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presentation



Who We Are

• Consumer-governed, non-profit

• Integrated health care delivery and financing

• Clinics and hospitals

• Health plan

• Twin Cities & surrounding communities   (MN and Western WI)



Objectives 
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• Share HealthPartners’ approach to advancing health equity in 

chronic disease management and population health 

management. 

• Share outcome data from MN and HealthPartners 

• Discuss HealthPartners’ approach to community partnerships 

• Lessons 



HealthPartners 2025 Strategic Roadmap



Why Does Health Care Disparity & Health Equity 
Matter?

• Adversely affects the affected 

groups

• Limits overall gains in quality of 

care of population at large 

• Results in unnecessary costs due 

to disparity 

KFF 3/2020; Disparities in Health and Health Care: Five Key Questions

Distribution of U.S. Population 

by Race/Ethnicity 



Changing demographics 

Minnesota Wisconsin 

...



Largest Disparity Gap = 14.2 in Optimal Vascular 
Care
• Most significant gap (16%) is Tobacco Free 

component 



MNCM 2020 Report: public health plan 

Across all chronic 
disease and pop health 
screening measures, 
you do worse than 
state average if you 
are:
American 
Indian/Alaskan Native, 
Black/AA, Hispanic or 
Multi-Race 



HealthPartners Patient Demographics by Race 
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Equity, Inclusion & Anti-Racism 

Co-Chairs: 



Health Equity and 
Eliminating Disparities

Advance health equity in our care 
and coverage





Screening for Social Determinants of Health

• Standardized screening questions that feed 
into centralized SDOH assessment tool 

• Community Resource tool for easy reference 
to resources

• Direct, electronic referral to state anti-
hunger organization that will connect 
patients to food resources, along with 
screening for other SDOH
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Referral Use (Co-Management): % of Diabetes 
Pop being seen by:
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Intervention strategies 
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Hypertension Intervention Strategies 
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• Quick Schedule (EMR function) for RN BP follow up 

___________________________________________

• MTM HTN Program 

___________________________________________

• Home Remote BP Monitoring/Measurement 

✓Auto-input with EMR compatible BP monitors Piloting with Medicaid 

population with coverage for BP monitors 

✓Ensure we are not perpetuating or creating more disparities with 

process improvement and innovations (evaluating how to equitably 

distribute BP cuff when not all have coverage) 



New Brand PPT Template
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Health Disparities MOC Project 
update





Breast Cancer Screening by Race

Interventions

Same day access

Portable Mammography 

Customized messages based 
on consumer insights data
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Definition: Percent of eligible women age 52-74 who have been screened for breast cancer by Mammogram in the past 2 years..

Gap is 10.9% 
points

Gap is 9.7% 
points

HEDIS 2019 
National 90th

Percentile = 80%



Timely Prenatal Care by Race

89.67% 89.10%

75.35% 73.02%
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Gap is 14.32% 
points

Gap is 16.1% 
points

Definition: Percent of live birth deliveries where the mother received a prenatal care visit in the first trimester

Interventions

Remove barriers to schedule 
initial OB visit

Utilize Healthy Beginnings 
Coordinators to assist 
patients with barriers

Partner with community 
programs in identifying and 

removing barriers



Combo-10 Pediatric Immunizations – 2020

Interventions

Filter and prioritize outreach 
by patients of color, non-

English speaking, and payor

Every visit is an opportunity

Well Child Visits only on 
Saturday mornings 

Gap is 23.4% 
points

Gap is 22.5% 
points

Definition: Percent of children turning 2 years old during the reporting month who had a primary care 
visit in last 12 months who are up-to-date with the required HEDIS Combo 10 immunizations. (HEDIS 
combo 10 – DTaP - 4 doses, PCV7- 4 doses, IPV - 3 doses, Hib - 4 doses, HepA – 1 dose, HepB - 3 doses, 
MMR - 1 dose Varicella - 1 dose, Rotavirus 2 doses of Rotarix or 3 doses of RotaTeq,Influenza 2 doses)
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Vaccine Equity: Reducing Disparities 

