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Executive Summary 

Establishment of the Minnesota Medicaid Preferred Integrated Network (PIN) program 

was authorized by the Minnesota state legislature 245.4682, which directed that “the 

commissioner is authorized to solicit, approve, and implement up to three projects to 

demonstrate the integration of physical and mental health services within prepaid health 

plans and their coordination with social services.” 

In 2009, in a successful response to a Request for Proposals from DHS, a partnership 

consisting of Medica Health Plan, Medica Behavioral Health (Medica’s managed behavioral 

health care organization), and Dakota County was formed to better meet the health, mental 

health, and social service needs of Medicaid-eligible adults with SMI and children with 

serious emotional disturbance (SED) in Dakota County through the PIN program.  

The legislation also required that the Department of Human Services (DHS) conduct an 

independent evaluation “to determine if mental health outcomes have improved in that 

county or counties according to measurable standards designed in consultation with the 

advisory body established under this subdivision and reviewed by the State Advisory 

Council on Mental Health.” This report contains the findings of that evaluation, conducted 

by a partnership between the Human Services Research Institute and Desert Vista 

Consulting.  

Although the PIN program was initially intended to serve both children and adults, shortly 

after the program was initiated, Medica lost the Children and Family Services contract for 

Dakota County and consequently enrollment of children was discontinued.  The number of 

enrolled children was never significant. Accordingly, this evaluation focuses on adult 

members only.  

Context 

Research has shown that persons with serious mental illness (SMI) die an average of 25 

years earlier than individuals within the general population, mainly from preventable and 

treatable conditions such as heart disease, diabetes, and hypertension (Leff, McPartland, 

Banks, Dembling, et al., 2004; Parks, Svendsen, Singer, & Foti, 2006). Compared with the 

general population, individuals with mental illness have significantly higher rates of 

co-occurrence of high blood pressure, tobacco use, obesity, heart disease, diabetes, asthma, 

and other chronic conditions. A number of risk factors contribute to the higher rates of 

morbidity and mortality for persons with SMI. These factors include co-occurring 
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substance use conditions, problems with access to primary medical and specialty care, 

non-adherence to recommended treatment, contextual factors like poverty and housing 

instability, transportation barriers, financial barriers, cultural barriers, and stigma. 

Additionally, the care that this population receives is often not of the appropriate level. 

That is, persons with SMI often receive intensive and high-cost inpatient and emergency 

department care for conditions that could be treated at least as effectively, or avoided 

entirely, through routine outpatient treatment and prevention (Berwick, Nolan, & 

Whittington, 2008). 

The premature mortality of adults with serious mental illness also creates a compelling 

case for prevention in childhood in the form of integrated care models for children with 

emotional disturbances (SAMHSA-HRSA Center for Integrated Health Solutions, 2013).   

Rates of mental health and substance use disorders have been increasing dramatically in 

recent years, and there is a corresponding increasing recognition that that early 

identification and treatment of these issues in the primary care setting is both more 

effective and preferable for families and children.    

Goals 

Designed to improve the availability, quality, and accountability of mental health care for 

persons with SMI, the PIN program seeks to demonstrate the integration of physical and 

mental health services within a managed care organization (MCO) and its coordination 

with county social services.  

The HSRI/Desert Vista Consulting Evaluation 

This report presents the results of an independent evaluation conducted by the Human 

Services Research Institute and Desert Vista Consulting. Conducted in two phases (Phase 1: 

January 2013 to December 2013; Phase 2: January 2014 to June 2015), the evaluation 

incorporated both qualitative and quantitative methods to examine the extent to which 

program goals were achieved. The qualitative component consisted of interviews with key 

informants as well as a leadership survey, consumer focus groups, and a review of 

documents, structured charts, and logs of health referrals. The quantitative component 

consisted primarily of analyses of Medicaid claims and Level of Care Utilization System 

(LOCUS) data, including statistical models comparing cost-related utilization for enrollees 

in the PIN program, enrollees in a Medicaid managed care product (Special Needs Basic 

Care), and individuals enrolled in fee-for-service Medicaid. 
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A Phase 1 Report, issued in February 2014 and incorporated in this Final Report, addressed 

three key areas: 1) program operations and effectiveness, with a particular focus on the 

Navigator role and the public-private partnership; 2) access to services; and 3) cost-related 

service utilization. This Final Report elaborates on those areas and provides expanded 

analyses of service utilization and costs (in the form of expenditures) for PIN enrollees 

compared to Medicaid recipients receiving Targeted Case Management (TCM) under fee-

for-service (FFS) and Special Needs Basic Care (SNBC) arrangements. In addition, this 

report assesses the PIN program model, including its strengths and areas for improvement 

and the experience of participants served. The results of the Phase 1 preliminary analysis 

of utilization that focused on specific services are presented in Appendix III. 

Description of the Preferred Integrated Network program 

The PIN intervention model is a public-private partnership between a provider network 

administered by Medica, a nonprofit managed care organization that performs oversight 

and management functions and provides direct services, and Dakota County. At the core of 

the model is the concept of Wellness Navigation, a service provided by four contracted 

community mental health agencies, Medica Behavioral Health, and Dakota County.  

Eligibility Criteria: PIN program participation is voluntary. Eligible individuals are Dakota 

County adults with SMI and Dakota County children with SED who are enrolled in Medicaid 

(with or without Medicare); have a significant history of mental health concerns; and most 

of whom have a history of high-cost utilization while in fee-for-service (FFS) plans.  

Integrated Benefit Set: PIN enrollees have access to an expanded health benefit set under 

Medica as well as a robust provider network (hospitals, clinics, specialty providers). The 

PIN benefit set comprises a continuum of mental health services that includes Targeted 

Mental Health Case Management and comprehensive health and medical benefits (dental 

and vision care, services provided in the home or in a mental health setting, physician 

assistant and public health nurse treatment review and consultation, wellness workshops, 

gym membership, and transportation to medical appointments and pharmacies). 

Program Demographics, All Participants 

 

Program 
SNBC 

N=241 
FFS 

N=995 
PIN (direct) 

N=156 
PIN (telephonic) 

N=105 
% White 85 87 82 80 
% Male 49 46 37 42 
Average Age 40 39 42 40 
# Chronic Conditions per Member 1 1 1 1 
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Program Demographics, Medicaid-Only  

 

Program 
SNBC 

N=241 
FFS 

N=995 
PIN (direct) 

N=125 
PIN (telephonic) 

N=69 
% White 80 83 76 77 
% Male 49 44 45 39 
Average Age 39 34 37 36 
# Chronic Conditions per Member 1.0 1.0 1.0 1.0 

Percent of enrollees by number of chronic conditions 

 

As shown in the chart above, when using the number of chronic conditions as a measure of 

severity and/or complexity, all four groups have significant medical co-morbidity. 

Approximately half have at least one chronic condition. These figures suggest that enrollees 

in the PIN direct case management agencies may have somewhat greater co-morbidity, 

(54% having at least one condition) compared to those receiving PIN telephonic case 

management (45% having at least one condition). 

Wellness Navigators 

Case managers at four agencies in Dakota County and Medica Behavioral Health 

(telephonic only) provided Wellness Navigation for PIN program participants. The 

Wellness Navigator is a key component of the PIN program. Navigators are assigned to 

each enrollee to serve as a single point of access and coordination for all medical, 

behavioral, and social services. Navigator functions include:  
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 An annual Health Risk Assessment that addresses multiple aspects of physical 

health and wellness, including mental health, substance use, social service needs, 

and functional status. 

 Comprehensive Care Planning that builds on the information gathered through the 

Health Risk Assessment, incorporating the physical health and wellness goals of 

participants in a person-centered care plan.   

The table below presents summary information on Navigator caseloads at the four 

agencies1: number of participants served, number of contacts total and per person, and the 

amount of time total and per person for the most recent year (2013). Frequency of contact 

with participants varies slightly across the agencies by year, but the average is 2 to 3 hours 

per case per month for three of the four agencies. Some of the variation across agencies 

(particularly Agency 4) is likely related to the lack of standardized interagency reporting 

requirements or a common information system.  

Cases, contacts, and hours for four Navigator agencies 
 2013 

Agency 1 Agency 2 Agency 3* Agency 4 
Total Cases 60 74 90 96 
Case Months 321 407 540 545 
Contacts Total 1,622 1,646 1,410 – 
Contacts per Case per Month 5.1 4.0 2.6 – 
Hours Total 698 1,344 634 1,226 
Hours per Case per Month 2.2 3.3 1.2 2.23 
* Data reported for sample of 1 in 10 cases, extrapolated to full caseload. 
Agency 4 contact data was reported in a format that differed from the other agencies and was therefore 
excluded from the table. 

PIN Program Implementation Achievements and Challenges 

Program achievements and areas for improvement were identified through an assessment 

of document reviews, a survey and interviews with PIN leadership (DHS, Medica, Dakota 

County Social Services, and participating agencies), navigator interviews, health service 

referral logs, consumer focus groups, and targeted chart reviews.  

                                                        
1 Data on the Medica Behavioral Health Navigator caseloads were not available. 
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Program Achievements 

Integration 

 Communication and collaboration among PIN stakeholders. The history and 

strength of the partnership between Medica Health Plan and Dakota County, with 

Dakota County in the role of coordinator with the four community-based agencies, 

established a solid foundation for program design and implementation. 

 The formalization of the inclusion of important health information into all mental 

health participant charts through the expanded (and required) Annual Health Risk 

Assessment. 

 Coordination between community-based agencies and Medica (through dedicated 

PIN program liaisons) to facilitate needed medical referrals and clarify any 

questions related to service access or benefits. 

Improved Access 

 Enhanced connection and access to preventative and primary care services and 

health education through Clinics Without Walls (CWOW), free gym membership, 

treatment plan review, and group classes on wellness and health improvement at 

drop-in centers. 

Accountability 

 Leadership from and partnership with Dakota County facilitates access to the range 

of social services and supports available to PIN participants. 

 Inclusion of consumers in PIN program updates through Local Advisory Committee.  

 Systematic collection of participant-level data, as required.   

Capacity and Quality 

 Commitment to participant-centered care and continuity of care for the PIN 

population.   

 Elevated awareness of the health needs of individuals with mental illness.   

 Improved coverage and health care access through Medica’s expanded benefit set, 

robust provider network, and ongoing commitment to meeting the needs of the 

target population. 
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Participant Experience 

During focus group sessions conducted during the summer of 2014, PIN participants 

identified several program features they consider important, including: 

 No co-pay for health services 

 Access to CWOW physician assistant and educational groups 

 Transportation assistance including post-health appointment to a pharmacy 

 Gym membership 

 Coverage compared to and combined with Medicare (e.g., better optical, full 

coverage bariatric surgery, etc.) 

 Formulary coverage 

 Medica Provider Network in Dakota County 

 Medica Accessibility Solution Guide (on Medica website) 

PIN participants shared what they considered to be important supports provided by their 

Wellness Navigators, including: 

 Helps with “navigating life” 

 Phone calls and coordination across the range of providers and case managers 

serving the participant 

 Coordination with Adult Rehabilitative Mental Health Services (ARMHS) workers, 

provider changes (e.g., psychiatrists) 

 Understanding and addressing the relationship among health, mental health, and 

substance use disorder issues and treatment 

 Post-hospital transitions to the community 

 Access to specific treatment programs (e.g., Dialectic Behavioral Therapy and 

THRIVE) 

 Goal setting and accountability for achieving goals 

 Nutrition counseling 

Supporting Participant Health and Wellness 

As part of the evaluation, Navigators from the four community-based agencies tracked their 

efforts to refer and link PIN participants to health and wellness–related services for one full 

quarter (April-June 2014). A “referral” was defined as an interaction between Navigator 

and participant during which a suggestion was made for a participant to follow up with a 

program, resource, or named provider. Navigators also documented when they had a 

substantive communication with a third party about a health issue related to a participant 

but the participant was not on the phone or at the meeting (for example, coordination with 

a PIN participant’s PCP related to a health condition or hospitalization). 
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The following table summarizes the range of health-related referrals made by the 

Navigators over the 3-month period. The most frequent were care coordination 

conversations with other providers (for example, PCPs, therapists, ARMHS, CADI or ILS 

workers), referrals to the gym, primary care, health education groups and coordination 

with Medica Health Plan. While there is evidence of Navigators assisting PIN participants 

with referrals for health-related services and supports, there is significant variation in the 

frequency and type of referrals across agencies. 

Health Referral Summary by Agency (N=320) 

Referral Type 
Agency 1 

(20%) 
Agency 2  

(29%) 
Agency 3  

(24%) 
Agency 4  

(27%) Total 
CWOW 0 11 1 0 12 
Gym  13 24 2 2 41 
Health Education/Coaching (e.g., 
Diabetes groups) 

10 9 8 1 28 

PCP/provider referral 11 9 20 1 41 
Nutritionist/Dietician 9 2 3 2 16 
Chemical Health (detox, groups) 7 3 4 1 15 
Medica Health Plan (member services, 
nurse line, etc.) 

4 5 17 1 27 

Dental services 3 15 1 0 19 
Home health aide 2 2 0 1 5 
Skilled Nursing care 6 4 4 4 18 
PT/OT 1 1 1 0 3 
Pain Management 19 5 0 2 26 
Smoking Cessation 4 3 1 0 8 
Care Coordination with third party (e.g., 
ARMHS, CADI, PCP, Specialist) 

20 15 22 1 58 

Other 17 8 24 5 54 
Total 126 116 108 21 371 

Most referrals documented in the “Other” row within the table included referrals to 

specialists (e.g., dermatology, oncology, psychiatry, chiropractic), communication with 

social service providers, and coordination around transportation and program eligibility.  

Areas for Improvement  

Most of the areas for improvement identified through the evaluation reflect common 

challenges associated with implementing new service delivery models that target 

participants with complex health and behavioral health conditions in community-based 

settings with limited infrastructure to track clinical and program outcomes and a lack of 

clinical and operational protocols to create a standardized intervention across diverse 

settings. 
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Quality and Accountability 

 Lack of standardized policies/protocols for Wellness Navigation created variation in 

PIN program implementation across agencies. 

o Telephonic, health plan–based model differed from community-based MH 
agency model (caseload size, frequency of participant contact) 

o Contracted agencies that have onsite drop-in center capacity (two of the four 
community-based agencies) provide participants with access to additional 
health education resources  

o Level of communication and coordination with medical providers 
o Frequency and scope of health care referrals and follow up 
o Frequency and scope of social service referrals and coordination 
o Quality-of-care planning goals 
o Incorporation of principles of recovery 

 A need to shift toward a population health management focus across the PIN 

partners. High-quality patient-level information is collected but cannot be used to 

its full potential. The Health Risk Assessment, LOCUS, and Goal Plan Review all 

contain multiple measures—including standardized assessment tools—to assess 

participant improvement in health, behavioral health, and functional status. While 

these provide Navigators with important clinical information, this information is not 

accessible nor, as of yet, well-suited for system-wide purposes such as the 

monitoring of outcomes and quality due to the lack of interagency clinical 

information system infrastructure. 

 

 Limitations in the quality, scope, and integration of information systems essential 

for purposes of accountability, efficiency, and quality improvement. The existing 

electronic data systems (and remaining paper charts) at the Navigator agency level 

are not sufficient for tracking care coordination and clinical outcome data.  

Navigators are required (by the state, county, and managed care plan) to complete 

numerous forms at specified intervals and document service encounters for billing 

and compliance purposes, but there is no designated entity responsible for 

analyzing this information on a routine basis to inform clinical decision-making or 

determine the effectiveness of services and treatment interventions. 

