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Streamlining the HAN Testing Process 
 

The Situation 
 

The Minnesota Department of Health (MDH) requires that each local health 
department and tribal health service annually test their own health alert network (HAN). 
During a test, a test health alert is sent to contacts in that jurisdiction. These contacts are 
asked for an immediate response. The local department logs how quickly those replies 
come in as a way of measuring how effectively the health alert is getting out. In Carver 
County, those tests would consume nearly a day and a half of staff time.  
 

The health alerts in Carver County were sent out by email and one fax machine.  
The fax machine would take several hours to finish transmitting to its preprogrammed list 
of contacts.  When replies came back, also by fax and by email, a staff person was 
assigned to make a notation of the actual time that each reply was received. Staff would 
continuously monitor the fax machine and email for incoming responses and record the 
responses on a detailed spreadsheet – a cumbersome and time-consuming process.    
 

Everyone knew that this was an inefficient process, but they did not have a 
systematic way of analyzing what was happening or to figure out how to make it better. 
Carver County public health personnel had started to think that the only solution to this 
problem would be to purchase expensive tracking and communications software.   
 

When Carver County Public Health staff heard about the opportunity to do a 
quality improvement project through the MLC-2 grant, they jumped at the chance to learn 
some new tools to solve this relatively minor but time-consuming problem. 
 
 

Aim Statement 
 

By March 1, 2008, to decrease staff time dedicated to a HAN testing event by 50 percent. 
 

 
 

The Minnesota Public Health Collaborative for Quality Improvement is a partnership of the Minnesota 
Department of Health, the University of Minnesota, and the Local Public Health Association.
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Carver County started by developing a process-flow diagram (Fig. 1) to 
detail the steps in conducting a HAN test, with time estimates for each part 
of the process, from sending the health alerts to logging the responses. 
 

 

 
Fig. 1  
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Melanie Countryman, Carver County Public Health 
RaeJean Madsen,  Carver County Public Health 
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Josh Carlyle,  Carver County Public Health 
LuAnne McNichols, Minnesota Department of Health 
Allison Thrash,  Minnesota Department of Health   
Kathleen Thiede-Call, University of Minnesota Faculty Advisor 
N. Pamela Saungweme, University of Minnesota Graduate Student 
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PLAN, cont’d 
 
A fishbone diagram (Fig. 2) helped them to pinpoint some possible causes of excess 
staff time. They noted in particular that it took a long time to log test responses. They 
used brainstorming as a way of identifying possible interventions to decrease the 
amount of time related to logging test responses.  

Fig. 2 
 
Another planning step taken was to survey other local health departments in Minnesota 
to see how they conducted HAN tests and what issues they were seeing. Carver County 
Public Health intended to use the survey results to generate a list of additional 
interventions to try. The only new intervention that was identified, however, was the 
purchase of an emergency broadcasting system, which was cost prohibitive. However, the 
survey did have an added benefit of making connections with other agencies, which can 
continue into the future. 
 
Carver County Public Health tested several interventions, including: 

 
• Two people logging replies coming in by email and fax. 

 
• Making improvements to the Excel spreadsheet to make it easier 

to fill out. 
 

• Developing a standard response form which allowed less 
frequent monitoring of the fax machine and more efficient 
logging of test responses. 
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Do Plan 
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Carver analyzed the results of these interventions and discovered that the 
most significant change came through the revision of the reply form. Do Plan 

 Study 
Intervention Result Act 

Two people logging replies No change in staff time 
Streamlined Excel spreadsheet Decrease of 2 hours 
Revised reply form (email and fax) and 
decreased monitoring of faxes 

Decrease of 5 hours 

Net decrease in staff time for event: 70 percent 
 
 

 
Carver County Public Health modified their HAN testing process to 
incorporate the standard reply form (Fig. 3), developed a written procedure 
for the HAN testing process, and disseminated their survey findings to 
HAN staff statewide so that others can benefit from this information. 

Plan Do 

Act Study 

 
 

 
Fig. 3 
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Future plans include improving their management of the HAN contact information and 
increasing the percent of contacts who respond to the health alert (currently at 65 
percent). 
 
