submitting, please cc’ the appropriate contact from your community-based partners in 
this intervention. 

 The provided information will be evaluated and scored using the template below. IHPs will 
receive a completed scorecard and any follow up comments or questions using the format 
outlined in Figure 1 below. 

                                                           
1 See section 3.4.4 for Track 1 contracts starting in 2018, 3.5.4 for Track 2 contracts starting in 2018, 3.4.2 for Track 
1 contracts starting in 2019 and 2020, 3.5.2 for Track 2 contracts starting in 2019 and 2020. 

mailto:IHP.Admin.DHS@state.mn.us
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Figure 1. Population Health Report Scorecard  
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Health Equity Measure 
Please refer to section 15.4.2 of your contract (if Track 1) or section 16.4.2 of your contract (if Track 2).  

If you are not able to provide details for a particular measure, please note the reason and the anticipated timeline for inclusion. 

 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 
1 Development of ideal state for 

adding behavioral health integration 
into primary care  

A Mental Health Steering 
Committee, comprised of 
representatives from each of our 
members, meets monthly to discuss 
activities and planning for future 
initiatives. The Committee drafted a 
Charter to guide our work, which 
was approved by the Wilderness 
Health board of directors in 
February 2018.  The objective stated 
a shared desire “To expand mental 
health resources and access 
throughout our IHP service area in 
order to enhance providers’ ability 
to help their patients and provide 
quality and timely patient care.”  
 
High level deliverables included: 
1. Increase patient access to 

behavioral health resources 
2. Provide education and support 

to providers and staff 
3. Decrease non-emergent 

Emergency Room mental health 
visits 

4. Increase physician engagement 
5. Move towards a system-wide 

Measure for Performance Period 
1 Only. 

Measure for Performance Period 
1 Only. 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

care coordination model for 
mental health patients 

 

Notes: 
2 Assessment of primary care and ER 

providers to assess perceived ability 
to treat patients with mental health 
conditions  

Measure for Performance Periods 2 
& 3 only 

Wilderness Health conducted a 
behavioral health integration 
assessment across our 10 member 
health care systems including 
primary care and mental health 
clinics. We decided not to assess 
ER providers for this measure at 
this time due to our primary goal 
of expanding IBH into the Primary 
Care setting. Provider feedback 
informed this decision; providers 
generally felt that screenings are 
more of a preventive measure 
that should be conducted in 
Primary care rather than in the ER. 
The tool utilized is the Integrated 
Behavioral Health Site Self-
Assessment Survey recommended 
by the Institute for Clinical 
Systems Improvement (ICSI), 
Adapted from the PCRS – 
developed by the Robert Wood 
Johnson Foundation Diabetes 
Initiative, 
www.diabetesintiative.org; also 
adapted from the ACIC survey 
developed by the MacColl 
Institute for Healthcare 

Wilderness Health conducted a 
behavioral health integration 
assessment across our 10 
member health care systems 
including primary care and 
mental health clinics utilizing the 
same tool as last year.  The tool 
utilized is the Integrated 
Behavioral Health Site Self-
Assessment Survey 
recommended by the Institute 
for Clinical Systems Improvement 
(ICSI), Adapted from the PCRS – 
developed by the Robert Wood 
Johnson Foundation Diabetes 
Initiative, 
www.diabetesintiative.org; also 
adapted from the ACIC survey 
developed by the MacColl 
Institute for Healthcare 
Innovation, Group Health 
Cooperative.https://mehaf.org/w
hat-we-do/priorities/system-
change/integrated-care. 
 
The majority of Wilderness 
members responded to the 
survey, including most of the 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

Innovation, Group Health 
Cooperative.https://mehaf.org/w
hat-we-do/priorities/system-
change/integrated-care. We 
committed to administering this 
annual survey to assess what 
mental health resources were 
available throughout our service 
area. In 2018, we surveyed the 
Wilderness ER and primary care 
physicians with our own survey. 
This year, after speaking with the 
Institute for Clinical Systems 
Improvement (ICSI) about their 
recent efforts of Integrated 
Behavioral Health into Primary 
Care Call to Action, we decided to 
adopt their survey for site self-
assessment of integrated health 
capacity as it fit into the desire to 
assess and add integrated 
behavioral health care into 
primary care. Future assessments 
to extend beyond the primary care 
setting (i.e. ED, Specialty and 
Inpatient) would be our next steps 
in understanding our ACO’s 
current and future willingness to 
integrating behavioral health 
across all spectrums of care. 
The majority of Wilderness 
members responded to the 

hospitals that do not employ 
primary care clinics. We asked all 
clinics to respond to the survey 
as well, as processes and 
resources can vary by site within 
the same system. 23 respondents 
completed the full survey.  Please 
note that Mercy Hospital did not 
complete this survey as of 1/2020 
they were no longer a member of 
Wilderness Health. The survey 
scoring ranges from 1 (little to no 
capacity or resources) to 10 
(ideal state, full capacity or 
integration). 
The weighted score for overall 
integration between primary care 
and mental health was 5.13, with 
a 6.8% increase from 2019.  Most 
notable increases to report 
include a 14.4% increase in 
patient/family involvement in the 
care plan; 12% increase in social 
support (for patients to 
implement recommended 
treatment); 20.4% increase in 
patient care team for 
implementing integrated care; 
12.10% increase for providers’ 
engagement with integrated 
care(“buy-in”); 17.90% increase 
in the continuity of care between 



Appendix 3: Population Health Report - Integrated Health Partnerships Contract 

Updated April 14, 2020  6 
 

 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

survey, including most of the 
hospitals that do not employ 
primary care clinics. We asked all 
clinics to respond to the survey as 
well, as processes and resources 
can vary by site within the same 
system. 22 responses were 
received, with 19 completing the 
full survey (some clinics started 
the survey but did not complete 
all of the questions). Scoring 
ranged from 1 (little to no capacity 
or resources) to 10 (ideal state, 
full capacity or integration). 
The weighted score for overall 
integration between primary care 
and mental health was 4.45. The 
highest scores were reported for 
question 7: screening and 
assessment, with a weighted 
average of 6.65. Lower scores 
were reported for overall 
resources, including resources 
available for provider care teams 
(4.26), provider and staff 
education (4.42), patient/family 
input to integration (4.37) and 
reimbursement (3.58). We 
anticipate further capacity being 
established for provider teams as 
the execution of the Wilderness 
Health Grant resources are fully 

primary care and 
behavioral/mental health; 
20.90% increase in the 
coordination of referrals and 
specialists; 15.9% increase in the 
patient/family input to 
integration management ; and a 
21.6% increase in funding 
sources/resources.  The 
aggregated survey responses did 
not reflect a decrease from 2019 
to 2020; all items increased. 
 
A copy of the adapted MN Health 
Collaborative Integrated 
Behavioral Health Site Self-
Assessment Survey (IBH SSA) and 
detailed responses to the 
questions are listed below in the 
notes section. This survey will be 
completed again next summer.  
 
In addition, we adapted the IBH 
SSA survey tool to assess the 
level of behavioral health 
integration in the ED/Urgent Care 
setting of our members as we 
specified in last year’s report.  
We distributed the survey to 
member ED Providers and 
managers and received 10 
responses.  Scoring ranged from 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

employed at member facilities 
enabling care coordination teams 
to establish consistent and 
sustainable practices and 
procedures. We are currently 
exploring additional options to 
support provider and staff 
education/training through 
potential Telehealth platforms and 
through the development of a 
network wide resource sharing 
platform that enables health 
professionals to share 
policies/procedures, case studies 
and educational opportunities. We 
also have plans to address the 
reimbursement issue by hiring an 
intern this fall to research funding 
opportunities. 
A copy of the MN Health 
Collaborative Integrated 
Behavioral Health Site Self-
Assessment Survey and detailed 
responses to the questions are 
listed below in the notes section. 
This survey will be completed 
again next summer, with 
consideration to a different survey 
method for hospitals that do not 
have affiliated primary care clinics. 
Wilderness Health is making 
steady progress to integrate 

1 (little to no capacity or 
resources) to 10 (ideal state, full 
capacity or integration). 
The weighted score for overall 
integration between ED/urgent 
care and mental health was 5.10. 
The highest scores were reported 
for screening and assessment, 
with a weighted average of 7.9; 
patient/family involvement in the 
care plan and linking to 
community resources both 
averaged at 6.4; and providers 
engagement with integrated care 
(buy-in) average weight was 6. 
Lower scores were reported for 
patient/family input to 
integration management (4.5) 
and for funding 
sources/resources (4.4). 
 
A copy of the adapted ED/Urgent 
Care IBH SSA and detailed 
responses to the questions are 
listed below in the notes section. 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

Behavioral Health into Primary 
Care. Our member affiliates have 
been establishing procedures and 
practices to standardize 
screenings, follow-ups and 
coordinate care. Barriers that have 
arisen include the impact of 
transitioning EHR’s, provider buy-
in, resources and staffing capacity 
to adequately meet the demands 
and needs. 

Notes: Integrative Behavioral Health Site Self-Assessment (IBH SSA) detailed responses for 2 surveys: the IBH SSA across Primary Care Survey and 
the IBH SSA across the ED/Urgent Care Survey.  We also included a chart comparing the 2019 to 2020 response for the Primary Care Survey.   
 

PRIMARY CARE Survey Results: Section I: Integrated Services and Patient and Family-Centeredness 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

1.  Level of integration: primary care and mental/behavioral health care 

 

 
 
2.  Screening and assessment for emotional/behavioral health needs (e.g., stress, depression, anxiety, substance abuse) 
2. (ALTERNATE:  If you are a behavioral or mental health site, screening and assessment for medical care needs) 

 

 
 



Appendix 3: Population Health Report - Integrated Health Partnerships Contract 

Updated April 14, 2020  10 
 

 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

3.  Treatment plan(s) for primary care and behavioral/mental health care 

 
 
 
 
 
 
 
4.  Patient care that is based on (or informed by) best practice evidence for BH/MH and primary care  
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

5.  Patient/family involvement in care plan 

 

 
 
6. Communication with patients  about  integrated care 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

7. Follow-up of assessments, tests, treatment, referrals and other services  

 

 
 
8. Social Support (for patients to implement recommended treatment 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

9. Linking to Community Resources  

 

 
 

PRIMARY CARE Survey Results: Section II: Practice/Organization  
1.  Organizational leadership for integrated care 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

2.  Patient care team for implementing integrated care 

 

 
 
3.  Providers’ engagement with integrated care (“buy-in”) 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

4.  Continuity of care between primary care and behavioral/mental health 

 

 
 
 

5.  Coordination of referrals and specialists 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

6.  Data systems/patient records 

 

 
 

7.  Patient/family input to integration management 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

8.  Physician, team and staff education and training for integrated care 

 

 
 
9.  Funding sources/resources 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

 

2019 & 2020 Weighted Average Comparison Table 

Question 
Weighted 
Average Change 

Integrated Services and Patient and Family-Centeredness          2020 2019 Difference % change 

Primary care and mental/behavioral health care 5.13 4.45 0.68 6.80% 

Screening and assessment for emotional/behavioral health needs (e.g., 
stress, depression, anxiety, substance abuse)(ALTERNATE:  If you are a 
behavioral or mental health site, screening and assessment for medical care 
needs) 

6.74 6.65 0.09 0.90% 

Treatment plan(s) for primary care and behavioral/mental health care 5.83 5.6 0.23 2.30% 

Patient care that is based on (or informed by) best practice evidence for  5.57 5.55 0.02 0.20% 

Patient/family involvement in care plan 6.74 5.3 1.44 14.40% 

communication with patients about integrated care 6.13 5.3 0.83 8.30% 

Follow-up of assessments, tests, treatment, referrals and other services 6.3 5.75 0.55 5.50% 

Social support  (for patients  to implement recommended treatment) 6.7 5.5 1.2 12.00% 

 Linking to Community Resources 6.61 5.95 0.66 6.60% 

Organization/Practice 2020 2019 Difference % change 

Organizational leadership for integrated care. 6.43 5.37 1.06 10.60% 

Patient care team for implementing integrated care 6.3 4.26 2.04 20.40% 

Providers’ engagement with integrated care (“buy-in”) 6.52 5.21 1.31 13.10% 

Continuity of care between primary care and behavioral/mental health 6.74 4.95 1.79 17.90% 

Coordination of referrals and specialists 6.83 4.74 2.09 20.90% 

Data systems/patient records 7 5.68 1.32 13.20% 

Patient/family input to integration management 5.96 4.37 1.59 15.90% 

Physician, team and staff education and training for integrated care 5.83 4.42 1.41 14.10% 

Funding sources/resources 5.74 3.58 2.16 21.60% 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

ED/URGENT CARE Survey Results: Section I: Integrated Services & Patient and Family-Centeredness 
 

1.  Level of integration: ED and mental/behavioral health care 

 

 
 
2.  Screening and assessment for emotional/behavioral health needs (e.g., stress, depression, anxiety, substance abuse) 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

3.  Treatment is communicated with primary care and behavioral/mental health care 

 

 
 
4.  Patient care that is based on (or informed by) best practice evidence for BH/MH and primary care  
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

 
5.  Patient/family involvement in care plan 

 

 
 
 
6. Social Support (for patients to implement recommended treatment) 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

7. Linking to community resources 

 

 
 
ED/URGENT CARE Survey Results: Section II: Practice/Organization 
 

 
1.  Organizational leadership for integrated care 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

 
2.  Providers’ engagement with integrated care (“buy-in”) 

 

 
 

 
3.  Continuity of care between primary care/contracted services and behavioral/mental health 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

4.  Implementation of referrals and specialists 

 

 
 

5.  Data systems/patient records 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

6.  Patient/family input to integration management 

 

 
 

7.  Physician, team(i.e. EMS, Law Enforcement) and staff education, training, and debrief opportunities for integrated care 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

 
8.  Funding sources/resources 

 

 
 

3 Recruitment of additional staff  Wilderness Health hired a RN 
Care Navigator, who started on 
July 30, 2018.  The navigator 
position will provide centralized 
support to both Wilderness 
Health facilities and 
Independent clinics in the 
outreach and enrollment of 
individuals into disease 
management programs and 
services.  This individual will 
coordinate care efforts for a 
safe, effective, efficient and 

Project Manager: Wilderness 
Health hired a Project Manager on 
June 17, 2019. This role acts as a 
resource for organizational 
leaders across the Wilderness 
Health network to identify, 
implement and meet process 
improvement goals.  
RN Care Navigator: Katie Peck 
began her position July 30, 2018. 
During the first few months, Katie 
did an extensive search of 
surveying our ACO to establish 

Medical Director: Gretchen 
Karstens, MD started as 
Wilderness Health Medical 
Director in January 2020.  She has 
been meeting with physicians to 
help learn where there are 
breaks in the workflow around 
Annual Wellness Visits with St 
Luke’s and Lake View.  She is on a 
work group with St Luke’s to 
improve the process of AWV 
completion.  She has worked 
with the RN Care Navigator to 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

patient centered transition 
along the health continuum.  
Serves as a resource and 
educator to patient, service and 
clinical staff.   
 
In addition, several Wilderness 
Health members applied for 
funding from Wilderness to hire 
new staff to better support care 
needs for patients. As of 
9/30/18, these are currently in 
the recruiting process and 
hadn’t been hired: 

 Community Memorial is hiring a 
RN Population Health nurse to 
assist with annual wellness 
visits, provide continuity and 
follow-up after emergency 
department encounters, 
hospitalizations, and 
rehabilitation admissions, 
provide chronic care 
management, preventative 
health care, and screening for 
depression, among other 
services and to assist patients 
and enhance clinical quality 
outcomes. 