Integration of Health, Behavioral Health, and Social Services 

 Limited integration or care coordination at the clinical level (behavioral health 

provider to primary care or other health care provider). The PIN program created a 

“network” that provides coverage for health and behavioral health services. 

However, the program model does not include integration of health and behavioral 

health providers working together to routinely coordinate care. The PIN program 
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model would benefit greatly by intentional partnership with primary care providers 

that work with PIN participants to engage in shared treatment planning. Primary 

care providers/clinics need clearly defined roles and responsibilities for managing 

the chronic conditions of PIN participants. 

 Limited data sharing between Navigators and health care providers, including 

emergency departments and hospitals. Navigators send letters with participant 

updates to PCPs every 90 days, but contact and coordination appears minimal; what 

does occur is not systematically documented or easily tracked. In addition, 

Navigators are not routinely informed of participant ER/hospital utilization, which 

impedes integration and care coordination efforts. 

Participant Experience 

In focus groups, PIN participants identified several areas where implementation varied 

within and across agencies, likely affecting the quality of the program and influencing 

participant satisfaction: 

 Stability and consistency of case managers due to staff turnover 

 Perception of Navigator’s knowledge of the program and resources  

 Work with participants to facilitate a clear understanding of the benefits and 

services associated with the PIN 

 Goal setting with Navigators does not always include health or wellness goals 

Outcomes Assessment: The Level of Care Utilization System 
(LOCUS) 

In implementing the PIN program, there was no requirement for participating agencies to 

collect PIN-specific data on patient and population outcomes. The lack of standard, PIN-

specific data is a limitation that prevents exploration of some aspects of program 

effectiveness that would be of interest, such as possible differences between telephonic and 

face-to-face case management models. In the absence of this kind of information, a 

substitute was used in the form of the LOCUS assessment, a level of care tool used by DHS 

to determine the resource intensity needs of individuals who receive certain mental health 

services such as adult day treatment and assertive community treatment. The LOCUS is 

completed at specified intervals by the individual’s mental health provider; therefore, it can 

be analyzed to track functioning over time.  

The following table presents LOCUS scores for a subset of PIN enrollees who had an 

assessment within 4 months of enrollment and another at least 1 year later. There is a mix 
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of slight changes in both directions (lower is better on the scale of 1 to 5) for both forms of 

case management.   

Change in LOCUS scores for Face-to-Face vs. Telephonic Case Management 

Domains 

Face-to-Face 
(n=342) 

Telephonic 
(n=39) 

Time 1 Mean Time 2 Mean Time 1 Mean Time 2 Mean 

LOCUS Score Total 18.46 18.63 17.64 17.77 

Risk of Harm 2.64 2.96 2.51 2.54 

Functional Status 2.73 2.73 2.64 2.62 

Co-Morbidity 2.68 2.76 2.49 2.54 

Level of Stress 2.63 2.68 2.38 2.38 

Level of Support 2.27 2.25 2.36 2.38 

Treatment/Recovery History 2.84 2.75 2.67 2.62 

Engagement 2.66 2.77 2.59 2.69 

Service Utilization 

Penetration (the percentage of enrollees using a service) and utilization (the amounts or 

units of service used on average) were assessed in two ways. The first approach was simply 

to compare PIN, FFS, and another managed care product (Special Needs Basic Care) 

enrollee utilization patterns over time. This provides a straightforward picture of the 

volume of treatment provided through the three programs. The second approach was to 

use a multivariate model to control for differences between the groups—apart from 

program membership—that might affect utilization. The purpose of this approach is to 

estimate the effect of the program model independent of any differences between the 

respective enrollee groups that might affect utilization. 

Evaluation Comparison Groups 

The comparison group constructed consisted of adults from Dakota and from five 

comparison (non-PIN) counties (Anoka, Carver, Scott, Washington, and Wright) who at 

baseline were enrolled in fee-for-service Medicaid and receiving Targeted Case 

Management. A number of individuals in the comparison group who were in FFS Medicaid 

at the beginning of the study period were subsequently enrolled, midway in the study 

period, into another Medicaid managed care program: Special Needs Basic Care (SNBC).  

Because it was hypothesized that utilization and cost under SNBC may differ from that for 

FFS, we separately identified this group in the analysis, resulting in a three-way 

comparison between FFS, SNBC, and PIN. 
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The multivariate model tested for statistically significant differences in utilization that 

could be attributed to program type, apart from possible differences in the characteristics 

of the three enrollee groups that might also affect utilization. These characteristics (control 

variables) were age, gender, amount of prior utilization, and medical complexity (number 

of chronic conditions).     

Evaluation Limitation 

An important limitation for analyzing the full impact of the PIN program is that, despite the 

efforts of DHS, we were unable to obtain agreement from federal Center for Medicare and 

Medicaid Services to use the Medicare data in a timely manner, thus omitting partial 

utilization and payment data for over 50% of PIN enrollees who are dually eligible.  

Findings: Penetration, Utilization, and Expenditures 

For routine outpatient care (Primary Care, MD, Hospital Clinic, and MHSA clinic), PIN 

penetration rates and utilization rates were generally higher than FFS, with SNBC in 

between. FFS was higher for Inpatient and ER.  This result is consistent with expectations 

for the PIN program, which aims to address problems of excess morbidity and mortality by 

improving access to routine preventive health care and, consequently, to decrease the need 

for more intensive crisis-related services.    

Percent of PIN enrollees utilizing behavioral health service types 

Service Type 

2010 2011 2012* 2013 

PIN 
N= 

124 

FFS 
N= 

1211 

PIN 
N= 

125 

FFS 
N= 

1080 

PIN 
N= 

157 

FFS 
N= 

840 

SNBC 
N= 

228 

PIN 
N= 

158 

FFS 
N= 

575 

SNBC 
N= 

241 
Primary Care 95 72 89 69 87 68 79 89 73 89 
All MD 98 84 98 84 97 84 95 94 82 95 
ER 44 40 35 43 36 40 38 36 39 47 
Inpatient 18 28 10 25 17 23 18 16 26 19 
MHSA Clinic 27 41 35 36 38 31 24 34 32 38 

*SNBC implemented in January 2012. 
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Utilization – Number of visits per member per month, by year 

Service Type 

2010 2011 2012* 2013 

PIN FFS PIN FFS PIN FFS SNBC PIN FFS SNBC 
Primary Care 0.86 0.65 0.92 0.68 0.99 0.67 1.00 1.06 0.82 1.16 
All MD 2.42 2.01 2.29 2.06 2.75 1.96 2.65 2.56 1.97 2.48 
ER 0.15 0.16 0.12 0.17 0.13 0.18 0.24 0.09 0.16 0.17 
Inpatient 0.03 0.08 0.02 0.07 0.03 0.08 0.06 0.04 0.07 0.04 
MHSA Clinic 0.72 0.85 0.94 0.85 0.86 0.84 0.87 0.77 0.88 0.93 

*SNBC implemented in January 2012. 

Findings: Effects of Program Exposure on Service Utilization 

The multivariate analysis consists of a negative binomial regression model using a “dose 

effect” approach, with dosage representing the amount of time an individual was in each of 

the three conditions (PIN, FFS, and SNBC).2  In contrast to the descriptive data consisting of 

counts of service use, the multivariate findings indicate that program type—controlling for 

differences in group characteristics (age, gender, and number of chronic conditions) that 

might also influence utilization—tended to reduce both utilization of inpatient and 

outpatient services.  While reducing the use of inpatient and emergency services is a goal of 

the PIN program, decreasing the use of outpatient care is not. It is notable that the effect in 

reducing inpatient and emergency department use is greater than the effect in reducing 

outpatient care. It is not surprising, moreover, that the effect of the program would be 

limited given that the progressive enrollment process means that a significant number of 

individuals were enrolled for only a limited time—that is, they received a “reduced dose,” 

with nearly 40% enrolled for 18 months or less and only a little over 25% enrolled for the 

entire 4-year measurement period. 

Case Management Type: Direct vs. Telephonic Penetration and Utilization 

In comparisons between agencies that conducted case management telephonically versus 

those that used direct (in person) case management for dual-eligible and Medicaid-only 

PIN enrollees, the clearest differences are in the greater use of mental health/substance 

abuse services by direct case management for both dual-eligible and Medicaid-only 

enrollments.  Telephonic case management had higher utilization of hospital outpatient 

clinics for Medicaid-only enrollees, though there was little difference for the dual-eligible 

group. It is interesting to note, too, that utilization of ER and inpatient services was lower 

for PIN participants receiving telephonic navigation. This finding may be related to 

                                                        
2 Negative binomial regression is a technique often employed in health services research as it 
accommodates non-normal and zero-inflated distributions, which are characteristic of health care 
utilization. 
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differences in the functional levels served by the two navigation models, with the 

telephonic group being higher functioning as indicated by LOCUS scores.  

Service Expenditures 

Expenditure patterns, taken together with patterns of utilization by category of service, are 

as expected and consistent with the goals of the PIN program. Per member per month 

(PMPM) expenditures were calculated for the combined Medicaid-only and dual-eligible 

population and for the Medicaid-only population. The following chart shows the 

expenditures for the Medicaid-only group.  The trends identified in the data analysis 

indicate that the PIN program generally achieved its intended goals by improving access to 

routine outpatient care and reducing utilization of high-cost, intensive treatment. The 

higher expenditures relative to the fee-for-service group is attributable to improved 

access to routine outpatient care and is offset by a reduction in high-cost use of 

emergency and inpatient services. 

PMPM expenditures by year, Medicaid-only (excluding dual-eligible) 

 

Social Services 

When examining the PIN program’s goal to better coordinate physical and behavioral 

health services with social services, we examined the database maintained by the State that 

tracks social services.  The following table displays county-based social services provided 

to PIN enrollees over the four-year period as reported in the Social Services Information 

System. The large number of services categorized as “Other” highlights the need for a more 
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comprehensive and precise coding system, but this may be related to not having access to 

notes fields that may have allowed this data to be coded. To the extent this data were 

available and coded on regular basis it would provide data that could be used for 

performance measurement and would facilitate more detailed analyses of the relationship 

between health care and social services for program enrollees. That said, the table provides 

an overview of the range and amount of social services PIN enrollees received. Consistent 

with PIN program goals, the services utilized most were transportation, respite care and a 

variety of family and parenting services. 

Social services provided to PIN enrollees 

Social Service Referral 
Number of 

Persons 
Other services 98 

Transportation 27 

Special services - disabled 25 

Respite care 24 

Pregnancy and parenting services for young 
parents 

23 

Parenting education 22 

Out-of-home placement 21 

Mental health services 20 

Legal services 19 

Information and referral services 18 

Individual counseling 17 

Independent and transitional living services 16 

Housing services 15 

Health-related and home health services 14 

Family support services 13 

Family preservation services 12 

Family planning services 11 

Family counseling 10 

Family-based services - life management skills 9 

Family-based services - crisis 8 

Family-based services - counseling 7 

Employment services 6 

Education and training services 5 
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Summary and Recommendations  

The PIN program is a public-private partnership with the goal of integrating health, 

behavioral health, wellness, and social services for persons with serious mental illness. The 

PIN is a systems integration model based on partnership and contractual agreements among 

DHS, Medica, Dakota County, and the contracted agencies providing Wellness Navigation 

services.  When developed in 2009, it was an ambitious and innovative approach to create a 

custom service network for vulnerable populations. It preceded and anticipated many 

developments in health care reform—notably, the provision for health care homes in the 

Affordable Care Act. As a result, it provides a number of important lessons for future 

system improvement and reform in Minnesota and throughout the nation.  

The system-level infrastructure established through the PIN will support the evolution 

toward models that require more robust clinical integration, such as the person-centered 

health home (PCHH), the Minnesota Behavioral Health Home (MN BHH), and the Certified 

Community Behavioral Health Clinics (CCBHC).  

At the core of these emerging system reform models are four principles of effective care 

that support service delivery redesign: 

1. Person-Centered Care: Basing care on the individual’s preferences, needs, and 

values. The individual is a collaborative participant in health care decisions and an 

active, informed participant in treatment. 

2. Population-Based Care: Strategies for optimizing the health of an entire 

participant population by systematically assessing, tracking, and managing the 

group’s health conditions and treatment response. It also entails approaches to 

engaging the entire target group rather than just responding to participants who 

actively seek care. 

3. Data-Driven Care: Strategies for collecting, organizing, sharing, and applying 

objective, valid clinical data to guide treatment. Validated clinical assessment tools 

monitor response to treatment, and information systems such as registries track the 

data over time.  

4. Evidence-Based Care: The best available evidence guides treatment decisions and 

delivery of care. Both the behavioral health agency and its health provider partner 

(if applicable) must deliver evidence-based services. 

Minnesota Behavioral Health Home.  In Minnesota, the health home model developed 

and articulated to CMS places behavioral health providers as the center of the care system 

responsible for care coordination and population management.  This role also includes 
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enhanced service integration, monitoring primary medical care utilization, connection to 

social services and community supports, accountability for improved clinical and financial 

outcomes, and use of health information technology and registries. 

Certified Community Behavioral Health Clinic. Legislation also requires behavioral 

health centers to engage in partnerships with a variety of health system partners—from 

primary care to hospitals, VA centers, and others—reflecting the need for health care 

organizations to work together to demonstrate concrete health outcomes and high-value 

care. 

Recommendations 

To strengthen and contemporize the PIN program to align with other Minnesota system 

redesign efforts, we recommend the following: 

Program Model Improvements 

 Align future PIN program activities with emerging national models that build on 

integrated team-based approaches to care, health homes, CCBHCs, certification 

standards required under the MN BHH, essential components of care coordination, 

and outcomes-based care. 

 Leverage the system integration partnerships and contractual agreements that exist 

between the state, Medicaid managed care plan, and county to support greater 

clinical integration within behavioral health and medical provider networks. 

 Expand PIN partners to include medical providers (PCPs, clinics, hospitals) to create 

a cross-sector team care approach, improve care coordination and expand access to 

health services. 

 Prioritize and formalize essential care coordination functions and determine roles 

and responsibilities across state, health plan, county, and community agency 

partners. 

 Standardize Wellness Navigation protocols, including referral pathways, cross-

sector provider communication, and follow-up practices, to ensure greater 

consistency of model implementation across sites. 

Data Infrastructure and Movement Toward Outcome-Based Care 

A major challenge in health care reform, especially in the integration of care across 

multiple provider organizations, is the development of comprehensive data systems that 

are capable of monitoring patient outcomes, quality and costs, and driving increased 

efficiency and quality improvement. The State, health plans, and counties play an important 
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role in facilitating a shift from data reporting for “compliance” to “accountability” for 

population health management and outcome-based care.  

 Train behavioral health providers to routinely collect and use data to inform clinical 

decision-making and demonstrate improved participant-level outcomes.  

 Improve capacity across all PIN partner agencies to collect data in formats that 

allow for assessment of the core functions that are essential to integrated or 

coordinated care (e.g., referral tracking, follow up, care planning, and cross 

provider/system communication). 

 Ensure that the goal of required data collection and reporting moves beyond 

documenting the number and type of services delivered to tracking whether the 

services delivered are making a difference in the lives of participants and improving 

overall population health (i.e., moving from volume to value-based care).  

