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Executive summary 
I. Background 

A. Introduction. In the 2011 special session, the Minnesota Legislature authorized a 
work group to develop recommendations that would “eliminate redundant, 
unnecessary, and obsolete state mandated reporting or data submittal requirements 
for health care providers or group purchasers related to health care costs, quality, 
utilization, access or patient encounters or related to provider or group purchaser, 
monitoring, finances, and regulation.” (Laws 2011, 1st Sp. Sess., Ch. 9, a. 6, s. 
90). The work group was convened and facilitated by Minnesota Management & 
Budget, and included representatives from the departments of Health (MDH), 
Human Services (DHS) and Commerce (DOC).  The work group was directed to 
develop a plan for regulatory simplification and report reduction activities in 
seven specified areas. In addition, the agencies were directed to develop criteria to 
be used in determining whether to establish new reporting and data submission 
requirements. The criteria must take into account a specified set of standards as 
outlined in the legislation to support new reports and/or data submissions. 

B. Project scope. The project scope adhered to the legislative mandate. The work 
group members compiled an inventory of reports and data submissions required 
by the three agencies in the categories specified by the legislation. The inventory 
was modified during the process to ensure that it covered the concerns of 
stakeholders responsible for submitting the reports. Ultimately 80 reports were 
included in the inventory. (See Attachment C.) The project was limited to 
identifying “redundant, unnecessary and obsolete” reporting within the context of 
current state policy and practice.  

C. Work group process. The project process included a series of interviews with 
key stakeholder leaders representing statewide associations of health plans and 
health care providers and related organizations. Agency staff developed and 
discussed the inventory of reports. Agency staff identified five major categories 
and placed the reports within the appropriate category, with some reports in more 
than one category. These category lists were provided to stakeholders in 
preparation for five meetings in which stakeholders and agency staff discussed the 
rationale for reports and suggestions for simplification. Agency staff met again 
after the stakeholder sessions to discuss the concerns and suggestions presented 
by the stakeholders. The process resulted in numerous outcomes; most can be 
acted upon administratively during the next year or two. Due to the complexity of 
some reports, some suggested changes need further consideration beyond this 
project. The recommendations in this report have the support of the respective 
agencies. Altogether, 26 short-term recommendations affect 30 of the examined 
reports; long-term recommendations would affect others, particularly those 
involving encounter data. 

D. Simplification context. During this project it became clear that stakeholder 
suggestions and agency report streamlining actions are not new: many examples 
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were noted of reports that have been eliminated or simplified in the past. Some 
changes have been part of a periodic review process and others have been 
incidental. Many changes have not been stand-alone, but components of a large 
scale improvement initiative. There are a number of areas today where 
stakeholders and agency staff periodically review reports and data submission for 
opportunities to simplify.  

E. Suggestions not recommended. Not all suggested changes have been 
recommended: some continue to be under consideration, and some were not found 
to be workable under current conditions. Other suggestions were outside the 
project scope, including broad policy changes or involving agencies beyond those 
specified in statute; and others were prohibited by federal requirements. In 
addition to suggestions still under consideration, other changes may become 
possible as the health care environment changes, particularly as health care reform 
and other federal standards and guidelines evolve. 

II. Short-term recommendations 
A. Eliminate or merge certain reports. Nine current reports or data submissions 

have been recommended for elimination. The relevant state agencies intend to 
move forward on these recommendations. 

B. Reduce or simplify certain reports. Six current reports or data submissions have 
been recommended for reduction, modification, merger or other simplification. 
The relevant state agencies intend to move forward on these recommendations. 

C. Complete the conversations. Eleven current reports or sets of related reports 
have been identified for potential simplification but require additional review. The 
relevant state agencies intend to continue examination of these change efforts. In 
a number of areas, high-level agreement between stakeholders and agencies has 
been reached on some recommendations, and agencies have agreed to continue 
the effort to make the change operational during the next couple of years. Long-
term recommendations are covered in the following section. 

D. Create purpose statements. Frequently stakeholders suggested elimination of 
reports that appear to serve no useful purpose. In fact, the reports continue to 
serve a purpose, but the purpose is unclear or unknown to stakeholders. Agencies 
have accepted a stakeholder suggestion to expand the use of purpose statements 
added to data collection efforts, along with dates to indicate when the purpose 
statements were established. Stakeholders have asked that collected data not be 
prescribed or limited by the purpose statement, so that agencies might use the data 
to reduce other reports collecting the same or similar data. 

III. Long term recommendations 
A. Major change initiatives. Beyond the specifics in the short-term 

recommendations, the project has examined the potential for major, significant 
changes that can transform reporting and information sharing between 
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stakeholders and public agencies. In the future, improvement may come from 
realigning reporting in conjunction with the national and state-level health care 
market, standard-setting and reform changes now in development. The emergence 
of accountable care organizations (ACOs), health care homes, and changes in 
federal law can be opportunities to rethink and reorder data needs. This can 
combine with better use of existing data sources including encounter data and 
other reports and surveys. Major health initiatives are multi-year initiatives and 
many variables are unknown. However, many of the short-term recommendations 
included here signify initial steps to prepare agencies and stakeholders for larger-
scale and longer-term reporting improvements in the next few years. A large scale 
change is the potential for expanded use of encounter data; this opportunity is 
described in the next section. 

B. Encounter data. Stakeholders have noted that while they recognize the value of 
encounter data and support its continued collection, having dual streams of public 
program encounter (claims) data collected by MDH and DHS creates 
opportunities for reducing the reporting burden. Both agencies have committed to 
finding ways to ease that burden, in part by moving toward a single standard for 
reporting post-adjudicated medical claims data. This will provide an opportunity 
to establish new, consistent standards in data collection across agencies. It may 
not reduce the number of reports but could significantly ease the administrative 
burden on health plans required to submit data. The agencies have committed to 
invite managed care organizations to work with them to examine draft national 
standards now in development and provide feedback to the American National 
Standards Institute shortly after guidelines are released in early 2012. 

C. New report criteria. The law establishing the work group called for criteria to be 
used in determining whether to establish new reporting and data submission 
requirements. It specifies the criteria must support new data submittal 
requirements only: 1) if required by a federal agency or state statute; 2) if needed 
for a state regulatory audit or corrective action plan; 3) if needed to monitor or 
protect public health; 4) if needed to manage the cost and quality of Minnesota’s 
public health insurance programs; or 5) if a review and analysis by the 
commissioner of the relevant agency has documented the necessity, importance 
and administrative cost of the requirement, and has determined that the 
information sought cannot be efficiently obtained through another state or federal 
report. These specifics provide an effective set of criteria. Agencies have agreed 
that any new report must meet one of the five criteria. Agencies also agree they 
will first see whether the specific information sought is already reasonably 
available through another state or federal report. These criteria meet the 
legislative intent and address most of the concerns raised by stakeholders. 

D. Continuing engagement. Agency staff members found value from the project 
work group. It was a chance to consider, with the help of stakeholders, ways to 
simplify and improve their own agency’s reports and data submissions, and it also 
provided a forum to better understand the role and requirements of the other 
agencies. While some issues will be resolved within the next year, other issues 
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will need further consideration. In particular, issues will arise as health care 
undergoes change on the national level. 