 St Luke’s Mental Health Clinic is 
recruiting a full-time RN Care 
Coordinator to connect patients 

relationships with all our various 
stakeholders, learning what 
current resources exist in addition 
to recognizing potential gaps in 
care and development 
opportunities. Katie also began 
working within our IHP (in 
addition to our other ACOs/Payer 
groups) to study our current 
population and to establish best-
practice navigation workflows. 
During her initial research, she 
discovered the need for additional 
support/networking to those 
delivering care coordination 
services within our IHP. January 
2019, she launched our first WH 
Coordination of Care Roundtable 
with participants across our IHP. 
Received with great positive 
feedback, we have continued the 
roundtables to expand to other 
clinical disciplines: Directors of 
Nursing, Home Health Care. Katie 
also participates on varies 
committees throughout our IHP to 
offer additional support to those 
also working in align with our 
strategic initiatives- such as Tribal 
Healthcare Relations, St. Luke’s 
LGBTQ, Opioid Abuse Response 
Strategies Task Force and a 

build outreach to COVID 
vulnerable patients and workflow 
around following up with 
patients who are COVID positive 
and being cared for at home.   
 

Mental Health Reimbursement 
Research Intern: Ryan Theissen 
was hired in October 2019 for a 
project based internship to 
conduct research on 
reimbursement and funding for 
mental health services with an 
end goal of producing 
recommendations for action.  
Ryan facilitated group focus 
feedback sessions and one-on-
one interviews with healthcare 
members to assess the current 
state of reimbursement. He also 
conducted external research to 
find additional resources and 
solutions for this project.  After 
concluding his research, he 
developed and presented a 
compiled report with 
recommendations for the 
Wilderness Health Board and 
staff.  The primary conclusions 
were:  
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

to resources, including both 
health and supportive services, 
help patients access appropriate 
care, create and monitor 
patient-specific care plans, serve 
as a liaison to other community 
providers, promote timely 
access to mental health care, 
increase utilization of 
preventative care to reduce 
emergency room utilization of 
services, and serve as an 
advocate, educator, and 
resource to patients, the care 
team, families and caregivers, 
and community resources. 

 Lake View is hiring a behavioral 
health practitioner to 
participate in a new 
collaborative mental health and 
primary care wellness team to 
increase access to mental health 
services and increase treatment 
compliance through improved 
and timely follow-up care within 
the primary care setting. 

 Rainy Lake Medical Center is 
hiring a RN Population Health 
Nurse who shall manage their 
chronic care coordination 
program and provide services 
including, but not limited to, 

Pediatric Patient Advisory 
Committees. In conjunction with 
these initial efforts, Katie 
continues frequent review of our 
current IHP population to offer 
clinical recommendations and 
guidance for those who may need 
additional support or steering, to 
best utilizes health care services 
and optimize their well-being.  
Wilderness Health Grant Funded 
Member Positions: Wilderness 
Health provides the opportunity 
for charter members to apply for 
funding to enhance their facilities’ 
mental health initiatives. Many 
members have taken advantage of 
this funding to add key staffing 
resources for care coordination 
and patient support. As of 
9/30/19, Wilderness Health has  
funded 12 grants, 10 of which are 
to hire personnel that are in 
various stages of implementation: 
Recruitment, capacity building and 
active engagement.  
Recruitment Stage:  
- Grand Itasca is hiring a FT RN 
Clinic Care Coordinator and a PT 
Social Work Care Coordinator to 
implement a team-based care 
coordination model in their clinic. 

- Establish and standardize a 
consistent process for 
Mental Health Screening  

- Provide educational 
opportunities to providers 
and staff on billing and 
coding  

- Implement Tele-Mental 
Health across network 

- Advocate and educate State 
Legislature on current 
condition and the need for 
parity  

Please find the condensed report 
below in the notes section.  The 
full detail is available upon 
request.  

Project Manager:  Michelle 
Hargrave was hired as a Project 
Manager on June 17, 2019.  
Michelle’s first few months 
focused upon the support of the 
IHP contract including managing 
the grant process distributed 
from the population based 
payments and coordinating the 
population health report 
including data collection, survey’s 
and reporting amalgamation.  
Hargrave assists with ongoing 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

visiting patients to coordinate 
care with providers and 
connecting patients to 
community resources such as 
financial assistance, food 
security, and mental health 
services.   

 

The RN would lead their care 
coordination program and have 
accountability for all patients 
enrolled in the program. The 
social worker would specialize in 
psychosocial and non-clinical 
issues with patients enrolled in 
the care coordination program.  
 
Capacity Building Stage:  
Community Memorial Hospital 
hired a Population Health Nurse 
(PHN) to assist with annual 
wellness visits, provide chronic 
care management, preventative 
health care, screening for 
depression and to provide 
continuity and follow-up after 
emergency department 
encounters, hospitalizations, and 
rehabilitation admissions with the 
end goal of supporting patients 
and enhancing clinical quality 
outcomes. The PHN has been 
working on developing significant 
capacity and incorporating new 
programs/ practices that did not 
exist before her position; for 
example, she developed a TCM 
committee outlining specific 
processes and follow-ups. The 
specific output metrics reported 

activity to deploy the various 
roundtable events, facilitation of 
the monthly Mental Health 
Committee, providing project 
management for member value 
based care workgroups and 
ongoing project needs.  Hargrave 
assisted with several grant 
writing projects including a HRSA 
Rural Health Network Grant 
(received 7/1/2020) focusing on 
integrating tele-mental health, a 
COVID FCC Grant for Remote 
Monitoring Devices and a MDH 
Community Engagement grant in 
partnership with NAACP.  
Additional projects include the 
development of a Resource 
Sharing Platform integrated into 
the Wilderness Health website 
for membership connection and 
resource sharing; research 
partnership with UMD on 
assessing the capacity of 
members to address social 
determinants of health (SDOH). 
 
Wilderness Health Grant Funded 
Member Positions: Wilderness 
Health provides the opportunity 
for charter members to apply for 
funding to enhance their 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

measuring from 7/1/18 to 6/30/19 
include:  
- 33 ED referrals to PCP  
- 76.3% depression screening 
(N=244/320)  
- 27% screened positive for 
depression (N=66/244)  
- Follow-up Treatment  

 18.1% Referred to Specialty 
Care  

 51.5% Medication only  

 10.6% Referral w/Medication  

 40.8 % No Intervention  

 
Follow-up Calls Conducted  
 
Fairview Range Medical Center 
hired an Occupational Therapist 
(OT) for outpatient clientele. The 
OT position works solely with 
Behavioral Health patients. The 
addition of an OT provides the 
ability to connect and work in 
conjunction with outpatient 
Behavioral Health specialty 
services and primary care services 
within the Fairview system in 
order to address both functional 
and social needs. The addition of 
an OT enables them to ensure 
there is preventative access for 
mental health care and allow for 

facilities’ mental health 
initiatives. Many members have 
taken advantage of this funding 
to add key staffing resources for 
care coordination and patient 
support. As of 10/5/20, 
Wilderness Health has funded 16 
grants, 14 of which are to hire 
personnel.  The 4 new grants 
awarded this year and the 
ongoing grants include: 
 
Community Memorial Hospital: 
CMH hired a 2nd Population 
Health Nurse to assist with their 
expanded needs after the merger 
with Raiter Clinic in 1/2020.  The 
PHN will assist with annual 
wellness visits, provide chronic 
care management, preventative 
health care, screening for 
depression and to provide 
continuity and follow-up after 
emergency department 
encounters, hospitalizations, and 
rehabilitation admissions with 
the end goal of supporting 
patients and enhancing clinical 
quality outcomes.  The 
deliverables and metrics of this 
position include: 
- # of Medicaid patients 
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Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

more timely access to treatment 
in the primary care setting. The 
primary metrics include:  
- Inpatient re-admissions rates  
- PHQ-9 screening rates  
- Patient satisfaction survey  
 
The WH grant also enabled the OT 
to be trained in Healing Touch 
Therapy. Fairview Range offers 
research based Healing Touch as 
an integrative therapy to their 
outpatient population to address 
anxiety, depression, pain, stress, 
spirituality, and immune system 
support.  
Their piloted use of Healing Touch 
into the acute inpatient setting 
resulted in positive feedback from 
patients. Their behavioral health 
patients that have experienced 
Healing Touch have noted that 
they feel more grounded, report a 
decrease in anxiety, and report a 
decrease in pain. One patient 
noted that “it was almost like 
taking a valium.”  
They have had patient’s discharge 
from their inpatient setting to 
their outpatient Partial 
Hospitalization Program and 
request Healing Touch as they 

served 
- # of Medicaid patients seen 

in ED without PCP referred 
to clinic for PC 

- # of pts screened for 
depression 

- Follow-up for patients with 
a positive depression 
screening 

- AWV’s conducted 
- CCM  

 
Lake View Hospital hired a PT 
Wellness Coordinator to develop 
a comprehensive wellness 
program with a primary focus on 
mental health and secondary 
focus on physical health. The 
main goal of the program is to 
provide outreach and education 
while increasing awareness and 
access to mental health 
resources. 
 
The deliverables and metrics of 
this program include: 
- Coordinate community 

outreach and educational 
events such as MH First Aid 
Training and the Make it Ok 
Campaign to reduce MH 
Stigma 
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Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

found it that beneficial for their 
wellbeing.  
- Lake View Clinic & Hospital hired 
a Behavioral Health Nurse 
Practitioner in August 2019. The 
primary goals are to increase 
access to mental health services 
through the coordinated services 
of mental health and primary care 
providers and to improve 
treatment compliance through 
improved  

 
and timely follow-up care. The 
specific metrics include:  
 
Access to Behavioral Health  

 Average time to initial visit after 
referral to behavioral health 
provider.  

 Percent of primary care clients 
who were referred for mental 
health services within the primary 
clinic.  
 
Screening and follow up: MN 
Community Measures  

 Depression: Assessing 
Symptoms  

 Depression: Follow up (6 
months)  

 Depression: Follow up (12 

- Community 
Awareness/communication 
campaign through various 
media and communication 
outlets  

- Employee education and 
connection to resources (e-
newsletter, FB group) 

- Community referrals to 
outpatient mental health 

- Community relationships 
and partnerships formed 

- Employee MH and wellness 
events/activities 

 
 
St. Luke’s Hospital applied to 
extend their grant for their 
Healthy Mom Safe Baby 
program to implement the MN 
Hospital Association Roadmap for 
Neonatal Abstinence Syndrome.  
In year one, they hired a RN Care 
Coordinator to develop the 
program but in the new year 2 
grant they are transitioning the 
position to a FT SW position to 
finish the roadmap and manage 
the program.  The Healthy Mom 
Safe Baby program has currently 
completed 75% of their structure 
roadmap workplan. Additional 
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months)  
 Depression: Feel Better (6 

months)  
 Depression: Feel Better (12 

months)  
 
Compliance  

 Rate of kept/missed mental 
health appointments in primary 
care clinics, not counting first visit.  
 
Rainy Lake Medical Center hired a 
RN Population Health Nurse to 
manage their chronic care 
coordination program and provide 
services including but not limited 
to, visiting patients to coordinate 
care with providers and 
connecting patients to community 
resources such as financial 
assistance, food security, and 
mental health services. The 
metrics(process and outcome 
based) being tracked for this grant 
include:  
- # of ER patients referred to PCP  
- Define process for mental health 
screenings and follow-up for 
positive depression results  
- Define care coordination 
processes  
- # of patients with 3 or more 

work on policy development and 
standardization is still to ensue.  
Below is a list of the grant 
metrics for future reporting:  

- Total # of MCH CC 
patients served 

- Total # active/current 
patients 

- Total % of new OB 
patients screened for 
substance use (TAPS tool) 

- Total % pregnant patients 
screened for substance 
use (TAPS tool) upon 
admission to hospital 

- % of mothers/infants with 
known substance use 
disorder and/or exposure 
for whom a plan of safe 
care has been 
documented 

- # of infants at risk for NAS 
where ongoing 
monitoring is conducted 
(Finnegan scoring) 

- # or % infants with NAS 
treated pharmacologically 

- % of infants treated for 
NAS whose mothers were 
already in a substance use 
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Performance Period 1 Performance Period 2 Performance Period 3 
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chronic conditions contacted by 
Pop Health RN  
- # of patients contacted within 48 
hours of discharge  
Process Progress:  
Rainy Lake has defined their PHQ-
9 process to capture the 
information of completions and 
positive screenings. The Care 
Coordination Process is still in 
refinement but they have outlined 
some practices as 
follows(Medicare & Medicaid 
patients):PHN reviews patient’s 
(charts) referred via WUTT on a 
monthly basis, mails out letters to 
attributed patient(s) offering 
CCM/Care Coordination services 
and makes follow-up phone calls 
(as time allows), mails out letter(s) 
to additional patient’s in need, 
reviews I/P discharge adhoc 
reports (weekly/biweekly) basis 
making phone calls, 
communicates with hospital Case 
Manager, reviews adhoc report 
from ER which identifies patients 
that have been seen in ER multiple 
times within a 30day period 
and/or those with repeat 
admissions (this report is 
monthly), works with RHC 

treatment program 
- NAS newborn average 

length of stay (# in days) 
 
St. Luke’s applied to hire an 
Occupational Therapist in their 
inpatient mental health unit.  
The OT is part of a 
multidisciplinary team to 
provide: 
- Cognitive assessments  
- Sensory strategies 
- Therapeutic alliances 
- Group design, training, 

treating 
- Socio-emotional skills 
- Skills of daily living 
- Trauma informed care 

 
The metrics and deliverables 
of this grant include: 
- Establishing processes for 

referring ER patients 
- Defining process for 

mental health screenings   
- Initiating anxiety 

screening tool at OT 
evaluation and discharge 

- Total number of inpatient 
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providers to identify and enroll 
patients, enrolls diabetic 
education patients in these 
services as applicable. This is an 
ongoing process.  
St. Luke’s Home Care has recently 
hired a Psychiatric Home Care 
Nurse to design and implement a 
mental health home care program 
to serve the adult and pediatric 
home care population.  
St. Luke’s Population Health 
Department has recently hired a 
pharmacist to serve both St. 
Luke’s and Wilderness Health 
members. The program will be 
driven by data and referrals where 
the pharmacist will review patient 
medications, health conditions, 
and other socioeconomic 
determinants affecting the 
patient’s health in order to 
provide recommendations and 
follow-up patient support. The 
pharmacist will also be available 
to complete this service through 
video conference to support 
Wilderness members.  
St. Luke’s Hillside Mental Health 
Clinic has hired a full-time RN Care 
Coordinator to help patients to 
connect patients to resources, 

referrals to OT 
- Total billed units for 

inpatient OT interventions 
- Length of stay for those 

with OT services vs. those 
without 

- Readmission rates for 
those who had OT vs. 
those who did not 

- Total number of OT 
generated good catches 
or patient and family 
well-being enhancements 
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access appropriate care, create 
and monitor patient-specific care 
plans, promote  
timely access to mental health 
care, increase utilization of 
preventative care to reduce 
emergency room utilization of 
services, and serve as an 
advocate, educator, and resource. 
The core metrics developed for 
this grant focus include:  
- # of depression screenings 
(occurs at every appointment with 
a 90 day review)  
- # of inpatient discharges with 
follow-up appointments  
- # of no shows with follow-ups 
conducted for rescheduled 
appointments  
 