 Work with CMS to eliminate barriers that restrict access to Medicare cost and 

utilization data to ensure robust monitoring of the effectiveness of services 

delivered to the dual-eligible population
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Final Report 
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I. Introduction – Rationale for the Preferred 
Integrated Network Program 

The Preferred Integrated Network Program in Dakota County, Minnesota was authorized 

by the Minnesota state legislature under Minnesota Statutes 245.4682, which directed that 

“the commissioner of human services shall undertake a series of reforms to address the 

underlying structural, financial, and organizational problems in Minnesota's mental health 

system with the goal of improving the availability, quality, and accountability of mental 

health care within the state.”  To this end, the legislature authorized the commissioner to 

implement up to three projects “to demonstrate the integration of physical and mental 

health services within prepaid health plans and their coordination with social services.” 

 In 2009, a partnership consisting of Medica Health Plan, Medica Behavioral Health, and 

Dakota County successfully responded to a request for proposal from Minnesota Division of 

Human Services to establish a program that would better serve the health, mental health, 

and social service needs of Medicaid-eligible adults with serious mental illness and children 

with serious emotional disturbance in Dakota County through a program of integrated care 

and services known as the Preferred Integrated Network (PIN).   

The HSRI/Desert Vista Consulting Evaluation 

The statute also required DHS to conduct an independent evaluation of the PIN program.  

On the basis of an RFP issued by DHS in July, 2012, a partnership consisting of the Human 

Services Research Institute (HSRI) and Desert Vista Consulting (DVC) was awarded a 

contract to conduct the independent evaluation.  This report presents the results of that 

evaluation.   

Conducted in two phases (Phase 1: January 2013 to December 2013; Phase 2: January 2014 

to June 2015), the evaluation incorporated both qualitative and quantitative methods to 

examine the extent to which program goals were achieved. The qualitative component 

consisted of interviews with key informants as well as a leadership survey, consumer focus 

groups, and a review of documents, structured charts, and logs of health referrals. The 

quantitative component consisted primarily of analyses of Medicaid claims and Level of 

Care Utilization System (LOCUS) data, including statistical models comparing cost-related 

utilization for enrollees in the PIN program, enrollees in a Medicaid managed care product 

(Special Needs Basic Care), and individuals enrolled in fee-for-service Medicaid. 



Evaluation of the Minnesota Preferred Integrated Network Final Report 

 

21 
 

A Phase 1 Report, issued in February 2014 and incorporated in this Final Report, addressed 

three key areas: 1) program operations and effectiveness, with a particular focus on the 

Navigator role and the public-private partnership; 2) access to services; and 3) cost-related 

service utilization. The results of the Phase 1 preliminary analysis of utilization that 

focused on specific services are presented in Appendix III. This Final Report elaborates on 

those areas and provides expanded analyses of service utilization and costs (in the form of 

expenditures) for PIN enrollees compared to Medicaid recipients receiving Targeted Case 

Management (TCM) under fee-for-service (FFS) and Special Needs Basic Care (SNBC) 

arrangements. In addition, this report assesses the PIN program model, including strengths 

and areas for improvement, and the experience of participants served.   

The report is organized according to three general topic areas: 1) A detailed description of 

the PIN program, including program components, the enrollment process and enrollee 

characteristics; 2) an assessment of the implementation process including achievements, 

limitations and lessons for the future; 3) Service utilization and outcomes, including 

multivariate comparison group analysis of penetration and cost-related utilization rates.  

It is important to note, especially in connection with the second section describing the 

implementation process that data collection for the evaluation occurred over a span of two 

and a half years from January 2013 through June of 2015, while the program was 

meanwhile in a dynamic process of developing and changing in a variety of ways.   

Accordingly certain features of the program as described here may have changed by the 

time this report is issued—for example, challenges in the implementation process may 

have been resolved and new ones may have arisen, the enrollee population may have 

changed, and utilization patterns may be different now from those in 2013.  Nonetheless, it 

is important to document development as they occurred in order to serve the primary 

purpose of the evaluation, which is to gain knowledge from the experience of the PIN 

program for consideration of future replication of the model and other related health care 

system reform initiatives that are currently underway or being considered. 
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Background: The Population Health of Persons with Serious 
Mental Illness 

Research has shown that persons with serious mental illness (SMI) die an average of 25 

years earlier than individuals within the general population, mainly from preventable and 

treatable conditions such as heart disease, diabetes, and hypertension (Leff, McPartland, 

Banks, Dembling, et al., 2004; Parks, Svendsen, Singer, & Foti, 2006). Compared with the 

general population, individuals with mental illness have significantly higher rates of 

co-occurrence of high blood pressure, tobacco use, obesity, heart disease, diabetes, asthma, 

and other chronic conditions. A number of risk factors contribute to the higher rates of 

morbidity and mortality for persons with SMI. These factors include co-occurring 

substance use conditions, problems with access to primary medical and specialty care, 

non-adherence to recommended treatment, contextual factors like poverty and housing 

instability, transportation barriers, financial barriers, cultural barriers, and stigma. 

Additionally, the care that this population receives is often not of the appropriate level. 

That is, persons with SMI often receive intensive and high-cost inpatient and emergency 

department care for conditions that could be treated at least as effectively, or avoided 

entirely, through routine outpatient treatment and prevention (Berwick et al., 2008). 

The premature mortality of adults with serious mental illness also creates a compelling 

case for prevention in childhood in the form of integrated care models for children with 

emotional disturbances(SAMHSA-HRSA Center for Integrated Health Solutions, 2013).   

Rates of mental health and substance use disorders have been increasing dramatically in 

recent years, and there is a corresponding increasing recognition that that early 

identification and treatment of these issues in the primary care setting is both more 

effective and preferable for families and children.    

The shortcomings in the systems of care for persons with SMI are in many respects simply 

more extreme forms of the problems with health care generally--a lack of attention to 

wellness and prevention; over-reliance on high cost intensive acute care; lack of 

coordination in addressing different aspects of an individual’s health, behavioral health and 

social service needs; lack of access to evidence based treatments.   These shortcomings are 

now the focus of broad reform initiatives that are currently underway at the national, state 

and local level, such as the Minnesota Behavioral Health Home Initiative.  The principles of 

effective care embodied in these reforms—care that is person-centered, population based, 

data driven and evidence based--presumably will result in improving the health of persons 

with SMI as well as that of the general population.   While these are long term outcomes 

that will occur beyond the timeframe of this evaluation, the goals of the PIN program, as 

identified in the authorizing legislation—improvement in the availability quality and 
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accountability of mental health care within the state—are important initial steps to achieve 

those population health outcomes, and it is progress toward achieving those goals that is 

the focus of the evaluation. 
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II. Description of the Preferred Integrated 
Network program 

The PIN intervention model is a public-private partnership between a provider network 

administered by Medica, a non-profit managed care organization that performs oversight 

and management functions and provides direct services, and Dakota County. At the core of 

the model is the concept of Wellness Navigation, a service provided by four contracted 

community mental health agencies, Medica Behavioral Health, and Dakota County.  

PIN program participation is voluntary, and eligible individuals are Dakota county adults 

with SMI and Dakota county children with SED who are enrolled in Medicaid, with or 

without Medicare; have a significant history of mental health concerns; and most of whom 

have a history of high cost utilization while in fee-for-service (FFS) plans. 

PIN enrollees have access to an expanded health benefit set under Medica as well as a 

robust provider network (hospitals, clinics, specialty providers). The PIN benefit set 

comprises a continuum of mental health services that includes Targeted Mental Health 

Case Management and comprehensive health and medical benefits (dental and vision care, 

services provided in the home or mental health setting, physician assistant and public 

health nurse treatment review and consultation, wellness workshops, gym membership, 

and transportation to medical appointments and pharmacies). 

Target Population and Eligibility Criteria: PIN program participation is voluntary. 

Eligible individuals are Dakota County adults with SMI and Dakota County children with 

SED who are enrolled in Medicaid (with or without Medicare); have a significant history of 

mental health concerns; and most of whom have a history of high-cost utilization while in 

fee-for-service (FFS) plans.  

Integrated Benefit Set: PIN enrollees have access to an expanded health benefit set under 

Medica as well as a robust provider network (hospitals, clinics, specialty providers). The 

PIN benefit set comprises a continuum of mental health services that includes Targeted 

Mental Health Case Management and comprehensive health and medical benefits (dental 

and vision care, services provided in the home or mental health setting, physician assistant 

and public health nurse treatment review and consultation, wellness workshops, gym 

membership, and transportation to medical appointments and pharmacies). 
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Services 

The legislation (Minnesota Statutes 245.4682) specified that the project coordinate an 

extensive set of services, consisting of the following:  

 Client outreach and identification of health and social service needs paired with 

expedited access to appropriate resources 

 Activities to maintain continuity of health care coverage 

 Children’s residential mental health treatment and treatment foster care 

 Court-ordered assessments and treatments 

 Prepetition screening and commitments under chapter 253B 

 Assessment and treatment of children identified through mental health screening of 

child welfare and juvenile corrections cases 

 Home and community-based waiver services 

 Assistance with finding and maintaining employment; housing; and transportation 

 Determine specifications for contracts with prepaid health plans to improve the 

plan's ability to serve persons with mental health conditions, including 

specifications addressing 

 Early identification and intervention of physical and behavioral health problems  

 Communication between the enrollee and the health plan 

 Facilitation of enrollment for persons who are also eligible for a Medicare special 

needs plan offered by the health plan 

 Risk screening procedures 

 Health care coordination 

 Member services and access to applicable protections and appeal processes  

Oversight and Management 

The Minnesota DHS Community Supports and Health Care Administrations created the 

opportunity for managed care organizations and counties to collaborate in the design and 

implementation of the PIN program.  The program is currently being implemented in 

Dakota County in partnership with Medica Health Plan.  

DHS administers and manages the overall contract between Medica and Dakota County. As 

the prime contractors for the provider network, Medica and Dakota County are responsible 

for the day-to-day management and coordination of service providers, claims, and 

encounter processing and reporting. Medica was also responsible for training coordination 

for the Wellness Navigators and for developing informational materials for enrollees, as 

well as other contract management–related activities.  
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Direct Service Providers 

Each entity in the provider network is responsible for specific services from the PIN benefit 

set.  The following briefly describes the services offered by each: 

 Medica:  Physician and health clinic visits, prescription drugs, inpatient hospital, 

dental and eye care services, “Silver Sneaker” gym membership, transportation 

assistance to medical and pharmacy appointments, communication with contracted 

county mental health agencies on eligibility, service authorization, benefits, and 

policy changes 

 Medica Behavioral Health: As a subcontractor to Medica, mental health services, 

chemical dependency treatment services, crisis intervention, prescription drugs, 

telephonic wellness navigation to a subset of PIN enrollees, liaison to contracted 

county mental health agencies on benefit package 

 Dakota County: Diagnostic assessment, eligibility determination, client assignment 

to contracted mental health agencies, integration of social services (e.g., housing, 

utilities, and food assistance) with health and behavioral health services, public 

health nurse reviews Health Risk Assessments for PIN participants, and wellness 

navigation services for SED children 

 Contracted Mental Health Providers3 – Wellness Navigation: Annual Health Risk 

Assessment, functional assessment Level Of Care Utilization Survey (LOCUS), 

treatment planning for all enrollees, helping enrollees navigate the Medica provider 

network to access appropriate health and behavioral health services 

 Clinic Without Walls (CWOW): A primary care program designed for people with 

disabilities based out of Bluestone Physician Services, CWOW providers consisting of 

a physician’s assistant see patients in a variety of setting such as day centers or 

community centers 

Wellness Navigators (Case Management) 

A key component of the PIN program, Wellness Navigation, a service provided by four 

contracted community mental health agencies, Medica Behavioral Health, and Dakota 

County.  Navigators are assigned to each enrollee to serve as a single point of access and 

coordination for all medical, behavioral, and social services. Medica Behavioral Health 

provides these services telephonically; Navigators from other agencies meet with clients in 

person. Navigator functions include:  

                                                        
3 Four community-based agencies are contracted to deliver the PIN Wellness Navigation 
services in Dakota County:  Mental Health Resources, Guild Inc., People Inc., and Minnesota 
Mental Health Clinics. 
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 An annual Health Risk Assessment that addresses multiple aspects of physical 

health and wellness, including: mental health, substance use, social service needs, 

and functional status. 

 Comprehensive Care Planning that builds on the information gathered through the 

Health Risk Assessment, incorporating the physical health and wellness goals of 

participants in a person-centered care plan. 

Evaluation of the Wellness Navigator component is presented below. 

Hiring and Training.  Every PIN member is assigned a Wellness Navigator who acts as a 

single point of access and coordination for all service resources.  The DHS hiring guidelines 

include the following qualifications for Navigators: BA degree, at least 2,000 hours of 

experience working in the human service sector, and previous experience working with 

mental health or disabled populations.  Navigators are trained in wellness coordination, 

chronic disease education (diabetes), system navigation (Medica provider network), 

motivational interviewing, person-centered care, housing, and other community resources. 

Job Responsibilities.  Navigators work to increase member knowledge of health plan 

benefits and available services; assist the member in accessing health, behavioral health, 

social services and community supports; provide ongoing assessment of needs; and 

facilitate communication between the member and providers to promote care 

coordination. 

Navigator core responsibilities include: 

 Complete comprehensive Health Risk Assessment within 30 days of member 

enrollment 

 Complete Care Plan based on member goals and needs within 60 days of enrollment  

 Review Care Plan every 6 months 

 Conduct LOCUS functional assessment every 6 months 

 Update Health Risk Assessment annually, share with Dakota County public health 

nurse and Clinic Without Walls (CWOW) medical provider for review of physical 

health needs and recommendations on health-related interventions and referrals 

 Provision of Mental Health Targeted Case Management Services (does not include 

telephonic Wellness Navigation) 

 Monthly face-to-face contact with members 

Telephonic Wellness Navigation. In addition to the mental health TCM Navigators 

employed by the four community-based mental health agencies, two clinicians at Medica 

Behavioral Health each carry a caseload of PIN enrollees and provide navigation services 
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telephonically.  Factors that influence enrollee assignment to the different navigation 

models include illness severity and functional impairment in addition to member choice.  

Members who have graduated from Mental Health Targeted Case Management (MH-TCM) 

services are more likely to have telephonic navigation.  Caseload size varies between MH-

TCM and telephonic navigation models (30 and 100, respectively), which is a significant 

difference in model delivery and has implications for cost and replication.  Frequency of 

contact with Wellness Navigators differs significantly by model as well.  Minimum contact 

with MH-TCM clients is 1 to 2 times per month whereas telephonic contact is a minimum of 

2 to 3 times per year.    

Health Risk Assessment.  Prior to the PIN, the assessment process for Targeted Mental 

Health Case Management (TCM) clients in contracted mental health agencies did not 

systematically address the physical health needs and treatment goals for clients with SMI.  

