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I. INTRODUCTION 

Oklahoma's SoonerCare Choice demonstration program utilizes an enhanced primary care case 
management delivery system to serve qualified populations statewide. The SoonerCare Choice 
program objectives include:  

• Improving access to preventive and primary care services;
• Increasing the number of participating primary care providers and overall primary care

capacity in both urban and rural areas;
• Providing active, comprehensive care management to members with complex and/or

exceptional health care needs;
• Integrating Indian Health Services' members and providers into the SoonerCare delivery

system; and
• Expanding access to affordable health insurance for low-income adults in the work force,

their spouses and college students.

The SoonerCare demonstration was approved for a three year extension on December 31, 2012. 
The State acknowledged the approval of the renewal application and accepted the Special Terms 
and Conditions on January 30, 2013. The waiver extension period runs from January 1, 2013 
through December 31, 2015. The State submitted a request for the SoonerCare Choice and Insure 
Oklahoma 2016 – 2018 demonstration waiver renewal for a three-year extension to the Centers 
for Medicare and Medicaid Services (CMS) on December 29, 2014. 

The Oklahoma Health Care Authority (OHCA) received official notification from CMS on July 
9, 2015 that federal funding for the SoonerCare Demonstration was extended from January 1, 
2016 through December 31, 2016. The State acknowledged the approval of the demonstration 
waiver and accepted the Special Terms and Conditions on August 9, 2015. The State will 
continue to work with CMS towards a potential multi-year extension. 

The OHCA submitted its draft evaluation design plans to CMS November 9, 2015 for 
consideration. The draft evaluation design included updated research and hypothesis information 
to be tested over the extension period granted by CMS. The OHCA will continue to have 
discussion with CMS prior to submission of the final evaluation design in early 2016. 
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II. ACCOMPLISHMENTS

The SoonerCare Choice program has had many accomplishments and highlights in its twentieth 
year of the demonstration. Below are just a few of the program highlights for 2015. 

• The Insure Oklahoma program celebrated its 10th Anniversary Campaign. Governor
Mary Fallin declared March 23-27, 2015 “Insure Oklahoma Week”. The campaign
included a news release, which was distributed statewide.

• In June 2015, Leon Bragg, DDS, Chief Dental Officer for the OHCA was named
President of the Medicaid-CHIP State Dental Association during their Annual
Conference in Washington, D.C1.

• On June 3, 2015, the OHCA received the Blue Pencil and Gold Screen Award for
outstanding performance in the mobile communication category for Text4Baby
enrollment in Oklahoma. The award was presented by the National Association of
Government Communicators (NAGC) at the Blue Pencil & Gold Screen Awards
Banquet.

• In July 2015, though the collaborative efforts of the OHCA, State leadership and the
Insure Oklahoma program, CMS approved a one-year extension and funding for
SoonerCare Choice and Insure Oklahoma demonstration through December 2016.

• In August 2015 a new college-themed Insure Oklahoma Individual Plan publication was
created and 800 brochures were provided to Langston University to include in new
student orientation packets.

• In August 2015, the Insure Oklahoma program partnered with Oklahoma City based
advertising agency, Staplegun Design. As a result of this partnership, a statewide
broadcast, digital and print campaign was launched. This launch included social media,
radio, television, digital and outdoor advertising. As part of the radio and television
media outreach Insure Oklahoma conducted radio interviews with stations across the
state of Oklahoma such as: KJMZ in Lawton, KTUZ in OKC and KOKC in Oklahoma
City.

• In August 2015 the Oklahoma Health Care Authority held its Annual Strategic Planning
Conference.

• In September 2015, State leadership announced Insure Oklahoma’s increased employer size
limit to 250 employees. This announcement allows Insure Oklahoma to maximize
program usage and improve health outcomes and expand health care coverage.

1 Refer to Attachment 1. 
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III. ENROLLMENT INFORMATION

A. Member Enrollment2 

Member enrollment for SoonerCare Choice and Insure Oklahoma is based on meeting 
requirements for citizenship, state residency, categorical and financial guidelines. 

2015 Members 
Enrolled in SoonerCare 
Choice and Insure 
Oklahoma 

Jan-Mar Apr-Jun Jul-Sep Oct-Dec 

Total Number of  
Qualified Individuals 
Enrolled in SoonerCare 
Choice 

546,156 548,162 540,708 528,202 

SoonerCare Choice 
Percentage of total 
Medicaid Population 70% 70% 69% 69% 

A) Title XXI 92,432 89,490 91,494 93,868 
B) Title XIX 453,724 458,672 449,214 434,334 
C) Adults 103,241 104,172 102,811 98,926 
D) Children 442,915 443,990 437,897 429,276 
E) Ration –
Adult/Child 

Adult 19% 19% 19% 19% 
Child 81% 81% 81% 81% 

Total Number Enrolled 
in Insure Oklahoma 17,835 17,611 17,098 18,444 

A) Individual Plan (IP) 4,353 4,316 3,981 3,846 
B) Employer
Sponsored Insurance 
(ESI) 

13,482 13,295 13,117 14,598 

Total Number 
Enrolled in 
SoonerCare Choice 
and Insure Oklahoma 

563,991 565,773 557,806 546,646 

2 Enrollment numbers are point in time numbers. 
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III. ENROLLMENT INFORMATION (cont'd)

Demonstration Populations 

The chart below reflects the Oklahoma SoonerCare Choice and Insure Oklahoma demonstration 
populations qualified for the 1115 Demonstration Waiver. State Children's Health Insurance 
Program (SCHIP) numbers are point in time numbers from the budget neutrality worksheet.  

Demonstration Populations: Enrolled 
and Potential Members December 
2015 

Currently 
Enrolled 

Potential 
Population 

Total 
Qualified 

TANF-Urban 271,830 61,389 333,219 
TANF-Rural 212,334 14,266 226,600 
ABD-Urban 22,270 7,902 30,172 
ABD-Rural 21,365 2,382 23,747 
Other3 403 403 
Non-Disabled Working Adults (IO) 17,917 17,914 
Disabled Working Adults (IO) 0 0 
TEFRA Children 575 575 
SCHIP Medicaid Expansion Children 
Enrollees 93,868 93,868 

Full-time College Students (IO) 345 345 
Foster Parents4 0 0 
Not-for-Profit Employees4 0 0 

Demonstration Populations: 
Member Months 2015 Jan-Mar Apr-Jun Jul-Sep Oct-Dec 

TANF-Urban 1,025,563 1,032,864 1,034,531 1,008,778 
TANF-Rural 701,314 707,838 708,111 690,573 
ABD-Urban 90,877 90,503 90,333 91,097 
ABD-Rural 72,379 71,826 71,442 71,603 
Non-Disabled Working Adults 
(IO) 51,965 51,891 50,113 52,662 

Disabled Working Adults (IO) 4 4 3 1 
TEFRA Children 1,649 1,692 1,705 1,725 
SCHIP Medicaid Expansion 
Children Enrollees 282,530 270,434 274,247 281,855 

Full-Time College Students (IO) 849 836 790 868 

3 Other Includes BCC, TEFRA and other SoonerCare Choice members who are not part of TANF or ABD. 
4 OHCA has authority to enroll this population, but does not at this time due to systems modifications. (OHCA is 
moving Insure Oklahoma’s current system from PowerBuilder to interchange (iCE)). 
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III. ENROLLMENT INFORMATION (cont'd)

Tax Equity and Fiscal Responsibility Act of 1982 (TEFRA) 
Tax Equity and Fiscal Responsibility program is for children with physical or mental disabilities 
whom are not qualified for Supplemental Security Income benefits because of their parent’s 
income, but are able to qualify for SoonerCare benefits if they meet the TEFRA requirements. 

The Governor appointed members to the Blue Ribbon Panel for Developmental Disabilities in 
response to the significant number of Oklahoma men, women and children with intellectual 
disabilities. The Panel was tasked with addressing issues related to a growing waitlist for 
individuals with developmental disabilities, including TEFRA children. The Blue Ribbon Panel 
was initiated in March of 2013 and finalized its recommendations to the governor on March 31, 
2015.  

During 2015 an improved collaboration between the OHCA and the Oklahoma Department of 
Human Services (OKDHS) resulted in reducing half of the eligibility determination time frames 
from well over ninety days to ninety days or less.  The Executive Council was formed as a part 
of the Governor’s Blue Ribbon Panel to continue improving the range and quality of services 
accessible to Oklahomans with developmental disabilities. 

TEFRA Member 
Enrollments 2015 

Jan-Mar Apr-Jun Jul-Sep Oct-Dec 

SoonerCare Choice 79 79 80 76 
Total Current 
Enrollees 571 589 601 606 

B. Provider Enrollment 
SoonerCare Provider Enrollment by Type 
Provider types include Physicians, Physician Assistants (PA) and Advanced Practice Nurses 
(APNs). Providers are contracted to provide health care services by locations, programs types, 
and specialties. The term "contracted" is defined as a provider that was enrolled with Oklahoma 
SoonerCare within the reporting period, it does not necessarily indicate participation.  

Providers are counted multiple times if they have multiple locations, program types and/or 
specialties. Provider type counts are duplicated for the quarter; therefore, the total does not match 
the total SoonerCare Choice providers currently enrolled in a given month of the Fast Fact 
report. 

2015 Provider Types Jan-Mar Apr-Jun Jul-Sep Oct-Dec 
MD/DO 1,604 1,593 1,653 1,655 
PA 343 350 360 367 
APN 556 572 603 634 
Total PCPs 2,503 2,515 2,616 2,666 
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III. ENROLLMENT INFORMATION (cont'd)

2015 Insure Oklahoma 
Provider Types Jan-Mar Apr-Jun Jul-Sep Oct-Dec 

MD/DO 1,193 1,214 1,254 1,289 
PA 300 306 314 325 
APN 414 431 458 490 
Total PCPs 1,907 1,915 2,026 2,104 

SoonerCare Medical Home Provider by Tier 
Patient Centered Medical Home (PCMH) providers are arrayed into three levels or tiers 
depending on the number of standards they agree to meet. SoonerCare PCMH can assist 
members with managing basic and special health care needs. The Patient Centered Medical  
Homes are responsible for providing or otherwise assuring the provision of medically necessary 
primary care and case management services and for making specialty care referrals. 

Providers by Tier 20155 Jan-Mar Apr-Jun Jul-Sep Oct-Dec 
Percentage in Tier 1: 
Entry Level Medical 
Home  

54% 54% 54% 54% 

Percentage in Tier 2: 
Advanced Medical 
Home 

25% 25% 25% 25% 

Percentage in Tier 3: 
Optimal Medical Home 21% 21% 21% 21% 

5 These counts were computed using a different method than indicated elsewhere on the report and are not 
comparable to any other figures. Non-participating PCMH are excluded.   
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III. ENROLLMENT INFORMATION (cont'd)

Primary Care Physician (PCP) Capacities  
Total capacity represents the maximum number of members that PCPs request to have assigned 
to their panel. 

Jan-Mar Apr-Jun Jul-Sep Oct-Dec 

SoonerCare 
Choice & 
IO PCP 
Capacities 
2015 

Capacity 
Available 

% of 
Capacity 

Used 

Capacity 
Available 

% of 
Capacity 

Used 

Capacity 
Available 

% of 
Capacity 

Used 

Capacity 
Available 

% of 
Capacity 

Used 

SoonerCare 
Choice 

1,124,592 44% 1,151,757 43% 1,098,018 43% 1,146,767 41% 

SoonerCare 
Choice 
I/T/U 

100,900 19% 100,900 19% 98,400 18% 96,999 17% 

Insure 
Oklahoma 
IP 

437,938 1% 438,898 1% 429,269 1% 449,850 1% 

Indian Health 
Indian Health clinics include Indian Health Services, Tribal Clinics and Urban Indian Clinics 
(I/T/U). Indian Health refers to services that are available to American Indians and Alaskan 
Natives through the Indian Health Services (IHS) tribal clinics, hospitals and urban Indian health 
facilities. 

2015 Indian 
Health Provider 
Enrollment  

Jan-Mar Apr-Jun Jul-Sep Oct-Dec 

Number of 
Clinics 57 57 56 58 
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III. ENROLLMENT INFORMATION (cont'd)

C. Systems 
Applications/Recertification 
Online enrollment enhances eligibility determination by accepting applications over the internet. 
Individuals now have the opportunity to apply for SoonerCare, SoonerPlan, Soon-to-be Sooners 
and Behavioral Health programs on the internet and receive immediate results from the  
information they have submitted. Members are enrolled within 72 hours after receiving a 
completed application. Some rural areas may not have internet access; therefore, a paper 
application can be submitted. 

2015 OHCA 
Media Type of 
Applications for 
SoonerCare 6 

Jan-Mar Apr-Jun Jul-Sep Oct-Dec Totals 

Home Internet 34,518 33,965 56,101 61,070 185,654 
Paper7 0 0 0 0 0 
Agency Internet 21,053 19,412 27,341 26,949 94,755 
Totals 55,571 53,377 83,442 88,019 

2015 Indian Health Online 
Enrollment Applications for 
SoonerCare 

Jan-Mar Apr-Jun Jul-Sep Oct-Dec Totals 

Cherokee Nation 834 775 958 1,025 3,592 
Chickasaw Nation 424 478 621 546 2,069 
Choctaw Nation 606 575 828 717 2,726 
Indian Health Services 1,409 1,363 2,028 1,948 6,748 
Totals 3,273 3,191 4,435 4,236 

6 Increases in totals are due to systems updates and additional member outreach. 
7 A drastic drop in paper applications occurred on October 1, 2013; OHCA stopped using its agency paper 
application and began using federal paper applications in accordance with the PPACA. 
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IV. OUTREACH AND INNOVATIVE ACTIVITIES

A. Outreach 
The Oklahoma Health Care Authority coordinates outreach efforts in order to inform, educate 
and potentially enroll qualifying children and families in the SoonerCare Program and to help 
qualified members access services. The SoonerCare Provider Directory and some of the other 
outreach items are no longer printed and are available for download or viewing on the 
SoonerCare Website. The OHCA continues to communicate information to our providers and 
members through newsletters for outreach and records. 

2015 Outreach Materials Printed 
and/or Distributed8 Jan-Mar Apr-Jun Jul-Sep Oct-Dec 

Member Materials 
Printed/Distributed 
Annual Benefit Update Packet9 0 0 215,280 0 
New Member Welcome Packets 22,885 24,112 27,599 28,254 
Information/Enrollment fair fliers 59,400 84,590 35,820 7,840 
Postcard w/ER utilization guidelines 4,630 13,820 1,630 1,030 
TEFRA Brochures 770 1,860 1,000 100 
BCC Brochures 
a. English 100 5,070 1,090 430 
b. Spanish 780 1,180 160 110 
SoonerRide 
a. English 25 75 010 2,210 
b. Spanish 780 0 010 0 
SoonerCare Outreach Material 
SoonerCare Color and Activity Books 5,160 40,230 0 Out of stock 
Misc. Promotional items (magnets, 
bandages, hand cleaner) 13,520 82,700 16,520 8,740 

Smoking Cessation 
 (English/Spanish combined) 600 2,690 1,642 5,700 

SoonerCare Newsletters 
SoonerCare Companion Member 
Newsletter11 0 211,618 211,618 229,000 

Provider Newsletters 11,207 11,207 10,931 20,500 
Dental Provider Newsletters12 0 582 582 599 
Provider Outreach Materials 2,477 2,980 2,110 0 
Oklahoma Indian Tribe-Specific 
Materials 40 160 50 250 

8 Significant changes throughout this table may be due to agency outreach efforts and logo updates. 
9 This item will appear only once a year on the report since it is sent out once a year to every member household. 
10 SoonerRide brochures were being updated and are in the process of being printed. 
11 Distributed up to three times per year. 
12 This is a new category as of April 2015. 
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IV. OUTREACH AND INNOVATIVE ACTIVITIES (cont'd)

Member Services (MS)  
OHCA Member Services unit has a responsibility to send outreach letters to assist specific 
SoonerCare members with care coordination. These members include high Emergency Room 
(ER) utilizers (persons with four or more visits to the ER in a quarter), expectant mothers and 
mothers with newborns. Members receiving letters may call the SoonerCare helpline and ask for 
the appropriate outreach representative to receive information about their medical home and 
other related program education. 

Jan-Mar Apr-Jun Jul-Sep Oct-Dec 
2015 MS 
Outreach 
Letters 

# of 
Letters 
Mailed 

Response 
Rate 

# of 
Letters 
Mailed 

Response 
Rate 

# of 
Letters 
Mailed 

Response 
Rate 

# of 
Letters 
Mailed 

Response 
Rate 

Total 
Letters 
Mailed 

Avg. 
Response 

Rate 
Prenatal
Outreach –  2,692 34% 2,627 30% 3,250 21% 6,068 19% 14,637 26% 

Households 
with 
Newborns 
Outreach – 

6,464 11% 6,085 10% 8,116 9% 9,128 12% 29,793 11% 

High ER 
Utilization 
Outreach – 

1,671 14% 1,242 17% 768 32% 1,511 17% 5,192 20% 

2015 Member Services Activity Jan-Mar Apr-Jun Jul-Sep Oct-Dec 
Calls to BCC Members with 
Confirmed Cancer Diagnosis 64 49 36 102 

Calls to BCC Members at Renewal 
Period 63 71 30 30 

Member Service Calls Handled in 
English 18,764 17,041 20,570 19,789 

Member Service Calls Handled in 
Spanish 1,010 942 1,122 1,128 

Member Inquiries 12,240 11,820 14,704 13,176 

B. Innovative Activities  
Electronic Health Records  
Under the Health Information Technology for Economic and Clinical Health Act (HITECH Act), 
which was enacted under the American Recovery and Reinvestment Act of 2009 (ARRA), 
incentive payments are available to qualified professionals, critical access hospitals and qualified 
hospitals that successfully demonstrate meaningful use of certified Electronic Health Record 
(EHR) technology. The EHR Incentive Program technology has enabled providers to easily track 
the members’ health information as well as enable the member to become more engaged in their 
health care. 
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IV. OUTREACH AND INNOVATIVE ACTIVITIES (cont'd)

In 2014, OHCA Electronic Health Operations staff conducted a survey focusing on the EHR 
providers experience and adoption of the incentive program. The survey was sent out to about 
12,751 email accounts representing approximately 23,969 providers. Approximately 359 
individual providers and 360 group providers responded to the survey. 

In 2015, the results were analyzed and revealed the majority of the survey respondents have 
adopted a certified EHR system with only twenty percent of the respondents indicating that they 
do not have any plans to acquire such a system. Some respondents indicated that the system 
improved access to patient information and it did not have much of an impact on improved 
outcomes or workflow. Other respondents stated that the certified EHR system had a negative 
impact on their workflow. 

Overall, the data revealed the cost of adopting a certified EHR system was the main concern. The 
respondents were also pleased with the method in which they received communication from the 
OHCA and felt that the information they received was effective. 

The EHR staff is currently working on contracting providers that have not yet participated in the 
EHR program to identify reasons for them not participating. Once this effort has been completed, 
they will continue efforts for those providers that need additional assistance in starting the 
program.  

In 2015, CMS released a final rule that specifies criteria that eligible professionals, eligible 
hospitals and Critical Access Hospital (CAH) must meet in order to participate in the EHR 
Incentive Program.  Stage 2 criterion encourages the use of health Information Technology (IT) 
for continuous quality improvement at the point of care and the exchange of information in the 
most structured format possible. 

The OHCA is in the process of implementing system updates to meet the new requirement. Once 
the system updates are complete providers will again be able to attest to meaningful use. The 
OHCA plans to have modified stage 2 rule changes implemented in January of 2016. 

2015 Cumulative 
EHR Incentives Paid 

Jan-Mar Apr-Jun Jul-Sep Oct-Dec 

Qualified 
Professionals $48,251,670 $49,676,837 $50,732,254 $50,987,254 
Qualified Hospitals $54,878,817 $54,878,817 $54,878,817 $54,878,817 
Cumulative Totals $103,130,487 $104,555,654 $105,611,071 $105,866,071 

Medicaid Management Information System (MMIS) Reprocurement  
The Medicaid Management Information System (MMIS) reprocurement project is an initiative to 
implement system enhancements to the Oklahoma MMIS system. Hewlett Packard Enterprise 
Services (HPES) has conducted the MMIS project using a phased-in approach. Phase I includes 
system upgrades and Phase II includes mandates, agency priorities and system enhancements.  
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IV. OUTREACH AND INNOVATIVE ACTIVITIES (cont'd)

Some important focal points of the reprocurement enhancements are the claims tracking system, 
iCE, the Data Support System (DSS), the New Care Management System. Due to budget 
constraints the OHCA is no longer pursing a DSS Request For Proposal. 

Important focal points of the reprocurement enhancement initiated in 2015 include: 

• The Medical Case Management System RFI received 12 responses from vendors and the
OHCA viewed 12 product demos during January and February 2015.

• The MMIS division included implementing ePrescribing. ePrescribing allows the
providers to view medical history, eligibility and formulary information for the
Oklahoma SoonerCare patients through the provider’s Electronic Health Records system.

• The OHCA received approval of its contract with HPES for the next two years and up to
seven additional years.

• Eligibility and Enrollment enhanced match funding was approved through September 30,
2016. 

• As part of the MMIS modernization, the OHCA initiated a Request for Information (RFI)
for replacing its current Care Management system known as Atlantes. 

• The OHCA made operational the Oklahoma Transformed Medicaid Statistical
Information System (T-MSIS) Phase I and the Drug Rebate changes. There are some 
additional on-going changes that relate to drug rebates and the National Council for 
Prescription Drug Program (NCPDP). The OHCA will await finalization of T-MSIS 
Phase II requirements by CMS.  

• While the OHCA obtained improved Business Objects functionality for its data
warehouse, it continues to research other possible strategies at this time for improvement. 

• The OHCA completed the transition of ICD-9 to ICD-10 to MMIS system October 1,
2015. The MMIS system is completely operational to receive ICD-10 claims. 

Providers have completed the final round of external testing for transitioning ICD-9 to ICD-10. 
The programming changes will apply to all claims filed with the date of service on or after 
October 1, 2015.  

Data Governance Policies and Procedures 
The Data Governance Director works closely with the Data Governance Committee (DGC) 
around data policies and procedures. The DGC is made up of a cross section of OHCA 
employees. The DGC efforts take a proactive approach in ensuing that OHCA has reliable and 
comprehensive data to support good decision-making. In addition, this group manages sharing  
OHCA data with other state agencies and organizations to benefit the State overall and comply 
with applicable laws. The Data Governance Director also represents the OHCA in similar 
activities involving multiple agencies with considerations given to data that can be shared.  

DGC established new Data Governance Policies and Procedures: 

• Established a process for ensuring that Data Use Agreement (DUA) exists where
applicable in the sharing of data with external entities.
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IV. OUTREACH AND INNOVATIVE ACTIVITIES (cont'd)

• Established a process that requires an executive sponsor and unit champion to perform
oversight when data is requested and shared.

• Established a process for granting data warehouse access to users outside the OHCA
where appropriate.

C. Stakeholder Engagement

Tribal Consultation  
The OHCA convenes consultation meetings with tribal partners throughout the state in order to 
better collaborate with the tribes on all program and policy updates and changes. Tribal 
consultation meetings are held on the first Tuesday of every odd numbered month.  For those 
who are not able to attend physically, the OHCA provides online and teleconference technology.  
In 2015, the OHCA held six tribal consultation meetings with participants from the Absentee 
Shawnee Tribe of Oklahoma, Cherokee Nation, Cheyenne and Arapaho Health Board, 
Chickasaw Nation, Choctaw Nation, Citizen Potawatomi Nation, Muscogee (Creek) Nation, 
Northeastern Tribal Health Center, Indian Health Care Resource Center of Tulsa, Indian Health 
Service’s Oklahoma City Area Office and the Oklahoma City Indian Clinic. 

Throughout the year, the OHCA staff presented numerous proposed policy changes, state plan 
amendments, 1115 Demonstration Waiver and 1915(c) Waiver amendments at the tribal 
consultation meetings.  While all proposed 1115 waiver amendments are still pending approval, 
several policy changes were approved by the OHCA Board of Directors. This is inclusive of: 

• TEFRA policy was amended to align Level of Care eligibility with federal guidelines;
• Insure Oklahoma eligibility policy for both IP and ESI populations was amended to

incorporate the Monthly Adjusted Gross Income (MAGI) methodology; and
• SoonerRide policy was revised to remove coverage for transport to state Veterans Affair

hospitals as well as the addition of eligibility clarifications and other coverage
clarifications.

The OHCA hosted the Ninth Annual Tribal Consultation on October 20, 2015. A list of all tribal and 
non-tribal consultation participants can be found in Attachment 2. The meeting was held as an open 
forum and topics of discussion included: 

• Health care of tribal leaders
• Prevention for chronic conditions
• Advocacy for increased support of tribal health programs
• The need for behavioral health and substance abuse services
• Medicaid care models having an impact on tribal health care
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IV. OUTREACH AND INNOVATIVE ACTIVITIES (cont'd)

The OHCA Tribal Unit is in the process of developing an action plan that addresses many of the 
topics discussed.  The action plan defines specific objectives, next steps in addressing the individual 
objectives and assistance to tribes with finding available resources. 

The Native American Consultation Website is utilized as a means to notify tribal representatives 
of all programs and policy changes, as well as allow any feedback or comments.  OHCA posts  
notifications to the website for a minimum of 30 days.  OHCA considers all recommendations 
from the website when making operational decisions, policy revisions and proposed waiver and 
state plan amendments. 

Member Advisory Task Force (MATF)  
The Member Advisory Task Force (MATF) performs four primary roles. It provides information 
to OHCA regarding issues that are an important part of the members’ health care needs; educates 
OHCA staff regarding the needs of consumers to assure services are received in a way preferred 
by members; recommends potential changes to current services/policies; and offers new ideas for 
services and policies. The MATF is comprised of OHCA staff, representatives from the 
Oklahoma Family Network13 (OFN), agency contractors and SoonerCare members. 

The MATF met 5 times this year, February, April, June, October and December.
The February discussion included topics on updated communication and technology which the 
MATF members really liked and recommended tracking such as:  

• The After Hours Provider Locator phone Application (App) which helps members find
in-network providers located near the zip code they are in at the moment

• A phone App allowing members to cancel an appointment with a text
• A phone App allowing members to receive a text advising the member where to receive a

particular provider service in response to their health risk form

The February meeting also included a plan for the collaboration of meetings between MATF and 
the Advisory Panel for Physicians. This was planned in order for the physicians to learn what 
would be more helpful from the members’ perspective and vice versa. 

The April and June MATF meeting highlights included a suggestion that the Reach Out and 
Read Initiative information be provided in a newsletter, weblink, OFN, or posted on Facebook. 
The Reach Out and Read Initiative encourages early literacy in 6 month to 5 year old patients 
and provides their physician with insight into their developmental skills. The MATF 
recommended several changes to the SoonerCare New Member Packet which resulted in cost 
savings to the agency. 

During the last quarter meetings of October and December, the Oklahoma Durable Medical 
Equipment Reuse Program expressed challenges with getting donated items and individuals 
returning the durable medical equipment (DME) once they no longer needed it. The MATF  

13 The OFN is a non-profit organization that provides parent-to-parent support, resource coordination and training to 
families of children with special heath care needs of all ages. 
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recommended adding some unconventional drop off sites for the DME such as libraries and 
putting stickers on the DME to remind members how and where to donate it. The MATF also 
suggested that their newsletters include more member stories with targeted messages about the 
DME program. 

Additionally the MATF members were given updates on information that may impact 
SoonerCare members in the upcoming months. Information was provided in a debriefing of the 
Strategic Planning Conference that was held by the OHCA in August of this year. Inclusive of 
topics most discussed was Health Information Exchange (HIE) in which members are able to  

access their health information through telemedicine and receive appointment reminders through 
their mobile phones. For more information regarding the conference see Attachment 3. The 
MATF members also received updates on the HB1566 ABD Care Coordination process. 
Communication regarding the current progression of this program was shared with the members. 

V. OPERATIONAL/POLICY DEVELOPMENTS 

A. SoonerCare and Insure Oklahoma Operations 

1. Department Operations
Health Promotions and Community Relations 
Health Promotion Coordinators 
In 2015, the Health Promotion and Community Relations changed their name to The Office of 
Health Promotion. There were also title changes for staff including Community Relations 
Coordinators (CRC) to Health Promotion Community Strategists (HPCS).  

The Health Promotion Coordinators (HPCs) primary goals and objectives are to reduce health 
risks and improve the health status of targeted groups while building positive relationships and 
educating on any issues regarding SoonerCare programs and initiatives that benefit r members.  
This is accomplished by developing productive relationships with organizations in promoting 
health, local partners and SoonerCare members. The OHCA HPCs continued their outreach 
efforts and promotion of The Oklahoma Tobacco Helpline, SoonerFit initiative, and Text4Baby 
with the OSDH. 

The Oklahoma Tobacco Helpline is a free service for all Oklahomans seeking to quit tobacco 
use. The helpline can be accessed by phone at 1-800-QUIT-NOW or online at Oklahoma 
Tobacco Helpline. In 2015, the HPCs delivered pharmacy bags to five Indian Health Care 
pharmacies. In collaboration with the OSDH, the Pharmacy Bag initiative continues to be a 
promotional tool for the Oklahoma Tobacco Helpline, Text4Baby, and folic acid use.  

The Health Promotions and Community Relations unit has developed and finalized a member 
surveillance survey with The University Health Sciences Center. The goal of the survey is to 
capture prevalence, behaviors, attitudes and beliefs around tobacco use and wellness within the 
SoonerCare population. The unit’s goal is to reach 1,000 respondents. 

IV. OUTREACH AND INNOVATIVE ACTIVITIES (cont'd)

http://www.okhelpline.com/
http://www.okhelpline.com/
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In 2015, Soonerfit was featured on the State Agency Soccer League Website advertisements and 
announced at the All Star Game. They were also promoted in the “Advocate” – a newsletter from 
Oklahoma Public Employee Association (OPEA). The SoonerFit initiative’s main goals are to 
promote best practices to SoonerCare providers for obesity reduction and to innovatively 
communicate physical activity and nutrition recommendations to SoonerCare members through 
interactive methodologies. This program is promoted through member and provider newsletters 
and promotional materials that are given out at community events, health fairs and shared with 
partners by the HPCs. The SoonerFit website page is available for SoonerCare members and all 
Oklahomans it contains tools, resources and vital information regarding leading a fit and healthy 
lifestyle in a fun, affordable and easy way.  

Health Promotion Community Strategists 
The HPCS represent the OHCA as outreach liaisons to the agency partners, members and 
community. Their primary goals and objectives are to build positive relationships, educate and 
address any questions regarding SoonerCare, Insure Oklahoma and other initiatives that would 
benefit our members. 

Outreach efforts for HPCS are accomplished through a variety of ways, such as: 
• Attending coalitions, committee and task force meetings.
• Performing public outreach around the state and distributing printed resources.
• Establishing a strong presence at health fairs and forums throughout the state.

The HPCS established new partnerships throughout the year bringing the total of active 
partnerships to approximately 538. The office of Health Promotion team established a total of 62 
new partnerships in 2015. 

The SoonerQuit Provider Engagement Grant  
The SoonerQuit Provider Engagement programs main objective is to improve birth outcomes by 
reducing rates of tobacco use during pregnancy and postpartum. The results of this program 
show improvement of health care quality and reduced Medicaid cost associated with smoking.  

The Oklahoma Health Care Authority has focused on two specific SoonerCare populations and 
developed the SoonerQuit for Women program and the SoonerQuit Prenatal program. The 
OHCA, partnered with Oklahoma’s Tobacco Settlement Endowment Trust (TSET) and the 
OSDH to administer the SoonerQuit Prenatal program. This program focuses on educating 
SoonerCare obstetric providers on tobacco cessation practices. The SoonerQuit for Women 
program targets women of child-bearing age and encourages them to speak with their doctor 
regarding smoking cessation. 

The Oklahoma Tobacco Fax Referral program was designed to decrease the number of 
SoonerCare pregnant women who use tobacco. The Oklahoma Tobacco Helpline is a free service 
for all Oklahomans seeking to quit their tobacco use. The helpline can be accessed by phone at 1- 
800-QUIT-NOW or online at Oklahoma Tobacco Helpline. 

V. OPERATIONAL/POLICY DEVELOPMENTS/ISSUES (cont’d) 

http://www.soonerfit.org/
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In 2015 the OSDH and the OHCA Tobacco Cessation Quality Improvement (QI) workgroup 
accomplished removing the barriers of co-pays and prior authorizations for the seven Food and 
Drug Administration’s (FDA) approved tobacco cessation products. For more information 
regarding the approved cessation products visit the FDA Approved Tobacco Cessation Products 
Website. 

The Oklahoma Health Care Authority’s Community Relations website page provides OHCA 
partners with tools, resources and vital information to connect members to their communities. 
The website can be found at: OHCA Community Relations website. 

Medical Authorization Unit (MAU)  
The core functions of the Medical Authorization Unit (MAU) are to review and process Prior 
Authorization Requests (PARs) submitted by providers for the following services: 

• Medical;
• Behavioral Health;
• Dental;
• Durable Medical Equipment; and
• Pharmacy.

Providers have the option to submit Prior Authorizations (PA) via internet, phone or fax. 

The primary goals for this unit are to ensure timely reviews of PARs, provide access to 
medically-appropriate equipment and services and to increase the quality of care that SoonerCare 
members receive. In 2015: 

• MedSolutions merged with Care Core National, which changed their name to eviCore
Innovation Solutions.

• The MAU processed an average of 16,353 prior authorizations a quarter for average
approval rate of 97 percent.

• eviCore processed an average of 16,828 prior authorizations a quarter for average
approval of rate of 88 percent.

• Effective August 1, eviCore Innovative Solutions added Cardiology Services and
Radiation Therapy to the Radiology Management program. Joint Surgeries, Pain
Management and Spine Surgeries were also added to the Therapy Management program

The MAU page on the OHCA website continues to be an added resource for providers. Providers 
are now able to use the MAU Link in order to access required forms for PARs, general 
information, MAU Frequently Asked Questions (FAQs) and information on imaging and scans 

V. OPERATIONAL/POLICY DEVELOPMENTS/ISSUES (cont’d) 

http://www.fda.gov/TobaccoProducts/default.htm
http://www.fda.gov/TobaccoProducts/default.htm
http://www.okhca.org/individuals.aspx?id=12274
http://www.okhca.org/providers.aspx?id=14665
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V. OPERATIONAL/POLICY DEVELOPMENTS/ISSUES (cont’d) 

2015 Medical Authorization Unit 
Activity Jan-Mar Apr-Jun Jul-Sep Oct-Dec Total 

MAU Calls Handled 905 1,046 1,048 976 3,975 
Total Prior Authorizations14 17,872 17,890 17,960 11,690 65,412 
Number of Reviewers (Analysis or 
Nurse) 12 12 12 12 

Average Number of PAs per 
Reviewer 303 292 313 279 

Percentage Total of PA Denials 2% 2% 4% 3% 
Number of Denials 295 415 774 386 1,870 

2015 eviCore Activity Jan-Mar Apr-Jun Jul-Sep Oct-Dec Totals 
eviCore Calls Handled 4,941 5,166 6,115 5,765 21,987 
Total Prior Authorizations 16,490 17,389 17,019 16,414 67,312 
Number of Reviewers (Analyst or 
Nurse) 115 115 115 115 

Average Number of PAs per Reviewer 48 50 50 48 
Percentage of Total PA Denials 11% 10% 12% 12% 
Number of Denials15 1,744 1,750 2,073 2,306 7,873 

Population Care Management (PCM)  
The Population Care Management (PCM) division is comprised of three main functional units: 
Case Management, Chronic Care and the Health Management Program. The PCM division 
focuses on strengthening the overall infrastructure of the SoonerCare program as well as 
developing and operationalizing new programs and endeavors with the goal of responding to 
health care needs.  

Case Management Unit (CMU)  
The Case Management unit (CMU) provides event-based case management and certain 
supportive medical eligibility determinations and utilization management functions to other areas 
of the agency such as Long Term Care Administration Unit, PACE and the TEFRA Eligibility 
unit. The CMU implemented a new function this year called the Care Coordination Panel.  Its 
purpose is to flag members’ for participation in various programs that have a care coordination 
component. The data compiled, as a result of this panel, has aided in avoiding duplication of 
services and has promoted collaboration and coordination between programs. 

14 The decrease in numbers is due to the Medical Authorization Unit redefining their prior authorization procedures 
regarding Immunotherapy. 
15 Some of the numbers have been updated since creation of the October-December 2015 quarterly report. 
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V. OPERATIONAL/POLICY DEVELOPMENTS/ISSUES (cont’d) 

Phase I one of the Fetal Infant Mortality Rate (FIMR) initiative continued to progress 
successfully through 2015. The CMU reported a total of 1,378 new FIMR mother cases with an 
average of 543 FIMR mom members in active case management in any given month during the 
year. 

2015 Phase I: 
Outreach to FIMR 
Population – 
Participating Mothers 

Jan Feb Mar Apr May Jun July Aug Sep Oct Nov Dec 

New Cases 150 125 152 162 123 147 195 169 162 142 110 121 
Existing Open Cases 487 505 490 494 506 529 561 569 570 581 555 523 

Phase II of the initiative which focuses on educating prenatal women on their newborn’s needs 
had a total of 2,240 cases with an average of 1,524 baby members per quarter during the year. 

2015 Phase II: 
Outreach to FIMR 
Population – Infants 
Younger than 1 

Jan Feb Mar Apr May Jun July Aug Sep Oct Nov Dec 

New Cases 175 169 166 157 236 143 249 205 190 199 148 203 
Existing Open Cases 1,414 1,406 1,393 1,404 1,500 1,499 1,538 1,543 1,538 1,577 1,543 1,568 

The Interconception Care (ICC) initiative is also included in the FIMR evaluation. This initiative 
centers on pregnant women, ages 13 to 18, which have been identified in the 13 FIMR counties 
who can remain in active care management until one-year post delivery. The CMU staff enrolled 
49 new ICC moms this year with an average of 60 moms managed in this program during any 
given month. At the end of the year, five ICC babies were being followed with an average of 
nine babies followed each month in 2015. 

2015 Phase I: 
Outreach to FIMR 
Population – 
Participating Mothers 

Jan Feb Mar Apr May Jun July Aug Sep Oct Nov Dec 

New FIMR/ICC 3 3 4 5 4 7 2 6 4 5 0 6 
Existing FIMR/ICC 61 57 56 62 64 64 61 63 60 62 58 56 

2015 Phase II: 
Outreach to FIMR 
Population – Infants 
Younger than 1 

Jan Feb Mar Apr May Jun July Aug Sep Oct Nov Dec 

New Cases 
FIMR/ICC 0 0 0 2 3 0 0 0 0 0 0 0 

Existing FIMR/ICC 11 9 8 10 10 11 11 8 6 6 6 4 
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V. OPERATIONAL/POLICY DEVELOPMENTS/ISSUES (cont’d) 

Chronic Care Unit  
The Chronic Care Unit (CCU) continued to provide members and providers with support for 
members who are high-risk or at risk for chronic conditions. Members are identified through 
comprehensive risk profiling, self-referral and provider referrals. The CCU targeted members 
with Hemophilia and Sickle Cell Disease who have high cost and ER utilization, members with 
prior authorization for Bariatric surgery process and prior authorization for Hepatitis C 
pharmaceutical treatment. In addition to those targeted groups, the CCU also receives referrals 
from members with chronic conditions and providers seeking services for members with chronic 
conditions. In 2015 the CCU averaged 473 cases per month and a total of 617 cases were opened 
during the year.  

CCU Cases Jan-Mar Apr-Jun Jul-Sep Oct-Dec Total 
Avg. Cases 
per Quarter 495 444 425 502 473 

New Cases 
per Quarter 160 80 143 234 617 

The CCU continued its collaboration with the OHCA pharmacy unit, Jimmy Everest Center at  
OU Medical Center and worked closely with the OHCA HMP unit throughout the year. To date, 
the CCU has assisted more than 150 Hepatitis C treatment cases, coordinating care between the 
members, prescriber, PCP, supplying pharmacy and OHCA pharmacy staff.  They also continue 
to enhance case management for high cost members with sickle cell disease and hemophilia 
through quarterly meetings with nurses and social workers from the Jimmy Everest center. This 
unit also initiated outreach efforts on select members who have completed the online health risk 
assessment whose results showed a specific chronic disease profile. The CCU continues to work 
with HMP on select populations with Chronic Diseases. 

Breast and Cervical Cancer Program (BCC)   
The Breast and Cervical Cancer Program requires women to screen for breast or cervical cancer 
under the Breast and Cervical Cancer Early Detection program (BCCEDP). Qualifications for 
this program are abnormal screening results or a pre-cancerous condition. This program, also 
known as Oklahoma Cares, is a partnership of the OSDH, the OKDHS, the Cherokee Nation, 
The Kaw Nation and the OHCA.  

The BCC total enrollment averaged 461 cases per quarter with an average of 64 new cases 
received per month in 2015. 

In 2015, the OHCA received a total of 934 applications for the BCC program. Of these 
applications, 234 were denied for reasons including no medical records, DHS denials and no 
qualifying abnormality. A total of 701 applications were approved for the BCC program during 
2015. 
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V. OPERATIONAL/POLICY DEVELOPMENTS/ISSUES (cont’d) 

2015 BCC 
Applications Jan-Mar Apr-Jun Jul-Sep Oct-Dec Total 

Total Applications 
Received16 215 217 262 240 934 

Number of 
Applications 
Denied 

59 48 70 57 234 

Number of 
Applications 
Approved 

156 169 192 183 700 

Of the Number of 
Applications 
Received, 
Diagnosed with 
Breast Cancer 

69 92 106 114 381 

Of the Number of 
Applications 
Received, 
Diagnosed with 
Cervical Cancer 

146 125 154 126 551 

Of the Number of 
Applications 
Received, 
Diagnosed with 
Breast and Cervical 
Cancer 

0 0 2 0 2 

Care Management Activity 2015 Jan-Mar Apr-Jun Jul-Sep Oct-Dec 
Active Cases under Care Management 9,717 10,119 11,357 12,217 
Case Load per Adjusted RN FTE 353 383 397 499 
High-Risk and At-Risk OB – Following17 1,091 1,214 2,073 2,560 
High-Risk and At-Risk OB – New 589 671 1,332 1,119 
OK Cares New Enrollment 118 122 157 124 
OK Cares Total Enrollment 1,384 1,377 1,348 1,330 
Private Duty Nursing Cases - New 15 25 21 16 
Private Duty Nursing Cases - Following 596 586 569 568 
Onsite Evaluations 
(TEFRA, Private Duty Nursing) 153 149 148 130 

Social Service Referrals 
(Legislative Inquiry, Resource Referrals, 
Meals and Lodging Coordination) 

178 159 184 190 

Out of State – Clinical Review – New 156 169 218 185 
Out of State – Clinical Review – 
Following 93 113 120 116 

16 The total of applications received equals the summation of breast and cervical applications.  
17 Increases in numbers are due to a policy change that took effect September 2015. Provider letter OHCA 2015-23. 
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V. OPERATIONAL/POLICY DEVELOPMENTS/ISSUES (cont’d) 

2015 Oklahoma Cares Member 
Enrollments Jan-Mar Apr-Jun Jul-Sep Oct-Dec 

SoonerCare Choice 831 790 766 764 
Traditional Enrollees 553 587 582 566 
Totals 1,384 1,377 1,348 1,330 

2015 BCC Certified Screeners Jan-Mar Apr-Jun Jul-Sep Oct-Dec 
Certified Screeners 1,046 1,019 1,054 1,070 

2015 Outreach Activities Related to BCC 
Members  Jan-Mar Apr-Jun Jul-Sep Oct-Dec Totals 

Care Management Activities Related to 
BCC Members 2,221 2,290 2,251 2,279 9,041 

Number of Calls Made by Member 
Services to BCC Members at Renewal 
Period 

64 71 30 30 195 

Number of Call Attempts Member 
Services Made to Members who had a 
Verified Cancer Diagnosis 

63 49 36 102 250 
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V. OPERATIONAL/POLICY DEVELOPMENTS/ISSUES (cont’d) 

Provider Services  
The Provider Services unit’s purpose is to maintain one provider network in order to support the 
members and to ensure provider satisfaction.  

Numerous letters were sent out over the course of the 2015calendar year to inform providers of 
changes for various programs. 

• Provider letter 2015-02 informed providers of Patient-Centered Medical Home Audit
updates. Effective March 15, 2015 the OHCA Sooner Care Compliance Department will
implement updated criteria for medical home audits. The updates are a result of an
extensive quality review focused on improving and standardizing the medical home audit.

• Provider Letter 2015-15 notified providers of policy revisions and program updates
including the TEFRA program eligibility rules to match federal guidelines for level of
care (LOC).

• Provider Letter 2015-16 was sent notifying providers that the agency eligibility policy for
the Aged, Blind and Disabled individuals has been amended in order to come into
compliance with federal regulations.

• Provider Letter 2015-17 addressed policy regarding the SoonerRide program advising
providers that policy is being revised to remove coverage for transport to state Veterans
Affair hospitals as these facilities are not contracted with OHCA.

• On August 31, 2015, the OHCA sent out Provider Letter 2015-19. This letter addressed
new electronic referral requirements for claims processing for SoonerCare Choice.

• Provider Letter 2015-25, notified providers of PCMH new contract requirement for
behavioral health screening. Effective January 1, 2016, Quality Assurance/Quality
Improvement (QA/QI) nurse review will begin documenting compliance with behavioral
health screening in both the medical home and the medical record components of the
three-component review.

Provider letters allow the agency to notify providers of updates, any new or changed policies, 
send out global messages, and process changes in quality assurance/educational issues. 

2. Program-Specific Operations
Health Access Network (HAN)  
Health Access Networks (HAN) are non-profit, administrative entities that work with providers 
to coordinate and improve the quality of care for SoonerCare beneficiaries. There are currently 
three HAN pilot programs in the state. 

Active HANs in Oklahoma include: 
• The University of Oklahoma (OU) Sooner HAN is administered by the University of

Oklahoma, Oklahoma Health Sciences Center, College of Community Medicine; 
• The Partnership of Healthy Central Communities (PHCC) HAN; and
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V. OPERATIONAL/POLICY DEVELOPMENTS/ISSUES (cont’d) 

• The Oklahoma State University (OSU) Network HAN is administered by Oklahoma
State University Center for Health Services

The University of Oklahoma OU Sooner HAN  
The OU Sooner HAN completed its fourth year of the pilot program in June 2015. The OU 
Sooner HAN expanded its SoonerCare Choice member enrollment across 59 primary care 
practices in 2015. The OU Sooner HAN continues to focus on the recruitment of specialty 
providers for enrollment into the OU Sooner HAN. Targeted recruitment in the Oklahoma City 
and Tulsa area will continue throughout the upcoming year. The OU Sooner HAN had 
approximately 213 specialty locations served by 229 specialty providers actively using 
Doc2Doc. The Doc2Doc electronic referral management system continues to be an important 
part of the OU Sooner HAN’s access to specialty care providers. In 2015, the Sooner HAN 
initiated 20,352 referrals in the Doc2Doc system. The website can be accessed at OU Sooner 
HAN Website. 

The OU Sooner HAN is working to develop a risk stratification tool for the pediatric population 
for better identification of care management needs, resource requirements and cost reduction. 
The OU Sooner HAN staff are working with their Business Intelligence staff to capture cost data 
from claims. OU Sooner HAN staff developed a sample report of the University of Oklahoma 
Tulsa Physicians Pediatrics and Utica Park clinics member data to populate elements in the risk 
stratification tool. Currently, ER visits and inpatient admissions are the data elements that are 
available.  

The OU Sooner HAN served approximately 1,439 unique members during 2015. Care 
management was provided to these members with conditions related to: 

• High Risk Pregnancy
• Breast and Cervical Cancer
• Hemophilia
• Asthma
• Diabetes
• Emergency Room Visits
• Other General Health Conditions

For more detailed information on the OU Sooner HAN’s provider network or Doc2Doc, refer to 
Attachment  4 for the OU Sooner HAN Annual report.  

The Partnership for Healthy Central Communities (PHCC) HAN 
The PHCC HAN completed its fourth year of the pilot program in June 2015. The Central 
Communities HAN website continues to provide health preventive/management information and 
resources for members and the public at large. Information about the PHCC HAN, participating 
providers and staff is also available through the website. Additionally a specialist list with  
contact information is housed on the website although password protected for provider access 
only.  The PHCC HAN maintains a strong web presence at PHCC Website, including a secure 
section for its enrolled patient-centered medical homes. Staff continues to develop the website by 

http://soonerhan.ouhsc.edu/
http://soonerhan.ouhsc.edu/
http://www.cc-han.com/
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V. OPERATIONAL/POLICY DEVELOPMENTS/ISSUES (cont’d) 

including preventive resources. The PHCC HAN began handing out promotional brochures and 
pens in 2015 to increase public awareness of the website.  

Progress was delayed in implementation of Doc2Doc. There is a general agreement among the 
providers that access to health information through an HIE is a future goal that all can support 
when there is a reliable single data source that will facilitate coordination of care for members. 

By the end of December 2015, the PHCC HAN created 11 different brochures educating 
members about appropriate use of emergency room and management of common health 
problems. The brochures were disbursed at provider offices, public libraries, as well as other care 
management contacts.  

The Asthma Improvement Plan (AIP) began March 2012 with ten members engaged. The AIP is 
the PHCC HAN’s care management initiative. By the end of June 2015, there were 
approximately 33 members engaged. Outcome measures show improvement since the launch of 
the initiative, as well as decrease in hospitalizations and emergency room visits and an 80 
percent annual increase in flu immunizations. 

 Additionally, staff participated in multiple meetings and community outreach groups such as; 
Canadian County coalition for Children and families, Infant Mental Health group, Strategic 
Prevention Framework ((SPF) – State Incentive Grant (SIG) through Red Rock, Canadian 
County against Tobacco Coalition and Canadian County Coalition (CCC) Special Events 
Committee.  

For more detailed information on the PHCC HAN refer to Attachment 5 to review the PHCC 
HAN’s annual report. 

Oklahoma State University Health Access Network (OSU Network HAN) 
The OSU HAN completed its fourth year of the pilot program in June 2015. The OSU HAN has 
six clinics to date: Health Care Center & Women’s Health Center Family Medicine, Physician’s 
Office Building (POB) Family Medicine, Houston Parke Pediatrics, Internal Medicine/ Internal 
Medicine Specialty Services, Eastgate and AJ Children’s Clinic Muskogee.  

The OSU Network HAN has the current staff of a HAN director, a Medical director and three 
case managers. Future plans include the addition of a Data Analytics/Quality Assurance position 
and a Licensed Clinical Social Worker. The program continues to explore staffing needs to grow 
the program throughout Tulsa and surrounding areas. 