St. Luke’s Population Health has 
hired a RN Care Coordinator to 
implement the MN Hospital 
Association Roadmap for Neonatal 
Abstinence Syndrome. She has 
been developing workflows for 
care coordination, establishing 
screening practices, exploring 
intervention strategies and 
planning for mothers with 
substance abuse or chronic opioid 
use that often have complex social 
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January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

and mental health challenge. She 
has made strong progress toward 
the development of the Healthy 
Mom Safe Baby program with an 
estimation of a 39% completion of 
their structure roadmap workplan. 
She has been working to 
implement or modify policies, 
improve processes, implement 
new screenings and open 
communication with those in the 
community who we will 
collaborate and work with. Her 
office is now in the OB clinic and 
she has actively begun to see 
patients. Below is a list of the 
grant metrics for future reporting:  
- Total number of patients (total 
number of prenatal patients as of 
September 3rd)  
- Total number of patients given 
questionnaire  
- Total number of patients given 
Urine Drug Screenings (UDS)  
- Total number of patients with 
positive from questionnaire  
- Total number of positive UDS  
- Comparison of positive UDS to 
risk factors  
- Number of interventions offered  

 
Number of interventions 
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accepted  
- Safe plan of care Y/N?  
- Couplet care tracking (deviation 
from baby friendly)  
- Breastfeeding initiation and 
duration  
- Tracks babies that have Finnegan 
scoring  
- Number of babies given 
morphine or other 
pharmacological for NAS  
- The facility collects data on and 
reviews the percent of infants 
treated for NAS whose mothers 
were already in a substance use 
treatment program  
 
St. Luke’s Population Health 
received a grant to initiate 
programming for screening and 
addressing socioeconomic 
determinants of health (SDOH). 
This includes hiring an intern to 
work on the role out of screening 
for SDOH and designing a pilot 
program in the pediatric clinic to 
address food insecurity. Based 
upon an initial food insecurity 
assessment, conducted by St. 
Luke’s Pediatrics, at least five 
families per day, with an average 
of five people per family, have 
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indicated that they suffer from 
food insecurity. ON average, this 
program could affect 125 
individuals each week. The food 
insecurity program will include:  
- Provision of on-site frozen meals  
- On-site cupboard of 
nonperishable goods  
- A meal voucher system to Blue 
Waves Café(in-house cafeteria) for 
those who needing immediate 
food assistance  
 

Notes:  

Wilderness Health reports out quarterly on grant funded positions to the Board of Directors and committees of the Board.  The report 
includes data measures for each project as well as a patient success story to show the impact at the patient level.  Moving forward, we’ll 
add DHS to the distribution of the quarterly report. 
 
  

Qualitative Data Analysis Report: Analysis of Mental Health Reimbursement within the Wilderness Health Network 

By Ryan Theissen, Student Intern-Wilderness Health, April 21st, 2020 

Mental Health Reimbursement 

EXECUTIVE SUMMARY 

Overview  

This research report on mental health reimbursement was constructed to develop a list of recommendations going forward for the Wilderness Health Board members 

and their facilities. 
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The Problem 

Mental health reimbursement has long been a critical issue within the Wilderness Health Network that spans Northeast MN and Northwest WI. The target audience for 

this issue is the Wilderness Health Board and their respective facilities because they are the ones being directly impacted by this prevalent issue. 

The Solution 

Lack of reimbursement can be caused by various different factors, but parity and training/education on how to properly bill and code are two of the biggest issues 

directly impacting this region of Minnesota. A facility’s ability to provide the necessary services, telehealth and screening included, in the behavioral health field can 

also influence reimbursement.  

From my research and interviews that took place, I have been able to construct a list of recommendations that I feel suit Wilderness Health going forward, and I hope 

will be implemented in the near future. Note that these recommendations range from short-term to long-term implementation. For example, advocacy for parity for 

mental health will be a lengthy process, but improving annual preventative visits is something that can be applied short-term within our network.  

Highlights 

Please note that this research and qualitative analysis occurred before COVID-19 became established in the United States. From the data I was able to extract from the 

interviews that took place over previous months, I found many facilities had their own particular problems, but there were many similarities in need and what is 

lacking. The data below shows the most common answers to 5 different questions, along with the frequency of each compared to the total number of individuals asked 

that specific question.  

Interview Question Asked Interviewee Answer Frequency of 

Answer 

Should There Be Reimbursement for MH Prev. 

& Screening? Why? 

Early Identification is Vital 43.75% 

What MH Services Are Offered? Med Management 37.50% 

What MH Services Are Offered? Screenings 37.50% 

Primary Care and Behavioral Health Payment 

Levels are a 70% Difference, why? 

Costs to provide are too high for the organization 36.36% 

Could Telemental Health Benefit the Opioid 

Abuse Crisis? 

Don’t think there is correlation between the two 35.71% 

Could Telemental Health Benefit the Opioid 

Abuse Crisis? 

Telemental health could be used for counseling 35.71% 

What Are the Obstacles of MH Billing? It is often insurance related 35.29% 
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Keys to Success 

The first thing to understand is this will need to be done as a collaborative whole. We have already made it clear this is a big issue in our area, but now it’s about how 

we can improve this problem together. Like I stated before, this is not going to be solved overnight, but this gap can be narrowed with persistence and drive that this 

board shown through previous issues.  

Introduction 

The purpose of this internship was to research the topic of mental health reimbursement extensively, build up questions that directly impact Wilderness Health and its 

members, and interview individuals with extensive knowledge on the topic. In these interviews, I was looking for the answers to what is currently being funded, what 

gaps exist, and what additional funding opportunities are possible. After these interviews have taken place, I was to deconstruct these answers and find similarities 

among answers provided from our members. With these similarities, I was able to concoct recommendations for the board going forward regarding this topic. 

Methodology 

This report planned to represent the findings of the qualitative data that was compiled over the past four months. This consists of vast research and a series of 

interviews and feedback from individuals within the Wilderness Health network, along with a select few of outside resources. For my data analysis, I planned to use a 

lot of Microsoft Word and Microsoft Excel. Word is to be used to view my interview questions and answers, and Excel used to display answers for each question from 

each individual. After compiling this information, in Excel, I would look to develop qualitative analysis out of the data received. Once I conduct analysis on my 

findings, I will be able to develop some recommendations going forward for the members of Wilderness Health.  

Results 

Participants & Data Analysis 

Within the interview process, I had 26 participants from eight of our ten members, along with two external resources from Scenic Rivers and HDC Duluth, 

respectively. These interviewees were including but not limited to internal billers, care coordinators, and directors of nursing from member organizations. From the 26 

participants within the Wilderness Network, I had the pleasure of interviewing four different CEOs/Administrators (three current, one former) – Greg Ruberg – Lake 

View, Kimber Wraalstad – North Shore Memorial, Rick Breuer – Community Memorial Hospital, and Michael Coyle – Ely Bloomenson Community Hospital.  

Some patterns or frequencies I found are displayed in the table below. I provided the questions along with the top five most frequent answers for each question, along 

with the frequency each answer occurred between each interviewee. 
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What MH services does 

your facility provide? 

What are some MH 

billing obstacles? 

Should there be a 

thorough review of 

billing, and how could 

that be done? 

Does your facility have 

experiences with 

telehealth and how does it 

help? If you do not have 

telehealth, how could it 

help? 

Could telemental health 

benefit your 

organization? If so, how? 

Could the use of 

telehealth benefit the 

Opioid Abuse Crisis? Or 

are these two not 

correlated? 

Screenings (9) Often can be Insurance 

Related (6) 

Through more education 

(4) 

Telehealth could help 

access for patients and 

providers (4) 

Could help, but would need 

more providers (5) 

No correlation (5)  

Med Management (9) Documentation (3) More review of our billing 

practices (2) 

Can be beneficial to have 

telehealth, generally (3) 

This could help with 

transportation (4) 

Telehealth could be used 

for counseling (5) 

IBH Model (6) Prior Authorizations (3) More understanding of 

what is being billed and 

what is not (2) 

This can save patient 

money (2) 

Telemental health would 

lead to more services 

provided (2) 

Telehealth could be used 

for Check-ins (3) 

Therapy (6) Financial Issues (lack of 

providers or services) (2) 

Double-Checking 

Insurance (2) 

If we could provide it, we 

would still lack providers 

(2) 

Could help, but one would 

need good broadband (2) 

There is correlation, still 

unsure how two would 

benefit each other (2) 

Crisis Intervention (5) Lack of Education on 

billing  (1) 

Training  for billing (1) Telehealth depends on the  

patient, and their attitude  

It could often lead to faster 

discharge (2) 

Would help, just no med 

mgmt. via telehealth  (2) 

 

Should there be 

reimbursement for MH 

prev & screening? Why is 

it important? 

Should there be same day 

billing for MH services? 

Why? 

Should there be parity for 

MH? What would be the 

benefit? 

Why is the payment level 

gap so wide between 

physical health and MH? 

How do we narrow this? 

Are there any MH 

services not offered due 

to costs or lack of 

reimbursement? 

Does your facility do any 

work with substance use? 

Yes, early identification is  

important (7) 

Yes, and this would help 

with transportation (2) 

We could provide more 

MH services (2) 

Cost to provide are too 

high for our facility (4) 

Do not have a MH provider 

(3) 

Suboxone (3) 
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Discussion 

Key Insights 

The individuals that I had the benefit of interviewing each had fantastic insight on the questions I provided them. Each interviewee was very gracious with their time, 

and that displayed to me how much they valued this topic and how our network can benefit from someone shedding light on a topic that doesn’t get the recognition it 

deserves. Having the wealth of insight that was provided to me allowed me to construct my report, and build on my analysis.  

Training and education on billing and coding was something that definitely did not appear on my radar when I first started this project, but I found it to be one of the 

most prominent pieces of information that could be improved . In addition, advocating for parity to state legislators is critical because without them, insurers will not 

be required to enforce parity and will lead to more out-of-network use by patients, and less and less providers in our area.  

Due to COVID-19, healthcare has had to adjust, practically overnight, to increased telehealth services. CMS has responded quickly to the pandemic and has expanded 

telehealth to beneficiaries, allowing them the ability to receive a wider range of services without going to a healthcare facility. This has been labeled a temporary and 

emergency bias, but it will be interesting to see how things unfold, and if this is something that can be implemented on a permanent basis in the coming future.   

 

Yes, there needs to be  

parity with physical 

health  (3) 

Yes, and this can lead to an 

IBH warm hand-off (2) 

In order to have parity, we 

must take out the stigma 

(2) 

We need more providers 

(3) 

Inpatient Care (2) MAT (3) 

Yes, there should be more 

screenings for patients (3) 

Yes because it is often hard 

to get patients back in a 

different day (2) 

Yes, private insurers need 

to follow parity a lot closer 

(2) 

There needs to be parity 

with physical health (3) 

Therapy (1) None (3) 

Yes, because this lead to 

less costs in future (3) 

Yes, we are all about 

accommodation to the 

patient (1) 

Yes, this would lead to 

shorter wait times (1) 

This could be from lack of 

understanding on codes (1) 

Med mgmt (1) Outside resources (2) 

Yes, but  this can be 

abused if used improperly 

(1) 

Yes, same-day visits can 

reduce anxiety (1) 

Yes, and this can lead to 

less ER visits (1) 

We should look to other 

organizations and their 

model (1) 

Injections (1) SBIRT (1) 
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Recommendations 

My recommendations are ones of suggestion, and if they are implemented, I feel I did my job as an intern for Wilderness Health. These were built based on the need 

and feedback I heard from a variety of WH Member stakeholders across multiple disciplines and stem from information I compiled through my research. I am sure 

other individuals have recommendations that need to be heard as well, but I am glad that Wilderness has allowed me a voice in this conversation that needs to be had. 

My first recommendation revolves around screening and prevention. I believe we should improve our annual preventative visits, along with offering an optional 

mental health visit to patients within our network. Improving the consistency of screening is vital, especially for the PHQ-9 screening for depression, along with 

adding or expanding on the use of the GAD-7 anxiety screening.  This is very important, and if we can improve our screening & prevention it is going to lower costs 

for the patient and the facility. I believe this will also lead to less and less ER visits from the mentally ill, thus freeing up a bed for a patient that is also in need.  

The second recommendation for Wilderness Health is to provide a series of education classes on coding and billing for providers within the network. This stuck out to 

me when looking at interviewees answers for multiple questions. Many said that a lack of training or education on coding and billing has impacted them. 

Understanding these two subjects can lead to providers accurately coding and getting reimbursed for the proper service. This is where reimbursement can improve, I 

believe. By Wilderness Health providing an education opportunity, possibly with the help of billing experts within our network, this can lead to more effective coding 

and higher reimbursement.  

A third recommendation is regarding telehealth, in particular tele-mental health. We in the health care field are moving faster and faster towards this use of 

technology. This process has become much more prevalent and has been expedited due to the COVID-19 pandemic. For this reason included, I believe that we should 

move towards the ability to provide telehealth within the patient’s home. By providing telehealth from the patient’s home, it would allow for less travel for both a 

provider and the patient. Access and vulnerability would be two key factors that would benefit by implementing this. There are drawbacks that need to be assessed 

though, including broadband/connectivity, seeing vitals of patient, and lastly, morale. The patient will have to be compliant and accepting of telehealth in order for this 

to be effective.  

For recommendation number four, I will be expanding on telehealth. This directly relates to telemental health, and how we can use this service for the opioid abuse 

intervention. Though many individuals said there probably isn’t a correlation, others mentioned telehealth can be used for limited check-ins and counseling for 

patients. Opioid providers have already been beginning to recommend telehealth due to COVID-19 as well. I feel this could really impact patients, and provide an 

additional option for those that live in rural areas.  

The final recommendation I have surrounds the enforcement of parity on insurers. We must advocate to state legislators and explain there needs to be more state 

oversight and enforcement on parity laws, regarding primary care vs behavioral health. The State of Minnesota has been found to lack consistent definitions of what 

constitutes mental health and substance use disorders, how they are covered by insurance, and how much effort should be given toward enforcing compliance.  
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4 Enhancement of the use of 

consistent resources and processes, 
including tracking tools 

Wilderness Utilization Tracking Tool 
(WUTT) is a tool that we developed 
with Saturn Systems, a local 
software engineering company 
based in Duluth. WUTT is 
enhancement to our WH members 
participating in Health Care Home 
and an opportunity for members 
who do not have a structured care 
coordination process to participate 
in a structured process to identify 
patient populations who may be at 
risk. 
 
WUTT brings users to a HIPAA 
compliant, secure domain. Also, 
provides WH users the ability to see 
aggregated information, such as, 
attribution, risk=high ER, high cost, 
likely need care coordination. Future 
enhancements will add the ability to 
review patients by chronic 
conditions (depression, diabetes, 
etc.).  Only assigned users to the 
WUTT can access the tool.   
 

Primary care clinics are required 
to report depression measures for 
Minnesota Community Measures. 
We’re using 2018 reported results 
(some of which includes 2017 
data) as the baseline for our 
tracking and would look to see 
improvements throughout the 
term of our contract.  
A care coordination audit process 
began late 2018 and has 
continued into this year. Audits 
are based primarily on claims data 
and use of what current EHR is 
available. At this time there is still 
limited EHR access for Care 
Navigation purposes across our 
ACO. Currently efforts to increase 
access are in progress with 
multiple facilities. Our goal is to 
eventually obtain access to all, to 
improve transparency and 
collaboration for care navigation 
and quality purposes.  
St. Luke’s and Lake View have also 
implemented a new EHR in May 
2019 that has caused some 
disruption (potential for a dip in 
data reported for measures).  