One of the core features of the PIN program is the development and implementation of the 

annual Health Risk Assessment (HRA), which requires Navigators to address specific 

health-related issues with enrollees, thereby promoting greater integration of service 

connection and “whole person” care. In addition to assessing mental health, substance use, 

social service and community supports needs, and functional status, the HRA addresses 

multiple aspects of physical health and wellness including:  

 Recent hospitalizations and emergency department visits 

 Preventative care, screenings, and vaccinations  

 Chronic conditions (e.g., diabetes, cardiovascular disease, COPD) 

 Medications 

 Pain 

 Allergies 

 Height/weight (BMI calculation) 

 Activity level, fitness, and nutrition 

 Smoking status 

 Primary care physician 

 Date of last physical exam 

 Status of advance directives 

 Standardized measures, including the SF-12 (Health and mental health status), 

ADLS/IADLS (Activities of Daily Living/Instrumental Activities of Daily Living 

functional status), and PAM (Patient Activation Measure) 

Comprehensive Care Planning.  Building on the information gathered through the Health 

Risk Assessment, Navigators incorporate the physical health and wellness goals of their 

clients when developing the care plan.  Components of the plan that address physical 

health and wellness include documenting whether clients have a primary care physician, 
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the date of last physical exam, and whether clients have advanced directives in place.  In 

addition to mental health, social service, and support goals, each client must include 

specific health-related goals into their care plan.  The following health and wellness goals 

and interventions (in the clients’ own words) come from a sample of PIN client care plans:  

 “Improve physical health and remain out of the hospital by following up with 

medical doctors and dentists.” 

 “Learn to cook healthier meals and eat more meals at home.” 

 “Work with my health coach to follow a healthy diet and go to the YMCA at least 3 

times a week.” 

 “Follow up with my PCP and complete my colonoscopy in November.” 

 “I want to reduce the number of cigarettes I smoke each day.” 

 “I will attend all appointments for my physical health including dental.” 

PIN Leadership and Partnership  

PIN program implementation requires considerable communication and coordination 

across the partner organizations responsible for eligibility determination, enrollment, and 

assessment of need and service delivery.  DHS, Medica, and Dakota County coordinate 

around the eligibility and enrollment process.  Dakota County communicates regularly with 

the contracted mental health agencies regarding program eligibility, agency assignment, 

diagnostic assessment, required functional and health risk assessments, and data 

submissions.  The wellness navigators communicate directly with their “resource partners” 

at Medica Behavioral Health (who provide the telephonic navigation services) when 

questions arise about the provider network, authorization process, formulary changes, and 

other service access issues.  

Navigators from the community-based organizations and Medica Behavioral Health 

communicate with Dakota County when PIN members need referrals and connections to 

social services.  Navigators frequently work with Intensive Community Based Services 

(ICBS) and Community Alternatives for Disabled Individuals (CADI) workers who also 

provide non-medical services to PIN members.  Navigators also work closely with the 

CWOW provider and county public health nurse to receive feedback on PIN member Health 

Risk Assessments, connect members to home-based medical services, and provide 

medication reconciliation assistance. 
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Preferred Integrated Network Agreement between Medica 
Health Plans and Dakota County 

An important component of the structure and implementation of the PIN program is the 

public-private partnership between Medica Health Plans and Dakota County.  The initial 

step in understanding the county/MCO relationship is to examine the components of the 

contract that define the rights and obligations of the two parties with respect to the 

development and implementation of a Preferred Integrated Network. 

Prior to implementing the PIN program, Medica and Dakota County agreed to a set of 

definitions, terms of engagement, and implementation provisions.   The contract, (effective 

Sept. 1, 2009) between the two entities is grounded in the following value propositions that 

align the actions and commitment of Medica and Dakota County:   

1. Minnesota state statute ensures the development of managed care organizations 

that integrate physical, chemical, and mental health services along with 

coordination of social services in the community 

2. Parties agree that consumer needs cross over the boundaries of the existing 

agencies and, therefore, services need to be coordinated across traditional systems 

of care 

3. Parties agree that an integrated system should build upon existing agency systems, 

and that system redesign consists in large part of redefining relationships among 

agencies 

4. Parties are working together to develop models and services to best serve the needs 

of individuals with mental health disabilities 

Mutual agreement on these foundational concepts put the partners in a solid position for 

negotiating the remaining terms of the agreement. The main components of the contract 

outline the details of the following topics:  

 Definitions of key terms (including PIN, member, wellness navigator, wellness 

navigator services, etc.) 

 Eligibility for PIN services 

o Medica will provide to County, and County will provide to subcontractors, a 

list of eligible (and terminating) members on a monthly basis 
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 Provision of PIN services and administrative requirements (includes handling of 

member grievances/complaints; sharing outcome and service utilization data across 

partner organizations) 

 Practice standards for wellness navigation, case management, and care delivery 

 Reimbursement for PIN services 

 Relationship between parties (includes communication across partners, 

coordination of meetings) 

 Liability insurance, hold harmless and indemnification 

 Books and records 

 Term and termination 

 Dispute resolution 

Upon review of the contract terms and interviews with representatives from Medica, 

Dakota County, and subcontractors (i.e., Medica Behavioral Health, Guild Inc., People Inc., 

Mental Health Resources, and Minnesota Mental Health Clinics), PIN program 

implementation aligned with the vast majority of conditions laid out in the original 

agreement.  Two areas that were not implemented as closely to the contract terms are: 1) 

data sharing across PIN partner organizations and 2) navigator direct communication and 

coordination with PIN enrollee medical providers or facilitation of an established “health 

home.” 

Data sharing across contracted agencies.  Based on conditions built into the existing 

contract between Medica and Dakota County, there are numerous opportunities for data 

sharing between the contracted agencies, the county, and Medica to understand how the 

program is impacting enrollees.  Specifically, the contract states:  

County will, and require subcontractors to, release PIN data on utilization, quality 

outcomes and patient satisfaction (County-specific and PIN-related administrative, 

clinical, health improvement, or other performance data). Medica will have the sole 

discretion and authority over such data but provides County and County provides 

subcontractors opportunity to review such data prior to disseminating.  

Navigator coordination with medical providers and Member “health home.”  Navigators 

that work directly with the county public health nurse and the medical provider from 

CWOW have opportunities to communicate about PIN member health issues, although not 

all navigators are utilizing the CWOW direct medical services in a robust manner and they 

report very little direct contact and communication with enrollee primary care physicians, 

as discussed below in the section on areas for improvement.   
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The various components of the PIN program, with the partnership entity responsible for 

each are presented in Table 1. 

Table 1.  Preferred Integrated Network Intervention Model Components 

Intervention Component Responsible Organization 

Oversight and Management 

Contract Administration, Oversight and 
Coordination 

Minnesota Department of Human Services, 
Community Supports and Health Care 
Administrations 

Overall Program Management, Oversight, and 
Coordination 

Medica, Medica Behavioral Health, and Dakota 
County 

Provider Network Medica and Dakota County 

Program Enrollment and Direct Service Provision 

Outreach, Eligibility Determination, Enrollment, 
Eligibility Monitoring, and Premium Collection 

Minnesota Department of Human Services 

Wellness Navigation  
Dakota County, Guild Inc., People Inc., Mental 
Health Resources, and Minnesota Mental Health 
Clinics 

Wellness Navigation (telephonic only) Medica Behavioral Health 
Health Care Services Medica Provider Network 
Mental Health and Chemical Dependency 
Services  Medica Behavioral Health Provider Network 
Home-Based Medical Services Clinic Without Walls  
Social Services Dakota County 
Health Education Groups  Clinic Without Walls 

Annual Health Risk Assessment Review  
Clinic Without Walls, Dakota County Public 
Health  

The PIN Enrollment Process 

Enrollment of the target population of children and adults began in 2009, with a process of 

auto-enrollment that soon provided to be problematic—an important lesson from the PIN 

program implementation experience for future expansion and other similar reform 

initiatives. Enrollment initially was conducted by means of an opt-out process, whereby 

individuals were enrolled unless they specifically indicated a wish to opt out.  This proved 

to be problematic, however, as some individuals did not receive the opt-out instructions 

due to outdated addresses, others did not read materials they received or did not 

understand that they would be enrolled if they did not actively indicate a wish to not be 

enrolled.  As a result, large numbers of children and adults withdrew within the first four 

months of the program. As noted previously, DHS awarded the Family and Children 

contract to a different health plan, with the result that very few children were enrolled in 

the PIN program after the first four months of the program. A decision was made in 2013 to 
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stop enrollment of children because Medica was no longer a health plan provider in Dakota 

County for children. Most children have switched to other health plans or have aged-out of 

the PIN. 

As shown in the chart below, following an initial period of instability in the first four 

months of the program, enrollment trends have since been consistent: a relatively small 

number of new members enroll each quarter while a smaller number disenroll, resulting in 

a trend of gradually increasing participation 

Figure 1. PIN Enrollment Trends 

 

PIN Enrollee Characteristics 

In Phase 1 of the evaluation we examined relationships between enrollment and 

disenrollment through December 2012 (n=648).  Table 2 shows the number who were 

continuously enrolled, the number with a break in enrollment (left the program then 

returned) and the number who disenrolled without re-enrolling, along with the mean 

number of months for each of the groups. 
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Table 2. Enrollment: Continuous, Broken, and Dropped Out 

Enrollment Number enrolled Mean months enrolled 
Continuously enrolled as of 
12/1/2012 

445 24.8 

Enrolled as of 12/1/2012 but break 
in enrollment 

22 26.0 

Dropped out prior to 12/1/2012 181 11.9 
Total 648 21.3 

Comparing the characteristics of individuals who dropped out of the program with those 

who remained is important for assessing the question of access: Was disenrollment 

random or are there subgroups disproportionately represented among the disenrolled, 

suggesting that the program in some way was not meeting their specialized needs? 

Table 3 shows a comparison of continuously enrolled participants versus program 

dropouts on key demographic variables. In general there does not appear to be any 

subgroup that is extremely disproportionately represented among those who disenrolled. 

It should be noted, however, that the drop-out rate was somewhat higher for African 

Americans than for whites: African Americans represented about 13% of the total 

enrollment but almost 15% of the drop-out group. Viewed in another way, whereas about 

28% of the initial enrollment of whites dropped out (143 out of 504), approximately 33% 

of African Americans (27 of 80) dropped out. In a statistical sense, this rate may be 

somewhat unstable due to the relatively small number of African Americans in the 

program; given well-documented problems of access to health care for minorities, 

however, this may be an area for future monitoring. 

As might be expected, individuals who are likely to be in somewhat better health, as 

indicated by fewer years of disability and an eligibility category of premium support for 

working disabled, were slightly more likely to drop out. 

Table 3. Demographics of Participants 

Demographics 

Continuously 
Enrolled 
(N=445) 

Disenrolled 
(N=181) 

Total 
(N=626) 

N % N % N % 

Age 

12 and under 1 0.2 1 0.6 2 0.3 

13-18 10 2.2 3 1.7 13 2.1 

19-24 45 10.1 28 15.5 73 11.7 

25-39 136 30.6 72 39.8 208 33.2 
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Demographics 

Continuously 
Enrolled 
(N=445) 

Disenrolled 
(N=181) 

Total 
(N=626) 

N % N % N % 

40-54 191 42.9 53 29.3 244 39.0 

55-64 62 13.9 22 12.2 84 13.4 

65 and older 0 0.0 2 1.1 2 0.3 

Gender 

Female 272 61.1 104 57.5 376 60.1 

Male 173 38.9 77 42.5 250 39.9 

Race 

Asian 11 2.5 1 0.6 12 1.9 

African American 53 11.9 27 14.9 80 12.8 

White 361 81.1 143 79.0 504 80.5 

American Indian/Alaskan Native 10 2.2 5 2.8 15 2.4 

Pacific Islander/Native Hawaiian 0 0.0 1 0.6 1 0.2 

Other 4 0.9 2 1.1 6 1.0 

Unable to determine 6 1.3 2 1.1 8 1.3 

Ethnicity 

Not Hispanic 430 96.6 175 96.7 605 96.6 

Hispanic 15 3.4 6 3.3 21 3.4 

Marital Status 

Divorced 121 27.2 38 21.0 159 25.4 

Legally Separated 2 0.4 2 1.1 4 0.6 

Married, Living with Spouse 24 5.4 7 3.9 31 5.0 

Never Married 263 59.1 122 67.4 385 61.5 

Married, Living Apart 30 6.7 8 4.4 38 6.1 

Widowed 5 1.1 4 2.2 9 1.4 

Education 

Less Than High School 26 5.9 14 8.0 40 6.5 

Some High School 76 17.1 33 18.8 109 17.6 

High School 248 55.9 93 52.8 341 55.0 

Post High School 77 17.3 31 17.6 108 17.4 

16 Years of Schooling 17 3.8 5 2.8 22 3.5 
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Demographics 

Continuously 
Enrolled 
(N=445) 

Disenrolled 
(N=181) 

Total 
(N=626) 

N % N % N % 
Eligibility Category 
AFDC Related Absent Parent 1 0.2 1 0.6 2 0.3 
Blind No Sub-Type 1 0.2 1 0.6 2 0.3 
Disabled Child Age 18-20 14 3.1 7 3.9 21 3.4 
Working Disabled With Premium 57 12.8 16 8.8 73 11.7 
Disabled-TEFRA 8 1.8 3 1.7 11 1.8 
Disabled/No Sub-Type 355 79.8 148 81.8 503 80.4 
Over Age 65/No Sub-Type 0 0.0 1 0.6 1 0.2 
Pregnant Woman 0 0.0 0 0.0 0 0.0 
1619a 1 0.2 0 0.0 1 0.2 
1619b 8 1.8 4 2.2 12 1.9 

Figure 2 presents the number of chronic conditions as a measure of severity. Although this 

represents a subsample of PIN enrollees that was used for comparison of face to face and 

telephonic case management, it is likely fairly representative of the population as a whole.  

It is evident that a considerable proportion of PIN enrollees have significant medical co-

morbidity with about half having at least one chronic condition. (These figures suggest that 

enrollees in the PIN direct case management agencies may have somewhat greater co-

morbidity, with 54% having at least one condition, compared to those receiving PIN 

telephonic case management with 45% having at least one condition.) 

Figure 2. Percent of enrollees by number of chronic conditions 
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As shown in Figure 2, using the number of chronic conditions as a measure of severity 

and/or complexity all four groups have significant medical co-morbidity with about half 
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having at least one chronic condition. These figures suggest that enrollees in the PIN direct 

case management agencies may have somewhat greater co-morbidity, with 54% having at 

least one condition, compared to those receiving PIN telephonic case management with 

45% having at least one condition.  The most common co-occurring conditions include 

chronic obstructive pulmonary disease (30%), diabetes (21%), heart disease (16%) and 

arthritis (15%). 
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III. Assessment of PIN Program 
Implementation 

To assess PIN program implementation, the evaluation draws on several components laid 

out in the Medica/Dakota County contract that defines “Integrated Care” and the goals and 

expected outcomes for the PIN program.  Included in the contractual definition, we 

examined integration at both the system level (Health Plan, County, Contracted Agencies) 

and integration at the provider level (Navigator, CWOW, PH Nurse, other client health care 

providers/PCPs). 

Based on information collected through document reviews, a survey and interviews with 

PIN leadership (DHS, Medica, Dakota County Social Services, and participating agencies), 

navigator interviews, health service referral logs, consumer focus groups, and targeted 

chart reviews, the following section presents findings related to program achievements and 

areas for improvement.  

A. PIN Program Achievements  

There are several notable successes with the PIN program model related to system-level 

integration and collaboration, delivery system changes that improve access to preventative 

and primary medical care, and organizational culture changes that incorporate health and 

wellness principles for individuals living with mental illness.   

1. System Level Integration and Collaboration 

Communication and collaboration among PIN stakeholders. The history and strength of 

partnership between Medica Health Plan and Dakota County established a solid foundation 

for program design and implementation, allowing partners to communicate about issues 

and make adjustments, as needed, based on input from multiple perspectives.   Dakota 

County assumed the role of “integrator” and coordinator of the entire local network of 

providers, and conducted regular meetings with navigator agencies to address 

implementation issues. 

