
  
 
 
July 30, 2020 
 
Via email: jodi.harpstead@state.mn.us; jan.malcolm@state.mn.us; 

hhs.blue.ribbon.commission@state.mn.us 
 
Commissioner Jodi Harpstead   Commissioner Jan Malcolm 
Minnesota Department of Human Services Minnesota Department of Health 
540 Cedar Street     625 Robert Street North 
St. Paul, MN 55101    St. Paul, MN 55164 
 
Subject:  Minnesota Hospital Association comments on the Blue Ribbon Commission Report 
 
Dear Commissioner Harpstead, Commissioner Malcolm and Commission Members: 

On behalf of our member hospitals and health systems statewide, the Minnesota Hospital Association 

(MHA) thanks you for this opportunity to provide comments on the Final Report of the Blue Ribbon 

Commission on Health and Human Services dated July 10, 2020. At this time, we are submitting 

comments on eight ideas contained in the report. These comments offer the current MHA perspective 

based on the ideas as they were presented. The report in several places indicates that proposals need 

additional research and work, and recommendations may evolve. MHA comments may evolve as well, 

particularly in light of what could be a significant budget deficit facing Minnesota in the 2021 legislative 

session. MHA will always advocate for meaningful health care coverage for low-income Minnesotans 

and to maintain Medical Assistance reimbursements for providers as close to the costs of providing that 

care as possible so that hospitals and health systems across MN can continue to provide high quality 

care to all our patients and communities. 

We recognize your work in drafting this Report under extremely difficult circumstances. The COVID-19 

pandemic forced meetings and community input to go virtual, and it is noteworthy that the report still 

met the identified deliverables. In addition, equity considerations are a very important component of 

advancing health for all Minnesotans. We look forward to partnering with you during these difficult and 

challenging times. 

 

Section 1: Cost Saving Strategies:  Health Care  

Strategy a.  MHA has concerns with the recommendation to implement a uniform administration of 

non-emergency medical transportation (NEMT). The provider and patient community have opposed this 

proposal on several different occasions in the past. Involving a new third-party entity in the process 

would add administrative simplification for the Department of Human Services but would most likely 

come at the expense of moving payments from providers to this new vendor who would be awarded a 

DHS contract. MHA believes this will result in reduced services for vulnerable Minnesotans who rely on 

this form of transportation to get their medical care -- especially considering that transportation is an 

important social influencer of health. Previously, when third-party contracts were in place, hospitals and 

health systems experienced delays in transportation for individuals waiting to be discharged. A delayed  
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hospital discharge process adds costs in other areas of the health care system. In addition, during this 

time of COVID-19 the use of telemedicine has greatly expanded. We believe that continuing this 

expanded use of telemedicine, particularly for individuals who do not have their own transportation or  

who cannot readily access public transportation, may reduce the overall use of NEMT. MHA 

recommends DHS pursue meaningful continuation of telemedicine expansion before consideration of 

this proposal. 

Strategy b:  MHA is opposed to modifying Medical Assistance durable medical equipment payment rates 

to match Medicare rates if this is done on a unilateral, across-the-board basis without a case-by-case 

analysis. There was certainly a reason for the original Medical Assistance rate, either to cover provider 

costs or to guarantee access to the durable equipment item. MHA is concerned that durable medical 

equipment companies, particularly in rural communities, may not have the volume of customers to 

continue to provide a durable equipment item if the price is arbitrarily set at the Medicare rate.  

Strategy c:  MHA has concerns about the recommendation to expand volume purchasing for durable 

medical equipment. There may be potential opportunities for savings here, but they would need to be 

under very cautious consideration. For example, various wheelchair models and size specifications for 

children with a disability would likely need to be a carve-out from volume purchasing. More details are 

needed on this recommendation so that we can ensure access to these important products for 

vulnerable Minnesotans. 

Strategy d:  MHA supports the recommendation to expand the use of the Minnesota Encounter Alerting 

Service. Expanding the ability to get real-time notification of emergency room visits, hospital admissions, 

transfers and discharges would enhance our health systems’ ability to provide more seamless 

coordination of care. This recommendation has a cost saving potential and will also enhance the quality 

of care particularly for low-income Minnesotans who may need a more assertive care coordination 

approach. It will be important for the state to closely partner with health care systems so that there is 

data sharing in order for our caregivers to take actions based upon this important data to improve the 

health of their patients. 

Strategy f:  This recommendation calls for a continuation of the competitive price bidding procurement 

process for the managed care contracts. MHA has historically supported the competitive bidding process 

as an overall strategy to reduce the cost growth in the Medical Assistance program. However, the 

description of this recommendation states the base rate limit would reflect a projected decrease in the 

base rates from the previous year. MHA has significant concerns about this proposal if it reflects a real 

payment cut versus a cut in the anticipated growth rate of the PMAP payments. DHS should consider 

asking the health insurers what provider contracts they have in place for the upcoming year prior to 

awarding them a contract. Once the PMAP contracts have been announced, health care providers are in 

a situation of being forced to accept the terms of the contracts that are offered to them. In addition, 

DHS should explore what the health insurers are doing to advance equity rather than solely looking at 

price as part of the PMAP bidding procurement process.   
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Section 2: Strategies focused on Waste, Including Fraud and Program Integrity 

Strategy b:  This recommendation calls for reducing low-value services in Minnesota. In fact, the 

Minnesota Hospital Association and the Minnesota Chamber of Commerce have begun a partnership to 

use data from self-insured employers to reduce low or no-value care. MHA recommends that the 

Departments involve a broad cross section of parties before the state advances any proposals in this 

area. This idea should not be limited to the Medical Assistance program. If it does not include 

commercial payers, there is great risk of creating more disparity in health care services. 

Strategy c:  MHA strongly supports this recommendation to align state and federal health care privacy 

protections. MHA has advocated for this policy for several years, and there will be cost savings both to 

consumers of health care and in the administrative burden to the provider community. We look forward 

to having the public support of both the Department of Human Services and the Minnesota Department 

of Health in making this a public policy a priority and helping to advance this through the legislative 

process. Previous analyses from MDH have supported this approach in order to create consistency and 

improve coordination of care for Minnesotans. 

 

Section 5: Strategies focused on Health Equity 

Strategy a:  MHA has concerns with the specific recommendation to improve dental access in public 

health care programs. We certainly embrace the goal of this recommendation, but the identified 

strategy calls for contracting with a third-party administrator to take over this challenge. We question 

whether this approach will work. Several MHA members are involved with providing critical access 

dental services and they are providing greater access to underserved populations. Any changes to 

improve the overall Medical Assistance payment rate to all dentists should not be made if it is at the 

detriment of the critical access dental providers. 

 

Thank you for consideration of our comments and concerns. We are at a crucial time. The Medicaid 

program will need to continue to evolve to provide services more efficiently, while at the same time 

maintaining access and quality and addressing inequities. We look forward to partnering with you as you 

work to achieve this goal. 

Sincerely, 

 
Rahul Koranne, M.D., MBA, FACP 
President and CEO 
 
 
c: Krista O’ Connor, Director, Minnesota Department of Human Services, krista.oconnor@state.mn.us 
 