MNCM Depression Care 
Tracking: 
Primary care clinics are required 
to report depression measures 
for Minnesota Community 
Measures. We’re using 2019 
reported results (some of which 
includes 2018 data) as the 
baseline for our tracking and 
progress improvements 
throughout the term of our 
contract.  
 
WH staff collaborates with our 
IHP members to track clinical 
utilization of the PHQ9 screening 
document and patient outcome 
for depression care measures. 
Collection process has evolved 
from year to year. Previously, WH 
made a request to WH Mental 
Health Committee asking for 
permission to gather their 
depression care rates and PHQ9 
utilization. A single member who 
had access to MNCM main report 
(where all members’ rates can be 
found) entered rates into a 
tracking spreadsheet.  As of 2020, 
the MNCM member data 
collection process transitioned to 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

WH staff.  
 
Wilderness Utilization Tracking 
Tool (WUTT) Dashboard: 

The application filters all of the 
IHP uploaded files and finds the 
configured number of high risk 
patients for the month. Once the 
configurable number of high risk 
patients have been identified, 
application auto assigns high risk 
patients for the facility user is 
associated, real time dashboard 
updated with how many reports 
generated. Members return in-
depth report responses to the 
system, and the system 
processes the data and updates 
the dashboard. We do continue 
to conduct occasional utilization 
audits.  Review of the dashboard 
is highlighted at monthly Board 
meetings for accountability and 
transparency. 

WUTT Enhancements: 
 
Sunset Clause Addition: Prior to 
a sunset clause, any patient 
previously reviewed was 
automatically excluded from 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

future reports. Patients eligible 
for sunset clause are patients 
with a completed summary 
report and one year has passed 
since the completion date for 
their report. Patient ID 
automatically seeks to find ID in 
most recent uploaded files. If the 
patient is still mapped to the 
correct member and if the 
patient risk markers flag with 
their most current claim data, the 
patient is sent out for review on 
the first of the month.   
  
WUTT User Guide: 
WH trains all new users to the 
tool in person or virtually. To 
support users WH designed and 
implemented a user guide as part 
of our onboarding process to the 
tool. The user guide topics 
include: 

 History of WH 

 Members 

 Service area 

 Value base care philosophy 
and ACO goals 

 Objectives of the WUTT 

 User roles within WUTT 

 WUTT features 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

User guide file available upon 
request.  
 
Patient List Search Functionality: 
WH wanted to give users the 
ability to search for patient using 
the tool. For example, WUTT tool 
has an ED social worker using the 
tool. The social worker can use 
the tool to search for the patient 
to identify PCP, case worker, and 
or identify care coordinator(s) 
(from care coordinators 
completed summary report). This 
function makes the tool relevant. 
Patient search capability added a 
here and now aspect to using 
retrospective data to the users 
work environment. Example, 
primary care provider contacts 
care coordinator sharing he just 
does not know if patient is 
following through with his 
referral. Care coordinator used 
the WUTT patient search 
function and shared information 
back to provider.  
 

Resource Sharing Platform: 
Wilderness Health contracted 
with a marketing and 
communications firm, Creative 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

Arcade to develop a permissions 
based “Resource Sharing 
Platform” with the end goal of 
driving connection and resource 
sharing across our membership 
network.  The platform was 
officially launched in April 2020 
and is integrated into our website 
for easy access.  The resource 
sharing portal has four primary 
features to support including: 
 

 Document Library: This 
feature allows users to find, 
search and upload files to 
share such as policies and 
workflows. The uploaded 
files can be in multiple 
media formats including 
Word, Excel, PDF, Video 
files, etc.  
 

 Calendar: This feature 
allows users to find, search, 
add and share events such 
as trainings, meetings, etc. 
You can click on the “add 
event” link to post an event 
to share. 

 

 Member Forum:  This 
feature is a communication 
platform that enables users 
to connect with colleagues 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

across topic areas or in 
specific work functions such 
as one forum for Care 
Coordination and another 
forum for the Board.  

 

 Members:  This is the 
membership directory for all 
Wilderness Health member 
organization employees and 
stakeholders that have 
access to this resource 
sharing portal.   

 
St. Luke’s Value Based Care 
Workgroup on Depression 
Screening & Follow-up: WH is 
supporting St. Luke’s strategic 
initiatives by serving on several of 
their 10 value based work groups 
providing data support, project 
management, facilitation and 
coaching.  One specific 
workgroup is focusing on 
Depression Screening, Follow-up, 
Response, and Remission to 
establish specific targets to 
improve patient outcomes, 
ensure standardization and 
reporting across operations, and 
alignment with payor contracts.   
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Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

Post Acute Care: 
Several members of the WH 
team are supporting St. Luke’s 
and Lake View in their review of 
post-acute care improvement 
opportunities. The work includes 
a review of post-acute discharge 
instructions, medication 
management, coordination with 
skilled nursing facilities, and 
improvements in home care 
utilization. 
 
Transitional Care Management: 
Within the last year, WH has 
been exploring and assisting 
some of our members with the 
development of their Transition 
of Care Management (TCM) 
program. Medicare’s 
reimbursable TCM program has 
been a launch pad to establish 
best-practices for those 
transitioning from an acute-care 
stay to home, and to prevent 
readmission back to the hospital. 
In addition, through this care 
review process, patients are able 
to be earlier identified to be 
looped into additional care 
services such as care 
coordination. We are also in the 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

early stages of exploring a 
systematic “hand-off process” 
that could be utilized across the 
ACO to connect patients from an 
“outside” in-patient facility back 
to their home family practice 
clinic to maintain continuity of 
care.   
 
ACG Coding: 
Wilderness Health is currently 
exploring automated risk 
modeling for attributed patients 
to Wilderness Health. Risk 
modeling looks to identify 
attributed patient with low 
custom risk weights and flag 
patients if and when their 
weights increase.  
 
Quality Committee Restructure: 
With the start of our new 
Medical Director in Jan. 2020, 
WH re-evaluated the charter of 
the Quality Committee and 
membership to re-organize the 
purpose and structure to meet 
our current strategic goals and 
needs.  We updated the charter 
and are working with a newly 
expanded committee that 
includes a multidisciplinary 



Appendix 3: Population Health Report - Integrated Health Partnerships Contract 

Updated April 14, 2020  53 
 

 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

membership with at least one 
representative per member 
organization. Please see the 
attached charter for further 
detail.  The Medical Director is 
facilitating this committee to 
establish collective goals, 
accountability and compliance 
with our contracts and ACO’s 
across our network.  The Medical 
Director is presenting monthly 
progress updates to the Board to 
increase visibility, accountability 
and to ensure alignment with 
organizational and network wide 
strategies.  
 
Scorecard Development:  We 
developed a member scorecard 
to monitor member progress and 
accountability. The deployment 
of this tool was put on hold due 
to COVID.  We plan to implement 
in 2021.  The scorecard is 
available upon request.  
 
COVID-19  Vulnerable Workflow 
and Scripting:  
This spring, at the start of the 
COVID-19 pandemic, we quickly 
determined a need to identify 
our most vulnerable populations 
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Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

for outreach.  We established an 
outreach workflow and a 
screening process to address 
what concerns or needs this 
population may have to support 
their health and safety at home. 
Our team at Wilderness decided 
to create a COVID-19 “Most 
Vulnerable” screening tool to 
accompany a sample workflow. 
The process we developed takes 
a clinical or non-clinical person 
through screening the patient for 
COVID symptoms, identifying 
primary concerns, contacting a 
provider and following up to get 
the patient in for a visit or 
connected to appropriate 
resources. Shortly after we began 
these efforts, DHS provided all 
the MN IHP’s a list of their 
population’s “COVID Vulnerable” 
patient reports. We distributed 
this population report to 
accompany what we began 
calling our virtual “COVID-19 
Vulnerable Out-Reach” packet. 
Through these efforts, many of 
our Wilderness partners have 
reported they found these 
resources extremely helpful for 
not only identifying specific 
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Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

populations who would benefit 
from outreach, but also a 
systematic workflow they could 
easily hand over to staff to 
quickly get them started on 
outreach. All our WH members 
have confirmed they would like 
to continue to receive their WH 
IHP “COVID-19 Vulnerable 
Patient” monthly reports. 
 
As the COVID-19 public health 
emergency evolved in March and 
April of 2020, our team at 
Wilderness became aware that 
while twenty percent of our 
population would become 
acutely ill and require 
hospitalization that left eighty 
percent of patients who could be 
convalescing at home. These 
patients would need follow up. 
Based on national and state 
models for follow up, we 
developed a model for registry 
development and clinic work flow 
with scripted questions and 
urgency indicators. We included 
handouts from MDH that could 
be given to patients. There were 
also instructions that could be 
given to patients at the time of 
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Performance Period 1 Performance Period 2 Performance Period 3 
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testing with anticipatory 
guidance for the period between 
testing and getting the test 
result, follow-up call to expect 
from Case Investigation/Contact 
Tracing, and how to isolate from 
other household contacts. 

Notes:  

Wilderness Health Quality Committee Charter 
 

Purpose: 
The Quality Committee will review Member, participant and provider performance to ensure compliance with the mission and the purposes of the 
Corporation.  The Quality Committee will define, measure and track, report, propose improvements, and align with the Corporation’s processes to 
promote the Triple Aim of improvement of care and health outcomes and lower costs.  The Committee reports to the Wilderness Health Board of 
Directors. 
 

Scope: 
Planning for patient care is an active continuous process among an integrated system of settings, services and providers that make up a continuum of 
care.  Input is obtained through a number of sources, including: discussions from various medical staff and provider committees, community needs 
assessments, patient surveys, current literature, research findings, practice guidelines/ standards of care, data from patient health records and 
quality measure benchmarking. 
 

Duties: 

 Develop an annual Committee work plan and forward to the Executive Director and Board of Directors for review, input and approval.   

 Establish, monitor and disseminate quality dashboard measures (from Minnesota Community Measures, , Medicare and other regulators)  

 Establish baseline threshold data for participants and identify opportunities for improvement. 

 Review and analyze national and regional trends in key topics such as: chronic disease management, critical care transfers, palliative care, 

evidence-based care, rural medicine, telemedicine and payment reform. 

 Ensure collaboration throughout the continuum of care and identify gaps in the continuum. 

 Promote and champion Wilderness Health’s mission and quality goals to peers. 
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Membership: 
The Committee will elect the Medical Director to be the Chair and a Vice-Chair from Committee members.  Membership of this committee will strive 
to have an equitable distribution of all its members.  The Quality Committee shall be composed of between 3 and 15 individuals.   Representation is 
encouraged to be multidimensional and include physicians from several disciplines (including Emergency and Primary Care), nurses, quality 
improvement specialists, pharmacists, clinic managers, IT Analysts, Public Health and patients. 
 
The Quality Committee can also form subcommittees to meet as needed for specific issues requiring intensive assessment and improvement or to 
assist in the design of new processes.  Subcommittee teams should be inter-disciplinary, with diverse representation regarding the subject matter. 
 
Commitment or Expectations of Membership: 

 Attend meetings (70% threshold) in person or virtually 

 Review material ahead of meetings and be prepared for topics 

 Actively participate, balancing listening with contributing 

 Support committee recommendations and ensure information is disseminated to colleagues 

 
Meeting Frequency: 
The Committee will meet as often as necessary.  
  

5 Assessment of what measure(s) can 
be tracked due to different EHR 
capabilities 

Primary care clinics are required to 
report depression measures for 
Minnesota Community Measures.  
We’re using 2017 results as the 
baseline for our tracking and would 
look to see improvements 
throughout the term of our 3 year 
contract.   
Because we’re a virtual system, each 
Wilderness member is on their own 
EHR.  This makes data collection a 
challenge.  We’ve started to address 
WH barriers by identifying what 

Primary care clinics are required 
to report depression measures for 
Minnesota Community Measures. 
We’re using 2018 reported results 
(some of which includes 2017 
data) as the baseline for our 
tracking and would look to see 
improvements throughout the 
term of our contract.  
A care coordination audit process 
began late 2018 and has 
continued into this year. Audits 
are based primarily on claims data 

Primary care clinics are required 
to report depression measures 
for Minnesota Community 
Measures. We’re using 2019 
reported results (some of which 
includes 2018 data) as the 
baseline for our tracking and we 
would look to see improvements 
throughout the term of our 
contract.  
A care coordination audit process 
began late 2018 and has 
continued.  Audits are based 
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Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

depression screening tools are 
utilized in both the inpatient and 
primary care settings for each 
member..  Moving forward, our goal 
is to identify best practices and 
opportunities for consistency in 
processes. 
 
See Quality Measure Tracking 
spreadsheet for further details. 

and use of what current EHR is 
available. At this time there is still 
limited EHR access for Care 
Navigation purposes across our 
ACO. Currently efforts to increase 
access are in progress with 
multiple facilities. Our goal is to 
eventually obtain access to all, to 
improve transparency and 
collaboration for care navigation 
and quality purposes.  
St. Luke’s and Lake View have also 
implemented a new EHR in May 
2019 that has caused some 
disruption (potential for a dip in 
data reported for measures). 

primarily on claims data and use 
of what current EHR is available. 
At this time there is still limited 
EHR access for Care Navigation 
purposes across our ACO. Efforts 
to increase access continue with 
multiple facilities. Our goal is to 
eventually obtain access to all, to 
improve transparency and 
collaboration for care navigation 
and quality purposes.  
St. Luke’s and Lake View 
implemented a new EMR in May 
2019 that has caused some 
disruption (potential for a dip in 
data reported for measures).  The 
Community Memorial Hospital 
clinic adopted a new EMR. In 
addition, Rainy Lake Medical 
Center is transitioning to a new 
EMR-the implementation to EPIC 
has been delayed to 2021 due to 
COVID. 