As noted earlier in this report, state agencies already conduct a number of periodic 
interactions with stakeholders involved with specific reports. The agencies have 
agreed to initiate an annual meeting regarding: 1) the potential state impact from 
national data developments; 2) each agency’s anticipated data-related changes for 
the coming year; 3) the status of ongoing improvement efforts; and 4) new joint 
possibilities for report simplification. Prior to meeting, each agency needs to 
connect with stakeholders, providing them with ample opportunities to relate their 
concerns and suggestions regarding both current and anticipated reporting. 
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I. Background 
A. Introduction 
Minnesota state agencies collect data for a variety of reasons. Health care-related data is 
collected to comply with federal and state regulations, judicial obligations, or other state 
purposes. These include meeting regulatory requirements (for example, the Children’s 
Health Insurance Program Reauthorization Act of 2009, a federal initiative to ensure 
dental access for children), the development of evidence-based health policy (for 
example, what is the effect on cost and services of expanding the state’s hospital bed 
capacity), or the execution of required functions (for example, the calculation of 
disproportionate payments to Medicaid-serving hospitals). The basis for requiring health 
care providers or group purchasers to provide reports and data submissions to the State is 
primarily due to statutory compliance, both federal and state, but are also a result of 
contractual requirements that serve policy initiative and purposes.  

Both the need for, and the requirements of, reports and data submissions can change over 
time. A question that has been continually raised by state agencies, health care providers 
and group purchasers alike is whether the processes and formats of reporting have 
changed correspondingly with the need. 

In the 2011 special session, the Minnesota Legislature authorized a work group to 
develop recommendations that would “eliminate redundant, unnecessary, and obsolete 
state mandated reporting or data submittal requirements for health care providers or 
group purchasers related to health care costs, quality, utilization, access or patient 
encounters or related to provider or group purchaser, monitoring, finances, and 
regulation.” (Laws 2011, 1st Sp. Sess., Ch. 9, a. 6, s. 90.) Four state agencies – Minnesota 
Management & Budget as work group convener along with the departments of Health, 
Human Services and Commerce – were directed to develop a plan for regulatory 
simplification and report reduction activities in seven specified areas: 

• Encounter data; 
• Group purchaser provider network data; 
• Financial reporting; 
• Reporting and documentation requirements relating to member communications 

and marketing materials; 
• State regulations and oversight of group purchasers; 
• Requirements and procedures for denial, termination, or reduction of services and 

member appeals and grievances; and 
• State performance improvement projects, requirements and procedures. 
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In addition, the agencies were directed to develop criteria to be used by the agencies in 
determining whether to establish new reporting and data submittal requirements. The 
criteria must support establishing new requirements only if: 

• Required by a federal agency or state statute; 
• Needed for a state regulatory audit or corrective action plan; 
• Needed to monitor or protect public health; 
• Needed to manage the cost and quality of Minnesota’s public health insurance 

programs; or 
• A review and analysis by the commissioner of the relevant agency documents the 

necessity, importance and administrative cost of the requirement, and has 
determined that the information sought cannot be efficiently obtained through 
another state or federal report. 

The agencies also were given the option of proposing new reporting and data submission 
requirements to take effect on or after July 1, 2012, including an analysis of the extent to 
which requirements meet the above criteria. 

B. Project scope 
The scope of the project adhered to the statutory language. Agency staff compiled an 
initial draft inventory of reports and data submissions required by the designated agencies 
– the departments of Health, Human Services and Commerce – in the seven specified 
areas noted above. Ultimately, the inventory included 80 reports. (The accompanying 
numbers in brackets refer to the inventory attachment.) 

For this report, stakeholders refers to the health plans and health care providers, as 
described in session law, who are directly responsible for providing reports and data 
submissions. Based on interaction with these stakeholders and discussions of their 
concerns, the inventory does not include reports that are required to be reported upon 
occurrence or that did not fall into any of the categories described in the legislation. For 
example, “incident reporting” such as infectious disease reports and adverse event reports 
were excluded, as they do not fall into any of the seven categories outlined in statute, and 
are only triggered when a particular event occurs rather than being required of all 
stakeholders on a regular basis. At the same time, however, stakeholders were informed 
that the inventory was only a starting point for conversation and that any report or data 
submission in the areas of legislative concern would be open for consideration for 
change. Stakeholders responded to that invitation; several of the reports recommended for 
simplification were added to the inventory at the request of stakeholders. 

The project scope, as set forth in the statutory language, was limited to identifying 
“redundant, unnecessary and obsolete” reporting and data submissions. Some 
stakeholders proposed reporting reductions that would accompany, or necessitate, 
substantive change in a state policy. Examples outside of the scope included suggestions 
to change policy on how data is used, rather than how it is reported, and suggestions for 
reports primarily involving state agencies other than the three designated agencies. In the 
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following list of recommendations for action in the short-term, this report is limited to 
practical simplification changes that can be made within the context of current state 
policy and practice. The short-term recommendations in this report include no proposed 
policy changes. The long-term recommendations section does note that expanded use of 
encounter data does have policy implications. 

C. Work group process 
The project began with a series of interviews of key stakeholder leaders. Beginning in 
early October, the project team held interviews with 13 people selected by organizations 
representing statewide associations of health plans and health care providers and related 
organizations. Stakeholder leaders provided an overview of reporting requirements and 
their concerns. Along with specific recommendations for simplification and 
consolidation, stakeholders suggested methodologies for further and ongoing reviews of 
the data reporting process. At the same time, staff members from the departments of 
Health, Human Services and Commerce compiled their inventories, adjusted them based 
on initial stakeholder comments, and began internal reviews of reporting requirements. 

The agency inventories were combined into a multi-agency master list of 80 reports. 
Because it was extensive, it was believed that conversation would be more meaningful if 
the list could be divided into “like” categories with meetings focused on similar 
materials. The master list was subdivided into five smaller lists organized along the lines 
of the statutory categories. (Some reports straddled the categorical lines and were placed 
in more than one of the smaller inventories.) The five smaller inventories were then 
shared with stakeholders, who were invited to attend any and all of five meetings – one 
meeting for each of the categorical inventories. The inventories have since been merged 
again and are appended to this report.   

The purpose of the meetings was to allow stakeholders to offer specific recommendations 
to simplify reports and data submissions in any manner, including elimination, reduction, 
streamlining, merger or modification of data submission timing or method, as well as to 
participate in a dialogue with state agencies. All of the meetings were conducted in an 
informal, conversational approach, with interaction among stakeholders and agency staff. 
Agency staff did not make any decisions at the meetings, but they were able to answer 
questions, explain why data was needed, and gather a better understanding of stakeholder 
rationale for proposed changes.  

In addition to recommending reporting and data submission changes, stakeholders 
discussed ways to address simplification in the future and suggested opportunities for 
improvement in conjunction with anticipated changes on the federal level. Stakeholders 
were assured that the inventories were a starting point for conversation and that other 
reports could be considered as well; several stakeholders did recommend changes to 
reports not on any initial inventory. Stakeholders were again reminded that their 
opportunity for suggestions was not limited to the meetings, but that recommendations 
could be submitted at any time. A number of stakeholders did follow up with emails and 
other documentation. 
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Following the meetings, agency staff gathered to review all suggestions. The statutory 
language requires that recommendations come from the commissioners of the respective 
agencies, and staff members worked to determine which recommendations could move 
forward at this time, and which recommendations would need further examination. Those 
determinations are included in this report. 