The OSU HAN met with the OHCA on two separate occasions during 2015 to receive more in-
depth training on case management as well as general information about the OHCA and the 
history of the HAN programs across the state. The OSU HAN also met with the operations 
manager of the OU Sooner HAN to discuss departmental processes, roles and reporting.  
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V. OPERATIONAL/POLICY DEVELOPMENTS/ISSUES (cont'd) 

The OSU HAN continued to meet with providers in order to ensure awareness of the network. In 
2015 the OSU HAN Director met with representatives from the Muskogee Children’s Clinic, 
Houston Park Internal Medicine and Specialty Services Clinic, OSU Health Care Center Family 
Medicine Clinic and the North Health and Wellness Clinic. The OSU HAN representative also 
visited with several other providers throughout the state during the OSU Primary Care Updated 
conference.  

The OSU HAN served approximately 507 unique members during 2015. Care management was 
provided to these members with conditions related to: 

• High Risk Obstetrics
• Breast and Cervical Cancer
• Hemophilia
• Pharmacy Lock-In
• Hospital Follow-Up
• Emergency Room Utilization

The OSU HAN made a decision to move to a new Electronic Health Record (EHR) and 
implementation began in January 2015. The new EHR system EPIC provides a more seamless 
integration and robust functionality that will allow staff members of the OSU HAN to track 
referrals, meet meaningful use, report on clinical quality measure and trend data. The usage of 
the new EHR system has the same capability of the legacy EHR with added functionality 
mentioned above, this is to allow providers to also monitor clinical quality measures that have 
been set for the HAN as well as Behavioral Health, weight management and Tobacco Cessation 
counseling needs.  

Additionally, the creation of the OSU HAN website was completed in 2015 and was designed to 
cater to both physicians and patients. The website can be accessed at OSU HAN Website. 

For more detailed information on the OSU HAN refer to Attachment 6 to review the OSU 
HAN’s annual report.  

The OHCA continued individualized HAN review meetings in calendar year 2015 and on an as-
needed basis. 

2015 HAN Enrollment 
Quarter Totals  OSU Network HAN OU Sooner HAN PHCC HAN 

Jan-Mar 45,087 318,075 10,516 
Apr-Jun 45,587 340,606 10,791 
Jul-Sep 41,709 325,227 10,598 
Oct-Dec 39,303 310,365 10,393 
Totals 171,686 1,294,273 42,298 

http://www.healthsciences.okstate.edu/han/
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V. OPERATIONAL/POLICY DEVELOPMENTS/ISSUES (cont'd) 

Health Management Program (HMP)  
The Health Management Program (HMP) serves SoonerCare Choice beneficiaries ages 4 
through 63 with chronic illnesses who are at the highest risk for adverse outcomes and increased 
health care expenditures. OHCA works in partnership with our vendor Telligen, to administer the 
HMP. 

This program embeds health coaches into the practices to help members become more invested 
in their health outcomes and improve self-management of chronic disease. Health coaches 
coordinate closely with the member’s provider on health-related goals, as well as allow the 
provider to easily refer members to the health coaches. As of December 31, 2015, 42 practice 
sites were staffed with 33 embedded health coaches. 

Health Coaches 2015 Jan-Mar Apr-Jun Jul-Sep Oct-Dec 
Number of Health Coaches 29 32 30 33 

By the end of 2015 there were 8 practice facilitators assigned to each of the 42 practices with 
four to be determined pending tier assignment.  Practice facilitation is divided into the following 
four tiers based on the level of services the practices is receiving. 

Practice facilitators have health coach training and certification in Nursing and Chronic care, as 
well as work with the health coaches to coordinate efforts within the practices. The chart below 
breaks out the level of practice facilitation services, as well as the number of practices in each 
practice facilitation tier. 

Practice Facilitation 
Tiers Description Number of Practices 

Tier 1 
Practice has never received practice facilitation; clinic needs 
full practice facilitation services before deployment of a 
health coach.  

4 

Tier 2 Practice has received prior practice facilitation but requires 
additional training before deployment of a health coach. 5 

Tier 3 
Practice has received full practice facilitation, high-
functioning practice and ready for deployment of a health 
coach. 

29 

Tier 4 

High-functioning practice; has embedded care management 
staff due to participation in another initiative or grant 
program, but practice still requests inclusion in academic 
detailing and other educational services. 

0 

Pending 
The four practices pending tier assignment have been 
delayed for various reasons including construction, satellite 
site assessment or an incomplete assessment. 

4 

Over the course of the year, practice facilitators and health coaches conducted approximately 194 
academic detailing sessions with practices, as well as provided approximately 370 educational 
presentations. A few of the topics covered during these trainings included “Flu vs. A Cold”, “Sun 
Exposure”, “Childhood Obesity” and the “Plan-Do-Study-Act (PDSA) process.” 
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V. OPERATIONAL/POLICY DEVELOPMENTS/ISSUES (cont'd) 

The mHealth initiative continued in 2015 with steady member utilization.  The mHealth initiative 
is a mobile engagement solution that allows the HMP staff to communicate with members 
through text messages. The Health Coaches engage with the members regarding mHealth and 
educate them on how to enroll during the coaching sessions. There were 626 members enrolled 
in the mobile engagement solution called mHealh at the close of 2015. 

Insure Oklahoma (IO)  
The Insure Oklahoma (IO) program was developed in April 2004 authorizing the Oklahoma 
Health Care Authority to use money set aside from the Tobacco Tax funds to assist with health 
care coverage for persons meeting income qualifications. There are currently two programs 
operating under the Insure Oklahoma programs which are Employer-Sponsored Insurance (ESI) 
and the Individual Plan Insurance (IP).  The ESI program gives small businesses the option to 
purchase commercial employer-sponsored insurance state approved health care coverage for 
their employees and families. The IP program is for individuals 19 to 64 years of age that are 
low-income working adults, self-employed, temporarily unemployed, and/or a college student. 
Individuals with the IP plan are not qualified for coverage with the ESI program.  

• January 2015 the IO program started the process of selecting an advertising vendor. The
OHCA issued a Request For Proposal (RFP) for an advertising vendor and selected an
agency to develop a statewide broadcast, digital and print campaign. The RFP process
was completed at the end of March 2015.

• Insure Oklahoma conducted a new outreach effort concentrating on Business Incubators.
Business Incubators are organizations that aid in the development of new businesses by
incorporating a business process that will assist the business to grow and survive the early
stages of development.

• IO partnered with the Oklahoma Employment Security Commission (OESC). This
partnership allows OESC to equip more than 30 workforce development centers and
other qualifying groups across the state with information about the Individual Plan.

• A new e-newsletter was launched for insurance agents who assist their client with
enrolling in the ESI option.

• April 2015 the OHCA combined three of its units IO Public Information, Digital Media
and Information Systems departments to redesign the Insure Oklahoma website.

• Collaboration of State leadership, the Insure Oklahoma program, and CMS resulted in an
approval for a one-year extension and funding through December 2016.

• The State leadership announced Insure Oklahoma’s increased employer size limit 250
employees. This announcement allows Insure Oklahoma to maximize program usage and
improve health outcomes and expand health care coverage.

• State leaders and Insure Oklahoma employers participated in a social media campaign by
providing video messages and testimonials. The campaign demonstrated the value of the
IO program, impact on the lives of Oklahomans and supported awareness by reaching
nearly 8,000 Oklahoma who had connections to small business through Facebook and
Twitter (Refer to Attachment 7).

• In August 2015 OHCA launched a statewide broadcast, digital and print campaign.
During the campaign social media posts reached thousands of Oklahomans with one post
reaching more than 120,000 people. English and Spanish radio ads played statewide and
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• television and internet video ads aired over broadcast and cable networks. The statewide
advertising campaign showed an increase in member enrollment from 17,137 in August
to 18,444 in December.

2015 Employer-Sponsored Insurance 
(ESI) Program Participating Employers Jan-Mar Apr-Jun Jul-Sep Oct-Dec 

Approved Businesses with Participating 
Employees 11,946 11,371 10,800 10,699 

2015 Average ESI Member 
Premium Jan-Mar Apr-Jun Jul-Sep Oct-Dec 

Member Premium $302.81 $307.08 $311.68 $313.51 

2015 ESI Subsidies Jan-Mar Apr-Jun Jul-Sep Oct-Dec 
Employers Subsidized 6,456 7,272 7,084 7,001 
Employees and Spouses 
Subsidized 25,816 29,064 28,091 28,298 

Total Subsidies 10,810,002.12 11,344,249.93 11,348,229.98 11,435,955.06 

2015 Average Individual 
(IP) Member Premiums Jan-Mar Apr-Jun Jul-Sep Oct-Dec 

Member Premiums $36.53 $36.40 $36.81 $37.00 
Average FPL of IP 
Members 61% 61% 61% 62% 

2015 ESI Average Per 
Member Per Month Jan-Mar Apr-Jun Jul-Sep Oct-Dec 

Average Payment Per 
Employee $281.06 $281.56 $289.20 $291.16 

Average Payment Per 
Spouse $453.25 $453.22 $464.41 $467.24 

Average Per College 
Student $256.67 $265.76 $265.22 $283.46 

Average Per Dependents $166.09 $165.71 $178.41 $164.16 

2015 IP Subsidies Jan-Mar Apr-Jun Jul-Sep Oct-Dec 
Total Premiums Received $361,908.31 $338,024.50 $320,489.10 $315,143.55 
Total Member Months 13,391 13,204 12,315 11,735 
Total Paid Claims $5,983,024.15 $6,426,180.86 $6,150,374.62 $5,449,252.27 
Average Claim PMPM $419.92 $460.94 $473.49 $438.17 
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2015 Coverage 
Premium 
Responsibility  

Jan-Mar Apr-Jun Jul-Sep Oct-Dec 

ESI $89.67 $90.00 $92.67 $93.67 
IP $27.33 25.67 $26.00 $27.00 

2015 ESI 
Program 

Enrollment 

Jan-Mar Apr-Jun Jul-Sep Oct-Dec 
0-
100% 
FPL 

101-
138% 
FPL 

139% 
and 
Over 

0-
100% 
FPL 

101-
138% 
FPL 

139% 
and 
Over 

0-100% 
FPL 

101-
138% 
FPL 

139% 
and 
Over 

0-
100% 
FPL 

101-
138% 
FPL 

139% 
and 
Over 

Employee 1,866 3,369 5,896 1,901 3,320 5,756 1,925 3,247 5707 2,133 3,745 6,316 
Spouse 377 593 1,037 376 577 1024 384 571 973 420 626 1,009 
Student 18 23 55 24 15 58 22 19 51 29 28 62 
Dependent 0 0 248 0 0 244 0 0 218 0 0 230 
IO ESI Totals 2,261 3,985 7,236 2,301 3,912 7,082 2,331 3,837 6,949 2,582 4,399 7,617 

2015 IP Program 
Enrollment 0-100% 
FPL 

Jan-Mar Apr-Jun Jul-Sep Oct-Dec 

Employee 3,235 3,243 2,990 2,870 
Spouse 933 906 824 795 
Student 185 167 167 181 
IO IP Totals 4,353 4,316 3,981 3,846 
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B. Policy Developments 

1. Waiver Development & Reporting (WD&R)
The Waiver Development & Reporting unit works in collaboration with CMS on waiver issues 
ensuring compliance with state and federal laws and authority. 

In accordance with required CMS quarterly report documents the WD&R unit submits additional 
reporting information to CMS throughout the year. The unit also worked closely with CMS on 
collaborative efforts to help with outreach efforts and implementation of changes made through 
amendments to the waiver.  

Some of the highlights from the 1115 Waiver Unit this year included the unit’s submission of the 
2014 SoonerCare Choice Annual report and SoonerCare Choice Evaluation Design for 2015 – 
2016. 

The OHCA Waiver Development and Reporting Coordinator conducted the annual Post Award 
Forum on July 14, 2015 at the University of Oklahoma Health Science Center Campus to the 
Oklahoma Health Improvement Plan (OHIP) and Children’s Health Advisory Task Force 
(CHATF). During the forum, the WD&R coordinator provided an overview of the 1115 waiver, 
current programs offered under the waiver, as well as services and main objective of the 
program. The WD&R coordinator advised that staff were working on a draft amendment of the 
2015-2016 demonstration to request an additional premium assistance option from CMS to the 
waiver program which is known as the IO Sponsor’s Choice Option. 

Monthly monitoring calls with CMS were instrumental in sharing information regarding Insure 
Oklahoma, Health Management Program, Health Access Network and several State of 
Oklahoma legislative bills that may have an impact on the SoonerCare choice Demonstration 
Wavier. The OHCA also participated in 12 formal monthly monitoring calls with CMS , as well 
as other call on an as – needed basis.  

The OHCA and State leadership continued to collaborate with CMS on how to sustain the Insure 
Oklahoma program in the future. The staff participated in Joint Application Design (JAD) 
sessions regarding the new developments of Insure Oklahoma online enrollment. The OHCA 
also worked with Tribal leaders and OSDH to draft an amendment to include Sponsor’s Choice 
to the Insure Oklahoma program. 

The OHCA began discussion with CMS regarding changes to the Demonstration waiver as 
allowed in the Special Terms and Conditions. The waiver did not require formal waiver 
amendment actions regarding changes to the HMP program. The summary of the changes 
included; Enhancement to the HMP with an anticipated implementation date of January 1, 2016. 

a) Telephonic health coaching will be added as modality for educating members; and
b) The SoonerCare pain management program will be implemented in the HMP. Practice

facilitators will provide evidence based education to providers regarding pain
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management. Practice facilitators will assist selected practices with quality improvement 
initiatives related to pain management.  

In addition, the OHCA proposed to initiate an across-the-board rate reduction impacting the 
demonstration with respect to care coordination payments to the SoonerCare Choice Patient 
Centered Medical Home Primary Care Providers, and the SoonerExcel performance incentives 
payments pool. The new payments are anticipated to become effective February 1, 2016.  

In addition to the above highlights, the chart below is a comprehensive list of the 2015 
documents that the OHCA worked with CMS to complete.  

Number Document Submitted to CMS Status Date Approved 

1. 

SoonerCare Choice 
and Insure Oklahoma 

2016-2018 
Demonstration 

Renewal 

December 29, 2014 CMS Received July 9, 2015 

2. 

SoonerCare Quarterly 
Report, Oct-Dec 

2014 February 27, 2015 CMS Received N/A 

3. SoonerCare Choice 
2014 Annual Report April 30, 2015 CMS Received N/A 

4. SoonerCare Quarterly 
Report, Jan-Mar 2015 May 29, 2015 CMS Received N/A 

5. 

Acceptance of the 
July 9 Special Terms 

and Conditions, 
Waiver List and 

Expenditure 
Authorities 

August 9, 2015 CMS Received N/A 

6. SoonerCare Quarterly 
Report, Apr-Jun 2015 August 27, 2015 CMS Received N/A 

7. SoonerCare Quarterly 
Report, Jul-Sep 2015 November 24, 2015 CMS Received N/A 

2. Rule Changes
Throughout 2015, OHCA staff presented numerous proposed permanent rule changes to the 
Medical Advisory Committee and to the OHCA Board.  During the first quarter of 2015 
proposed rule changes specific to the 1115 demonstration included three eligibility policy 
revisions.  The first revision was to Insure Oklahoma policy for IP and ESI members requiring 
conformance to the Modified Adjusted Gross Income (MAGI) methodology.  The second rule 
change involved making members with other forms of creditable health insurance coverage and 
individuals in the former foster care eligibility group, no longer eligible for SoonerCare.  Lastly, 
TEFRA policy was revised to align level of care eligibility with federal guidelines. 
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The remaining rule changes specific to the 1115 demonstration included clarification of 
SoonerRide guidelines and revisions allowing electronic notices to be sent to SoonerCare 
members’ designated e-mail addresses. 

All proposed rule changes were passed through the Oklahoma Legislature during the 2015 
legislative session and signed by the Governor with an effective date of September 1, 2015. 

The OHCA continues to encourage stakeholders, providers and the public to make comments on 
all proposed rule changes by utilizing the OHCA webpage Proposed Rule Changes Website for 
comment. Individuals may receive rule change updates through email notification or the OHCA 
web alert banner.   

3. Legislative Activity
House Bill 1566 was passed by the Oklahoma Legislature and signed by Gov. Mary Fallin in 
April 2015. The bill charged the OHCA with issuing an RFP for care coordination model(s) for 
its ABD populations. The intent of the legislation was to provide better access to care, improve 
quality and health outcomes and control costs. 

The Request For Information (RFI) was released in June 2015 for open comment and responses 
through August 3, 2015. In the month of July, the ABD Care Coordination Stakeholder Kickoff 
Meeting was held with ABD members, advocates, providers, healthcare systems and the general 
public in attendance. Additional stakeholder meetings were held throughout the state of 
Oklahoma on: 

• July 21, 2015
• August 14, 2015
• September 8, 2015
• October 13, 2015
• November 10, 2015

Pursuant to HB 1566, the OHCA continues to work with its consultant, Pacific Health Policy 
Group , to move forward with the development of the next stages of this bill. After careful 
review and analysis of the information received through various venues for stakeholder 
engagement, and through responses to the RFI, the OHCA chose a fully capitated statewide 
model of care coordination. The model was announced on November 30, 2015.  The OHCA 
believes this model will meet the intent of the legislation by providing the highest quality of care 
for the ABD population, while helping to control cost and improve health outcomes. The RFP 
development began in December 2015 with an anticipated release date in June 2016.  

For a complete overview of HB1566, visit ABD Care Coordination Web Page. 

http://www.okca.org/abdcarecoordination
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A. Budget Neutrality Model 
Oklahoma's actual per member per month expenditures are less than the allowed per member per 
month expenditures for all categories except the Aged, Blind and Disabled-Rural. In the overall 
life of the waiver, the state has $4.6 billion in Budget Neutral savings and, ending December 
2015; the state has $878,155,206 in savings for the reporting year. 

Oklahoma 1115 Budget Neutrality Model 
Cumulative Waiver Year 

December 31, 2015 

Waiver Year 
Member Months 

(Enrolled & 
Unenrolled 

Costs Without 
Waiver 

Waiver costs on 
HCFA-64 Variance 

Waiver Year #1 – 1996 2,337,532 $286,138,649 $249,006,422 $37,132,227 
Waiver Year #2 – 1997 2,282,744 $297,653,392 $281,953,273 $15,700,119 
Waiver Year #3 – 1998 2,550,505 $354,302,018 $303,644,031 $50,657,987 
Waiver Year #4 – 1999 3,198,323 $538,659,237 $426,247,022 $112,412,215 
Waiver Year #5 – 2000 3,496,979 $690,766,574 $592,301,080 $98,465,494 
Waiver Year #6 – 2001 4,513,310 $981,183,083 $773,255,432 $207,927,651 
Waiver Year #7 – 2002 4,823,829 $1,115,197,420 $850,084,088 $265,113,332 
Waiver Year #8 – 2003 4,716,758 $1,087,570,219 $917,176,458 $170,393,761 
Waiver Year #9 – 2004 4,886,784 $1,199,722,904 $884,795,047 $314,927,857 
Waiver Year #10– 2005 5,038,078 $1,316,858,687 $1,001,434,761 $315,423,926 
Waiver Year #11 – 2006 5,180,782 $1,436,886,838 $1,368,966,664 $67,920,174 
Waiver Year #12 – 2007 5,451,378 $1,582,588,945 $1,445,598,253 $136,990,692 
Waiver Year #13 – 2008 5,386,004 $1,660,246,277 $1,620,066,352 $40,179,924 
Waiver Year #14 – 2009 5,839,782 $1,883,856,292 $1,877,829,088 $6,027,204 
Waiver Year #15 – 2010 6,367,794 $2,154,894,736 $1,994,807,073 $160,087,663 
Waiver Year #16 – 2011 6,420,012 $2,297,585,363 $2,129,385,450 $168,199,914 
Waiver Year #17 – 2012 6,819,943 $2,543,469,377 $2,227,024,758 $316,444,619 
Waiver Year #18 – 2013 7,011,670 $2,749,107,136 $2,188,257,442 $560,849,694 
Waiver Year #19 – 2014 7,392,534 $3,206,121,382 $2,328,224,834 $697,896,548 
Waiver Year #20 – 2015 7,559,632 $3,164,107,136 $2,285,951,930 $878,155,206 

Total Waiver Cost 101,274,373 $30,366,915,663 $25,746,009,457 $4,620,906,206 
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A. Budget Neutrality Calculations 

Eligibility Group Quarter Ending 
Mar  

Quarter Ending 
Jun 

Quarter Ending 
Sep 

Quarter Ending 
Dec 

TANF-Urban 1,025,563 1,032,864 1,034,531 1,008,778 
TANF-Rural 701,314 707,838 708,111 690,573 
ABD-Urban 90,877 90,503 90,333 91,097 
ABD-Rural 72,379 71,826 71,442 71,603 

B. Informational Purposes Only 

Eligibility Group Quarter 
Ending Mar 

Quarter 
Ending Jun 

Quarter 
Ending Sep 

Quarter 
Ending Dec 

Working Disabled Adults-ESI 1 0 0 0 
Working Disabled Adults-IP 3 4 3 1 
Working Non-Disabled Adults-
ESI 39,253 39,312 38,425 41,553 

Working Non-Disabled Adults-
IP 12,712 12,579 11,688 11,109 

Full-Time College Student-IP 308 294 282 333 
Full-Time College Student-ESI 541 542 508 535 
Foster Parents-ESI4 0 0 0 0 
Foster Parents-IP4 0 0 0 0 
Not-For-Profit Employees-IP4 0 0 0 0 
Not-For-Profit Employees-ESI4 0 0 0 0 
TEFRA 1,649 1,692 1,705 1,725 
SCHIP Medicaid Expansion 
Children 282,530 270,434 274,247 281,855 

Demonstration 
Expenditures 

Quarter Ending 
Mar  

Quarter Ending 
Jun 

Quarter Ending 
Sep 

Quarter Ending 
Dec 

HAN 1,867,940 1,984,305 1,678,515 1,603,180 
HMP 1,277,967 1,863,344 2,068,832 2,087,924 
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A. Member Inquiries 
The Member Service Tier II takes various inquiries from members that are identified according to call 
categories. The member services unit has worked on ways to better identify the type of member inquiry to 
place calls in identified categories. 

2015 Member 
Inquiries Jan-Mar Apr-Jun Jul-Sep Oct-Dec Total 

Program Complaint 20 39 26 31 116 
Complaint on 
Provider 125 119 99 72 415 

Fraud and Abuse 57 54 57 51 219 
Access to Care 6 17 9 8 40 
Program Policy 2,274 2,550 3,442 3,069 11,335 
Specialty Request 381 454 275 202 1,312 
Eligibility Inquiry 4,890 4,033 5,496 5,508 19,927 
SoonerRide 1,839 2,091 2,570 2,110 8,610 
Other18 0 0 0 0 0 
PCP Change 727 605 703 593 2,628 
PCP Inquiry 684 750 622 548 2,604 
Dental History 50 19 29 11 109 
Drug/NDC Inquiry 134 82 64 5 285 
Medical ID Card 278 257 326 271 1,132 
PA Inquiry 775 750 986 697 3,208 
Totals19 12,240 11,820 14,704 13,176 51,940 

B. Helplines 
The helpline provides assistance with Online SoonerCare Application, ordering a SoonerCare 
card, or other questions and concerns about SoonerCare.  

Insure Oklahoma Helpline 

2015 Insure Oklahoma IP 
Helpline Jan-Mar Apr-Jun Jul-Sep Oct-Nov 

Number of Calls 15,673 13,531 13,463 15,502 
Number of Calls Answered 14,991 13,327 13,258 15,138 
Number of Calls 
Abandoned 682 204 205 364 

Percentage of Calls 
Answered 94% 98% 98% 95% 

18 Beginning October 2013, OHCA changed the criteria for this category. Currently, this is a category that is rarely 
used as the categories are more specifically defined and the use for “other” is less likely to occur. 
19 Substantial Increase may be due to updated rules and policies that went into effect during the quarter. 
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2015 Insure Oklahoma ESI 
Helpline Jan-Mar Apr-Jun Jul-Sep Oct-Dec 

Number of Calls 3,928 3,057 3,469 4,228 
Number of Calls Answered 3,790 3,007 3,449 4,174 
Number of Calls Abandoned 138 50 20 54 
Percentage of Calls Answered 91% 98% 99% 98% 

Online Enrollment Helplines 

2015 Online Enrollment 
Helpline Calls (English) Jan-Mar Apr-Jun Jul-Sep Oct-Dec 

Number of Calls 24,723 20,735 28,341 30,188 
Number of Calls Answered 23,476 20,350 27,588 29,489 
Number of Calls Abandoned 1,247 385 753 699 
Percentage of Calls Answered 94% 98% 97% 97% 

2015 Online Enrollment 
Helpline Calls (Spanish) Jan-Mar Apr-Jun Jul-Sep Oct-Dec 

Number of Calls 301 214 245 249 
Number of Calls Answered 283 184 218 234 
Number of Calls Abandoned 18 30 27 15 
Percentage of Calls Answered 91% 86% 89% 94% 

SoonerCare Helpline 

2015 SoonerCare Helpline 
Calls Jan-Mar Apr-Jun Jul-Sep Oct-Dec 

Number of Calls 178,868 151,368 178,896 174,807 
Number of Calls Answered 166,161 145,849 170,110 168,614 
Number of Calls Abandoned 12,707 5,519 8,786 6,193 
Percentage of Calls Answered 89% 97% 95% 96% 
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C. Grievances  
Grievances are formal complaints that are logged by the quarter in which they are filed. The 
OHCA’s legal department tracks the grievance by the type of appeal. An appeal is the process by 
which a member, provider or other affected party may request a reconsideration of a decision, 
which can be appealed by policy or law. Some decisions are not appealable. 

Jan-Mar Apr-Jun Jul-Sep Oct-Dec 
2015 
SoonerCare 
Grievances 

Pending Closed Pending Closed Pending Closed Pending Closed 

Eligibility 4 

8 Resolved 
1 Closed 
Dismissed 
1 withdrew 

2 1 Dismissed 
1 Untimely 10 4 Dismissed 

3 Resolved 8 
2 Dismissed 
1 Resolved 
1 Withdrew 

Prior Auth: 
Dental 7 1 Resolved 1 0 2 1 Untimely 3 

1 Withdrew 
1 Resolved 

Prior Auth: 
Pharmacy 1 4 Resolved 3 4 Dismissed 

1 Denied 2 4 Dismissed 
2 Resolved 6 2 Dismissed 

1 Untimely 
Prior Auth: 
Durable 
Medical 
Equipment 

4 0 1 1 Withdrew 0 1 Dismissed 2 1 Dismissed 

Prior Auth: 
Other 2 3 Resolved 

1 Withdrew 0 0 1 1 Dismissed 
1 Withdrew 3 1 Resolved 

Prior Auth: 
Other Speech 1 

1 Resolved 
1 Dismissed 
1 Withdrew 

0 1 Resolved 1 2 Dismissed 
1 Untimely 0 0 

Prior Auth: 
Other Surgery 3 0 2 1 Denied 4 1 Dismissed 2 0 

Prior Auth: 
Radiology 
Services 

2 1 Resolved 
1 Withdrew 0 1 Granted 

2 Resolved 0 1 Dismissed 2 0 

Panel 
Dismissal 1 2 Resolved 0 0 1 1 Untimely 0 0 

Panel Hearing 1 0 0 0 0 0 0 0 
PDN 1 0 0 0 0 0 2 0 

Miscellaneous 3 0 0 0 1 2 Dismissed 
1 Resolved 1 1 Untimely 

Miscellaneous: 
Unpaid Claim 
(Provider) 

3 2 Dismissed 0 0 0 0 0 0 

Miscellaneous: 
Unpaid Claim 
(Member) 

3 
1 Granted 
1 Resolved 
1 Dismissed 

0 1 Untimely 2 2 Pending 
1 Resolved 3 1 Dismissed 

TEFRA 3 1 Withdrew 0 0 2 0 0 1 Dismissed 
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Jan-Mar Apr-Jun Jul-Sep Oct-Dec 
2015 
Insure 
Oklahoma 
Grievances 

Pending Closed Pending Closed Pending Closed Pending Closed 

Eligibility 4 4 Resolved 
1 Withdrew 

5 5 Dismissed 
4 Resolved 
1 Withdrew 

4 2 Dismissed 
3 Resolved 

3 2 Dismissed 
2 Resolved 
1 Withdrew 

A. Quality Assurance  
SoonerRide  
The SoonerRide program was developed in order to assist SoonerCare members with 
transportation to and from medically necessary appointments. The Oklahoma Health Care 
Authority partners with LogistiCare Solutions LLC to provide non-emergency transportation to 
and from medical appointments. 

During 2015, the SoonerRide program provided approximately 803,419 trips for SoonerCare 
Choice and other OHCA covered program members within the 77 state counties. 

Throughout the SFY 2015 member satisfaction surveys were conducted on a quarterly basis.   
Members ranked the SoonerRide program as excellent, good, fair or poor.  The survey revealed 
very positive results during each quarter of 2015. 

Access Survey 
OHCA requires that providers give members 24-hour access and ensure that members receive 
appropriate and timely services. Provider services staff place calls to providers after 5:00 pm and 
report the type of access available. Provider representatives also educate providers in need of 
improving after-hours access to comply with contractual standards. 

2015 Access Survey Jan-Mar Apr-Jun Jul-Sep Oct-Dec 
Number of Providers Called 895 904 906 922 
Percent of Providers with 
24-hr Access on Initial 
Survey 

93% 95% 94% 94% 

Percent of Providers 
Educated for Compliance 7% 5% 6% 6% 
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A. Hypothesis 
The contract to evaluate the HMP was renewed in 2014, which resulted in the timeline for report 
deliverables being altered. Annual evaluation reports are now due to OHCA by June 30th of each 
year and evaluate the work performed during the previous fiscal year. The data necessary to 
provide outcomes for hypothesis 9B through 9H are reported in the claims analysis portion of the 
annual evaluation report, which will not be available until June 30, 2016. 

Hypothesis Do 2015 Outcomes of the Demonstration 
Confirm the Hypothesis? 

1A. Child Health checkup rates for children 0 to 15 
months old will be maintained at or above 95 
percent over the life of the extension period. 

No – The OHCA has not yet met this measure. The 
OHCA will continue to track this data associated 
with this hypothesis over the extension period. 

1B. Child Health checkup rates for children 3 
through 6 years old will increase by three 
percentage points over the life of the extension 
period. 

No – The OHCA has not yet met this measure. The 
OHCA will continue to track this data associated 
with this hypothesis over the extension period. 

1C. Adolescent child health checkup rates  will 
increase by three percentage points over the life of 
the extension period. 

No – The OHCA has not yet met this measure. The 
OHCA will continue to track this data associated 
with this hypothesis over the extension period. 

2. The rate of adult members who have one or more
preventative health visits with a primary care 
provider in a year will improve by three percentage 
points as a measure of access to primary care in 
accordance with HEDIS guidelines between 2013-
2015. 

No – The OHCA has not yet met this measure. The 
OHCA will continue to track this data associated 
with this hypothesis over the extension period. 

3. The number of SoonerCare primary care
practitioners enrolled as medical home PCPs will 
maintain at or above the baseline data between 
2013-2015. 

Yes 

4A. There will be adequate PCP capacity to meet 
the health care needs of the SoonerCare  members 
between 2015-2015.  The available capacity will 
equal or exceed the baseline data over duration of 
the waiver extension period.  

Yes 

4B. There will be adequate PCP capacity to meet 
the health care needs of the SoonerCare members 
between 2013-2015. As perceived by the member. 
The time it takes for the member to schedule an 
appointment should exceed the baseline data 
between 2013-2015.   

Yes 
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5. The percentage of American Indian members
who are enrolled with an Indian Health Services, 
Tribal or Urban Indian Clinic (I/T/U) with a 
SoonerCare Choice American Indian primary care 
case management contract will increase nine 
percentage points during the 2013-2015 extension 
period (this is three percentage points each year). 

No – The OHCA has not yet met this measure. The 
OHCA will continue to track this data associated 
with this hypothesis over the extension period. 

6. The proportion of members eligible for
SoonerCare Choice who do not have an established 
PCP will decrease within 90 days of the primary 
care claims analysis report. 

Yes 

7A. key quality performance measures, asthma and 
Emergency Room (ER) utilization, tracked for  
PCPs participating in the HANs will improve 
between 2013-2015.  Decrease asthma related ER 
visits for HAN members with an Asthma diagnosis 
identified in the medical record. 

The health access networks continue to move 
forward with reporting under the refined 
methodology established in 2013. The OHCA will 
continue to track and trend hypothesis 7 over the 
extension period to monitor for significant changes 
in results.  

7B. Key quality performance measures, asthma and 
Emergency Room (ER) utilization, tracked for 
PCPs participating in the HANs will improve 
between 2013-2015.  Decrease 90-day 
readmissions for related asthma conditions for 
HAN members with an Asthma diagnosis identified 
in their medical record. 

The health access networks continue to move 
forward with reporting under the refined 
methodology established in 2013. The OHCA will 
continue to track and trend hypothesis 7 over the 
extension period to monitor for significant changes 
in results.  

7C. Key quality performance measures, asthma and 
Emergency Room (ER) utilization, tracked for 
PCPs participating in the HANs will improve 
between  2013-2015.  Decrease overall ER use for 
HAN members. 

The health access networks continue to move 
forward with reporting under the refined 
methodology established in 2013. The OHCA will 
continue to track and trend hypothesis 7 over the 
extension period to monitor for significant changes 
in results.  

8. Average per member per month expenditures for
members belonging to a HAN affiliated PCP will 
continue to be less than those members enrolled 
with non-Han affiliated PCPs during the period of 
2013-2015. 

Yes 

9a(A). The percentage of SoonerCare members 
identified as qualified for nurse care management, 
who enroll and are actively engaged, will increase 
as compared to baseline. 

No – The OHCA has not yet met this measure. The 
OHCA will continue to track data associated with 
this hypothesis over the extension period. 

9a(B). The percentage of members actively 
engaged in nurse care management in relation to 
the providers’ total SoonerCare Choice panel. 

No – The OHCA has not yet met this measure. The 
OHCA will continue to track data associated with 
this hypothesis over the extension period. 

9b. The incorporation of Health Coaches into 
primary care practices will result in increased PCP 
contact with nurse care managed members, versus 
baseline for two successive years and a comparison 
group of eligible but not enrolled members. 

Pending – It is not clear if the HMP has met this 
measure at this time. HMP has updated this 
hypothesis with revised data and will provide the 
OHCA with updated SFY2015 data after the 
reporting time period of this evaluation.  
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9c(A). The implementation of Phase II of the 
SoonerCare HMP, including introduction of 
physician office-based Health Coaches for nurse 
care managed members and closer alignment of 
nurse care management and practice facilitation, 
will improve the process for identifying qualified 
members and result in an increase in average 
complexity of need within the nurse care managed 
population. 

Number of members engaged in nurse care 
management with two or more chronic conditions. 

Pending – It is not clear if the HMP has met this 
measure at this time. HMP will provide the OHCA 
with updated SFY2015 data after the reporting time 
period of this evaluation. 

9c(B). The implementation of Phase II of the 
SoonerCare HMP, including introduction of 
physician office-based Health Coaches for nurse 
care managed members and closer alignment of 
nurse care management and practice facilitation, 
will improve the process for identifying eligible 
members and result n an increase in average 
complexity of need within the nurse care managed 
population. 
Sum of chronic conditions across all members 
engaged at any time in a 12-month period. 

Pending – It is not clear if the HMP has met this 
measure at this time. HMP will provide the OHCA 
with updated SFY2015 data after the reporting time 
period of this evaluation. 

9c(C). The implementation of Phase II of the 
SoonerCare HMP, including introduction of 
physician office-based Health Coaches for nurse 
care managed members and closer alignment of 
nurse care management and practice facilitation, 
will improve the process for identifying eligible 
members and result in an increase in average 
complexity of need within the nurse care managed 
population.  
Number of members engaged in nurse care 
management at any time in a 12-month period. 

Pending – It is not clear if the HMP has met this 
measure at this time. HMP will provide the OHCA 
with updated SFY 2015data after the reporting time 
period of this evaluation. 

9c(D). The implementation of Phase II of the 
SoonerCare HMP, including introduction of 
physician office-based Health Coaches for nurse 
care managed members and closer alignment of 
nurse care management and practice facilitation, 
will improve the process for identifying eligible 
members and result in an increase in average 
complexity of need within the nurse care managed 
population. 
Sum of chronic impact scores across all members 
engaged at any time in a 12 month period. 

Pending – It is not clear if the HMP has met this 
measure at this time. HMP will provide the OHCA 
with updated SFY2015 data after the reporting time 
period of this evaluation. 
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9d. The use of a disease registry by Health Coaches 
will improve the quality of care for nurse care 
managed members. 

Pending – It is not clear if the HMP has met this 
measure at this time. HMP will provide the OHCA 
with updated SFY2015 data after the reporting time 
period of this evaluation. 

9e. Nurse care managed members will utilize the 
emergency room at a lower rate than members in a 
comparison group comprised of eligible but not 
enrolled members. 

Pending – It is not clear if the HMP has met this 
measure at this time. HMP will provide the OHCA 
with updated SFY2015 data after the reporting time 
period of this evaluation. 

9f. Nurse care managed members will have fewer 
hospital admissions and readmissions than 
members in a comparison group comprised of 
eligible but not enrolled members. 

Pending – It is not clear if the HMP has met this 
measure at this time. HMP will provide the OHCA 
with updated SFY2015 data after the reporting time 
period of this evaluation. 

9g. Nurse care managed members will report 
higher levels of satisfaction with their care than in a 
comparison group comprised of eligible but not 
engaged members. 

Pending – It is not clear if the HMP has met this 
measure at this time. HMP will provide the OHCA 
with updated SFY2015 data after the reporting time 
period of this evaluation. 

9h. Total and per member per month expenditures 
for members enrolled in HMP will be lower than 
would have occurred absent their participation in 
nurse care management. 

Pending – It is not clear if the HMP has met this 
measure at this time. HMP will provide the OHCA 
with updated SFY2015 data after the reporting time 
period of this evaluation. 

10. The state’s systems performance will ensure
seamless coverage between Medicaid and the 
Marketplace after changes outlined in the 
Affordable Care Act effectuated. 

Yes 

Hypothesis  
The OHCA reports the following 2015 annual data and analysis for the SoonerCare Choice 
program’s hypotheses. Below are the waiver objectives for reference:  
The SoonerCare Choice program objectives include:  

• Improving access to preventive and primary care services;
• Increasing the number of participating primary care providers and overall primary care

capacity in both urban and rural areas;
• Providing active, comprehensive care management to members with complex and/or

exceptional health care needs;
• Integrating Indian Health Services' members and providers into the SoonerCare delivery

system; and
• Expanding access to affordable health insurance for low-income adults in the work force,

their spouses and college students.
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CMS’ Three Part Aim is also included for reference below for the SoonerCare Choice program 
hypotheses.  

• Improving access to and experience of care;
• Improving quality of health care; and
• Decreasing per capita costs.

Health Management (HMP) program objectives include: 
• Improving health outcomes and reducing medical costs of the population served;
• Reducing the incidence and severity of chronic disease in the member population;
• Encouraging and enabling members to better manage their own health;
• Improving the effectiveness of providers in caring for members with chronic disease or at

risk for such disease; and
• Having the ability to provide services to providers and members in any area of the state,

urban or rural.

Hypothesis 1- Child Health Checkup Rates this hypothesis directly relates to SoonerCare Choice 
waiver objective #1 and #1 of CMS’s Three Part Aim. 

The rate age-appropriate well-child and adolescent visits will improve between 2013-2015. 
A. Child health check-up rates for children 0 to 15 months old will be maintained at or 

above 95 percent over the life of the extension period.  
B. Child health checkup rates for children 3 through 6 years old will increase by three 

percentage points over the life of the extension period. 
C. Adolescent child health checkup rates will increase by three percentage points over the 

life of the extension period. 

Hypothesis 1A Results:  
This hypothesis specifies that checkup rates for children 0 to 15 months will be maintained at or 
above 95 percent over the course of the extension period. OHCA met this measure in HEDIS® 
year 2010 when the percentage of child visits was at 95.4 percent. OHCA has maintained at or 
above this rate in consecutive years as evidenced by HEDIS® data in year 2013 (95.7 percent), 
and through HEDIS® year 2014 (96.3). In HEDIS® year 2015 the child checkup rate fell  

slightly below 95 percent rate to 94.3%.  There is no clear reason for the slight drop in child 
checkup rates.  The OHCA will continue to monitor this group during the 2016 extension period. 

Well-Child 
Adolescent 
Visits 

HEDIS 
2010   

CY2009 

HEDIS 
2011 

CY2010 

HEDIS 
2012 

CY2011 

HEDIS 
2013 

CY2012 

HEDIS 
2014 

CY2013 

HEDIS  
2015 

CY2014 
0-15
months.1+visit 95.4% 98.3% 98.3% 95.7% 96.3% 94.3% 

3-6 years 61.9% 59.8% 57.4% 59.9% 58.5% 57.1% 
12-21 years 37.1% 33.5% 34.5% 22.5% 21.8% 22.1% 



48 

X. DEMONSTRATION EVALUATION (cont’d) 

Hypothesis 1B Results:  
In accordance with the hypothesis, the checkup rates for children ages 3 to 6 years are to increase 
by 3 percentage points over the extension period, 2013-2015, which would be an average of 1 
percentage point per year.  There was a 2.5 percent growth according to HEDIS® between year 
2012 to 2013.  This population saw a 1.4 percent decrease in health checkup rates during 
HEDIS® year 2015. Over the three year period, there was a 2.8 percent decrease in health 
checkups for this population group.  In order to meet this measure, the OHCA will continue to 
monitor this group during the 2016 extension period. 

Hypothesis 1C Results:  
The evaluation measure hypothesizes that the checkup rate for adolescent’s ages 12 to 21 years 
will also increase three percentage points over the period from 2010-2012, which is an average 
of 1 percentage point per year. Adolescents’ ages 12-21 years have had a .4 percent decrease in 
health checkup rates from HEDIS® year 2014, to HEDIS® year 2015. The OHCA analysis 
indicates that there is an inverse relationship between increasing age of the child and screening 
participation rates.  Other than the adverse relationship factor, there is no clear reason for the 
decrease in health checkup rates. The percentage appears to have slightly decreased from 
HEDIS® year 2013 to HEDIS® year 2014, however this decrease was due to a change in  

methodology utilized by our partner PHPG to measure checkup rates.  The percentage decrease 
does not reflect an actual drop in checkup rates.  In order to meet this measure, the OHCA will 
continue to monitor this group during the 2016 extension period. 

Hypothesis 2 - PCP Visits this hypothesis directly relates to SoonerCare Choice waiver objective 
#1 and #1 of CMS’s Three Part Aim: 

The rate of adult members who have one or more preventive health visits with a primary care 
provider in a year will improve by three percentage points as a measure of access to primary care 
in accordance with HEDIS® guidelines between 2013-2015. 

Access to primary care providers is determined in accordance with HEDIS® guidelines: a 
member with at least one paid claim or encounter with a primary care provider in a 12-month 
period is determined to have access to primary care. Only members who were enrolled for 11 or 
12 months of the data year who did not have gaps in enrollment of more than 45 days during the 
year are included in the population for whom the access rate is determined. The adult rate 
excludes claims for inpatient procedures, hospitalizations, emergency room visits and visits 
primarily related to mental health and/or chemical dependency. 
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Hypothesis 2 Results: 

Access to 
PCP/Ambulatory 

Health Care: HEDIS® 
Measures  

HEDIS® 
2010 

CY2009 

HEDIS® 
2011 

CY2010 

HEDIS® 
2012 

CY2011 

HEDIS® 
2013 

CY2012 

HEDIS® 
2014 

CY2013 

HEDIS® 
2015 

CY2014 

20-44 years 83.6% 84.2% 83.1% 83.4% 82.4%   81.0% 
45-64 years 90.9% 91.1% 91.0% 89.8% 89.9%   90.1% 

This hypothesis postulates that adults’ rate of access to primary care providers will improve by 
three percentage points over the life of the extension, 2013-2015. SoonerCare adults ages 20-44 
and 45-64 have not yet attained a three percentage point increase over the 2013-2015 extension 
period. For HEDIS® year 2015, adults’ ages 20-44 years with access to a PCP or ambulatory 
health care decreased 1.4 percentage points, while adults ages 45-64 with access to a PCP or 
ambulatory health care increased 0.2 percentage points. The OHCA continues to track the adult 
access rates over the extension period to monitor for significant changes in rates for these age 
groups. 

Hypothesis 3: PCP Enrollments this hypothesis directly relates to SoonerCare Choice waiver 
objective #2 and #1 of CMS’s Three Part Aim: 

The number of SoonerCare primary care practitioners enrolled as medical home PCPs will 
maintain at or above the baseline data (1,932 providers) between 2013-2015. 

Hypothesis 3 Results: 

PCP 
Enrollments 

Dec 
2014 

Jan 
2015 

Feb 
2015 

Mar 
2015 

Apr 
2015 

May 
2015 

Jun 
2015 

Jul 
2015 

Aug 
2015 

Sep 
2015 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Number of 
SoonerCare 
Choice PCPs 

2,454 2,461 2,442 2,445 2,465 2,487 2,501 2,528 2,550 2,572 2,625 2,630 2,642 

This hypothesis measures the State’s access to care by tracking the number of SoonerCare 
primary care providers enrolled as medical home PCPs. The OHCA exceeded the baseline data 
during the first quarter of 2014 and has continued to exceed. The OHCA exceeded the baseline 
data by thirty-seven percent at the end of 2015. The OHCA believes that the number of Choice 
PCPs will continue to be maintained throughout the extension period.  
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Hypothesis 4 - PCP Capacity Available this hypothesis directly relates to SoonerCare Choice 
waiver objectives #1 and #2, and #1 of CMS’s Three Part Aim: 

There will be adequate PCP capacity to meet the health care needs of the SoonerCare members 
between 2013-2015. Also, as perceived by the member, the time it takes to schedule an 
appointment should improve between 2013-2015.  

A. The available capacity will equal or exceed the baseline capacity data over the 
duration of the waiver extension period.  
B. As perceived by the member, the time it takes for the member to schedule an 
appointment should exceed the baseline data between 2013-2015.  

Hypothesis 4A Results: 

SoonerCare Choice PCP 
Capacity 

Baseline Data  
(December 2012) 

PCP Capacity 
(December 2013) 

PCP Capacity 
(December 2014) 

PCP Capacity 
(December 2015) 

SoonerCare Choice 
Enrollment 539,243 555,436 539,647 528,202 

Number of SoonerCare 
Choice PCPs 1,932 2,067 2,454 2,642 

SoonerCare Choice PCP 
Capacity 1,092,850 1,149,541 1,155,455 1,146,767 

Average Members per PCP 279 268 219 200 

This hypothesis postulates that OHCA will equal or exceed the baseline capacity data 
(1,092,850; average of 279 members per PCP) over the duration of the extension period. The 
OHCA exceeded the baseline capacity in the beginning of 2015 and has continued to exceed it 
through the end of 2015. 

In addition, the number of SoonerCare Choice PCP providers has increased slightly over the 
course of the year. There are 2,642 contracted SoonerCare Choice providers who serve 
SoonerCare members, which is a 37 percent increase from the number of providers in December 
2012 the baseline year. In 2015, SoonerCare Choice providers served an average of 200 
members per provider.  
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Hypothesis 4B Results: 

CAHPS® Adult 
Survey Results Baseline Data: 2012 

CAHPS® Survey 
Response 

2013 CAHPS® 
Survey 

Response 

2014 CAHPS® 
Survey 

Response 

2015 CAHPS® 
Survey 

Response 

Positive Responses from 
the Survey Question:  
“In the last 6 months, how 
often did you get an 
appointment for a check-
up or routine care at a 
doctor’s office or clinic as 
soon as you needed?” 

85% 
Responded 

“Usually” or 
“Always” 

80% 
Responded 

“Usually” or 
“Always” 

82% 
Responded 

“Usually” or 
“Always” 

87% 
Responded 

“Usually” or 
“Always 

CAHPS® Child 
Survey Results Baseline Data: 

2012 CAHPS® 
Survey Response 

2013 CAHPS® 
Survey 

Response 

2014 CAHPS®  
Survey Response 

2015 CAHPS® 
Survey 

Response 

Positive Responses from 
the Survey Question:  
“In the last 6 months, 
when you made an 
appointment for a check-
up or routine care for your 
child at a doctor’s office 
or clinic, how often did 
you get an appointment as 
soon as your child 
needed?” 

91% 
Responded 

“Usually” or 
“Always” 

90% 
Responded 

“Usually” or 
“Always” 

91% 
Responded 

“Usually” or 
“Always” 

93% 
Responded 

“Usually” or 
“Always” 

This hypothesis posits that the member’s response to the time it takes to schedule an appointment 
should exceed the baseline data. The OHCA’s contracted External Quality Review Organization 
(EQRO) Morpace, conducted the CAHPS® survey for the period 2015. Results from the 
CAHPS® survey indicate that the majority of survey respondents for both the Adult and Child 
surveys had satisfactory responses for scheduling an appointment as soon as needed.  Eighty 
seven percent of the adult survey respondents felt satisfied in the time it took to schedule an 
appointment with their PCP, while ninety three percent of child survey respondents indicated 
they were “Usually” or “Always” satisfied.  

While more than three-quarters of survey respondents had a positive response about the time it 
takes to get an appointment with their PCP; the OHCA saw a decrease in the number of positive 
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responses in 2013 for both the adult and children composite responses, compared to the baseline 
data. The OHCA saw a slight increase in positive responses in 2014 compared to the 2013 data, 
but still lower than the 2012 baseline.  For 2015, compared to the 2012 baseline data, there was a 
two percent increase in the adult composite response and two percent increase for the child 
composite response 

Hypothesis 5 – Integration of Indian Health Services, Tribal Clinics, and Urban Indian Clinic 
Providers this hypothesis directly relates to SoonerCare Choice waiver objective #4, and #1 of 
CMS’s Three Part Aim:  

The percentage of American Indian members who are enrolled with an Indian Health Services, 
Tribal or Urban Indian Clinic (I/T/U) with a SoonerCare Choice American Indian primary care 
case management contract will increase nine percentage points during the 2013-2015 extension 
period (this is three percentage points each year). 

Hypothesis 5 Results: 

2015 
I/T/U 
Providers 

Dec 
2012 
Base 
line 

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec 

Total 
AI/AN 

Members 
with 

SoonerCa
re Choice 
and I/T/U 

PCP 

86,465 90,240 89,578 89,850 88,881 90,379 92,412 89,991 87,306 85,070 83,181 84,364 83,360 

IHS 
Members 

with 
I/T/U 
PCP 

18,195 15,270 15,286 15,196 14,913 15,143 15,224 15,109 14,583 14,263 13,904 13,916 13,777 

Percent of 
IHS 

Members 
with 
I/T/U 
PCP 

21.04% 18.32% 18.48% 18.22% 18.17% 18.16% 17.93% 18.20% 18.07% 18.13% 18.07% 17.85% 17.90% 

I/T/U 
Capacity 124,400 100,900 100,900 100,900 100,900 100.900 100,900 100,900 98,400 98,400 98,499 96,999 96,999 
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This hypothesis postulates that the percentage of American Indian members who are enrolled 
with an I/T/U with a SoonerCare American Indian primary care case management contract will 
increase nine percentage points during the extension period. The proportion of American Indian 
members with an I/T/U PCP has decreased 3.14 percentage points when comparing December 
2012 to December 2015.  At this time, the OHCA expects the percentage of IHS members who 
are enrolled with an I/T/U and a PCP will continue to be maintained or will improve throughout 
the extension period. The OHCA will continue to track this data associated with this hypothesis 
over the extension period 

Hypothesis 6 - Eligible Member Enrollments in Medical Homes this hypothesis directly relates to 
SoonerCare Choice waiver objective #1 and #1 of CMS’s Three Part Aim:  

The proportion of members eligible for SoonerCare Choice who do not have an established PCP will 
decrease within 90 days of the primary care claims analysis report. 