 
 
Notes:  Minnesota Community Measures Table 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

 

Location Clinic NPI Denominator Resp 6M Resp 6M Numerator Rem 6M Rem 6M Numerator 

Fairview Mesaba Clinic-Hibbing 1669569265 486 19% 90 8% 41 

Fairview Mesaba Clinic-Mountain Iron 1669569265 206 23% 47 16% 32 

Fairview Mesaba Clinic-Nashwauk 1669569265 67 36% 24 25% 17 

FAIRVIEW MEDICAL GROUP   759 21% 161 12% 90 

Grand Itasca Clinic  1669426631 677 20% 136 15% 101 

GRAND ITASCA MEDICAL GROUP   677 20% 136 15% 101 

Lake View Medical Clinic 1548420037 82 6% 5 1% 1 

LAKE VIEW MEDICAL GROUP   82 6% 5 1% 1 

Rainy Lake Medical Center-RHC 1194237990 58 3% 2 2% 1 

RAINY LAKE MEDICAL GROUP   58 3% 2 2% 1 

*Bay Area 1417909557           

Chequamegon Clinic 1316999485 57 4% 2 0% 0 

*Denfeld Medical Center 1033161161           

Hibbing Family Medical Clinic 1427000512 81 2% 2 1% 1 

Laurentian Medical Clinic 1063464154 53 2% 1 0% 0 

Lester River Medical Clinic 1497087126 54 13% 7 9% 5 

Mariner Medical Clinic 1528010667 60 7% 4 2% 1 

*Miller Creek Medical Clinic 1609828029           

Mount Royal Medical Clinic 1851343925 69 0% 0 0% 0 

PS Rudie Medical Clinic 1306870654 129 20% 26 11% 14 

St. Luke's Internal Medicine 1720032428 105 9% 9 5% 5 

St. Luke's Medical Arts Clinic 1871545889 40 10% 4 3% 1 

St. Luke's Psychiatry Associates 1184678880 354 14% 51 6% 23 

ST LUKE'S MEDICAL GROUP   1067 10% 108 5% 50 

   WILDERNESS GROUP AVERAGE   2643 16% 412 9% 243 

STATE AVERAGE     19%   11%   
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

Location Clinic NPI PHQ-9 6M PHQ-9 6M Numerator 
Resp 
12M  

Resp 12M 
Numerator 

Rem 12M  

Fairview Mesaba Clinic-Hibbing 1669569265 62% 302 16% 76 8% 

Fairview Mesaba Clinic-Mountain Iron 1669569265 57% 117 17% 34 9% 

Fairview Mesaba Clinic-Nashwauk 1669569265 81% 54 19% 13 10% 

FAIRVIEW MEDICAL GROUP   62% 473 16% 123 9% 

Grand Itasca Clinic  1669426631 42% 284 15% 102 12% 

GRAND ITASCA MEDICAL GROUP   42% 284 15% 102 12% 

Lake View Medical Clinic 1548420037 16% 13 5% 4 1% 

LAKE VIEW MEDICAL GROUP   16% 13 5% 4 1% 

Rainy Lake Medical Center-RHC 1194237990 9% 5 2% 1 2% 

RAINY LAKE MEDICAL GROUP   9% 5 2% 1 2% 

*Bay Area 1417909557           

Chequamegon Clinic 1316999485 21% 12 5% 3 4% 

*Denfeld Medical Center 1033161161           

Hibbing Family Medical Clinic 1427000512 22% 18 6% 5 4% 

Laurentian Medical Clinic 1063464154 8% 4 8% 4 2% 

Lester River Medical Clinic 1497087126 20% 11 0% 0 0% 

Mariner Medical Clinic 1528010667 22% 13 17% 10 10% 

*Miller Creek Medical Clinic 1609828029           

Mount Royal Medical Clinic 1851343925 14% 10 4% 3 4% 

PS Rudie Medical Clinic 1306870654 48% 62 9% 11 5% 

St. Luke's Internal Medicine 1720032428 33% 35 13% 14 7% 

St. Luke's Medical Arts Clinic 1871545889 18% 7 5% 2 3% 

St. Luke's Psychiatry Associates 1184678880 64% 226 12% 43 7% 

ST LUKE'S MEDICAL GROUP   38% 407 9% 97 5% 

   WILDERNESS GROUP AVERAGE   45% 1182 12% 326 8% 

STATE AVERAGE   49%   17%   10% 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

Location Clinic NPI 
Rem 12M 
Numerator 

PHQ-9 12M  
PHQ-9 12M 
Numerator 

PHQ9 Util 
Denominator 

PHQ-9 
Utilization  

PHQ9 Util 
Numerator 

Fairview Mesaba Clinic-Hibbing 1669569265 40 52% 251 774 84% 652 

Fairview Mesaba Clinic-Mountain Iron 1669569265 18 48% 98 365 82% 299 

Fairview Mesaba Clinic-Nashwauk 1669569265 7 45% 30 104 81% 84 

FAIRVIEW MEDICAL GROUP   65 30% 379 1243 139% 1035 

Grand Itasca Clinic  1669426631 84 30% 204 742 83% 617 

GRAND ITASCA MEDICAL GROUP   84 13% 204 742 83% 617 

Lake View Medical Clinic 1548420037 1 13% 11 165 86% 142 

LAKE VIEW MEDICAL GROUP   1 10% 11 165 143% 142 

Rainy Lake Medical Center-RHC 1194237990 1 10% 6 99 67% 66 

RAINY LAKE MEDICAL GROUP   1 10% 6 99 67% 66 

*Bay Area 1417909557       32 81% 26 

Chequamegon Clinic 1316999485 2 14% 8 196 32% 63 

*Denfeld Medical Center 1033161161       184 80% 147 

Hibbing Family Medical Clinic 1427000512 3 19% 15 199 51% 102 

Laurentian Medical Clinic 1063464154 1 11% 6 180 28% 50 

Lester River Medical Clinic 1497087126 0 11% 6 109 40% 44 

Mariner Medical Clinic 1528010667 6 35% 21 134 80% 107 

*Miller Creek Medical Clinic 1609828029       135 27% 37 

Mount Royal Medical Clinic 1851343925 3 12% 8 254 45% 115 

PS Rudie Medical Clinic 1306870654 7 34% 44 321 62% 199 

St. Luke's Internal Medicine 1720032428 7 28% 29 469 34% 158 

St. Luke's Medical Arts Clinic 1871545889 1 15% 6 121 51% 62 

St. Luke's Psychiatry Associates 1184678880 26 49% 175 521 87% 455 

ST LUKE'S MEDICAL GROUP   56 30% 323 2855 55% 1565 

   WILDERNESS GROUP AVERAGE   206 35% 917 5005 67% 3359 

STATE AVERAGE     42%     77%   
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 
6 Baseline assessment of primary care 

and ER providers to assess perceived 
ability to treat patients with mental 
health conditions 

In January, 2018, we sent out a 7 
question survey to all emergency 
department, urgent care and 
primary care (including OB/GYN, 
pediatrics, family practice and 
internal medicine) physicians and 
mid-level providers in the 
Wilderness Health facilities 
(Minnesota locations only).  54 
providers responded out of 155, 
resulting in a 34.8% response rate.  
We intend to resurvey this group in 
January of each year.  We anticipate 
revising some of the questions for 
better clarity in the next survey. 
 
Survey results are included in the 
Attachment: 2018 Survey Results 

Measure for Performance Period 1 Only.  
 

Notes: 
7 Answer to the following questions:  

a. How and when do you 
screen patients for depression? Who 
is screened? 
b. What happens when a 
patient screens positive for 
depression? Specifically: 
i. Do patients receive any 
support from the IHP? 
ii. Do you help patients 
connect with community resources? 
Is yes, what type of resources? 
iii. Do you refer patients to a 

We spent a considerable amount of 
time researching what each of our 
members were doing for screening 
patients for depression.  In general, 
in primary care clinics, most patients 
are generally given a PHQ2 when 
presenting for an annual preventive 
screening, such as a physical. If that 
scores high, then a PHQ9 is given for 
assessment.   
For inpatient or emergency room 
visits, screenings are not commonly 
performed unless a patient presents 

Wilderness Health requested 
members to review last year’s 
response to the aforementioned 
questions to verify if it is current 
or to update for changes. The data 
results comparison of the past 2 
years concluded:  

 Continued efforts for 
consistent usage of the PHQ-9 
across network (still allowing 
for some variance by provider)  

 Increased usage of the GAD 7 
(anxiety screening)with more 

Wilderness Health requested 
members to review last year’s 
response to the aforementioned 
questions to verify if it is current 
or to update for changes. The 
data results comparison of the 
past 3 years concluded:  
 
Hospital setting: 
 
St. Luke’s:  
A. All admits screened with 

PHQ9 and two question 
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Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

behavioral health home? Is yes, 
which one? 
iv. Are patients referred to a 
specialist? 
v. How do you track whether 
patients received help from those 
places they were referred to or not? 
vi. Are patients screened for 
other social determinants of health 
e.g. food or housing insecurities? 

with a mental health crisis.  
For social determinants of health, 
there is not a standardized 
questionnaire, questions generally 
aren’t in anyone’s EHR and available 
community resources isn’t 
commonly known and documented.  
Some screening might be done at 
time of inpatient discharge if a need 
might be suspected.  
 
See Quality Measure Tracking 
spreadsheet for further details. 

of our members  

 Increased exploration of 
formal screening practices for 
social determinants of health. 
Fairview Range and St. Luke’s 
are exploring the potential for 
adding a more formal 
screening practice.  

 

suicidality survey by nurse.  
B. If patient flag as high risk MH 

nurse provides a more 
thorough assessment.  

  
Rainy Lake:  
A. Depression screening not 

mandatory unless patient 
expresses symptoms. Use the 
High risk screen II for 
depression. Screen for 
anxiety with Psychiatric Hx.  

B. Depression manage on the 
floor by the hospitalist.  

 
Cook Hospital:  
A. Vulnerable adult abuse 

screening questionnaire. 
Screen all patients in the 
hospital and ER.  

B. N/A 
 
Mercy Hospital:  
A. PHQ9 screening tool 

available in EHR. ED and 
urgent care does not screen 
everyone.  

B. Admitted patient with 
depression involve social 
worker for discharge 
planning.  
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Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

Lake View Hospital:  
A. Every patient screen with a 

brief psychological 
assessment. Violence risk 
assessment survey also 
completed on admitted 
patient.  

B. N/A 
 
Northshore Health:  
A. If patient presents with 

mental health screen patient. 
ER does not do routine 
screening.  

B. Avera for placement and 
Birch Tree to conduct 
screening.  

 
Community Memorial Hospital:  
A. Hospital side does not screen 

for depression. Building PHQ-
2 and PHQ-9 into EMR. 

 
Grand Itasca:  
A. ER completes the Columbia 

scale. ER and inpatient 
address risk questionnaire.  

Fairview Range:  
A. ED and Urgent Care patient 

screened for suicide and 
homicide, Patient also 
screened with the Columbia 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

screening tool.  
B. Acute medical unit conducts 

screen based on provider 
assessments. Social worker 
visit involved for such 
patients.  

 
Bigfork Valley:  
A. Screening implementation in 

the near future for ER and 
inpatient. 

B. N/A 
 
Ambulatory setting: 
 
St. Luke’s:  
A. Use PHQ9 at annual visits for 

every patient, and or every 
visit for MH concerns, pain 
syndrome concern (varies by 
clinics). Peds screen kids and 
new moms and work to 
connect them to primary 
care.  

B. Depressed patient can be 
prescribe anti-depressants, 
refer patients to mental 
health,  

 
Rainy Lake:  
A. PHQ9 given at registration at 

annual visit 11 years old and 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

older. 9/20 change to giving 
PHQ9M to 12-17 at all visits 
(not just annual visits) 

B. Record PHQ9 and 
recommend follow-up at 
appropriate intervals. 
Depressed patient receives 
labs checked, lifestyle 
modification discussion, 
assess support options, Mild 
to moderate depression treat 
with medication and refer for 
therapy.  

 
Mercy Hospital:  
A. Oncology clinic started 

screening for depression in 
2019.  

B. Patient is referred if 
additional services is needed.  

 
Lake View:  
A. Postpartum Edinburgh at 

well child visits. PHQ2 
provided and if positive PHQ9 
provided. Screenings take 
place at annual visits.    

B. Depressed patients can be 
prescribe 
medication/counseling. 6 
month follow-up with 
provider, 4 week follow-up 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

for PHQ9 in person with care 
coordinator.  

 
Northshore Health:  
A. Sawtooth Mountain Clinic 

has LICSW available by APT to 
conduct screening. 

B. N/A  
 
Community Memorial Hospital:  
 
A. All patients screened with 

PHQ9 and GAD7. Patients 
with diagnosis of anxiety and 
or depression receive PHQ9 
and GAD7 screening at every 
visit. 

B. Patient with depression 
further evaluated by 
physician. Plan of care 
determined by shared 
decision making with the 
patient. Treatment include 
medication, Crisis Behavioral 
Treatment, and lifestyle 
modifications.  

 
Grand Itasca:  
A. Every patient without 

diagnosis screened with 
PHQ2 and if positive 
evaluated with PHQ9. 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

Patients with diagnosis of 
depression screened with a 
PHQ9 at every office visit.   

B. Depressed patient is assessed 
to determine if medical 
treatment can be initiated. 
Referral to local behavioral 
health. Call to Crisis Response 
Team (CRT). For those 
patients who visit rapid clinic 
(urgent care setting) patients 
with depression receive a 
PHQ9 screening. Patients 
with dx receive PHQ2 
screening.   

 
Fairview Range:  
A. All patients 12 years and 

older screened with PHQ2 
once a year. If PHQ2 is 
positive PHQ9 will be 
assessed.  

B. Rooming staff will bring the 
positive score to the 
attention to the primary care 
provider. Provider consults 
with patients and makes an 
appropriate referral. Will 
included behavioral health 
clinician if need be (LICSW) 
for behavior health home. 
LICSW consults with 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

practitioners to see direct 
admissions is needed and or 
partial hospitalization. 
Prescribe ant-depressants 
and monitor patient.  

 
Support from IHP:  
 

I. IHP funding support to hiring 
of the following positions for 
St. Luke’s : FT RN Care 
Coordinator in the Mental 
Health clinic ; FT Clinical 
Pharmacist; Social 
Determinants of Health 
Intern to deploy screening 
practice and food pantry 
supplies; OT on Mental 
Health Inpatient Unit and St. 
Luke's Home Care has hired a 
Psychiatric Home Care Nurse. 

 
First year salary for 
Population Health RNs for 
Rainy Lake and Community 
Memorial Hospital.  

 
Lake View: funding for the 
first year salary of a mental 
health mid-level practitioner 
in the clinic. Also funding to 
establish a Wellness 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

Program. 
 

Fairview Range: IHP funds 
Occupational Therapy for 
mental health patients.  

 
II. Type of resources patients 

are connected to: Local 
counseling center, Friends 
Against Abuse, Hospice care, 
Home Health Care, Food, 
Housing, PCA, ARMHS, 
transportation, PHP, and med 
management.    

 
V. Tracking referrals: If patient 

has a care coordinator the 
care coordinator follow-ups 
with referrals to close the 
loop. Notes from medical 
referrals except counseling. 
Patients are asked about 
their referrals when 
attending their next visit.  

 
VI. Patients screened for SDOH: 

St. Luke’s Pediatrics screens 
for SDOH using AAFP tool at 
every routine visit. Patient 
screened at annual wellness 
visit for SDOH. Discharge 
planner to assess patient 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

during intake process and 
when completing needs 
assessment for discharge. 
Questions asked about SDOH 
if suspected.  

Notes: 
8 Number of patients eligible for 

depression screening AND the 
percent of patients screened 

For 2017 responses to MNCM: 
Aggregated across WH: 4,392 
patients were eligible for screening 
and 2,865 had documented 
screening results – 65%.  See the 
table below for details at the clinic 
level.  

For 2018 responses to MNCM: 
Aggregated across WH: 5,224 
patients were eligible for 
screening and 3,263 had 
documented screening results – 
62%. See the table below for 
details at the clinic level.  
 

Report 2020, using 2019 dates of 
services for depression care: 
Aggregated across WH: 5,005 
patients were eligible for 
screening and 3,359 had 
documented screening results – 
67%. See the table below for 
details at the clinic level.  
 

Notes: Depression screening comparison chart.  
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 
9 Percent of patients who screened 

positive for depression 

We do not currently track the 
percent of patients who screen 
positive for depression.   

Wilderness Health formed a 
working subcommittee of quality 
analyst to examine what can be 
tracked. Subcommittee is in the 
beginning stages of development. 
There is tremendous variability in 
EMRs which adds to the 
complexity of tracking this metric.  
 

Denominator 5,005 
Numerator 2,643 
Rate 53% 
 
 

Notes: 
10 Time from positive screening to 

intervention (report at the primary 
care level, referred to mental health 
provider, and refer to health care 
home team) 

We were not able to accurately 
track this number due to EHR 
system limitations.  Interventions 
could include many items including 
medications, follow-up 
appointments with primary care 
providers, and referrals to therapy, 
mental health specialists and 
substance use professionals. Our 
MH subcommittee is looking into 
how we can more consistently track 
and report this in the various EHRs 
that our members use. 

As relayed last year, we are 
unfortunately unable to track this 
measure and there are few BHH 
providers in our region. Per our 
conversation with DHS team on 
8/26/19 we had mutually agreed 
this was not a measure able to be 
captured and redirected our focus 
on utilizing the Minnesota 
Community Measures results as 
an alternative. Please see row 12 
for our new measure.  
 