 
 

Lessons Learned 
 

Carver County’s QI project was well-defined and discrete, focused on a process 
that was completely within their control. That focus helped both with identifying the 
problem and in implementing a successful solution. 
 

Through the use of QI tools, Carver County Public Health was able to pinpoint 
the real problem with the testing system – a time-consuming response logging process. 
As a result of having the problem accurately identified, they were able to implement a 
successful “low tech” and low cost solution.   
 

For more information on the Carver County QI Project, contact Heidi Innvaer, 
Carver County Public Health, hinnvaer@co.carver.mn.us, 952-361-1329. 
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Life happens: helping clients keep WIC appointments 
 

The Situation 
 

When a mother misses a WIC appointment, it can leave a gap in a whole range of 
preventive health services that she and her children receive. They miss out on not only 
food vouchers, but nutrition education as well.  Opportunities for parenting education, 
referrals for home visits, immunizations, dental varnishing, and information regarding 
other community resources are also lost or delayed by missed appointments.  Missed 
appointments create scheduling issues for local health departments by leaving holes in the 
appointment schedule, especially at off-site clinics where staff do not have access to other 
work duties.  On the other hand, missed appointments create appointment “crunches” 
when rescheduled appointments are squeezed into already full WIC clinic dates. 
 

The central Minnesota local public health directors group had often discussed 
these challenges, yet none of them had tried a systematic approach to improving WIC 
“kept appointment” rates. When the MLC-2 quality improvement grant was announced, 
they agreed that this would be a good opportunity to see if something could be done to 
improve the situation for everyone.  
 

Becker County, in northwestern Minnesota, also recognized the problems with 
missed WIC appointments. They had already begun making some changes to ensure that 
clients would not miss out on services, but saw that the MLC-2 grant could provide more 
structure to their effort and a chance to learn from other counties. Becker and the counties 
in central Minnesota combined their similar proposals to form a single QI project with the 
hope of learning from each other.  

 
 

Aim Statement 
 

By February 29, 2008, increase the rate that clients keep their appointments at Women, 
Infants, and Children (WIC) clinics. 

 
 
 

The Minnesota Public Health Collaborative for Quality Improvement is a partnership of the Minnesota 
Department of Health, the University of Minnesota, and the Local Public Health Association.



 
The counties started with surveys of those who missed their WIC 
appointments as a way to identify and categorize the barriers clients faced.  
They agreed upon a common definition of “missed appointment” so the 
data could be compared. A fishbone diagram (Fig. 1) was created to 
group the causes of missed appointments (People, Machinery, Equipment, 

Methods, and Materials), and it revealed a number of issues related to missed 
appointments, including: 

Plan Do 

Act Study 

• Transportation issues, location of WIC clinic 
• Forgetting appointments, having a conflict with work times 
• Finding the WIC process too difficult 

 

Fig. 1 

 
Team Members: 
 
Joyce Mueller, Crow Wing County Public 
Health 
Ronda Stock, Becker County Public Health 
Marlene Hufford, Isanti County Public Health 
Janelle Schroeder, Kanabec County Public 
Health 
Sylvia Cook, Mille Lacs County Public Health  
 

 
 
Bonnie Paulsen, Morrison County Public Health 
Sherry O’Brien, Stearns County Human Services 
Heidi Brings, Todd County Public Health 
Cindy Pederson, Wadena County Public Health 
Wendy Kvale, MDH PHN Consultant 
Dorothy Bliss, MDH Principal Planner 
Sandra Potthoff, UMN Faculty Advisor 
Abiola Fashanu, UMN Graduate Student 
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Each participating county collected survey data for one month and then compared 
responses. The group then brainstormed a range of potential interventions.   
 

Each county also created a process flow diagram (Fig. 2) of their scheduling and 
reminder process. 

 
 

Fig. 2 
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Although defined as a single project for the purposes of the grant, the 
group agreed that it would be more meaningful if each county chose and 
implemented the interventions most appropriate to their settings. Each 
county tried one or more strategies, including reminder phone calls, 
postcards, transportation vouchers, calendars, and stickers. These 
interventions were implemented for six months. 