Hypothesis 6 Results: 

The OHCA’s Primary Care Claims Analysis Report is a monthly report that includes every 
SoonerCare Choice eligible member with one or more claims who does not have an established 
PCP. In January, for example, the Primary Care Claims Analysis Report indicated that 1,150 
SoonerCare Choice eligible members had one or more claims, but were not aligned with a PCP. 
In December, approximately 678 SoonerCare Choice eligible members with claims were not 
aligned with a PCP. 

Percentage 
of Members 
Aligned with 
a PCP 

Jan Feb Mar Apr May Jun July Aug Sep Oct Nov Dec 

Primary 
Care Claims 
Analysis 
Report – 
Members 
with Claims 
with no 
Selected 
PCP 

1,150 1,018 885 911 738 850 850 756 1,106 1,110   938 678 

Total 
Number of 
Members 
OHCA 
Aligned with 
PCP 

409 541 540 473 607 479 483 400 566 511 560 456 

Percentage 35.57
% 53.14% 61.02% 51.92% 82.25% 56.35% 56.82% 52.91% 51.18% 46.04% 59.70% 67.26

% 
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Once the OHCA receives the report, staff aligns SoonerCare Choice eligible members with a 
PCP from whom they received services. As indicated in the above chart, of the 1,150 Choice 
members who were not aligned with a PCP in January, OHCA staff successfully aligned 409 
members within 90 days of receiving the Primary Care Claims Analysis Report. The OHCA 
aligned over 50 percent of members in all months except January and October during 2015. In 
January, 35.57 percent of members were aligned with a PCP and a higher percentage of 
alignment was attained all other months in 2015. The OHCA has successfully met this measure 
as the OHCA has decreased the number of SoonerCare Choice eligible members who do not 
have an established PCP.  

Hypothesis 7 – Impact of Health Access Networks on Quality of Care this hypothesis directly 
relates to SoonerCare Choice waiver objective #3 and #2 of CMS’s Three Part Aim:  

Key quality performance measures, asthma and Emergency Room (ER) utilization, tracked for 
PCPs participating in the HANs will improve between 2013-2015.  

A. Total number of ER visits by HAN members with asthma identified in their problem list 
for an asthma-related diagnosis.  

B. Total number of HAN members with asthma identified in their problem list who were 
readmitted to the hospital for an asthma-related illness within 90 days of a previous 
asthma-related hospitalization.  

C. Total number of ER visits for HAN members 

Hypothesis 7 Results:  
This hypothesis posits that the percentage of HAN members with asthma who visit the ER will 
decrease, 90-day re-admission for asthma conditions will decrease and percent of ER use for 
HAN members will decrease. 
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Hypothesis 7A Results: 

A. 2014 Asthma-Related ER 
Visits

HAN members with an Asthma 
diagnosis in their medical record

All HAN Members with ER visit in 
a calendar year

Percent of HAN members with 
an Asthma diagnosis who  

visited the ER
OU Sooner HAN 3,950 58,055 7%
PHCC HAN 72 885 8%
OSU Network HAN 415 4,548 9%

A. 2015 Asthma-Related ER 
Visits

HAN members with an Asthma 
diagnosis in their medical record

All HAN Members with ER visit in 
a calendar year

Percent of HAN members with 
an Asthma diagnosis who  

visited the ER
OU Sooner HAN 5,888 64,958 9%
PHCC HAN 41 858 5%
OSU Network HAN 560 7,390 8%
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Hypothesis 7B Results: 

Hypothesis 7C Results: 

B. 2014 90-Day Re-admissions 
for HAN Members with Asthma

HAN Members with Asthma who 
were Re-admitted to the Hospital 
90 Days after Previous Asthma-

Related Hospitalization

HAN members with Asthma 
identified in their medical record 
and having at least one inpatient 

stay related to Asthma

Percent of HAN Members with 
Asthma who had a 90-Day Re-
admission for Related Asthma 

Condition(s)
OU Sooner HAN 29 504 6%
PHCC HAN 0 4 0%
OSU Network HAN 2 66 3%

B. 2015 90-Day Re-admissions 
for HAN Members with Asthma

HAN Members with Asthma who 
were Re-admitted to the Hospital 
90 Days after Previous Asthma-

Related Hospitalization

HAN members with Asthma 
identified in their medical record 
and having at least one inpatient 

stay related to Asthma

Percent of HAN Members with 
Asthma who had a 90-Day Re-
admission for Related Asthma 

Condition(s)
OU Sooner HAN 44 469 9%
PHCC HAN 2 9 22%
OSU Network HAN 2 71 3%

C. 2014 ER Use for HAN 
Members

Total number of ER visits for HAN 
Members

Total Number of HAN members Percent of ER Use for HAN 
Members

OU Sooner HAN 58,055 124,421 47%
PHCC HAN 1,938 5,273 37%
OSU Network HAN 10,073 61,405 16%

C. 2015 ER Use for HAN 
Members

Total number of ER visits for HAN 
Members

Total Number of HAN members Percent of ER Use for HAN 
Members

OU Sooner HAN 64,958 136,679 48%
PHCC HAN 2,256 5,137 44%
OSU Network HAN 9,937 57,895 17%
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The health access networks continue to move forward with reporting under the refined 
methodology established in 2013 (calendar year 2013 will be the baseline for the health access 
networks). The OHCA will continue to track and trend hypothesis 7 over the extension period to 
monitor for significant changes in results.  

Hypothesis 8 –Impact of Health Access Networks on Effectiveness of Care this hypothesis 
directly relates to SoonerCare Choice waiver objective #3 and #3 of CMS’s Three Part Aim. 

Reducing costs associated with the provision of health care services to SoonerCare beneficiaries 
served by the HANs. 

A. Average per member per month expenditures for members belonging to a HAN 
affiliated PCP will continue to be less than those members enrolled with Non-HAN 
affiliated PCPs during the period of 2013-2015.  

Hypothesis 8 Results: 

HAN PMPM 
SFY 2015 

Jul 
2014 

Aug 
2014 

Sep 
2014 

Oct 
2014 

Nov 
2014 

Dec 
2014 

Jan  
2015 

Feb 
2015 

Mar 
2015 

Apr 
2015 

May 
2015 

Jun 
2015 

HAN 
Members $274.53 $274.34 $274.70 $283.50 $249.48 $276.98 $297.24 $271.75 $283.64 $282.14 $260.49 $261.19 

Non-HAN 
Members $307.30 $302.33 $308.02 $318.93 $268.47 $309.24 $332.12 $297.22 $312.00 $318.22 $277.06 $284.21 
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The OHCA expects this trend to continue. The evaluation design gathers the data for this 
hypothesis on a state fiscal year basis. In order to allow for claims lag data to be reported. The 
analysis of the information is done in conjunction with the evaluation design reporting frequency 
within three to four month window following the calendar year. The information reported in the 
hypothesis is the most current available. 

This hypothesis indicates that the average per member per month (PMPM) expenditure for HAN 
members will be less than the PMPM expenditure for Non-HAN members. The SFY 2015 
PMPM average for HAN members was $274.16 while the PMPM average for Non-HAN 
members was $302.93. Per member per month expenditures, continue to be lower for 
SoonerCare Choice members enrolled with a HAN PCP, than for SoonerCare Choice members 
who are not enrolled with a HAN PCP. The OHCA expects this trend to continue.  

Hypothesis 9a - Health Management Program (HMP); Impact on Enrollment Figures  
this hypothesis directly relates to SoonerCare Choice waiver objective #3, HMP program 
objective #3 and #1 of CMS’s Three Part Aim.   
The implementation of Phase two of the SoonerCare HMP, including introduction of physician 
office-based Health Coaches for nurse care managed members and closer alignment of nurse  
care management and practice facilitation, will yield increased enrollment and active 
participation (engagement) in the program.  

A. The percentage of SoonerCare members identified as qualified for nurse care 
management, who enroll and are actively engaged, will increase as compared to baseline. 

B. The percentage of members actively engaged in nurse care management in relation to the 
providers’ total SoonerCare Choice panel 

Hypothesis 9a(A) Results: 

SoonerCare HMP 
Members in Nurse Care 

Management 

Engaged in 
Nurse Care 

Management 
January 2015 4,153 
February 2015 3,997 
March 2015 4,023 
April 2015 4,113 
May 2015 4,170 
June 2015 4,298 
July 2015 4,531 
August 2015 4,574 
September 2015 4,644 
October 2015 4,499 
November 2015 4,532 
December 2015 4,526 
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This hypothesis posits that the percentage of SoonerCare members identified as qualified for 
nurse care management, who enroll and are actively engaged, will increase as compared to the 
baseline data. In July 2013, the methodology for identifying and reporting members eligible for 
and engaged in the HMP changed due to programmatic and contractual changes. The OHCA is 
confident in the accuracy of the number of members engaged and in the total number of 
members assigned to HMP practices. However, the methodology used to count the number of  
members eligible for the HMP did not capture the total eligible population and the data is not 
available retrospectively. 

Hypothesis 9a(B) Results: 

Actively 
Engaged HMP 

Members 
Aligned with a 
Health Coach 

Total 
SoonerCare 
Members 

Assigned to 
Panels of 

Practices with 
Health Coaches 

Individuals 
Qualified for the 
HMP Program 

Number of HMP 
Members 
Actively 

Engaged in 
Nurse Care 

Management 

Percentage of 
HMP Members 
Aligned with a 
Health Coach 

who are Actively 
Engaged in 
Nurse Care 

Management 
Members 71,621 Not Available 4,526 6.32%20

Note: not all SoonerCare Choice members are considered eligible for HMP. They must meet the 
HMP criteria with having (or be at risk for) an identified chronic illness etc. 

The results show the total number of eligible SoonerCare members assigned to a panel of 
Practices with Health Coaches and the number of HMP members actively engaged in nurse care 
management. In addition, this chart shows the percentage of HMP members aligned with health 
coaches who are actively engaged in nurse care management.  

Hypothesis 9b – Health Management Program (HMP); Impact on Access to Care this hypothesis 
directly relates to SoonerCare Choice waiver objective #3, HMP objective #4, and #1 of CMS’s 
Three Part Aim.  

The incorporation of Health Coaches into primary care practices will result in increased PCP 
contact with nurse care managed members, versus baseline for two successive years and a 
comparison group of eligible but not enrolled members. 

Hypothesis 9b Results: The methodology has changed to now report the compliance of health 
coached participants 20 years of age and older who had an ambulatory/preventive care visit  
during 2015. The outcome of the participants measured (3,617 of 3,757), yielded 96.3 percent of 
members having contact with primary care physicians.  

20 The percent of engaged members out of the total SoonerCare Choice panels who were participating in the HMP. 
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X. DEMONSTRATION EVALUATION (cont’d) 

As a result of the changes made to the HMP, members engaged in telephonic nurse care 
management were transitioned to the CCU, which is part of the OHCA PCM department.  
These members were not included in the annual HMP evaluation and therefore, we do not have 
results for this measure. The OHCA will continue to monitor the care of members in this 
department.  

The comparison group is the general SoonerCare population. The compliance rate of participants 
20 years of age and older who had an ambulatory/preventive care visit during the measurement 
year was 84.7 percent. Hypothesis language has been updated to report this measure going 
forward, these numbers will be used as the baseline. The OHCA will continue to monitor the 
impact of this measure on members.  

HMP Preventive Measures-Practice Group Comparison Group Compliance Rate 
Adult Access to Preventive/Ambulatory Care 84.7% 

Hypothesis 9c – Health Management Program (HMP); Impact on Identifying Appropriate Target 
Population this hypothesis directly relates to SoonerCare Choice waiver objective #3, HMP 
objective #2, and #2 of CMS’s Three Part Aim.  

The implementation of phase two of the SoonerCare HMP, including introduction of physician 
office-based Health Coaches for nurse care managed members and closer alignment of nurse 
care management and practice facilitation will improve the process for identifying eligible 
members and result in an increase in average complexity of need within the nurse care managed 
population. 
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X. DEMONSTRATION EVALUATION (cont’d) 

Hypothesis 9c Results: The Health Management Program (HMP) transitioned to Phase II of the 
program, Next Generation HMP, in July 2013. Phase II of the program embeds health coaches 
into the practices for face-to-face care management. The OHCA noted in earlier reporting the 
baseline data for this measure would begin SFY 2013 to allow the OHCA time to accumulate 
data for Phase II of the HMP program. The OHCA’s contracted HMP evaluator, Pacific Health 
Policy Group (PHPG), conducts the evaluation of the program.  

The contract to evaluate the HMP was renewed in 2014, which resulted in the timeline for report 
deliverables being altered for SFY 2015. Annual evaluation reports are now due to OHCA by 
June 30th of each year and evaluate the work performed during the previous fiscal year.  

Chronic diseases are the leading cause of death and disability in the United States according to 
the Centers for Disease Control and Prevention in 2012. One in four adults had two or more 
chronic health conditions. 21In Oklahoma, the CDC estimates that the total expenditures related 
to treating selected major chronic conditions will surpass $8.0 billion in 2015. The OHCA’s goal 
was to provide health coaching at any given time to as many as 7,500 members at around 46 
enrolled practices, but the actual numbers found during the PHPG evaluation was closer to 
5,000. Program participants are treated for numerous chronic and acute physical conditions. 
PHPG found that 80 percent of participants had at least 2 chronic physical conditions. 

The SoonerCare HMPs focus on holistic care rather than management of a single disease is 
appropriate given the prevalence of co-morbidities in the participating population. Independent 

21 CDC Website 

http://www.cdc.gov/chronicdisease/overview/
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X. DEMONSTRATION EVALUATION (cont’d) 

research group Pacific Health Policy Group examined the number of physical chronic conditions 
per participant in the health management program during SFY14 and found that nearly 80 
percent have at least two of seven high priority chronic physical conditions (asthma, COPD, 
coronary artery disease, diabetes, heart failure, behavioral health and hypertension)22 as 
demonstrated in the table above. 

Nearly 75 percent of the participant of the HMP population also has both a physical and 
behavioral health condition. Among the six physical health conditions, the co-morbidity 
prevalence ranges from approximately 81 percent in cases of persons with COPD which is the 
highest to 70 percent among person with asthma noted as the lowest.   

The Chronic impact score total for engaged members = 350,230/4,526 (number of engaged 
members as of Dec 2015). Engaged members had an Average chronic impact score of 77.37. 

Hypothesis 9d - Health Management Program (HMP); Impact on Health Outcomes this 
hypothesis directly relates to SoonerCare Choice waiver objective #3, HMP objective #5, and #2 
of CMS’s Three Part Aim.  

The use of a disease registry by Health Coaches will improve the quality of care for nurse care 
managed members. 

22 These conditions are used by MEDai as part of its calculation of chronic impact scores. 
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X. DEMONSTRATION EVALUATION (cont’d) 

Hypothesis 9d Results: 

HMP Members’ Compliance Rates with CareMeasures 
™ Clinical Measures SFY 2014 

Percent Compliant 
Asthma 

Use of appropriate medications for people with Asthma 95.3% 
Medication management for people with Asthma - 50 

percent 68.3% 

Medication management for people with Asthma - 75 
percent 26.8% 

Cardiovascular Disease 
Persistence of beta blocker treatment after heart attack 50.0% 

LDL-C screening 76.0% 
COPD 

Use of spirometry testing in the assessment/diagnosis of 
COPD 31.5% 

Pharmacotherapy management of COPD exacerbation - 14 
days 49.5% 

SFY 2014 
Pharmacotherapy management of COPD exacerbation - 30 

days 73.9% 

Diabetes 
LDL-C Test 77.0% 

Retinal Eye Exam 37.8% 
HbA1c Test 86.7% 

Medical attention for nephropathy 77.1% 
ACE/ARB Therapy 66.8% 

Hypertension 
LDL-C Test 67.3% 

ACE/ARB Therapy 66.5% 
Diuretics 45.1% 

Annual monitoring for patients prescribed ACE/ARB or 
diuretics 84.2% 

Mental Health 
Follow-up after hospitalization for mental illness - seven 

days 34.8% 

Follow-up after hospitalization for mental illness - 30 days 67.4% 
Prevention 

Adult Access to preventive/ambulatory care 96.3% 
Child access to PCP 98.4% 

Adult BMI 14.3% 
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X. DEMONSTRATION EVALUATION (cont’d) 

The health coaching participant compliance rate exceeded the comparison group rate on 11 of 18 
measures for which there was a comparison group percentage. The difference was statistically 
significant for 9 of the 11, suggesting that the program is having a positive effect on quality of 
care, although there is room for continued improvement. 

Hypothesis 9e – Health Management Program (HMP); Impact on Cost/Utilization of Care this 
hypothesis directly relates to SoonerCare Choice waiver objective #3, HMP objective #1, and #2 
of CMS’s Three Part Aim.  

Nurse Care managed members will utilize the emergency room at a lower rate than members in a 
group comprised of eligible but not enrolled members. 

Hypothesis 9e Results: 

MEDai forecasted that SoonerCare HMP participants as a group would incur 2,260 emergency 
department visits per 1,000 participants in the first 12 months of engagement. The actual rate 
was 1,803 or 80 percent of forecast. The members that participated in the HMP program 
demonstrated better results overall regardless of the chronic illness indicated 
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X. DEMONSTRATION EVALUATION (cont’d) 

Results: 

This section presents consolidated trend data across all 9,529 members aligned with a practice 
facilitation provider who did not participate in health coaching but met the other criteria for 
inclusion in the analysis. This group would be considered the comparison. MEDai projected 
members in total would incur 1,280 emergency department visits per 1,000 over the 12-month 
forecast period. The actual rate was 1,230 or 96 percent of forecast. 

Hypothesis 9f – Health Management Program (HMP); Impact on Cost/Utilization of Care this 
hypothesis directly relates to SoonerCare Choice waiver objective #3, HMP objective #1, and #2 
of CMS’s Three Part Aim.  

Nurse care managed members will have fewer hospital admissions and readmissions than 
members in a comparison group comprised of eligible but not enrolled members.  
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X. DEMONSTRATION EVALUATION (cont’d) 

Hypothesis 9f Results: 

MEDai forecasted that SoonerCare HMP participants as a group would incur 2,659 inpatient 
days per 1,000 participants for the first 12 months of engagement. The actual rate was 1,544 or 
58 percent of forecast. This demonstrated members receiving nurse care management services in 
the HMP were successfully impacted with fewer hospitalizations over the reporting period. 

Hospital readmissions data tracking was not completed on health coached members during this 
reporting period, however, HMP staff continuously monitors hospital discharge data to identify 
members engaged in health coaching with a recent discharge. Health coaches assess individual 
needs and provide appropriate follow-up. As a result of this work, the HMP has recognized the 
need to enhance health coaching services for this identified population.  

The HMP is adding transitional care health coaches that will specialize in successfully 
transitioning members from an inpatient hospitalization back into the community and receiving 
outpatient services as needed to avoid re-hospitalizations. Core functions of these coaches will 
include intense follow-up, assessments and ongoing monitoring in the weeks of post discharge. 
The OHCA will continue to monitor this over time.  
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X. DEMONSTRATION EVALUATION (cont’d) 

Hypothesis 9f Results: 

Hospital readmissions data tracking was not completed on health coached members for this 
reporting period. The HMP staff however, continuously monitors hospital discharge data to 
identify members engaged in health coaching to a recent discharge. One of the health coaches 
roles are to assess individual needs and provide appropriate follow-up. The HMP recognized as a 
result of this work, the need to enhance health coaching services for this identified population.  

The HMP elected to measure members who were in a Practice Facilitation practice but not health 
coached as a comparison group. MEDai projected members in comparison group would incur 
844 inpatient days per 1,000 over the 12-month forecast period. The actual rate was 619, or 73 
percent of the forecast group. This demonstrated that the nurse care managed group with 58 
percent of the forecast group was lower than the comparison group. The HMP posits that that the 
HMP will continue to work to help improve health outcomes while reducing hospital cost.  

The HMP is adding transitional care health coaches that will specialize in successfully 
transitioning members from an inpatient hospitalization back into the community and receiving 
outpatient services as needed to avoid re-hospitalizations. Core functions of these coaches will 
include intense follow-up, assessments and ongoing monitoring in the weeks post discharge. The 
OHCA will continue to monitor this work of the HMP over time.  
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X. DEMONSTRATION EVALUATION (cont’d) 

Hypothesis 9g – Health Management Program (HMP); Impact on Satisfaction /Experience with 
Care this hypothesis directly relates to SoonerCare Choice waiver objective #3, HMP objective 
#3, and #2 of CMS’s Three Part Aim.  

Nurse care managed members will report higher levels of satisfaction with their care than 
members in a comparison group comprised of eligible but not engaged members. 

Hypothesis 9g Results: 

Regardless of their status, members were overwhelmingly positive about the role of the health 
coach, with 84 percent stating that their coach had been “very satisfied” to them in achieving 
their goal and six percent stating that their coach had been “somewhat satisfied”. This attitude 
carried over to the members’ overall satisfaction with their health coaches, which was again very 
high. 
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X. DEMONSTRATION EVALUATION (cont’d) 

Survey respondents reported very high levels of satisfaction with the SoonerCare HMP overall, 
consistent with their opinion of the health coach, who serves as the face of the program. Nearly 
all respondents around 82 percent of the persons surveyed, as stated in the HMP annual report 
said they would recommend the program to a friend with health care needs like theirs.  

Efforts were made to gather information for the survey for a comparison group. There were 
limited responses from members that were discharged from this program or the previous 
program to analyze. The overall outcome appears to show participants experienced satisfaction 
with the HMP. 

Hypothesis 9H - Health Management Program (HMP); Impact of HMP on Effectiveness of Care 
this hypothesis directly relates to SoonerCare Choice waiver objective #3, HMP objective #1, 
and #3 of CMS’s Three Part Aim. 

Total and PMPM expenditures for members enrolled in HMP will be lower than would have 
occurred absent their participation in nurse care management.  
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X. DEMONSTRATION EVALUATION (cont’d) 

PHPG documented total PMPM medical expenditures for all SoonerCare HMP participants as a 
group and compared actual medical expenditures to forecasted expenditures for the first 12 
months of engagement. MEDai forecasted that the participant population would incur an average 
of $1,075 in PMPM expenditures in the first 12 months of engagement. The actual amount was 
$807, or 75 percent of forecast. The HMP continues to demonstrate savings over the course of 
the program.  
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X. DEMONSTRATION EVALUATION (cont’d) 

MEDai projected that members in total would incur an average of $598 in PMPM expenditures 
over the 12-month forecast period. The actual amount was $382, or 64 percent of the forecast. At 
the category-of-service level, expenditures increased for all services except behavioral health. 
Behavioral health demonstrated a three percentage decrease. The overall percentage of change in 
PMPM expenditures was a total increase of 11 percent. The OHCA will continue to monitor the 
program for impact of the reducing medical cost of the population served. 
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X. DEMONSTRATION EVALUATION (cont’d) 

Hypothesis 10 - Retroactive Eligibility this hypothesis directly relates to SoonerCare Choice 
waiver objective #5 and #1 of CMS’s Three Part Aim.  

The state’s systems performance will ensure seamless coverage between Medicaid and the 
Exchange after changes outlined in the Affordable Care Act are effectuated. 

Hypothesis 10 Results: 

Eligibility 
Determinations 2015 Jan-Mar Apr-Jun Jul-Sep Oct-Dec 

Modified Adjusted 
Gross Income 
Determination 
Qualified 

224,302 170,994 160,336 168,635 

Determined Qualified 
Direct or Transfer 
Application 

103,095 89,574 81,971 83,841 

Determination at 
Annual Renewal 121,207 81,420 78,365 84,794 

Individuals Determined 
Not Qualified 2015 Jan-Mar Apr-Jun Jul-Sep Oct-Dec 

Ineligibility Established 61,032 45,799 43,412 43,204 
Inadequate 
Documentation 10,677 11,075 14,041 13,559 

Individuals Disenrolled 
2015 Jan-Mar Apr-Jun Jul-Sep Oct-Dec 

Determined Not 
Qualified at Application 
(new applicant) 

34,304 30,308 29,447 28,672 

Determined Not 
Qualified at Annual 
Renewal (current 
member) 

37,405 26,566 28,006 28,091 

This hypothesis postulates that the OHCA will ensure seamless coverage between SoonerCare 
and the Federally Facilitated Marketplace after federal changes are effectuated. The outbound 
account transfer includes all individuals who do not qualify for SoonerCare benefits. In 2015, the 
OHCA transferred approximately 527,425 applications to the Federal Hub. The Federal Hub 
verifies applicant information used to determine eligibility for enrollment in qualified health 
plans and insurance affordability programs. 



73 

XI. ENCLOSURES/ATTACHMENTS

1. 2015 Insure Oklahoma 10 Year Anniversary Press Release
2. 2015 OHCA Chief Dental Officer Press Release
3. 2015 OHCA Strategic Planning Conference Agenda
4. 2015 Care Coordination Model for ABD
5. Ninth Annual Tribal Consultation Participants
6. OU Sooner HAN Annual Report
7. PHCC HAN Annual Report
8. OSU HAN Annual Report
9. Oklahoma 1115 Budget Neutrality Model Worksheet, December 2015

XII. STATE CONTACT(S)

Rebecca Pasternik-Ikard, JD, MS, RN 
Deputy State Medicaid Director 
Oklahoma Health Care Authority 
4345 N. Lincoln Boulevard, Oklahoma City, OK 73105 
Phone: 405.522.7208 Fax: 405.530 3300 

Tywanda Cox 
Chief of Federal and State Policy 
Oklahoma Health Care Authority 
4345 N. Lincoln Boulevard, Oklahoma City, OK 73105 
Phone: 405.522.7153 Fax: 405.530.3462  

Sherris Harris-Ososanya 
Federal and State Reporting Coordinator 
Oklahoma Health Care Authority 
4345 N. Lincoln Boulevard, Oklahoma City, OK 73105 
Phone: 405.522.7507 Fax: 405.530.3273  

XIII. DATE SUBMITTED TO CMS
Submitted to CMS on April 28, 2016 


	I. INTRODUCTION
	II. ACCOMPLISHMENTS
	III. ENROLLMENT INFORMATION
	A. Member Enrollment1F
	B. Provider Enrollment
	C. Systems

	IV. OUTREACH AND INNOVATIVE ACTIVITIES
	A. Outreach
	B. Innovative Activities
	C. Stakeholder Engagement

	V. OPERATIONAL/POLICY DEVELOPMENTS
	A. SoonerCare and Insure Oklahoma Operations
	1. Department Operations
	2. Program-Specific Operations

	B. Policy Developments
	1. Waiver Development & Reporting (WD&R)
	2. Rule Changes
	3. Legislative Activity


	VI. FINANCIAL/BUDGET NEUTRALITY DEVELOPMENT
	A. Budget Neutrality Model

	VII. MEMBER MONTH REPORTING
	A. Budget Neutrality Calculations
	B. Informational Purposes Only

	VIII. CONSUMER ISSUES
	A. Member Inquiries
	B. Helplines
	C. Grievances
	A. Quality Assurance

	X. DEMONSTRATION EVALUATION
	A. Hypothesis

	XI. ENCLOSURES/ATTACHMENTS
	XII. STATE CONTACT(S)
	XIII. DATE SUBMITTED TO CMS




News Release 
June 16, 2015 


OHCA Contacts: Jo Kilgore - (405) 522-7474,  Jennie Melendez- (405) 522-7404    


OHCA dentist selected to lead national organization   


OKLAHOMA CITY – Leon Bragg, DDS, Chief Dental Officer for the Oklahoma Health Care 
Authority, was recently named President of the Medicaid-CHIP State Dental Association during 
their annual conference in Washington, D.C. 


The national organization serves to develop and promote evidence-based Medicaid/Children’s 
Health Insurance Program (CHIP) oral health best practices and policies. Dr. Bragg has served 
the organization as vice-president since 2013. 


In February 2004, Dr. Bragg became the OHCA’s first full-time dentist. As Chief Dental Officer, 
he has helped develop program policy for dental care for SoonerCare members, established 
benefits standards for quality and assisted with utilization review for the program.  Dr. Bragg 
also serves as a liaison between the state agency and its dental providers. 


Prior to his OHCA employment, Dr. Bragg served as Assistant Professor in Operative Dentistry 
and Dental Materials at the University Of Oklahoma College Of Dentistry.  During his time there 
he completed a Master of Education degree from the University of Central Oklahoma and 
graduated from the Oklahoma University Health Sciences Center Faculty Development 
program.  Dr. Bragg was the first Langston graduate to attend, and the second African American 
to graduate from, the University of Oklahoma College of Dentistry.    


On Aug. 1, 2003, Dr. Bragg was named Assistant Dean for Clinics, the first African American to 
hold this distinction in the history of the Dental College. He also maintained a private practice 
for more than 20 years. In June 2006, Dr. Bragg was invited to Fellowship in the American 
College of Dentists, a non-profit professional organization comprised of dentists who have 
demonstrated exceptional leadership and contributions to the profession and their 
community.  He has also served as president of the Board of Directors for Community Health 
Centers, Inc. 


“I am pleased that my colleagues from across the country placed their trust in me to lead this 
organization.  Nationally, the SoonerCare dental program has gained a lot of attention and serves 
as a reference for some states.  It is also wonderful to have the support of the OHCA leadership, 
especially our Chief Medical Officer, Dr. Sylvia Lopez,” Dr. Bragg said. 


More information about the SoonerCare dental program is available at www.okhca.org. 


 



mailto:jo.kilgore@okhca.org?subject=News%20Release

mailto:Jennie.Melendez@okhca.org

http://www.okhca.org/



		News Release






17 Tribes represented at the 9th annual TCAM: 


 


Absentee Shawnee Tribe of Oklahoma 
Cherokee Nation Health Services 
Cheyenne & Arapaho Tribes of Oklahoma 
Chickasaw Nation Medical Center 
Choctaw Nation of Oklahoma 
Citizen Potawatomi Nation 
Comanche Nation of Oklahoma 
Delaware Nation 
Kaw Nation 
Muscogee Creek Nation 
Osage Nation of Oklahoma 
Otoe-Missouria Tribe 
Pawnee Nation of Oklahoma 
Sac & Fox Nation of Oklahoma 
Seminole Nation of Oklahoma 
Seneca-Cayuga Nation 
Shawnee Tribe of Oklahoma 
 
 
 
Registration 


• How many tribes represented: 17 how many elected tribal leaders: 12 how 
many other organizations represented; 9 total attendance: 67  


 
 
 


 


 








Oklahoma Health Care Authority (OHCA) 
Strategic Planning Conference (SPC) –Agenda  
August 12-14, 2015 
 


WEDNESDAY  
Registration Opens at 2 p.m.  
 
13.  Wednesday:  Session 1 – Stanton L. Young ABC 
Welcome / Opening Remarks 


■ Ed McFall, OHCA Board Chairman 
■ Nico Gomez, CEO, OHCA 


 
14.  Wednesday:  Session 2 – Stanton L. Young ABC 
OHCA Overarching Goals & Agenda Highlights  
During this brief session, we will describe the agency’s seven overarching goals, highlight 
major categories and new themes of staff responses to this year’s OHCA Strategic Planning 
Survey, look back upon action plans and accomplishments from last year, and highlight 
sessions you can look forward to attending during this year’s Strategic Planning Conference 
(SPC). 
 
Moderator: 


■ Buffy Heater, Chief Strategy Officer, OHCA 
 
15.  Wednesday: Session 3 – Stanton L. Young ABC 
Panel Discussion on Rural Health 
The obstacles faced by health care providers and patients in rural areas are vastly different 
than those in urban areas. Rural Americans face a unique combination of factors that create 
disparities in health care not found in urban areas. This discussion will focus on the 
perspectives of the rural health practitioner, the specific considerations of rural providers, and 
how those differ from urban areas. As well as discussing the positive economic impact of rural 
medicine as an employment center and the negative impact of realized or pending closure 
of rural hospitals, the importance of residency programs and overall access to health care 
will be explored.  Attendees of this session will hear the panel answer the question – what 
value does the Medicaid program provide for rural Oklahoma?  
 
Moderator:  


■ Carrie Evans, Chief Financial Officer, OHCA 
 
Panelists: 


■ Michael Woods, Program Director, Rural Medicine, Oklahoma University School of 
Community Medicine 


■ William J. Pettit, Associate Dean of Rural Health, Oklahoma State University College of 
Medicine 


■ Doug Cox, Oklahoma State Representative 
■ Rob Standridge, Oklahoma State Senator 
■ Andy Fosmire, Vice-President of Rural Health, Oklahoma Hospital Association  
■ Lyle Roggow, President, Duncan Area Economic Development Foundation 


 
Break 
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Oklahoma Health Care Authority (OHCA) 
Strategic Planning Conference (SPC) –Agenda  
August 12-14, 2015 
 


16.  Wednesday:  Session 4  
Interactive Planning Sessions 
These concurrent planning sessions are designed to encourage participation and feedback. 
Attendees will be welcomed with a brief overview of the discussion topic.  Then, facilitators 
will present questions to the group and guide an interactive planning session resulting in the 
identification of action steps to be pursued by the OHCA in the next state fiscal year.  
 
Session 4A – Stanton L. Young ABC  
Insure Oklahoma 


Session 4B – Stanton L. Young DE  
Medicaid Quality Measures 


The Insure Oklahoma program has recently 
celebrated 10 years of helping 
Oklahomans obtain affordable health care 
through the Employer Sponsored Insurance 
Plan and the Individual Plan. OHCA 
continues to look for ways to improve and 
innovate through this important 
public/private partnership. Improvements 
like online enrollment and web portals, 
innovative models like Sponsor’s Choice 
and the use of Section 1332 State 
Innovation Waivers to tailor programs to 
better meet the needs of Oklahomans are 
current considerations of the OHCA. This 
session will explore ways that OHCA can 
move Insure Oklahoma into its second 
decade and beyond. 


In 2012, Oklahoma was one of 26 states 
that the Centers for Medicare & Medicaid 
Services selected for a two-year grant to 
support state agencies in testing and 
evaluating methods for the collection and 
reporting of the Initial Adult Core Set of 
Health Care Quality Measures. In addition, 
to this targeted effort to increase the 
collection and reporting of key quality 
indicators, OHCA produces a variety of 
reports that provide an overview of 
enrollment, program demographics, 
provider network monitoring and other 
subject specific details. The data collected 
from these quality indicators guides OHCA 
efforts to improve the health of SoonerCare 
members through various quality 
improvement efforts to increase access to 
and utilization of services to prevent and 
control some key health conditions such as 
diabetes; hypertension; obesity, and 
behavioral health.  


 
Facilitator: 


■ Becky Pasternik-Ikard, Deputy State 
Medicaid Director, OHCA 


 
Facilitators: 


■ Garth Splinter, State Medicaid 
Director, OHCA 


 ■ Sylvia Lopez, Chief Medical Officer, 
OHCA 


Subject Matter Experts: 
■ Tywanda Cox, Chief of Federal and 


State Policy, OHCA 
■ Julie Cox-Kain, Oklahoma Deputy 


Secretary of Health and Human 
Services, Senior Deputy 
Commissioner,  OSDH 


■ Melanie Fourkiller, Policy Analyst, 
Choctaw Nation of Oklahoma 


Subject Matter Experts: 
■ Connie Steffee, Director of Reporting 


and Statistics, OHCA 
■ Mike Herndon, Sr. Medical Director, 


OHCA 
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Oklahoma Health Care Authority (OHCA) 
Strategic Planning Conference (SPC) –Agenda  
August 12-14, 2015 
 


■ Melissa Pratt, Insure Oklahoma 
Administrator, OHCA 


 
17.  Wednesday:  Session 5 – Stanton L. Young ABC 
Recap 
Groups will rejoin for a recap of each interactive planning session. A brief summary of group 
interactions and resulting action plans will be presented by a selected representative for 
each planning session group.  
 
Moderator: 


■ Buffy Heater, Chief Strategy Officer, OHCA 
 
RECESS  
RECONVENE BOARD MEETING/STRATEGIC PLANNING CONFERENCE 8:30AM, 
THURSDAY, AUGUST 13, 2015 
 
THURSDAY 
Registration Open 8 a.m.  
 
18.  Thursday:  Session 6 – Stanton L. Young ABC 
Welcome  


■ Ed McFall, OHCA Board Chairman 
■ Nico Gomez, CEO, OHCA 


 
19.  Thursday:  Session 7 – Stanton L. Young ABC 
Panel Discussion: OHCA Goal #7 – Collaboration 
“To foster collaboration among public and private individuals and entities to build a 
responsive health care system for Oklahoma.” 
 
A person’s health impacts every facet of their life: from socio-economic status, education, 
and employment, to earnings potential and growth. This panel discussion focuses on agency 
goal #7 and how collaboration is the key to public health transformation, breaking the cycle 
of poor health outcomes and encouraging Oklahomans to become healthier in body, mind, 
and spirit. 
 
Panelists: 


■ Nico Gomez, CEO, OHCA 
■ Terry Cline, Oklahoma Secretary of Health and Human Services, Commissioner, OSDH 
■ Steven Buck, Deputy Commissioner, Communications and Prevention Services, 


ODMHSAS 
■ Deidre Myers, Deputy Secretary of Workforce Development, Oklahoma Office of 


Workforce Development, Oklahoma State University- Oklahoma City 
■ AJ Griffin, Oklahoma State Senator 
■ Jack Sommers, Chief Medical Officer, Community Care of Oklahoma  
■ Frank Lawler, Medical Director, Oklahoma Employee Group Insurance Division  
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Oklahoma Health Care Authority (OHCA) 
Strategic Planning Conference (SPC) –Agenda  
August 12-14, 2015 
 


■ Teresa Huggins, CEO, Stigler Health & Wellness 
Center, Inc., Secretary, Oklahoma Primary Care 
Association  


 
Break  
 
20.  Thursday:  Session 8  
Presentation Sessions 
Attendees at these concurrent sessions will hear presentations from key OHCA staff on topics 
of interest in Oklahoma. Each session will conclude with a question and answer period and 
will also give attendees the opportunity to offer comments and suggestions on OHCA 
activities during the next state fiscal year.  
 
Session 8A – Stanton L. Young ABC  
Alternative Delivery Systems: Patient 
Centered Medical Home (PCMH) from 
the member’s perspective 


Session 8B – Stanton L. Young DE  
Member Engagement 


This session will address key areas for 
alternative delivery system performance 
and enhancement such as how systems 
have changed over time, patient 
experiences gathered through member 
advisory groups, and overall benefit and 
value to members and providers. 
Presenters will introduce questions such as 
How has my medical home doctor helped 
my health? What does it means to me to 
be a medical home patient? How do my 
relationships with my medical home 
doctor, care coordinator, and specialists 
meet my health needs? How have these 
relationships impacted my self-
management skills and overall health? 


Improving member health and satisfaction 
and ensuring access to quality health care 
is a daily goal of the OHCA. Member 
engagement and communication is key to 
ensuring our programs and services are 
responsive and effective. This is 
accomplished through a number of 
venues, including but not limited to OHCA’s 
Member Advisory Task Force (MATF) and 
innovative communication strategies. This 
session will provide insight to OHCA’s 
current strategies as well as solicit ideas 
and input from attendees regarding future 
engagement and communication 
strategies.  


 
 


Presenters: 
■ Garth Splinter, State Medicaid 


Director, OHCA 


 
Moderators: 


■ Ed Long, Chief of Communications, 
Outreach and Reporting, OHCA 


■ Becky Pasternik-Ikard , Deputy State 
Medicaid Director, OHCA 


Panelists: 
■ Aramis Singleton, SoonerCare 


Medical Home Member 
■ Shannon George, SoonerCare 


Member 
■ Michael Tillman, SoonerCare 


Member 


Presenters: 
■ Kendall Brown, Digital Communications 


Coordinator, OHCA 
■ Daryn Kirkpatrick, Health Promotions 


Program Manager, OHCA 
■ Melody Bays, SoonerQuit Health 


Promotions Manager, OHCA 
■ Joni Bruce, Oklahoma Family Network 
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Networking Lunch (on your own)  
 
21.  Thursday:  Session 9  
Interactive Planning Sessions 
These concurrent planning sessions are designed to encourage participation and feedback. 
Attendees will be welcomed with a brief overview of the discussion topic.  Then, facilitators 
will present questions to the group and guide an interactive planning session resulting in the 
identification of primary action steps to be pursued by the OHCA in the next state fiscal year.  
 
Session 9A – Stanton L. Young ABC  
Impacts of Care Coordination on Health 
Outcomes 


Session 9B – Stanton L. Young DE  
Infant to Adult Care 


Direct involvement and care coordination 
with members leads to improved 
satisfaction and healthier outcomes. 
OHCA’s Population Care Management 
(PCM) unit works with high risk populations 
to identify needed interventions to improve 
care and reduce costs. This session will 
describe how the Health Management 
program (HMP) and Chronic Care Unit 
(CCU) work in tandem to provide member 
and provider supports for members with 
chronic conditions who are high risk or at 
risk for high utilization/high costs; how the 
Case Management (CM) unit serves 
obstetric and pediatric populations; as well 
as how the Behavioral Health unit provides 
direct support to PCM.  
 


The health of a member is a lifelong 
journey and OHCA has programs and 
services that will be there every step of that 
journey. This session will examine a wide 
range of health care topics including  
pediatric health considerations, outcomes 
related to EPSDT rates, obesity prevention, 
immunizations,  and well child visits, as well 
as agency efforts on infant mortality 
reductions.  Discussion on care integration 
improvements among medical, dental and 
behavioral health providers will be heard.  
Attendees will be asked to discuss ideas 
and solutions to improve all areas of young 
member care.  


Facilitator: 
■ Marlene Asmussen, Director, 


Population Care Management, 
OHCA 


Facilitator: 
■ Shelly Patterson, Director of Health 


Promotions and Community 
Relations, OHCA  


Subject Matter Experts: 
■ Carolyn Reconnu-Schoffner, 


Assistant Director of Population Care 
Management, OHCA 


■ Della Gregg, Health Management 
Program Supervisor, OHCA 


■ Andy Cohen, President, Pacific 
Health Policy Group 


■ Tony Russell, Behavioral Health 
Specialist, OHCA 


Subject Matter Experts: 
■ Rebekah Gossett, Care 


Management Supervisor, OHCA 
■ Leon Bragg, Chief Dental Officer, 


OHCA 
■ Courtney Barrett, Dentist, OHCA 
■ Paul Darden, Associate Professor of 


Pediatrics, Head of the Division of 
General and Community Pediatrics, 
University of Oklahoma Health 
Sciences Center  
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■ John F. Raizen, Child Psychiatrist, 
OHCA 


Break  
 
22.  Thursday:  Session 10  
Interactive Planning Sessions 
These concurrent planning sessions are designed to encourage participation and feedback. 
Attendees will be welcomed with a brief overview of the discussion topic.  Then, facilitators 
will present questions to the group and guide an interactive planning session resulting in the 
identification of primary action steps to be pursued by the OHCA in the next state fiscal year.  
 
Session 10A  – Stanton L. Young DE 
Obstetric Initiatives, Successes and 
Challenges 


Session 10B – Stanton L. Young ABC  
Prescription Drug Abuse 


This session will provide an overview of OB 
initiatives and progress, successes and 
challenges to include but not limited to the 
performance and outcomes of statewide 
and OHCA systems of care for pregnant 
women, maternal mortality improvements, 
and development of provider protocols. 
Facilitators will lead a diverse panel of 
Oklahoma clinicians in discussion about 
current strengths and weaknesses of the 
obstetrical health systems and develop an 
action plan for the OHCA and its partners in 
this important health care area. 


Prescription drug abuse remains a public 
health problem in Oklahoma. Oklahoma is 
ranked as the 6th highest in the nation for 
prescription drug overdose deaths 
occurring between 2011-2013.  A discussion 
of the issues surrounding prescription drug 
abuse in Oklahoma will be conducted 
during this panel presentation.  This will 
include:  background, at-risk SoonerCare 
members,   at–risk prescribers, and high 
dispensing pharmacies.  The overdose 
reversal agent, naloxone will be 
discussed.  Next, an overview of the 
prescription monitoring program (PMP) and 
electronic prescribing of controlled 
substances (EPCS) and the patient review 
and restriction program (PRR) will be 
conducted. Lastly, discussion of grant 
programs and other treatment options will 
be done. 


 
Facilitator: 


■ Sylvia Lopez, Chief Medical Officer, 
OHCA 


 
Facilitator: 
■ Burl Beasley, Pharmacist OHCA 


Subject Matter Experts: 
■ Yasmine Barve, Medical 


Administration Manager, OHCA 
■ Chad Michael Smith, OUHSC OKC, 


Department of OB-Gyn, Assistant 
Professor   


Subject Matter Experts: 
■ Mike Herndon, Medical Director, OHCA 


Medicaid Operations 
■ Nancy Nesser, Director Pharmacy 


Operations OHCA 
■ Jessica Hawkins, Director of Prevention, 
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■ Jill Nobles Botkin, Administrative 
Program Manager, Maternal and 
Child Health Services, Perinatal and 
Reproductive Health Division, OSDH  


■ Christine Taylor, private medical 
practice, Durant, OK 


OK Dept. of Mental Health & Substance 
Abuse Services 


■ Sheryll Brown, Oklahoma State Dept. of 
Health, Injury Prevention Services. 


■ Ashley Teel, Lock-in program 
administrator, PMC 


 
 
23.  Thursday:  Session 11 – Stanton L. Young ABC  
Recap 
Groups will rejoin for a recap of each interactive planning session. A brief summary of group 
interactions and resulting action plans will be presented by a selected representative for 
each planning session group.   
 
Moderator: 


■ Buffy Heater, Chief Strategy Officer, OHCA 
 
RECESS RECONVENE BOARD MEETING/STRATEGIC PLANNING CONFERENCE 8:30 AM, 
FRIDAY, AUGUST 14, 2015  
 
FRIDAY 
Registration Open 8 a.m.  
 
24.  Friday:  Session 12  
Presentation Sessions 
Attendees at these concurrent sessions will hear presentations from key OHCA staff on topics 
of interest in Oklahoma. Each session will conclude with a question and answer period and 
will also give attendees the opportunity to offer comments and suggestions on OHCA 
activities during the next state fiscal year.  
 
Session 12A – Stanton L. Young DE  
Emergency Room (ER) Utilization  


Session 12B – Stanton L. Young ABC  
Current Care Delivery Systems for the 
Aged, Blind, and/or Disabled (ABD)  


Providing access to quality and 
appropriate care is an integral part of 
OHCA’s goal of providing and improving 
health care coverage to the qualified 
populations of Oklahoma. OHCA 
continuously strives to meet this goal 
through the development of member 
education materials that inform members 
of provider access options, a smartphone 
application that connects members to 
information regarding after-hours clinic 
access and programs that educate 


This session will identify existing programs 
and services for the Aged, Blind, and/or 
Disabled (ABD) population, and provide 
information on the partnerships between 
OHCA and other state agencies to 
administer and oversee the current care 
delivery systems.  Participants will examine 
and offer feedback on current Waiver, 
Grant, State Plan and PACE programs 
servicing individuals who are aged, blind or 
disabled, and their respective strengths, 
weaknesses, and opportunities.  
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members about the necessity to visit their 
primary care physician before considering 
the emergency room (ER) for low-acuity 
conditions. This session will feature recent ER 
evaluation results by Mercer, as well as a 
demonstration of the OHCA’s after-hours 
smartphone application. 
 
Presenters: 


■ Kevin Rupe, Director, Member 
Services, OHCA  


 
Facilitators: 


■ Melinda Thomason, Assistant Division 
Director, Health Policy, OHCA 


■ Heather Huff, Senior Associate, Mercer  ■ Ivoria Holt, Director of SoonerCare 
Delivery Systems, PACE, OHCA 


 Subject Matter Experts: 
■ Megan Haddock, Medical 


Services Director, OK Dept of 
Human Services  


■ Karen Poteet, ADRC, OK Dept of 
Human Services  


■ JoAnne Goin, Developmental 
Disabilities Services Director, OK 
Dept of Human Services  


■ Ashley Herron, Waiver 
Administration Coordinator, OHCA 


■ Kysha Demas, PACE, OHCA 
■ Russell Coker, Money Follows the 


Person-Tribal, Health Policy, OHCA 
 
Break  
 
25.  Friday:  Session 13 (9:45 – 11:00a.m.) – Stanton L. Young ABC 
ABD Care Coordination Stakeholder Meeting  
Pursuant to House Bill 1566 passed by the Oklahoma Legislature in 2015, it is the intent of the 
OHCA to issue a Request For Proposal (RFP) for care coordination model(s) for the Aged, 
Blind and Disabled populations.  To comply with the direction of the bill, the OHCA will solicit 
information and input from a wide variety of stakeholders including but not limited to 
members, advocates, providers, health care systems, and the general public through a 
Request For Information (RFI) process, for the development and requirements of the RFP.  This 
session will serve as the monthly stakeholder group meeting for OHCA to provide updates 
and for stakeholders to offer comment on the development of coordinated care model(s) 
serving the ABD population.  
 
26.  Friday:  Session 14 – Stanton L. Young ABC 
Last Call / Open Forum / Action Plan Review  
As a wrap-up to a full two and a half day agenda, and lots of issues discussed, this session is 
your opportunity to offer ideas to the agency as plans are made moving forward, as well as, 
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to ask questions and receive answers related to Friday 
agenda topics.  This time has been specifically set aside 
to allow the OHCA to hear your constructive suggestions on opportunities related to the 
seven OHCA goals mentioned on Wednesday’s first session.  Your feedback will help the 
OHCA determine what could move the agency forward in the next strategic planning period 
– 5 years – to achieve our vision for Oklahoman’s to enjoy optimal health status through 
having access to quality health care regardless of their ability to pay. 
 
Moderator: 


■ Buffy Heater, Chief Strategy Officer 
 
Wrap-up / Closing Remarks 


■ Ed McFall, OHCA Board Chairman 
■ Nico Gomez, CEO, OHCA 


 
27.  New Business 
 
28.  Adjournment  
 
 


NEXT BOARD MEETING 
September 10, 2015 – 1:00pm 


Comanche County Memorial Hospital 
3401 West Gore Boulevard 


Lawton, OK 
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Executive Summary 


Mission 


The Mission of the Sooner Health Access Network is to improve the health of SoonerCare Choice 
members through providing comprehensive, high-quality, evidence-based care management and quality 
improvement services, while leveraging health information technology to boost outcomes and broaden 
access to care. 


Vision 


The Vision of the Sooner Health Access Network is to advance the Triple Aim among both SoonerCare 
Choice members and their providers. We strive to promote better health care for the population, better 
experience of care for individuals, and lower costs through continuous improvement efforts. 