See note from Performance 
Period 2. Agreed to remove per 
discussion on 8/26/19. See new 
metric 13. 

Notes: 
11 Number of patients referred to 

behavioral health home (BHH) AND 
percent who received services at the 
BHH by service type 

We are not able to accurately track 
this number due to EHR system 
limitations. There are limited BHH 
providers in the region. 
 

As relayed last year, we are 
unfortunately unable to track this 
measure and there are few BHH 
providers in our region. Per our 
conversation with DHS team on 
8/26/19 we had mutually agreed 
this was not a measure able to be 
captured and redirected our focus 

See note from Performance 
Period 2. Agreed to remove per 
discussion on 8/26/19. See new 
metric 13. 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 

on utilizing the Minnesota 
Community Measures results as 
an alternative.  
 

Notes: 

12 Percent of patients who reached 
remission at 6 months  

See the table below for 2017 results 
from Minnesota Community 
Measures. Note that Rainy Lake’s 
numbers are too low to be reported.  

2018 MNCM percent of patients 
who reached remission at 6 
months: 7%.  
 

Report year 2020. Dates of 
service 2019 Depression Care 
MNCM percent of patients who 
reached remission at 6 months: 
9%.  
 
 

Notes: In comparison to last year submission (2018 performance period) for remission at 6 month Wilderness Health group average has improved by 
2% missing the state average by 2% (MN State average 11%).   
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 
13 Percent of patients who 

demonstrated a response to 
treatment at 6 months2 

Report year 2018: Dates of 
Services 2017: Percent of patients 
who demonstrated a response to 

treatment at 6 months: 9% 
 

Report year 2019: Dates of 
Services 2018: Percent of 
patients who demonstrated a 
response to treatment at 6 

months: 12% 
 

Report year 2020: Dates of 
Services 2019: Percent of 
patients who demonstrated a 
response to treatment at 6 
months: 16% 

Notes:   

                                                           
2 Added based on discussions on 8/26/19. 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 
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 Measure Name 
Performance Period 1 Performance Period 2 Performance Period 3 

January 2018 – September 2018 October 2018 – September 2019 October 2019– September 2020 
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Data source: For each measure above, please describe the source of data as well as methods of data collection, including any health information 

technology or other tools used. 

Measure # Source of Data 

1 NA: Measure for Period 1 Only 

2 2020 Integrated Behavioral Health Site-Self Assessment Survey Results across Primary Care and ED/Urgent Care (2 surveys) 

3 
Word documents: Staff Job Descriptions (Medial Director, Project Manager and Mental Health Reimbursement Internship 
Project Summary); Grant contracts and reports for 2020 grantees  

4 
Wilderness Utilization Tracking Tool (WUTT); SFTP fileshare.slhduluth.com; SFTP DHS;  AMA Data File License; DHS COVID 
Vulnerable Report 

5 Excel Quality Measure Tracking by WH member;  pulled from 2020 MN Community Measures, results from 2019 reporting 

6 NA: Measure for Period 1 Only 

7 Excel Quality Measure Tracking by WH member 

8 2020 Minnesota Community Measures: Depression Care – tracked by members with primary care clinics in 2019 

9 Excel Quality Measure Tracking by WH member; pulled from 2020 MN Community Measures, results from 2019 reporting 

10 N/A-  Not a measure for Period 3 

11 N/A - Not a measure for Period 3 

12 2020 Minnesota Community Measures – tracked by members with primary care clinics in 2019; Microsoft Power Bi   

13 2020 Minnesota Community Measures – tracked by members with primary care clinics in 2019; Microsoft Power Bi   
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Description of Population Health Effort  
Please see attached excerpt from the IHP contract when answering these questions. Provided responses 

will be used to inform contract negotiations and propose changes for the next IHP contract year. 

Including as much detail as possible will help us understand the progress of your intervention. 

 

1. Target Population: Have there been any changes to the target population since the beginning of 

the demonstration? 

 

There have been no changes-we are still targeting adults with depression ages 18-64  

 

2. Explanation of the issue this intervention is designed to fix: Please assess whether the problem 

described above should remain the main focus of the intervention. 

 

Our goal is still to enhance mental health integration within primary care.  We approved 5 

deliverables to focus on between 2018 - 2020: 

 Increase patient access to behavioral health resources 

 Provide education and support to providers and staff 

 Decrease non-emergent Emergency Room mental health visits 

 Increase physician engagement 

 Move towards a system-wide care coordination model for mental health patients 
 

3. Proposed solution to the issue: After the conclusion of the first 9 months, do you anticipate any 

changes to the goals (see question 2 above) of this intervention or not. Are the described goals 

still relevant? 

 

We’ve identified within our membership what their current practices are regarding mental 

health screening and what resources are generally available in each community.  We established 

several goals that we’re aiming to accomplish each year: 

 Add at least one new site per year with integrated mental health resources within 

primary care (either in-person or via telehealth) 

 Encourage at least 2 communities per year to initiate mental health education or 

awareness campaigns  

 Improve participation rate to 90% of primary care clinics utilizing the WUTT tool to 

review ER utilization  

 Continue annual survey of our members to assess gaps in mental health resources and 

educations needs 

 Continue working with members to increase consistent screening processes for 

depression and anxiety  

 Encourage development of one new clinic or hospital program to begin addressing social 

determinants of health among their patient population 

 

Despite the impact of COVID-19, we’ve continued to move forward with strategic planning on 

our previously stated goals, albeit shifting much of our work to be delivered in virtual settings. 
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The Lake View Clinic in Two Harbors added a mental health Nurse Practitioner to enhance that 

clinic’s capacity to offer integrated mental health resources to patients.  In addition, we were 

successful in being awarded a HRSA Rural Health Network Development Grant to add a program 

manager to develop a telehealth mental health network with our members.  We’re in the 

process of working through the project plan and recruiting the program manager.  By the end of 

the 3rd year of funding, we anticipate having additional mental health resources available by 

telehealth in most of our locations. 

 

4. Intervention: Were you able to successfully implement each of the steps described in the 

intervention? Please provide a short description of your work. 

a. Please describe any barriers or challenges you experienced in implementing any of the 

above steps of your intervention. 

b. Please describe the next steps you will take to mitigate these barriers or challenges. 

c. Please describe up to three top successes, accomplishments, or stories that resulted from 

these interventions.  

d. Please describe any lessons learned based on your experience to date with the 

intervention. 

 

Due to COVID, we had to pivot from much of our anticipated work for 2020 to accommodate 

our members' needs for surge planning as well as moving away from in-person to virtual visits 

for patients. WH staff drafted workflows and scripting for the member’s care teams to address 

check-in calls to Covid-vulnerable patients, which included the addition of mental health 

screening questions.  Multiple care coordinators and providers reported instances of identifying 

patients with some immediate care needs, including mental health needs. There were several 

patients who noted that they’d had little social interaction and increased depression during the 

shut-down and they appreciated the outreach from their clinic and the ability to setup 

telehealth visits with their provider. 

We continue to work with our WH members to identify workforce development needs, which 

are only exacerbated during the pandemic due to resources limitations and funding cuts which 

occurred during the shut-down. In the past few months, we’ve resumed our roundtables for 

care coordination and directors of nursing, intended to provide them with the opportunity for 

sharing best practices, training on requested topics and the ability to network with regional 

peers. 

In 2019, the WH board of directors adopted updated strategic planning initiatives that included 

leveraging technology to build additional capacity for telehealth to be provided across our 

network.  As part of this initiative, we successfully applied for a HRSA Rural Health Network 

Development (RHND) grant to develop a telehealth mental health program across our network.  

This three-year grant allows for funding to hire a program manager to develop the program, 

which includes identification of mental health providers to provide telehealth services in both 

primary care and emergency department settings.   We are currently in the final stages of 

recruitment for the program manager position.  Once launched, this program will greatly 

enhance the capacity of our care systems to provide integrated mental health services for 

patients in our Wilderness communities.  We will also be provided with technical assistance 
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from the grant and have already started to identify similar projects in the Midwest with which 

we can collaborate on information sharing. 

In addition, the entire Wilderness Health team is working with St Luke’s, the largest partner in 

our system, to implement multiple process improvement projects that will improve patient care 

and create a greater method of reporting outcomes to their board, physicians and staff. Among 

the projects we’re directly working with are improvements in depression screening, diabetic  

outcomes, annual wellness visits, transitional care management processes post inpatient 

discharge and post-acute care management improvement for skilled nursing facility length of 

stays. 

COVID Impact Activities:   

COVID Collaborative: In June, we worked with the Duluth NAACP to apply for funding from MDH 

and other local foundations to survey the local African Heritage community for barriers to 

healthcare as well as COVID needs outreach. Led by Dr. Olihe Okoro from the UMD College of 

Pharmacy, we've added multiple community partners to a coalition that meets regularly on the 

project's progress and will be learning what barriers are identified by the project by year-end. 

Wilderness Health is acting as the fiscal sponsor for this project, committing in-kind resources, 

and is also committing financial sponsorship of the project. 

MHFAT – Last year Wilderness committed to hosting a series of Mental Health First Aid Trainings 

throughout our network.  These have been delayed due to Covid-19 and we are shifting the 

training to a virtual delivery or hybrid model. The first in the series is scheduled for 11/18/20 to 

be held at Lake View in Two Harbors and the others are postponed until 2021. 

CHI St. Gabriel’s ECHO- MN COVID 19 Response 

This is a weekly ECHO put on by St. Gabriel’s Health Care with Dr. Kurt DeVine and Dr. Heather 

Bell related to Minnesota response to the Coronavirus. Partnerships related to this ECHO 

include Stratis Health, Minnesota Academy of Family Physicians, Minnesota Department of 

Human Services and Community Health and the University of Minnesota. This ECHO is “intended 

to communicate information regarding COVID-19 planning, response, and clinical information 

relevant to physicians/clinicians in the care of patients during the global pandemic”.  

https://mafp.org/page/covid-19-echo . We have been attending this ECHO on a regular basis 

since its start in the spring of 2020. Information that is shared is gathered and further 

distributed amongst our clinicians/teams across the ACO on an as needed basis.  

 

Success Stories: 

Grand Itasca received funding from Wilderness Health to launch a new care coordination program which 

included a Population Health RN and a Social Worker.  Through this program, Care Coordination (CC) 

was able to safely ensure a high-risk pregnant mother with little prenatal care, addicted to 

methamphetamines, would give birth in a hospital setting.  The Patient had been referred to care 

coordination through an Emergency Room visit and history of leaving AMA. The CC was able to follow up 

with patient in clinic at next OB appointment and a trusting relationship was built.  

https://mafp.org/page/covid-19-echo
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Patient remained on methamphetamines throughout her pregnancy. Patient shared with CC she did not 

want to keep her baby. She stated she was going to give it to her sister. The CC was able to connect 

patient with resources, had social services involved, and adoption/transfer of legal custody team 

alerted.  This patient was complex and was not compliant with appointments, including her scheduled C-

section, resulting in the CC following up with law enforcement to complete a safety check. The CC 

deployed safety check, patient refused to come into hospital.  

Patient had contacted OB RN shortly after officer arrived, where RN was able to educate and encourage 

patient to come in to have C-section. After much coaching, patient agreed.  Healthy baby was delivered, 

mother discharged from hospital, baby stayed in WHB until court approval for baby to discharge home 

with legal guardians. The couple that would be providing legal care for the baby were unable to have 

children of their own and been trying for over 10 years. Healthy baby girl discharged home safely with 

her new family. 

St Luke’s received funding to launch an Occupational Therapy program on Mental Health Inpatient Unit. 

The OT noticed that the unit sometimes had no programming for patients until 11:00 am in the morning. 

During this time, patients are anxious to meet with providers and social work. A morning meditation 

group was implemented each weekday to help occupy their time with a healthy coping mechanism with 

the ultimate goal of developing a new skill to use after discharge. The OT has also been in contact with 2 

community group homes to educate on sensory interventions, discuss issues related to problematic 

behaviors, and to help with transition back to group homes from inpatient MH setting.  

(From the OT): My first referral was a 47-year-old female insured by Medicaid. She had a diagnosis of 

low-functioning autism spectrum disorder and obsessive compulsive disorder who had been admitted to 

the mental health inpatient unit 4 times this year by her group home staff who report increased 

agitation and aggressive behaviors at home. These 4 hospital stays totaled 95 days, with the longest stay 

being 60 days. Following one discharge, group home staff brought her back to the ER one day later and 

following that stay, they brought her back within hours of her discharge.  

The patient was largely non-verbal. She remained in her room with her one-to-one staff for the majority 

of her day. Most of her time was spent in bed with an iPad next to her playing cartoons. My focus was 

gaining her trust, identifying sensory activities to promote increased variety in her daily experiences, and 

working with staff on effective communication which would support participation in self-cares and 

reduce her tendency to become more agitated during these activities. What appeared to be her biggest 

barrier to successful discharge was her comfort level with being in a small space for such a long period 

of her time. She had very minimal variability in her daily activities. It was difficult for her to tolerate 

communal spaces even on the unit let alone transitioning out of the hospital, into a car, and back to her 

group home.  

While working with her, I focused on grading her experiences outside of her room and encouraging staff 

to walk with her in the hallway. We identified sensory experiences which were motivating for patient to 

help during more difficult transitions and to promote neuro-organization. We also identified stimuli that 

increased agitation during self-care such as more than one person giving verbal directions. Instead, it 

was decided that she participated best when simple 1-2 word directives and visual cues from one 

caregiver was given. I contacted group home staff by Zoom and by phone to work out a plan to help the 

patient transition home and identified ways they could make this more comfortable for her (i.e. having 

other housemates on an outing when she arrived and allowing her to isolate in her bedroom as needed 
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for the first couple of days). Staffing was increased to meet her needs and they also had a plan to 

develop a sensory area for her to utilize as an effort to increase out of room time and deescalate when 

agitated through sensory organizing activities.  

Though I would have enjoyed following her from an outpatient perspective, it was best for her to remain 

in her home and have therapy come to her to reduce need for several transitions which would have 

been necessary to come to the clinic. She was referred to home care services and I communicated with 

both the home care nurse and with the home care OT to share ideas and information about this 

complex case. Since her discharge on 6/3/20, she has not been readmitted. 

St Luke’s received funding to add a Clinical Pharmacist to their Internal Medicine and Denfeld Clinics to 

support patient care needs. The pharmacist meets individually with patients, advises physicians on 

medication recommendations and med reconciliations, and also works on several multidisciplinary 

committees to improve patient care, including inpatient discharge processes.   