Coordination between community-based agencies and Medica to maintain continuity 

of care. Medica resource partners serve as a liaison between Medica and navigators at the 

four community-based agencies to communicate benefit package changes, clarify policies 

and procedures, obtain exemptions, and facilitate the resolution of other issues that arise 

for PIN members.  In addition, Medica enrollment staff serve an important communication 
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function between contracted mental health agencies and the health plan to verify that PIN 

enrollee preferred providers are in the network and whether specific drugs are on the 

formulary.  Recognizing that members may cycle on and off the program, care coordination 

continues for 3 months after disenrollment to maintain continuity of care and service 

access. 

Inclusion of consumers in PIN program updates through Local Advisory Committee. 

Over the course of implementing the PIN program, Dakota County Social Services has 

demonstrated a commitment to soliciting input and feedback from the community by 

providing updates to the Local Advisory Committee of Dakota County, which includes 

consumers, family members, and other community stakeholders.  In addition, Dakota 

County leadership and collaboration across the contracted mental health agencies 

facilitated access to the range of social services and supports available to PIN clients in the 

community. 

2. Improved Access to Preventative and Primary Medical Services 

PIN program participants have access to a variety of services to support their health and 

wellness goals including: clinical services provided by the Clinic With Out Walls (CWOW) 

medical provider in the client’s home, treatment plan review by CWOW and a public health 

nurse to identify areas of risk that need intervention, group classes at drop-in centers 

focused on wellness and health improvement topics and a free gym membership. 

Enhanced connection to health care services through Clinic With Out Walls. The 

medical provider from CWOW conducts reviews of the annual health risk assessments 

across the four contracted mental health agencies. Navigators describe the CWOW 

physician assistant as the “integrator of the PIN,” because he serves as a bridge for 

engaging their clients in primary care services. They refer their clients to him for initial 

assessment and treatment until these clients are connected with a primary care physician.  

In many cases, the physician assistant (PA) “coaches” reluctant or inexperienced clients to 

seek follow-up treatment in primary care settings. 

Improved coverage and health care access through Medica’s expanded benefit set and 

robust provider network. The PIN model includes key elements designed to enhance 

health care access and utilization by the target population. In addition to Medica’s existing 

provider network (including hospitals, clinics, and primary care and specialty providers) in 

Dakota County, the PIN program requires no co-pay for services and provides benefits such 

as access to in-home medical assessments by a physician assistant and the review of health 

goals by a public health nurse. These elements, combined with assignment to a wellness 

navigator, create important access points to address holistically the needs of the PIN 

population. 
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3. Elevated Awareness of the Health Needs of Individuals with Mental Illness 

Assessment of health needs and goal setting is part of mental health agency practice.  

Multiple components of the PIN model (HRA, medical provider review, health education 

group, communication between wellness navigators and CWOW provider) have enabled 

the mental health agencies implementing the PIN to build internal capacity to recognize 

and respond to physical health needs of individuals with SMI.  The knowledge of health 

care issues and terminology gained by the navigators has spread to other programs and 

populations served by the four participating mental health agencies, such as Targeted Case 

Management and Special Needs Basic Care (SNBC).  

Required systematic collection of client level health data.  As a requirement of the DHS, 

Medica, and Dakota County contracting agreements, data on client goals and 

accomplishments, level of functioning, and outcomes are collected through standardized 

assessment and status review tools.  The Health Risk Assessment (HRA) is conducted 

annually, and the functional assessment (LOCUS) and treatment plan with client goals are 

reviewed and updated every 6 months.  This systematic collection of client-level data 

provides program partners (agencies, county, and state) with an opportunity to track and 

assess client progress on goals, clinical outcomes, and level of functioning for all PIN 

Members. 

4. Supporting Client Health and Wellness 

As part of the evaluation, Navigators from all four community-based agencies tracked their 

efforts to refer and link PIN clients to health and wellness related services for one full 

quarter (April-June 2014). A “referral” was defined as an interaction between Navigator 

and client during which a suggestion was made for a client to follow up with a program, 

resource, or named provider. Navigators also documented when they have a substantive 

communication with a 3rd party specifically about a health issue related to a client, but the 

client was not on the phone or at the in-person meeting. (Ex: Care coordination with a PIN 

client’s PCP related to health condition or hospitalization). 

The table below summarizes the range of health related referrals made by the Navigators 

over the 3-month period.  The most frequent referrals and interactions were care 

coordination conversations with other providers (e.g., PCPs, therapists, ARMHS, CADI or 

ILS workers, etc.); referrals to the gym, primary care, health education groups and 

coordination with Medica Health plan.  While there is evidence of Navigators assisting PIN 

clients with referrals for health-related services and supports, there is significant variation 

in the frequency and type of referrals across agencies.  These data represent a point in time 

look at the types of referrals made between navigators and PIN program participants. It is 

important to note that they do not reflect whether or not clients follow through on referrals 
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received, the outcomes of the referrals, or their level of satisfaction with any of the services 

accessed. 

Table 4. Health Referral Summary by Agency (Quarter 2, 2014) 

Referral Type 

Agency 
1 

(20%) 

Agency 
2  

(29%) 

Agency 
3  

(24%) 

Agency 
4  

(27%) Total 
CWOW 0 11 1 0 12 
Gym  13 24 2 2 41 
Health Education/Coaching (e.g., Diabetes 
groups) 

10 9 8 1 28 

PCP/provider referral 11 9 20 1 41 
Nutritionist/Dietician 9 2 3 2 16 
Chemical Health (detox, groups) 7 3 4 1 15 
Medica Health Plan (member services, nurse 
line, etc.) 

4 5 17 1 27 

Dental services 3 15 1 0 19 
Home health aide 2 2 0 1 5 
Skilled Nursing care 6 4 4 4 18 
PT/OT 1 1 1 0 3 
Pain Management 19 5 0 2 26 
Smoking Cessation 4 3 1 0 8 
Care Coordination with third party (e.g., 
ARMHS, CADI, PCP, Specialist) 

20 15 22 1 58 

Other* 17 8 24 5 54 
Total 126 116 108 21 371 

*Most referrals documented as “Other” included referrals to specialists (e.g., dermatology, 

oncology, psychiatry, chiropractic), communication with social service providers and 

coordination around transportation and program eligibility.  

6. Client Experience 

In focus groups conducted during the summer of 2014, PIN participants identified several 
program features they consider important, including: 

 No co-pay 

 Access to Clinics without Walls physician assistant and educational groups 

 Transportation, including transportation to pharmacy immediately following clinic 

appointments if medication prescriptions need filling 

 Gym membership 

 Coverage compared to and combined with Medicare (e.g., better optical, full 

coverage bariatric surgery, etc.) 

 Robust pharmacy benefit, with broad formulary coverage for psychotropic 

medication 



Evaluation of the Minnesota Preferred Integrated Network Final Report 

 

42 
 

 Number and range of providers available through the Medica Network in Dakota 

County  

 Medica Accessibility Solution Evidence of Coverage resource guide 

(2014_AccessAbility_Solution_EOC.pdf) that provides contact information for a 

range of health, mental health, chemical dependency, pharmacy, transportation, and 

other services 

PIN participants shared what they considered to be important supports provided by their 

navigators, including: 

 Helps with “navigating life” 

 Phone calls and coordination across the range of providers and case managers 

serving the client 

 Coordination with ARMHs workers, provider changes (e.g., psychiatrists) 

 Understanding and addressing the relationship among health, mental health, and 

substance use disorder issues and treatment 

 Post-hospital transitions to the community 

 Access to specific treatment programs (e.g., dialectical behavior therapy (DBT), a 

cognitive behavioral therapy that treats borderline personality disorder, and 

THRIVE therapy services based in Dakota County) 

 Goal setting and accountability for achieving goals 

 Nutrition counseling 

5. PIN Leadership Group Assessment 

In addition to the initial contract agreement between Medica and Dakota County, there was 

a need to establish a working partnership among leaders and managers from Medica and 

Medica Behavioral Health, Dakota County Department of Social Services, the contracted 

provider agencies including CWOW, and a representative from DHS.  The PIN Leadership 

Group was involved in all phases of program implementation and continues to meet 

routinely to address operational and policy issues.  The goal was to routinely convene 

decision-makers from the participating organizations and agencies to problem solve and 

address programmatic and implementation issues as they arise. 

To gauge how well the PIN Leadership Group functions, we conducted a web-based survey 

of the key stakeholders and organizations that participate in the group (n=20; 74% 

response rate).  The survey assessed key aspects of partnership functioning, including 

leadership, administration and management, group synergy, decision-making, and 

satisfaction with participation.  (See Appendix I for complete survey results.) 
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Partnership Survey Results 

Overall, PIN Leadership Group members report that the partnership is effective, functions 

well, and is successful in providing the infrastructure for communication and coordination 

across the organizations involved in PIN implementation. Survey results, presented in 

Table 3, indicate a strong consensus across PIN Leadership Group members that the 

partnership has strong leadership and management, operates efficiently and 

collaboratively, and is beneficial to participants. 

Table 5. Perceived Strengths of the PIN Leadership Group 

Key Areas Strengths Identified by Majority (>70%) of Leadership 

Group Members (survey respondents) 

Leadership 

 Taking responsibility for the Leadership Group 
 Empowering Leadership Group partners 
 Working to develop a common language 
 Creating an environment where differences of opinion 

can be voiced 
 Resolving conflict within the group 
 Leading group through creative decision-making 

Administration, 

Management, and 

Efficiency 

 Coordinating and facilitating communication with 
Leadership Group members 

 Coordinating and facilitating communication with 
people and organizations outside the partnership 

 Organizing partnership activities (e.g., meetings and 
projects) 

 Minimizing barriers to meeting participation by 
scheduling at convenient times and locations 

 Leveraging partners’ in-kind resources (e.g., skills, 
expertise, data, influence and connections, space, 
equipment, etc.) 

 Using partners’ time efficiently 

Group Synergy 

(Collaboration) 

 Identifying new and creative ways to solve problems 
 Including views and priorities of the people affected 

by the PIN program 
 Developing goals that are widely understood and 

supported by partners 
 Implementing strategies that can work in the 

community 
 Carrying out comprehensive activities that connect 

multiple services, programs, or systems 

Decision-making  

 Decisions made by the Leadership Group are 
supported 

 Participants (67%) do not feel left out of decision-
making process 
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Key Areas Strengths Identified by Majority (>70%) of Leadership 

Group Members (survey respondents) 

Benefits of Participating 

in Leadership Group  

 Enhanced ability to address an important issue 
through the PIN 

 Development of new skills and useful knowledge 
about services, programs, and the community 

 Heightened public profile and ability to affect public 
policy 

 Increased utilization of expertise and services 
 Development of valuable relationships 
 Enhanced ability to meet needs of clients and have a 

greater impact than if working alone 

Satisfaction 

 Role and influence in the Leadership Group 
 Leadership Group’s plans for achieving goals 

The following list of quotes from participating partners illustrates the key strengths of the 

group:  

 The partnership has created a strong platform for problem solving on a case by 

case and system level. Having multiple partners involved in service delivery for 

clients (e.g., in-person/community-based navigation & telephonic navigation) and 

community integrated agencies knowledgeable about local resources & engaging 

natural supports has been a strength. 

 The relationships that have developed through the PIN partnership have opened 

up opportunities for other collaborations and open dialogue about issues facing 

each of the partners. Some examples are Special Needs Basic Care Delegation 

agreements between Medica and the agencies; the Children's MH Residential 

Treatment Bridging program; improvements in training of MH Targeted Case 

Managers throughout the state, etc. 

 Although a range of unforeseeable problems arose with the start of the project, 

leaders wasted no time in working on solutions without being sidetracked 

with blaming others for what didn't work. Rather, shared ownership for 

problems and problem solving was the norm. 

 Trusted relationships between partners allowed partners to be open about their 

limits and what they didn't know without concern for looking bad. It enabled the 

best ideas and resources to rise to the top. 

 We have avoided having meetings for the sake of having meetings and have 

canceled meetings when they weren't needed. We've tried to identify key 

contacts . . . to get the right people to the table. 
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 I think everyone has shared in the credit given for moving this project forward. 

While there was a lot of frustration in the implementation phase, once things 

settled down it has gone pretty smoothly. 

 I've never worked with a group that exhibited the kind of collaborative spirit that this one 

did. It was a great blending of private and public sector to bring a benefit to the people 

we serve. 

In addition to identifying the strengths of the partnership, the survey elicited feedback 

from members of the PIN Leadership Group regarding areas that require attention and 

improvement—particularly issues related to frequent procedure and process changes, 

communication and documentation, data sharing, working with and involving the 

community (PIN participants and others), and balancing time required for PIN with other 

work responsibilities.  Table 6 presents survey findings on the areas where the PIN 

partnership needs improvement. 

Table 6. Areas for Improvement within the PIN Leadership Group 

Key Areas Areas for Improvement Reported by Leadership Group 

Participants 

Leadership 

 Clearly communicating changes in policies, 
procedures, and expectations for participation in 
Leadership Group 

 Including PIN enrollee feedback  

Administration, 

Management, and 

Efficiency 

 Documenting decisions, policies, and processes for 
reference in the future 

 Evaluating progress and impact of partnership and 
program 

Group Synergy 

 Ability to respond to community needs and problems 
 Communicating with community members about how 

the PIN partnership is addressing problems of 
importance to them 

Drawbacks of 

Participation  

 Diversion of time and resources away from other 
priorities or obligations 

 Frustration or aggravation with the process 
(primarily in the program’s early start-up phase) 

The following quotes provide additional feedback on issues that could use improvement:  

 One drawback has been the constant changes in procedure and how those are 

communicated to all of the partners. Many of the changes seem to be outside of 

Medica's control, but it is tough for the Wellness Navigator agencies to keep on top 
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of all of these changes in practice. The Friday updates and information about 

policies continues to get lost in the email traffic.  

 Processes are constantly changing and it is difficult to keep up to date on 

procedures. Our manual is years out of date. Some information is stored on the 

Medica website, some given in handouts at meetings, and some sent through 

email—tough to keep it all straight! 

 Numerous transitions of support people and organization representation have 

at times made it difficult to coordinate and schedule meetings. Also, we haven't 

had access to good technology to support participation in meetings by telephone. 

Personnel transitions at DHS and budget concerns put the evaluation on hold for a 

long time, so we've not been able to have the evaluation we would have wanted 

earlier. 

 Timely sharing of health care utilization data between systems has been a 

challenge. 

 Data sharing and getting evaluation activities implemented have been a challenge. 

 The turnover of DHS representation with the PIN has occurred multiple times, 

which, at times, has impacted support and understanding of the PIN. 

B. PIN Program Limitations  

Most of the areas of improvement identified through the evaluation reflect common 

challenges associated with implementing new service delivery models that target clients 

with complex health and behavioral health conditions, in community-based settings with 

limited infrastructure to track clinical and program outcomes, and a lack of clinical and 

operational protocols to create a standardized intervention across diverse settings.  The 

following section presents a number of challenges and limitations identified by the 

evaluation.  

1. Areas Outlined in Original Contract 

Data sharing across contracted agencies.  Based on conditions built into the existing 

contract between Medica and Dakota County, there are numerous opportunities for data 

sharing between the contracted agencies, the county, and Medica to understand how the 

program is impacting enrollees.  Specifically, the contract states:  

County will, and require subcontractors to, release PIN data on utilization, quality 

outcomes and patient satisfaction (County-specific and PIN-related administrative, 

clinical, health improvement, or other performance data). Medica will have the sole 
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discretion and authority over such data but provides County and County provides 

subcontractors opportunity to review such data prior to disseminating.  