Executive Summary 


The Sooner Health Access Network (Sooner HAN) ended Fiscal Year (FY) 2015 with an enrollment of 
114,717 SoonerCare Choice members across 59 primary care practices. While the growth of providers 
within the Sooner HAN has slowed, the growth of care managers to support the population continued 
in FY 2015. The Sooner HAN recruited an additional master’s prepared social worker as well as three 
registered nurse care managers, one being a bilingual certified diabetes nurse educator.  This increase 
in staff enabled the Sooner HAN to provide care management services to 1,493 unique members 
throughout FY 2015. The primary areas of growth within care management resulted from the continued 
effort from FY 2014 to use claims data to identify and intervene earlier with members who have 
uncontrolled asthma or high emergency room (ER) utilization.  Care management of members with 
uncontrolled asthma as defined by evidence-based guidelines grew from 44 in FY 2014 to 186 in FY 
2015, representing a 323% increase.  Care management of members with high ER utilization grew from 
87 to 156 for Tier 1 (10+ visits in 6 months) and from 145 to 399 for Tier 2 (2-9 visits in 6 months), an 
increase of 79% and 175%, respectively.  


A significant focus for the business intelligence (BI) team in FY 2015 was the development of event-level 
reporting, permitting the accurate monitoring of inpatient admissions and emergency room utilization 
among the Sooner HAN population. The ability to report event level data was made possible by the BI 
team within the Pentaho analytic environment, allowing the Sooner HAN staff direct access to create 
reports that identify potential members for care management interventions.  
 
The Sooner HAN continues to provide quality improvement services to Sooner HAN provider practices. 
In FY 2015, the Sooner HAN assisted a large family practice group in streamlining communication of lab 
results to members, increasing member satisfaction from approximately 70% to over 85%.  In another 
practice, a Federally Qualified Health Center (FQHC), Sooner HAN staff worked with the clinic’s quality 
manager to analyze data, identify opportunities for improvement and develop interventions related to 
decreasing a high no show rate.   
 
In the previous fiscal year, the Sooner HAN assisted a large pediatrics practice to improve their scheduling 
practices.  This project culminated after approximately 18 months of work with the practice and 
resulted in an increased number of member visits per day from 140 to 160, decreased labor hours and 
resulted ultimately in a 499% return on investment in the first year. This increase in visits per day 
allows for more access to appointments for Sooner HAN members. As a result of this success, in Fiscal 
Year 2015, the scheduling team submitted their quality improvement work to the Institute for 
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Healthcare Improvement (IHI) and was accepted to present a storyboard at the 26th Annual National 
Forum on Quality Improvement in Health Care in Orlando, FL in December of 2014.  Seven members of 
the scheduling team attended the conference and presented the storyboard, “Improving Scheduling 
Practices for Pediatrics Clinic Using Hybrid QI Methodology and Implementing Multiple, Sequential 
Interventions.”  The Sooner HAN will continue to provide quality improvement consultation services to 
Sooner HAN providers as requested. 
 
In recent years, the Sooner HAN has assisted many providers in Patient Centered Medical Home tier 
advancement.  Some providers have advanced to the tier level of their preference and are not 
interested in pursuing further tier advancement at this time.  Other providers are able to accomplish 
the tier advancement process without assistance from the Sooner HAN.  In FY 2015, the Sooner HAN 
assisted one practice in achieving level three tier status. The Sooner HAN quality staff will continue to 
offer assistance to providers eligible for tier advancement to increase the level of service provided to 
members and maximize potential reimbursement.  
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Sooner HAN Enrollment at a Glance 
 


 Fiscal Year 
2011 


Fiscal Year 
2012 


Fiscal Year 
2013 


Fiscal Year 
2014 


Fiscal Year 
2015 


Primary Care Clinics 
Enrollment 


8 22 50 54 59 


SoonerCare Choice 
Members 


28,085 43,554 73,516 101,879 114,717 


Care Managed Members – 
Total 
unique count 


172 479 711 1,129 1,493 
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Sooner HAN Network 
 
 


Affiliated Providers and Access to Care 
(Articles 4.2 & 4.3) 


 


The Sooner HAN has experienced continued growth over the life of the program.   In FY 2015 there were 59 
provider practice locations representing 114,717 Sooner Care Choice members.   The total enrollment grew 
from 101,879 at the end of FY 2014 to 114,717 in FY 2015. 
 
 


Primary Care Network 
 
The Sooner HAN provides services to 59 provider practice locations, hundreds of primary care providers, 
and their respective SoonerCare Choice members across the state. 
 


Parent 
Organization 


Clinic Assignment Tier Level Distinct 
Member


s 


% of 
Total 


Access Solutions 
Medical Group                 


Access Solutions Medical Group –  Hwy 66 Tier 3 Child and 
Adult      


1,176 1.0% 


Access Solutions Medical Group – Sand Springs Tier 3 Child and 
Adult      


1,062 0.9% 


Access Solutions Medical Group –  Sheridan Tier 3 Child and 
Adult      


4,234 3.7% 


Arkansas Verdigris Arkansas Verdigris Tier 1 FQHC/RHC             281 0.2% 


Community Health 
Connection 


Community Health Connection  Tier 2 FQHC/RHC             2,154 1.9% 


Community Health Connection E 3rd St Tier 2 FQHC/RHC             1,058 0.9% 


Fairfax Clinics Fairfax - Hominy Tier 1 FQHC/RHC             631 0.6% 


Fairfax - Newkirk Family Health Center Tier 1 FQHC/RHC             1,082 0.9% 


Fairfax - Robert Clark Family Health Center Tier 1 FQHC/RHC             287 0.3% 


Generations Clinics Generations - Bartlesville Tier 2 Child and 
Adult      


1,073 0.9% 


Generations - Chelsea Tier 1 Child and 
Adult      


723 0.6% 


Generations - Claremore Tier 3 Child and 
Adult      


1,967 1.7% 


Generations - Owasso Tier 2 Child and 
Adult      


1,326 1.2% 


Jahangir Khan, MD Jahangir Khan, MD - Bixby Tier 1 Child and 
Adult      


295 0.3% 


Jahangir Khan, MD - Sand Springs Tier 1 Child and 
Adult      


555 0.5% 


Jenks Family 
Physicians  


Jenks Family Physicians  Tier 3 Child Only           1,418 1.2% 


Morton Morton Tier 2 FQHC/RHC             3,831 3.3% 


Morton - Nowata Tier 2 FQHC/RHC             279 0.2% 


OU - OKC OU Adolescent Clinic Tier 2 Child Only           325 0.3% 


OU Edmond (Family Practice)  Tier 2 Child and 
Adult  


641 0.6% 


OU Family Medicine Center Tier 3 Child and 
Adult    


8,851 7.7% 


OU Latino Clinic Tier 3 Child Only 2,671 2.3% 


OU Physicians South OKC Family Practice Tier 2 Child and 
Adult     


467 0.4% 


OU Sooner Pediatrics Clinic Tier 3 Child Only   7,255 6.3% 


OU-Tulsa Community Health (Rosa Parks / Roy Clark) Tier 3 Child and 
Adult  


1,577 1.4% 


Family Medicine Tier 3 Child and 
Adult  


7,024 6.1% 


Internal Medicine Tier 3 Child and 
Adult  


2,121 1.8% 


Pediatrics 
 


Tier 3 Child and 
Adult  


14,564 12.7% 


Wayman Tisdale Clinic Tier 3 Child and 
Adult  


1,016 0.9% 


Stigler Health and 
Wellness Center 


Stigler Health and Wellness Center - Checotah Tier 1 FQHC/RHC             603 0.5% 


Stigler Health and Wellness Center - Eufaula Tier 1 FQHC/RHC             640 0.6% 


Stigler Health and Wellness Center - Poteau Tier 1 FQHC/RHC             581 0.5% 
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Parent 
Organization 


Clinic Assignment Tier Level Distinct 
Member


s 


% of 
Total 


Stigler Health and Wellness Center - Stigler Tier 1 FQHC/RHC             2,066 1.8% 


Stigler Health and Wellness Center Sequoyah – 
Sallisaw 


Tier 1 FQHC/RHC             2,507 2.2% 


Utica Park BA North Christopher Chow, MD  Tier 3 Child and 
Adult  


48 0.0% 


Utica Park BA South Tobin Crow, DO Tier 3 Child and 
Adult  


210 0.2% 


Geeta Silas, MD Tier 3 Child and 
Adult  


278 0.2% 


Utica Park Bristow Carl R. Smith, DO Tier 3 Child and 
Adult  


75 0.1% 


Jason Remington, DO Tier 2 Child Only  250 0.2% 


Jason Riffe, DO Tier 3 Child and 
Adult   


235 0.2% 


Sarah Pinson, PA Tier 3 Child and 
Adult   


81 0.1% 


Utica Park Claremore Brent Hinkle, DO Tier 2 Child and 
Adult   


241 0.2% 


Seth Nodine, MD Tier 2 Child Only  121 0.1% 


Sheela Vardey, MD  Tier 3 Child and 
Adult   


684 0.6% 


Jeffrey Williams, DO  Tier 2 Child and 
Adult  


243 0.2% 


Utica Park Cushing Bethany Jenkins, APRN-CNP Tier 3 Child and 
Adult      


574 0.5% 


Colm McCauley, DO Tier 3 Child and 
Adult      


717 0.6% 


Lisa Noe, PA Tier 2 Child and 
Adult   


317 0.3% 


Utica Park Henryetta Michael Cain, DO  Tier 1 Child and 
Adult   


171 0.1% 


Utica Park Jenks Kathleen Koljack, MD  Tier 2 Child and 
Adult     


223 0.2% 


Charity Pollak, MD  Tier 1 Child and 
Adult     


202 0.2% 


Utica Park Okemah Debra Dixon, APRN-CNP  Tier 2 Child and 
Adult      


382 0.3% 


Utica Park Owasso Debra Colpitt, MD  Tier 2 Child Only           23 0.0% 


Theresa Horton, MD  Tier 3 Child and 
Adult   


456 0.4% 


Lauri Blesch, MD Tier 3 Child and 
Adult  


475 0.4% 


Laurie Mickle, MD Tier 3 Child and 
Adult  


276 0.2% 


Keith Patterson, DO Tier 3 Child and 
Adult  


227 0.2% 


Ron Gann, DO  Tier 3 Adult Only   47 0.0% 


Yancy Galutia, DO Tier 3 Child and 
Adult  


235 0.2% 


Utica Park Pryor Paul Battles, DO  Tier 3 Child and 
Adult  


171 0.1% 


Michael Gietzen, DO  Tier 3 Child and 
Adult  


262 0.2% 


David Ring, DO  Tier 1 Child and 
Adult    


138 0.1% 


Shuaib Suhail, MD  Tier 3 Child and 
Adult  


960 0.8% 


Utica Park Sand 
Springs 


Kelly Shuler, DO Tier 3 Child and 
Adult  


640 0.6% 


Utica Park Sapulpa Dianna Willis, DO Tier 2 Child Only   644 0.6% 


Utica Park South Lewis Ryan Choplin, PA  Tier 2 Child and 
Adult   


640 0.6% 


Chelsey Griffin, DO Tier 2 Child and 
Adult   


784 0.7% 


Richard Gordon, MD Tier 3 Child and 
Adult    


1,087 0.9% 


Utica Park Cleveland Shawna Shipman, APRN  Tier 2 Child and 
Adult     


190 0.2% 


Variety Care Variety Care  - Norman Family Practice Tier 1 Child and 
Adult     


1,437 1.3% 


Variety Care  at Mid Del  Tier 1 FQHC/RHC   2,034 1.8% 


Variety Care - Norman Pediatrics Tier 1 FQHC/RHC   580 0.5% 


Variety Care at Fort Cobb Tier 1 FQHC/RHC   275 0.2% 


Variety Care at Grandfield Tier 3 FQHC/RHC  325 0.3% 


Variety Care at Lafayette  Tier 1 FQHC/RHC  10,421 9.1% 


Variety Care at NW 10th Street  Tier 3 FQHC/RHC     1,872 1.6% 


Variety Care at NW 56th Street Tier 2 FQHC/RHC  2,437 2.1% 


Variety Care at Straka  Tier 1 FQHC/RHC 6,602 5.8% 


Variety Care at Thomas Tier 1 Child and 
Adult    


86 0.1% 


  TOTAL 114,717 100% 
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Provider Tier Level 
 
As shown in the table below, providers in the Sooner HAN at the highest PCMH Tier Level III serve 
64,871 members, or 57% of the total member population. Providers at PCMH Tier Level II serve 17,649 
members (15%) and providers at Tier Level 1 serve 32,197 members (28%).  


 


Primary Care Patient Centered Medical Home 
(PCMH) Tier Level 


# Members % 


Tier I 32,197 28% 


Tier II 17,649 15% 


Tier III 64,871 57% 


TOTAL 114,717 100% 


 
 


Tier I, 32,197, 
28%


Tier II, 17,649, 
15%


Tier III, 64,871, 
57%


Percent and Total Number of Members 
by PCMH Tier Levels - June 2015


Tier I


Tier II


Tier III
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Specialty Care Network 
 
The Sooner HAN continues to focus on the recruitment of specialty providers for enrollment into the 
Sooner HAN. Targeted recruitment in the Oklahoma City and Tulsa areas will be continued throughout 
FY 2016.  The Sooner HAN has 213 clinics actively enrolled and using the Sooner HAN’s electronic care 
transitions system providing access to 229 specialties. 


 
Sooner HAN Specialty Network: Number of Clinics per specialty 


Specialty # Clinics  Specialty # Clinics 
Adolescent Medicine: Pediatrics 2  Imaging/Radiology Centers 30 


Asthma, Allergy & Immunology 5  Nephrology 2 


Asthma, Allergy & Immunology: Pediatrics 4  Nephrology: Pediatrics 2 


Audiology 3  Neurology 2 


Audiology: Pediatrics 3  Neurosurgery 6 


Behavioral Health 9  Obstetrics/Gynecology 3 


Behavioral Health: Pediatrics 3  Nutrition/Dietary Counseling 2 


Cardiology 6  Ophthalmology 2 


Cardiology: Pediatrics 3  Orthopedics & Sports Medicine 6 


Coumadin Clinic 2  Pain Management 9 


Dermatology 1  Physical Medicine Rehabilitation 7 


Diabetic Education 2  Physical Therapy/Occupational 
Therapy/Speech Therapy 


44 


Ear Nose and Throat 9  Podiatry 8 


Endocrinology & Diabetes 1  Psychiatry 2 


Gastroenterology 9  Pulmonary/Critical Care/Sleep 
Therapy 


21 


Gastroenterology: Pediatrics 1  Speech Therapy 8 


Headache 0  Surgery 1 


Home Health 8  Urology 1 


Maternal Fetal Medicine 1  Urology: Pediatrics 1 


   TOTAL 229 
 


The following maps indicate the locations of the Sooner HAN participating providers. The map reports 
each clinic location of both primary and specialty care practices. 
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Transitions of Care and Referral Management 
 
The adoption of the electronic referral management tool, Doc2Doc, continued to grow over FY 2015. The 
implementation of Doc2Doc within the Sooner HAN provider practice in Oklahoma City has led to an 
increase in specialty providers joining in Oklahoma City as well.  The Sooner HAN continues to coordinate 
with MyHealth, the Health Information Exchange, regarding expanded offerings of the Doc2Doc tool to 
attract new participating providers.  
 
The following chart shows the number of referrals (visit requests) initiated by calendar quarter since third 
quarter 2011. There continues to be a steady increase in the number of referrals.  In the second quarter of 
2015, 20,352 referrals were initiated in the Doc2Doc system. 
 


 
 
The Sooner HAN Doc2Doc team continues to utilize the Pentaho reporting system to provide detailed 
feedback to clinics on the use of care transitions and the status of referrals. The use of these reports for 
clinic management has varied across clinics over the past years. The Doc2Doc team will have a renewed 
focus in FY 2016 to work with the clinic referral staff on how best to utilize these reports to ensure 
specialty referrals are being completed and the primary care providers are receiving the necessary reports 
to close the loop on referrals.  
 
The Sooner HAN Doc2Doc staff has been actively collaborating with the OHCA, MyHealth and MedUnison 
(Doc2Doc parent company) team in the development of an interface between the Doc2Doc tool and the 
OHCA Provider Portal to integrate the OHCA prior authorization process directly into the Doc2Doc. The 
interface had progressed slowly, but is now in its final stages. The feedback from referral staff using Doc2Doc 
has generally been positive toward the interface.  
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The chart below outlines the total number of visit requests in Doc2Doc and a breakdown of the statuses of 
these requests at the conclusion of June 2015. 
 


Sooner HAN Doc2Doc Visit Requests by Status (Number)  Fiscal Year to Date 


 
Jul-
14 


Aug
-14 


Sep-
14 


Oct-
14 


Nov
-14 


Dec-
14 


Jan-
15 


Feb-
15 


Mar
-15 


Apr-
15 


May
-15 


Jun-
15 


Cancelled 1,250 1,238 1,329 1,345 1,176 1,122 1,197 1,147 1,155 1,214 1,146 1,096 


% 24% 24% 21% 20% 22% 21% 20% 19% 19% 18% 17% 16% 


Complete 2,882 2,642 3,077 3,304 2,479 2,376 2,565 2,419 2,499 2,754 2,438 2,322 


% 54% 50% 50% 49% 47% 46% 42% 41% 41% 40% 37% 33% 


Pending 
Appointment 


510 552 662 794 591 598 877 818 1,002 1,160 1,140 1,327 


% 10% 11% 11% 12% 11% 11% 14% 14% 16% 17% 17% 19% 


Pending 
Report 


169 202 190 192 136 166 248 189 225 270 331 362 


% 3% 4% 3% 3% 3% 3% 4% 3% 4% 4% 5% 5% 


Scheduled 491 617 946 1,091 883 959 1,233 1,325 1,263 1,409 1,499 1,884 


% 9% 12% 15% 16% 17% 18% 20% 22% 21% 21% 23% 27% 


Grand Total 5,302 5,251 6,204 6,726 5,265 5,221 6,120 5,898 6,144 6,807 6,554 6,991 
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The following graph shows the status of visit requests over time. Ideally, the goal is to see referrals initiated 
in the past moving to red, i.e., complete. The dark blue represent referrals that have been cancelled. 
Referrals are cancelled for various reasons including, but not limited to, member requested cancellation or 
duplicate referral in the system.  A reason for cancellation is required to be entered by the referral clerk. 
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Care Management 


The Sooner HAN continues to expand care management staffing.  At the end of FY 2015 the Sooner HAN 
had nine registered nurse care managers, two licensed clinical social workers (one of whom is bilingual in 
Spanish/English) and four master’s prepared social workers. One of the registered nurse care managers is 
bilingual and a certified diabetes educator. This addition has proved invaluable due to the significant need for 
Spanish speaking care managers and the prevalence of diabetes within the SoonerCare Choice population.   
Within the first two quarters of FY 2016 the Sooner HAN will be adding five more registered nurse care 
managers (one bilingual) and one licensed clinical social worker.  In the future, nurse care managers will be 
embedded into the Sooner HAN practices as needed.  


The Sooner HAN care management processes were developed to provide comprehensive care management 
services in order to address complex medical and social and behavioral services.   Yet, it become apparent 
that while the initial process touched on behavioral services, many of the members served in the Sooner 
HAN still had unmet behavioral health needs.  Although the Sooner HAN care managers were able to consult 
with the Sooner HAN Medical Director, Dr. Jeffrey Alderman, and attended weekly case staffings to review 
these difficult cases, it was determined that more specialized support was needed. In the first quarter of FY 
2015 the Sooner HAN added the position of a Behavioral Health Medical Director.  This position was filled by 
Dr. Erik Vanderlip, a physician who is licensed in both family medicine and psychiatry.  To supplement the 
weekly case staffings with the Sooner HAN Medical Director, bi-weekly behavioral health specific case 
staffings have been added.  The addition of Dr. Vanderlip has had a positive impact on all the Sooner HAN 
care managers. One Sooner HAN care mangers had this to say “…..you have given me a FRESH new look in 
how I see Mental Health. I’ve been in the medical field since 1995 I’ve had this perception of Mental Health 
as a negative and “don’t talk about it” kinda thing as if it was a foreign disease or illness that was 
untouchable, incurable and honestly, at times, scary. Funny thing is we can get stuck in this perception and 
not ever realize you’re in it.”  


As of June 2015, the Sooner HAN provided care management services to 1,493 unique SoonerCare Choice 
members versus 1,129 unique members in the year prior. This was a 32% increase from FY 2014 to FY 2015. 
Engagement of members continues to be one of the main care management challenges—both related to 
initial contact and ongoing activities. 
 


Below is a summary of the number of unique members served by care managed category for FY 2015. 
 


Sooner HAN Care Management 


Care Managed Category Unique Members Served in Fiscal Year 2015 


Asthma 186 


Breast Cancer 85 


Breast and Cervical Cancer 2 


Cervical Cancer 11 


ER Tier 1 (10+) 156 


ER Tier 2 (2-9) 399 


General HAN 95 


Hemophilia 14 


High Risk OB 545 


Total for Fiscal Year 2015 1,493 
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Contact History  
  


In FY 2015, the Sooner HAN documented 22,711 contacts with members or on behalf of members enrolled in 
Care Management.   Successful contacts with the member accounted for nearly 22% of all contacts.  Thirty two 
percent (32%) of attempted contacts with members were unsuccessful due to inability to make contact with 
the member.  Contacts with others involved in the members care included specialists, primary care providers, 
family members, case workers, pharmacies, clinics, hospitals, nurses, DHS, OHCA, and others, representing 
46% percent of contact attempts.  The distributions of contact attempts are highlighted below. 
 


Sooner HAN Care Management 


Successful Contacts  
with Members 


Unsuccessful Contacts  
with Members 


 Contacts with Others Regarding 
Member’s Care  


Telephone 4,420 Call Disconnected  137 In Person 172 


In Person 404 In Person – No Show 30 Team Collaboration 162 


Other: Fax, Email 158 Left Message w Person 178 Telephone 4,410 


TOTAL 4,982 Left Voice Message 3,687 Call Disconnected 133 


  None – No Answer 722 In Person – No Show 10 


 None – Not Accepting Calls 
 


729 Left Message w Person 271 


 None – Not in Service 1,111 Left Voice Message 1,569 


 None – Wrong Number 149 None – No Answer 314 


 Posted Mail 531 None – Not Accepting Calls 
 


243 


 TOTAL 7,274 None – Not in Service 189 


   None – Wrong Number 104 


   Posted Mail 100 


   Case Staffing 90 


   Chart Review 1,518 


   Other: Fax, Email 1,170 


   TOTAL 10,455 
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Care Management Targeted Populations 


 
Asthma 


 
The Sooner HAN initiated an asthma specific care management protocol in FY 2014 to assist members who 
have uncontrolled asthma as defined by evidence based guidelines to move to controlled status. Members 
were identified based on having one or more asthma related ER visits or inpatient stays. In FY 2015, 185 
members were care managed. 


 


Total Members in Care Management 
 


Asthma Care Managed Members 


Month New Continued Closed Total 
Jul-14 1 29 8 37 


Aug-14 1 27 2 30 


Sep-14 0 27 1 28 


Oct-14 26 24 5 53 


Nov-14 38 43 9 86 


Dec-14 0 72 4 77 


Jan-15 3 55 17 75 


Feb-15 9 50 9 67 


Mar-15 9 51 7 67 


Apr-15 1 53 8 62 
May-15 66 49 4 119 


Jun-15 0 107 8 115 
  *Member(s) opened and closed same month 
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Closure Reasons and Length of Time in Care Management 


 
Asthma Care Managed Members Continued 


Element Total 


Members served throughout the year 185 


Total New Cases 154 


Total Closed Cases 83 


Reasons for Closure # of Cases % of Total Cases 
Closed 


Program Ineligibility – Changed PCP 9 11% 
Program Ineligibility –  Financial 1 1% 


Program Ineligibility – Unknown 12 14% 


Program Ineligibility - Personal Insurance 2 17% 


Program Ineligibility - Advantage Waiver 1 1% 


Program Ineligibility - Moved out of State 2 2% 


Program Ineligibility - Medicare 2 2% 


Death 2 2% 


Voluntary Withdrawal 16 19% 


Unable to Contact 35 42% 


Other 1 1% 


Length of time on Care Management 


  Closed % of Total 
Cases Closed 


Still Open % of Total Cases 
Still Open 


0 to 5 weeks 25 30% 58 70% 


6 to 10 weeks 16 19% 2 2% 


11 to 15 weeks 17 20% 6 7% 


16 to 20 weeks 7 8% 5 6% 


21 to 25 weeks 6 7% 1 1% 


26 plus weeks 12 14% 35 42% 


TOTAL 83 100% 107 100% 
 
 


Treatment Summary 
 


Asthma 


Controlled or Uncontrolled Asthma  Asthma Action Plan 


Controlled 45 45% Yes 53 53% 


Uncontrolled 48 58% No 39 39% 


Unknown 8 8% Unknown 9 9% 
Education Materials Provided  


Yes 66 66% 


No 24 24% 


N/A 11 11% 
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Breast and Cervical Cancer (BCC) 


During FY 2015 the Sooner HAN provided care management to 98 women who had either breast cancer, 
cervical cancer, or both. By group: 87% of the women had breast cancer, 11% had cervical cancer and 2% 
had both. 


 


The following tables provide details for this care management population. 
 


BCC Members by Category 


Care Group 


Breast Cancer 85 87% 


Cervical Cancer 11 11% 


Breast and Cervical Cancer 2 2% 


Total 98 100% 


 


Total Members in Care Management – Breast Cancer 
 


Breast Cancer Care Managed Members 
Month New Continued Closed Total 


Jul-14 2 43 4 49 


Aug-14 1 45 0 46 


Sep-14 1 44 2 47 


Oct-14 6 43 2 51 


Nov-14 6 45 4 55 


Dec-14 6 48 3 57 


Jan-15 5 52 2 59 


Feb-15 4 55 2 61 


Mar-15 3 57 2 62 


Apr-15 1 56 4 61 


May-15 3 56 1 60 


Jun-15 0 57 2 59 
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Closure Reasons and Length of Time in Care Management 
 


The chart below highlights breast cancer members by category and case status. The reasons for case closure 
and length of stay on the care management program are also outlined. 
 


Breast Cancer Care Managed Members 


Element Total 


Members served throughout the year 85 
Total New Cases 38 


Total Closed Cases 28 
Reasons for Closure # of Cases % of Total Cases 


Closed 


Program Ineligibility – Changed PCP 5 18% 


Program Ineligibility – Medicare 4 14% 


Program Ineligibility – Unknown 4 14% 


Program Ineligibility - Financial 2 7% 


Program Ineligibility - Personal Insurance 1 4% 


Treatment Ended 9 32% 
Voluntary Withdrawal - - 


Directed by OHCA - - 


Death 3 11% 


Length of time on Care Management 
 Closed % of Total 


Cases Closed 
Still Open % of Total Cases 


Still Open 


12 months or less 18 64% 35 64% 


13 to 18 months 2 7% 3 7% 


19 to 24 months 3 11% 6 11% 


25 to 30 months 1 4% 6 4% 


31 plus months 4 14% 7 14% 


TOTAL 28 100% 57 100% 
 


Total Members in Care Management – Cervical Cancer 
 


Cervical Cancer Care Managed Members 


Month New Continued Closed Total 
Jul-14 1 2 1 4 


Aug-14 0 3 0 3 


Sep-14 0 3 0 3 


Oct-14 1 3 0 4 


Nov-14 1 3 1 5 


Dec-14 0 4 0 4 


Jan-15 0 4 0 0 


Feb-15 0 4 0 4 


Mar-15 3 2 2 7 


Apr-15 1 4 1 6 


May-15 0 5 0 5 


Jun-15 1 5 0 6 
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Closure Reasons and Length of Time in Care Management 
 
The chart below highlights cervical cancer members by category and case status. The reasons for case closure 
and length of stay on the care management program are also outlined. 
 


Cervical Cancer Care Managed Members 


Element Total 


Members served throughout the year 11 


Total New Cases 8 


Total Closed Cases 5 


Reasons for Closure # of Cases % of Total Cases 
Closed 


Program Ineligibility – Changed PCP 1 20% 


Program Ineligibility – Medicare 1 20% 
Program Ineligibility – Unknown 1 20% 


Program Ineligibility - Moved out of State 1 20% 


Treatment Ended - - 


Program Ineligibility – Did  not submit recertification 
paperwork 


- - 


Death 1 20% 


Length of time on Care Management 


 Closed % of Total 
Cases Closed 


Still Open % of Total Cases 
Still Open 


12 months or less 4 80% 5 83% 


12 to 18 months - - 1 17% 


19 to 24 months 1 20% - - 


25 to 30 months - - - - 


31 plus months - - - - 
TOTAL 5 100% 6 100% 
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Total Members in Care Management – Both Breast Cancer and Cervical Cancer 
 


Both Breast and Cervical Care Managed Members 


Month New Continued Closed Total 
Jul-14 1 1 0 2 


Aug-14 0 2 0 2 


Sep-14 0 2 0 2 


Oct-14 0 2 0 2 
Nov-14 0 2 0 2 


Dec-14 0 2 0 2 


Jan-15 0 2 0 2 


Feb-15 0 2 0 2 


Mar-15 0 2 0 2 


Apr-15 0 2 0 2 


May-15 0 2 0 2 


Jun-15 0 2 0 2 
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Closure Reasons and Length of Time in Care Management 
 


Both Breast and Cervical Cancer Care Managed Members 


Element Total 
Members served throughout the year 2 


Total New Cases 1 


Total Closed Cases 0 
Reasons for Closure # of Cases % of Total 


Cases Closed 


Program Ineligibility – Changed PCP 0 0% 


Program Ineligibility – Financial 0 0% 


Program Ineligibility -- Moved out of state 0 0% 


Program Ineligibility – Unknown 0 0% 
Death 0 0% 


Obtained insurance through employment 0 0% 


Program Ineligibility – Did  not submit recertification 
paperwork 


0 0% 


Moved  Out of State 0 0% 


Length of time on Care Management 


 Closed % of Total 
Cases Closed 


Still Open % of Total 
Cases Still 


Open 


12 months or less 0 0% 1 50% 


12 to 18 months 0 0% - - 
19 to 24 months 0 0% - - 


25 to 30 months 0 0% - - 


31 plus months 0 0% - 50% 
0% TOTAL   2 100% 


 


Treatment Summary 
 
This section outlines the treatment status of the BCC members. 
 


 





  


# of Mastectomies 
47 57% 


Mastectomy Details 


Left 13 28% 


Right 13 28% 


Bilateral 11 36% 


Unknown 4 9% 


 


# of Lumpectomies 
29 35% 


Lumpectomy Details 


Left 19 66% 


Right 9 31% 


Bilateral 0 0% 


Unknown 1 3% 


 


Prescribed Hormone Therapy 


Yes 39 48% 


No 32 39% 


Unknown 10 12% 
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ER Tier 1 (10+ visits in 6 months) 
 
In order to improve the Sooner HAN’s ER care management process, ER utilization was divided into two 
groups:  ER Tier 1 (10+ Visits) and ER Tier 2 (2 to 9 Visits), over a rolling six-month period.  Protocols for each 
tier were reviewed and adjusted according to evidence-based guidelines.  Members identified for Tier 1 
receive a more intensive care management intervention with the goal to minimize or eliminate ER visits and 
engage the member back into the PCMH.  Each member is evaluated quarterly to determine intervention 
level.  New members are added monthly based on a combination of claims reports, GME reports and 
member calls after receiving their ER letter from OHCA.  
  
The Sooner HAN care management group provided care management to 156 high ER Tier 1 members over 
the course of FY 2015. These members are placed immediately into the High Touch Care Management 
group and receive a higher level of intervention, including home visits and more frequent care management 
contact. The addition of the Behavioral Health Medical Director, the behavioral health case staffings, and the 
behavioral health lunch and learn sessions have provided a better knowledge base to the care managers to 
help address the complex behavioral health issues that often are seen in members with high ER utilization. 
 


Total Members in Care Management 
 


ER Tier 1 (10+ visits) Care Managed Members 


Month New Continued Closed Total 
Jul-14 36 45 17 94 


Aug-14 21 60 18 98 


Sep-14 8 56 24 88 


Oct-14 2 49 15 66 


Nov-14 6 40 12 57 


Dec-14 11 38 7 56 


Jan-15 8 35 14 57 


Feb-15 3 34 9 46 


Mar-15 1 35 2 38 


Apr-15 1 36 0 37 


May-15 8 36 1 45 
Jun-15 3 43 2 48 


 *Member(s) opened and closed same month 
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Closure Reasons and Length of Time in Care Management 
 


The chart below highlights high ER use by members by case status and length of time on care 
management. 
 


ER Tier 1 Care Managed Members Continued 


Element Total 


Members served throughout the year 156 


Total New Cases 108 


Total Closed Cases 121 


Reasons for Closure # of Cases % of Total Cases Closed 


Program Ineligibility – Changed PCP 9 7% 


Program Ineligibility – Unknown 17 14% 


Program Ineligibility – Financial 1 1% 


Program Ineligibility – No longer using ER 
inappropriately 


8 7% 


Death 2 2% 


Program Ineligibility - Personal Insurance 2 2% 


Program Ineligibility – Medicare 1 1% 


Program Ineligibility - Moved out of State 4 3% 


Unable to contact 59 49% 


Voluntary Withdrawal 16 13% 


Care Managed by OHCA CM 2 2% 


Length of time on Care Management 
  Closed % of Total Cases Closed Still Open % of Total Cases Still 


Open 


Less than 3 months 89 74% 9 23% 


4  to 6 months 24 20% 13 33% 


7 to 9 months 7 6% 8 21% 


10 to 12 months 0 - 7 18% 


Over 13 months 1 1% 2 5% 


TOTAL 89 100% 39 100% 
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ER Tier 2 (2-9 visits in 6 months) 
 
The Sooner HAN provided care management services to 399 ER Tier 2 members (2-9 ER visits in a six month 
period) in FY 2015. This has been a challenging group in which to provide care management services.  Many 
members who have received notification that care management is available to them either do not call or 
tend to call outside of traditional office hours.  Care managers end up spending multiple hours playing 
phone tag with members. 
 


Total Members in Care Management 
 


ER Tier 2 Care Managed Members 


Month New Continued Closed Total 
Jul-14 59 52 16 116 


Aug-14 13 92 9 113 


Sep-14 31 89 15 135 


Oct-14 23 110 16 143 


Nov-14 8 110 16 134 


Dec-14 28 103 17 147 


Jan-15 35 117 14 165 


Feb-15 38 133 23 189 


Mar-15 46 148 21 212 


Apr-15 11 164 29 202 


May-15 42 153 20 215 


Jun-15 14 164 31 209 


  
 


*Member(s) opened and closed same month 
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Closure Reasons and Length of Time in Care Management 


 


The chart below highlights the ER Tier 2 members by status and length of stay on care management. 
 


ER  Tier 2 Care Managed Members Continued 


Element Total 
Members served throughout the year 399 


Total New Cases 348 


Total Closed Cases 227 
Reasons for Closure # of Cases % of Total 


Cases Closed 


Program Ineligibility – Changed PCP 24 11% 


Program Ineligibility –Medicare 3 1% 


Program Ineligibility – Unknown 31 14% 


Program Ineligibility - Personal Insurance 7 3% 


Program Ineligibility -- Financial 1 0% 


Program Ineligibility - Moved out of State 2 1% 
Death 1 0% 


Voluntary Withdrawal 29 13% 


Unable to contact 111 49% 


Program Ineligibility - Advantage Waiver 2 1% 


Meets ER Closure Criteria 14 6% 


Other 3 1% 


Length of time on Care Management 
 Closed % of Total 


Cases Closed 
Still Open % of Total Cases 


Still Open 


Less than 3 months 139 61% 20 63% 


4  to 6 months 45 20% 7 22% 


7 to 9 months 19 8% 1 3% 


10 to 12 months 8 4% 3 9% 


Over 13 months 16 7% 1 3% 


TOTAL 227 100% 32 100% 
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General HAN 
 
The General HAN category was created in FY 2014 and continues to grow, mainly from an increased number 
of referrals from primary care providers. In FY 2015, 95 members were care managed. 


 


Total Members in Care Management 
 


General HAN Care Managed Members 


Month New Continued Closed Total 
Jul-14 1 44 4 49 


Aug-14 3 40 6 48 


Sep-14 4 40 2 46 


Oct-14 6 42 2 50 


Nov-14 2 45 3 50 


Dec-14 5 43 4 52 


Jan-15 3 41 7 51 


Feb-15 9 42 3 43 


Mar-15 3 47 3 53 


Apr-15 7 48 2 57 


May-15 2 50 5 57 


Jun-15 13 46 9 65 


   *Member(s) opened and closed same month  
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Closure Reasons and Length of Time in Care Management 
 


General HAN Care Managed Members Continued 
Element Total 


Members served throughout the year 95 


Total New Cases 58 


Total Closed Cases 50 
Reasons for Closure # of Cases % of Total Cases 


Closed 


Program Ineligibility – Changed PCP 6 12% 
Program Ineligibility –  Financial 1 2% 


Program Ineligibility – Unknown 2 4% 


Voluntary Withdrawal 8 16% 


Program Ineligibility - Medicare 1 2% 


Program Ineligibility – Personal Insurance 1 2% 


Program Ineligibility - Moved out of State 1 2% 


Death 3 6% 


Unable to Contact 22 44% 
Incarceration 1 2% 


OHCA to Care Manage 2 4% 


Other 2 4% 


Length of time on Care Management 


 Closed % of Total Cases 
Closed 


Still Open % of Total Cases 
Still Open 


Less than 3 months 20 40% 10 22% 


4  to 6 months 8 16% 10 22% 


7 to 9 months 11 22% 6 13% 


10 to 12 months 1 2% 3 7% 


Over 13 months 10 20% 17 37% 


TOTAL 50 
 


100% 46 100% 
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Hemophilia 


The Sooner HAN has provided care management for 14 members with hemophilia throughout FY 2015. 


 


Total Members in Care Management 
 


Hemophilia Care Managed Members 


Month New Continued Closed Total 
Jul-14 1 10 1 12 


Aug-14 0 10 1 11 


Sep-14 1 10 0 11 


Oct-14 0 10 1 11 


Nov-14 0 10 0 10 


Dec-14 0 9 1 10 


Jan-15 0 9 0 9 


Feb-15 0 9 0 9 


Mar-15 0 9 0 9 


Apr-15 0 9 0 9 


May-15 2 9 1 10 


Jun-15 0 10 0 10 
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Closure Reasons and Length of Time in Care Management 
 


Hemophilia Managed Members 
Element Total 


Members served throughout the year 14 


Total New Cases 4 


Total Closed Cases 5 


Reasons for Closure # of Cases % of Total Cases 
Closed 


Program Ineligibility – Changed PCP 0 0% 


Program Ineligibility – Financial 0 0% 
Program Ineligibility – Unknown 1 20% 


Voluntary Withdrawal 3 60% 
Obtained insurance through employment - - 


Program Ineligibility – Did  not submit recertification paperwork - - 


Unable to contact 1 20% 


Length of time on Care Management 


 Closed % of Total 
Cases Closed 


Still Open % of Total Cases 
Still Open 


Less than 9 months 0 - 2 20% 


9 to 12 months 2 40% 3 30% 


13 to 24 months 2 40% 4 40% 


25 months plus 1 20% 1 10% 


TOTAL 5 100% 10 100% 
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High Risk Obstetrics (HROB) 


In FY 2015, the Sooner HAN provided care management services to 545 SoonerCare cases identified as a 
high risk pregnancy (HROB). This was down from 666 cases in FY14.  One of the main challenges continues 
to be the late identification of HROB members.  In an effort to improve the identification of high risk 
mothers earlier in their pregnancy, the Sooner HAN reached out to the OU Women’s Clinic to pilot an 
intervention.  Many of the Sooner HAN members receive their obstetrics care from the OU Women’s Clinic, 
so it was a natural fit to see if having a Sooner HAN care manager present in the clinic would result in 
earlier identification of HROB cases.  While this intervention started in the last month of the fourth quarter 
of FY 15, care managers have already initiated care management with four HROB cases before the claim 
was able to trigger the HROB flag, approximately three weeks later.   As a result of the collaboration with 
the OU Women’s Clinic the Sooner HAN was part of the orientation for the new residents and were invited 
to present to the faculty and staff.  All of the groups were eager to hear about the services the Sooner HAN 
could provide.  


 


Length of Time in Care Management 
 
In FY 2015, the Sooner HAN has been able to provide services to high risk OB members for a longer period of 
time than in previous fiscal years.   This allows care managers to have more opportunity to provide services 
and support to the member prior to the birth of the baby.  It has been the desire of the Sooner HAN to 
identify and intervene with members as early in the pregnancy as possible to promote the best possible 
outcome for mother and baby.    


 


For example, in FY 2015, fewer cases were closed during the initial first 8 weeks of care management than in 
previous fiscal years.  Likewise, 22% of cases were open until 13-16 weeks as compared to 14% and 10% for 
the previous two fiscal years, respectively.  Also, in FY 2015, more than twice as many members were open 
until 30+ weeks than in previous fiscal years.  


 
Fiscal Year Comparisons 


Length of Time 
in Care 
Management 


FY 2013 FY 2014 FY 2015 
FY 2014 
FY 2014 
FY 2014 


Closed % Still 
Open 


% Closed % Still 
Open 


% Closed % Still 
Open 


% 


Less than 3 months 
0 to 4 weeks 53 14% 42 11% 62 9% 15 2% 51 12% 66 78% 


5 to 8 weeks 140 36% 34 9% 124 19% 63 9% 112 26% 9 11% 


9 to 12 weeks 72 19% 2 1% 116 17% 27 4% 89 20% 5 6% 


3 to 9 months 


13 to 16 weeks 38 10% 2 1% 93 14% 23 3% 95 22% 1 1% 


17 to 19 weeks 3 1% 0 - 54 8% 6 1% 27 6% 2 2% 


6 to 9 months 
20 to 24 weeks 2 1% 0 - 54 8% 8 1% 43 10% 1 1% 


25 to 29 weeks 0 - 0 - 19 3% 0 - 15 3% 0 - 


30 plus weeks 0 - 0 - 2 .30% 0 - 4 1% 1 1% 


         436 100% 85 100% 


The following charts provide detail around the care management activities. 
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Total Members in Care Management 


 
HROB Care Managed Members 


Month New Continued Closed Total 
Jul-14 19 91 54 164 


Aug-14 29 61 50 138 
Sep-14 38 61 27 126 


Oct-14 21 51 49 120 


Nov-14 37 44 27 108 


Dec-14 40 52 30 121 


Jan-15 30 61 32 121 


Feb-15 46 62 27 135 


Mar-15 18 66 42 126 


Apr-15 22 49 36 106 


May-15 60 48 24 131 


Jun-15 53 70 38 160 


 
*Member(s) opened and closed same month 
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Closure Reasons and Length of Time in Care Management 
 
The following chart highlights the number of HROB care managed members, reason for closure and length of 
time receiving care management services. 
 


HROB Care Managed Members Continued 


Element Total 


Members served throughout FY2015 545 


Total New Cases 413 
Total Closed Cases 436 


Reasons for Closure # of Cases % of Total Cases Closed 


End of Pregnancy  219 50% 


Unable to Contact 138 32% 


Program Ineligibility – Changed PCP 7 2% 


Program Ineligibility – Unknown 40 9% 


Program Ineligibility – Financial  - - 


Program Ineligibility – Moved out of State 1 0.2% 


Voluntary Withdrawal 28 6% 


Member Reports Not Pregnant  - - 


Care Managed by OHCA 3 1% 


Unknown  - - 
 


 


Delivery Data 


 
The chart below highlights delivery data. The Sooner HAN had 225 deliveries resulting in 219 viable births. 
The average weight for the HROB babies was 6.4 lbs. and the average length of hospital stay was 4.8 days.   
 


HROB - Delivery Data 
Pregnancy Results  Average (Mean)Weight  Average (Mean) Length of Hospital Stay 


225 Deliveries 6.4 lbs. 4.8 days 


219 Viable Births Median Weight Median Length of Stay 
4 Demise 6.6 lbs. 3.0 days 


2 Unknown Mode Weight Mode Length of Stay 


225 Total Births 7.4 lbs. 2.0 days 


206 Single Births N= 221 Births out of 225 
births available 


N= 196 Hospital stays out of  
225 members 


91.5% Single Births  


    
    


 


10 Sets of twins 


8.8% Twins 


Birth Type Note:  Only births that occurred during FY 2015 were counted.  Since member 
cases remain open for approximately 6 weeks after delivery, some members may 
have still been enrolled in FY 2015 but delivered in the previous fiscal year. 


127 Vaginal 


95 C Section 


3 Unknown 
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Discharge Data 


 
The chart below highlights information on the status of babies upon discharge.  A few babies required oxygen 
therapy at home or supportive devices or medications.  Fewer than 14% of babies required surgery and 
almost 94% of babies passed their hearing screens.   
 


HROB – Discharge Data 


Sent Home on Oxygen Surgery 


.004% 1 Yes 13.8% 31 Yes 
27.1% 61 No 78.2% 176 No 


72.4% 163 Unknown 7.2% 18 Unknown 
Discharged with Supportive Devices or Medications Newborn Hearing Screen 


1.3% 
 


3 Phototherapy 93.9% 201 Pass (Left Ear) 
0.04% 1 Apnea 2.3% 


 
 


5% 


5 Fail (Left Ear) 


1.8% 4 Medications 3.7% 8 Unknown (Left Ear) 


80.4% 181 No 93.9% 201 Pass (Right Ear) 


16.0% 36 Unknown 1.9% 4 Fail (Right Ear) 
   4.2% 9 Unknown (Right Ear) 


 


NICU Information 
 
The chart below highlights information for babies that had a NICU stay. The average NICU stay was 10.5 
days with almost 31% of the babies having had a NICU stay. The average weight for babies with a NICU stay 
was 5.38 lbs. 
 


HROB - NICU Information 


Average (Mean) 
NICU Stay 


 Average (Mean) 
NICU Weight 


 NICU Stays 


10.5 days 5.38 lbs. 30.7% 69 Infants with NICU Stay 


Median NICU Stay Median NICU 
Weight 


3.1% 7 Twins with NICU Stay 


5.0 days 5.31 lbs. 29.8% 67 Mothers with a baby that had a NICU stay 


 6.2% 14 NICU stays ongoing at time of closure 


 


Prematurity of Babies with NICU Stay 
Average (Mean) - # of days/weeks  


born before due date 
 Average (Mean) - # of days/weeks prior to due 


date when HROB case was received 


24 days 2 days prior 


Care Management case received for Babies with NICU stay 


Median - # of days/weeks  
born before due date 


 Median - # of days/weeks prior to due date 
when HROB case was received 


23 days 0 days prior 
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Twins Data 
 
The chart below highlights data on twins. There were 10 sets of twins born during FY 2015. The mean 
weight of the twins was 4.65 lbs.; the national mean is 5.15 lbs.1


 


 


HROB - Twins Data 


Average (Mean) Weight  Average (Mean) - # of weeks 
prior to due date case was 


received 


 Average (Mean)-  # of days 
delivered prior to due date 


4.65 lbs. 6 days after 16 days prior 


Median Weight Median - # of weeks prior to due 
date case was received 


Median - # of days delivered 
prior to due date 


4.88 lbs. 5 days after 14 days prior 
Note: Denominators were adjusted based on ability to gather data from member or medical record 


 


1 Martin JA, Hamilton BE, Ventura SJ, Osterman, M., Mathews, TJ and Division of Vital Statistics; Births: 
Final data for 2011, National Vital Statistics Reports; vol 62 no 1. Hyattsville, MD: National Center for 
Health Statistics. 2013. 
 
 


Depression Screens 
 
The chart below highlights the administration and results of the pre and post-depression screenings 
administered by Sooner HAN care management. The Sooner HAN administers the Edinburgh Postnatal 
Depression Scale (EPDS) which reviews ten questions regarding how the pregnant woman and/or new 
mother has felt over the last seven days. 
 


HROB - Depression Screens 


Pre-Depression Screens  Post-Depression Screens 


81% 90 
1 
 


Screened 79% 
 


% 
 
 


% 


143 
 
 


Screened 


19% 21 
 


4 


Not Screened 21% 
% 


38 Not Screened 


Reason Not Pre-Screened Reason Not Post-Screened 


10% 2 Declined 3% 1 Declined 
0% 0 Denies behavioral health concerns 0% 0 Denies behavioral health concerns 


5% 1 Recently completed screen 13% 5 Recently completed screen 


0 
% 


0 Unknown 11% 4 Unknown 
14% 3 Currently in treatment for 


depression 
3% 1 Currently in treatment for 


depression 


71% 
% 


15 
 


Member does not feel depressed 71% 27 
 
 


Member does not feel depressed 


Screening Results 


29% 37 Pre/Post screenings requiring 
referral 


 59% 22 Women accepting BH referral 


18% 4 Women keeping BH appointment 


Additional Recommended Screenings (Not Pre/Post Screens) 
 12 Recommended screenings   100% 4 Women accepting BH referral 


33% 4 Recommended screenings requiring 
referral 
 


50% 2 Women keeping BH appointment 
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Care Management Success Stories 
 


Ben   
 
Ben is a 9 year old boy with uncontrolled asthma. Ben was referred for care management due to multiple ER 
visits. Ben’s mother told the care manager that his main wish was to be like the other kids and be able to play 
basketball with his friends. Ben’s mother confirmed that they had an asthma action plan, but did not use it. 
The care manager reviewed the plan with Ben’s mother and learned that he was typically only using his rescue 
inhaler and that she was leaving it up to Ben to decide when to use his rescue inhaler or the maintenance 
inhaler.  After several conversations between the care manager and Ben’s mom, she began to monitor his use 
of both his maintenance and rescue inhalers.  The care manager provided education on the importance of 
using the maintenance inhaler daily and to use the rescue inhaler only when symptoms increased.  After a 
couple of weeks of monitoring his inhaler use, Ben’s mom reported that he had not had to use his rescue 
inhaler, was able to play outside with his friends and is much happier.  Ben’s asthma is now under control and, 
instead of utilizing the ER, they are following up with his PCP for continued care.  
 
Heather 
 
Heather is a 49 year old woman with multiple ER visits. Heather would go to Hillcrest or OSU ER at least three 
times a week, and she had multiple admissions to the Hillcrest Behavioral Health Unit for suicidal thoughts.  
Heather has diabetes, hypertension, asthma, cardiovascular issues and multiple behavioral health issues, 
including bipolar disorder, depression, anxiety and PTSD.  Heather was living in low income housing, had 
limited transportation, utilized food pantries on a regular basis, had no family support and limited social 
engagement. The care manager had significant difficulty engaging Heather. The care manager decided to 
attempt one last home visit prior to closing the case after several months of unsuccessful contacts.  Heather 
was willing to meet with the care manager and the care manager started with simple engagement and 
motivational interviewing principles. The care manager allowed Heather to guide the conversations and waited 
until Heather was ready to discuss her multiple issues. Over the course of the year Heather is now established 
with her PCP as well as the necessary specialists to meet her health needs. Heather has had only three ER visits 
in the past 12 months. She is faithfully taking all her medications, has had only one mental health inpatient 
stay, has not missed any appointments with her PCP or specialists and has lost a total of 45 pounds. Heather 
now lives in a better apartment, has purchased a car and is married.  
 