I met with a 29 y/o female at the Denfeld Clinic for the first time in March 2020.  She was referred to me 

from the Denfeld Diabetes (D5) list because her A1c was above goal.  At time of presentation, her A1c 

was 11%, her goal being <7%.  She has several comorbidities, including morbid obesity, depression, 

anxiety, and chronic pain. When she first presented, she was very quiet, and did not elaborate much in 

her responses to questions.  For her type 2 diabetes, she was taking metformin and glipizide and 

tolerating them well, but not checking glucose levels at home. One known side effect of glipizide is 

weight gain and since this patient already has morbid obesity, I was hoping to discontinue this 

medication and use other therapies to control her glucose.  I spoke with her primary care provider, 

suggesting we stop glipizide and add Victoza, an injectable medication that not only lowers glucose 

levels, but also promotes weight loss. In this conversation, the PCP noted the patient had a difficult 

childhood with severe anxiety and depression, implying this may be why the patient was rather quiet 

during a visit with a new person.  I met with this patient again for follow up to start Victoza, this time 

requiring a virtual visit due to the COVID 19 pandemic.  Prior to the visit, I had sent the new prescription 

for Victoza to the patient's pharmacy and asked her to pick it up and have it with her for the visit.  Using 

a demo pen, I educated the patient on how to use an injectable medication for the first time over a 

virtual visit.  She did quite well and we continued to follow up in short intervals to titrate to optimal 

dose and remind her to check glucose levels, which she struggled to do, but noted the close follow up 

helped with accountability.  At our most recent visit, the patient was due for an updated A1c, which I 

obtained an order for from the patient's PCP.  This return at 8.8%, just 3 months after having an A1c of 

11%.  I called the patient to inform her and congratulate her on her efforts.  She has now started to 

open up to me more and was genuinely excited about her A1c improving.  Although we still needed to 

add on an additional medication to continue to bring her A1c down, we discussed the success of her 

progress.  At our most recent visit, we continued to optimize the doses of her diabetes medication and I 

set her up to meet with our dietician because she expressed difficulty with food choices and we 

determined this is part of what is driving up her glucose levels.  This shows how this close follow up with 

a patient struggling to meet their healthcare goals can really positively impact patient care.  In our busy 

healthcare setting, the patient's PCP may not have time to provide this type of close follow up.  The 

pharmacist in this role can provide that type of care between regular visits with the PCP, and together 

we can help our patients reach their health goals, optimize medications, and help them live a healthier 

life. 
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5. How could DHS further support your IHP’s work on this intervention, if possible?  
  

 Please note the earlier references to the work conducted by our mental health reimbursement 
intern, including: better reimbursement/parity for mental health services, training and 
educational opportunities for care teams regarding screening and evidence-based mental health 
care,  start-up funding to launch mental health care and sustainable funding sources, including 
advocating with Medicare and commercial health plans. 

 Funding to support Population Health resources, such as clinical pharmacists, social workers, 
RN/LPN care coordinators. Current fee-for-services billing does not support this work and we 
have especially learned the importance of this work during the pandemic.  

 Assistance with advocating for the removal of prior authorizations and other insurance barriers 
to care that add administrative burden without adding to patient care. 

 Learning collaborative/networking opportunities with other IHP’s. 

 ACG Coding: ACG gap lists in reference to quality metrics.  

 Benchmarking/scorecard: Participating in various value based care models has brought attention 
to the importance of dashboards and scorecards. For the Medicare population attributed to our 
ACO we can compare ourselves to other members in the ACO and compare ourselves to the 
entire ACO. Allows end user to visualize large sets of data and understand how organization is 
performing in comparison to specific issues and or trends. Having a scorecard would allow 
alignment with strategic objectives and allow IHPs to pinpoint key performance indicators.  
Having a benchmark comparison allows members to track previous performance and focus on 
initiatives to improve future rates. Use of retrospective data to add a prospective outcome.  

 Transportation continues to be a barrier for patients in both urban and rural areas.  While the 
health plans have transportation coverage they typically have long lead times to make 
arrangements. Additional challenges include homecare access outside of the 30 miles radius for 
rural patients and a limitation of access to care which often leads to missed appointments. 

 Continued support and expansion of telehealth options and reimbursement. Observed 
improved patient follow through with the virtual option vs. coming on-site. Challenge with rural 
locations connecting to reliable internet services.  

 Support for community health worker programs to assist with connecting to community 
resources, coaching and motivation. 

 Readmission report with information on patients with readmissions including diagnosis.  

 

Partnerships:     
Please complete one set of questions for each of the community partners involved in the intervention. 

Please include as much detail as possible to give us a complete picture of the partnership. 

Cloth Mask Distribution 

 

After the governor mandated indoor mask wearing throughout the state, we worked with their office 

to partner with 13 agencies to distribute 2,000 cloth masks to 9 communities throughout our region.  
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The cities included: Aitkin, Bigfork, Cloquet, Cook, Duluth, Ely, Grand Marais, Hibbing, and Two 

Harbors.  

 

1. Names of Community Based Partner involved in intervention: Contact information and title of 

person at this organization that you are working with to facilitate this partnership:  

 

Polka Yang | Public Engagement Liaison  
Office of Governor Tim Walz and Lieutenant Governor Peggy Flanagan  
75 Rev. Dr. Martin Luther King Jr. Blvd. 
Ste. 130 
Saint Paul, MN 55155-1611 
Office: 651-201-3432 |Fax: 651-797-1850 

 

2. Please describe how the IHP is promoting sustainability of the community based partners 

involved.  The agencies that we partnered with included: Aitkin HRA, Arc Northland, Bigfork 

Hospital, Cook Hospital, Community Memorial Hospital, Cook Hospital, Cook HRA, Ely Bloomenson 

Hospital, Fairview Range and Hibbing Chamber, Lake View Hospital, Neighborhood Youth Services, 

North Shore Health, Two Harbors HRA, and St Luke’s ER. 

3. Please describe the process you have in place with the community based partner to generate 

feedback. This was a one-time distribution. We’d originally reached out to communities to identify 

if they had community members in need of cloth masks. 

 

4. What next steps, if any, do you plan to take to continue improve and augment this partnership. 

While this was a one-time distribution, we’ve developed connections for future coordination of 

needs. 

 

 

 

St. Luke’s Pediatrics’ Parent Advisory Committee (PAC) 

St. Luke’s hospital has established a Parent Advisory Committees for each of their primary care clinics 

where a Health Care Home certification is maintained through the MN Department of Health. We 

currently participate in the Pediatric PAC. Current members for the PAC’s include the clinic 

supervisor/manager, care coordinator, provider (s), Wilderness Health and parents/patients who seek 

care within the primary care facility.  

 

1. Names of Community Based Partner involved in intervention: Contact information and title of 

person at this organization that you are working with to facilitate this partnership:  

 

 St. Luke’s Pediatrics Parent Advisory Committee 

Rachel Wenz, St. Luke’s Pediatrics Care Coordinator 

Rachel.Wenz@slhduluth.com 

 

mailto:Rachel.Wenz@slhduluth.com
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2. Please describe how the IHP is promoting sustainability of the community based partners 

involved.  On-going committee attendance and workgroup participation. Education and 

resource sharing based on WH current initiatives, data collection and other community 

partnerships.  

3. Please describe the process you have in place with the community based partner to generate 

feedback. 

These two informational sharing groups include staff members from one of our WH members, 

affiliated patients as well as WH staff participation. Purpose of each committee meetings are to 

share in discussion as well as take back items to be reviewed at the ACO level.  

4. What next steps, if any, do you plan to take to continue improve and augment this 

partnership 

We will continue previous steps/actions already stated and maintain open communication with 

an expectation to receive feedback to drive our future actions and maintain partnerships.  

 

Minnesota Department of Health and Lake and Cook County Public Health- COVID-19 Case 

Investigation and Contact Tracing 

Currently our RN Care Navigator is assisting Minnesota Department of Health and our Local Public 

Health (Lake and Cook County) with Case Investigation and Contact Tracing efforts for COVID-19.   

 

 

1. Names of Community Based Partner involved in intervention: Contact information and title of 

person at this organization that you are working with to facilitate this partnership:  

 

Tracy Gilsvik, Lake County Public Health Supervisor Tracy.Gilsvik@co.lake.mn.us 

 

2. Please describe how the IHP is promoting sustainability of the community based partners 

involved.  

Planned for the duration of the pandemic, our RN will continue to support our LPH on a part-

time basis with interviewing positive COVID-19 cases along with their exposed contacts. In 

addition she will continue to participate in regional trainings, meetings and communications.  

3. Please describe the process you have in place with the community based partner to generate 

feedback. 

Weekly correspondence and check-in meetings occur with local CICT staff as well as MDH’s 

Regional Infectious Disease team. In addition, feedback is brought forward from the WH 

members for review and follow to aid in education, policy development/clarification and 

resource development.  

-  

4. What next steps, if any, do you plan to take to continue improve and augment this 

partnership 

CICT partnership will continue to provide updated insight to trends, important public health 

updates and resource identification that can be brought back to our WH members as continued 

developments are made in response to the public health emergency.  

mailto:Tracy.Gilsvik@co.lake.mn.us
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Bridging Health Duluth 

Bridging Health Duluth (BHD) is a collaboration of community health partners dedicated to serving and 

improve the lives of those who live within Duluth, MN. Currently WH serves as an active member to the 

committee. Other steering committee members include: Generations, NAACP, Essentia Health, St. Louis 

County, Zeitgeist, and National Rural Health Resource Center.  

 

 

1. Names of Community Based Partner involved in intervention: Contact information and title of 

person at this organization that you are working with to facilitate this partnership:  

 

Emily Anderson, Community Health Director 

Emily.Anderson@EssentiaHealth.org  

 

Joshua Gorham, Public Health Program Coordinator 

GorhamJ@stlouiscountymn.gov 

 

2. Please describe how the IHP is promoting sustainability of the community based partners 

involved.  

Guided by the work of Duluth’s Community Health Needs Assessment and the Community 

Health Improvement Plan various action groups have also stemmed (i.e. Trauma Informed Care, 

Food Insecurity and Social Determinants of Health) which we also participate on when in 

session. We have also participated in the “Bridge to Health Survey” for development of Duluth’s 

Community Health Needs Assessment Survey which was completed at the start of the year.  

 

3. Please describe the process you have in place with the community based partner to generate 

feedback. 

BDH meets twice per month which WH actively is involved with. Bidirectional, WH provides 

feedback from our members in addition to collecting feedback from the other community 

members to take back to the ACO.  

4. What next steps, if any, do you plan to take to continue improve and augment this 

partnership 

We will continue to maintain our partnership with the Bridging Health Duluth Committee as well 

as our active participation in the BDH Action Groups for those which are currently in motion and 

will return when others are released from being on hold.  

 

Generations Health Care Initiatives: 

Generations Health Care Initiatives is an area foundation founded in Duluth in 2001 that works to 
advance health equity and improve community health through education, collaboration and support. 
Generations provides resources to make optimal health accessible and attainable to people and 
communities experiencing health inequities.  Wilderness Health has forged a strong partnership with 
Generations Health across multiple initiatives including: Bridging Health Duluth Coalition, Bridging 

mailto:Emily.Anderson@EssentiaHealth.org
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Health Duluth Survey, COVID Collaborative, Health Worker Internship Program and Social Determinants 
of Health exploration committee.  

1. Names of Community Based Partner involved in intervention: Contact information and title of 

person at this organization that you are working with to facilitate this partnership:  

 

Generations Health: 

Mary Rapps, Executive Director 

mary.rapps@GHCI.US  

 

 Sarah Nelson, Program Manager  

 sarah.nelson@GHCI.US 

 

2. Please describe how the IHP is promoting sustainability of the community based partners 

involved.  

As co-members of the area Bridging Health Duluth Coalition, Wilderness Health and Generations 

Health meet monthly to improve health access and equity.  In addition, we hold joint initiative 

specific meetings and working groups established on an as needed bases for successful 

collaboration and implementation.  

 

3. Please describe the process you have in place with the community based partner to generate 

feedback. 

Feedback is provided based on the initiative and role: either through regular meetings or 

reporting processes for joint endeavors.   

4. What next steps, if any, do you plan to take to continue improve and augment this 

partnership 

 

We have several short-term initiatives in place that we will continue to work on together as well 

as longer term partnership endeavors that we will maintain.  Although our organizational 

structures are different, our missions align closely, providing opportunities for ongoing 

partnership and collaborations in the pursuit of health equity.   

COVID-19 Collaborative Program: 
 
Overview: Wilderness Health and Duluth NAACP Health and Environmental Equity Committee have 
developed a joint commission, comprised of members of both organizations as well as community 
members from the African Heritage community, in order to execute the deliverables of funding received 
from MDH focused upon engaging communities to increase their understanding of and participation in 
COVID-19 testing, case interviews and contact tracing, and to reduce fear or stigma. Our workplan will 
measure progress, identify challenges and opportunities, and develop efficient programming to enhance 
knowledge and education about COVID-19.  
 
Led by Dr. Olihe Okoro, the primary objectives of this collaborative effort are to 1. Gain insight into 
community perspectives, 2. Understand barriers and facilitators of preventive and healthcare seeking 

mailto:mary.rapps@GHCI.US
mailto:sarah.nelson@GHCI.US
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behaviors (including testing); and 3. Develop effective programming for community education, testing, 
contact-tracing and treatment.  
 
This project will seek to gather information from members of the African Heritage community on their 
knowledge of COVID-19, their perceptions and lived experiences associated with recommended 
preventive behaviors and engagement with testing. Utilizing community consultants to assist with 
engagement and outreach, we will conduct a cross-sectional survey, one-on-one interviews and focus 
groups discussions (FGDs); with groups representing different demographics.  
 
Key elements will include 1. Needs assessment: survey, interviews, focus groups, 2. Community 
education and risk-communication, and 3. Collaborative efforts with healthcare systems 
 
 

1. Names of Community Based Partner involved in intervention: Contact information and title of 

person at this organization that you are working with to facilitate this partnership:  

 
Partners:  NAACP Duluth Branch, Generations Health, MDH, Duluth Superior Area Community 
Foundation, Northland Foundation, Essentia Health, St Louis County 
 
Duluth Branch of the NAACP (Health & Environmental Equity Committee) 
Olihe Okoro, Ph.D., MPH 
Assistant Professor, Social and Administrative Pharmacy 
University of Minnesota, College of Pharmacy, Duluth 
235 Life Science, 1110 Kirby Drive | Duluth MN 55812-3003 
 (218) 726-6036 | Fax: (218) 726-6500 | ookoro@d.umn.edu 
 
Janet Kennedy 
Healthy Alliances for All 
healthyalliancesforall@gmail.com 
 

 

2. Please describe how the IHP is promoting sustainability of the community based partners 

involved.  

We have established a joint committee that meets bi-weekly for the operation of this program 

and we have a fiscal sponsorship agreement with NAACP on the execution of the program.  

Wilderness Health serves as the Fiscal sponsor and NAACP serves as the operational agent. A 

number of stakeholders have agreed to assist with funding this initiative, including MDH, 

Wilderness Health, Generations, Northland Foundation, Duluth Superior Area Community 

Foundation, and St Louis County.  In addition, the Bridging Health Duluth coalition is exploring 

funding opportunities for future development. 

3. Please describe the process you have in place with the community based partner to generate 

feedback. 

As mentioned above we have established bi-weekly meetings to facilitate communication and 

operations of the program. We also participate in bi-weekly meetings with MDH and other like-

funded agencies to discuss developments, challenges and best practices. 

-  

mailto:ookoro@d.umn.edu
mailto:healthyalliancesforall@gmail.com
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4. What next steps, if any, do you plan to take to continue improve and augment this 

partnership 

Ongoing activity to fulfil the funders’ grants obligations and we will re-evaluate additional needs 

or activity at the conclusion of the grant funding period.  We will share findings with our board, 

all of our collaborative partners, as well as MDH and DHS. 

 
 
Social Determinants of Health Research Collaboration: 
University of Minnesota Duluth, Health Care Management Program  
 
Wilderness Health is partnering with Faculty member, Kim Dauner to conduct research on the Social 
Determinants of Health (focus: definition, causation, facility capacity, workflows, resources available, 
etc.) across our 10 member network.  Focus groups and 1-on-1 interviews have been conducted with 
key health care personnel across multiple disciplines in addition to a literature review of SDOH.  We are 
also in the process of working with an intern from the Northwest Technical College and Community 
Action Duluth Community Health Workers program to support the data collation, analysis and coding to 
support the formation of a report to outline the research findings and recommendations on next steps. 
(See the NWTC/Community Action Duluth Partnership for more detail).  
 