Do Plan 

Act Study 

 
 
Some counties had already implemented a reminder protocol and 
maintained a fairly high rate of kept appointments. Other counties 
experienced an initial increase in kept appointment rates, but those 
increases have not been maintained. One reason identified in this phase 
of the project was that although reminder phone calls can be helpful, and 
cell phone numbers have been requested, clients may change their cell 
phones frequently for a variety of reasons, including cost.  

Do Plan 

Study 
Act 
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The participating counties sense a need to return to the planning phase of 
this cycle to consider other possible root causes of missed appointments 
and to consider alternative interventions. Some plan to continue surveying 
clients about missed appointments. 

Plan Do 

Act Study 

 
The testing of new reminder protocols in general is seen as having enriched the WIC 
clinic process and has been experienced as positive by many of the counties, which plan 
to continue various interventions where possible (depending on expense). 
 
 
 

Lessons Learned 
 

The QI process led to positive actions on the part of the local health departments 
involved in the project, changes they believe have improved the WIC clinic experience 
and relationships with clients and the general public.  Many of the counties had 
experimented with different reminder interventions, but had not developed a systematic 
method of testing and sharing those strategies with other local health departments in the 
region. None of the local health departments had tried creating a flow chart to understand 
the WIC clinic process. The QI project facilitated communication and increased 
understanding among these counties of both quality improvement and WIC clinic issues. 
 

The aim of the project was to improve WIC kept appointment rates.  Although 
this goal was not reached, the use of QI tools was found to be helpful and the knowledge 
gained can be applied as needed to improve quality in all public health programs.   
 

For more information about the Central/Northeast Minnesota QI project, contact 
Joyce Mueller, Crow Wing County Public Health, joyce.mueller@co.crow-wing.mn.us, 
218-824-1087. 
 
 

Support for this project was provided by a grant from the Robert Wood Johnson Foundation®. 
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Douglas County, Minnesota 
August 2007 – May 2008 
 

Beautiful Minds:  
Early Identification of Child Mental Health Needs 

 
The Situation 

 
In rural Minnesota, the children’s mental health service delivery system perhaps 

can be best described as fragile.  Consistently at risk due to the absence of a universal 
early identification process, inadequate coordination among providers, and a persistent 
lack of child-adolescent psychiatric services, the system has struggled to meet ever-
increasing demands.   
 

The Douglas County Children’s Mental Health Collaborative, well aware of the 
fragility and complexity of the current system, has been challenged in recent years to 
explore options to both enhance and stabilize the service delivery system.  In 2007, facing 
a significant reduction in funding, the Collaborative partners strategized about how to use 
their limited funds to redesign the current system, placing a greater emphasis on 
prevention and early intervention.  “Shared care” surfaced repeatedly in local 
conversations as a model that had proven successful in other communities, including a 
community served by one of the child-adolescent psychiatrists who also serves Douglas 
County children. 
 

In the fall of 2007, the desire to find a better system became a necessity when 
Douglas County experienced a significant decline in the already scarce landscape of 
child/adolescent psychiatric services due to the departure of one of the only three 
contracted providers in the area.  Now the question of where funds could leverage the 
most “bang for the buck” to improve the mental health of children and adolescents was 
far more than theoretical…it had become urgent.  
 

The shared care model emphasizes partnerships among professionals and with 
families to ensure children and adolescents get timely and appropriate screening, triage, 
and as indicated, treatment by the most appropriate level of practitioner.  Armed with this 
knowledge and with the support of both the child/adolescent psychiatrists and the primary 
care providers, the collaborative members developed an ambitious vision for 
implementing the shared care model as a demonstration project. The timing of the MLC-
2 quality improvement grants presented the team with a valuable opportunity to access 
the tools needed to bring their vision into focus. 

 
The Minnesota Public Health Collaborative for Quality Improvement is a partnership of the Minnesota 

Department of Health, the University of Minnesota, and the Local Public Health Association.
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