Thomas 
 
Thomas was a 2 month old baby boy when he was referred to the Sooner HAN for care management by his 
primary care provider due to concerns over the parenting skills demonstrated by both parents.  While 
attentive to Thomas’s care, the PCP was concerned about feeding issues, transportation, limited ability to 
communicate and cognitive deficits of the parents. The care manager learned immediately that the family had 
been in contact with a WIC nurse, who the parents felt would talk only to the DHS worker and not address any 
concerns with them regarding Thomas’s care. The care manager immediately began to set the goal to support 
Thomas’s parents in their care for Thomas, address any safety issues and to communicate with the referring 
PCP.  Over a course of home visits the care manager provided education to Thomas’s parents about the 
expected growth and development of Thomas. The care manager reviewed the CDC developmental guidelines 
for two, four and six months of age with Thomas’s parents and provided them with necessary handouts. They 
discussed feedings, including frequency and amounts of formula being provided and appropriate dress for 
Thomas during the cold weather. The care manager has been attending all the well child appointments with 
Thomas and his parents and the PCP is very pleased with Thomas’s growth and development.  
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Lauren 
 
Lauren is a 6 year old with uncontrolled asthma.  Lauren was referred for care management by the OU 
Physicians OKC Pulmonary Clinic due to the mother still struggling to understand Lauren’s asthma and 
treatment plan. Lauren was having multiple ER visits and going weeks without her medications. The care 
manager began working with Lauren’s mom to understand the diagnosis of asthma, the medications used to 
treat Lauren’s asthma and the importance of following the asthma action plan. In the three months that care 
management has been in place, Lauren has had no exacerbations of her asthma or other respiratory illnesses, 
no ER visits, has been taking all her medications as prescribed and has attended all her appointments.  
Lauren’s mother has demonstrated a stronger understanding of Lauren’s medications and is able to recall what 
medications Lauren takes, what they are for and how often she needs to take the medications. Lauren’s mom 
has communicated her thanks to the care manager for helping her understand the asthma action plan. 
 
Wanda 
 
Wanda is a 47 year old woman who had poorly controlled diabetes. The care manager had accompanied 
Wanda to an appointment with her PCP. In talking with Wanda prior to the appointment she mentioned that 
she does not have a say in the food they fix at home due to living with multiple family members and a very 
limited budget to feed everyone. Sensing that Wanda was uncomfortable with sharing this information the 
care manager asked if she would like help in bringing this up with the PCP. Wanda reported yes, and that she 
really wanted the PCP to understand that she is trying to get her blood sugars under control but there are so 
many other factors to consider. Wanda also reported that she was in a significant amount of pain and 
wondered if there was anything the PCP could do to help.  During the appointment Wanda mentioned the pain 
to the PCP and he immediately offered to make a referral to a pain management specialist. Next, the PCP 
began asking Wanda questions about her blood sugars. Wanda answered the questions, but offered none of 
the information she had mentioned to the care manager previously. The care manager respectfully asked 
permission to ask some questions. The care manager asked Wanda if she was making poor diet choices and, as 
a result, her blood sugars were high OR if she was eating what food was available to her because there was no 
other option. Wanda got tears in her eyes at this point and stated that there were NO other options for her if 
she wanted to eat. The PCP paused and stated that this was important information to know because it was 
something he would not have thought to be a problem. It was decided that the care manager would make sure 
that Wanda was able to access necessary food banks to make sure she had sufficient food.  After the 
appointment Wanda told the care manager that for the first time in a really long time the doctor actually 
listened to her and addressed her needs.   
 
Sarah 
 
Sarah is a 54 year old women with significant chronic health conditions, including diabetes, congestive heart 
failure, chronic kidney disease, atrial fibrillation and schizophrenia. Sarah was referred to the Sooner HAN for 
care management services after becoming confused during the middle of a primary care appointment and 
walking out.  Sarah struggles with trust issues with all providers, including the Sooner HAN care manager. 
Sarah was assigned one of the LCSW care managers due to the significant behavioral health issues. However, 
due to the equally significant medical issues the care manager immediately sought assistance from the Nurse 
Lead Care Manager and the HAN Medical Director. The team quickly realized, after reviewing the complex 
medication regimen, that Sarah’s hospitalizations over the past year were an indirect result of her difficulties 
with adherence to her medications. The HAN care manager worked with Sarah to obtain a payee through the 
Volunteers of America payee program.  With the help of the payee and coordinating with her primary care 
provider Sarah has been able to fill all her prescriptions for the first time since the care manager began 
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working with her. They have also arranged for a home health nurse to complete home visits to prepare her 
medication planner. The care manager has worked significantly on coaching Sarah on better communication 
with her providers. Sarah now feels comfortable to be honest with her PCP and lets him know how she is doing 
instead of just answering yes to everything.  Sarah now initiates calls to the care manager even when only to 
provide an update.   
 


Grace 
 


Grace is a 10 year old girl who had uncontrolled asthma. She was assigned a Sooner HAN care manager due to 
multiple ER visits. While Grace speaks both English and Spanish, her parents only speak Spanish, so a bilingual 
care manager was assigned to her case. Initially Grace’s mother was very suspicious of the care manager and 
services and it took multiple attempts to get the initial encounter completed. Grace’s asthma symptoms were 
out of control and her eczema was so bad it often would crack and bleed. Grace also was beginning to have 
tantrums that were not appropriate for her age. After many months of working with Grace and her parents her 
mother admitted that Grace was not taking any of her medications except the rescue inhaler because neither 
Grace nor her parents understood the importance. The care manager set out to provide education regarding 
the medications for the asthma and eczema, but quickly realized that the mother’s main priority was to 
address the tantrums. The care manager facilitated Grace receiving a referral for a therapist and psychiatrist. 
The therapist was able to determine that Grace was being bullied at school.  Her mother was able to work with 
the school to remedy the situation and Grace was prescribed medication for her anxiety.  Grace has been 
improving in school and has had fewer tantrums at home.  At this point the mother was ready to learn and 
take care of the asthma and eczema.  A referral was made to an allergist and the care manager was able to 
attend the appointment. After collaboration with the provider, Grace, her parents and the care manager put in 
place a treatment plan that included allergy shots. There was some delay in starting the treatment regimen, 
but she is now taking the shots and her asthma medication as prescribed. Grace has had fewer asthmatic 
episodes and the eczema is improving. Grace had made it nearly six months without another ER visit, 
unfortunately after not being able to be seen by the PCP recently her parents did take her to the ER. However, 
they immediately followed up with the PCP the next week for continued treatment.  Grace has been released 
by the PCP to participate in physical education class with her peers, which was very important to her.  
 


Kathy 
 


Kathy is a 2 year old girl with severe developmental delay due to neurological birth defects. This case was co-
managed with a Sooner HAN nurse care manager and a LCSW care manager due to the complete medical and 
developmental needs.  Additionally, Kathy’s mother is primarily Spanish speaking, so the LCSW care manager 
assigned was bilingual.  The mother’s primary goals were to achieve stability with Kathy’s seizures and lung 
function and to get Kathy into a high-quality daycare so that she would have a chance to take English classes 
and be able to better provide for Kathy’s needs.  Kathy had multiple hospitalizations related to pneumonia, the 
VPN shunt, and other illnesses.  Kathy requires a higher than typical dosage of some of the medications to 
control her seizures due to the abnormalities related to her birth defects. Kathy’s mother knows this 
information, but had difficulty communicating this to the hospital staff due to the language barrier. The 
bilingual care manager, with the help of the nurse care manager was able to provide this information and 
facilitate the coordination between the specialists and the hospital to ensure the correct dosages.  Over the 
course of the year the care managers provided the necessary care for Kathy to receive the care she needed 
and her mother to receive the emotional support she needed. Kathy finally made it to the top of the waiting 
list at Little Light House and the care manager attended the first meeting and ensured that all the necessary 
paper work was completed. Today Kathy is attending the Little Light House where she receives excellent 
occupational therapy, speech therapy and many other services to help her achieve the highest level of 
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functioning possible. Meanwhile, her mother has started English classes at a local school.  
 
Scott 
 
Scott is a 27 year old male who was referred to the Sooner HAN for care management due to a new diagnosis 
of Type 2 diabetes and a current hemoglobin A1C of 11.7. Scott had acquired a foot drop as a result of a 
gunshot wound and utilized a prosthesis, which makes it difficult to live an active life. Upon meeting Scott the 
care manager learned that he had several hypoglycemic episodes and was purposefully consuming orange 
juice before bed to prevent these episodes at night. The care manager worked with Scott to make changes to 
his cooking style and how to look up nutritional information online for at home or when out at a restaurant. 
Scott also began to check his blood sugar on a regular basis. Throughout several months of collaboration with 
Scott, his PCP and his care manager he has been able to decrease his medications and his most recent A1C was 
5.7%. Scott has continued his healthy eating habits and is keeping up with his food log. Scott has also started 
class at the local community college.  


 
Member Recognition of Sooner HAN Care Manager 
 
A parent whose child was receiving care management services from the Sooner HAN was so appreciative of 
the professionalism and kindness of the HAN care manager that he took the time and effort to write a personal 
message to the Sooner HAN expressing his gratitude.  He and his wife had experienced some difficulties that 
necessitated use of SoonerCare services for their child and assistance from others.  The father used these 
words to describe his family’s experience with the HAN care manager.   “She has consistently treated us with 
the highest degree of professionalism, respect and understanding.  She offered us help, guidance, and dignity, 
even in our toughest times.  The kindness we received in her gifts of respect and dignity means more to use 
than we can express.  It is both emotive and motivational.  I and my family want to thank each of you for 
choosing so wisely when bringing someone so special into your organization.  Her actions and personal 
mannerisms speak complimentary volumes about your managerial goals and abilities.”   
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Additional Activities 
 
Educational Opportunities  


Care Management Training:  


The three day care management training was held twice in FY 2015. Both times both Sooner HAN care 
managers as well as care managers from Sooner HAN participating providers where in attendance. The 
curriculum as amended this last year to include the NCQA care management standards as well as the addition 
of two new modules, Intro to Behavioral Health and Trauma Informed Approach. The new modules, described 
below, have been well received.  
 
Introduction to Behavioral Health acquaints care managers with a unique skillset primed to work in emerging 
models that integrate primary and behavioral health care. It provides a background to the process of basic 
mental health evaluation, and equips care managers to engage people with behavioral health in a systematic 
way that results in improved overall health outcomes.  
 
Introduction to Trauma Informed Approach. Trauma is a prevalent health problem that affects all of us.  
Introduction to Trauma Informed Approach provides an overview of how traumatic experiences can alter 
both behavior and physical health. Participants learn to recognize trauma related symptoms, resist re-
traumatization and integrate responses that promote recovery and resilience.  


Behavioral Health Lunch and Learn Series: 


This series on behavioral health was introduced in third quarter of FY 2015.  Sessions are held monthly and 
focus on areas affecting care managers serving SoonerCare Choice members with complex health and social 
concerns.  Topics in the series include introduction to behavioral health, depression, anxiety, alcohol use 
disorders, anger and irritability, smoking cessation, violence, bipolar disorder, trauma, sleep and pain.   The 
sessions will continue in FY 2016 and beyond with topics added to reflect current trends and interests 
expressed by care managers and providers serving SoonerCare Choice members.  
 


 
Provider Engagement 


While FY 2014 was a significant growth year, the Sooner HAN worked to provide additional support to engage 
providers who were enrolled in the Sooner HAN.  Combined with the educational offerings there were 
specific investments made with HAN providers to increase participation with the Sooner HAN.  A couple of 
examples include:  


Utica Park Clinics 


After much discussion on what would best help the Utica Park Clinic providers it was determined that the 
Sooner HAN would embed a care manager at the main Utica Park location to serve as a resource to clinic 
providers for SoonerCare Choice members.  The care manager works 2-3 days a week and participates in 
team meetings and collaborates with clinic providers and staff.  


OU Women’s Clinic – Diabetes Care 


In collaborating with the OU Women’s Clinic leadership to develop the HROB intervention it was identified 
that a major gap in the clinic’s service offerings was adequate diabetes education, especially to the Spanish 
speaking members. With the Sooner HAN having a bilingual certified diabetes educator the team has set out 
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to determine how to best provide these services to eligible Sooner HAN members. The planned interventions 
only began at the end of the fourth quarter, so updates will be provided throughout FY 2016.  


OU Tulsa Internal Medicine 


The Sooner HAN has been invited to participate in a targeted diabetes intervention in the OU Tulsa Internal 
Medicine clinic. The Sooner HAN care managers will be providing care management services to eligible 
SoonerCare Choice members with diabetes. The intervention will begin in the first quarter of FY 2016.  


 


Hypothesis 8 


The Sooner HAN has worked in collaboration with the OHCA and two other Health Access Networks to 
develop standard measures around Asthma ER use and readmission rates, as well as general ER use by 
Sooner HAN members. A piece of the measurement requirements include the ability to identify “asthma” 
on a member’s problem list with their electronic medical record. The Sooner HAN currently is unable to 
access this information for all of our network members, as we do not have access to provider EMRs. 
Additionally, our providers do not always differentiate between SoonerCare Traditional and SoonerCare 
Choice within the EMR, so it becomes a challenge for the provider to produce a list of SoonerCare 
members and their problem list. The solution that has been identified is to enter into an agreement with a 
Health Information Exchange (HIE). Locally, MyHealth has over 80% of our providers sending EMR data to 
the HIE. An analytics request has been submitted and approved to obtain this data in FY 2016. 
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Quality Management Activities 
 
SUMMARY- Quality Consultation to HAN Providers - Fiscal Year 
1 OUP Tulsa Family Medicine – Lab Results QI Team 


 Worked with team to improve member satisfaction with the turnaround time and receipt of lab 
results.  Team meetings held at least monthly in FY2015 June.  Team met its original goal to improve 
Press Ganey satisfaction score with access to test results from 70% to at least 85%.  


2 Community Health Connection - No Show Rate 


 Work with Quality Manager at CHC to analyze data, identify opportunities for improvement and 
implement interventions related to a high no show rate.   


3 HAN Providers (Utica Park Clinics, OU Physicians Tulsa Pediatrics) Pediatric Risk Stratification 


 Working with team to develop a risk stratification tool for the pediatric population for better 
identification of care management needs, resource requirements, and cost reduction.   HAN staff 
working with BI staff to capture cost data from claims.  HAN staff developing report of sample of OUP 
Peds and UPC member data to populate elements in risk stratification tool - ER visits and Inpatient 
Admissions are the data elements currently available. 


4 OUP Tulsa Pediatrics – Scheduling Practices 
 The Institute for Healthcare Improvement (IHI) hosted the 26th Annual National Forum on Quality 


Improvement in Health Care in Orlando, FL from December 7-10, 2014.  Faculty and staff representing 
the OU Physicians Pediatric Clinic and the Sooner Health Access Network (HAN) presented a storyboard 
that highlighted their quality improvement initiative: Improving Scheduling Practices for Pediatrics 
Clinic Using Hybrid QI Methodology and Implementing Multiple, Sequential Interventions.  Team 
members attending the conference included:  OU Physicians-Tulsa Pediatrics Clinic:  Ashley Mack, 
Rosio Ross, Chris Loney, Dr. Michael Gomez, Renee Engleking; and Sooner Health Access Network:  
Paula Smith and Rachel Mix.   


5 OUP Tulsa Internal Medicine –  NCQA PCORI Grant - Feasibility Study 


 Participating on team to study the feasibility of implementing patient centered outcomes measures 
into the current office visit workflow.  Team met with NCQA staff in May 2015 at the NCQA offices in 
Washington, DC.    Team to develop pilot to test workflow and will begin full implementation in 
October 2015. 


  
SUMMARY- Quality Reporting Activities - Fiscal Year 
1  Variety Care, Utica Park Clinic, OU Physicians-Tulsa, OU Physicians-OKC 


 Developed performance report of utilization and care management performance measures for 
distribution to Variety Care leadership.  Awaiting upgrade of Pentaho to refine reports to include 
dashboard and enhanced scheduling features. 


2 Sooner Health Access (HAN) Network   


 Developing monthly administrative monitoring report of utilization and care management 
performance measures for monthly distribution to HAN leadership and staff.  Awaiting upgrade of 
Pentaho to refine reports. 


3 Community Health Connection 


 Provided monthly report of new SoonerCare Choice members during each to leadership.  Calls are 
made by staff at CHC to the member to encourage scheduling an office visit. 


  
SUMMARY- PCMH Tier Advancement Activities - Fiscal Year 
1 OU Physicians-Tulsa Wayman Tisdale Clinic 


 Assisted clinic to apply for Tier III PCMH Status in October 2014.  Clinic received Tier III status. 
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Emergency Room Utilization 
 
Inappropriate ER utilization has been a topic of discussion for many years.  With the passage of the Affordable 
Care Act in 2010, significant attention has been directed toward reducing inappropriate ER visits. Some of the 
factors that may contribute to members seeking care in the ER rather that in the primary care setting include 
the continued shortages of primary care physicians, an increase in newly insured individuals under ACA, lack 
of same day access to acute care appointments with PCPs, and issues related to transportation and co-
payment expectations.    
 
The Centers for Medicare & Medicaid Services  (CMS) issued an informational bulletin on January 16, 2014 
titled Reducing Nonurgent Use of Emergency Departments and Improving Appropriate Care in Appropriate 
Settings , which outlined strategies to deliver appropriate care in the most appropriate settings and 
distinguish non-emergent from emergent use of the Emergency Department.  CMS identified "key strategies" 
for states' efforts to reduce inappropriate ED use: 1) broadening access to primary care services; 2) focusing 
on frequent ED users; and 3) targeting behavioral health problems.   
 
The Sooner HAN has mechanisms in place to address each of the three strategies to reduce inappropriate ER 
use.  The Sooner HAN tracked ER use for 12 months in this particular review of FY 2015 performance.  
Highlights of the findings are summarized below: 
 
HAN ER Events per 1000 Members Per Month declined from a high of 93 ER Events per 1000 members to a 
low of 54 ER Events per 1000 Members Per Month, a decrease of 42% over the period measured.   
 
Of the 154,111 unique members served in FY 2015, 107,727 members had no ER visits, representing 70% of 
all members.   27,232 members visited the ER on one occasion during the fiscal year which accounts for 18% 
of unique members’ ER visits.   10,071members visited the ER on two occasions during the fiscal year, 
representing 7% of unique members’ ER visits.   
 
The percentage of Sooner HAN members accessing the ER per month ranged from a low of 4.7% in June 2015 
to a high of 9.3% in January 2015. 
 
Of the Top 10 High ER Utilizers who are enrolled in Care Management, ER visits ranged from a low of 25 visits 
to a high of 90 visits during the fiscal year. 
 
 The top two primary diagnoses for ER visits during the fiscal year were acute upper respiratory infections and 
otitis media. 
 
The age groups with the most frequent visits to the ER include the 1-5 year age group (30% of total  ER visits), 
followed by the 19-44 age group (27% of total ER visits), and third by the 6-12 age group (19% of total ER 
visits).   
 
The location of ER visits was highest at OU Medical Center Hospitals, followed by Saint Francis Hospital and 
Integris Southwest Medical Hospital. 
 
ER visits are distributed fairly equally throughout the week; however, more ER visits occur on Monday than 
any other day, followed by Tuesday and Sunday. 
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The Sooner HAN plans to continue its focus on reducing ER usage throughout FY2016 with more targeted 
interventions in care management.  Also, the Sooner HAN will conduct further analysis to determine the 
degree to which care management services help to decrease overall ER utilization by members receiving care 
management as well as in the entire Sooner HAN population. 
 


 
 


Jul 2014 - Fiscal Year to Date 


# ER 
Events 


#  Unique 
Members  


% of 
Total ER 


Visits 


0  107,727  70% 


1     27,234  18% 


2     10,071  7% 


3       4,391  3% 


4       2,047  1% 


5       1,011  1% 


6 537 0.3% 


7 357 0.2% 


8 226 0.1% 


9 124 0.1% 


10-19 320 0.2% 


20-29 41 0.0% 


30-39 16 0.0% 


40-49 5 0.0% 


50-74 2 0.0% 


75-100 2 0.0% 


Total  154,111  100% 
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ANNUAL REPORT: 2015 
 


 


 
 


Reporting: To analyze the HANs effectiveness in reducing costs, improving access, improving 


the quality and coordination of health care services and improving the SoonerCare patient- 


centered medical home, the CENTRAL COMMUNITIES HAN will provide the following data 


in an Annual Report, due September 30 annually.  In addition, periodic reports with data 


supporting the HANs effectiveness will be reported at administrative meetings with OHCA staff 


throughout the FY. 


 


1. Number of PCPs by name and panel size affiliated with the HAN for the current 


month. 


 


There were 22 (unduplicated) PCPs affiliated with the HAN as of 6/30/2015; three of the 22 are 


associated with two of the participating group practices; those three providers are James M. 


Brown, DO, Aaron P. Wilbanks, DO, and Tylor R. Laflan, PA; each is associated with both 


Canadian Valley Family Care and Mustang Urgent Care.  Names and panel sizes for June 2015 


are presented in Table 1. 


 
Table 1: CC-HAN Affiliated PCPs for FY 15 


Alecia A. Hanes PC  
Pediatrics, 0-18  years of age 


508 W. Vandament Ave.  Ste 210 


Yukon, Ok (405) 350-0200 


 
Fulmer, Jennifer J., ARNP 


Green, Katrin, PA 


Hanes, Alecia A., MD 


Hale-Langmacher, Julie D., ARNP 


Panel size for June 2015: 560 


Canadian Valley Family Care  


 Family Practice, 0-18 years of age 1491 


Health Center Pkwy. 


Yukon, Ok (405) 806-2204 


 
Brown, Curtis L., MD 


Brown, James M.,  DO (also associated with Mustang 


Urgent Care) 


Krittenbrink, Andrea L., PA 


Laflan, Tylor R., PA (also associated with Mustang Urgent 


Care) 


Roof, Lindsay K., ARNP 


Siems, Ami L., MD 


Wilbanks, Aaron P., DO (also associated with Mustang 


Urgent Care) 


 


Panel size for June 2015: 526 


Affiliated Providers and Access to Care (Article 4.2 and 4.3) 
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Flores Pediatrics LLC 
Pediatrics, 0-18 years of age 


415 E. Main St.  Ste B2 


Yukon, Ok   (405) 350-3000 


 


Flores, Catherine B., MD 


Flores, Javier A., MD 


 
Panel size for June 2015: 1486 


Vladimir Holy, MD PC  


No age restrictions 2315 Park 


View Dr 


El Reno, OK  (405) 422-6337 


 
Vladimir Holy, MD 


 
Panel size for June 2015: 422 


Mustang Family Physicians, PC  


Family Practice, 0-18 years of age 206 N. 


Mustang Mall Terr. 


Mustang, Ok  (405) 256-6000 


 
Amundsen II, Gerald A., MD 


Halcomb, Monica L., CNP 


 


 
Panel size for June 2015:  490 


Mustang Urgent Care  
 Family Practice, 0-18 years of age 


115 N. Mustang Rd. 


Mustang, Ok  (405) 256-5595 


Baker, Dustin R., MD 


Broome, Joseph C., MD 


Brown, James M., DO (also associated with  Canadian 


Valley Family Care) 


Christian, Michal G., PA 


Kelly, Shelly A., ARNP 


Laflan, Tylor R., PA also associated with  Canadian Valley 


Family Care) 


Medgaarden, Alex E., PA 


Sturlin, Candace L., PA 


Wilbanks, Aaron P., DO 


 


Panel size for June 2015: 153 


 


 


 


 
 


Table 2: CC-HAN Benefit Enrollment Counts for June 2014 and June 2015 


PCP June 2014 June 2015 
Holy 503 422 
Hanes 570 560 
Flores 1621 1486 
CVFC 417 526 
MFP 606 490 
MUC 139 153 
Total Count 3,856 3,637 
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June 2014 Percentage of 
Total Membership 


MUC 


MFP 
16% 


 
 


CVFC 11% 


4% 
 
 
 
 
 
 
 
 
 


42% 


Holy 
13% 


 
 


15% Hanes 


 
 
 
 
Flores 


 
 


 


June 2015 Percentage of 
Total Membership 


MUC 
4% 


MFP 13% 
12% Holy 


 


15% Hanes 
 


CVFC 14% 
 
 
 
 


41% Flores 


 


A review of data presented in Table 2 shows a (slight) decline in membership in the CC-HAN 


during FY 15, attributed largely to OHCA policy changes which resulted in members who had 


any other form of health insurance becoming ineligible for enrollment in a Medical Home.  The 


new requirement was initiated in July 2014.  Enrollment declines are seen for each of the original 


four Medical Home Practices who made up the CC-HAN:  Flores Pediatrics; Alecia Hanes, MD; 


Vladimir Holy, MD; and Mustang Family Physicians. The two most recent Provider practices 


Canadian Valley Family Care (contracted in April 2013) and Mustang Urgent Care (December 


2013), demonstrate upward trends (total members engaged) comparing June 14 and June 15 


enrollment data. 
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2. Number of Tier 1 or 2 PCPs identified by name for assistance with tier step-up by 


tier type for FY 2015. 


Canadian Valley Family Care was assisted in attaining Tier 2 status in fall 2014; CC-HAN 


support is ongoing. 


Dr. Alecia Hanes was provided assistance with step-up to Tier 3 status in summer/fall of 2012 


and has remained Tier 3 since.  CC-HAN support is ongoing. 


 


Flores Pediatrics maintains Tier 3 status; CC-HAN support is ongoing. 


 


Dr. Vladimir Holy was provided assistance with moving from Tier 2 status to Tier 3 status in fall 


2013; ongoing CC-HAN support continues. 


 


Mustang Family Physicians maintains Tier 3 status; CC-HAN support is ongoing. 


 


Mustang Urgent Care was provided assistance with meeting Tier 2 status requirements in 


December 2013/early spring 2014; CC-HAN support is ongoing. 


 


 


 


3. Documentation of steps taken to assist PCPs in maintaining or advancing their tier 


designation for FY 2015. 


 


Canadian Valley Family Care: 
 


 July 2014: 


o Provided information about Parenting Classes to be held by CCHD staff (in El Reno 


and Yukon). 


o Information provided re: upcoming Triad webinar r/t prior authorizations for therapy 


services. 


o Assisted office manager with process of contract updates required for adding new 


clinic site (El Reno) and new Provider staff. 


 August 2014: 
o Worked with office manager r/t “one Provider number” (as opposed to ability of 


OHCA to deliver individual Providers’ reimbursement info). 


o Recommended Dr. Jim Brown as member of Canadian County Board of Health; 


subsequently approved. 


o Addressed Dr. Brown’s concerns r/t allergy testing changes, providing him resources 


from OHCA website and M. Anthony. 


o Sent all Providers PowerPoint presentation (OHCA Board Retreat presentation) on 


AIP outcomes, thanking them for referring members. 


 September 2014: 


o Information provided (incl. Child Guidance flyer) on autism screening opportunities 
through CCHD. 


o Ongoing assistance provided r/t new clinic site with new Provider, contract changes. 
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 October 2014: 


o Assistance with questions r/t Allergy Testing and billing codes. 
o Education provided new Provider and Provider new to CVFC-El Reno re: Behavioral 


Health screening requirements, other Medical Home requirements, services provided 
by CC-HAN staff (incl. AIP and other care management). 


o Participated in El Reno Chamber of Commerce “Open House” for CVFC-ER. 
o Assisted CVFC-ER staff by explaining access to secure site (OHCA) as well as other 


questions r/t SC contract. 


o Information sent re:  upcoming PCP meeting and “program” items. 
o Information sent re:  Prior Auth training to be provided by SC Provider Education 


staff next week. 


o Worked with office manager to develop Self-Evaluation required for Tier 2 status; 


included collaborative work on required Policies and Procedures. 
o Worked with office nurse on process for changing name of person responsible for 


OSSIS at CVFC-Yukon site. 


o Participated in 10/29/14 onsite Prior Auth training provided by OHCA Provider 


education staff at CVFC-Yukon. 


 November 2014: 


o Assistance with billing question. 
o Info provided re: availability of panels on secure site, including screenshots for using 


under Financial Tab. 


o Contacted to remind re:  PCP meeting. 


 December 2014: 
o Sent request to office manager about setting up health promotion event, with CCaT 


Coordinator, at CVFC-ER in December; several subsequent communications to 
arrange for December 18, 2014 event. Variety of health promotion materials 
distributed, incl. CC-HAN brochures. 


 January 2015: 
o Sent information on proposed Quality Measure to increase well-child visits (EPSDT) 


incl. HAN assistance with contacts; received affirmative response. 


o Reminder e-mail sent about availability of care management support through AIP. 
o Sent (as attachments) proposed new ER DX brochures/flyer, requesting input by end 


of January. 


o Provided training on HIPAA Requirements and Fraud and Abuse for all staff. 


o Obtained photo of new PA for website posting. 


o Sent information r/t OHCA Community Relations newsletters. 


 February 2015: 


o Consult provided on use of PMP. 


 March 2015: 


o Communicable Diseases training provided for all staff. 
o Worked with office manager in March-April to obtain list of members with asthma 


diagnoses from their EMR for Hypothesis 8 Report. 


o Information provided about availability of Peak Flow Meters for AIP members, 


requesting input. 







CENTRAL COMMUNITIES HEALTH ACCESS NETWORK 


CCHAN Annual Report, September 30, 2015 Page 6 


 


 


 


 April 2015: 


o Delivered Prescription Monitoring Program Packets with Provider information re: 
program and about non-medical use of prescription drugs as well as other 
“community resources information.” 


 May 2015: 


o Information provided about new EPSDT Clerk, incl. roles and responsibilities. 


o Provided AAP evidence-based information on Electronic Nicotine Delivery Systems. 
o Project Manager developed (proposed) policy and procedure on electronic signature 


usage. 


 June 2015: 


o Information provided on new EPSDT Clerk including roles and responsibilities. 


 
 


Flores Pediatrics: 
 


 July 2014: 


o Provided information about Parenting Classes to be held by CCHD staff (in El Reno 


and Yukon). 


o Information provided re: upcoming Triad webinar r/t prior authorizations for therapy 


services. 


o Assisted with obtaining member rosters from OHCA. 


 August 2014: 


o Sent screenshots for accessing rosters via secure site. 
o Sent all Providers PowerPoint presentation (OHCA Board Retreat presentation) on 


AIP outcomes, thanking them for referring members. 


 September 2014: 
o Information provided (incl. Child Guidance flyer) on autism screening opportunities 


through CCHD. 


o Information provided staff re: using secure e-mail system provided through contract 


CC-HAN has with Global Certs. 


o Worked with staff to obtain office visits made in past FY by ER users. 


 October 2014: 
o Office visit to work with staff re: referrals for AIP and other “member needs”, 


thanking them for their participation. 


o Worked to resolve questions/issues with using Global Cert program for secure e- 


mails. 


o Information sent re:  upcoming PCP meeting and “program” items. 
o Information sent re:  Prior Auth training to be provided by SC Provider Education 


staff next week, incl. forwarding specific question re:  allergy testing to Provider staff 
for inclusion in presentation. 


 November 2014: 


o Reminder sent re:  PCP meeting. 
o Info provided re: availability of panels on secure site, including screenshots for using 


under Financial Tab. 


o PCP meeting on 11/6/14; both Providers participated. 
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 December 2014: 
o Provided office manager verification of Communicable Diseases training in January 


2014, offering training for January 2015 as follow-up. 


o Assisted by contacting parent of member referred to them when dismissed recently 


from Children’s NICU; obtained info that infant is “being seen by another doctor;” 


contacted office staff who stated they would forward the materials sent to them by 


Children’s to new provider. 


 January 2015: 
o Communicable Diseases training provided for staff; included follow-up after original 


presentation for staff absent on that date. 


o Delivered ER diagnoses (proposed) brochures for review/comment; received at later 


date. 


o Sent information on proposed Quality Measure to increase well-child visits (EPSDT) 


incl. HAN assistance with contacts; received affirmative response. 


o Reminder e-mail sent about availability of care management support through AIP. 


o Sent information r/t OHCA Community Relations newsletters. 


 February 2015: 


o Assisted with questions re:  PT referrals (r/t specialist making referrals). 


o Provided info r/t care management of (previous) member on request. 


o Follow-up on member needs upon request. 


 March 2015: 


o Information provided about availability of Peak Flow Meters for AIP members, 


requesting input. 


o Worked with office manager in March-April to obtain list of members with asthma 


diagnoses from their EMR for Hypothesis 8 Report. 


 April 2015: 


o Responded to request from office manager re: training opportunities for ICD 10; 


contacted OHCA Provider Educator for suggestions. 


o Delivered Prescription Monitoring Program Packets with Provider information re: 


program and about non-medical use of prescription drugs as well as other 


“community resources information.” 


 May 2015: 


o Information provided about implementation of EPSDT Clerk position, incl. roles and 
responsibilities. 


o Provided AAP evidence-based information on Electronic Nicotine Delivery Systems 


 June 2015: 


o Provided information on all EPSDT contacts made in April and May 15. 


 
 


Alecia Hanes, MD: 
 


 July 2014: 
o Provided information about Parenting Classes to be held by CCHD staff (in El Reno 


and Yukon). 


o Information provided re: upcoming Triad webinar r/t prior authorizations for therapy 


services. 
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o Provided info r/t changes in changes in SC Choice for some members; also provided 
copy of brochure helping members apply for health insurance through  
www.healthcare.gov. 


 August 2014: 
o Sent all Providers PowerPoint presentation (OHCA Board Retreat presentation) on 


AIP outcomes, thanking them for referring members. 


 September 2014: 
o Information provided (incl. Child Guidance flyer) on autism screening opportunities 


through CCHD. 


o Worked with staff to obtain office visits made in past FY by ER users. 


 October 2014: 


o Information sent re:  upcoming PCP meeting and “program” items. 
o Information sent re:  Prior Auth training to be provided by SC Provider Education 


staff next week, at CVFC. 


o Received “significant concerns” re: infant member with serious health problems and 


issues; shared info with OHCA staff and facilitated work with Dr. Hanes and OHCA 


staff to report the concerns through official channels. 


o Worked with Dr. Hanes to request her participation with MACPAC team representing 


CC-HAN on 11/20/14. 


 November 2014: 


o Reminder sent re:  PCP meeting on 11/6/15. 
o Information provided, incl. screen shots, on how to obtain monthly panels from 


secure site, Financial tab. 


o PCP meeting on 11/6/15; Dr. Hanes and staff participated. 
o Verified with Provider that she had been “invited” to meet with MACPAC team; 


office manager replied that she had received. Dr. Hanes along with CC-HAN Medical 
Director, Dr. Judy Frazier, attended on 11/19/15. 


 December 2014: 


o Follow-up on staff needs. 


 January 2015: 
o Sent information on proposed Quality Measure to increase well-child visits (EPSDT) 


incl. HAN assistance with contacts; received affirmative response. 


o Reminder e-mail sent about availability of care management support through AIP. 
o Sent (as attachments) proposed new ER DX brochures/flyer, requesting input by end 


of January; received input. 


 February 2015: 


o CC-HAN staff facilitated Systems of Care referral for member. 
o Project Manager worked with Dr. Hanes to obtain information on signing up for 


Prescription Monitoring Program through OBN so that member records on controlled 
substances prescriptions could be monitored. 


o Provided DVD on HIPAA training for new staff. 


 March 2015: 
o Worked (March-April) with office manager to obtain list of members with asthma 


diagnosis from EMR for Hypothesis 8 Report to OHCA. 


o Provided information on CC-HAN to distribute Peak Flow Meters for members of 


AIP; requested input. 



http://www.healthcare.gov/
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 April 2015: 
o Project Manager conferred with Dr. Hanes about billing questions; recommended SC 


101 course; sent link for enrolling in training. 


o Delivered Prescription Monitoring Program Packets with Provider information re: 


program and about non-medical use of prescription drugs as well as other 


“community resources information.” 


o Education provided to CCHD WIC nurses on Medical Home and “same day” 


appointments at request of Dr. Hanes; follow-up to referral made by WIC nurse to 


urgent care facility for infant with thrush. 


 


 May 2015: 


o CC-HAN staff delivered list of pediatric dentists to Provider. 


o Information sent about new EPSDT Clerk, incl. roles and responsibilities. 


o Provided AAP evidence-based information on Electronic Nicotine Delivery Systems. 


 June 2015: 


o Report of April and May 15 EPSDT contacts made provided. 


 
 


Vladimir Holy, MD: 
 


 July 2014: 


o Provided information about Parenting Classes to be held by CCHD staff (in El Reno 


and Yukon). 


o Information provided re: upcoming Triad webinar r/t prior authorizations for therapy 


services. 


o Provided info r/t Child Abuse reporting contact info. 
o Forwarded info to M. Anthony regarding members (reportedly) being told by 


Helpline staff that “Dr. Holy is not accepting new patients at this time.” 


o Addressed with Provider changes in allergy testing reimbursement, provided him info 


from OHCA r/t same. 


 August 2014: 


o Sent all Providers PowerPoint presentation (OHCA Board Retreat presentation) on 


AIP outcomes, thanking them for referring members. 


o Assistance provided with finding (pain management) specialist. 
o Shared concerns with OHCA personnel re:  referral process (making an online 


referral; unable to enter another when original specialist declined). 


o Worked with staff regarding Pharmacy Lock-In member, including use of PMP. 


o Resolved “issues” with SoonerRide, incl. process for having an adult accompaniment. 


 September 2014: 


o Worked with staff to obtain office visits made in past FY by ER users. 
o Information provided (incl. Child Guidance flyer) on autism screening opportunities 


through CCHD. 


o Provided Dr. Holy info re:  Health Home “intent to contract” agreement requested by 


Red Rock BHS. 


 October 2014: 


o Information sent re:  upcoming PCP meeting and “program” items. 
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o Information sent re:  Prior Auth training to be provided by SC Provider Education 


staff next week. 


o Facilitated answers to questions re:  Pharmacy Lock-In request process. 


o Ongoing work with Dr. Holy r/t intent to contract meeting with Red Rock staff. 
o Provided rosters for September and October, showing staff how to obtain; IT problem 


was discovered (their system). Also provided EPSDT “rosters” from recent months. 


o Met with new office MA to explain Tier 3 requirements (both Behavioral Health and 


other screenings for health risks as well as MH Agreements requirements). 


o Facilitated staff information r/t fee schedules for procedures. 


 November 2014: 
o Info provided re: availability of panels on secure site, including screenshots for using 


under Financial Tab. 


o Reminder sent about PCP meeting on 11/6/15; office manager participated. 


o Info provided re:  MU attestation. 
o Provided examples of Screening Tools and lists of others from OHCA website 


(requirements for Tier 3 status). 


o Referred questions (from member) re:  obtaining user name and password to Member 


Helpline. 


o Ongoing discussions re: their EMR, lack of availability for support, recommendation 


for “exploring other options.” 


 December 2014: 
o Worked with office manager to resolve questions re:  reports (Remittance Advices, 


CAPs, rosters).  Also shared (again) importance of Tier 3 MH requirements (incl. 
screenings). Provided written copies (in folder) with screening examples as well as 
links for additional options. 


o Provided info on need to share with me specialists who “do not use online referral 


process” for sharing with M. Anthony (which occurred). 


o Explained use of qliqsoft (secure and HIPAA compliant messaging system) to office 


manager; sent her invitation to participate. 


o Provided e-mail with form for requesting duplicate remittance advices. 


 January 2015: 
o Sent information on proposed Quality Measure to increase well-child visits (EPSDT) 


incl. HAN assistance with contacts; received affirmative response. 


o Reminder e-mail sent about availability of care management support through AIP. 
o Sent (as attachments) proposed new ER DX brochures/flyer, requesting input by end 


of January. 


o Provided assistance with resolving matters r/t member and staff issues. 


o Assisted with finding specialist. 


 February 2015 


o Assisted with PMP use for reviewing patient prescription history. 


o Provided Communicable Diseases training for office staff. 


 March 2015: 


o Info provided on availability of Peak Flow Meters for AIP members. 
o Worked with office manager (March-April) on obtaining list of members with asthma 


diagnoses for Hypothesis 8 Report. 


 April 2015: 


o Consult on member issues, decision to request dismissal from roster. 
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o Worked with Dr. Holy and Red Rock BHS, resulting in signed agreement to 


support/participate in Health Home program. 


o Delivered Prescription Monitoring Program Packets with Provider information re: 


program and about non-medical use of prescription drugs as well as other 


“community resources information.” 


o Consult on use of PA and “fit” with Tier 3 requirements. 


 May 2015: 


o Information provided about new EPSDT Clerk, incl. roles and responsibilities. 


o Provided AAP evidence-based information on Electronic Nicotine Delivery Systems. 


 June 2015: 


o Provided report of April/May EPSDT contacts made. 
o Consult with Dr. Holy re:  Tier 3 requirements in light of “practice changes”; learned 


recruitment of new PA underway. 
 


 


Mustang Family Physicians: 
 


 July 2014: 


o Provided information about Parenting Classes to be held by CCHD staff (in El Reno 
and Yukon). 


o Information provided re: upcoming Triad webinar r/t prior authorizations for therapy 


services. 


 August 2014: 
o Sent all Providers PowerPoint presentation (OHCA Board Retreat presentation) on 


AIP outcomes, thanking them for referring members. 


o Provided in-service on Prior Authorization process for Triad, therapy services. 
o Worked with office manager and Ashley Rhute from OFMQ to begin process for MU 


attestation. 


 September 2014: 


o Information provided (incl. Child Guidance flyer) on autism screening opportunities 


through CCHD. 


o Worked with staff to obtain office visits made in past FY by ER users. 


o Provided Child Abuse Hotline number to office manager. 


 October 2014: 


o Information sent re:  upcoming PCP meeting and “program” items. 
o Information sent re:  Prior Auth training to be provided by SC Provider Education 


staff next week. 


o Requested Dr. Amundsen’s participation in MACPAC meeting in November; 


schedule conflicts existed. 


 November 2014: 
o Information shared re:  upcoming PCP meeting including discussion topics/agenda 


items. 


o PCP meeting on 11/6/15; Dr. Amundsen and Monica Halcomb, CNP, participated. 
o Info provided re: availability of panels on secure site, including screenshots for using 


under Financial Tab. 


 December 2014: 
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o Provided copy of Corrective Action Plan from previous audit as well as current 


Medical Home Agreement. 


o Sent request to office manager about setting up health promotion event, with CCaT 


Coordinator, at MFP in December; several subsequent communications to arrange for 


December 19, 2014 event. Variety of health promotion materials distributed, incl. 


CC-HAN brochures.  Referred several people to SoonerCare online application. 


o Communications with office manager re: MU attestation process, setting January 


date for work. 


 January 2015: 
o Sent information on proposed Quality Measure to increase well-child visits (EPSDT) 


incl. HAN assistance with contacts; received affirmative response. 


o Reminder e-mail sent about availability of care management support through AIP. 
o Sent (as attachments) proposed new ER DX brochures/flyer, requesting input by end 


of January; input received. 


o Worked with office manager and OFMQ rep on MU attestation process. 


 February 2015: 


o Received feedback on ER DX brochures. 


 March 2015: 
o Worked with office manager (March-April) to obtain list of members with asthma 


identified in EMR for Hypothesis 8 Report. 


o Provided information on CC-HAN to distribute Peak Flow Meters for members of 


AIP, incl. distribution plan; requested input. 


 April 2015: 
o Accepted request to facilitate referral of member for Sooner Start services; worked 


with member and CCHD personnel to complete referral. 


o Addressed other referral questions for staff. 
o Delivered Prescription Monitoring Program Packets with Provider information re: 


program and about non-medical use of prescription drugs as well as other 
“community resources information.” 


 May 2015: 


o Presented (R. Klepper) HIPAA and Fraud/Abuse training program to Providers and 


staff (5/19/15). 


o Information provided about new EPSDT Clerk, incl. roles and responsibilities. 


o Provided AAP evidence-based information on Electronic Nicotine Delivery Systems. 


 June 2015: 


o Assistance with referral questions. 
o Consulted with staff about Provider concern r/t infant safety;  recommended Child 


Abuse Hotline contact and provided number. 


o Report of April and May 15 EPSDT contacts made provided. 


 
 


Mustang Urgent Care: 
 


 July 2014: 


o Information provided about Parenting Classes to be held by CCHD staff (in El Reno 
and Yukon). 







CENTRAL COMMUNITIES HEALTH ACCESS NETWORK 


CCHAN Annual Report, September 30, 2015 Page 13 


 


 


 


o Information provided re: upcoming Triad webinar r/t prior authorizations for therapy 


services. 


 August 2014: 
o Sent all Providers PowerPoint presentation (OHCA Board Retreat presentation) on 


AIP outcomes, thanking them for referring members. 


o Worked with office manager on process for obtaining member rosters; delivered 


August roster. 


o Worked with office manager r/t requirements for well-child visits. 


o Arranged for photography session for CC-HAN website postings. 
o Verified Medical Home agreement requirements were being met (office manager 


declined audit, stated she was checking monthly). 


 September 2014: 
o Information provided (incl. Child Guidance flyer) on autism screening opportunities 


through CCHD. 


 October 2014: 


o Information sent re:  upcoming PCP meeting and “program” items. 
o Information sent re:  Prior Auth training to be provided by SC Provider Education 


staff next week 


o Provided office manager with Child Abuse Hotline phone number. 
o Facilitated information needed on requirements for allergy testing and prior auths (not 


required for 95004 and 95165) 


o Delivered rosters (incl. EPSDT, ER visits by members, Inpatient Reports) from July 


through October; explained availability through secure site. 


 November 2014: 
o Info provided re: availability of panels on secure site, including screenshots for using 


under Financial Tab. 


o Reminder sent re:  PCP meeting on 11/6/15. 


 December 2014: 


o Addressed staff needs and assisted with patient issue. 


 January 2015: 
o Sent information on proposed Quality Measure to increase well-child visits (EPSDT) 


incl. HAN assistance with contacts; received affirmative response. 


o Reminder e-mail sent about availability of care management support through AIP. 
o Sent (as attachments) proposed new ER DX brochures/flyer, requesting input by end 


of January. 


 February 2015: 
o Meeting with new office manager; updated on Communicable Diseases training plan 


as well as Medical Home Agreements requirements.  General discussion re:  ways 
HAN can support practice. 


o Delivered December 14 member roster; advised on ways office staff could obtain; 


also delivered Jan 15 EPSDT schedule for visits due for Feb 15. 


 March 2015: 


o Meeting with office manager about Medical Home requirements/Tier 2. 


o Information shared about availability of Peak Flow Meters for AIP members. 


o Assisted office manager by providing VFC contact person info. 
o Ongoing work March-April to obtain list of members with asthma diagnosis for 


Hypothesis 8 Report. 
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 April 2015: 


o Delivered PMP packets provided by Red Rock Prevention program. 


 May 2015: 


o Information provided about new EPSDT Clerk, incl. roles and responsibilities. 


o Provided AAP evidence-based information on Electronic Nicotine Delivery Systems. 


 
 


For ALL Providers: 
 


Delivery of the following Reports and educational materials was ongoing throughout FY 


2015: 


 Quarterly ER Users Rosters 


 Monthly ER Users Reports 


 Monthly Inpatient Reports 


 Monthly EPSDT Eligibility Reports 


 Tobacco Cessation educational materials/resources 


 CC-HAN Website Promotional brochures (beginning February 2015) 


 Canadian County Prescription Dropbox Information/Location flyers 


 Social Host Laws flyers 


 CC-HAN ER Brochures for office distribution 


 


CC-HAN staff also provided assistance throughout FY 15 with member issues/other patient 


issues at request of provider. 


 


 


4. Number of PCPs with successful tier advancement by name within designated 


timeframe. 


 


One.  Canadian Valley Family Care was provided assistance with successful tier advancement to 


Tier 2 in fall 2014. 


 


Support provided throughout FY 15 in support of Dr. Holy’s advancement to tier 3 in FY 14 to 


help ensure ongoing compliance through several staff changes.  Other assistance in maintaining 


Tier status was provided through Communicable Diseases training (Canadian Valley Family 


Care, Flores Pediatrics, Vladimir Holy, Mustang Family Physicians, and Mustang Urgent Care). 


Other training sessions were also provided and/or facilitated (specified in previous “Steps taken 


to assist Providers section). 


 


5. Number of specialty providers by specialty type: 


a. Number of specialty providers available for SoonerCare members served by our 


providers. 


b. Number of SoonerCare members receiving specialty care (note: Delayed effective 


date until Doc2Doc program is fully implemented). 
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The total number of specialty providers (and resources) by specialty type follows: 


 
Table 3:  CC-HAN Specialty Providers for FY 15 


Allergy: 4 
Attention Deficit Disorder: 10 
Audiology: 18 
Autism: 8 
Behavioral Health: 


Birth Control: 
62 


2 
Boys Homes: 2 
Cardiology: 5 
Chiropractic: 1 
Community Resources: 35 
Crisis Lines: 19 
Death, Dying, Grief Resources: 4 
Dental Care: 37 
Dermatology: 17 
Developmental Delays: 10 
Dieticians: 6 
Domestic Abuse: 5 
Drug Treatment/Rehab: 16 
Durable Medical Equipment: 5 
Ear, Nose, Throat Doctors: 


Education: 
15 


1 
Electroencephalograms: 3 
Electrocardiographs: 4 
Endocrinologists: 10 
Family Planning Services: (under Birth Control) 
Formula Providers: 4 
Formula Reps: 3 
Free Clinics: 36 
Gastroenterology: 7 
Genetics: 2 
(County) Health Departments: 8 
Hematology/Oncology: 3 
Holiday Resources 1 
Home Health Resources: 11 
Homeless Resources: 1 
Hospice: 2 
Hospitals: 


Housing Resources: 
20 


4 
Immunology: 


Infant Resources: 
1 
9 


Infectious Diseases: 4 
Labs: 10 
Lactation Specialists: 


Latino Resources: 
7 


2 
Learning Disabilities: 4 
Legal Assistance: 2 
Liceology: 2 
Litholink-Kidney Stone Prevention: 1 
Mammograms: 1 
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Maxillofacial: 1 


Medical Assistance Resources 3 
Military Assistance Programs: 3 
Nephrology: 2 
Neurology: 7 
Obstetrics/Gynecology: 


Occupational Therapy: 
8 


2 
Ophthalmology: 7 
Optometry: 9 
Oral/Maxilla Surgery: 2 
Orthopedics: 13 
“Other Resources”: 6 
Oxygen Resources: 1 
Pain Management: 3 
Pediatrics Special Care Center 1 
Physical Therapy: 14 
Plastic Surgeons: 1 
Podiatry: 4 
Pregnancy Care Center: 1 
Prescription Drug Assistance 2 
Psychiatry: 15 
Psychology 11 
Pulmonology: 3 
Radiology/Imaging Services: 15 
Rheumatology: 5 
Sleep Studies: 5 
SoonerCare: 1 1 
Special Needs Resources: 3 
Special Schools: 2 
Speech Therapy: 20 
Support Groups: 15 
Surgery: 4 
Thoracic Surgery: 


Transportation Resources: 
1 


6 
Urology: 7 
WIC/Nutrition Resources: 4 


The Total Number of Specialists: 673 
 


The number of members receiving specialty care is unknown/delayed until implementation of 


Doc2Doc (or another tracking method). 