A number of stakeholders who helped identify reports that are candidates for 
simplification have indicated they are continuing their work and will bring forward 
additional suggestions past the deadline for this report. The recommendations in this 
report also address how to continue report simplification on an on-going basis. 

Altogether, 26 short-term recommendations in this report affect 30 of 80 examined 
reports; long-term recommendations could affect many others, particularly those 
involving encounter data. In addition, one short-term recommendation impacts all reports 
and a long-term recommendation impacts any new reports in the future. 

D. Simplification context 
Through the course of this project it became abundantly clear that both stakeholder 
suggestions and agency actions to simplify reporting and data submission requirements 
are not new. Many examples were noted of reports that have been eliminated or 
simplified in the past. Some changes have been made as part of a periodic review 
process; others have been incidental in nature, often triggered by a stakeholder 
suggestion. It was noted that simplification on a relatively large scale has tended to 
happen not as a stand-alone activity but as a component of a large scale improvement 
initiative. In particular, several stakeholders and agency staff noted that the 
transformation of data systems from paper-based to an electronic format prompted a 
significant amount of simplification. 

Examples of reports that previously have been eliminated, reduced or simplified include: 
(The accompanying numbers in brackets refer to the inventory attachment.) 

• The Managed Care Organization’s (MCO’s) Primary Care Network List (PCNL) 
is submitted to DHS for review and approval and is a document provided to 
potential enrollees who must select a MCO at initial and open enrollment. The list 
identifies primary care providers within the MCO’s network within a defined 
service area. DHS has reduced this report from a quarterly submission to a semi-
annual submission. [43] 

• DHS requires MCOs to report notices to enrollees of denials, terminations and 
reductions (DTRs) for services and claims, and to report grievances and appeals 
data. This is considered onerous by some MCOs. However, this data is used to 
monitor MCO performance and compliance regarding the MCOs grievance 
system and enrollee access to care and due process. DHS has simplified and 
streamlined the data collection and reporting process by creating an online web-
based application which allows MCOs to directly upload data. Online edits 
provide immediate feedback to the MCOs to ensure accuracy before accepting 
data. The timeframe for submission and validation of the data has been reduced 
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significantly and the process has improved the quality of the data. [56, 57, 58] 

• Stakeholders have asked DHS to combine the Provider Directory and Primary 
Care Network List (PCNL). However, these documents serve different audiences. 
The PCNL specifically addresses potential enrollees by providing specific 
information on primary care providers that the enrollee will need to select as the 
enrollee’s designated provider. The Provider Directory includes all of the MCO’s 
providers, including specialists, and is provided to the enrollee when the enrollee 
has selected and enrolled in a specific MCO. To combine the PCNL and the 
Provider Directory would add significant mailing costs to counties and the State 
who are responsible for the mailing of the PCNLs at initial and open enrollment. 
DHS is interested in looking at ways to reduce the costs of producing and mailing 
enrollee materials such as the PCNL and the Provider Directory. Last year DHS 
was successful in negotiating with the Centers for Medicare and Medicaid 
Services (CMS) to allow some flexibility in how the MCO makes available the 
Provider Directory to enrollees. MCOs can now provide the directory 
electronically by posting it to the MCO’s website, however the MCO must 
document the enrollee’s choice to receive the directory electronically. This year 
DHS has included the PCNL and the Evidence of Coverage on the list of 
materials that can be accessed electronically, but still must require the MCO to 
document the enrollee’s choice to access the information electronically per the 
requirement of CMS. DHS continues to work with CMS on simplifying the access 
to enrollee information and materials. Federal authority: 42 CFR 438.10. [42, 43] 

• Prescription drug cost reports and provider financial and statistical reports, which 
were previously submitted annually to MDH, were eliminated during the 2011 
legislative session. This proposal was part of the Governor’s budget request. 

• The MDH Changes in Participating Entities report monitors the continuing 
adequacy of a network and identifies the need for corrective action if a deficiency 
appears. It was recently reduced; it is required only for provider contract 
terminations; before, it also was required for additions. State authority: M.S. 
62D.08, subd. 5.[6] 

• In an earlier change (1996), MDH consolidated four separate reports required 
annually from hospitals into one, the Hospital Annual Report [18]. Through an 
annual collaborative review process, MDH and its partner in data collection, the 
Minnesota Hospital Association, eliminated collection of multiple data elements 
in approximately seven question domains.  

Following are some examples of areas in which stakeholders and agency staff 
periodically review reports and data submission for opportunities to simplify: 

• DHS contracts with MCOs on an annual basis to provide health care services to 
public program enrollees. During the negotiations, contract reporting 
requirements are explained and discussed with the MCOs and they are given 
opportunity to offer suggestions for changes to the requirements which often are 
agreed to between DHS and the MCO. 
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• MDH staff members consult annually with the Minnesota Hospital Association to 
incorporate edits into the Hospital Annual Report (HAR) dataset. Over time, this 
process has resulted in elimination of some data elements and substitution of 
sources of data to reduce the reporting burden. MDH also works with the data 
collection vendor, the Minnesota Hospital Association, and hospitals on education 
efforts around data quality improvements and  the use of the data and definition of 
data elements. 

• Stakeholders have numerous opportunities to participate in the MDH annual 
review process for the Statewide Quality Reporting and Measurement system, 
including: 

o Preliminary and final recommendations from the Department’s contractor, 
developed by using a well-established community-driven work group process; 

o Public forum presentation of recommendations;  
o Measure development work groups comprised of providers, health plans, 

consumers and other relevant experts; 
o Multiple informal and formal public review and comment periods; and  
o The opportunity to submit recommendations directly to the Department. 

The annual review culminates in an administrative rule-making process. MDH 
leverages relationships with organizations that represent relevant stakeholders and 
actively solicits feedback throughout the review and rule-making processes. MDH 
gives significant weight to the comments received and routinely modifies the 
administrative rules to incorporate feedback. Reporting requirements are aligned 
with national efforts wherever possible in an effort to minimize burden on 
providers. MDH staff and its contractor also assist clinics, ambulatory surgical 
centers and hospitals with reporting requirements throughout the year. 

• Commerce, as the state department responsible for the regulation of insurance, 
actively participates with other state insurance departments as part of the National 
Association of Insurance Commissioners (NAIC) activities, including the 
development of NAIC model reporting requirements. The process for review of 
the NAIC model reporting is an open process which provides for stakeholder 
feedback and discussion among states. Much of the reporting required by the 
Department of Commerce is based on the NAIC model reporting and is updated 
when the NAIC model changes. 

E. Suggestions not recommended 
As noted earlier, some suggested changes submitted by stakeholders fell outside the 
scope of this project. Every suggestion within the scope that was submitted by 
stakeholders up to the writing of the report was considered by state agency staff. Some 
suggestions were agreed upon, and others continue to be under consideration; these are 
included in this report. However, some suggestions were not found to be workable, at 
least under current conditions. Some reports suggested for elimination due to a perception 
of being obsolete still provide important information. Other reports suggested for 
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reduction or other simplification carry federal obligations that would not be met under the 
suggested change. 

