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TakeAction Minnesota is a statewide social, racial and economic justice organization committed 

to protecting and expanding access to health care in Minnesota, and creating healthy communities 

throughout the state.   

 

The Legal Services Advocacy Project (LSAP) is an office of Mid-Minnesota Legal Assistance.  

LSAP represents low-income individuals around the state at the Legislature and on policy issues. 

 

Opportunities to Increase Value 

As the state considers direct contracting to providers, we would urge DHS and MDH to keep the 

lessons of the current experience at the forefront and strive for greater transparency and value in 

the creation of new models. Close examination should be given to the role of the health plans in 

the administration of such programs.  The state subcontracted out the administration of the public 

programs nearly 20 years ago as a “demonstration project” that has not been rigorously evaluated.  

Financial information submitted by the health plans raises serious questions about whether this 

“demonstration project” has achieved its overall goal of increasing value for the state.  The four 

health care plans that administer the largest share of the state’s public programs have redirected 

substantial public health care funds into reserves rather than into medical care in recent years.   

 

Public health care funds should be spent on those covered by the public programs.  The state 

should develop a far higher standard for ensuring that public funds are spent appropriately, and 

conduct a rigorous examination to ensure that those goals are met.  In any new care model, a 

strong mechanism is needed to revert excess reserve funds back to the state to be reinvested in 

greater access to care and programs that are proven to improve community health.   

 

Payment Models 

New payment and risk-sharing models must consider the viability of the state’s safety-net 

providers and independent community clinics.  Minnesota’s community clinics provide critical 

services for uninsured individuals and those covered by state public health care programs.    

 

Direct contracting to providers without adequate additional support could effectively exclude 

many community and neighborhood clinics from full participation.  Transparency in both data 

collection and reporting is critically important, but support must be made available to smaller 

clinics for the IT infrastructure needed to meet reporting requirements.  Many independent 

community clinics also have very limited ability to take on insurance risk due to their limited size 

and tight budgets.  The requirement to take on insurance risk – without any further support to 

protect against insolvency – could present an insurmountable barrier.  We would urge DHS and 

MDH to pay careful consideration to not only including safety-net providers in new care models 

but also providing greater support for these entities.  A reinsurance program administered by the 

state, or requirements to subcontract to community clinics, should be considered along with other 

options to protect the viability of these safety-net providers. 

 

Any risk-adjustment mechanisms developed should reflect the diversity of people and health 

needs of the populations served.  The existence of chronic illnesses or multiple illnesses should be 

considered.  Additional consideration should be given to indicators such as disability, culture, 

age, race, gender, geography, language, housing status, and income level.    

 



Payments should also take into consideration potentially high upfront costs due to the realization 

of latent demand as uninsured or underinsured persons first access care. 

 

Consumer Protections 

Direct contracting with providers under an “ACO” or other like models calls for the development 

of a robust consumer protection infrastructure.  We would urge DHS and MDH to pay particular 

attention to: 

• Avenues to bring complaints to DHS, and to appeal those complaints, in a timely manner and 

with minimal barriers for enrollees.  Internal complaint processes within health plans or 

providers are not adequate and can become themselves a barrier to timely resolutions. 

• Network adequacy standards that include providers within a reasonable geographic proximity 

(the GAMC-CCDS experience illustrated well the problems of direct contracting without 

adequate provider access). 

• “Opt-out” rights for the consumer.  Enrollment should be voluntary for enrollees with a clear 

option to choose fee-for-service instead. 

 

Data transparency is also itself a key consumer protection.  Accurate, comprehensive, detailed 

utilization data – including prices paid to providers for services – are necessary to evaluate the 

overall value of the program and to assess utilization trends across populations served by these 

programs.   Contracts to providers, subcontracted providers and other subcontracted entities 

should be publicly disclosed.  Data on health outcomes and utilization must include racial and 

ethnic subcategories to provide a more accurate picture of the health of the populations served. 

 

Evaluation 

We would urge you to prioritize individual and community health outcomes in the evaluation of 

the demonstration projects.  Overall improvement of individual and community health is the 

paramount goal of any  health care system.  New care models should be designed to reduce racial 

and ethnic inequities in health, and evaluation should pay careful attention to these outcomes.   

Patient experience and satisfaction – along with other quality indicators – should also be taken 

into account, as well as overall measures of cost-effectiveness. 

 

Engaging a Diversity of Stakeholders in the Development of New Care Models in Minnesota 

We would strongly urge DHS, MDH and other involved agencies to ensure meaningful 

participation of a broad diversity of stakeholders – particularly from communities of color – in 

the discussion of new care models.  Enrollees in Minnesota’s public health care programs are 

disproportionately people of color, but numerous barriers may prevent stakeholders from these 

communities from fully participating in the policy discussion.  Communities of color should be at 

the center of the development and governance of new care models.  As this process moves 

forward, we would urge you to ensure that the stakeholders who are engaged reflect the diversity 

of the people served by public health care programs in our state.    