 


6. Number of PCPs by name and panel size that failed medical home audits. 


 


There were no medical home audit failures in FY 15. 


 


7. Documentation of type of assistance provided (e.g. face to face visits, corrective 


action plans developed, etc.) to each PCP. 


 


The Project Manager participated in the November 2014 Medical Home Audit for Mustang 


Urgent Care.  The auditor provided several suggestions for improving compliance.  The Project 
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Manager provided follow-up resources (such as “Lead Testing” guidelines/resources and vendor 


options for disinfectant that “kills C Difficile organisms”).  One corrective action plan was 


required to address “Provider Signature” requirements; the Project Manager developed the CAP, 


sending to office manager for review.  Also provided contact person’s e-mail at OHCA to whom 


the CAP was to be submitted. 
 


 


 


 


 


 


 
 


 Identify all populations for care management, complete implementation timetable for 


all populations, and complete transition for each population with members on PCP 


rosters (Article 4.4 a and b). 


The populations for care management throughout FY 15 include: 
 


o Asthma 


o Chronic Care 


o High Risk OB 


o ER Users 


o Inpatient 


o Pharmacy Lock-In 


 Hold at least one Care Management quarterly meeting. 
 


Four Care Management meetings (via conference calls) with OHCA Care Management staff 


in FY 15; meeting dates were 7/23/14; 10/21/14; 1/27/15; and 4/6/15. 


Twelve CC-HAN Care Management Team meetings in FY 15; meeting dates were 7/7/14; 


8/4/14; 9/8/14; 10/13/14; 11/10/14; 12/8/14; 1/12/15; 2/9/15; 3/9/15; 4/6/15; 5/11/15; and 


6/29/15. 
 


 Initiate plans to identify care management populations transitioned (Article 4.4 a and 


b). 


All (contractually assigned) care management populations have been care managed since 


August 2011, including throughout FY 15.  In addition, the CC-HAN Care Management 


initiative (Asthma Improvement Plan or AIP) is an integral part of the CC-HAN care 


management process.  One (pt) RN care manager is assigned primarily to the AIP.  Appendix 


D presents data related to the AIP, including numbers of members served and care 


management contacts (including types of contacts). 


Care Management (Article 4.4) PR 
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Table 4: Summary of Care Management for FY 15 


Population Care Management Members 


High Risk OB 
No cases managed in FY 15. 


Hemophilia 
No cases managed in FY 15. 


 


 


 


 


 


 
Chronic Care 


o Roster with 28 members (1 other; 27 asthma*) received for 7/14. 


o Roster with 28 members (1 other; 27 asthma*) received for 8/14. 


o Roster with 28 members (1 other; 27 asthma*) received for 9/14 


o Roster with 28 members (1 other; 27 asthma*) received for 10/14. 


o Roster with 27 members (1 other; 26 asthma*) received for 11/14. 


o Roster with 29 members (1 other; 28 asthma*) received for 12/14. 


o Roster with 30 members (2 others; 28 asthma*) received for 1/15. 


o Roster with 29 members (1 other; 28 asthma*) received for 2/15. 


o Roster with 27 members (1 other; 26 asthma*) received for 3/15. 


o Roster with 29 members (1 other; 28 asthma*) received for 4/15. 


o Roster with 25 members (1 other; 24 asthma*) received for 5/15. 


o Roster with 25 members (1 other; 24 asthma*) received for 6/15. 
 


*Note:  the asthma members are all those engaged in the Asthma 


Improvement Plan. 


Pharmacy 


Lock-In 


One member rcvd in 4/14 for Pharmacy Warning; notified (9/14) this 


member was in Pharmacy Lock-In for 8/14 through 8/16. 


One member rcvd in 2/15 for “Pharmacy Warning Program.” 


Breast 


&Cervical 


Cancer 


(Oklahoma 


Cares) 


 


 
No members in FY 15. 


 
CM Initiative 


Asthma care management initiative, the Asthma Improvement Plan (AIP) 


initiated in February 2012; a total of 40 (individual) members were engaged 


in FY 2014 with 33 members engaged as of 6/30/15. 
 


Reporting: To analyze the HANs effectiveness in reducing costs, improving access, 


improving the quality and coordination of health care services and improving the 


SoonerCare patient-centered medical home, the CENTRAL COMMUNITIES HAN will 


provide the following Care Management activities and measures monthly: 


 


High Risk OB (fully manage) (The following information should be submitted by RID 


number.) 
1. Number of members received for HAN care management program in FY 2015:  None. 
2. Number of existing members still being care managed at end of FY 2015:  None. 
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3. Number of attempted contacts by member with outcomes (successful or unsuccessful) and 


contact method (face-to-face, telephonic, letter, etc.) for each attempt:  N/A. 


4. Date OB care started:  N/A. 


5. Indicate type of provider (family practice, OB/GYN, clinic, etc.): N/A. 


a. If case is being co-managed by multiple providers, list provider types: N/A. 


6. Estimated due date:  N/A. 


7. Delivery date: N/A. 


8. Length of hospital stay for the newborn in the newborn nursery: N/A. 


a. Was there a NICU admission?  N/A. 


b. Length of NICU stay for the newborn: N/A. 


9. Number of missed appointments (provider, specialist, etc. excluding cancelled or 


rescheduled appointments):  N/A. 


10. Number of depression screenings completed with results (number that require referral and 


number that do not require referral): N/A. 


11. Number of women who accepted a referral to behavioral health as a result of depression 


screening: N/A. 


a. Number of women who kept a behavioral health appointment. N/A. 


12. Pregnancy outcome (viable vs. demise): N/A. 


13. Report the following indicators that assist in identifying at-risk newborns: 


a. Birth weight of the newborn: N/A. 


b. Newborns that are discharged from the hospital on oxygen: N/A. 


c. Newborns that are discharged from the hospital on any type of monitor or 


medications (indicate the type of monitor, e.g. apnea, pulse oximeter, etc. or type of 


medication): N/A. 


d. Newborns that had surgery while in the hospital, excluding circumcision (indicate 


the type of surgery): N/A. 


e. Newborns that had a failed hearing screen: N/A. 
 


Hemophilia (fully manage) (The following information should be submitted by RID 


number.) 
1. Number of members received for HAN care management program for the FY 2014: 


None. 


a. Number of existing members still being care managed:  N/A. 
b. Number of members HAN care management program is actively working with: NA. 


2. Number of attempted contacts by member with outcomes (successful or unsuccessful) 


and contact method (face-to-face, telephonic, letter, etc.) for each attempt:  N/A. 


3. Number of kept appointments (provider, specialist, etc.): N/A. 


4. Number of missed appointments (provider, specialist, etc. excluding cancelled or 


rescheduled appointments):  N/A. 


5. Number of treatment logs submitted to provider monthly (notify provider timely of a 


bleed and receive timely treatment):  N/A. 


a. Indicate whether log is complete or incomplete: N/A. 


6. Number of members compliant with prescribed treatment:  N/A. 


a. Indicate the provider prescribing treatment: N/A. 


b. Number of ER visits: N/A. 


c. Number of hospitalizations: N/A. 


d. Lengths of stay for each admission:   N/A. 
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Health Management Program: Last roster received in 6/13 d/t change in care management 


assignments made by OHCA; no contacts in FY 15. 


 


Chronic Care Unit: 
 


1. Number of members received for HAN care management program for FY 2015: Two; 


(other than members engaged in CC-HAN AIP, reported on separately).  One 


member was care managed throughout F15Y.  Appendix A.2 presents information 


r/t contacts and referrals for another member.   


Member RID XXXXX was care managed for less than one month; OHCA Chronic 


Care nurse provided care management services prior to referral to CC-HAN; 


consultation with OHCA based care manager resulted in (joint) agreement to 


continue services.  The Asthma Improvement Program Report with information 


on care management is included as Appendix A.1. 


 


a. Letters sent to Chronic Care program members: 


2 
b. Phone contacts to Chronic Care program members: 


16 successful; 20  


c. Number/type of community resource referrals: 


14 (Disability Related Services); 3 (Grief Support); 1 (Pharmacy 


Assistance); 1 (Daily Living Needs) 


1 (Behavioral Health); 1 (Transportation) 


d. Other miscellaneous case related contacts: 


1 face-face 


Facilitation of PCP/NCM written communication for care coordination (includes 


care plan exchanges, medical treatment plan exchanges): 2 


 


 


ER Utilization (co-manage) 


Categories: 


 Members with 3 visits in a 3 month period during Report Year (Q1 2014; Q2 2014; Q3 


20l4; Q4 2014): 38 is total of members reported as having 3 visits in Report Year 


 Members with 4-14 visits in a 3 month period: 18 is total number of members reported as 


having 4-14 visits in Report Year. 


 Members with 15 or more visits in 3 month period (Persistent) 0 
 


The following information should be submitted by Category and RID number. 


 


1. Number of members received for HAN care management program for the Report Year. 


The total number of members received for the Report Year (with 3 or more visits per 


quarter) is 56. See Appendix B, Table 1. 
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2. Number of existing members still being care managed: 14.  Q1 2015 roster was received 


in June 2015, with a total of 93 members on the list.  71 of those members had 2 


visits in the quarter, and 22 had 3 or more visits in the quarter. All members on the 


roster with 2 visits were contacted either by phone or mail, and care management 


support/educational information was provided. Of the 22 members (with 3 or more 


visits in  Q1), 1 had 7 visits; 1 had 6 visits; 3 had 5 visits; 4 had 4 visits; and 13 had 3 


visits. 


 


After care management services were initiated for Q1 2015 roster members, 3 


members were confirmed to have lost SoonerCare benefits; 3 changed PCPs during 


the time care management services were provided; and 1 was moved to foster care. 


Limited contacts for 7 of the 22 members (the number who had 3 or more visits) 


members will be reported in AR 15 due to the changes in their benefits or PCP (as 


described). 


 


3. Total number of members HAN care management program is actively working with: 14 


(end of Report Year). 


 


4. Number of attempted contacts by member (Q1-Q4 2014) with outcomes (successful or 


unsuccessful) and contact method (face-to-face, telephonic, letter, etc.):  See Appendix 


B, Table 2. 


 


5. Number of PCP visits per member (Q1-Q4 2014) : See Appendix B, Table 2. 


 


6. Number of ER visits per member: (Q1-Q4 2014) See Appendix B, Table 2. 


 


7. Top 3 diagnoses and date service for ER visits:  The top 3 diagnoses for ER visits in CY 


14/Report Year 15  (in order of frequency) are: 


 Otitis media (25 visits) (also one of top 3 in CY 13 with a total of 48 visits) 


 Upper respiratory infections (21 visits) (also one of top 3 in CY 13 with 36 visits) 


 Abdominal pain (16 visits) 


 


The next 2 diagnoses, also in order of frequency (with 14 visits each ) are: 


 Influenza 


 Fever 


 


Although each of the top two diagnoses for CY 14 ER visits were also in the top three for 


CY 13, the drop in the number of visits for each diagnosis is noted.  New ER brochures 


were developed (FY 15) for each of the top four diagnoses (from CY 13) and are now 


utilized as educational support tools.  An abdominal pain brochure is also available for 


distribution, as well as one for children with fever; both were developed in FY 13. As 


noted in previous Reports, there is no conclusive evidence that the CCHAN developed 


ER content brochures add value to the care management efforts, but suggestive 


(experiential) “wisdom” supports the interventions. 
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Review of the outcomes r/t top ER diagnoses is a process involving the CCHAN CM 


team, PCPs, and PHCC Board members.  Recommendations are utilized by care 


management staff to help ensure ongoing improvements in care management efforts. 


 


One date in calendar year 2014 (10/1/14) had 7 visits. 
 


Two dates in calendar year 2014 had 6 visits; those dates were 11/23/14 and 


12/16/14. 
 


An analysis of the top dates for ER visits in CY 14 was utilized to review the days of the 


week most used (from the top dates). The Table below presents the data.  It is noted that 


Thursday has the highest number of ER visits, which is a challenge to explain. One 


consideration is that some holidays (Christmas and New Years Day) fell on Thursday in 


CY 14. The higher number (40 each) for Saturday and Sunday is more expected. 
 


 
Table 5:  Report Year 15: Days of Visits 


Day of the Week Sunday Monday Tuesday Wednesday Thursday Friday Saturday 
No. of Visits 40 34 37 25 45 31 40 


 


 


 


 


 


 
 


8. Number of medical referrals generated, indicate whether ER or CM (behavioral health, 


pain management, specialists, community resources, etc.). 


a.   Number of identified needs in conjunction with daily living members are assisted 


with (e.g. community resources, food pantry, and housing).  See Appendix B, Table 


2. 


 


9. Report time between: 


b. ER visit and HAN care manager contact.  See Appendix B, Table 2. 


c. ER visit and successful follow up PCP visit if appropriate. See Appendix B, Table 2. 


 


10. Type and date of intervention with HAN care manager (e.g. crisis intervention, education 


provided, follow up care scheduled, follow up care received, etc.) 


See Appendix B, Table 2. 


 


11. Number of members removed from persistent category due to decrease in ER usage: 


None in FY 15 (none in persistent category). 


 


12. Supply aggregate number of ER visits by category for the quarter; show percent of 


change for the aggregate number of visits from quarter to quarter for the year (July 2014 


to June 2015) in a table format using the following calculation. [(new quarter # minus 


previous quarter #) divided by previous quarter #.]  See Appendix C. 
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13. Supply aggregate number of total visits for all categories; show percent of change from 


quarter to quarter for the year (July 2014 to June 2015) using the same calculation 


supplied above. See Appendix C. 


 


14. Provide the average length of time between each ER visit.  Indicate whether there was a 


successful contact (telephonic or face-to-face) during the quarter.  Identify the type of 


contact made including the date. See Appendix B, Table 2. 


 


A review of data related to the total number of members with 3 visits/quarter and with  4-14 


visits/quarter since the HAN’s implementation shows a positive downward trend in FY 15. 


Additional trending will be evaluated on an annual basis. 
 


 
Table 6: CC-HAN ER Utilization Data 


FY Total No. Members with 3 Visits/Quarter Total No. Members with 4-12 Visits/Quarter 
12* 27 11 
13 49  (a 45% increase from FY 12, 3 quarters) 25 (a 44% increase from FY 12, 3 quarters) 
14 55  (a 11% increase from FY 13) 28  (a 11% increase from FY 13) 
15 38 (a 31% decrease from FY 14) 18  (a 53% decrease from FY 14) 


*FY 12 included 3 quarters of ER users only due to date of HAN implementation. 
 


 


 


 


 


Pharmacy Lock-in (fully manage) (The following information should be submitted by RID 


number.) 


 


1. Number of members received for the HAN care management program for the 


current month: 1 


 Number of existing members still being care managed: 1 
 


2. Number of attempted contacts by member’s RID in lock-in and monitor status with 


outcomes (successful or unsuccessful) and contact method (face-to-face, telephonic, 


letter, etc.) for each attempt. 


 


RID xxxxxxx: rcvd as Pharmacy Monitor member in 4/14; notified in 9/14 member had 


been placed in Pharmacy Lock-In Program. 
 


For FY 15, HAN CM has provided: 


 Care coordination/consultation with PCP on 10 dates; 


 19 unsuccessful phone contacts with member; 


 6 successful phone contacts with member; 


 1 face-face meeting with member; 


 3 letters and 4 text messages to member; 


 Consultation with OHCA Pharmacy contact (regarding member needing new 


Pharmacy Lock-In Provider); 







CENTRAL COMMUNITIES HEALTH ACCESS NETWORK 


CCHAN Annual Report, September 30, 2015 Page 24 


 


 


 


 Staffed with Tulsa HAN care manager to facilitate member’s moving 


plans/obtain new PCP, new Pharmacy Lock-In Provider; 


 Provided Tulsa resources to Spencer Integris Case Manager for discharge 


planning from that facility; 


 Referred member to behavioral health services four times; 


 Referred member to DHS to resolve “child support issues” one times; 


 Referred member to SoonerRide and other transportation option one time each. 


 Member is also care managed for ER utilization (6 visits in Q2 2014); 


information on those contacts is located in Appendix D, Table 2. 
 


RID xxxxxxx rcvd as Pharmacy Warning member in 2/15. 
 


For FY 15, HAN CM has provided: 


 3 successful phone contacts with member 


 5 unsuccessful phone contacts. 


 Member was also care managed for ER utilization (3 visits in Q4 2014); 


information on those contacts is located in Appendix D, Table 2. 


 


3. Number of members in monitoring status that were prevented from being placed in 


the lock-in program: One. Pharmacy Lock-In info received in 8/15 excluded RID 


xxxxxxx from list; RID xxxxxxx continues as Pharmacy Lock-In through 8/16. 
 


4. Number and name of physicians lock-in and monitoring status members’ have seen. 


 


 


RID xxxxxxx: 
 


Total of 9 Providers seen who prescribed controlled substances (from OBN Patient 


History Report). 
Charles Lester, MD 


Daniel Harrington 


David Tiller 


Laurie Ann Sapp, PA 


Lori L. Johnson Hake 


Morad El-Raheb, MD 


Ray Cordry 


Richard Zelinski 


Shreekumar S. Vinekar 


 


 


RID xxxxxxx 


Total of 6 Providers seen who prescribed controlled substances (from OBN Patient 


History Report). 
Chad Hudson 


Joel S. Tupper 


Kent Cohenour 
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Mark Lipe 


Patrtick T. Cohenour 


Vladimir Holy, MD 


 


5. Number of ER visits by lock-in and monitoring status members shown by ER 


Category (e.g. 3, 4 or more, pre-persistent, persistent). 


 


RID xxxxxxx: 6 ( 6 visits in Q2 2014); member was in lock-in status. 


RID xxxxxxx 3 (3 visits in Q4 2014); member was in warning status. 
 


6. Number and name of pharmacies filling prescriptions for members in monitoring 


status. 


RID xxxxxxx: 
 


Total of 4 Pharmacies filling prescriptions for member 


 


Walgreens #15782  (was MEDX #11), 1714 Utica Square, Tulsa, OK 74114 


Conrad-Marr Drug #6, 948 S Yukon Parkway, Yukon, OK 730991801 


CVS Pharmacy #06010, 2412 N. Classen Blvd, Oklahoma City, OK 73112 


CVS Pharamcy #08312, 201 S. Mustang Rd, Yukon, OK 73099 


 


RID xxxxxxx 
 


Total of 1 Pharmacy filling prescriptions for member 


 


Canadian Valley Pharmacy, 2005 Parkview Dr., El Reno, OK 73036 


 


7. Number of referrals to pain management specialists for lock-in and monitoring 


status members that are experiencing unrelieved pain. None (PCP identifies neither 
member as having need). 


 


8. Number of controlled substance prescriptions filled for each lock-in and monitoring 


status member. 


 


RID xxxxxxx: 


Total of 22 controlled substance prescriptions filled for member. 
 


RID xxxxxxx: 


Total of 10 controlled substance prescriptions filled for member. 
 


 


9. Number of lock-in members discharged from the lock-in program.  One. 


RID xxxxxxx continued in lock-in through end of FY 15 and continues through 8/16. 
 


Member xxxxxxx was removed from Pharmacy Warning status at end of FY. 
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B&C Cancer (Oklahoma Cares Program) (fully manage) (The following information 


should be submitted by RID number.) 


 


1. Number of women received for HAN care management for the Report Year:  N/A. 


Designate by breast or cervical cancer diagnosis categories for list of women received:  


N/A. 


2. Number of existing members still being care managed: N/A. 
3. Specify the stage at which each woman initially entered the Oklahoma Cares program. 


(e.g. abnormality, precancerous condition or cancer diagnosis): N/A. 


4. Number of attempted contacts by member with outcomes (successful or unsuccessful) 


and contact method (face-to-face, telephonic, letter, etc.) for each attempt for Report 


Year: N/A. 


5. Number of appointments/treatments as specified: N/A. 


6. Number of missed provider or treatment appointments (excluding cancellations or 


rescheduled appointments):  N/A. 


7. Number of kept provider or treatment appointments:  N/A. 


i. Radiation Treatment related:  N/A. 


ii. Lab: N/A. 


iii. Radiology (CT, MRI, PET, X-Ray):  N/A. 


iv. Office Visits:  N/A. 


v. Chemo Treatment: N/A. 


8. Number of women contacted and/or assisted with recertification process 


a. Number of women who recertified eligibility: N/A. 


b. Number of women who required more than one contact to assist with 


recertification:  N/A. 


c. Number of women who did not complete the recertification process: N/A. 


d. Number of Oklahoma Cares cases closed and reason (lost eligibility, death, cured, 


etc.): N/A. 


e. Number of women reentering the BCC program to due recurrence of cancer: 


N/A. 


f. Number of women prescribed a hormone therapy drug for breast cancer 


diagnosis:  N/A. 


1). Number of women who were non-compliant with filling the prescription: N/A. 


g. Number of women with breast cancer that undergo mastectomy: N/A. 


h. Number of women with reconstructive surgery: N/A. 


i. Time period between the date of mastectomy and reconstructive surgery:  N/A. 
 


 


 


 


HAN CM Initiative (fully manage) 
 


The Asthma Initiative was fully implemented in the spring of 2013.  A total of 40 members were 


engaged in the Asthma Improvement Plan (AIP) in FY 15. Appendix A.1 presents care 


management information for each member, including each engaged member’s RID. Outcomes 


data for the AIP is reported in the QI/QM section, Table 11, page 36. 
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During FY 15, AIP members have been referred from each of our participating PCPs (including 


various Providers from the group practices) with the exception of Mustang Urgent Care. 


Education of Providers from MUC continues about the benefits of participation in the AIP. 


 


The number and types of contacts, including successful and unsuccessful phone contacts, 


mailings, electronic communications (requested by members), and face-to-face visits are 


reported in Table 7.  A grand total of 965 care management contacts were made in FY 15. 


 
Table 7:  CC-HAN AIP: Care Management Contacts for FY 15 


Successful 


Phone 
Unsuccessful 


Phone 
Mailings/ 


Texts/E-mails 
Face-to- 


Face 


GRAND 


TOTAL of 


CONTACTS 


399 373 170 23 965 
 


 


 


Inpatient Contacts 
 


Starting in FY 15, monthly reports have been provided by OHCA to CC-HAN that include 


Inpatient Reports for recently hospitalized members.  Care management services provided for 


this group are included, by member, in Table 8.  As the Table shows, a total of 208 visits were 


made to this group, including two home visits. 


 
Successful. Phone Unsuccessful Phone Letters Face-to-Face 


 3 1  
1    
1    


 2 1  
1    


 2 1  
 1   


1 1   
 4 1  


1    
 4 1  


2 2   
1    
1 2   
1    


 4 1  
 2   
 2   


1 4   
1 1   
1 4   


 1   
1    
1    
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208 
 


 


 


 
 


1 2    


1 1    
1 3    


2    
1 1    
1    
1 1    


6  1  
1    


1    
2 1    
2    
2 1    
0 1    
1 5  1  
0 1  1  
0 1    
2 1    
1 2    
0 5  1  
1    


2    
2    
1 4    
1    


4  1  
1    


2 9  4  
1    


1    
1 3  1  
1    


5  1  
8  1  


1 4    
1 1    


3    
1 3    
1    


1    
8 5   1 (home visit) 


3  1  
1 1   1 (home visit) 
1 4    
1 1    


56 132  18 2 
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FY 2014 Highlights/Accomplishments 
 


1. PCPs assisted with qualifying for federal EHR incentives–education, outreach, 


etc. (Article 4.5 c): One. 
 


Mustang Family Physicians was assisted with process of meeting MU requirements 


throughout F 14 and early spring 15; process was completed in 


 


2. Milestones for electronic health records being met (Article 4.5 b): 


All twenty-two  PCPs in HAN have EHRs; milestone is met. 


 


Reporting: To analyze the HANs effectiveness in reducing costs, improving access, 


improving the quality and coordination of health care services and improving the 


SoonerCare patient-centered medical home, the Central Communities HAN will provide 


the following data quarterly: 


 


Benchmark and milestones regarding EMR: 


 


1. Number of PCPs with existing EMRs as a benchmark: Twenty-two. 


 


2. Number of PCPs with existing EMRs which are functional and operational: 


Twenty-two. 


 


3. Number that have operability between PCPs: None. 


 


All twenty-two HAN PCPs (six practices) have and are utilizing EMRs. 


 


Doc2Doc: 
 


Progress was delayed in implementation of Doc2Doc due to lack of availability for utilizing the 


referral system for SoonerCare online requirements.   In addition, the CC-HAN Providers have 


expressed a lack of willingness to invest funds for a Health Information Exchange when the 


Oklahoma City area data is (in general) split between MyHealthAccess and Coordinated Care of 


Oklahoma. There is a general agreement that access to health information through an HIE is a 


future goal all support when there is a reliable single source of at least most data that will 


facilitate coordination of care for members. 


 


A significant technology gain for FY 15 was full implementation of an access database designed 


to document care management contacts.  The database also provides for aggregation of data by 


member name/ID, program, type of contact, and date of contact as well as maintaining nursing 


notes.  A goal for FY 16 is to develop capacity through the database to manage (and aggregate 


data) for referrals made through care management. 


Health Information Technology (Article 4.5) 
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CC-HAN Website (http://cc-han.com/): 
 


The Central Communities HAN website continues to provide health preventive/management 


information and resources for members and the public at large.  Information about the HAN, 


participating Providers, and staff is also available through the website.  In addition, a Specialist 


List with contact information is housed on the website although password protected for Provider 


access only. 


 


 
 


The CENTRAL COMMUNITIES HAN proposed and the OHCA agreed on the seven quality 


measures for FY 2015, with discussion on each to follow. 


 


To improve quality and access to healthcare services and to reduce costs, the CC-HAN will: 


 


1. Develop and implement strategies to increase the number of SoonerCare children in 


CC-HAN contracted Medical Home practices who receive well-child visits with 


appropriate health screenings (in accordance with EPSDT guidelines) in FY 15. 


The ELA will be the total number of well-child visits for which claims are paid by 


OHCA in FY 15.  This total number will be compared with the total number of 


claims for well-child visits that were paid by OHCA in FY 14. 


 


Preventive Codes for EPSDT (Well-Child) visits were obtained. Table 9 presents data 


(obtained from Claims Data) for FY 14 and FY 15, with FY 14 data considered as 


baseline. 


 
Table 9:  CC-HAN Quality Measure Report: EPSDT Claims Data 


Preventive Code FY 14 # of Claims FY 15 # of Claims FY 16 # of Claims 
New Patients: 


99381 332 532 for 38% increase  
99382 164 199 for 18% increase  
99383 193 237 for 19% increase  
99384 62 97 for 36% increase  


Established Patients: 


99391 1477 
2776  for 47% 


increase 
 


99392 993 
1907 for 48% 


increase 
 


99393 912 
1422 for 36% 


increase 
 


99394 382 699 for 45% increase  


TOTALS by FY 4515 
7869 for (overall) 


43% increase 
 


QI/QA (Article 4.6) 



http://cc-han.com/
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A primary strategy to increase the number of well-child visits was development of the 


EPSDT Clerk position; the EPSDT Reports provided monthly by OHCA facilitate the 


contacts.  Specific purposes and responsibilities of the position are: 


 


 To facilitate attainment of the HAN Quality Measure to increase the number 


of SoonerCare Children in HAN Medical Home practices who receive well- 


child visits with appropriate health screenings. 


 To contact SoonerCare members to encourage compliance with well- 


child/EPSDT visit schedule(s); communications will also include contacts to 


PCP offices for contact information updates as needed. 


 To refer members needing additional information/clarification or with health 


related questions/concerns to Project Manager who will provide (or assign) 


care management services. 


 To submit monthly reports (or more often if needed) to the Project Manager 


outlining the numbers and types of contacts made. 


 
In February 2015, OHCA approved the CC-HAN Quality Measure and plan. The 


position was filled in March 2015, and implementation was initiated in April 2015. The 


individual who initially filled the position resigned after one month; another clerk was 


employed in April and continues to be employed by CC-HAN (as of 9/30/2015). 


 
As the data in Table 8 demonstrates, the EPSDT strategies to increase the total number of 


well-child visits appear to have a positive impact.  As full implementation of the EPSDT 


Project occurred through only one quarter of FY 15, the gains reflected (i.e., a 43% 


increase) are based on limited data. The need for ongoing trending of data is evident. To 


date, through early implementation, the ELA is met. 


 
The number and types of contacts made to members due for well-child visits during Q4 


2015 are presented in Table 10. 
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Table 10: CC-HAN Contacts for Well-Child (EPSDT) Visits: Apr-Jun 2015 


 April 15 May 15 Jun 15 TOTAL Contacts 


(all types) for 2015 
Letters/ 


Texts 
SPC UPC Letters/ 


Texts 
SPC UPC Letters/ 


Texts 
SPC UPC 


Canadian 


Valley 


Family 


Care 


 
0 


 
4 


 
2 


 
1 


 
5 


 
1 


 
0 


 
0 


0* 
verified no 
members 


scheduled 


for Jun 15 


 
13 


Flores 


Pediatrics 
6 16 11 8 34 10 27 25 14 151 


Alecia 


Hanes 
0 5 6 4 9 5 7 7 2 45 


Vladimir 


Holy 
0 4 1 0 6 1 4 5 4 25 


Mustang 


Family 


Physicians 


 


0 
 


3 
 


4 
 


0 
 


11 
 


3 
 


4 
 


6 
 


0 
 


31 


Mustang 


Urgent 


Care 


 


0 
 


0 
 


0 
 


0 
 


0 
 


1 
 


0 
 


2 
 


0 
 


3 


Total No. of (All Types) Contacts to Increase EPSDT (Well-Child) 


Visits for Q4 2015 


268 


 


 


2. Develop, implement, and/or strengthen at least two strategies to facilitate increased 


access and delivery of preventive health care services for SoonerCare members in 


FY 2015. 


 


The first strategy to achieve the QM is the CC-HAN website (http://cc-han.com/). 


Significant improvements to the CC-HAN website have occurred in FY 15, both in site 


content and presentation.  The Partnership for Healthy Central Communities (PHCC) Board 


created a website evaluation team and approved an overall Evaluation Plan, which includes 


quarterly reviews of the site’s (varied) components, including: 


 Lay-out for reader appeal and for user friendliness, including visual appeal of 


materials or content “guides.” 


 Level of reading, focusing on (approximate) 5
th 


grade or lower to maximize 


“effectiveness” for users. 


 Content relevancy for general public, specifically HAN members and PCP “patients.” 


I.e., is the content relevant for different age groups and populations, including 


ethnicities, who might use the website. 


 Content appropriateness.  I.e., are there content areas that are either “dated” or 


otherwise considered inappropriate?  Are there content gaps in terms of information 



http://cc-han.com/
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or materials which should be included?  Is there content that might be considered 


culturally or otherwise inappropriate?  Are there any specific content suggestions that 


you would like to see included or presented OR that you believe should be omitted? 


 Accuracy.  Content accuracy and “workability” of the links. 


 Ease of use. 


 
The Project Manager compiles the evaluation results and presents these to the PHCC Board 


for review and comment.  Subsequently, the results are provided to the IT professional who 


manages the website.  Periodic meetings of the Project Manager with the web designer, 


combined with the evaluation findings and recommendations, result in an ongoing quality 


improvement process. 


 


Two primary methods are used to promote website use. First, promotional pens imprinted 


with the message “Health Questions?  Go to cc-han.com for help” are widely distributed 


through PCP offices, various health promotion events (i.e., health fairs and back-to-school 


events), community meetings of health professionals and social services personnel, and at 


public sites such as community libraries and the Canadian County Health Department.  In 


addition, a professional commercial artist assisted with development of a web-site promotion 


brochure which is also widely distributed (through sites and events as above). 


 


A website review program provides site statistics which are reviewed at least monthly for 


assessment and planning purposes.  In general, the stats showed upward trends in views 


throughout 2014 although a slight decrease was noted in Oct-Dec 2014. January 2015 


showed an increase in views which continued in Feb-Mar, followed by a “dip” in April-June. 


Efforts to disseminate information were stepped up, and there was an upswing in July 15 


views. The utilization of site stats has been found to be very useful in supporting HAN 


efforts to promote access and delivery of preventive health services. 


 


The other (second) major strategy for achieving QM 2 is the development of three new ER 


brochures and one flyer for member education in FY 15.  The brochures/flyers are based on 


the “top diagnoses” for ER visits in RY 14, which were: 


 Nausea and Vomiting 


 Otitis Media (Ear Infection) 


 Upper Respiratory Infections 


 Tobacco Use Disorder 


 
Six previously developed brochures (content to address the most frequent diagnoses for ER 


utilization in FY 12 and 13) continue to be utilized for members with related health 


problems.  The (previously approved) brochures address: 


 Abdominal Pain 


 Back Pain 


 Cellulitis 


 Children with Fever 


 Headaches 
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 UTIs 


 
The process for distribution of all the ER diagnoses brochures is as follows: 


 PCP offices are provided copies of the brochures to assist with patient education. 


 All SC members with related ER visits are provided (appropriate) brochure(s) as a 


part of the care management process. 


 The brochures are also provided other members with (related) health concerns. 


 Brochures are provided to Canadian County Health Department for distribution and 


have been offered to hospital ERs. 


 Brochures are also shared through various community events and sites such as Health 


Fairs, Baby Showers, educational seminars, Coalition meetings, and educational 


settings. 


 Web flyers are created for each and made available via the CC-HAN website. 


 
Through anecdotal evidence and evaluation data (including external reviews), CC-HAN staff 


believe the educational value of the brochures as a part of the overall care management process 


have supported positive outcomes in reduced ER use. 


 
3. Monitor the number of hospitalizations for each member engaged in the CC-HAN 


Asthma Improvement Plan throughout FY 2015.  The ELA for this QA Measure 


will be a reduction in number (or zero) annual hospitalizations (asthma related 


diagnoses) for each engaged member, comparing to pre-AIP participation. 


 
During FY 2015, forty SC Choice members participated in the AIP.  Only one (engaged) 


member was hospitalized with an asthma related diagnosis; the member is a young child who 


was admitted to AIP in 9/14.  Prior to engagement in the AIP, he was hospitalized with asthma 


diagnosis in 1/14, 4/14, and 5/14.  Since engagement, the member has had one hospitalization 


(overnight).   No additional hospitalizations for AIP members occurred (FY 15) which is 


significant data supporting value of  participation in the CC-HANs Improvement Plan.  The ELA 


is met. 


 


4. Achieve at least an 80% annual flu immunization level for all AIP members in FY 


2015. 


 


For FY 15, 27 of 40 AIP members were immunized for flu, resulting in a 68% outcome which 


does not meet the ELA.  There are special considerations that merit brief discussion.  Three of 


the 40 were discharged from the AIP in the late summer/early fall of 2014, prior to the 


recommended times for flu immunizations; it is unknown if these members were subsequently 


immunized.  Other contributing factors also impacted this QM.  In fall 2014, information became 


publicly available that the flu vaccine might not cover the most prevalent viral strains of the 


disease.  Six of the AIP members were not immunized due to “lack of evidence that it will help 


my child.”  Five of those six are siblings in one family. Though the parent is very cooperative 


and works closely with the AIP care manager in other areas, she expressed strong resistance to 
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immunizing her children “this year” and chose to use “essential oils” as a preventive measure. 


One of her five children was subsequently diagnosed with flu. Another parent shared that media 


information about the vaccination’s “ineffectiveness” was her rationale for not immunizing her 


child. 


 


A positive anecdotal outcome was that another parent who has been resistant in past years to 


immunize her child (due to ingredients in vaccine) responded positively to care management 


educational efforts and subsequently chose to immunize her child. 


 


Other information (of note) is that nine members engaged in the AIP were diagnosed with flu 


(FY 15); six of those received the flu vaccine; the other three did not receive the vaccine.  Data 


related to severity of the disease is not available. 


 


Table 11 present AIP Evaluative data, allowing comparison for each of the three years’ 


implementation.  The data continues to support the overall value of the AIP, particularly 


considering ER visits.  The “flu season” (fall 2014-spring 2015) was a challenging one for many 


of the members (predominantly children); the previously discussed issues with flu 


immunizations were factors to be considered.  Notably, though there were 14 ER visits in FY 15, 


only three identified asthma as a primary diagnoses. 


 


The substantial increase in the number of Urgent Care visits is also noted; this can be accounted 


for largely through two considerations.  First, one of the PCP practices is a large pediatric one 


with a husband-wife partnership.  They were approved to utilize an Urgent Care for after-hours 


coverage.  Many of the Urgent Care visits were made at times their practice was closed, and 


members needing to be medically evaluated were referred to the Urgent Care facility (YourCare 


in Yukon).   Secondly, the CCHAN care management process encourages the use of Urgent Care 


visits rather than ER utilization. During the late fall, winter, and early spring months, various 


respiratory illnesses and some other diagnoses resulted in Urgent Care visits. 


 


Appendix A.1 presents data on all members engaged in the AIP during FY 15, including care 


management contacts and resources provided.  The CCHAN staff continue to believe the AIP is 


a highly effective plan for improving health care outcomes, improving access to quality care, and 


reducing costs. 
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Table 11:  CC-HAN AIP Evaluative Data, CY 13-FY 15 


 Totals for CY 13 Totals for FY 14 Totals for FY 15 
Total No. AIP 


Members 
39 39 


40 


Total No. of 


Hospitalizations prior 


to AIP Engagement 


 


1 
 


1 
3 


Total No. of 


Hospitalizations for 


Asthma Related DX 


after AIP 


Engagement 


 


 


0 


 


 


0 


1 


Total No. of ER Visits 


for Asthma Related 


DX prior to AIP 


Engagement 


 
12 


 
8 (5 separate members) 


14 (only 3 visits with 


asthma as DX 1) 


Total No. of ER Visits 


for  Asthma Related 


DX after AIP 


Engagement 


 


2 (2 separate 


members) 


 
2 (2 separate members) 


2 


Total No. of Urgent 


Care Visits for AIP 


Members 


 


2 
 


5 
22 


Total No. of 


Unscheduled PCP 


Visits for AIP 


Members 


 
12 


 
29 


22 


 


 


 
Total No./Percentage 


of AIP Members who 


received flu 


vaccination 


 


 


 


 
21 for 54% for CY 


13 


30 for 77% for FY 14 


(2 members lost SC 


benefits, so lack of PCP 


verification for FY 


immunization; however, 


parental intent and 


history was to immunize 


children; parent did not 


respond to attempts to 


verify) 


27 for 68% for FY 15 


(3 members were 


discharged prior to flu 


immunization season; 1 


lost SC benefits; 2 


changed PCPs. Parents 


of 7 other members 


declined to immunize 


d/t publicity r/t lack of 


efficacy evidence for 


expected viral strains). 
 


 


 


To improve access to care and quality of care: 


 
5. To increase public awareness about the Central Communities Health Access 


Network and its goals/services, at least three outreach events will be planned and 


staffed by CC-HAN staff and/or Board members in FY 2015.  The ELA for this 


measure will be an ongoing upward trend in Canadian County new SoonerCare 


enrollments in FY 15. 
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CC-HAN staff, including the “volunteer” MSW, have planned and/or staffed the following 


events to increase public awareness about the CC-HAN and its goals/services: 


 


 Back-to-School Fair for El Reno Public Schools in July 2014; HAN materials including 


pens and flyers were distributed to school staff and participating students/families. 


 Recognizing and Supporting Babies and Young Children Experiencing Stress and 


Trauma, 11/1/14.  CC-HAN was “single” exhibitor with display materials and 


educational handouts as well as website promotion items. 


 Transitions Fair in February 2015 was staffed by CC-HAN Care Manager who 


distributed flyers and other information about SoonerCare, HAN services, and HAN 


participating PCPs. 


 
In addition to the identified outreach events, the distribution of website promotion pens and 


brochures, as described previously, is directly related to the goal of increasing public awareness 


of the CC-HAN and its goals/services. 


 
A review of data posted on the OHCA website shows that the total unduplicated number of SC 


Enrollees in Canadian County in FY 2014 was 19,693.  August  2015 (posted) Fast Facts showed 


Canadian County as having a total number of 15,983 members.  It is unclear (from posted 


materials) how to accurately compare the two numbers; the FY 2015 Annual Report for OHCA 


is not yet posted showing the total of unduplicated members for the year.  However, there is 


supportive evidence that the QM has been met by comparing monthly average enrollments in FY 


14 and FY 15.  The monthly average for CC-HAN enrollments in FY 14 was 3,421.  In FY 15, 


the monthly average for CC-HAN enrollments was 3,482.  Considering the loss of some 


members (previously discussed and due to ineligibility of children with any other form of 


insurance to be enrolled in a Medical Home), the increase in monthly enrollments is considered 


positive and supportive of the QM.  However, opportunities for future growth are still evident. 


 


6. Hypothesis 8 Report: Impact of Health Access Networks on Quality of Care 


 
Key quality performance measures, asthma and Emergency Room (ER) utilization, tracked for 


PCP’s participating in the CC-HAN, will improve between 2013-2015. 


 
The data presented in Table 10 includes data from members during calendar years 2013 and 


2014. As the data demonstrates, the work of the CC-HAN appears to be positively impacting 


Quality Performance Measures A (Decrease asthma –related ER visits for HAN members with 


an asthma related diagnosis identified in their medical record) and C (Performance Measure 


C: Decrease overall ER use for HAN members). For Quality Performance Measure  B 


(Decrease 90 day readmissions for related asthma conditions for HAN members with an 


asthma diagnosis identified in their medical record), the data is neutral although it is noted that 


the number of hospitalizations for all HAN members with asthma identified in their medical 
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record has decreased.  Importantly, there were no 90 day readmissions for any HAN members 


who were hospitalized with an asthma related diagnosis in CY 14. 


 
Table 12: Hypothesis 8: CC-HAN Key Quality Performance Measures Report 


Performance Measure A: 


Decrease asthma –related ER 


visits for HAN members with an 


asthma related diagnosis 


identified in their medical record. 


 
CY 13 


 
CY 14 


Numerator: Total no. of ER 


visits by HAN members with 


asthma identified in their problem 


list for an asthma-related 


diagnosis. 


 
 


86 


 
 


72 


Denominator: All HAN 


members with an asthma diagnosis 


identified in their medical record. 


 


839 
 


885 


Dividend for PM A: 10.3% 8% 
Performance Measure B: 


Decrease 90 day readmissions for 


related asthma conditions for 


HAN members with an asthma 


diagnosis identified in their 


medical record. 


 
 


CY 13 


 
 


CY 14 


Numerator: Total no. of HAN 


members with asthma identified in 


their problem list who were 


readmitted to the hospital for an 


asthma-related illness within 90 


days of a previous asthma-related 


hospitalization. 


 


 
 


0 


 


 
 


0 


Denominator: All HAN 


members with an asthma diagnosis 


identified in their medical record 


and having at least one inpatient 


stay related to asthma. 


 
 


7 


 
 


4 


Dividend for PM B: 0 0 
Performance Measure C: 


Decrease overall ER use for HAN 


members. 
CY 13 CY 14 


Numerator:  Total number of ER 
visits for HAN members. 


2153 1938 


Denominator: All HAN 
members. 


5192 5273 


Dividend for PM C: 41.5% 36.7% 
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The CC-HAN continues to have distinctive characteristics that are important to cite in the 


Annual Report.  From the earliest planning stages for the CC HAN, it has been the intention of 


the parent non-profit organization, the Partnership for Healthy Central Communities, to develop 


a Network that improves health care for SoonerCare Choice members and addresses the 


challenges of the underserved populations in central Oklahoma communities, particularly those 


of Canadian County.  The vision includes the HAN serving as the “central hub” to coordinate 


information and referrals for members, providers, and other community residents.  Underlying 


assumptions are that healthcare costs can be reduced while access to coordinated care is 


enhanced through HAN services.  SoonerCare members will benefit, Providers will benefit, and 


the communities served will also benefit. Another important expectation is that the HAN will 


contribute to improved utilization of community based behavioral and social health resources by 


improved education for providers, members, and other community residents about available 


services. 


 


PHCC Board members and CC HAN staff continued efforts to develop broad community 


relationships and information about available services in the fourth year of implementation. 


Highlights of activities and accomplishments which demonstrate the unique characteristics of the 


CC HAN are presented below.  Further information may be found in the bi-monthly Project/Case 


Manager Reports from July 2014-June 2015 which are readily available upon request. 


 


 Follow-up on needs and concerns of PCPs remain priorities for the CC-HAN staff. 


Examples include assistance with EMR incentive payments; assistance with Medical 


Home requirements and audits (project manager was present for one audit, provided 


consultation for one other one); assistance with Self-Evaluation process for Tier status 


changes (one, Canadian Valley Family Care, in FY 15); and availability to assist with 


matters as varied as billing questions, prior authorizations matters, changes in OHCA 


requirements (e.g., Behavioral Health Screening requirements, Allergy Testing program 


changes), EMR implementation challenges, and need for specialists or other community 


resources for patients (e.g., counseling resources, transportation services, ADHD testing, 


and/or ADL needs).  In addition, the HAN staff provide educational presentations for 


participating PCPs and staff.  In FY 15, these have included: 


o Prior Authorizations training (Triad) for Mustang Family Physicians, 8/18/14. 
o Behavioral Health Screening requirements and HAN CM opportunities for 


Canadian Valley Family Care-El Reno, 10/20/14. 


o Prior Authorizations training for Canadian Valley Family Care (both Yukon and 


El Reno staff) on 10/29/14; OHCA Provider Educators presented content at 


request of CC-HAN staff. 


o Communicable Diseases/Infection Control for Mustang Family Physicians, 


11/13/14. 


o Health Promotion educational event (focus on Tobacco Cessation and Nutrition) 


at Canadian Valley Family Care-El Reno on 12/18/14. 


o Health Promotion educational event (focus on Tobacco Cessation and Nutrition) 


at Mustang Family Physicians on 12/19/14. 


o Communicable Diseases/Infection Control at Flores’ Pediatrics on 1/9/15. 


Other 
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o Fraud and Abuse and HIPAA training at Canadian Valley Family Care (both 


Yukon and El Reno staff) on 1/16/15. 


o Communicable Diseases/Infection Control for Dr. Holy’s staff on 2/18/15. 
o Communicable Diseases/Infection Control (self-directed educational plan with 


resources and assessment) for Mustang Urgent Care in 2/15. 


o Communicable Diseases/Infection Control for Canadian Valley Family Care (both 


Yukon and El Reno staff) on 3/27/15. 


o HIPAA training for Mustang Family Physicians on 5/19/15. 


 CC-HAN care management staff have provided face-face contacts with members since 


the HAN’s inception, adding home visits (as approved) in FY 14. Reasons for home visits 


have been varied but include home safety assessments; deliveries of food, clothing or 


household supplies; deliveries of Peak Flow Meters and asthma educational packets; and 


providing education/support, particularly r/t child development and care. 


o In FY 15, 28 home visits were made. 


o In FY 15, 21 face-face visits occurred, all in PCP offices. 


 Meetings with all PCPs and their key staff to address common concerns and to 


determine ways the HAN can facilitate their practices occurred primarily through office 


visits and phone contacts.  One formal meeting was held on 11/6/14.   Melody Anthony, 


MS, Director of Provider Services, provided OHCA updates, and Burl Beasley, R.Ph 


addressed changes in reimbursement due to misuse of controlled substances by many 


Oklahomans, including Sooner Care members. 


 923 Provider contacts made in FY 2015.  Contacts are as varied as deliveries of rosters 


(e.g., EPSDT or latest ER) to educational presentations to meetings with members for 


care management purposes. 


 PCP and member support continues to include acceptance of referrals of “other” 


patients who need educational or other assistance; total of 21 SoonerCare members not 


engaged in other care management programs were served in FY 15.  In addition, two 


“other” members were contacted at PCP request for support/education purposes including 


how to apply for SoonerCare benefits.  Those members, along with types and numbers of 


contacts were: 


: 23 spc; 40 upc; 3 letters; 4 f-f 
o 14 spc; 6 upc; 1 f-f, 1 home visit 


o 12 upc; l letter 


o : 7 spc; 3 upc; 1 f-f, 1 home visit 


o:  1 spc; 2 upc 


o: 1 spc o 1 spc o: 1 


spc o:  3 spc 


o 1 spc; 3 upc 


o: 1 spc; 3 upc 


o: 2 spc 


o 1 spc, 1 upc 


o: 29 spc; 25 upc; 2 letters; 2 f-f 


o 11 spc; 13 upc 


o:   2 spc 


o:  4 spc 
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o:   2 upc; 2 letters 


o:   1 spc 


o NSC: 1 spc; 3 upc 
o NSC: 2 spc 
o:  1 spc  


o o : 1 spc 


 


 Quarterly Care Management Teleconferences with OHCA staff were held on 


7/23/14; 10/21/14; 1/27/15; and 4/16/15. 


 Monthly CC-HAN Care Management Committee meetings for FY 15 were held on 


7/7/14; 8/4/14; 9/8/14; 10/13/14; 11/10/14; 12/8/14; 1/12/15; 2/9/15; 3/9/15; 4/6/15; 


5/11/15; and 6/29/15. 


 Participation by project manager and care manager for AIP in OHCA Strategic 


Planning Retreat, 8/14/14. 


 Participation by behavioral health specialist/PHCC Board member, project 


manager, and Care Manager in OHCA ER Utilization meeting on 11/1/14. 


 Participation by CC-HAN Medical Director, participating PCMH Provider, 


behavioral health specialist/PHCC Board member, and project manager in 
MACPAC Evaluation process on 11/19 and 11/20/14. 


 Development of three new ER diagnoses brochures and one flyer; content is based 


upon top 4 diagnoses for member ER utilization in CY 13.  Distribution of new ER 


educational brochures along with six (previously developed) ones continued throughout 


FY 15. 


 Participation by CC-HAN staff in key community health related organizations and 


activities, including: 


o Canadian County Coalition for Children and Families (project manager, care 


managers, CC-HAN behavioral health specialist) 


o Infant Mental Health Committee (project manager, behavioral health specialist) 
o Canadian County against Tobacco (CCaT) Coalition (project manager, care 


managers, behavioral health specialist) 


o Canadian County Board of Health (project manager) 


o MAPS Planning project (project manager and behavioral health specialist) 
o Partnership for Healthy Central Communities Board (behavioral health specialist, 


project/care manager and care managers are participants) 


o SmartStart Leadership Team (project manager and behavioral health specialist) 
o Canadian County SPF-SIG Project participation (project manager, care manager, 


behavioral health specialist) 


 Infrastructure (including IT services, phone services, accountant services, post office 


services, promotional materials and additional personnel support) were augmented in the 


Report Year.  Examples include additional care management hours; addition of EPSDT 


Clerk position; increasing hours for IT support; and development of CC-HAN website 


promotion brochure plus three additional ER Diagnoses and one flyer (Tobacco Use 


Disorder). 