The fact that a suggested change might not be workable at present is not a reason to reject 
it entirely. Going forward, changes in the health care environment, particularly in federal 
regulation, may create opportunities to revisit potential changes. 

II. Short-term recommendations 
In this project, stakeholder and agency interaction made it apparent that some potential 
report simplifications had advantages that were well understood and had no obvious 
disadvantages that would preclude adoption within the next year or so. Other potential 
changes have apparent advantages but need further technical-level review for 
workability. All of these are included in this section. Other, longer-term changes need to 
be considered within the context of potential changes on the national level, and are 
included in the next section. 

A. Eliminate or merge certain reports 
The following reports and data submissions were reviewed during this project and are 
recommended for elimination. (The accompanying numbers in brackets refer to the 
inventory attachment.) 

1. The MDH HMO Annual Report, Supplemental #2, which is completed by Health 
Maintenance Organizations (HMOs) and County-Based Purchasers (CBPs), can 
be eliminated. It is an annual summary of complaints and grievances reported by 
HMOs and CBPs. It includes public program enrollees such as Prepaid Medical 
Assistance (PMAP) and MinnesotaCare (MnCARE). The categories in the report 
are so broad that the resulting data is not informative. Monitoring of HMO and 
CBP complaints is done as part of the regular quality exams done by MDH as 
well as through investigation of complaints filed with MDH or DHS. Therefore 
this supplemental report is not necessary and can be eliminated. State authority: 
The report categories are delineated in Minnesota Rules 4685.2000, which would 
need to be repealed. [20] 

2. The MDH HMO Annual Report, Supplemental #3, which is completed by HMOs, 
CBPs and insurance companies that use chemical dependency (CD) reviewers to 
deny CD claims, can be partially eliminated. It is a summary of chemical 
dependency claims and appeals. The report is not put to use; there are no 
standards by which to measure the numbers. Complaint investigation and quality 
exams provide more reliable compliance monitoring. Unlike some of the other 
Annual Report supplements, this one is not posted on the web, and the agencies 
do not get requests for the information. MDH may continue to have insurers file 
its specific evaluation standards and criteria, but eliminate the need to file the 
number of evaluations done, the types, the results, appeals and number of 
complaints. State authority: M.S. 72A.201, subd. 8(7); a repeal would be needed. 
[27] 
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3. The MDH HMO Annual Report, Supplemental #5, which is completed by HMOs, 
CBPs and insurance companies, can be eliminated. It lists the number and rate of 
medical necessity denials and appeals by utilization review organizations. The 
report is not put to use; there are no standards by which to measure the numbers. 
Complaint investigation and quality exams provide more reliable compliance 
monitoring. This supplemental also is not posted on the web and agencies do not 
get requests for the information. State authority: M.S. 62M.09, subd. 9; a repeal 
would be needed. [28] 

4. DHS requires each MCO to collect and maintain all Evidence-based Childbirth 
Data Collection Forms completed by attending obstetric providers performing 
labor and delivery in hospitals that do not have approved policies and procedures 
related to elective inductions. The MCO must provide those forms to DHS at the 
end of the contract year for purposes of a comparative review among hospitals. 
The reporting requirement is structured so that if enough hospitals adopt policies 
that prohibit elective inductions prior to 39 weeks and receive approval of those 
policies, and it is determined that 90 percent of births take place in hospitals with 
approved policies, then the Commissioner of Human Services has the authority to 
discontinue a part of or all of the initiative and eliminate the reporting 
requirement. State authority: M.S. 256B.0625, subd. 3q. [29]  

5. DHS Grant Reports providing both individual-level and summary data that 
measure program effectiveness and are used to complete federal block grant 
requirements will be eliminated as of January 2012. State authority: M.S. 
245.4889, subd. 2. [79] 

6. The MDH Supplemental #4 and the DHS Provider Network List both contain a 
list of participating providers from HMOs and CBPs. It is used to verify network 
adequacy and to determine location of provider types. One of the reports could be 
eliminated with the remaining report being revised to serve multiple purposes. 
Some issues to be resolved include timing: the MDH report is a snapshot of 
providers on Dec. 31 and the DHS report is submitted in April and updated in 
October to have the most current information available to policy areas such as 
Mental and Chemical Health, Dental, Aging and Continuing Care, Ombudsman, 
etc. To be useful to DHS the report would need to be separated by product or 
program. Merging the reports necessitates agency process changes. State 
authority: M.R. 4685.2100; M.S. 62D.124. [8, 45] 

7. MDH collects high-five salary reports from HMOs and CBPs; these are either the 
IRS (Internal Revenue Service) Form 990 required of non-profits, or an 
equivalent disclosure of executive compensation required of all other health plan 
companies. The report can be eliminated; the agency no longer uses the 
information. State authority: M.S. 62Q.64. [13] 

8. Home and Community-Based Services (HCBS) Quality Assurance Plans assuring 
DHS that lead agencies are administering HCBS programs according to state and 
federal requirements will be eliminated as of January 2012. [24] 
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9. DHS no longer has a need to collect the Third Party Liability – Personal Injury 
Settlement data from MCOs. This report will be eliminated and the 2012 contract 
will be amended to remove the monthly reporting requirement. [31] 

B. Reduce or simplify certain reports 
The following reports and data submissions were reviewed during this project and are 
recommended for reduction, modification, or other simplification. (The accompanying 
numbers in brackets refer to the inventory attachment.) 

1. DHS requires review and approval of the MCO’s Provider Directory. It lists all of 
the contracted providers in the MCO’s network within the MCO’s service area. 
The agency agrees that the information that is incorporated into this specific 
document is provided to the agencies in a couple of different reports and that 
those reports could be merged such as the Provider Network List that is collected 
by DHS and MDH. As previously mentioned in this report, one of the two 
documents is being considered for elimination. However, it is important to note 
that the merger of these two reports would not alleviate the MCO’s requirement to 
compile and provide its provider directory for review and approval by DHS 
before the MCO sends it out to enrollees. DHS is considering using an existing 
MCO workgroup to review Provider Directory guidelines and requirements in an 
effort to reduce the review and approval process for both DHS and MCOs. [42] 

2. MDH regulates Hospital Acquired Infection reporting that hospitals must submit 
to the Minnesota Hospital Association. It is recommended that the reporting 
system be modified so that it is consistent with Centers for Disease Control and 
Prevention (CDC) standards and definitions that hospitals use for other reports 
that CMS requires, rather than the current National Quality Forum (NQF) 
standards outlined in statute. This will require statutory change. State Authority: 
M.S. 62J.82. [25] 

3. DHS Performance Improvement Project (PIP) reporting is used in the annual 
evaluation of MCO performance as required by federal regulation. The reports are 
very similar to the requirements of CMS Quality Improvement Program (QIP) 
reports. The 2012 DHS contracts for Minnesota Senior Health Options 
(MSHO)/Minnesota Senior Care Plus (MSC+) and Special Needs Basic Care 
(SNBC), will allow MCOs to use CMS’ senior and dual-eligible Special Needs 
Plan (SNP) Medicare QIP projects to meet Minnesota’s annual PIP contract 
requirement. The 2012 contract reflects this change and significantly simplifies 
and reduces the MCO’s project reporting obligations. Federal authority: 42 CFR 
438.240. [71] 