1. Names of Community Based Partner involved in intervention: Contact information and title of 

person at this organization that you are working with to facilitate this partnership:  

University of Minnesota Duluth, Health Care Management Program  
Kim Dauner, Associate Professor | 218-726-7279 | kdauner@d.umn.edu 

2. Please describe how the IHP is promoting sustainability of the community based partners 

involved. 

The University of Minnesota Duluth has been an ongoing partner for project specific initiatives 

and we plan to maintain on going connections based on the identified needs and projects.  

Faculty member Kim Dauner has worked with one of our members, St. Luke’s on other projects 

for food insecurity and other related population health initiatives.  

3. Please describe the process you have in place with the community based partner to generate 

feedback. 

We have established recurring meetings for feedback for this specific initiative as required by 

the project phased work.  A report will be generated from the collected data, analysis 

conducted, and recommendations developed on strategies to address SDOH that can be shared 

with our member network for implementation consideration.  

4. What next steps, if any, do you plan to take to continue improve and augment this 

partnership? 

The next steps include the data analysis to review the research findings and conclusions for 

future action steps on addressing SDOH.  

 

Community Health Worker internship Program: 

Overview: Wilderness Health has signed a MOU to partner with the Northwest Technical College(NTC)’s 

Community Health Worker Certificate Program to host a student intern to support the Social 
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Determinants of Health(SDOH) research project partnership(please see above for detail on the SDOH 

research partnership). This program specifically partners with the Community Action Duluth 

organization to connect certificate students with area CBO’s to intern with in their second semester of 

their program.  For more specific program detail please see their website at: 

https://www.ntcmn.edu/career-paths/health-care/community-health-worker/  

1. Names of Community Based Partner involved in intervention: Contact information and title of 

person at this organization that you are working with to facilitate this partnership:  

 

Wendy Potratz, PhD, CHES 
Community Health Worker/Health Sciences Faculty 
Northwest Technical College 
905 Grant Ave. SE 
Bemidji, MN 56601 
(218) 333-6648 
Wendy.potratz@ntcmn.edu 
 

2. Please describe how the IHP is promoting sustainability of the community based partners 

involved.  

We have signed an MOU with NTC for the internship deployment and hope to host students 

into the future to support ongoing Wilderness Health ACO initiatives and projects.  

3. Please describe the process you have in place with the community based partner to generate 

feedback. 

 

Feedback will be provided based upon the internship structure timeline: feedback from the 

intern on their experience, feedback from Wilderness Health to NTC on the student’s 

experience/performance and feedback between NTC and Wilderness Health on the overall 

internship experience and MOU at the conclusion of the internship or as needed. 

4. What next steps, if any, do you plan to take to continue improve and augment this 

partnership 

We endeavor to host interns on an ongoing bases as project and activity allows to support the 

expansion of Community Health Worker Programs. 

 

Northland Healthy Minds and MHFAT Partnership: 

Wilderness Health has partnered with the Northland Healthy Minds Coalition to support and promote 

community mental health education and resources.  Wilderness Health attends monthly meetings and 

serves on their committee and subcommittees for educational events and activities.  We started 

partnering on hosting Mental Health First Aid Trainings (MHFAT) as part of Mental Health Awareness 

Month and to extend the trainings throughout our Wilderness Health Network.  The MHFAT were 

unfortunately put on hold due to the impact of COVID.  However, we have our first in the series 

scheduled for November 2020.  

https://www.ntcmn.edu/career-paths/health-care/community-health-worker/
mailto:Wendy.potratz@ntcmn.edu
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1. Names of Community Based Partner involved in intervention: Contact information and title of 

person at this organization that you are working with to facilitate this partnership:  

 

Emily Anderson, Community Health Director and past Board Chair 
Emily.Anderson@EssentiaHealth.org 

 

St. Louis County Public Health and Human Services  
Phone: 218-726-2222 
phhs@stlouiscountymn.gov 

 

2. Please describe how the IHP is promoting sustainability of the community based partners 

involved.  

Wilderness Health has been serving on the subcommittee and attending regular meetings to 

support the mission of their organization which aligns with Wilderness Health’s strategic 

intervention addressing Mental Health.  In addition, Wilderness Health Staff provided consulting 

support to assist the organizations transition from a fiscal sponsorship based coalition to being 

housed under the St. Louis County Public Health and Human Services department for long term 

sustainability and continuity. The coalition is still in the transition phase of re-establishing its 

new structure and governance model.  

 

3. Please describe the process you have in place with the community based partner to generate 

feedback. 

Wilderness Health staff attend regular meetings and provide ongoing committee and event 

support.   

4. What next steps, if any, do you plan to take to continue improve and augment this 

partnership 

Wilderness Health will continue to support the transition of this coalition and anticipate serving 

on the committee or subcommittee as it is restructured under St. Louis County.  

 

MN Tribal Healthcare Relations Training Planning Committee:  

Overview: Wilderness Health has joined partners from the U of M Medical School, UMD American 

Indian Studies Program, Fond du Lac, MDH, Regional Healthcare systems(St. Luke’s, Northshore Health, 

Community Memorial Hospital, and Essentia Health) to  address the need to develop a program that will 

improve healthcare approaches for American Indian/Alaska Native patients (AI/AN). This collective is 

coordinating to develop a program that will equip healthcare staff & providers to practice cultural 

humility, honor tribal sovereignty, recognize strengths, and ensure connections back to community 

health services and our traditional healers.   

 

1. Names of Community Based Partner involved in intervention: Contact information and title of 

person at this organization that you are working with to facilitate this partnership:  

mailto:Emily.Anderson@EssentiaHealth.org
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Mary J. Owen, MD, Tlingit 

Endowed Professorship, American Indian Health 

Director, Center of American Indian and Minority Health 

Assistant Professor, Department of Family Medicine and Biobehavioral Health 

University of Minnesota Medical School 

182 SMED 

1035 University Drive 

Duluth, Minnesota  55812  

mjowen@d.umn.edu 

 

2. Please describe how the IHP is promoting sustainability of the community based partners 

involved.  Monthly committee meetings have been occurring for over a year to develop training 

similar to the current MNDot Training: Tribal State Relations Training. The U of M is 

spearheading a Project Echo series specifically focused upon AI/AN healthcare which this 

collective will help support in addition to developing a virtual curriculum that will be deployed 

through the Wilderness Health ACO network.  

 

3. Please describe the process you have in place with the community based partner to generate 

feedback. Monthly committee meetings are currently in progress to continue development and 

maintain opportunity for discussion.  After the initial pilots have been established we intend to 

distribute a survey to assess learning and knowledge.   

 

4. What next steps, if any, do you plan to take to continue improve and augment this 

partnership? Continued committee meetings will occur with an open invitation to expand 

partnerships. Feedback from surveyed individuals will be reviewed and assessed to guide the 

committee with intent and further action.  

 

Institute for Clinical Systems (ICSI): 

Overview: Wilderness Health has become a dues paying member of the Institute for Clinical Systems as 

of January 2020 to provide additional resources and educational learning opportunities for our ACO 

network.  ICSI is an independent, nonprofit health care improvement organization to help forward-

focused Minnesota health organizations find ways to redefine and redesign systems and the market. 

Together, we aim to improve care and reduce costs for our patients, families and communities. We are 

hoping to host a series of educational opportunities delivered through ICSI’s experts on key topics such 

as Quality Improvement and Motivational Interviewing in fall 2020 into 2021. 

1. Names of Community Based Partner involved in intervention: Contact information and title of 

person at this organization that you are working with to facilitate this partnership:  

 

Tani Hemmila, Director: themmila@icsi.org 

 

https://www.dot.state.mn.us/tribaltraining/pdf/TSRT-110415.pdf
https://www.icsi.org/
mailto:themmila@icsi.org
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2. Please describe how the IHP is promoting sustainability of the community based partners 

involved.   

We are a dues paying member and plan to continue to provide added value to our ACO and 

member organizations.  

 

3. Please describe the process you have in place with the community based partner to generate 

feedback.  

As a member we can provide feedback and input into various committees or initiatives that ICSI 

is facilitating across their membership as well as through their membership support structure. 

 

4. What next steps, if any, do you plan to take to continue improve and augment this 

partnership?  

We have met with one of the educational trainers to start setting up workshops on Quality 

improvement and Motivational Interviewing to be held within the next year.   

In addition we have also participated in two of ICSI’s ECHOs: Integration of Behavioral Health in 

to Primary Care (ended in March 2020) and Mental Health Support for Healthcare (in progress).  

 

St. Louis County Partnership:  

Overview: Wilderness Health has been exploring informational and data sharing with St. Louis County to 

identify gaps in care and to share data for leveraging resources. 

1. Names of Community Based Partner involved in intervention: Contact information and title of 

person at this organization that you are working with to facilitate this partnership:  

 

St. Louis County Public Health 

Amy Westbrook  

Public Health Division Director 

WestbrookA@StLouisCountyMN.gov 

 

Roger Laaksonen 

Public Health Informaticist 

LaaksonenR@StLouisCountyMN.gov  

 

 

2. Please describe how the IHP is promoting sustainability of the community based partners 

involved.  

St. Louis Public Health has prevention programs in place to address high risk population for 

chronic conditions. The County has used de-identified data to identify care gaps and 

opportunities to work with IHP population and where location needs are prevalent.  

St. Louis County used aggregate data to help build partnership with other local care facilities.  

mailto:WestbrookA@StLouisCountyMN.gov
mailto:LaaksonenR@StLouisCountyMN.gov
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3. Please describe the process you have in place with the community based partner to generate 

feedback. 

 

Wilderness sends St. Louis County data for IHP on a quarterly process. Each file has indication in 

regards what should be included into report and what should be excluded from report. Files 

sent via SFTP to Public Health Informatics).  

 

St. Louis County contacts Wilderness Health if they plan to use aggregate data in support of 

prevention planning for programs.  

 

St. Louis County and Wilderness Health meet in person adhoc.  

 

4. What next steps, if any, do you plan to take to continue improve and augment this 

partnership 

Due to COVID, meetings regarding program development have been temporarily placed on hold 

due to staffing capacity shifts to address pandemic needs. 
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Excerpt from the IHP Contract - Equity Measure  
This information is copied directly from section 15.4.1 of your contract (if Track 1) or section 16.4 of your 

contract (if Track 2). 

15.4. Equity Measures Description  

15.4.1. Behavioral Health Integration into Primary Care Overview 

15.4.1.1. Target population: Adult Patients with depression 

15.4.1.2. Explanation of the issue this intervention is designed to fix: The patients attributed 

within our IHP experience high rates of mental health issues.  There are long wait times for 

patients to see BH specialists, so hospitals are experiencing higher use of Emergency Room visits 

for patients with mental health and substance abuse conditions due to lack of access. Primary 

care providers are not feeling sufficiently equipped to help patients with mental health 

conditions in the primary care setting, thus referring patients to specialists to review medicines 

and for specialty services and contributing to delays in treatment for patients.  We believe that 

some of our patients who experience mild to moderate mental health conditions could be 

treated in the primary care setting with the appropriate resources.  This would reduce the time 

to assess and access treatment for those patients with more severe conditions that should be 

seen in the specialty practices.  The current lag time for an assessment in the specialty BH clinics 

is 50 days with an additional 46 days to see a specialist following assessment. 

15.4.1.3. Proposed solution to the issue: We are proposing the addition of integration of 

behavioral health resources in the primary care clinics and Emergency Rooms to assist those 

providers with patient care needs.  This will include consistent processes for screening and 

referral of patients to the most appropriate setting for care needs. 

15.4.1.4. Intervention: We will be developing a process to integrate behavioral health providers 

into our primary care clinics.  This will include developing standardized processes for consistent 

identification and tracking of patient care needs in our electronic health records.  In addition, 

we’ll be assessing patient and provider needs for additional education and training and putting 

together some training resources, both in-person and webinars.   

We’re currently in the process of mapping our current state of our practice patterns and gaps in 

care for patients with mental health needs.  This includes resources available in each of our 

communities and how referrals are currently made and tracked (or not tracked). In early 2018, 

we’re planning a day for our stakeholders to come together in person to put together our Ideal 

State for identifying and treating patients with mental health so that we can map out additional 

resource needs. It’s anticipated (but not fully known) that the support for resources, including 

hiring new staff, will be a blend from Wilderness and each member. 

15.4.1.5. Background: Behavioral health integration, according to AHRQ, refers to the care 

delivered by a practice team of primary care and behavioral health clinicians who work together 

with patients and families to address: mental health and substance use conditions, health 
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behaviors (including their contribution to chronic medical illnesses), life stressors and crises, 

stress-related physical symptoms and ineffective patterns of health care utilization.   

This is not a new intervention that we’re creating, but will be new for our patients and providers 

and will be adapted to meet the needs and resources of our rural region. There are only a 

handful of behavioral health home certified providers in our region, with resources scattered in 

a few communities.  Access to specialty care has long lag times and distance to specialists is a 

barrier for patients. 

15.4.2. Equity Measures 

Pursuant to section 7.1.1, Population Health Report, of this contract, the IHP shall submit to the 

STATE an annual report containing a written evaluation of the Behavioral Health Integration into 

Primary Care Model described in 15.4.1 including the impact and effectiveness of the IHP’s 

intervention as well as IHP’s performance on the following equity measures.  

• We anticipate that we’ll be taking the first half of 2018 to develop our ideal state for adding 

behavioral health integration into primary care, with the second half of 2018 spent on recruiting 

additional staff and enhancing the use of consistent resources and processes, including the 

assessment of tracking tools and processes.  Because each Wilderness Health member is on 

different electronic health records, we anticipate that it’ll take us most of 2018 to assess and 

determine how and what measures we can track at the Wilderness Health level. 

• In early 2018, we’ll do a baseline assessment of our primary care and ER providers to assess 

their perceived ability to treat patients with mental health conditions. We’ll resurvey in 2019 

and 2020 to track progress.  In addition, we’ll track the lag time for new patient referrals into 

specialty behavioral health providers at St Luke’s Mental Health.  By the end of year 3 in 2020, 

we anticipate a decrease in ER visits due to behavioral health conditions.  

• By the end of performance period 1, the IHP will provide answers to the following questions 

about the intervention: 

 How and when do you screen patients for depression? Who is screened? 

 What happens when a patient screens positive for depression? Specifically: 

o Do patients receive any support from the IHP? 

o Do you help patients connect with community resources? Is yes, what type of resources? 

o Do you refer patients to a behavioral health home? Is yes, which one? 

o Are patients referred to a specialist? 

o How do you track whether patients received help from those places they were referred to 

or not? 

o Are patients screened for other social determinants of health e.g. food or housing 

insecurities? 

o If a patient with depression receives help in a primary care setting, how do you assess that 

the intervention was successful? 

• The number of patients eligible for depression screening AND the percent of patients screened.  

• The percent of patients who screened positive for depression.  

• The percent of patients who screened positive for depression and time from positive screening 

to intervention. Report at the primary care level, referred to mental health provider, and refer 

to health care home team.  
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• The number of patients referred to behavioral health home (BHH) partners AND the percent 

who received services at the BHH by service type.  

• The percent of patients who reached remission at 6 months (MNCM measure) 

15.4.3. Awarding Points for Health Equity Measures 

The IHP rate for each health equity measure listed in section 15.4.3 shall be assessed relative to the 

benchmark agreed upon after the conclusion of the first performance period and before the beginning of 

the second performance period. 