 Ongoing implementation of the Asthma Improvement Plan (AIP) in Report Year, 


with growth in number of members served and positive outcomes (see Table 11 and 


Appendix A.1). 
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 Ongoing development of database (searchable) Specialist List that is hosted on web- 


site. 


 Ongoing development/implementation of database for managing care management 


responsibilities and communications. 


 Ongoing implementation of instant messaging system (HIPAA compliant) for 


facilitating CC-HAN staff communications. 


 Ongoing development of web-site, www.cc-han.com. 


 Periodic meetings with Medical Director (both face-to-face, phone, electronic 


communications) about HAN implementation and future goals. 
 


In January 2014, the following core strengths of the CC-HAN were identified in preparation for 


the external evaluation process.  Since that time, the Core Strengths have served as directives for 


administrative decisions and day to day activities. 


 


Core Strength #1: Community Integration for the Medical Home Model, including 


 Relationship building 


 Strengthening the Medical Home concept 


 County wide services 


 


Core Strength #2:  Practice Independence Enhancement for Providers, including 


 Offering Providers ways to improve cost effectiveness and time efficiency by providing 


staff who are readily accessible when assistance is needed 


 Assisting Providers in complying with CMS/OHCA requirement 


 


Core Strength #3:  Providing a Safety Net for Members and Providers, including 


 Care management services, including face to face, home visits, phone, and mailing 


contacts 


 Extending care management services beyond those contractually required to include 


others referred by PCPs 


 Community presentations and events that reach beyond CC-HAN members to other 


SoonerCare members and individuals/families in the communities at large 
 


 


The Partnership for Healthy Central Communities Board as well as the Central Communities 


Health Access Network staff  believe the Core Strengths continue to describe the current status 


of the  Network and serve well as a framework for future planning. We look forward to ongoing 


efforts in FY 2016 as we continue work to demonstrate success in meeting both OHCA/CMS 


expectations and the CC-HAN Mission: To improve health care for SoonerCare Choice 


members and to address the challenges of the underserved populations in Central Oklahoma 


Communities. 



http://www.cc-han.com/
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Appendix A.1 
Asthma Improvement Plan Report - FY 15 
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Asthma Improvement Plan-FY15 
 


 


Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 


 
Sept 13 


(Referred 
to AIP) 


4 succ 
phone 


contacts 
1 unsucc 


phone 
contact. 
1 mailing 


  


 


Referred to CC- 
HAN web site 


 


 


Offered community resources 
for daily living needs. 


 


 


 


 


Oct 13 


 


7 succ 
phone 


contacts 
2 unsucc 


phone 
contacts. 
1 mailing 


 MSW provided 
contact 


number for 
referral to 
Oklahoma 
Parenting 
Center for 
assist with 


school issues. 


 


 


 
Offered info for daily living need 


resources, smoking cessation 
and mental and behavioral 


health resources. 


 


 


 


 
Nov 13 


8 succ 
phone 


contacts 
2 unsucc 


phone 
contact 
1 text 


1 mailing. 


   


 


Offered info for daily living need 
resources, smoking cessation 


and mental and behavioral 
health resources. 


 


 


 


Dec 13 


3 succ 
phone 


contacts 
1 unsucc 


phone 
contact 
1 text 


   


 
Offered info for daily living need 


resources, smoking cessation 
and mental and behavioral 


health resources. 


 


 


Jan 14 


3 succ 
phone 


contacts 
2 unsucc 


phone 
contacts 


CM contacted 
OU Ped. 


Pulmonology 
Clinic to 


facilitate earlier 
appt. 


  
Offered info for daily living need 


resources, smoking cessation 
and mental and behavioral 


health resources 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 6 texts 
4 e-mails 


Referred to 
Web.MD for 


immunotherapy 
allergy guide 


  


 


 


 


 


 
Feb 14 


 
 


2 succ 
phone 


contacts 
1 unsucc 


phone 
contact 
6 texts 


  
 


Referred to 
Oklahoma 
Parenting 
Center for 
assist with 


further school 
issues 


 


 


 
Offered resources for daily living 


needs, mental and behavioral 
health resources and smoking 


cessation. 


 


Mar 14 
2 succ 


phone 
contacts 


  Offered resources for daily living 
needs, mental and behavioral 
health resources and smoking 


cessation. 
 


 


 
April 14 


2 succ 
phone 


contacts 
2 unsucc 


phone 
contacts 


 Referred to 
Oklahoma 
Parenting 
Center for 
assist with 


absenteeism 
r/t illness 


 


Offered resources for daily living 
needs, mental and behavioral 
health resources and smoking 


cessation. 


 


 


 


May 14 


1 succ 
phone 
contact 


2 unsucc 
phone 


contacts 
7 texts 


1 mailing 


 


Referred to 
SoonerCare 


Eligibility 
Specialist 


 


 
Referred to 


SYCOC 
breakfast and 
clothing event 


 


 
Offered resources for daily living 


needs, mental and behavioral 
health resources and smoking 


cessation. 


 


 


 
June 14 


1 succ 
phone 
contact 


6 unsucc 
phone 


contacts 
1 mailing 


 


Referred to 
Child 


Development 
Specialist 


  


Offered resources for daily living 
needs, mental and behavioral 
health resources and smoking 


cessation. 


 
Sept 13 


(Referred 
to AIP) 


4 succ 
phone 


contacts 
1 unsucc 


phone 


  


Referred to CC- 
HAN web site 


 


Offered community resources 
for daily living needs. 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 contact. 
1 mailing 


   


 


 


 
Oct 13 


7 succ 
phone 


contacts 
2 unsucc 


phone 
contacts. 
1 mailing 


 
MSW provided 


contact 
number for 
referral to 


Occupational 
Therapy 


 


Offered info for daily living need 
resources, smoking cessation 


and mental and behavioral 
health resources. 


 


 


 
Nov 13 


6 succ 
phone 


contacts 
1 unsucc 


phone 
contact 


1 mailing 


   


Offered info for daily living need 
resources, smoking cessation 


and mental and behavioral 
health resources. 


 


 


 


Dec 13 


3 succ 
phone 


contacts 
1 unsucc 


phone 
contact 


1 mailing 
1 text 


   


 
Offered info for daily living need 


resources, smoking cessation 
and mental and behavioral 


health resources. 


 


 


Jan 14 


2 succ 
phone 


contacts 
1 unsucc 


phone 
contact 


   


Offered info for daily living need 
resources, smoking cessation 


and mental and behavioral 
health resources. 


 


 


 
Feb 14 


2 succ 
phone 


contacts 
1 unsucc 


phone 
contact 
3 texts 


   


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


resources 


 


Mar 14 
2 succ 


phone 
contacts 


  Offered info for daily living need 
resources, smoking cessation 


and mental and behavioral 
health resources 


 


 
April 14 


2 succ 
phone 


contacts 
2 unsucc 


phone 


  
Offered info for daily living need 


resources, smoking cessation 
and mental and behavioral 


health resources 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 contacts    
 


 


 


 
May 14 


1 succ 
phone 


contacts 
2 unsucc 


phone 
contacts 
1 mailing 


3 texts 


Referred to 
SoonerCare 


Eligibility 
Specialist 


Referred to 
Child 


Development 
Specialist 


 


 


Referred to 
SYCOC 


breakfast and 
clothing event 


 


 


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


resources 


 


 


 
June 14 


I succ 
phone 
contact 


5 unsucc 
phone 


contacts 
1 mailing 


   


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


resources 


 


 
Sept 13 


(Referred 
to AIP) 


4 succ 
phone 


contacts 
1 unsucc 


phone 
contact. 
1 mailing 


  


 


Referred to CC- 
HAN web site 


 


 


Offered community resources 
for daily living needs. 


 


 


 
Oct 13 


4 succ 
phone 


contacts 
2 unsucc 


phone 
contacts 
1 mailing 


   


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


resources 


 


 


Nov 13 


5 succ 
phone 
contact 


1 unsucc 
phone 
contact 


   
Offered resources for daily living 


needs, smoking cessation and 
mental and behavioral health 


resources 


 


 


 


 
Dec 13 


3 succ 
phone 


contacts 
1 unsucc 


phone 
contact 


1 mailing 
2 text 


1 email 


   


 


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


resources 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 


 


Jan 14 


2 succ 
phone 


contacts 
1 unsucc 


phone 
contact 


   
Offered resources for daily living 


needs, smoking cessation and 
mental and behavioral health 


resources 


 


 


 
Feb 14 


3 succ 
phone 


contacts 
1 unsucc 


phone 
contact 
6 text 


   


 
Offered resources for daily living 


needs, smoking cessation and 
mental and behavioral health 


 


Mar 14 


2 succ 
phone 


contacts 
5 text 


  
Offered resources for daily living 


needs, smoking cessation and 
mental and behavioral health 


 


 


April 14 


2 succ 
phone 


contacts 
2 unsucc 


phone 
contacts 


   


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


 


 


May 14 


1 succ 
phone 
contact 


3 unsucc 
phone 


contacts 
1 mailing 


3 text 


Referred to 
Child 


Development 
Specialist and 
to SoonerCare 


eligibility 
specialist 


 


 
Referred to 


SYCOC 
breakfast and 
clothing closet 


 


 


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


 


 
June 14 


1 succ 
phone 
contact 


5 unsucc 
phone 


contacts 
1 mailing 


   


 
Offered resources for daily living 


needs, smoking cessation and 
mental and behavioral health 


 


 
Sept 13 


(Referred 
to AIP) 


4 succ 
phone 


contacts 
1 unsucc 


phone 
contact. 
1 mailing 


  


 


Referred to CC- 
HAN web site 


 


 


Offered community resources 
for daily living needs. 


Oct 13 7 succ MSW provided  Offered resources for daily living 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 phone 
contacts 
2 unsucc 


phone 
contacts. 
1 mailing 


contact for 
referred to 
Oklahoma 
Parenting 


Center and 
Occupational 


Therapy 


 needs, smoking cessation and 
mental and behavioral health 


 


 


 


Nov 13 


5 succ 
phone 


contacts 
1 unsucc 


phone 
contact 


1 mailing 
1 text 


   


 


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


 


 


 
Dec 13 


3 succ 
phone 


contacts 
1 unsucc 


phone 
contact 


1 mailing 
1 text 


1 email 


   


 


 
Offered resources for daily living 


needs, smoking cessation and 
mental and behavioral health 


 


 


 
Jan 14 


2 succ 
phone 


contacts 
1 unsucc 


phone 
contact 
2 texts 


   


 
Offered resources for daily living 


needs, smoking cessation and 
mental and behavioral health 


 


 


 
Feb 14 


2 succ 
phone 


contacts 
1 unsucc 


phone 
contact 
4 text 


   


 
Offered resources for daily living 


needs, smoking cessation and 
mental and behavioral health 


 


Mar 14 
2 succ 


phone 
contacts 


  Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


 
April 14 


2 succ 
phone 


contacts 
2 unsucc 


phone 


   
Offered resources for daily living 


needs, smoking cessation and 
mental and behavioral health 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 contacts    
 


 


 


May 14 


1 succ 
phone 
contact 


3 unsucc 
phone 


contacts 
1 mailing 


3 text 


 


 
Referred to 
SoonerCare 


eligibility 
specialist 


 


 
Referred to 


SYCOC 
breakfast and 
clothing closet 


 


 


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


 


 
June 14 


1 succ 
phone 
contact 


5 unsucc 
phone 


contacts 
1 mailing 


   


 
Offered resources for daily living 


needs, smoking cessation and 
mental and behavioral health 


 


 
Sept 13 


(Referred 
to AIP) 


4 succ 
phone 


contacts 
1 unsucc 


phone 
contact. 
1 mailing 


  


 


Referred to CC- 
HAN web site 


 


 


Offered community resources 
for daily living needs. 


 


 


Oct 13 


4 succ 
phone 


contacts 
2 unsucc 


phone 
contacts 


   


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


 


Nov 13 


5 succ 
phone 


contacts 
1 unsucc 


phone 
contact 


   


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


 


 


 
Dec 13 


3 succ 
phone 


contacts 
1 unsucc 


phone 
contacts 
1 mailing 


1 text 
1 email 


   


 


 
Offered resources for daily living 


needs, smoking cessation and 
mental and behavioral health 


Jan 14 
2 succ 
phone 


  Offered resources for daily living 
needs, smoking cessation and 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 contacts 
1 unsucc 


phone 
contact 
1 text 


  mental and behavioral health 


 
Feb 14 


2 succ 
phone 
contacts 


  Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


Mar 14 


2 succ 
phone 
contacts 


  
Offered resources for daily living 


needs, smoking cessation and 
mental and behavioral health 


 


 


April 14 


2 succ 
phone 


contacts 
2 unsucc 


phone 
contacts 


   


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


 


 


May 14 


1 succ 
phone 
contact 


2 unsucc 
phone 


contacts 
1 mailing 


3 text 


 


 
Referred to 
SoonerCare 


eligibility 
specialist 


 


 
Referred to 


SYCOC 
breakfast and 
clothing closet 


 


 


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


 


 
June 14 


1 succ 
phone 
contact 


5 unsucc 
phone 


contacts 
1 mailing 


   


 
Offered resources for daily living 


needs, smoking cessation and 
mental and behavioral health 


 


 
June 13 


(Referred 
to AIP) 


1 succ 
phone 


contacts 
3 unsucc 


phone 
contacts 
1 mailing 


  


 
Referred to 


CC-HAN Web 
site 


 


 


Offered community resources 
for daily living needs. 


 


 


July 13 


1 succ 
phone 
contact 


2 unsucc 
phone 


contacts 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 


 


 
Aug 13 


1 succ 
phone 
contact 


3 unsucc 
phone 


contacts 


   


 


 


 


Sept 13 


2 unsucc 
phone 


contacts 
1 unsucc 


face to face 
1 succ face 


to face 
1 mailing 


   


 


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


 


Oct 13 


1 succ 
phone 
contact 


4 unsucc 
phone 


contacts 


   


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 
Nov 13 


3 unsucc 
phone 


contacts 


   


 


 


 


Dec 13 


2 succ 
phone 


contacts 
2 unsucc 


phone 
contacts 
1 mailing 


2 text 


  
Referred to 


EMSA and 


Christian 


Service Center 


for car seat 


assistance 


 


 


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


 


 
Jan 14 


2 succ 
phone 


contacts 
6 unsucc 


phone 
contacts 
1 mailing 


 Referrals to 


Oklahoma Safe 


Kids 


Association, 


Safe Kid of 


Oklahoma and 


Norman Police 


Dept for car 


seat assistance. 


 


 
 


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


Feb 14 


1 succ 
phone 
contact 
2 unsucc 
phone 


  
Offered resources for daily living 


needs, smoking cessation and 
mental and behavioral health 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 contacts    
 


 


 
Mar 14 


1 succ 
phone 
contact 


2 unsucc 
phone 


contacts 
1 mailing 


   


 
Offered resources for daily living 


needs, smoking cessation and 
mental and behavioral health 


 


 


April 14 


3 succ 
phone 


contacts 
1 unsucc 


phone 
contact 


   


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


May 14 


1 succ 
phone 
contact 
1 mailing 


 Referred to 
SYCOC 


breakfast and 
clothing closet 


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


 


June 14 


2 succ 
phone 


contacts 
3 unsucc 


phone 
contacts 


   


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


June 13 
1 succ 


phone 
contact 


  
Offered community resources 


for daily living needs 


 
July 13 


1 succ 
phone 
contact 


   


Aug 13 No contact 
  Lost contact with member 


Sept 13 No contact 
   


Oct 13 No contact 
   


Nov 13 No contact 
   


 


 


Dec 13 


1 succ 
phone 
contact 


2 unsucc 
phone 


contacts 


   


Re-established contact. 
Offered resources for daily living 


needs, smoking cessation and 
mental and behavioral health 


Jan 14 
1 succ 


phone call 
  Offered resources for daily living 


needs, smoking cessation and 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


    mental and behavioral health 


 
Feb 14 


5 unsucc 
phone 


contacts 


   


 


 


 


Mar 14 


1 succ 
phone 
contact 


2 unsucc 
phone 


contacts 
2 mailings 


Referred to 
Federal 


Insurance 
Marketplace 


Navigator 
Program and 
Variety Care 
Health Clinic 


  


 


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 
April 14 


1 succ 
phone 
contact 


  Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


 


May 14 


1 succ 
phone 
contact 


3 unsucc 
phone 


contacts 


  


Referred to 
SYCOC 


breakfast and 
clothing event 


 


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


June 14 
1 unsucc 


phone 
contact 


   


 


 


June 13 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


   


 


July 13 
2 unsucc 


phone 
contacts 


   


Aug 13 No contact 
  


Lost contact with member 


Sept 13 No contact 
   


Oct 13 No contact 
   


Nov 13 No contact 
   


 


Dec 13 


4 unsucc 
phone 


contacts 
1 mailing 


   


Attempted to re-establish 
contact 


Jan 14 4 unsucc   Notified Physician of no 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 phone 
contacts 


  contact/response from parent 


 
June 13 


2 succ 
phone 
contacts 


   


 
July 13 


1 succ 
phone 
contact 


   


 
Aug 13 


1 succ 
phone 
contact 


   


 
Sept 13 


1 succ 
phone 
contact 


   


 
Oct 13 


1 succ 
phone 
contact 


   


 
Nov 13 


1 succ 
phone 
contact 


   


 
Dec 13 


1 succ 
phone 
contact 


  Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


 


Jan 14 


1 succ 
phone 
contact 


2 unsucc 
phone 


contacts 


   


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


 


Feb 14 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


   


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


Mar 14 
1 succ 


phone 
contact 


  Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 
April 14 


1 succ 
phone 
contact 


  Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


May 14 


1 succ 
phone 
contact 
1 unsucc 


  
Offered resources for daily living 


needs, smoking cessation and 
mental and behavioral health 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 phone 
contact 


   


 
June 14 


1 succ 
phone 
contact 


  Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


 
May 14 


(Referred 
to AIP) 


1 succ 
phone 
contact 


4 unsucc 
phone 


contacts 
1 mailing 


 
Referred to 


SYCOC for food 
and clothing 
resources. 


Referred to CC- 
HAN web site 


 


Offered referrals for resources 
for daily living needs, behavioral 
and mental health, and smoking 


cessation 


 


 


 


 


 


 
June 14 


 


 


 


3 succ 
phone 


contacts 
3 unsucc 


phone 
contacts 


 Referrals to 
Ministerial 
Alliance, 


Community 
Action, OKC 


Salvation 
Army, Yukon 
Sharing and 


211 for assist 
with Utilities 


 


Mar 14 
(Referred 


to AIP) 


1 succ 
phone 
contact 


 
Referred to the 


CC-HAN web 
site 


Offered referrals for resources 
for daily living needs, behavioral 
and mental health, and smoking 


cessation 


 


 


 
April 14 


3 succ 
phone 


contacts 
3 unsucc 


phone 
contacts 
1 mailing 


   


Offered referrals for resources 
for daily living needs, behavioral 
and mental health, and smoking 


cessation 


 


 


May 14 


2 succ 
phone 
contact 


3 unsucc 
phone 


contacts 


  
Referred to 


SYCOC 
breakfast and 
clothing event 


 
Offered resources for mental 


and behavioral health as well as 
smoking cessation and daily 


living needs 


 


June 14 


1 succ 
phone 
contact 
3 unsucc 


  
Offered resources for daily living 


needs, smoking cessation and 
mental and behavioral health 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 phone 
contacts 


   


Mar 14 
(Referred 


to AIP) 


1 succ 
phone 
contact 


 
Referred to the 


CC-HAN web 
site 


Offered referrals for resources 
for daily living needs, behavioral 
and mental health, and smoking 


cessation 


 


 


 
April 14 


3 succ 
phone 


contacts 
3 unsucc 


phone 
contacts 
1 mailing 


   


Offered referrals for resources 
for daily living needs, behavioral 
and mental health, and smoking 


cessation 


 


 


May 14 


2 succ 
phone 
contact 


3 unsucc 
phone 


contacts 


  


Referred to 
SYCOC 


breakfast and 
clothing event 


 


Offered resources for mental 
and behavioral health as well as 


smoking cessation and daily 
living needs 


 


 


June 14 


1 succ 
phone 
contact 


3 unsucc 
phone 


contacts 


   


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


June 13 
2 succ 


phone 
contacts 


   


 
July 13 


1 succ 
phone 
contact 


   


 


Aug 13 
1 succ 


phone 
contact 


   


 


Sept 13 
1 succ 


phone 
contact 


   


 


Oct 13 
1 succ 


phone 
contact 


   


 
Nov 13 


1 succ 
phone 
contact 


   


 
Dec 13 


1 succ 
phone 
contact 


  Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 


 


Jan 14 


2 succ 
phone 


contacts 
1 unsucc 


phone 
contact 


   


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 
Feb 14 


1 succ 
phone 
contact 


Referred to 
SoonerCare 
Help Line 


 Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 
Mar 14 


1 succ 
phone 
contact 


  Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 
April 14 


1 succ 
phone 
contact 


  Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 
May 14 


1 succ 
phone 
contact 


  Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


 


June 14 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


   


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health 


 


 
Dec 13 


(Referred 
to AIP) 


1 succ 
phone 
contact 


6 unsucc 
phone 


contacts 
1 mailing 


 


 
Referred to 


SonerCare Help 
Line 


 


 
Referred to the 


CC-HAN web 
site 


 


Offered resources for daily living 
needs, smoking cessation and 
mental and behavioral health. 


Provided list of PCP in Zip-Code 
area as requested by parent. 


 


Jan 14 
3 unsucc 


phone calls 
1 mailing 


   


 


Feb 14 
 


1 mailing 
   


No parental response 


 


 


June 13 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


Referred to OK 
Family Care 
Network for 
assist with 


SoonerCare 
enrollment 


  


 
Offered assist with community 


resources. 


 
July 13 


1 succ 
phone 
contact 


  Offered assist with SoonerCare 
reinstatement and community 


resources. 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 3 unsucc 
phone 


contacts 


   


 


Aug 13 


1 succ 
phone 
contact 


   


 
Sept 13 


1 succ 
phone 
contact 


  
Offered assist with community 


resources 


 


Oct 13 
1 succ 


phone 
contact 


  
Offered assist with community 


resources 


 


 


Nov 13 


1 succ 
phone 
contact 


2 unsucc 
phone 


contacts 


   


 
Offered assist with community 


resources 


 


 


 
Dec 13 


1 succ 
phone 
contact 


2 unsucc 
phone 


contacts 


   


 


Offered assist with community 
resources 


 


 


Jan 14 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


   


Offered referrals for behavioral 
health needs and daily living 


needs 


 
Feb 14 


1 succ 
phone 
contact 


  Offer resources for daily living 
needs and mental and health 


issues 
 


Mar 14 
1 succ 


phone 
contact 


  Offered resources for daily living 
needs, behavioral or mental 
health issues and smoking 


cessation 
 


 


April 14 


1 succ 
phone 
contact 


2 unsucc 
phone 


contacts 


   


Offered behavioral health 
resources, daily living and 
smoking cessation resources 


May 14 5 unsucc  Referred to  
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 phone 
contacts 


 SYCOC 
breakfast and 
clothing event 
via voice mail 


 


 


 


 
Jun 14 


1 succ 
phone 
contact 


3 unsucc 
phone 


contacts 
1 mailing 


   


Offered daily living resources, 
mental and behavioral health 


resources and smoking 
cessation information 


 


 


 


July 13 


 


 
2 unsucc 


phone 
contact 


1 mailing 


Referred to 
SoonerCare 
help line, CC 


DHS office and 
online 


enrollment at 
okca.org via 


mailing 


  


 


 


 


July 13 


 


 
2 unsucc 


phone 
contact 


1 mailing 


Referred to 
SoonerCare 
help line, CC 


DHS office and 
online 


enrollment at 
okca.org via 


mailing 


  


 


 
Dec 13 


(Referred 
to AIP) 


1 succ 
phone 
contact 


4 unsucc 
phone 


contacts 
1 mailing 


  


Referred to CC- 
HAN website 
via translated 


mailing 


 


 


Offered community resources 
via translated mailing 


 


 


 
Jan 14 


2 succ 
phone 


contacts 
2 unsucc 


phone 
contacts 
1 mailing 


   


 


Offered daily living need 
resources. 


 


Feb 14 
1 succ 


phone 
contact 


  Offered resources for 
behavioral and mental health 
needs and smoking cessation 


Mar 14 
2 succ 
phone 


  Offered daily living resources, 
behavioral and/or mental health 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 contacts   or smoking cessation 
information 


 
April 14 


3 unsucc 
phone 


contacts 


   


 


 


 
May 14 


1 succ 
phone 
contact 


3 unsucc 
phone 


contacts 
1 mailing 


   


Offered daily living resources, 
behavioral and/or mental health 


or smoking cessation 
information 


 


 


Jun 14 


1 succ 
phone 
contact 


3 unsucc 
phone 


contacts 


  
Offered assist with daily living 


need resources as well as 
information for mental and 
behavioral health needs and 


smoking cessation 


 


Dec 13 
(Referred 


to AIP) 


4 succ 
phone 


contacts 
3 unsucc 


phone 
contacts 
1 mailing 


  


 
Referred to the 


CC-HAN web 
site 


 


Offered resources for daily 
living,  smoking cessation and 
mental and behavioral health 


resources 


 


 


 
Jan 14 


3 succ 
phone 


contacts 
3 unsucc 


phone 
contacts 
1 mailing 


   


Offered resources for daily 
living,  smoking cessation and 
mental and behavioral health 


resources 


 
Feb 14 


2 succ 
phone 
contacts 


  Offered resources for mental, 
behavioral health needs and 
smoking cessation information 


 


 


 


Mar 14 


3 succ 
phone 


contacts 
5 unsucc 


phone 
contacts 


2 mailings 


Referred to 
Federal 


Insurance 
Marketplace 


Navigator 
Program and 
Variety Care 
Health Clinic 


  


Offered resources for daily 
living, smoking cessation and 
mental and behavioral health 
resources. Provided CC-HAN - 
Child with a Fever pamphlet 


following ER visit. 


 


April 14 
1 succ 


phone 
contact 


  Offered resources for daily 
living,  smoking cessation and 
mental and behavioral health 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 1 unsucc 
phone 
contact 


  resources 


 


 


 
May 14 


1 succ 
phone 
contact 


2 unsucc 
phone 


contacts 


 


Referred to 
Child 


Behavioral 
Specialist 


 


Referred to 
SYCOC 


breakfast and 
clothing event 


 


 


 


Jun 14 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


   


Offered resources for daily living 
needs as well and mental and 


behavioral health and smoking 
cessation information 


April 14 
(Referred 


to AIP) 


2 succ 
phone 
contacts 


  Offered resources for daily living 
needs as well and mental and 


behavioral health and smoking 
cessation information 


 


 


 
May 14 


4 succ 
phone 


contacts 
1 unsucc 


phone 
contact 


1 mailing 


  


Referred to the 
CC-HAN web 


site via 
translated 


mailing 


 


Offered resources for daily living 
needs as well and mental and 


behavioral health and smoking 
cessation information 


 


 
Jun 14 


 
3 succ 


phone 
contacts 


  Offered resources for daily living 
needs as well as resources 
depression or other mental 
health issues and smoking 


cessation 


Dec 13 
(Referred 


to AIP) 


5 succ 
phone 


contacts 
1 mailing 


 
Referred to the 


CC-HAN web 
site 


Offered resources for daily living 
needs. Referred to CC-HAN 


website. 


 


 


Jan 14 


3 succ 
phone 


contacts 
1 unsucc 


phone 
contact 


   
Offered resources for daily living 


needs as well and mental and 
behavioral health and smoking 


cessation information 


 


Feb 14 


1 succ 
phone 
contact 
1 unsucc 


  Offered resources for daily living 
needs as well and mental and 


behavioral health and smoking 
cessation information 


     







CENTRAL COMMUNITIES HEALTH ACCESS NETWORK 


CCHAN Annual Report, Appendix A.1 Page 63 


 


 


 


 


Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 phone 
contact 


   


 
Mar 14 


4 unsucc 
phone 


contacts 


   


 


April 14 


3 unsucc 
phone 


contacts 
1 mailing 


   


 


 


 
May 14 


2 unsucc 
phone 


contacts 
1 mailing 
1 face to 


face 


  
Referred to 


SYCOC 
breakfast and 
clothing event 


via mailing 


 


 
Jun 14 


1 unsucc 
phone 
contact 


   


 


 


 
Dec 13 


(Referred 
to AIP) 


1 succ 
phone 
contact 


4 unsucc 
phone 


contacts 
1 


translated 
mailing 


  


 
Referred to the 


CC-HAN web 
site via 


translated 
mailing 


 


 


 
Offered resources for daily living 
needs. Referred to CC-HAN web 


site 


 


 


 


 
Jan 14 


1 succ 
phone 
contact 


4 unsucc 
phone 


contacts 
1 


translated 
mailing 


   


 


Offered resources for daily living 
needs as well and mental and 
behavioral health and smoking 


cessation information 


 


 


Feb 14 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


   


 


Mar 14 
1 unsucc 


phone 
contact 


  Offered resources for daily living 
needs as well and mental and 
behavioral health and smoking 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 1 
translated 


mailing 


  cessation information via 
translated mailing 


 


April 14 


1 face to 
face w/ 
translator 


   
Parent declined participation in 


program 


 


 


July 13 


2 succ 
phone 


contacts 
2 unsucc 


phone 
contact 


   


 


Aug 13 
1 succ 


phone 
contact 


   


 
Sept 13 


1 succ 
phone 
contact 


   


 


 


Oct 13 


1 succ 
phone 
contact 


4 unsucc 
phone 


contacts 


   


 


 


Nov 13 


5 unsucc 
phone 


contacts 
1 


translated 
mailing 


   


 


Dec 13 
5 unsucc 


phone 
contacts 


   


 


 


Jan 14 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


   


 
Offered resources for daily living 


needs 


 
Feb 14 


5 unsucc 
phone 


contacts 


   


 
Mar 14 


3 unsucc 
phone 


contacts 


  Offered resources for daily living 
needs as well as behavioral and 


mental health issues and 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 1 
translated 


mailing 


  smoking cessation via translated 
mailing 


 
April 14 


3 unsucc 
phone 


contacts 


   


 


 


 


May 14 


1 succ 
phone 
contact 
3 unsucc 
phone 


contacts 1 
translated 
mailing 


   


 


Offered resources for daily living 
needs as well smoking cessation 


information 


 


Jun 14 
1 unsucc 


phone call 


   


April 14 
(Referred 


to AIP) 


2 succ 
phone 
contacts 


   


 


 


 


 
May 14 


1 succ 
phone 
contact 


5 unsucc 
phone 


contacts 
1 


translated 
mailing 


   


 
Offered resources for daily living 
needs as well as behavioral and 


mental health issues and 
smoking cessation via translated 


mailing 


 


 


 


 
Jun 14 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


2 
translated 
mailings 


   


Dec 13 
(Referred 


to AIP) 


2 succ 
phone 


contacts 
1 mailing 


  
Offered resources for daily living 
needs as well as behavioral and 


mental health issues 


 


Jan 14 
3 succ 


phone 
contacts 


  
Offered resources for daily living 


needs 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 1 unsucc 
phone 
contact 


   


 


 


Feb 14 


1 succ 
phone 
contact 


2 unsucc 
phone 


contacts 


   
Offered resources for daily living 
needs as well as behavioral and 


mental health issues and 
smoking cessation 


 


 


Mar 14 


2 succ 
phone 


contacts 
1 unsucc 


phone 
contact 


   
Offered resources for daily living 
needs as well as behavioral and 


mental health issues and 
smoking cessation 


 
Apr 14 


1 unsucc 
phone 
contact 


   


 


May 14 
2 succc 


phone 
contacts 


Referred to 
SoonerCare 
Help Line 


 Offered resources for daily living 
needs as well as behavioral and 


mental health issues and 
smoking cessation 


 


 


Jun 14 


 


1 succ 
phone 
contact 


  Offered Information on Pt Assist 
Programs for medication, 


resources for daily living needs 
as well as mental and behavioral 


health resources and smoking 
cessation information 


 


 


Dec 13 
(Referred 


to AIP) 


5 succ 
phone 


contacts 
1 unsucc 


phone 
contact 


1 face to 
face 


 
Contacted 
DME for 


donation of 
nebulizer. 
Nebulizer 


donated and 
delivered 


 


 


Offered information on daily 
living needs and mental and 
behavioral health resources 


 


 


Jan 14 


1 succ 
phone 
contact 


6 unsucc 
phone 


contacts 


   


 
Offered information for daily 


living needs 


 


Feb 14 


1 succ 
phone 
contact 
1 unsucc 


   
Offered information for 


resources as needed 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 phone 
contact 


   


 


 


 
Mar 14 


1 succ 
phone 
contact 


3 unsucc 
phone 


contacts 
1 mailing 


   
Offered resources for daily living 
needs as well as information on 


behavioral and mental health 
and smoking cessation 


 


 


Apr 14 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


   


 


 
May 14 


 
1 succ 


phone 
contact 


 
Referred to 


SYCOC 
breakfast and 
clothing event 


Offered resources for daily living 
needs as well as mental and 


behavioral health issues as well 
as information on smoking 


cessation 


 


 


Jun 14 


1 succ 
phone 
contact 


3 unsucc 
phone 


contacts 


   


 


 


Jul 13 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


   


 
Offered resources for daily living 


needs 


 
Aug 13 


5 unsucc 
phone 


contacts 


   


 


 


 


 
Sep 13 


1 succ 
phone 
contact 


2 unsucc 
phone 


contacts 
1 mailing 


   


 


 


Offered resources for daily living 
needs 


Oct 13 
2 succ 
phone 


  
No longer on SoonerCare 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 contacts    


 


 


Jul 13 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


   


 
Aug 13 


1 succ 
phone 
contact 


   


 
Sep 13 


1 unsucc 
phone 
contact 


   


 
Oct 13 


2 succ 
phone 
contacts 


   


 


Nov 13 
2 unsucc 


phone 
contacts 


   


 


Dec 13 
3 unsucc 


phone 
contacts 


   


 


Jan 13 


4 unsucc 
phone 


contacts 
1 mailing 


   


No Parental response 


 


 


May 14 
(Referred 


to AIP) 


2 succ 
phone 


contacts 
3 unsucc 


phone 
contacts 
1 mailing 


Referred to 
Eligibility 


Specialist at 
YHD 


Referred to 
Child Guidance 


 


Referred to 
Yukon Walk 


this Way 
Program 


 


Offered resources for daily living 
needs as well as mental and 


behavioral health issues as well 
as information on smoking 


cessation 


 
June 14 


2 succ 
phone 
contact 


  
Offered resources for daily living 


needs 


 


 


Jul 13 


2 succ 
phone 


contacts 
2 unsucc 


phone 
contacts 


   


Aug 13 2 succ    
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 phone 
contacts 


   


 


 


 


 


 
Sep 13 


 


 


4 succ 
phone 


contacts 
1 unsucc 


phone 
contact 


Staffed with 
MSW. Referred 


to DHS Case 
Worker re: 


DDSD waiver, 
Oklahoma 


Family Network 
and Child 
Guidance 


Services at 
CCHD 


 


 


Recommended 
contacting 
school for 


homebound 
service 


options. 


 


 


Oct 13 
3 succ 


phone 
contacts 


   


 


 


 
Nov 13 


2 succ 
phone 


contacts 
1 unsucc 


phone 
contact 


1 mailing 


  


 
Referred to 
SYCOC gift 
program 


 


 


Offered information on smoking 
cessation 


 


Dec 13 
2 succ 


phone 
contacts 


  
Offered daily living need 


resources 


 


 


Jan 14 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


   


 


Feb 14 
1 succ 


phone 
contact 


  Offered to provide resources 
and referrals for mental, 


behavioral health and smoking 
cessation 


 


 


Mar 14 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


   


Offered to provide resources for 
smoking cessation, mental and 


behavioral health as well as 
resources for daily living needs 


 


Apr 14 
1 succ 


phone 
contact 


  Offered information for daily 
living needs, smoking cessation 


and mental and behavioral 
health resources 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 


 


 
May 14 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


1 mailing 


  


Referred to 
SYCOC 


breakfast and 
clothing event 


 


Offered resources for daily living 
needs, mental and behavioral 


health as well as smoking 
cessation 


 


 


Jun 14 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


   


 


 
May 14 


(Referred 
to AIP) 


2 succ 
phone 


contacts 
1 unsucc 


phone 
contacts 


   


Offered resources for daily living 
needs as well as mental and 


behavioral resources and 
smoking cessation information 


 


 


Jun 14 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


   
Offered resources for daily living 


needs as well as mental and 
behavioral resources and 


smoking cessation information 


 


 
Dec 13 


(Referred 
to AIP) 


2 succ 
phone 


contacts 
3 unsucc 


phone 
contacts 
1 mailing 


  


 


Referred to the 
CC-HAN web 


 


 


 


Jan 14 


2 succ 
phone 


contacts 
2 unsucc 


phone 
contacts 


   


 
Offered resources for daily living 


needs 


 


 


 
Feb 14 


1 succ 
phone 
contact 


6 unsucc 
phone 


contacts 
1 mailing 


   
Offered resources and 


information for mental and 
behavioral health issues as well 
as smoking cessation and daily 


living needs 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 
Mar 14 


3  unsucc 
phone 


contacts 


   


 


 


 
Apr 14 


1 succ 
phone 
contact 


3 unsucc 
phone 


contacts 
1 mailing 


   


 
Offered resources and 


information for daily living 
needs 


 


 
May 14 


 


4 unsucc 
phone 


contacts 


 Referred to 
SYCOC 


breakfast and 
clothing event 
via voice mail 


 


 


 


Jun 14 


2 succ 
phone 


contacts 
2 unsucc 


phone 
contacts 


   
Offered resources for daily living 


needs, behavioral and mental 
health as well as smoking 


cessation 


 


 


Jul 13 


2 succ 
phone 


contacts 
1 unsucc 


phone 
contact 


   


 


 


Aug 13 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


   


 
Sep 13 


14 unsuss 
phone 


contacts 


   


 


 


 


 
Oct 13 


4 succ 
phone 


contacts 
4 unsucc 


phone 
contacts 
1 mailing 
1 face to 


face 


Referred to 
DHS worker for 


food stamp 
application. 
Referred to 
Quit Line. 


Referred to 
Child Guidance. 


  


 


 


Offered resources for daily living 
needs 


Nov 13 5 succ Referred to Referred to  
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 phone 
contacts 
1 unsucc 


phone 
contact 


1 mailing 


Child Guidance, 
SoonerCare 


Help Line and 
SoonerRide 


Baptist Mission 
Ctr, Jesus 
House, No 


Greater Love 
Kingdom Hall, 
Toys for Tots 


and SYCOC for 
holiday 


assistance 


 


 


 


 


Dec 13 


1 succ 
phone 
contact 


2 unsucc 
phone 


contacts 
1 mailing 


  


 


Referred to 
SYCOC gift 
program 


 


 


 


 


 


 


 


 


 


 


Jan 14 


 


 


 


 


 


 


 


 
5 succ 


phone 
contacts 


 Referred to 
Catholic 


Charities, 
Homeless 
Alliance, 
Positive 


Tomorrows, 
Neighborhood 
Service Org., 
Wonderfully 
Made, City 
Care, City 


Rescue and 
Jesus House for 


housing 
assistance and 
Yukon Church 
of Christ for 


furniture. 


 


 
Feb 14 


2 succ 
phone 
contacts 


   


 


Mar 14 


1 succ 
phone 
contact 


2 unsucc 
phone 


contacts 
1 mailing 


  
Referred to 


Hope Chest for 
beds and 
bedding 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 2 e-mails    
 


 


 
Apr 14 


2 succ 
phone 


contacts 
1 unsucc 


phone 
contact 
2 text 


   


 


 
May 14 


1 unsucc 
phone 
contact 
3 text 


 Referred to 
SYCOC 


breakfast and 
clothing event 


via text 


 


 


 


 
Jun 14 


3 succ 
phone 


contacts 
3 unsucc 


phone 
contacts 


Referred to 
DHS state 


ombudsman 
and Social 
Security 


Administration 
office 


  


 


 


Jul 13 


3 succ 
phone 


contacts 
1 unsucc 


phone 
contact 


   


 
Aug 13 


1 succ 
phone 
contact 


   


 


Sep 13 
13 unsucc 


phone 
contacts 


   


 


 


 


 


 
Oct 13 


3 succ 
phone 


contacts 
2 unsucc 


phone 
contacts 
1 mailing 
1 face to 


face 


 


 


 
Referred to 


Child Guidance, 
DHS 


Caseworker and 
2-1-1 Helpline 


  


 
Nov 13 


5 succ 
phone 
contacts 


Referred to 
Child Guidance, 


SoonerCare 


Referred to 
Baptist Mission 


Ctr, Jesus 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 1 unsucc 
phone 
contact 


1 mailing 


Help Line and 
SoonerRide 


House, No 
Greater Love 
Kingdom Hall, 
Toys for Tots 


and SYCOC for 
holiday 


assistance 


 


 


 


 
Dec 13 


1 succ 
phone 
contact 


2 unsucc 
phone 


contacts 
1 mailing 


  


 
Referred to 
SYCOC Gift 
program 


 


 


 


 


 


 


 


 


 


 


 


Jan 14 


 


 


 


 


 


 


 


 


 


5 succ 
phone 
contacts 


 Referred to 
Catholic 


Charities, 
Homeless 
Alliance, 
Positive 


Tomorrows, 
Neighborhood 
Service Org., 
Wonderfully 
Made, City 
Care, City 


Rescue and 
Jesus House for 


housing 
assistance and 
Yukon Church 
of Christ for 


furniture 


 


 


Feb 14 


2 succ 
phone 
contacts 


   


 


 


 


Mar 14 


1 succ 
phone 
contact 


2 unsucc 
phone 


contacts 
1 mailing 
2 e-mails 


  


Referred to 
Hope Chest for 


beds and 
bedding 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 


 


 
Apr 14 


2 succ 
phone 


contacts 
1 unsucc 


phone 
contact 
2 text 


   


 


 
May 14 


1 unsucc 
phone 
contact 
3 text 


 Referred to 
SYCOC for 


breakfast and 
clothing event 


via text 


 


 


 


Jun 14 


3 succ 
phone 


contacts 
3 unsucc 


phone 
contacts 


   


 


 


Jul 13 


2 succ 
phone 


contacts 
4 unsucc 


phone 
contacts 


   


 


 


 


 


 


 
 


Aug 13 


 


 


 


 


 
 


2 succ 
phone 
contacts 


 Referrals for 
food and 


school supply 
resources to: 


Christmas 
Connection, 


Faith 
Tabernacle 


Church, Church 
of Open Arms, 
Church of the 
Nazarene and 
Community 


Action 


 


 


Sep 13 
5 unsucc 


phone 
contacts 


   


 


Oct 13 


1 succ 
phone 
contact 
1 mailing 


Referred to 
Oklahoma 


Tobacco Quit 
Line 


  


Mailed tobacco cessation 
information packet 


Nov 13 1 succ  Referred to  
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 phone 
contact 


1 unsucc 
phone 
contact 


1 mailing 


 Yukon Church 
of Christ gift 


and food 
basket event 


 


 


 


 
Dec 13 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


1 mailing 


   


 
Jan 14 


1 succ 
phone 
contact 


  
Offered daily living need 


resources 


 


 


Feb 14 


1 succ 
phone 
contact 


3 unsucc 
phone 


contacts 


   
Offered resources for daily living 


needs, mental and behavioral 
health smoking cessation 


information 


 


 


 
Mar 14 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


   


 


 
Apr 14 


 
5 unsucc 


phone 
contact 


 Referred to 
SYCOC 


breakfast and 
clothing event 
via voice mail 


 


 


May 14 


4 unsucc 
phone 


contacts 
1 mailing 


   


 


Jun 14 
4 unsucc 


phone 
contacts 


   


 


 
Jul 13 


2 succ 
phone 


contacts 
4 unsucc 


phone 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 contacts    
 


 


 


 


 


 
 


Aug 13 


 


 


 


 


 
 


2 succ 
phone 
contacts 


 Referrals for 
food and 


school supply 
resources to: 


Christmas 
Connection, 


Faith 
Tabernacle 


Church, Church 
of Open Arms, 
Church of the 
Nazarene and 
Community 


Action 


 


 
Sep 13 


5 unsucc 
phone 


contacts 


   


 


Oct 13 


1 succ 
phone 
contact 
1 mailing 


Referred to 
Oklahoma 


Tobacco Quit 
Line 


 
Mailed tobacco cessation 


information packet 


 


 


 
Nov 13 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


1 mailing 


  
Referred to 


Yukon Church 
of Christ gift 


and food 
basket event 


 


 


 


 
Dec 13 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


1 mailing 


   


 
Jan 14 


1 succ 
phone 
contact 


  
Offered daily living need 


resources 


 


 


Feb 14 


1 succ 
phone 
contact 


3 unsucc 
phone 


contacts 


   
Offered resources for daily living 


needs, mental and behavioral 
health smoking cessation 


information 


Mar 14 1 succ    
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 phone 
contact 


1 unsucc 
phone 
contact 


   


 


 
Apr 14 


 
5 unsucc 


phone 
contact 


 Referred to 
SYCOC 


breakfast and 
clothing event 
via voice mail 


 


 


 
May 14 


4 unsucc 
phone 


contacts 
1 mailing 


   


 
Jun 14 


4 unsucc 
phone 


contacts 


   


 
Jul 13 


2 succ 
phone 
contacts 


 
Referred to CC- 
HAN web site 


 
Offered daily living resources 


 


 


Aug 13 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


   


 


 


Sep 13 


1 succ 
phone 
contact 


1 unsucc 
phone 
contact 


   


 


Oct 13 
2 succ 


phone 
contacts 


  Offered behavioral and mental 
health resources as well as 
information for daily living 


needs and smoking cessation 


 
Nov 13 


1 succ 
phone 
contact 


 Referred to 
CCHD for flu 


vaccine 


 


 
Dec 13 


1 succ 
phone 
contact 


  
Offered resources for daily living 


needs 
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Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


 1 unsucc 
phone 
contact 


   


 


Jan 14 
1 succ 


phone 
contact 


  Offered behavioral and mental 
health resources as well as 
information for daily living 


needs and smoking cessation 
 


Feb 14 
1 succ 


phone 
contact 


  Offered behavioral and mental 
health resources as well as 
information for daily living 


needs and smoking cessation 
 


Mar 14 
1 succ 


phone 
contact 


  Offered behavioral and mental 
health resources as well as 
information for daily living 


needs and smoking cessation 
 


Apr 14 
2 succ 


phone 
contacts 


  Offered behavioral and mental 
health resources as well as 
information for daily living 


needs and smoking cessation 


 
May 14 


1 succ 
phone 
contact 


   


 
Jun 14 


 
1 mailing 


  Staffed member at OHCA 
conference call-successful 


discharge 
 


 
May 14 


(Referred 
to AIP) 


4 succ 
phone 


contacts 
1 unsucc 


phone 
contact 
2 text 


   


Offered behavioral and mental 
health resources as well as 
information for daily living 


needs and smoking cessation 


 


 


Jun 14 


2 succ 
phone 


contacts 
1 unsucc 


phone 
contact 


   


Offered behavioral and mental 
health resources as well as 
information for daily living 


needs and smoking cessation 


 


May 14 
(Referred 


to AIP) 


2 succ 
phone 


contacts 
6 unsucc 


phone 
contacts 


   


Offered behavioral and mental 
health resources as well as 
information for daily living 


needs and smoking cessation 


Jun 14 
3 succ 
phone 


  Offered behavioral and mental 
health resources as well as 
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Member 


RID 


 


Month 
Type of 


Contact(s) 


Care 


Management 


Referrals 


Community 


Resource 


Referrals 


 


Other Misc. Contacts 


  contacts 
4 unsucc 


phone 
contacts 


  information for daily living 
needs and smoking cessation 


End of Dr. Holy’s Members 
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Chronic Care Program Report - FY 15 


 
 


Month 
Type of 


Contact 


Care 


Management 


Referrals 


Community 


Resource Referrals 
Other Misc. 


Contacts 


 


 


July 14 


1 succ 
phone 


contacts 
(spc); 1 
unsucc 
phone 


contacts 


 


 
Confirmed OT 
referral was 


received 


 


 


 
0 


 


 


 
0 


 


 


Aug 14 


 


 
1 spc 
1 upc 


Confirmed 
appointment is 
scheduled with 
his neurologist, 
Dr. Herron, for 


Nov. 


 


 


0 


 


Obtained medical 
records from Flores 


Pediatrics 


Sep 14 
 


1 spc 
Confirmed OT 
evaluation for 


this date 


 


0 
 


0 


Oct 14 
1 spc 
1 upc 


0 0 0 


 


Nov 14 
 


1 spc 
Referred to DHS 
contact for DDSD 


waiver list. 


Offered Christmas 
resources for 


children 


 


0 


 


Dec 14 


 
2 spc 
2upc 


 


0 


Referred to 
Oklahoma Family 
Network/Shelly 


Black 


 


0 


 


 


 


 


Jan 15 


 


 


 


2 spc 
3upc 


1 letter 


 


 
Again 


recommended 
contacting DHS 
caseworker re: 
DDSD waiver 


(X2) 


Following loss of 
loved one provided 
following resources: 
Russel Murray Grief 
Support; Grief Share 
at local church; Calm 


Waters Grief 
support. 


Mailed info on 
Transition Fair 


 


 


 


 


0. 


Feb 15 1 upc 0 0 0 


 


 


 
Mar 15 


 


 


1 spc 
3 upc 
1 f/f 


 


 


 
0 


Following 
materials/brochures 


provided: 
List of Disability 


Resources 


Oklahoma Family 
Network pamphlet 


Picked up patient 
records from Flores 


Pediatrics 
Contacted Flores 
Pediatrics X2 to 


confirm 
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   Center for Learning 


and Leadership 


Pamphlet (OU 


Health Sciences 


Center) 


Ability Connection 


Oklahoma pamphlet 


A New Leash on 


Life brochure 


Dale Rogers 


Training Center 


brochure 


Dynasty Care 


Services pamphlet 


Transition Spot 


brochure 


Oklahoma Secondary 


Transition Planning 


folder/materials 


Handbook for 


Guardians of Adults 


with Developmental 


Disabilities 


Guide to Community 


Services in 


Oklahoma 


appointments 


 


 


 
Apr 15 


 


 


1 spc 
3 upc 


 


Confirmed 
Neurology appt 
scheduled for 


April 


 


 


 
0 


Contacted OU 
Neurology, Dr. 