4. DHS requires in its contract with the MCOs to annually report the MCO’s 
Emergency Preparedness Response Coordinator (EPRC) to ensure that contact 
information is always current in the case of a disaster or emergency. DHS will 
amend the 2012 contract to only require MCOs to report when there has been a 
change in the appointment of the EPRC. Although not a significant reduction in 
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burden, it is an example of an ongoing effort to reduce overall reporting 
obligations. [44] 

5. The MDH Annual Report, Supplemental #1 provides necessary information for a 
number of policy applications: DHS uses the information in its rate setting 
process and MDH for insurance market analysis. Some of the information may 
become redundant given likely revisions to other National Association of 
Insurance Commissioners regulatory filings. Also, some of the reporting elements 
are obsolete and need to be removed or revised. It should be noted that the 
changes that can be made at this point are somewhat minor but substantial 
reductions are anticipated in 2014, following anticipated federal health care 
reform efforts. State authority: M.S. 62D.08, subd. 3; a repeal is needed. [11] 

6. The federal Children’s Health Insurance Program Reauthorization Act (CHIP RA) 
of 2009 requires quarterly submission of dental provider data that is used for a 
national CMS website promoting children’s access to dental services. CMS 
requires the data to ensure dental access for children in each state and identify 
health plans and dental providers accepting new patients. Minnesota’s MCOs 
have minimal changes and would prefer reporting annually instead of quarterly. 
DHS did contact CMS regarding the frequency of this reporting requirement and 
asked if MCOs could report less than quarterly. CMS responded that the 
submission must be quarterly. DHS followed up with CMS about the possibility 
that if an MCO had no changes from the previous submission whether CMS 
would consider excluding them from the quarterly submission. CMS agreed that if 
the MCO had no changes from the previous submission that the MCO would not 
be required to submit the data but would be required to submit a data certification 
indicating that the previous quarter’s submission is still current and that there 
have been no changes. MCOs would be required to submit the actual data 
annually and certify the other quarterly submissions if there were no changes from 
the initial submission for that contract year. CMS stated that an MCO could not 
simply skip a submission. DHS will communicate this change to MCOs and 
amend their contract to revise the language related to the submission of this data 
requirement. [40] 

C. Complete the conversations 
Most of the above recommendations to eliminate, merge, reduce or otherwise simplify 
specific reports have been discussed at length with stakeholders, and the agencies are 
beginning to initiate action. Most of the following recommendations, however, are ones 
where a basic or high level agreement has been reached but continuing examination and 
conversation – both within agencies and with stakeholders – is needed before any change 
can be made operational. It is the intent of the agencies to continue working on the 
recommendations that have been identified and, when remaining issues are resolved, to 
enact administrative changes as soon as practical. When appropriate, requests for 
statutory changes will be submitted to the Legislature for consideration. 

Conversation will continue in other areas as well; for example, MDH has agreed to work 
with hospitals and their association on evaluating alternative data sources for reporting of 
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capital expenditures. In addition, stakeholders submitted some suggestions after the series 
of agency and stakeholder meetings were complete; conversations regarding some of 
those suggestions may need to continue. (The accompanying numbers in brackets refer to 
the inventory attachment.) 

1. Both DHS and MDH have a process for the review and approval of the Evidence 
of Coverage (EOC). It is an important MCO document that is sent to enrollees as 
part of their enrollment materials that identifies covered services, cost-sharing, 
grievance and appeal process, referral and authorization requirements, enrollee 
bill of rights and responsibilities, and services that are not covered. Currently the 
report is submitted to both agencies. DHS and MDH have agreed to meet and 
look at their respective requirements for the EOC and determine how best to 
streamline the review and approval process of the EOC. State authority: M.S. 
62D.07. [80] 

2. The DHS Primary Care Network List (PCNL) Review and Approval is submitted 
by MCOs and is provided to potential enrollees at initial and open enrollment to 
assist them in selecting an MCO. As noted earlier, DHS already has reduced this 
report from a quarterly submission to a semiannual submission. MCOs would like 
to further simplify by eliminating the need for the cover letter that accompanies 
the PCNL and identifies the changes in their primary care network. The reason is 
that the MCOs provide information on providers that are no longer a part of the 
MCO network in other formats. However, the cover letter requires not only 
deletions from the network but any additional providers that have been added and 
serves as an affirmation that the information contained in the PCNL is accurate on 
the date submitted. In the past there have been issues with inaccurate information 
being published in the PCNL and the cover letter is a way to ensure that data is 
being reviewed and changes are being made. The cover letter also helps to 
expedite the review of this document. There may be other opportunities to further 
simplify this reporting process, and DHS is open to discuss with the MCOs what 
some of those opportunities are, as long as DHS continues to meet its obligation 
to ensure enrollees and potential enrollees are provided with specific information 
required under the federal managed care regulation. Federal authority: 42 CFR 
438.10. [43] 

3. Two MDH reports – Minnesota Statewide Quality Reporting and Measurement 
System and Health Care Home – require similar data submission streams coming 
through two portals. The former report includes submission of quality measures 
for clinics, ambulatory surgical centers and hospitals, and the latter requires 
physician clinics certified as health care homes to submit data on a subset of those 
measures with additional data elements for purposes of their annual certification. 
MDH has an effort underway to create a single data stream process, thereby 
reducing the reporting burden as well as the contractual overhead needed for 
collection of this data. This will benefit certified health care home clinics; there 
are about 145 such clinics now, with possibly 150 more to be added each year. 
State authority: M.S. 256B.0751 subd. 6 (and M.R. 4764.0040); and M.S. 62U.02 
(and M.R. Ch. 4654). [21, 23] 
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4. MDH and DHS have agreed that MDH will work with DHS to provide it with the 
data necessary for its Health Care Delivery System (HCDS) demonstration 
project. MDH will share data gathered from the Statewide Quality Reporting and 
Measurement System for this purpose, thereby allowing the DHS HCDS 
demonstration project to make use of existing requirements and preemptively 
minimizing stakeholders’ reporting burden. [23] 

5. The MDH Changes in Participating Entities report and the DHS Actions 
Terminating Provider Participation report collect similar network adequacy data 
on spreadsheets that potentially could be combined into one spreadsheet. A full 
merger of the reports is not a simple matter. MCOs now reporting to DHS report 
provider terminations, which encompasses more than what MDH collects in their 
report from MCOs. DHS needs to collect not only providers who have been 
terminated from the MCO’s network but must include in that report any provider 
that was not credentialed or re-credentialed  or denied enrollment with the MCO. 
The two reports could be combined but there would have to be significant 
revisions to the MDH report in order for DHS to satisfy CMS’ program integrity 
requirements. MDH and DHS have agreed to discuss their respective 
requirements to determine if the two agencies can streamline these two reports. 
State authority: M.S. 62D.08, subd. 5. [6, 41] 