Despite ample opportunities for data sharing, partners acknowledge there was very little 

utilization or outcome data shared across the partner organizations to assist with quality 

improvement efforts or to quantify the program’s impact on client access to care and health 

care costs.  

Navigator coordination with medical providers and member “health home.”  Navigators 

that work directly with the county public health nurse and the medical provider from 

CWOW have opportunities to communicate about PIN member health issues.  However, not 

all navigators are utilizing the CWOW direct medical services in a robust manner.  

Navigators reported very little direct contact and communication with enrollee primary 

care physicians.  Annual HRAs ask members whether or not they have a primary care 

physician, but it is unclear to what extent navigators are facilitating connection to and 

ongoing communication with a “health home” on behalf of PIN members.  While this 

coordination may occur within the PIN program, current data systems across the 

contracted agencies do not systematically capture this important component of 

“navigation” for evaluative purposes. 

2. Enrollment 

Concerns about auto-enrollment affected initial program enrollment. The auto-

enrollment approach to transfer eligible individuals into the PIN program led to a high 

number of dropouts during the first 4 months of program implementation. Concerns 

included continuity of care with providers by switching to Medica from a different plan, 

prescription drug (formulary) coverage, and general confusion about the impact of the 

change on current provider and service arrangements.  

Policy changes that affected PIN program eligibility for children.  A decision was made 

in 2013 to stop enrollment of children because Medica was no longer a health plan 

provider in Dakota County for children.  The few remaining children were switched to 

other health plans or have aged-out of the PIN. 

3. Navigator Training, Service Delivery, Data Tracking, and Data Sharing 

Limited ongoing training opportunities for Navigators.  In preparation for the initial PIN 

startup, Medica and Dakota County developed a program manual and provided 

comprehensive navigator training that covered key information regarding the PIN benefit 

package, program policies and procedures, the Medica and Medica Behavioral Health 

networks, motivational interviewing, the HRA process, chronic disease process, protocols 
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for service referral, and information on housing and other community resources.   The 

manual was not significantly revised since the initial startup period, and there have been 

few subsequent centralized training opportunities for the navigators.  Over multiple years 

of program implementation, contracted agencies experienced turnover among the 

navigation staff (as expected).  New hires “learn as they go” from their supervisors and 

peers and rely on potentially out-of-date policies to orient to the role.   

Limited Data Sharing Between Navigators and Health Care Providers, Including 

Emergency Departments and Hospitals.  While agencies acknowledge the importance of 

communication between navigators and primary care providers, these exchanges are 

limited.  Navigators send letters with client updates to primary care physicians (PCPs) 

every 90 days, but contact and coordination appears minimal, and what does occur is not 

systematically documented or easily tracked.  In addition, navigators are not routinely 

informed of client ER/hospital utilization, which impedes integration and care coordination 

efforts. 

4. Health Risk Assessment, LOCUS, and Goal Plan Review Process  

Requirements for data collection, documentation, and review provide navigators 

important clinical information, but this information is not accessible or used to 

systematically track and assess outcomes.  The requirement to systematically collect 

client-level data is a strength of the PIN program; yet, the limited capacity for data analysis 

across the partner organizations serves as a significant limitation for quality improvement 

or outcome tracking.  The contracted agencies have limited clinical information system 

infrastructure to examine client progress over time despite having multiple measures from 

standardized assessment tools embedded in the annual Health Risk Assessment to measure 

client improvement in health, behavioral health, and functional status (e.g., CAGE-AID, 

ADLs and IADLs, WHODAS, measures to calculate BMI, Patient Activation Measures, etc.).  

DHS requires many of the data elements from the HRA, as well as the LOCUS, to be 

submitted to the county and to the DHS Minnesota Medicaid Management Information 

System (MMIS) database; however, these potential outcome measures have yet to be 

systematically tracked or analyzed at the county or state level due to resource capacity 

issues. Similarly, Medica does not appear to be routinely assessing the data for contract 

management, outcome tracking, or quality improvement purposes.  Additionally, the timing 

of the administration of the HRA and LOCUS, nominally on an annual basis, appears to be 

inconsistent, and there is a great deal of missing data, which creates a challenge for 

tracking and assessing individual-level change of clinical and functional status.   
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5. Policies and Protocols for Implementation 

Lack of standardized policies/protocols for PIN navigation component created 

variation in PIN program implementation across agencies.  By design, PIN navigation 

was based in four different community-based agencies, as well as in the health plan 

telephonic case management department, which lead to variation in caseload size, 

frequency of client contact, and referral options, such as onsite drop-in center capacity (2 

of the four community-based agencies) where clients can access additional health 

education resources. 

In reviewing a selection of charts across the agencies, we saw variation in the level of 

communication and coordination with medical providers, frequency and scope of health 

care and social service referrals, types of goals included in the care plans and care 

coordination activities. The PIN program model of integration would benefit greatly from 

standardized protocols that outline agency care coordination roles and functions.  For 

example, client medications are listed in the chart, but it is unclear who has primary 

responsibility for medication reconciliation, particularly during transitions of care between 

inpatient and community-based settings. 

Limitations in the quality, scope and integration of information systems essential for 

purposes of quality improvement and performance measurement. The existing 

electronic data systems (and remaining paper charts) at the Navigator agency level are not 

sufficient for tracking care coordination and clinical outcome data.  Navigators are required 

(by the state, county and managed care plan) to complete numerous forms at specified 

intervals and document service encounters for billing and compliance purposes, but there 

is no designated entity responsible for analyzing this information on a routine basis to 

inform clinical decision-making or determine the effectiveness of services and treatment 

interventions. 

6. Integration of Health, Behavioral Health, and Social Services 

Limited integration or care coordination at the clinical level between behavioral 

health and primary care or other health care provider. The PIN Program created a 

“network” that provides coverage for health and behavioral health services. However, the 

program model does not include integration of health and behavioral health providers 

working together to routinely coordinate care.  The PIN program model would benefit 

greatly by intentional partnership with primary care providers that work with PIN clients 

to engage in shared treatment planning.  Primary care providers/clinics need clearly 

defined roles and responsibilities for managing the chronic conditions of PIN clients. 
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7. Client Experience 

In focus groups, PIN participants identified several implementation issues that affected 

their experience in and satisfaction with the program. Issues noted included: stability 

and consistency of case managers due to staff turnover; perception of Navigator’s 

knowledge of the program and resources available; a lack of clear understanding of the 

benefits and services associated with the PIN; and variation in Navigators’ attention to 

health and wellness when setting goals for the program. 
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IV. Service Utilization 

Navigator Services 

Case Management Type: Direct vs. Telephonic Penetration and Utilization 

Tables 7 through 10 show comparisons between agencies that conducted case 

management telephonically (phone check-in with PIN enrollees) versus those that used 

direct (regular in person) case management for dual-eligible and Medicaid-only PIN 

enrollees.  The clearest differences are in the greater use of mental health/substance abuse 

services by direct case management for both dual-eligible and Medicaid-only enrollments.  

Telephonic case management had higher utilization of hospital outpatient clinics for 

Medicaid-only enrollees, though there was little difference for the dual-eligible group. It is 

interesting to note, too, that utilization of ER and inpatient services was lower for PIN 

participants receiving telephonic navigation. This finding may be related to differences in 

the functional levels served by the two navigation models, with the telephonic group being 

higher functioning as indicated by LOCUS scores (see Table 17).  

Table 7. Dual-eligible Penetration Rates, by Case Management Type 

Service 
Type 

2010 2011 2012 2013 

Direct Tele Direct Tele Direct Tele Direct Tele 
Primary Care 95 92 85 88 66 69 71 69 
All MD 99 99 95 94 87 88 93 90 
ER 40 42 37 46 44 39 40 44 
Inpatient 17 13 13 11 20 18 13 7 
MHSA Clinic 42 32 45 29 43 30 39 33 

Direct = Face to Face CM and Tele = phone only CM 

Table 8. Medicaid-only penetration rates by case management type 

Service 
Type 

2010 2011 2012 2013 

Direct Tele Direct Tele Direct Tele Direct Tele 

Primary Care 94 98 88 90 90 83 91 86 

All MD 98 100 100 95 98 95 95 93 
ER 45 43 39 28 42 25 38 33 

Inpatient 17 20 12 5 22 7 19 12 

MHSA Clinic 32 18 40 25 43 31 35 33 

Direct = Face to Face CM and Tele = phone only CM 
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Table 9. Dual-eligible, mean number of visits per member per month 

Service 
Type 

2010 2011 2012 2013 

Direct Tele Direct Tele Direct Tele Direct Tele 

Primary Care 0.92 0.82 0.61 0.54 0.16 0.19 0.19 0.15 

All MD 2.75 2.50 2.19 1.89 0.96 0.84 0.88 0.65 

ER 0.10 0.08 0.11 0.09 0.13 0.17 0.15 0.11 

Inpatient 0.02 0.01 0.01 0.01 0.02 0.02 0.02 0.01 

MHSA Clinic 1.35 0.61 1.28 0.45 1.46 0.61 1.34 0.60 

Direct = Face to Face CM and Tele = phone only CM 

Table 10. Medicaid-only, mean number of visits per member per month 

Service 
Type 

2010 2011 2012 2013 

Direct Tele Direct Tele Direct Tele Direct Tele 

Primary Care 0.92 0.76 0.99 0.80 1.11 0.77 1.20 0.84 

All MD 2.58 2.09 2.54 1.79 3.18 1.99 3.01 1.84 

ER 0.13 0.19 0.12 0.12 0.14 0.10 0.09 0.08 

Inpatient 0.03 0.02 0.03 0.00 0.04 0.01 0.04 0.02 

MHSA Clinic 0.89 0.38 1.23 0.36 1.03 0.57 0.85 0.66 

Table 11 presents summary information on Navigator caseloads at the four agencies4: 

number of participants served, number of contacts total and per person, and the amount of 

time total and per person for the most recent year (2013). Frequency of contact (average 

monthly hours) varies slightly across the agencies by year, but the average is 2 to 3 hours 

per month for three of the four agencies. Some of the variation across the agencies 

(particularly Agency 4) is likely related to the lack of standardized interagency reporting 

requirements or a common information system.  

Table 11. Cases, contacts, and hours for four Navigator agencies 
 2013 

Agency 1 Agency 2 Agency 31 Agency 4 
Total Cases 60 74 90 96 
Case Months 321 407 540 545 
Contacts Total 1,622 1,646 1,410 * 
Contacts per Case per Month 5.1 4.0 2.6 * 
Hours Total 698 1,344 634 1,226 
Hours per Case per Month 2.2 3.3 1.2 2.23 
1 Data reported for sample of 1 in 10 cases, extrapolated to full caseload. 
* Data reported was in different format than other three agencies and therefore not included in the table. 

                                                        
4 Data on the Medica Behavioral Health Navigator caseloads were not available. 
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Wellness Promotion 

As part of the evaluation, Navigators from all four community-based agencies tracked their 

efforts to refer and link PIN participants to health and wellness–related services for one full 

quarter (April-June 2014). A “referral” was defined as an interaction between Navigator 

and participant during which a suggestion was made for a participant to follow up with a 

program, resource, or named provider. Navigators also documented when they have a 

substantive communication with a third party specifically about a health issue related to a 

participant, but the participant was not on the phone or at the in-person meeting. (An 

example is coordination with a PIN participant’s PCP related to a health condition or 

hospitalization). 

Table 12 summarizes the range of health- and wellness-related referrals made by the 

Navigators over the 3-month period. The most frequent referrals and interactions were 

care coordination conversations with other providers (for example, PCPs, therapists, 

ARMHS, CADI or ILS workers, etc.), referrals to the gym, primary care, health education 

groups and coordination with Medica Health Plan.  



Evaluation of the Minnesota Preferred Integrated Network Final Report 

 

54 
 

Table 12. Health Referral Summary by Agency  

Referral Type 

Agency 
1 

(20%) 

Agency 
2  

(29%) 

Agency 
3  

(24%) 

Agency 
4  

(27%) Total 
CWOW 0 11 1 0 12 
Gym  13 24 2 2 41 
Health Education/Coaching (e.g., Diabetes 
groups) 

10 9 8 1 28 

PCP/provider referral 11 9 20 1 41 
Nutritionist/Dietician 9 2 3 2 16 
Chemical Health (detox, groups) 7 3 4 1 15 
Medica Health Plan (member services, nurse 
line, etc.) 

4 5 17 1 27 

Dental services 3 15 1 0 19 
Home health aide 2 2 0 1 5 
Skilled Nursing care 6 4 4 4 18 
PT/OT 1 1 1 0 3 
Pain Management 19 5 0 2 26 
Smoking Cessation 4 3 1 0 8 
Care Coordination with third party (e.g., 
ARMHS, CADI, PCP, Specialist) 

20 15 22 1 58 

Other* 17 8 24 5 54 
Total 126 116 108 21 371 
N=320 

Most referrals documented within the “Other” row in the table included referrals to specialists (e.g., 

dermatology, oncology, psychiatry, chiropractic), communication with social service providers, and 

coordination around transportation and program eligibility.  

Health and Behavioral Health Service Penetration and 
Utilization 

Penetration (the percentage of enrollees using a service) and utilization (the amounts or 

units of service used on average) were assessed in two ways, each of which serves a 

difference purpose for evaluation. The first approach was simply to compare PIN, FFS and 

another managed care product (Special Needs BasicCare) enrollee utilization patterns over 

time. This provides a straightforward picture of the volume of treatment provided through 

the three programs. The second approach was to use a multivariate model to control for 

differences between the three groups—apart from program membership—that might 

affect utilization. The purpose of this approach is to estimate the effect of the program 

model independent of any differences between the respective enrollee groups that might 

affect utilization. 
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Evaluation Comparison Groups 

The comparison group constructed consisted of adults from Dakota and from five 

comparison (non-PIN) first ring suburban counties (Anoka, Carver, Scott, Washington, and 

Wright) who at baseline were enrolled in fee-for-service Medicaid and receiving Targeted 

Case Management. A number of individuals in the comparison group who were in FFS 

Medicaid at the beginning of the study period were subsequently enrolled, midway in the 

study period, into another Medicaid managed care program: Special Needs BasicCare 

(SNBC). Because it was hypothesized that utilization and cost under SNBC may differ from 

that for FFS, we separately identified this group in the analysis, resulting in a three-way 

comparison between FFS, SNBC, and PIN. 

An important limitation for analyzing the full impact of the PIN program is that, despite the 

efforts of DHS, we were unable to obtain agreement from CMS to use the Medicare data in a 

timely manner, thus omitting partial utilization and payment data for over 50% of PIN 

enrollees who are dually eligible. 

Table 13 presents characteristics of the three groups (with PIN enrollees broken out by 

direct vs. telephonic case management agencies).  (Because dual eligible PIN enrollees are 

excluded from the multivariate analysis, the number of enrollees shown here differs from 

that presented in Table 2 above.) 