• Using patients’ preferred method of communication (email/phone/text) and 
language
Sending out text invitations translated into Spanish, Hmong, and Somali which has lead to 
a higher response rate 

• Use of Interpreters: 
o Telephonic outreach with designated call back numbers 
o Vaccine sites 
o Translated vaccine education materials 

• Holding vaccine slots for patients who require more                                                
time to make a decision to schedule 

• Assistance with transportation
• Evening and weekend vaccine hours 

120% increase in 
vaccination rates for 

patients of color 



COVID-19 Vaccine Equity 

• “Clinician Speakers Bureau” to help us understand and address 

vaccine hesitancy in the communities we serve – trusted 

messengers

• COVID-19 Vaccine Trial

✓30% of HealthPartners participants are people of color

• Volunteers for community vaccination events



COVID-19 Vaccine Safety 

“As a Hmong woman and doctor, I recognized months ago that my 
patients might be hesitant to get the vaccine. So I started talking with 
my patients of color well before the vaccine was available. Providing 
information in an empathetic and understanding way has been 
critical.”

-Yeng Yang, MD, Co-Chair of HealthPartners Equity, Inclusion + Anti-Racism 
Cabinet

“These vaccines are 30 years of research coming to fruition, put together by 
diverse teams. The clinical trials involved tens of thousands of people, 

including those of diverse backgrounds, races, ages, gender and those with 
other ailments. I see this as a way out of the pandemic. I trust the science 

and know that it will save lives. That’s why I got the COVID-19 vaccine.

-Benji Mathews, MD, HealthPartners Medical Director





Community Partnerships and Advocacy 
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Engage in community and advocacy to advance health, equity, education and economic development



Approach to Community Partnerships 

Healthy Children

Mental Health Wellness and 
Prevention

Federal, State 
and Local Policy

Nutrition and 
Fitness

Research and 
Education



St. Paul Anchor Strategy 
Lead health and economic 
development strategies to 

measurable impact              
community wellbeing 





Hire Locally and Develop Workforce 

HealthPartners/Regions is the largest private employer in 

St. Paul

37% of 2018 new hires at 
Regions Hospital were 
diverse

Market leading diversity

Leveraging community 
partnerships to create       

economic opportunities      
for residents of Ramsey 

county 

Mentorship Programs



Diversity & Inclusion 
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Health and high performing team of diverse leaders and team members

Every person welcome. 
Every person included.
Every person valued.



Employee Development 

All Colleagues Leaders Clinicians

• Appreciating work styles

• Team building

• Intentional hiring and leadership development 
• Building trusting relationship 



Leader and Professional Demographics
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Increase 
diversity at 

leadership and 
professional 

levels to 20% by 
2025



Diversity, Inclusion and Engagement

Open to all colleagues 
across the organization

Provide adhoc feedback on 
various projects 

Health Equity Champions

Open to all colleagues 
across the organization. 

Standing up and 
supporting three CRGs: 
• African American/Black
• Leaders of Color 
• LGBTQ

Colleague Resource 
Groups (CRGs)

Open to all clinicians across 
the organization 

Two affinity groups have 
begun to form: 
• Black Clinicians 
• Clinician Wellbeing

Clinician Affinity Groups



Community Partnerships

TPT Racism Unveiled

St. Paul Bookmobile

Twin Cities Pride

Habitat for Humanity
Little Moments Count 
Make it OK
NAMI Walk
Penumbra Theatre



Key Lessons 
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• Health equity isn’t a project, it’s a culture transformation (Head & Heart) 

• Clear structure and alignment of the work across the organization 

• Engage Board and senior leaders in the strategy 

• Define concrete organizational goals on diversity, inclusion and equity – clinicians, leaders, and 
care teams reflect the communities we serve-define

• Collect data and regularly and transparently share results

• Intentionally apply an equity lens to all design processes from inception 

• Involve care teams, patients and community in the interventions

✓ Employ best practices (MOC, Bias training, QI & Innovations, EMR Medical Decision Support 
tools) 

✓ Pilot and spread 