6. The MDH Capital Expenditure Report, which is a component within the MDH 
Hospital Annual Report but is also collected through separate mechanisms from 
other providers, requires detailed reporting on capital investments. Providers 
suggested that there is potential overlap with federal reporting under the Medicare 
Cost Report. With the help of  certain hospitals and the hospital association, MDH 
plans to examine the federal report to evaluate ways to reduce the administrative 
burden for hospitals. If the Medicare Cost Report proves to be a potential source 
for collecting this relevant information, statutory change would be necessary to 
allow MDH to obtain this data elsewhere. It is possible that some data collection 
would need to remain in order to satisfy the requirement that the Department 
conducts the approval process. State authority: M.S. 62J.17. [14, 15, 16] 

7. The MDH Hospital Annual Report is also critiqued by stakeholders who contend 
that unclear definitions lead to hospitals being inconsistent in how they submit 
data, effectively making the data meaningless. MDH has committed to working 
with hospitals and the MHA to identify whether and how the data can be 
improved. [18]  

8. Commerce and MDH require health plans to submit data so that Commerce can 
prepare an annual report of Loss Ratio Experience in the Individual and Small 
Employer Markets. As reporting to federal agencies increases and the NAIC 
requirements evolve, the information required by the state may be captured as part 
of the national standards. The agencies have agreed to compare their data and 
work with health plans to simplify the Loss Ratio report, or possibly even 
eliminate it, as national reporting becomes available. State Authority: M.S. 
62A.021 Subd. 1(h). [26] 
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9. Regarding the Child & Teen Check-ups report, MCOs provide well-child visit 
data to DHS that is compiled and shared with counties for appropriate follow-up. 
There are certain elements to this report that are not currently collected on 
encounter data, e.g. county of residence. There are also timing issues in using 
encounter data for this reporting requirement. MCOs have 90 days in which to 
submit encounter claims after they adjudicate their claims so this is problematic 
with providing counties with real time data for follow up with enrollees. 
However, DHS is looking at what is currently collected on encounter claims and 
will be reviewing the submissions to see if changes can be made to alleviate these 
issues. This is best addressed in the context of a comprehensive approach to 
expanding the use of encounter data. [32] 

10. The MDH Supplemental #6, which gathers county-level enrollment data from 
HMOs and CBPs could be eliminated, provided MDH is able to obtain the same 
information from DHS for public programs including the integrated 
Medicaid/Medicare programs (MSHO and SNBC) and the equivalent information 
for commercial enrollees through alternative means.  [9] 

11. MDH is currently required to collect data on community benefit provided by 
Minnesota hospitals (this is part of the HAR). Until recently, this data was unique 
to Minnesota, both in scope and scale. The ACA requires that non-profit hospitals 
annually provide related information as part of their annual IRS filings. MDH will 
evaluate the extent to which this data can replace Minnesota reporting 
requirements for some or all of hospital providers and if so recommend statutory 
changes. Full reporting did not begin until after the tax year beginning March 23, 
2010. This means MDH will likely not be able to complete its review until 
obtaining complete FY 2011 data by the end of CY 2012. State Authority: M.S. 
144.669, subd. 5. [18] 

D. Create purpose statements 
There were two recommendations from stakeholders that were frequently repeated. One 
recommendation was that a particular report ought to be eliminated because it served no 
useful purpose. In the course of dialogue, state agency staff members often were able to 
explain how the data is used for compliance and policy making; and the stakeholder 
response was that no one had ever told them that.  

A solution was proposed by a stakeholder in one of the meetings. It was noted that 
federal data submission reports frequently include a brief description of the purpose of 
the report at the top of their completion instructions. The recommendation is that 
instructions for state data submission requirements include a brief explanation or 
description of the data’s primary purpose or the primary way that the information is used. 
The statement would be dated, so that stakeholders responsible for the report would know 
how long it has been since the purpose statement was revisited. Some regulatory 
reporting requirement documents for the three state agencies already include purpose 
statements; this recommendation would extend the practice to all documents. 
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Following is an example of a purpose statement for a federal data submission report; this 
is for the hospital inpatient quality reporting program (formerly known as the reporting 
hospital quality data for annual payment update program): 

“This information describes how acute-care hospitals paid for treating Medicare 
beneficiaries under the acute-care inpatient Prospective Payment System (IPPS), 
can receive the full Medicare Annual Payment Update in accordance with the 
Deficit Reduction Act of 2005. The payment update for Fiscal Year (FY) 2007 
and each subsequent fiscal year will be reduced by 2.0% for any IPPS hospital 
that does not meet the Hospital IQR program requirements or chooses not to 
participate.” 

While stakeholder sentiment was expressed in favor of adding purpose statements to 
reports, stakeholder caution was expressed as it related to the potential of additional 
reports. The other repeated recommendation was to consider when data is collected for 
one purpose in one report, whether it could be used for other reporting purposes instead 
of being collected again in another report. 

Stakeholders can support purpose statements if they are an administrative initiative on the 
part of the agencies. Their apprehension stems from a concern that if purpose statements 
are legislatively mandated, they may prescribe or limit the use of the data to only the 
stated purpose, and not allow agencies to eliminate or reduce other reports collecting the 
same or similar data. 
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III. Long term recommendations 
Section II Short-term Recommendations include actions that can be initiated within the 
year or the following year. Section III addresses changes that are more long term and may 
take a longer period of time to accomplish. 

A. Major change initiatives 
In a sense, this project has examined reporting and data submission requirements with 
both a microscope and a telescope. On one hand, in looking for opportunities that can be 
initiated and possibly even completed within the next year, the effort has identified 
specific reductions and simplifications. On the other hand, the project has examined the 
potential for major, significant changes that can transform reporting and information 
sharing among health plans, health care providers, and public agencies. 

In the past, large scale improvements tended to be associated with other changes, such as 
the movement from paper-based to web-based data gathering. In the future, large scale 
improvements may come from realigning reporting in conjunction with national and 
state-level health care markets, standard-setting and reform changes that are now in 
development. Stakeholders and agency staff members have identified the emergence of 
accountable care organizations (ACOs), health care homes, and changes in federal law as 
opportunities to rethink and reorder data needs. Numerous individual reports, as well as 
separate reporting portals and mechanisms could potentially be combined and simplified, 
resulting both in less procedural work and in more useful information. Within this 
opportunity is the potential capacity for better use of existing data sources, including 
encounter data and components of the Minnesota Statewide Quality Reporting and 
Measurement System, including measures originally developed by MN Community 
Measurement and CMS, Consumer Assessment of Healthcare Providers and Systems 
(CAHPS) patient experience surveys, and Healthcare Effectiveness Data and Information 
Set quality measures. 

The key words here are “potential” and “development.” The major health initiatives 
underway are still evolving and many variables are unknown, particularly pending federal 
standards and requirements. However, many of the specific short-term recommendations 
included in this report signify initial steps to prepare both agencies and stakeholders for 
larger-scale and longer-term reporting improvements over the next few years. 

The large-scale change most frequently identified as a priority concern by stakeholders 
and agency staff alike is an expanded use of encounter data. That opportunity is described 
below. 