Table 13. Enrollee Characteristics 

 

Program 
SNBC 

N=241 
FFS 

N=995 
PIN (direct) 

N=156 
PIN (telephonic) 

N=105 
% White 85 87 82 80 
% Male 49 46 37 42 
Average Age 40 39 42 40 
% 1+ Chronic Conditions 52 44 55 45 

The multivariate model tested for statistically significant differences in utilization that 

could be attributed to program type, apart from possible differences in the characteristics 

of the three enrollee groups that might also affect utilization. These characteristics (control 

variables) were age, gender, amount of prior utilization, and medical complexity (number 

of chronic conditions). 

The following tables show trends in penetration and utilization of specified categories of 

services: general practitioner, all MDs (general practitioners and specialists), emergency 

department, inpatient, hospital clinic, and mental health/substance abuse clinic. These 
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tables are for the Medicaid-only population as the unavailability of Medicare data 

prevented an accurate count of the dual-eligible population. 

For routine outpatient care (Primary Care, MD, Hospital Clinic, and MHSA clinic), PIN 

penetration rates and utilization rates both were generally higher than FFS, with SNBC in 

between. FFS was higher for Inpatient and ER.  This result is consistent with expectations 

for the PIN program, which aims to address problems of excess morbidity and mortality by 

improving access to routine preventive health care and, consequently, decrease the need 

for more intensive crisis-related services.  

Table 14. Medicaid-Only Penetration – Percentage using service type, by year 

Service Type 

2010 2011 20121 2013 

PIN 
N= 

124 

FFS 
N= 

1211 

PIN 
N= 

125 

FFS 
N= 

1080 

PIN 
N= 

157 

FFS 
N= 

840 

SNBC 
N= 

228 

PIN 
N= 

158 

FFS 
N= 

575 

SNBC 
N= 

241 
Primary Care 95 72 89 69 87 68 79 89 73 89 
All MD 98 84 98 84 97 84 95 94 82 95 
ER 44 40 35 43 36 40 38 36 39 47 
Inpatient 18 28 10 25 17 23 18 16 26 19 
MHSA Clinic 27 41 35 36 38 31 24 34 32 38 
1 SNBC implemented in January 2012. 

Table 15. Utilization – Number of visits per member per month, by year 

Service Type 

2010 2011 20121 2013 

PIN FFS PIN FFS PIN FFS SNBC PIN FFS SNBC 
Primary Care 0.86 0.65 0.92 0.68 0.99 0.67 1.00 1.06 0.82 1.16 
All MD 2.42 2.01 2.29 2.06 2.75 1.96 2.65 2.56 1.97 2.48 
ER 0.15 0.16 0.12 0.17 0.13 0.18 0.24 0.09 0.16 0.17 
Inpatient 0.03 0.08 0.02 0.07 0.03 0.08 0.06 0.04 0.07 0.04 
MHSA Clinic 0.72 0.85 0.94 0.85 0.86 0.84 0.87 0.77 0.88 0.93 
1 SNBC implemented in January 2012. 



Evaluation of the Minnesota Preferred Integrated Network Final Report 

 

57 
 

Effects of Program Exposure on Service Utilization 

The multivariate analysis consists of a negative binomial regression model using a “dose 

effect” approach, with dosage representing the amount of time an individual was in each of 

the three conditions (PIN, FFS, and SNBC).5  In contrast to the descriptive data consisting of 

counts of service use, the multivariate findings indicate that program type—controlling for 

differences in group characteristics (age, gender, and number of chronic conditions) that 

might also influence utilization—tended to reduce both utilization of inpatient and 

outpatient services.  As discussed above, the effect of reducing utilization of inpatient and 

emergency department services is consistent with the goals of the PIN program, whereas a 

decrease in the use of outpatient care is not one of the goals of the PIN. It is notable that the 

effect in reducing inpatient and emergency department use is greater than the effect in 

reducing outpatient care. It is not surprising, moreover, that the effect of the program 

would be limited given that the progressive enrollment process means that a significant 

number of individuals were enrolled for only a limited time—that is, they received a 

“reduced dose” as displayed in Figure 3, showing that nearly 40% were enrolled for 18 

months or less and only a little over 25% were enrolled for the entire 4-year measurement 

period. 

Figure 3. Months of enrollment in the PIN: Medicaid-only enrollees 

 

                                                        
5 Negative binomial regression is a technique often employed in health services research as 
it accommodates non-normal and zero-inflated distributions, which are characteristic of 
health care utilization. 
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V. Health and Behavioral Health Service 
Expenditures 

Expenditure patterns, taken together with patterns of utilization by category of service, are 

as expected and consistent with the goals of the PIN program. Per member per month 

(PMPM) expenditures were calculated for the combined Medicaid-only and dual-eligible 

population and for the Medicaid-only population. Figure 4, below, shows the expenditures 

for the Medicaid-only group.  The trends identified in the data analysis indicate that the PIN 

program generally achieved its intended goals by improving access to routine outpatient 

care and reducing utilization of high-cost, intensive treatment. The higher expenditures 

relative to the fee-for-service group is attributable to improved access to routine 

outpatient care and is offset by a reduction in high-cost use of emergency and 

inpatient services. 

Figure 4. PMPM expenditures by year, Medicaid-only (excluding dual-eligible) 
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VI. Social Services Utilization 
To assess progress toward the goal of improving coordination of physical and behavioral 

health services with social services, we examined the database maintained by the State that 

tracks social services.  Table 16 displays county-based social services provided to PIN 

enrollees over the four-year period as reported in the Social Services Information System.  

The large number of services categorized as “Other” highlights the need for a more 

comprehensive and precise coding system, but this may be related to not having access to 

notes fields that may have allowed this data to be coded.   That said, Table 16 provides an 

overview of the range and amount of social services PIN enrollees received with 

transportation, respite care and a variety of family and parenting services being the 

services utilized the most and consistent with PIN program goals. 

Table 16. Social services provided to PIN enrollees 
Social Service Referral Number of Persons 

Other services 98 

Transportation 27 

Special services - disabled 25 

Respite care 24 

Pregnancy and parenting services for young parents 23 

Parenting education 22 

Out-of-home placement 21 

Mental health services 20 

Legal services 19 

Information and referral services 18 

Individual counseling 17 

Independent and transitional living services 16 

Housing services 15 

Health-related and home health services 14 

Family support services 13 

Family preservation services 12 

Family planning services 11 

Family counseling 10 

Family-based services - life management skills 9 

Family-based services - crisis 8 

Family-based services - counseling 7 

Employment services 6 

Education and training services 5 
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VII. Outcomes: The Level of Care Utilization 
System (LOCUS) 

In implementing the PIN program, there was no requirement for participating agencies to 

collect PIN-specific data on patient and population outcomes. The lack of standard, PIN-

specific data is a limitation that prevents exploration of some aspects of program 

effectiveness that would be of interest, such as possible differences between telephonic and 

face-to-face case management models. In the absence of this kind of information, a 

substitute was used in the form of the LOCUS assessment, a level of care tool used by DHS 

to determine the resource intensity needs of individuals who receive certain mental health 

services such as adult day treatment and assertive community treatment. The LOCUS is 

completed at specified intervals by the individual’s mental health provider; therefore, it can 

be analyzed to track functioning over time.  

The following table presents LOCUS scores for a subset of PIN enrollees who had an 

assessment within 4 months of enrollment and another at least 1 year later. There is a mix 

of slight changes in both directions (lower is better on the scale of 1 to 5) for both forms of 

case management.  Of note worthy of further monitoring is treatment and recovery but an 

increase in risk of harm.   

Table 17. Change in LOCUS scores for Face-to-Face vs. Telephonic Case 
Management 

Domains 

Face-to-Face 
(n=342) 

Telephonic 
(n=39) 

Time 1 Mean Time 2 Mean Time 1 Mean Time 2 Mean 

LOCUS Score Total 18.46 18.63 17.64 17.77 

Risk of Harm 2.64 2.96 2.51 2.54 

Functional Status 2.73 2.73 2.64 2.62 

Co-Morbidity 2.68 2.76 2.49 2.54 

Level of Stress 2.63 2.68 2.38 2.38 

Level of Support 2.27 2.25 2.36 2.38 

Treatment/Recovery History 2.84 2.75 2.67 2.62 

Engagement 2.66 2.77 2.59 2.69 
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VIII. Recommendations and Lessons Learned 
For Future Health Care Reform Initiatives 

The Preferred Integrated Network (PIN) is a public-private partnership with the goal of 

integrating health, behavioral health, wellness and social services for persons with serious 

mental illness.  The PIN is a systems integration model based on partnership and 

contractual agreements among DHS, Medica, Dakota County and the contracted agencies 

providing facilitated/enhanced referral navigation model. When developed in 2009, the 

PIN was an ambitious and innovative approach to creating a custom service network for 

vulnerable populations that anticipated many subsequent developments in health care 

reform, notably the provision for health care homes in the Affordable Care Act.   

As such, it provides a number of important lessons for future system improvement and 

reform in Minnesota and the nation. The system level infrastructure established through 

the PIN will support the evolution toward models requiring more robust clinical 

integration, such as the Person Centered Health Home (PCHH), the Minnesota Behavioral 

Health Home, and the Certified Community Behavioral Health Clinics (CCBHC).  

At the core of these emerging system reform models are four principles of effective care 

that support service delivery redesign: 

1. Person-Centered Care:  Basing care on the individual’s preferences, needs and 

values. The client is a collaborative participant in health care decision and an active, 

informed participant in treatment. 

2. Population-Based Care:  Strategies for optimizing the health of an entire client 

population by systematically assessing, tracking, and managing the group’s health 

conditions and treatment response. It also entails approaches to engaging the entire 

target group, rather than just responding to the clients that actively seek care. 

3. Data-Driven Care:  Strategies for collecting, organizing, sharing, and applying 

objective, valid clinical data to guide treatment. Validated clinical assessment tools 

monitor response to treatment and information systems such as registries track the 

data over time.  

4. Evidence-Based Care: The best available evidence guides treatment decisions and 

delivery of care. Both the behavioral health agency and its health provider partner 

(if applicable) must deliver evidence-based services  
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Minnesota Behavioral Health Home Model.  In Minnesota, the health home model 

developed and articulated to CMS places behavioral health providers as the center of the 

care system responsible for care coordination and population management.  Minnesota’s 

“health home” model is targeted for adults with SMI and children with SED: and subject to 

CMS approval is targeted to begin July 1, 2016.  This role also includes enhanced service 

integration, monitoring primary medical care utilization, connection to social services and 

community supports, accountability for improved clinical and financial outcomes and use 

of health information technology and registries. 

Certified Community Behavioral Health Clinic legislation also requires behavioral 

health centers to engage in partnerships with a variety of health system partners, from 

primary care to hospitals, VA centers, and others, reflecting the need for health care 

organizations to work together to demonstrate concrete health outcomes and high-value 

care. 

Recommendations 

To strengthen and contemporize the PIN program to align with other Minnesota system 

redesign efforts, we recommend the following: 

Program Model Improvements 

 Align future PIN program activities with emerging national models that build on 

integrated team-based approaches to care, health homes, CCBHCs, certification 

standards required under the MN BHH, essential components of care coordination 

and outcomes-based care 

 Leverage the system integration partnerships and contractual agreements that exist 

between the state, Medicaid managed care plan and county to support greater 

clinical integration within BH and medical provider networks  

 Expand PIN partners to include medical providers (PCPs, clinics, hospitals) to create 

cross-sector team care approach, improve care coordination and expand access to 

health services 

 Prioritize and formalize essential care coordination functions and determine roles 

and responsibilities across state, health plan, county and community agency 

partners 

 Standardize navigation protocols, including referral pathways, cross-sector provider 

communication, and follow-up practices to ensure greater consistency of model 

implementation across sites 
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Data Infrastructure and Movement toward Outcome-Based Care 

A major challenge in health care reform, especially in the integration of care across 

multiple provider organizations is the development of comprehensive data systems that 

are capable of monitoring patient outcomes quality and costs, and driving increased 

efficiency and quality improvement. The State, health plans and counties play an important 

role in facilitating a shift from data reporting for “compliance” to “accountability” for 

population health management and outcome-based care.  

 Train behavioral health providers to routinely collect and use data to inform clinical 

decision-making and demonstrate improved client-level outcomes  

 Improve capacity across all PIN partner agencies to collect data in formats that 

allow for assessment of the core functions that are essential to integrated or 

coordinated care (e.g., referral tracking, follow up, care planning, and cross 

provider/system communication)  

 Ensure that the goal of required data collection and reporting moves beyond 

documenting the number and type of services delivered to tracking whether the 

services delivered are making a difference in the lives of clients and improving 

overall population health (i.e., moving from volume to value based care) 

 Work with Center for Medicare and Medicaid Services (CMS) to eliminate barriers 

that restrict access to Medicare cost and utilization data to ensure robust 

monitoring of the effectiveness of services delivered to the dual-eligible population 
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Appendix I: Participant Profiles 

The following profiles of PIN program participants illustrate how Navigators addressed 

various health conditions with clients and facilitated connection for health services.  These 

examples showcase the ways that PIN program participation helped clients address and 

manage a range of health and social service needs while accessing services across a broad 

provider network. 

A  “Carol” is a 62-year-old female who has been diagnosed with paranoid 

schizophrenia, obesity, diabetes, and asthma. She joined the PIN program in 

February 2011 with health goals related to losing weight and decreasing pain in her 

back and knees. Carol began going to the YMCA as soon as she joined the PIN 

program, and has been going three times a week for the past 2 years.  

In December 2012, Carol was referred to CWOW, and she met with Physician 

Assistant Mike Steele. Mike met with Carol for several months. During these visits, 

he referred her to a pulmonologist for her sleep apnea and to Physician's 

Diagnostics and Rehabilitation clinics, which specialize in non-surgical treatment for 

neck and back pain.  Additionally, he discussed nutrition with Carol, giving her ideas 

for healthy eating options that she would be able to work into her diet. She followed 

through with all of his recommendations, and, in August 2013, Mike reported that 

Carol was doing so well that there was no longer a need for him to provide home-

based services.  Health outcomes for Carol since joining the PIN program include: a 

10 pound weight loss, improved blood glucose readings, connection to specialty care 

for pain and sleep apnea, decreased back and knee pain, improved sleep habits, and 

improved dietary habits.  

B “Sandra” is a 65-year-old female diagnosed with major depressive disorder, post-

traumatic stress disorder, and pathological gambling. She has multiple health issues 

including cerebral infarction, sleep apnea, hypertension, and ganglion cysts.  She 

was receiving telephonic navigation services from Medical Behavioral Health but 

was referred back to Dakota County for face-to-face navigation services when she 

experienced a crisis and was at risk of losing her housing.  

Face-to-face navigation services helped Sandra resolve her immediate housing crisis 

and, over time, helped her access long-term housing that she was very happy with. It 

took two moves before this was established due to her mental health issues; 

however, she was eventually able to move into brand new senior housing. The 
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Wellness Navigator coordinated closely with Sandra’s CADI waiver worker who 

helped with employment, homemaking, and independent living skills. 

The client was closed by her choice when satisfactory housing was in place. She 

chose to return to telephonic navigation services rather than transfer to a 

contracted agency provider. She and the Navigator agreed that in-person navigation 

was no longer needed. In-person services were needed to stabilize an immediate 

crisis, but phone support, in conjunction with the CADI waiver, is sufficient to meet 

her service needs. Phone support is especially important for this client; without it, 

she would be at far greater risk of relapse. 

Outcomes for Sandra since joining the PIN program include: referral and connection 

to PCP, psychiatry and therapy services, follow-through on medical appointments 

and treatment recommendations, improved physical and mental health functioning.  