B. Encounter data 
Both MDH and DHS collect “encounter data” reflecting each encounter that an enrollee 
or insured patient has with the health care system. 
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The MDH encounter data is collected at least every six months from health plans and 
third party administrators with at least $3 million in medical claims. The data is de-
identified and is housed in an All-Payer Claims Database (APCD) warehouse. This 
database also includes fee for service (FFS) Medicare data, Medicare Advantage data, 
MHCP (Minnesota Health Care Program) managed care data from the health plans and 
MHCP FFS that MDH obtains from DHS. This data is collected under statute to perform 
an analysis of the value of health care of Minnesota providers. [5] 

DHS collects at least monthly encounter data from the health plans and their third part 
administrators for recipients enrolled in MHCP. This data is stored in the DHS enterprise-
wide data warehouse. In addition DHS stores the claims information for MHCP 
recipients enrolled in FFS health care programs. The data warehouse includes data on all 
recipient eligibility and enrollment and service provider information. These data are 
required by federal regulations and are critical to administering and overseeing 
Minnesota’s public health care programs. [30] 

Encounter data is of particular interest to the effort of reporting simplification because it 
presents different opportunities for reporting. First, there are opportunities to reduce the 
reporting burden in data collection related to MHCP encounter data; and second, to use 
encounter data streams for broader purposes. 

1. Simplified collection standards 

Stakeholders have noted that the dual streams of encounter data for public program 
managed care claims create reporting burdens. MDH and DHS have committed to finding 
ways to ease the administrative burden and simplify encounter data collection. Reducing 
the reporting burden could occur by either moving to one data submission standard and 
format that is consistent across both agencies or by moving to one data submission 
process altogether. In the near term, the two agencies are moving toward a single national 
standard for reporting post-adjudicated medical claims data.  

There is a nationwide effort to move toward national standards for submission of post-
adjudicated claims data. This effort is headed by a joint initiative of the American 
National Standards Institute (ANSI) and the All-Payers Claims Database (APCD) 
Council. Several staff at DHS and MDH have been participating in the new standard 
guide development webinars sponsored by the APCD Council and ANSI X12 Standards 
Institute. According to the project schedule, the X12-837 Professional, Institutional and 
Dental post-adjudicated claim guides are to be posted for public comment by March 15, 
2012. Staff at DHS, MDH and the Managed Care Organizations will begin to review and 
comment on the new submission guides as soon as they are released for public comment. 
The new standards will help determine the potential for more efficient collection of 
encounter data.  
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The emergence of national standards is a complicated process. A great deal of detail is 
not included in this report. Presuming the national standards meet the business needs of 
agencies, MDH and DHS have agreed to align their encounter data collection using the 
national standards. 

DHS and MDH will also continue to assess the viability for moving to a single data 
submission for public program enrollees. As part of this effort, the two agencies will need 
to develop a plan for ensuring that each agency’s needs for a highly secure, technically 
adequate data submission, editing, aggregation and storage solution are met. 

Building these systems at the state level in order to reduce the number of submissions for 
data reporters doesn’t make the data submission expenses disappear; rather, some 
significant administrative costs would be shifted to the state to facilitate a single data 
submission process. Until specific recommendations emerge from further agency and 
stakeholder dialogue, the cost of any reporting burden transition is unknown. The 
agencies will consider this issue further after the National Standard for the submission of 
post-adjudicated claims data is finalized and agreed upon by both agencies. 

2. Report reduction 

Broader use of either agency’s encounter data potentially would facilitate a reduction in 
other types of reports submitted by health plans.  It is important to note that any potential 
to use market-wide encounter data collected by MDH is currently prohibited by the 
legislative direction that this data be used only for the provider peer grouping analysis 
authorized under Minnesota Statutes 62U.04. Data is currently not accessible for any 
other purpose, and is protected by strict data security standards and data use policies. In 
addition, components of DHS encounter data on public programs are also restricted as 
non-public data. The limitations on components of DHS’ encounter data prevent DHS 
from using its encounter data as an information source that could allow other reports to 
be eliminated. More flexible uses of either data set would require legislative action. 
Stakeholders have identified other reports that also might be candidates for elimination.  

An example of a report that could potentially be eliminated with expanded use of 
encounter data is the DHS Child & Teen Check-up Report [32]. An example of a report 
that could be simplified is the MDH Health Plan Financial and Statistical Report [17]. 
Other reports, if examined on an element-by-element basis, may have opportunities for 
reduction. Examples include DHS reports such as Critical Access Dental Incentive 
Payment [33], Chemical Dependency Room and Board Services [35], and Federally 
Qualified Health Center/Rural Health Clinic Payment Data [36].  

These changes, although desirable, are not quickly or easily accomplished. As noted 
earlier with the Child and Teen Checkup report, the demand for timely data will exert 
pressure on both MCOs and health care providers. With other reports, there is a hurdle in 
that not all of the data needed by state agencies is found in claims data – some of the data 
comes from separate accounting systems. It is important to also note that in order to use 
the encounter data in place of some existing reporting requirements, there will likely be a 
period in which agencies evaluate the effectiveness of using encounter data; during this 
period, reporting systems likely will need to operate in parallel. In addition, agencies 
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likely will incur new fiscal responsibilities in order to meet the obligations required under 
the law with the help of the encounter data. 

A number of stakeholders have emphasized that the reason they want DHS to use public 
program encounter data to obtain information currently provided across an array of 
separate reports submitted by MCOs is because of the costs incurred both in personnel 
time and systems use to submit the encounter data. They are understandably interested in 
reducing those expenses.  

While this report focuses only on current reporting obligations and potential for reducing 
or simplifying those current requirements, it is also important to note that carriers would 
be required to submit another stream of encounter data under proposed federal risk 
adjustment regulations. Risk adjustment would apply to individual and the small group 
market beginning in 2014 under these proposed rules. This potential separate submission 
can be avoided if existing market-wide data in Minnesota’s APCD can be used for risk 
sharing-related purposes. 

C. New report criteria 
The legislation establishing this report’s work group called for criteria to be used in 
determining whether to establish new reporting and data submission requirements. The 
criteria included in MN session law (Laws 2011, 1st Sp. Sess., Ch. 9, a. 6, s. 90 subd. 3) 
listed below must support the establishment of new reporting and data submission 
requirements only: 

1. If required by a federal agency or state statute; 
2. If needed for a state regulatory audit or corrective action plan; 
3. If needed to monitor or protect public health; 
4. If needed to manage the cost and quality of Minnesota’s public health insurance 

programs; or 
5. If a review and analysis by the commissioner of the relevant agency has 

documented the necessity, importance, and administrative cost of the requirement, 
and has determined that the information sought cannot be efficiently obtained 
through another state or federal report. 

These specifics listed in the legislation offer, inherently, a set of criteria for any new 
reporting requirements. They provide a checklist in which an agency must determine that 
at least one of the criteria makes the new report necessary. 

The elements in that checklist – accepting the legislative language as a given – basically 
covers much of what agency and stakeholder representatives generally have expressed 
about the reports and data submissions: No new reports should be requested unless the 
data is needed for a known purpose; and data shouldn’t be requested if available 
elsewhere.  
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1. Criteria recommendation 

The agencies have agreed the law establishes effective standards for the creation of new 
data submission requirements by stating that any new data submission requirement must 
meet one of the five criteria. Agencies also agree they will first see whether the specific 
information sought is already reasonably available through another state or federal report. 

Discussions identified that there is a need for a common understanding of the terms in the 
statute. Different agencies may use different terminology and it is important that terms in 
the statute are defined broadly based on the function of the report. For example, it is 
assumed that criteria #2, permitting the establishment of reports for purposes of audits or 
corrective action plans, would also include all reports required by agencies in their 
oversight role of the entities they regulate, no matter whether the oversight mechanism is 
identified as an audit, a corrective action plan or some other term such as a regulatory 
examination. 

These criteria address most of the concerns raised by stakeholders. Some other concerns 
that have been considered include: 

• If a new report is federally required then, to the extent possible, the report should 
be limited to only what is required. A difficulty with this consideration is that 
some federal requirements are not prescriptive in what or how data is collected. It 
also could limit an agency’s ability to merge and streamline multiple reports, an 
objective sought by stakeholders. 

• New reports should have sunset provisions. Some stakeholders have asked for 
this, contending that legislators create new reports based on anecdotal information 
from constituents, resulting in ongoing reporting that is no longer used. Other 
stakeholders agreed with the assessment but not the solution, suggesting that 
sunsets become pro forma exercises. 

• DHS should not require MCOs to submit any reports unless the agency requires 
the same reports of itself in its direct administration of the fee-for-service (FFS) 
program. However, there are structural differences; for example, the FFS program 
does not contract directly with provider networks from which enrollees must 
receive care, so provider network reporting is not necessary. Related to the FFS 
program, DHS does report regularly to CMS as required under the State Plan, and 
frequently provides data on cost, utilization and other program aspects to the 
legislature. 
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D. Continuing engagement 
Agency staff members found value from the project’s work group. It was a chance to 
simplify and improve their own agency’s reports and data submissions, and it also 
provided a forum to better understand the roles and requirements of the other agencies. 
While some issues will be resolved within the next year, other issues will need further 
consideration. Other issues will arise as health care undergoes change on the national 
level. 

As noted earlier in this report, state agencies already conduct a number of periodic 
interactions with stakeholders involved with specific reports. DHS, MDH and Commerce 
have agreed to initiate an annual meeting regarding: 1) the potential state impact from 
national data developments, 2) each agency’s anticipated data-related changes for the 
coming year, 3) the status of ongoing improvement efforts, and 4) new joint possibilities 
for report simplification. Prior to the meeting, the agencies need to connect with 
stakeholders, providing them with ample opportunities to relate their concerns and 
suggestions regarding both current and anticipated reporting. 

Some stakeholders did suggest that any ongoing improvement effort be much more 
formalized, involving authority delegation, appeals processes or other regulatory 
procedures. Most stakeholders, however, argued against any additional formality, 
observing that once change processes become formalized, they may become inflexible. 
Instead, stakeholders recommended that getting the agencies to sit down and discuss their 
concerns is the best improvement to recommend at this time. 

IV. Attachments  
Appended to this report are: 

• Attachment A: Acronyms used in this report 

• Attachment B: Minnesota Session Laws from the first special session 2011, 
chapter 9, article 6, section 90 (1Sp2011c9) 

• Inventory of relevant Minnesota reports and data submissions provided by the 
departments of Human Services, Health and Commerce 
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A t t a c h e m e n t s  
A. Acronyms used in  this report  

Attachment A 
Acronyms used in this report 
ACO: Accountable Care Organization 
ANSI: American National Standards Institute 
APCD: All-Payer Claims Database 
CAHPS: Consumer Assessment of Healthcare Providers and Systems 
CBP: County-Based Purchaser 
CDC: Centers for Disease Control and Prevention 
CMS: Centers for Medicare & Medicaid Services 
DHS: Minnesota Department of Human Services 
FFS: fee for service 
HMO: Health Maintenance Organization 
IRS: Internal Revenue Service 
MAD: Management Analysis & Development Division (of MMB) 
MCO: Managed Care Organizations 
MDH: Minnesota Department of Health 
MHCP: Minnesota Health Care Programs 
MMB: Minnesota Department of Management & Budget 
MNCare: MinnesotaCare 
MSHO: Minnesota Senior Health Options 
MSHO/MSC+: Minnesota Senior Health Options/Minnesota Senior Care Plus 
NAIC: National Association of Insurance Commissioners 
NQF: National Quality Forum 
PIP: Performance Improvement Project 
PMAP: Prepaid Medical Assistance Program 
QIP: Quality Improvement Program 
SNBC: Special Needs Basic Care 
SNP: Special Needs Plan 
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Attachment B 
B. Report Legislation  

Minnesota Session Laws from the first special session 2011, chapter 9, 
article 6, section 90 (1Sp2011c9)  
Sec. 90. REGULATORY SIMPLIFICATION AND REDUCTION OF  
PROVIDER REPORTING AND DATA SUBMITTAL REQUIREMENTS. 

Subdivision 1. Regulatory simplification and report reduction work group. The 
commissioner of management and budget shall convene a regulatory simplification and report 
reduction work group of persons designated by the commissioners of health, human services, 
and commerce to eliminate redundant, unnecessary, and obsolete state mandated reporting or 
data submittal requirements for health care providers or group purchasers related to health care 
costs, quality, utilization, access, or patient encounters or related to provider or group purchaser, 
monitoring, finances, and regulation. For purposes of this section, the term "health care 
providers or group purchasers" has the meaning provided in Minnesota Statutes, section 62J.03, 
subdivisions 6 and 8, except that it also includes nursing homes. 

Subd. 2. Plan development and other duties. (a) The commissioner of  
management and budget, in consultation with the work group, shall develop a plan for regulatory 
simplification and report reduction activities of the commissioners of health, human services, 
and commerce that considers collection and regulation of the following in a coordinated manner: 
(1) encounter data; 
(2) group purchaser provider network data; 
(3) financial reporting; 
(4) reporting and documentation requirements relating to member communications  

and marketing materials; 
(5) state regulation and oversight of group purchasers; 
(6) requirements and procedures for denial, termination, or reduction of services  

and member appeals and grievances; and 
(7) state performance improvement projects, requirements, and procedures. 
(b) The commissioners of health, human services, and commerce, following  

consultation with the work group, shall present to the legislature by February 15, 2012, 
proposals to implement their recommendations. 
Subd. 3. New reporting and other duties. (a) The commissioner of management  

and budget, in consultation with the work group and the commissioners of health, human 
services, and commerce, shall develop criteria to be used by the commissioners in determining 
whether to establish new reporting and data submittal requirements. These criteria must support 
the establishment of new reporting and data submittal requirements only: 
(1) if required by a federal agency or state statute; 
(2) if needed for a state regulatory audit or corrective action plan; 
(3) if needed to monitor or protect public health; 
(4) if needed to manage the cost and quality of Minnesota's public health insurance  

programs; or 
(5) if a review and analysis by the commissioner of the relevant agency has  

documented the necessity, importance, and administrative cost of the requirement, and has 
determined that the information sought cannot be efficiently obtained through another state or 
federal report. 

(b) The commissioners of health, human services, and commerce, following  
consultation with the work group, may propose to the legislature new provider and group 
purchaser reporting and data submittal requirements to take effect on or after July 1, 2012. These 
proposals shall include an analysis of the extent to which the requirements meet the criteria 
developed under paragraph (a).  
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C. Inventory of report s and data submissions 
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