C “Olivia” is a 62-year-old woman diagnosed with schizoaffective disorder and Crohn’s 

disease.  She has been in the PIN program for over 2 years and her primary health 

goals include getting connected to medical professionals and weight loss.  When 

Olivia originally enrolled in the PIN program, none of her providers were covered by 

Medica.  Olivia worked with her Wellness Navigator to access and connect with new 

providers that were in Medica’s network.  This is one of the challenges that 

Navigators face within the PIN program.   

Olivia was connected with CWOW to address her weight loss goals; following 

regular meetings with CWOW Physician Assistant Mike Steele, she has lost about 80 

pounds!  Olivia consistently meets with her Wellness Navigator for support and she 

utilizes the home-based CWOW services to address health concerns as they arise.    
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Appendix II: Technical Note—Multivariate 
Analysis Methodology 

The evaluation uses a quasi-experimental design with a non-equivalent comparison group, 

which capitalizes on the fact that the PIN program was implemented in only one county 

and included only those Medicaid recipients who voluntarily enrolled in the PIN program.   

Thus a comparison group was constructed consisting of adults from Dakota and 5 

neighboring counties (Anoka, Carver, Scott, Washington, and Wright, who at baseline were 

enrolled in fee for service Medicaid and receiving Targeted Case Management. Because 

enrollment in the PIN program was ongoing and additionally because there was 

considerable “churn” i.e. switching in and out of the PIN program, a simple pre-post 

comparison group design where utilization subsequent to enrollment in PIN (the 

experimental group) would be compared to prior utilization, and to utilization by the 

comparison group throughout the period, would not be feasible.   Under this design, the 

experimental group could include only a subset of persons who were continuously enrolled 

for some minimum period of time, which would result in a sample that would be 

unacceptably small for statistical purposes and probably unrepresentative of the PIN 

population as a whole.   Accordingly, we adopted instead a dose-effect model, whereby the 

independent variable is a continuous measure consisting of the number of months enrolled 

in the experimental or the comparison group.   

An additional factor involved in the construction of the comparison group is the 

implementation of the SNBC program, with voluntary enrollment beginning in January, 

2012, mid-way through the period covered by the evaluation.  Because it was hypothesized 

that utilization and cost under SNBC may differ from that for FFS, we separately identified 

this group in the analysis, resulting in a three-way comparison between FFS, SNBC and PIN. 

The analysis of utilization and expenditures employed a negative binomial regression 

model.  Often used in the analysis of health care data the negative binomial model is for 

count variables, such as number of months in which an event occurs, which may be over-

dispersed i.e. containing many zeros---   a situation which is typical of health care 

utilization data.  The model controlled for potential differences between the groups that 

might affect utilization apart from program participation including age, gender, prior 

utilization, and severity (number of chronic conditions).  Dependent variables were 

utilization of 5 categories of services including general practice (primary care) MD’s, all 

MD’s (general practice and specialty including psychiatry), emergency department, 

inpatient, hospital outpatient and mental health/substance use programs.  Expenditures, as 
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a dependent variable, was based on the payment field in the JEN system which is defined as 

including payment from all Medicaid sources.   

An important limitation for analyzing the full impact of the PIN program is that, despite 

Minnesota’s efforts CMS declined to allow use of Medicare data, thus omitting partial 

utilization and payment data for the approximately 50 percent of on PIN enrollees who are 

dually eligible.   This limitation is unfortunate, especially given Minnesota’s current 

agreement with CMS to conduct a “Demonstration to Align Administrative Functions for 

Improvements in Medicare-Medicaid Beneficiary Experience”. 

Effects of Program Exposure on Service Utilization 

We measured program exposure as the total number of months during which the recipient 

was enrolled in a given program during the study period. We investigated the impact of this 

measure on service utilization separately for the following service types: 

 Primary Care Visits, 

 MD visits (which includes Primary Care as well as specialists) 

 ER visits 

 Inpatient Episodes   

 Outpatient hospital clinic visits 

 Outpatient MHSA clinic visits 

In estimating program effects on each type of service utilization (number of units of use), 

we controlled for the recipient’s age, gender, number of chronic conditions, and average 

monthly use of the service in question during the 20 months immediately preceding the 

study period. Net of these controls, number of months of enrollment in PINS and SNBC 

were both found to be significant predictors of reduced service utilization.   This indicates 

that both managed care models provide reduced utilization in key areas like emergency use 

and inpatient over time relative to a FFS system. 

The exhibit below displays the size of the effects of SNBC and PINS on service utilization. 
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Exhibit 1: Percent Decrease in Service Utilization per Each Additional Month of 
Program Enrollment 
Controlling for Age, Gender, Number of Chronic Conditions, and Prior Service Utilization History 

Service Type 
Percent Decrease in Service Unitization 

SNBC PINS 

Primary Care Visits 47.2 52.5 

MD Visits 50.6 54.4 

ER Visits 53.6 48.9 

Inpatient Episodes 69.9 48.0 

Outpatient Hospital Clinic Visits 47.3 31.5 

Outpatient MHSA Clinic Visits 49.3 54.1 
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Appendix III: Phase 1 Analysis of PIN 
Penetration and Utilization 

The April 2014 report on Phase 1 of the PIN evaluation included a preliminary analysis of 

PIN penetration and utilization with a comparison group of non-PIN Medicaid enrollees, 

using a somewhat different methodology from that in the second phase of the evaluation.   

The following consists of these results, presented here for informational purposes.   They 

should be considered only as exploratory; the results of the analysis in the second phase, 

presented in the main body of this report, represent the final and definitive findings of the 

evaluation. 

This information is organized as three phases: a baseline 1-year period prior to the 

implementation of the PIN program, a 4-month period of program installation during 

which enrollment was unstable, followed by 3 calendar years of program operation (2010-

2012).  Information is presented for the PIN population overall compared to a group of 

Medicaid recipients who are similar except that they receive care in systems with FFS 

Medicaid reimbursement. 

The approach used here to analyze service use is based, in a general way, on that which is 

commonly used with health care quality indicators, such as those developed by the Centers 

for Medicare and Medicaid Services (CMS) that employ claims data to assess the quality of 

care provided to a population.  These indicators are typically structured as ratios, with a 

denominator consisting of a population such as persons with a specific illness (often 

identified through diagnostic codes in the claims data) and a numerator derived from a set 

of CPT codes from the claims data that represent health care services or treatments for that 

illness.  The specific services measured in the numerator are those recommended in 

treatment guidelines based on research or expert opinion. Thus for example, a quality 

indicator based on recommendations for regular retinal exams for persons with diabetes 

would be measured by first identifying the target population (denominator) on the basis of 

ICD 9 codes in the claims files as having diabetes, and then determining the proportion of 

that group that received retinal exams as indicated by the relevant CPT codes within the 

period specified by the guidelines. 

While the analysis for this report does not employ any specific quality indicators, it 

provides the initial stage in this type of analysis by determining ratios for the amount and 

types of specific services presented to the population of PIN enrollees.   Rather than 

comparing these ratios against a standard of treatment guidelines, however, here they are 
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compared against those for a group that is similar except they are not enrolled in the PIN 

program. 

These ratios therefore not only supply information about the amount and types of services 

that are being provided to the PIN population but also provide a general sense of the 

appropriateness of these services, particularly to the extent that they change over time in 

accordance with PIN program goals.  Thus, a measure of the program’s success is the extent 

to which it achieves the goal of reducing the unnecessary use of high-cost intensive care, 

notably inpatient admissions and emergency room visits, by substituting more appropriate, 

less intensive care, such as routine outpatient and preventive care.  It should be noted that 

claims data in most cases do not provide sufficient information to ascertain the 

appropriateness of specific instances of care—certainly not all inpatient admissions are for 

conditions that might be treated instead through an outpatient clinic visit—but it is 

possible and reasonable to make assumptions based on research evidence.  In this case, the 

evidence is that cited in the introduction to this report: that persons with SMI often receive 

care in intensive, high-cost inpatient and emergency room settings that might be avoided 

by an increased use of routine outpatient treatment and prevention.  

Support services 

Penetration: This category includes services such as home health aide and nursing service 

and adult foster care.  The proportion of PIN enrollees receiving these services at baseline 

was smaller than that of the FFS group, but this relationship was reversed subsequent to 

the implementation of the PIN program.   

Utilization: At baseline (the year prior to enrollment in the program), the PIN group 

received these services in smaller quantities than the FFS group, a ratio that continued 

through the 3-year program period. 

Transportation 

Penetration: This is an important category of service as the lack of it is often cited by low-

income individuals as a leading barrier to access.  It is also a service for which utilization by 

PIN enrollees might be expected to increase as a result of Navigator support; however, the 

proportion of persons using this service, which was slightly greater for the PIN group to 

begin with (50% vs. 44%), was relatively unchanged throughout the period of PIN 

operation. 

Utilization: The pattern for this category is the same as for support services; however, the 
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difference between PIN enrollees and the comparison group is of such a magnitude as to 

suggest some difference in the way in which service is represented in the claims data or a 

factor such as differences within the service systems that will require further exploration in 

the cost analysis to be conducted in Phase 2 of the evaluation. 

Case management  

Penetration: This category includes several types of Targeted Case Management as well as 

Assertive Community Treatment.   Accessed in the same proportion by the PIN group and 

the FFS group in the baseline period (71%), the proportion of PIN enrollees receiving these 

services slightly exceeded that of the FFS group following the implementation of the PIN 

program. The apparent decline for both groups may be an artifact of changes in billing 

and/or eligibility that will be further explored in Phase 2 of the evaluation. 

Utilization: At baseline, this category of services was provided in greater amounts per 

person for the FFS group than for the PIN group (67 units vs. 53 units). While the amount 

remained stable among the PIN group through the post-implementation period (2010-

2012), the amount increased among the FFS group.   This result is unexpected given the 

increase in case management functions represented by the Wellness Navigators. However, 

it may reflect a shift from services billed to Medicaid to Navigator agencies that may not be 

reflected in the claims data—an issue that requires further investigation. 

Mental health rehabilitation services  

Sometimes referred to as psychosocial mental health programs, these include services such 

as activity therapy and supported employment.  (Case management, sometimes included in 

this category, is reported separately given its centrality in the PIN program.) 

Penetration: The proportion of the group receiving these services in the baseline year was 

slightly lower for FFS (43%) than for PIN (51%).   By Year 3, the proportion remained 

about the same for PIN while FFS increased slightly to 45%. 

Utilization: These services were provided in somewhat greater amounts for the PIN group 

at baseline and continued to increase throughout the study period (from 302 units at 

baseline to 443 units in Year 3). In contrast, the amount remained fairly consistent for the 

FFS group. 
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Outpatient mental health  

Penetration: As expected, a high proportion of both groups received outpatient mental 

health services (which does not include case management). In fact, baseline rates were 

87% for the PIN group and 71% for the FFS group. Yet, why these proportions were not 

even higher, particularly for PIN with SMI as a specific enrollment criterion, may be a topic 

for future consideration.  These levels remained fairly constant for both the PIN and FFS 

groups. 

Utilization: The amount of these services per person was about equal for both groups at 

baseline.  The rate remained relatively consistent throughout the 3-year post-

implementation period for the FFS group but declined somewhat for the PIN group (in 

contrast to penetration rates, which remained fairly constant for both). 

Outpatient substance use treatment  

Penetration: The proportion was very small for both groups at baseline and remained so 

throughout the study period.   

Utilization:  The relationship between the PIN and FFS groups in the amounts of this 

service varied from one period to the next but was, consistent with penetration, low for 

both groups.  

Residential behavioral health  

Penetration: The PIN and FFS groups were quite similar in their utilization in the baseline 

period (7% and 8%, respectively). By the third year of implementation, the proportion of 

PIN enrollees using this service declined to 4% whereas the FFS group increased to 10%. 

Utilization: These services were provided in equal amounts per person for the PIN and FFS 

groups in amounts that are consistent over time (with the exception of PIN enrollees in 

Year 1, an anomaly that suggests an error in the data). 

Outpatient healthcare  

Penetration: Similarly large proportions used these services throughout the study period: 

approximately 90% among both the PIN group and the FFS group.  
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Utilization: Measured in units of one visit, baseline utilization rates for this service were 

somewhat higher for FFS (16 units) compared to PIN (10 units). This translates into 

slightly less than 1 visit per month for PIN enrollees compared to a little over 1 visit for 

every 3 weeks for the FFS group.  The rate for PIN enrollees increased throughout the study 

period to be roughly level with the FFS group in Year 3. 

Lab testing and immunization  

Penetration: Penetration rates for the two groups were comparable at baseline and similar 

to those for outpatient health at 83% for PIN and FFS.  Unexpectedly, while these rates 

increased slightly for the FFS group, they declined somewhat for PIN enrollees, dropping to 

78%.  Given that this is a service that is typically underutilized by those with SMI and that 

might be expected to increase as a result of Navigator functions (in contrast to a service 

that is overutilized and might be reduced appropriately), this finding merits further 

investigation as a potential quality improvement opportunity. 

Utilization: Per member amounts were lower at baseline for PIN enrollees than the FFS 

group (13 units vs. 16 units).  Contrary to expectation that it would likely increase as a 

result of the Navigator function, the rate for PIN enrollees actually declined somewhat by 

Year 3, dropping to 11 units; the rate for the FFS group remained constant. 

Inpatient services  

Penetration:  The proportion of PIN enrollees receiving inpatient services was smaller than 

that of the FFS group at baseline, though still quite high among both groups (30% and 35%, 

respectively)—indicating the high cost of care for these populations.   Notably, this rate 

declined for PIN enrollees to 24% by Year 3—an important goal of the program—while 

showing a lesser decline (to 32%) for the FFS group.   

Utilization: Inpatient utilization rates at 13 units (representing days) per person at baseline 

was nearly twice that of the FFS group (7 units). However, over the first 2 years of the 

program, the PIN rate declined significantly while the FFS group rate rose.  In the third 

year, these rates began to converge, with some increase for the PIN group and a 

corresponding decrease for the FFS group.  These trends will be important to investigate in 

greater depth for the Phase 2 cost analysis.  
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Emergency services  

Penetration:  These services, like inpatient care (in that utilization is high at baseline and 

reduction is a goal of the PIN program), were used by 53% of the PIN group and 58% of the 

FFS group at baseline.   By Year 3 the rate among the PIN group declined slightly to 49%; it 

increased slightly for the FFS group. 

Utilization: Utilization rate for this service, another important category due to 

considerations of cost and appropriateness, was nearly three times higher for the FFS 

group than the PIN group (19 units vs. 6 units per person at baseline).  The PIN group’s rate 

remained fairly constant across the study period whereas the FFS group’s rate declined by 

Year 3 

Preventive care  

Penetration: Another area where underutilization is often a problem for the SMI 

population, increased penetration would be expected as a result of the Navigator program, 

but this was not the case.   Whereas 35% of the PIN group received these services in the 

baseline period, penetration fell to 21% in Year 2 and then increased slightly—though 

short of the baseline level—to 27% in Year 3. These results suggest another area for quality 

review, particularly given that the FFS group showed a contrasting increase in rates by 

Year 3. 

Utilization:  The baseline rate was lower for the PIN group than the FFS group for this 

important category (with respect to the goals of the PIN program).  The rate among the PIN 

group climbed over the next 2 years but declined precipitously in Year 3.  (The magnitude 

of this decline suggests the possibility of a data error, calling for further investigation.) The 

rate for the FFS group increased from 11 units at baseline to 16 units in Year 3. 