Herron’s office for 
updates on Phillip’s 


condition/treatment 
plans 


May 15 0 0 0 0 


 


 


Jun 15 


 


 


3 spc 4upc 


 


 


0 


OHCA Pharmacy 
Oklahoma Family 


Network 
Grocery resources 


offered 


Contacted Ruke’s 
Pharmacy for 


information on 
Phenobarbitol Rx 
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Appendix B 
ER Utilization Tables for Q1-Q4 2014 


 


 


Table 1 


 


 
ER Utilization 2014 


   Average Time Average Time 


(days) 


Between ER 


and 1st CM 


Average Days 


Between ER 


Visits 


 


Total # of 


Contacts 


No. of 


ER 


Visits 


No of 


PCP 


Visits 


(days) 


Between ER 


Visit-PCP Visit 


 
Year 


 
Quarter 


 
Members 


2014 Q1 20 363 69 36 19.86 124.3 12.94 


2014 Q2 12 440 39 7 14.17 101.76 10.84 


2014 Q3 9 115 40 10 51.83 141.33 12.82 


2014 Q4 14 280 60 15 25.63 92.52 14.03 


FY 2014 Statistics: 55 1198 208 68 27.87 114.98 12.66 
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Table 2 
 


 
   ER 


Utilization 


2014-Qtr 1 


January, February, March of 2014                      
   Care Manager Contacts Medical ER Visits   Referrals  
   Telephonic Other      Time(days)B    Time Average Intervention CM  Comm. Res., DLN Assist, Referral Info 
 
Year 


 
Quarter  Member RID Successful Unsuccessful Letters Face to 


Face 
Total # of 
Contacts 


No. of ER 
Visits 


ER Visits 
(Date) 


PCP visit 
(Date) 


No. of PCP 
Visits in Q1 etween ER- 


PCP 
 


ER Date 
 


1st CM Date 
 


Time (days) 
between ER 


Visits 
Between ER 


Visits 
 
Type CMI 


 
Int. Date Behav Hlth Pain Mgmt. Specialist Comm. Res. DLN Assist. 


Behav Hlth, Other 
CM Contact Dates Other CM 


Contact dates 
Other CM 


Contact Dates  
2014 Q1  


  4 5 1 0 10 3 2/18/2014    2/18/2014 6/17/2014 119   
9.33 


SPC 6/17/2014 0 0 0 2 0 N/A 6/17/2014 N/A PCP and Tobacco Helpline 
  Notified eligibility ended 7/14/2014     3/17/2014   3/17/2014 6/17/2014 92 27 SPC 6/17/2014 0 0 0 0 0 N/A  N/A  
          


3/18/2014 
  


3/18/2014 6/17/2014 91 1 SPC 6/17/2014 0 0 0 0 0 N/A N/A N/A 
 2014 Q1  


  1 15 8 0 24 3 1/4/2014    1/4/2014 6/17/2014 164   
12.00 


UPC 6/17/2014 0 0 0 2 0 N/A 7/1/2014 N/A PCP and Tobacco Helpline 
          1/9/2014   1/9/2014 6/17/2014 159 5 UPC 6/17/2014 0 0 0 0 0 N/A N/A N/A  
          


2/9/2014 
  


2/9/2014 6/17/2014 128 31 SPC 6/17/2014 0 0 0 1 0 N/A N/A N/A 
  


2014 
 


Q1  
 


 


 
 


1 
 


6 
 


1 
 


0 
 


8 
 


4 
 


1/20/2014    
 


1/20/2014 
 


6/17/2014 
 


148  
 


 
 


15.75 


 


UPC 
 


6/17/2014 
 


0 
 


0 
 


1 
 


3 
 


0 
 


N/A 
 


6/18/2014 
 


N/A 
OB Specialist; Medicaid 


Eligibility Specialist; CCHD for 


SoonerPlan; Tobacco Helpline 
  Notified after receipt of ER roster that eligibility ended 4/28/14  3/20/2014   3/20/2014 6/17/2014 89 59 SPC 6/17/2014 0 0 0 0 0 N/A 4/14/2015 N/A  
          3/24/2014   3/24/2014 6/17/2014 85 4 SPC 6/17/2014 0 0 0 0 0 N/A N/A N/A  
          


3/28/2014 
  


3/28/2014 6/17/2014 81 4 SPC 6/17/2014 0 0 0 0 0 N/A N/A N/A 
 2014 Q1  


  10 3 0 0 13 3 1/7/2014 1/14/2014  


 


2 


7 1/7/2014 6/17/2014 161   
3.00 


SPC 6/17/2014 0 0 0 2 0 N/A 6/17/2014 N/A PCP and Free Clinics for Parent 
          1/8/2014 1/14/2014 6 1/8/2014 6/17/2014 160 1 SPC 6/17/2014 0 0 0 0 0 N/A N/A N/A  
          


1/16/2014 1/30/2014 14 1/16/2014 6/17/2014 152 8 SPC 6/17/2014 0 0 0 0 0 N/A N/A N/A 
 2014 Q1  


  0 3 0 0 3 5 1/11/2014    1/11/2014 6/17/2014 157  
 


 


12.80 


UPC 6/17/2014 0 0 0 0 0 N/A N/A N/A  
  Notified 6/23/2014 that member no longer has a PCP   1/26/2014   1/26/2014 6/17/2014 142 15 UPC 6/17/2014 0 0 0 0 0 N/A N/A N/A  
          2/4/2014   2/4/2014 6/17/2014 133 9 UPC 6/17/2014 0 0 0 0 0 N/A N/A N/A  
          2/27/2014   2/27/2014 6/17/2014 110 23 N/A 6/17/2014 0 0 0 0 0 N/A N/A N/A  
          


3/16/2014 
  


3/16/2014 6/17/2014 93 17 N/A 6/17/2014 0 0 0 0 0 N/A N/A N/A 
 2014 Q1  


  1 2  0 0 3 1/2/2014    1/2/2014 6/17/2014 166  
 


 


16.67 
UPC 6/17/2014 0 0 0 0 0 N/A N/A N/A  


  Notified 6/23/2014 that member had changed PCP    2/20/2014   2/20/2014 6/17/2014 117 49 UPC 6/17/2014 0 0 0 2 0 N/A 6/18/2014 N/A PCP and Member Helpline 
          2/21/2014   2/21/2014 6/17/2014 116 1 UPC 6/17/2014 0 0 0 2 0 N/A 6/18/2014 N/A PCP and Member Helpline 
          


3/29/2014 
  


3/29/2014 6/17/2014 80 36 UPC 6/17/2014 0 0 0 2 0 N/A N/A N/A 
 2014 Q1  


  4 24 7 0 35 5 1/12/2014    1/12/2014 6/17/2014 156  14.80 UPC 6/17/2014 0 0 0 3 0 N/A 8/11/2014 N/A SC Member Helpline 
          2/10/2014   2/10/2014 6/17/2014 127 29 UPC 6/17/2014 0 0 0 3 0 N/A 9/10/2014 N/A PCP and Medicaid Fraud Line 
          2/11/2014   2/11/2014 6/17/2014 126 1 UPC 6/17/2014 0 0 0 3 0 N/A N/A N/A  
          3/22/2014   3/22/2014 6/17/2014 87 39 UPC 6/17/2014 0 0 0 3 0 N/A N/A N/A  
          


3/27/2014 
  


3/27/2014 6/17/2014 82 5 UPC 6/17/2014 0 0 0 3 0 N/A N/A N/A 
 


2014 Q1  
 


 5 17 5 0 27 3 1/14/2014    1/14/2014 6/17/2014 154  
 


 
20.67 


SPC 6/17/2014 1 0 0 1 1 7/8/2014 6/20/2014 6/30/2014 
Grief Support Group; PCP; 


Section 8 Housing contact 
          2/19/2014   2/19/2014 6/17/2014 118 36 SPC 6/17/2014 1 0 0 1 1 7/8/2014 6/20/2014 6/30/2014 


Grief Support Group; PCP; 


Section 8 Housing contact 
          3/17/2014   3/17/2014 6/17/2014 92 26 SPC 6/17/2014 1 0 0 1 1 7/8/2014 6/20/2014 6/30/2014 


Grief Support Group; PCP; 


Section 8 Housing contact 
2014 Q1   1 4 2 0 7 3 1/3/2014 3/17/2014  


 


1 


73 1/3/2014 6/17/2014 165   
15.00 


UPC 6/17/2014 0 0 0 0 0 N/A N/A N/A  
  Notified 6/24/2014 that SC Benefits ended     2/12/2014 3/17/2014 33 2/12/2014 6/17/2014 125 40 UPC 6/17/2014 0 0 0 0 0 N/A N/A N/A  
          


2/17/2014 3/17/2014 28 2/17/2014 6/17/2014 120 5 UPC 6/17/2014 0 0 0 0 0 N/A N/A N/A 
 2014 Q1   0 3 2 0 5 4 1/23/2014  


 


 


 


 


0 


 1/23/2014 6/17/2014 145  
 


 


12.25 
UPC 6/17/2014 0 0 0 0 0 N/A N/A N/A  


  Notified 6/25/2014 that member is no longer with HAN PCP   2/21/2014   2/21/2014 6/17/2014 116 29 UPC 6/17/2014 0 0 0 0 0 N/A N/A N/A  
          3/13/2014   3/13/2014 6/17/2014 96 20 UPC 6/17/2014 0 0 0 0 0 N/A N/A N/A  
          


3/14/2014 
  


3/14/2014 6/17/2014 95 1 UPC 6/17/2014 
 


6/17/2014 


0 0 0 0 0 N/A N/A N/A 
 


 
2014 


 
Q1   


 
 


5 
 


21 
 


3 
 


0 
 


29 
 


4 
 


1/11/2014 
 


1/13/2014 
 


 


 


 


 


 


 


 


 
10 


 
2 


 
1/11/2014 


 
6/17/2014 


 
157  


 


 


 


 


14.75 


 
UPC 


 
2 


 
0 


 
0 


 
0 


 
0 


 
7/9/2014; 8/18/2014 


 
N/A 


 
N/A 


 


 


CCHD Child Guidance 
           


2/1/2014 
 


2/3/2014 
 


2 
 


2/1/2014 
 


6/17/2014 
 


136 
 


21 
 


UPC 
 


6/17/2014 
 


2 
 


0 
 


0 
 


0 
 


0 
 
7/9/2014; 8/18/2014 


 
N/A 


 
N/A 


 


 


CCHD Child Guidance 
           


3/11/2014 
 


3/11/2014 
 


0 
 


3/11/2014 
 


6/17/2014 
 


98 
 


38 
 


UPC 
 


6/17/2014 
 


2 
 


0 
 


0 
 


0 
 


0 
 
7/9/2014; 8/18/2014 


 
N/A 


 
N/A 


 


 


CCHD Child Guidance 
           


3/17/2014 
 


5/9/2014 
 


53 
 


3/17/2014 
 


6/17/2014 
 


92 
 


6 
 


UPC 
 


6/17/2014 
 


2 
 


0 
 


0 
 


0 
 


0 
 
7/9/2014; 8/18/2014 


 
N/A 


 
N/A 


 
 


CCHD Child Guidance 
 


2014 
 


Q1  
 


 
 


3 
 


25 
 


6 
 


0 
 


34 
 


3 
 


1/5/2014 
 


1/6/2014 
 


 


 


 


 


 


 
 


4 


 


1 
 


1/5/2014 
 


6/17/2014 
 


163  
 


 


 
 


14.67 


 


SPC 
 


6/17/2014 
 


0 
 


0 
 


0 
 


2 
 


1 
 


N/A 
8/13/2014; 


5/29/2015 
 


6/17/2014 
Legal Resources; Speech 


Therapy (CCHD); Community 


Development   (Utilities) 
          


 


1/7/2014 
 


2/11/2014 
 


35 
 


1/7/2014 
 


6/17/2014 
 


161 
 


2 
 


SPC 
 


6/17/2014 
 


0 
 


0 
 


0 
 


2 
 


1 
 


N/A 
8/13/2014; 


5/29/2015 
 


6/17/2014 
Legal Resources; Speech 


Therapy (CCHD); Community 


Development   (Utilities) 
          


 


2/18/2014 
 


2/19/2014 
 


1 
 


2/18/2014 
 


6/17/2014 
 


119 
 


42 
 


SPC 
 


6/17/2014 
 


0 
 


0 
 


0 
 


2 
 


1 
 


N/A 
8/13/2014; 


5/29/2015 
 


6/17/2014 
Legal Resources; Speech 


Therapy (CCHD); Community 


Development   (Utilities) 
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Latin-:1 CcmmunityC1nnrfor 


(<:iun1•lin;1: S.CH• lplin •;Prcjnt 


GOALS;.'>( H•lp1in1;Gc d '1 


H•lp in;m: Hdnds  Community 


6/24/2014; Act krn ;W IC;2-1-1; Loca l 
Ch urch;Sa lva tion Army; llirth 


7/8/2014; (h<lia;OH.'> Canw<:irl:.u; 


2014       Ql  4 19 5 0 28 3 2/3/2014 2/3/20 14 6/17/2014 134 UPC 6/17/2014 1 0 0 4 9 7/8/2014 8/11/2014; (at h<i litChuit iu 


Lalin<;1(:;immun      ily(1nnrfor 


Couns1!ing;S.CH1lplina;Proj1c1 


GOALS;SC Helpline;Ge d 's 


H1lp in;1: Hand1  Community 


1333 
6/24/2014; A<li<in;W IC;2  l·l;L<i<a l 


Church;S.. tvali<'ln    Army;llirth 


7/8/2014; Ch-:i ica ; OH.S.Cuew-:irl:.u; 


3/14/2014 3/14/2014 6/17/20 14 95 39 UPC 6/17/2014 1 0 0 4 9 7/8/ 2014 8/11/2014; Cath-:i lkCha rit iu 


Latin-:i CcmmunityCennrfor 


(oun11 ins;S.CH1lplin 1;Prcjnt 


G OALS;.'>( H1lplin1;Gc d ' 


H1lp in;Hands; Community 


6/24/2014; Acti-:in ;W IC;2-l-1;Loca l 
Ch urch;Sa lva tion Army;llirth 


7/8/2014; (hoia;OH.S. Canw<irl:. u; 


3/15/2014 3/15/2014 6/17/2014 94 1 UPC 6/17/2014 1 0 0 4 9 7/8/2014 8/11/2014; (at h<ilit( urit iu 


20141   Ql   I   0 I 27 9   I   0 36 4 1/2/2014 1/2/2014 6/17/2014 166 UPC 6/17/2014 0 0 0 0 0 N/A N/A N/A 


1/5/2014 1/5/2014 6/17/20 14 163 3  
850 UPC 6/17/20 14 0 0 0 0 0 N/A N/A N/A 


2/5/2014 2/ 5/2014 6/17/2014 132 31 UPC 6/17/2014 0 0 0 0 0 N/A N/A N/A I 
3/12/2014 3/12/2014 6/17/20 14 97 35 UPC 6/17/2014 0 0 0 0 0 N/A N/A N/A 


20 14 1   Ql I 1     I 7 1    I   0 9 3 2/28/2014 3/25/2014 25 2/28/2014 6/17/20 14 109 UPC 6/17/20 14 0 0 0 0 0 N/A 


Eligbility end dat e 5/31/2014 3/1/2014 3/25/2014 24 3/1/2014 6/17/2014 108 1 1.0J UPC 6/17/2014 0 0 0 0 0 N/A 


3/3/2014 3/25/2014 4 22 3/3/2014 6/17/20 14 106 2 UPC 6/17/2014 0 0 0 0 0 N/A 


 
 
 


6/23/2014; 7/2/2014; 


Ycuth &.Fam ily Seri11cu; CCHO 


C h il d<iu ida nce; Pa rent in; 


Sem inar;Yu kanSha ring; 


Campau ia nah Ha n dl; 


Cammun ityA<:lici nand 


2014     Ql  9 13 2 0 24 3 1/12/2014 2/5/2014 24 1/12/2014 6/17/2014 156 UPC 6/17/2014 2 0 0 2 5 6/18/2014 7/2/2014 8/20/2014   SalvaiicinArmy 


Yaulh!:.hm ilyS.ri11cu; CCHO 


(hil d <iu ida na; Par•nt inr; 


Sem inar; Yu ken Sharing; 


200 
CampusiananHandl; 


Cammun ityA<:l ici nand 


Sa l11al ianArmy 


Yaulh!:.Fam ilyS.ri11cu;C(H O 


Child<iuida nc1; Pa r1n tin; 


Sem inar; YukanSha ring; 


CampusiananHandl   ; 


CammunityA<:l ici nand 


Sa l11al ianArmy 


 


TabaccaH1 l plin1;2-l-l 


TabaccaH1 lplin 1;2-1- l 


TabaccaH1 l plin1;2-l-l 


Par•n linr;S•m inar 


Pa ren 1ingS1minar 


Paren 1ingS1m ina r 


AHist 1dwi1h r1hrra l1a 


l nlec1iausOinuua1  OU 


Au ist •dwilhr•hrra l  la 


l nlec1iausOinuua1 OU 


AHist 1dwi1h r1hrra l1a 


l  nlec1iausOinuua1  OU 


 


N ot if i ed 6/23/2014 t hct member i sno t onger with CC-1-iA.N PCP 3/10/2014 1/8/2014 3/10/2014 6/17/2014 99 62 24.00 SPC 6/17/2014 0 0 0 0 0 0 0 


3/20/2014 1/13/2014 5 3/20/2014 6/17/2014 89 10 SPC 6/17/2014 0 0 0 0 0 0 0 0 


363 68 36 19.86 124 30 1294 


/!we rage Average 


Time (days) Time (days) 


Between ER Between ER Average 


Total #of       Total ER Total PCP   Vis it-PCP and 1st CM Between ER 


Contacts V i sits V i sits       Vis it Contact Visits 


 
 


1/28/2014 
 


2/5/20 14  
 


8 
 


1/28/2014 
 


6/17/20 14 
 


14 0 
 


16  
 


UPC 
 


6/17/20 14 
 


2 
 


0 
 


0 
 


2 
 


5 
 


6/18/2014 
6/23/2014; 


7/2/2014 
7/2/2014; 


8/20/2014 


                 
 


 


 
6/23/2014; 


 


 


 
7/2/2014; 


3/31/2014 3/31/2014 4 0 3/31/2014 6/17/2014 78 62  
UPC 6/17/2014 2 0 0 2 5 6/18/2014 7/2/2014 8/20/2014 


2014 1 Ql 
 


I 8 I 7 1 I 0 16 3 1/23/2014 1/27/2014 
 


4 1/23/2014 6/17/2014 145 
  


SPC 6/17/2014 0 0 0 1 1 N/A 6/17/2014 8/18/2014 
            


1/24/20 14 1/27/2014 
 


3 1/24/2014 6/17/20 14 144 1 G 67 SPC 6/17/2014 0 0 0 1 1 N/A 6/17/2014 8/ 18/2014 
            


1/25/2014 1/27/2014 2 2 1/25/2014 6/17/20 14 143 1 
 


SPC 6/17/2014 0 0 0 1 1 N/A 6/17/2014 8/18/2014 
20141 Ql 


 
I 5 


 
19 4 


 
4 32 3 1/10/2014 1/14/2014 


 
4 1/10/2014 6/18/2014 159 


  
UPC 6/18/2014 0 0 0 1 0 N/A 7/2/2014 N/A 


            
2/9/2014 4/22/2014 


 
72 2/9/2014 6/18/2014 129 30 22.33 UPC 6/18/2014 0 0 0 1 0 N/A 7/2/2014 N/A 


            
3/18/2014 4/22/2014 2 35 3/18/2014 6/18/2014 92 37 


 
UPC 6/18/2014 0 0 0 1 0 N/A 7/2/2014 N/A 


2014  


Ql  


  
 


11  
 


10  


0  
 


0  


21  


3  


2/ 13/2014  


3/20/2014  
 


35  


2/13/2014  


6/17/2014 124   SPC  


6/17/2014  


0  


0  


1  


0  


0 
 


N/A 
 


N/A 
 


N/A 
            


 


2/ 16/2014  


3/20/2014  
 


32  


2/16/2014  


6/17/2014  


121  


3 1.33 SPC  


6/17/2014  


0  


0  


1  


0  


0 
 


N/A 
 


N/A 
 


N/A 
            


 


2/17/2014  


3/20/2014  


2 
 


31 
 


2/17/2014  


6/17/20 14  


120  


1  
 


SPC  


6/17/20 14  


0  


0  


1  


0  


0 
 


N/A 
 


N/A 
 


N/A 
20141 Ql 


 
I 2 I 0 0 I 0 2 3 1/7/2014 1/7/2014 


 
0 1/7/2014 6/17/2014 161 


  
SPC 6/17/2014 0 0 0 0 0 0 0 0 
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ER Utilization 
April,  May, June 2014 r 


Care Manager Contact s Medical ER Visits Referrals 
2014-Qtr 2 


Telephonic Other Intervention CM 
ND.of 


 
Behav Hlth, 


 
DLN Assist, 


TollHof ND. of ER  ERVlllls   PCPvlllt PCP lime(. ) Other CM Comm. Res., Other CM 
lletweenER Time     A\lerase Other CM 


Member RID   s.-dlll lhuac:ellN   Letll!ll   
FmetD  


Olnmctl   Vlllll (Diiie) (Diiie)   Vlllllln 
PCP 1st CM Time    between  Between 


Behav Hlth Pain t. Specialist Comm.Res.  DLN Assist.   Contact    
Contact dates 


Contact 


Year  Quarter i:.e 
Q2 


ER Date Date (davsl     ER Visits   ER Visits    Type CMI     Int.Date 
Dates Dates


 


2014      Q2  1 0 0 0 1 3 4/16/2014 4/ 16/2014   8/27/2014 133 SPC 8/27/2014 0 0 0 0 0 N/A N /A N/A 


Notified  member's  benefits  ended 8/31/2014 4/25/2014 4/25/2014     8/27/2014 124 9 20.33 SPC 8/27/2014 0 0 0 0 0 N/A N /A N/A 


6/16/2014 6/ 16/2014     8/27/2014 72 52 SPC 8/27/2014 0 0 0 0 0 N/A N /A N/A 


 


 


 


 


 


 


 


 


 


 


 
Member 


offered 


multiple 


behavioral 


health 


referral 


2014      Q2  0 39 21 0 60 6 4/8/2014 4/8/2014     8/27/2014 141 UPC 8/27/2014 16 0 0 0 0 9/13/2014 N /A N/A options 


Member 


offered 


multiple 


behavioral 


health 


referral 


5/14/2014 5/14/2014    8/27/2014 105 36 UPC 8/27/2014 16 0 0 0 0 10/4/2014 N /A N/A opt ions 


Member 


offered 


multiple 


behavioral 


health 


referral 
5/24/2014 5/24/2014    8/27/2014 95 10 UPC 8/27/2014 16 0 0 0 0 10/22/2014 N /A N/A options 


9.67 Member 


offered 


multiple 


behavioral 


health 


referral 


6/5/2014 6/5/2014     8/27/2014 83 12 UPC 8/27/2014 16 0 0 0 0 11/12/2014 N /A N/A opt ions 


Member 


offered 


multiple 


behavioral 


health 


referral 


6/8/2014 6/8/2014     8/27/2014 SJ 3 UPC 8/27/2014 16 0 0 0 0 12/31/2014 N /A N/A options 


Member 


offered 


multiple 


behavioral 


health 


referral 


6/29/2014 6/29/2014   8/27/2014 59 21 UPC 8/27/2014 16 0 0 0 0 12/13/2014 N /A N/A opt ions 


9/14/2014; 


9/15/2014; Member 


10/14/2014; referred to 


10/27; Toba cco 
Helplinex2 


11/26/2014; and t o her 


2014     Q2  5 45 14 0 64 3 4/5/2014 4/5/2014    8/28/2014 145 UPC 8/28/2014 0 0 0 6 0 N/A 1/7/2015 PCPx4 


9/14/2014; 


9/15/2014; Member 


10/14/2014; referred to 


15.00 
10/27; 


Toba cco 
Helplinex2 


11/26/2014; and t o her 


5/19/2014 5/19/2014   8/28/2014 101 44 UPC 8/28/2014 0 0 0 6 0 N/A 1/7/2015 PCPx4 


9/14/2014; 


9/15/2014; Member 


10/14/2014; referred to 


10/27; 
Tobacco 
Helplinex2 


11/26/2014; and to her 


5/20/2014 5/20/2014    8/28/2014 100 1 UPC 8/28/2014 0 0 0 6 0 N/A 1/7/2015 PCPx4 
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2014 Q2   0 1 0 0 1 3 5/27/2014    5/27/2014 8/28/2014 93   
5.33 


UPC 8/28/2014 0 0 0 0 0 N/A N/A N/A  
  Notified last day with CCHAN PCP was 8/26/2014     6/11/2014   6/11/2014 8/28/2014 78 15 UPC 8/28/2014 0 0 0 0 0 N/A N/A N/A  
          6/12/2014   6/12/2014 8/28/2014 77 1 UPC 8/28/2014 0 0 0 0 0 N/A N/A N/A  
 


 


 


 


2014 


 


 


 


 


Q2 


 
 


 


 


 


 


 


 


 


 


 


 


14 


 


 


 


 


38 


 


 


 


 


4 


 


 


 


 


0 


 


 


 


 


56 


 


 


 


 


3 


 


 


 


 


5/11/2014 


    


 


 


 


5/11/2014 


 


 


 


 


8/27/2014 


 


 


 


 


108 


  


 


 


 


 


 


 


 


11.67 


 


 


 


 


SPC 


 


 


 


 


8/27/2014 


 


 


 


 


0 


 


 


 


 


0 


 


 


 


 


0 


 


 


 


 


3 


 


 


 


 


0 


 


 


 


 


N/A 


 


 


8/27/2014; 


9/6/2014; 


10/15/2014 


 


 


 


 


N/A 


Member 


referred to 


Tobacco 


Helpline 


and for flu 


shot X2 


           


 


 


 


6/14/2014 


   


 


 


 


6/14/2014 


 


 


 


 


8/27/2014 


 


 


 


 


74 


 


 


 


 


34 


 


 


 


 


SPC 


 


 


 


 


8/27/2014 


 


 


 


 


0 


 


 


 


 


0 


 


 


 


 


0 


 


 


 


 


3 


 


 


 


 


0 


 


 


 


 


N/A 


 


 


8/27/2014; 


9/6/2014; 


10/15/2014 


 


 


 


 


N/A 


Member 


referred to 


Tobacco 


Helpline 


and for flu 


shot X2 


           


 


 


 


6/15/2014 


   


 


 


 


6/15/2014 


 


 


 


 


8/27/2014 


 


 


 


 


73 


 


 


 


 


1 


 


 


 


 


SPC 


 


 


 


 


8/27/2014 


 


 


 


 


0 


 


 


 


 


0 


 


 


 


 


0 


 


 


 


 


3 


 


 


 


 


0 


 


 


 


 


N/A 


 


 


8/27/2014; 


9/6/2014; 


10/15/2014 


 


 


 


 


N/A 


Member 


referred to 


Tobacco 


Helpline 


and for flu 


shot X2 
2014 Q2  


 


  0 2 0 0 2 3 4/28/2014 5/13/2014  


 


1 


15 4/28/2014 8/28/2014 122   
1.00 


UPC 8/28/2014 0 0 0 0 0 N/A N/A N/A  
  Notified 9/4/2014 member was no longer with CCHAN PCP    4/30/2014 5/13/2014 13 4/30/2014 8/28/2014 120 2 UPC 8/28/2014 0 0 0 0 0 N/A N/A N/A  
          5/1/2014 5/13/2014 12 5/1/2014 8/28/2014 119 1 UPC 8/28/2014 0 0 0 0 0 N/A N/A N/A  
 


 


 


 


2014 


 


 


 


 


Q2 


 
 


 


 


 


 


 


 


 


 


 


 


6 


 


 


 


 


47 


 


 


 


 


13 


 


 


 


 


0 


 


 


 


 


66 


 


 


 


 


3 


 


 


 


 


5/14/2014 


  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
0 


  


 


 


 


5/14/2014 


 


 


 


 


8/28/2014 


 


 


 


 


106 


  


 


 


 


 


 


 


 
4.00 


 


 


 


 


UPC 


 


 


 


 


8/28/2014 


 


 


 


 


0 


 


 


 


 


0 


 


 


 


 


0 


 


 


 


 


3 


 


 


 


 


0 


 


 


 


 


N/A 


 


 


 


 


9/8/2014 


 


 


 


 


N/A 


Parent of 


member 


referred to 


PCP, SC 


Helpline, SC 


website 


           


 


 


 


5/24/2014 


   


 


 


 


5/24/2014 


 


 


 


 


8/28/2014 


 


 


 


 


96 


 


 


 


 


10 


 


 


 


 


UPC 


 


 


 


 


8/28/2014 


 


 


 


 


0 


 


 


 


 


0 


 


 


 


 


0 


 


 


 


 


3 


 


 


 


 


0 


 


 


 


 


N/A 


 


 


 


 


9/8/2014 


 


 


 


 


N/A 


Parent of 


member 


referred to 


PCP, SC 


Helpline, SC 


website 


           


 


 


 


5/26/2014 


   


 


 


 


5/26/2014 


 


 


 


 


8/28/2014 


 


 


 


 


94 


 


 


 


 


2 


 


 


 


 


UPC 


 


 


 


 


8/28/2014 


 


 


 


 


0 


 


 


 


 


0 


 


 


 


 


0 


 


 


 


 


3 


 


 


 


 


0 


 


 


 


 


N/A 


 


 


 


 


9/8/2014 


 


 


 


 


N/A 


Parent of 


member 


referred to 


PCP, SC 


Helpline, SC 


website 
 


 


 


 


2014 


 


 


 


 


Q2 


  


 


 


 


 


 


 


 


 


11 


 


 


 


 


23 


 


 


 


 


8 


 


 


 


 


0 


 


 


 


 


42 


 


 


 


 


3 


 


 


 


 


6/5/2014 


 


 


 


 


6/6/2014 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
3 


 


 


 


 


1 


 


 


 


 


6/5/2014 


 


 


 


 


8/28/2014 


 


 


 


 


84 


  


 


 


 


 


 


 


 


0.33 


 


 


 


 


UPC 


 


 


 


 


8/28/2014 


 


 


 


 


0 


 


 


 


 


0 


 


 


 


 


0 


 


 


 


 


2 


 


 


 


 


0 


 


 


 


 


N/A 


 


 


 
10/20/2014; 


 


 


 


 


N/A 


 
Referred to 
SC Helpline 
(10/20/2104 


) and to PCP 
1/7/2015 1/7/2015) 


           


 


 


 


6/5/2014 


 


 


 


 


6/6/2014 


 


 


 


 


1 


 


 


 


 


6/5/2014 


 


 


 


 


8/28/2014 


 


 


 


 


84 


 


 


 


 


0 


 


 


 


 


UPC 


 


 


 


 


8/28/2014 


 


 


 


 


0 


 


 


 


 


0 


 


 


 


 


0 


 


 


 


 


2 


 


 


 


 


0 


 


 


 


 


N/A 


 


 


 
10/20/2014; 


 


 


 


 


N/A 


 
Referred to 
SC Helpline 
(10/20/2104 


) and to PCP 
1/7/2015 1/7/2015) 


           


 


 


 


6/6/2014 


 


 


 


 


6/6/2014 


 


 


 


 


0 


 


 


 


 


6/6/2014 


 


 


 


 


8/28/2014 


 


 


 


 


83 


 


 


 


 


1 


 


 


 


 


UPC 


 


 


 


 


8/28/2014 


 


 


 


 


0 


 


 


 


 


0 


 


 


 


 


0 


 


 


 


 


2 


 


 


 


 


0 


 


 


 


 


N/A 


 


 


 
10/20/2014; 


 


 


 


 


N/A 


 
Referred to 
SC Helpline 
(10/20/2104 


) and to PCP 
1/7/2015 1/7/2015) 
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Referred to 


multiple 


Behavioral 


Health 


re sources; 


member 


O(was 10/22/2014; refused . 
Was u nder 


being 12/10/2014; care ct 


2014 Q2  0 59 23 l 83 4 4/1/2014 4/1/2014    8/27/2014 148 UPC 8/27/2014 11 seen) 0 0 0 1/2/2015 N/A N/A specialists 


Referred to 


multipl e 


Behavioral 


Hea lt h 


resources; 


member 


O(was 10/22/2014; 
refused 


Was u nder 


being 12/10/2014; care of 


4/2/2014 4/2/2014 8/27/2014 147 l 
2L25 


UPC 8/27/2014 11 seen) 0 0 0 1/2/2015 N/A N/A specialists 


Referred to 


multiple 


Behavioral 


Health 


resources; 


membe r 


O(was 10/22/2014; 
refused


 
Wa s und er 


being 12/ 10/2014; care of 


6/24/2014 6/24/20 14  8/27/2014 64 83 UPC 8/27/2014 11 seen) 0 0 0 1/2/2015 N/A N/A specialists. 


Referred to 


multipl e 


Behavioral 


Hea lt h 


resources; 


member 


O(was 10/22/2014; 
refused 


Was u nder 
being 12/10/2014; 


 


 


 
 


Notified SC benefits ended 8/15/2014 5/9/2014 5/21/2014 12 5/9/2014    8/28/2014 111 9 6.50 UPC 8/28/2014 0 0 0 0 0 N/A N/A N/A 


5/13/2014 5/21/2014 2 8 5/ 13/20 14   8/28/2014 107 4 UPC 8/28/2014 0 0 0 0 0 N/A N/A N/A 


 
Parent of 


member 


re fe rred to 


SC Hel  plin e, 


9/9/2014; for Flu
 


Vaccin e,to 


9/ 15/2014; Med icaid 


2014 Q2  6 45 14 0 65 3 4/9/2014    5/8/2014 29 4/9/2014     8/28/2014 141 SPC 8/28/2014 0 0 0 3 0 N/A 9/23/2014 N/A Fra u d phone 


 
Parent of 


member 


re fe rred to 


16.00 SC Hel plin e, 


9/9/2014; for Flu
 


Vaccin e,ta 


9/ 15/2014; Med icaid 


4/28/2014   5/8/2014 10 4/28/20 14   8/28/2014 122 19 SPC 8/28/2014 0 0 0 3 0 N/A 9/23/2014 N/A Fraud phone 


 
Parent of 


membe r 


re fe rred to 


SC Helpline, 


9/9/2014; for Flu
 


Vaccin e,ta 


9/15/2014; Med icaid 


5/27/2014  8/4/2014 l 69 5/27/20 14    8/28/2014 93 29 SPC 8/28/2014 0 0 0 3 0 N/A 9/23/2014 N/A Fraud phone 


440 39 7 14.17 


Average 


Average Time 


Time (days) (days) Average 
Total# of   Total ER Total PCP 


Between ER Between Between 
Contacts    Visits  Visits 


Visit-PO> ER and ERVisits 


Visit lst CM 


Contact - 


      
care of 


N/A N/A specialists 


N/A N/A 


N/A N/A 


N/A N/A 


N/A N/A 


         6/25/2014   6/25/20 14 8/27/2014 63 l  UPC 8/27/2014 11 seen) 0 0 0 1/2/2015 
2014 Q2 


 
0 0 0 0 0 3 4/30/2014   4/30/2014     N/A 1/0/1900 0 0 0 0 0 N/A 


  No longer with CCHAN PCP as of 7/22/20 14     6/25/2014   6/25/20 14   56 19.00 N/A 1/0/1900 0 0 0 0 0 N/A 
         6/26/2014   6/26/20 14   l  N/A 1/0/1900 0 0 0 0 0 N/A 


2014 Q2 
 


0 2 0 0 0 2 4/30/2014 4/30/2014  0 4/30/2014 8/28/2014 120   UPC 8/28/2014 0 0 0 0 0 N/A 
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   ER 


Utilization 


2014-Qtr 3 


July, August, September 2014                      
   Care Manager Contacts Medical ER Visits   Referrals  
   Telephonic Other      Time(days)B    Time Average Intervention CM Behav Hlth, Comm.Res.,     


DLN Assist., Other
  


 
Year 


 
Quarter  Member RID Success 


ful 
Unsuccess 


ful Letters Face to 


Face 
Total # of 
Contacts 


No. of 
ER Visits ER Visits 


(Date) 
 
PCP visit (Date) 


No. of PCP 
Visits in Q3 etween ER- 


PCP 
 


ER Date 
 
1st CM Date 


Time 


(days) 
between 


ER Visits 
Between 


ER Visits 
 


Type CMI 
 


Int. Date 
Behav 


Hlth 
Pain 


Mgmt. 
 
Specialist 


Comm. 


Res. 
DLN 


Assist. 
Other CM Other CM 


CM Contact Dates 
Contact Dates     Contact Dates 


 


 
 
 
 
 
 
 
 
 
 
 


2014 


 
 
 
 
 
 
 
 
 
 
 


Q3 


 
 


 


 
 
 
 
 
 
 
 
 
 


 


 


 
 
 
 
 
 
 
 
 
 
 


2 


 
 
 
 
 
 
 
 
 
 
 


1 


 
 
 
 
 
 
 
 
 
 
 


0 


 
 
 
 
 
 
 
 
 
 
 


0 


 
 
 
 
 
 
 
 
 
 
 


3 


 
 
 
 
 
 
 
 
 
 
 


3 


 
 
 
 
 
 


8/11/2014 


    
 
 
 
 
 


8/11/2014 


 
 
 
 
 
 
 
 
 
 
 


1/14/2015 


 
 
 
 
 
 
 
 
 
 
 


156 


  
 
 
 
 
 
 


 
16.33 


 
 
 
 
 
 
 
 
 
 
 


SPC 


 
 
 
 
 
 
 
 
 
 
 


1/14/2015 


 
 
 
 
 
 
 
 
 
 
 


1 


 
 
 
 
 
 
 
 
 
 
 


0 


 
 
 
 
 
 
 
 
 
 
 


0 


 
 
 
 
 
 
 
 
 
 
 


3 


 
 
 
 
 
 
 
 
 
 
 


0 


 
 
 
 
 
 
 
 
 
 
 


1/19/2015 


 
 
 
 
 
 
 
 
 


 
1/14/2015; 


1/19/2015 


 
 
 
 
 
 
 
 
 
 
 


N/A 


 
Member 


referred to 


Red Rock 


BHS on 


1/19/2015 


and to SC 


Helpline 


and Tobacco 


Helpline on 


1/14/2015, 


again to 


Tobacco 


Helpline on 


1/19/22015 


   
Notified 1/22/2015 member no longer with CCHAN PCP   9/15/2014   9/15/2014  


1/14/2015 
 


121 
 


35 
 


SPC 
 
1/14/2015 


 
1 


 
0 


 
0 


 
3 


 
0 


 
1/19/2015 


1/14/2015; 


1/19/2015 
 


N/A  


          9/29/2014   9/29/2014  
1/14/2015 


 
107 


 
14 


 
SPC 


 
1/14/2015 


 
1 


 
0 


 
0 


 
3 


 
0 


 
1/19/2015 


1/14/2015; 


1/19/2015 
 


N/A  


 
 
 
 
 
 


 
2014 


 
 
 
 
 
 


 
Q3 


 
 


 


 
 
 
 
 
 


 


 


 
 
 
 
 
 


 
1 


 
 
 
 
 
 


 
0 


 
 
 
 
 
 


 
0 


 
 
 
 
 
 


 
0 


 
 
 
 
 
 


 
1 


 
 
 
 
 
 


 
9 


 
 
 


7/24/2014 


    
 
 


7/24/2014 


 
 
 
 
 
 


 
1/13/2015 


 
 
 
 
 
 


 
173 


  
 
 
 
 
 
 


 
2.11 


 
 
 
 
 
 


 
SPC 


 
 
 
 
 
 


 
1/13/2015 


 
 
 
 
 
 


 
*0 


 
 
 
 
 
 


 
0 


 
 
 
 
 
 


 
0 


 
 
 
 
 
 


 
0 


 
 
 
 
 
 


 
0 


 
 
 
 
 
 


 
N/A 


 
 
 
 
 
 


 
N/A 


 
 
 
 
 
 


 
N/A 


Note: 


multiple 


behavioral 


health and 


community 


resources 


were 


previously 


offered to 


member 


  Notifiedthat as of 12/22/2014 that member was no longer with CCHAN PCP 7/25/2014   7/25/2014 1/13/2015 172 1 SPC 1/13/2015 0 0 0 0 0 N/A N/A N/A  
          7/27/2014   7/27/2014 1/13/2015 170 2 SPC 1/13/2015 0 0 0 0 0 N/A N/A N/A  
          7/28/2014   7/28/2014 1/13/2015 169 1 SPC 1/13/2015 0 0 0 0 0 N/A N/A N/A  
          7/31/2014   7/31/2014 1/13/2015 166 3 SPC 1/13/2015 0 0 0 0 0 N/A N/A N/A  
          8/5/2014   8/5/2014 1/13/2015 161 5 SPC 1/13/2015 0 0 0 0 0 N/A N/A N/A  
          8/6/2014   8/6/2014 1/13/2015 160 1 SPC 1/13/2015 0 0 0 0 0 N/A N/A N/A  
          8/10/2014   8/10/2014 1/13/2015 156 4 SPC 1/13/2015 0 0 0 0 0 N/A N/A N/A  
          8/12/2014   8/12/2014 1/13/2015 154 2 SPC 1/13/2015 0 0 0 0 0 N/A N/A N/A  
 
 
 
 
 


2014 


 
 
 
 
 


Q3 


 
 


 


 
 
 
 


 


 


 
 
 
 
 


7 


 
 
 
 
 


2 


 
 
 
 
 


0 


 
 
 
 
 


0 


 
 
 
 
 


9 


 
 
 
 
 


4 


 
 
 


7/2/2014 


    
 
 


7/2/2014 


 
 
 
 
 


1/13/2015 


 
 
 
 
 


195 


  
 
 
 
 


 
18.75 


 
 
 
 
 


SPC 


 
 
 
 
 


1/13/2015 


 
 
 
 
 


0 


 
 
 
 
 


0 


 
 
 
 
 


0 


 
 
 
 
 


2 


 
 
 
 
 


0 


 
 
 
 
 


N/A 


 
 
 
 


1/13/2015; 


1/10/2015 


 
 
 
 
 


N/A 


Member 


referred to 


DHS 


Caseworker 


(1/13/15) 


and to 


SoonerPlan 


(1/19/15) 


          7/9/2014   7/9/2014  
1/13/2015 


 
188 


 
7 


 
SPC 


 
1/13/2015 


 
0 


 
0 


 
0 


 
2 


 
0 


 
N/A 


1/13/2015; 


1/10/2015 
 


N/A  


          9/2/2014   9/2/2014  
1/13/2015 


 
133 


 
55 


 
SPC 


 
1/13/2015 


 
0 


 
0 


 
0 


 
2 


 
0 


 
N/A 


1/13/2015; 


1/10/2015 
 


N/A  


          9/15/2014   9/15/2014  
1/13/2015 


 
120 


 
13 


 
SPC 


 
1/13/2015 


 
0 


 
0 


 
0 


 
2 


 
0 


 
N/A 


1/13/2015; 


1/10/2015 
 


N/A  


 
 
 


 
2014 


 
 
 


 
Q3 


 
 


 


 
 
 


 


 
 
 


 
5 


 
 
 


 
7 


 
 
 


 
1 


 
 
 


 
0 


 
 
 


 
13 


 
 
 


 
3 


 


 
7/22/2014 


 
 
 


 
7/22/2014 


  
 
 


 
0 


 


 
7/22/2014 


 
 
 


 
1/13/2015 


 
 
 


 
175 


  
 


 
22.67 


 
 
 
 


UPC 


 
 
 
 
1/13/2015 


 
 
 
 


1 


 
 
 
 


0 


 
 
 
 


0 


 
 
 
 


0 


 
 
 
 


0 


 
 
 
 


2/2/2015 


 
 
 
 


N/A 


 
 
 
 


N/A 


 
Member 


referred to 


behavioral 


health 


professional 


          9/25/2014 10/1/2014 6 9/25/2014 1/13/2015 110 65 UPC 1/13/2015 1 0 0 0 0 2/2/2015 N/A N/A  
          9/28/2014 12/30/2014 93 9/28/2014 1/13/2015 107 3 UPC 1/13/2015 1 0 0 0 0 2/2/2015 N/A N/A  
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7/9/2014 7/9/2014 


2014 03  0 5 5 l 11 9 l/12/2015 187 Face to Face l/12/ 2015 l 0 0 0 0 1/12/2015 N/A N/A 


7/10/2014 7/ 10/2014   l/12/2015 186 l Face to Face l/12/ 2015 l 0 0 0 0 1/12/2015 N/A N/A 


7/23/2014 7/23/2014     l/12/2015 173 13 Face to Face l/12/2015 1 0 0 0 0 1/12/2015 N/A N/A 


7/23/2014 7/23/2014     l/12/2015 173 0 8.56 Face to Face l/12/2015 1 0 0 0 0 1/12/2015 N/A N/A 


7/24/2014 7/24/2014   l/12/2015 172 l Face to Face l/12/ 2015 l 0 0 0 0 1/12/2015 N/A N/A 


8/13/2014 8/ 13/2014   l/12/2015 152 20 Face to Face l/12/ 2015 l 0 0 0 0 1/12/2015 N/A N/A 


9/22/2014 9/22/2014   l/12/2015 112 40 Face to Face l/12/ 2015 l 0 0 0 0 1/12/2015 N/A N/A 


9/23/2014 9/23/2014     l/12/2015 111 l Face to Face l/12/2015 1 0 0 0 0 1/12/2015 N/A N/A 


9/24/2014 9/24/2014  l/12/2015 110 l Face to Face l/12/ 2015 l 0 0 0 0 1/12/2015 N/A N/A 


 
 
 
 
 
 


8/8/2014 8/8/2014 


12/9/2014; 


12/22/2014; 


12/6/2014; l/15/2015; 


2014 03  12 1 1 l 15 3 8/21/2014 13 12/1/2014 115 U P C 12/1/20 14 2 0 0 l 4 12/9/2015 12/9/2015 2/ 2/2015 


 


 


 


 


 
 


9/4/2014 9/4/2014 12.00 


12/9/2014; 


12/22/2014; 


12/6/2014; l/15/2015; 


9/25/2015 386 12/1/2014 88 27 U P C 12/1/20 14 2 0 0 l 4 12/9/2015 12/9/2015 2/ 2/2015 


 


 


 


 


 
 


9/13/2014 9/13/2014 


12/9/2014; 


12/22/2014; 


12/6/2014; l/15/2015; 


9/25/2014 4 12 12/1/2014 79 9 U P C 12/1/20 14 2 0 0 l 4 12/9/2015 12/9/2015 2/ 2/2015 


7/22/2014 7/22/2014 
12/8/2014;


 


2014 03  3 26 7 0 36 3 12/1/2014 132 UPC 12/1/2014 0 0 0 2 0 N/A 12/17/2014 N/A 


8/24/2014 8/24/2014 11.33 
12/8/2014;


 


12/1/2014 99 33 U P C 12/1/20 14 0 0 0 2 0 N/A 12/17/2014 N/A 


 


Mtm b t rrdt rn d 


tobt h !!Vi oral 


he alth 


p rofe ssional 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


P., re nt re ferred to 


Latin oCente r for 


Coun se!in i'. a nd to 


PCP for after hours 


conta ct in fo on 


12/9/2014  and 


12/16/2014; to 


DH S for food 


stam ps on 


12/9/2014, 


1/15/20 15, a nd 


2/2/2015; toWlC 


on l2/22/2014 


P., re nt re ferred to 


Latin oCente r for 


Coun se!in i'. a nd to 


PCP for after hours 


conta ct in fo on 


12/9/2014  and 


12/16/2014; to 


DH S for food 


stam ps on 


12/9/2014, 


1/15/20 15, a nd 


2/2/2015; toWlC 


on l2/22/2014 


P., re nt re ferred to 


Latin oCente r for 


Coun se!in i'. a nd to 


PCP for after hours 


conta ct in fo on 


12/9/2014  and 


12/16/2014; to 


DH S for food 


sta m ps on 


12/9/2014, 


1/15/20 15, a nd 


2/2/2015; toWlC 


on l2/22/2014 


Pa re nt re ferred to 


SC Helplin e a nd to 


P CP 


Pa rent re ferre d to 


SC H elplin e and to 


P CP 


Pa re nt ref erred to 


t t t t 8/25/2014 8/25/2014 
12/8/2014;


 
0 12/1/2014 98 l UPC 12/1/20 14 0 0 0 2 0 N/A 12/17/2014 N/A 


 


SC Helplin e a nd to 


PCP 
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8/7/2014 8/7/2014 
2014 Q3  13 3 l(text) 0 17 3 9/4/2014 28 12/2/2014 117 SPC 12/2/20 14 0 0 0 l 0 N/A 12/2/2014 N/A 


 
8/31/2014 8/31/2014 14.67 


9/4/2014 4 12/2/2014 93 24 SPC 12/2/20 14 0 0 0 l 0 N/A 12/2/2014 N/A 


 
 


Pa rent re ferre d to 


PCP aft er-hours 


contact 


Pa rent re ferre d to 


PCP aft er-hours 


contact 


t t t 
 


9/20/2014 
 


10/21/2014 


 


4 31 


 


9/20/2014 
 


12/2/2014 73 


 


20 SPC 


 


12/2/ 2014 0 0 0 l 0 


 


 


N/A 


 


12/2/2014 


 


 


N/A 


PO!lren t referred to 


PCP after-hours 


contact 


Pa rent re ferre d to 


PCP aft er-hours 


contact  on 


1/13/2015 and 


7/16/2014 7/ 16/2014  


1/13/2 015; 


1/27/20 15;to 2-1- 


1and Infant Cris es 


Cent er on 


2014 Q3  6 4 0 0 10 3 8/  19/2014 34 1/13/2015 181 SPC 1/13/2015 0 0 0 2 2 1/27/2015 2/19/2015 
 


 


 


8/11/2014 8/ 11/2014 9.00 
 


1/13/2 015; 


8/19/2014 8 1/13/2015 155 26 SPC 1/13/2015 1/27/20 15 2/19/2015 


 


 


 


8/12/2014 8/ 12/2014 


1/ 13/2015; 


8/ 19/2014 2 7 1/13/2015 154 l SPC 1/13/2015 1/27/2015 2/19/2015 


115 40 10 51.83 141.33 12.82 


Average 


Average Time 


Time (daysl (daysl Average 


2 /19/2015 


P;?iren t rderred to 


PCP after-hours 


contact on 


1/13/2015  and 


1/27/2015;to 2-1- 


1and I nfan t Crises 


Cent er on 


2/19/20 15 


Parent referred to 


P CP after-hours 


contact on 


1/13/2015 and 


1/27/2015; to 2-1- 


1a nd Infant Cris es 


Center on 


2/19/20 15 


Total #of    Total ER Total PCP Between ER Between Between 
Contacts Visits Visits 


Visit-PCP ER and ER Visits 


Visit lst CM 


Contact 
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ER October,  November,  December 2014 
2014-Q.tr4 ,_Tel.e p-honic · Othe


·
r


-- Totll•af No.of ER 
No.of PCP Dn•(lllVll TIme Average Intervention CM Beha v Hlth,       Comm.Res.• DL N Assist., 


Utilization Care  Mana ize rContacts Medical ER Visits Referrals 


CllnlllCIS   Vllltl ERVllltl PCPvlllt Vllltlln  lllltwean ER TIme      between    Between """av Pain c:omm. IJLN Other CM Other CM Other CM 


Year Quarter 
Member RID    ful N Lllttlln F- In.ta! In.ta! CM PCP ER Date 1st CM Date   (davsl   ER Visits   E R Visits  Type CMI Int.Date Hlth Mgmt.  Specialist Res. Assist. Contact Contact Dates  Contact Da tes 


Rtftrrt d 


(x2)toRtd 


2 0 0 2 0 
12/30/14; 12/31/  14; R ock BH S 


12/31/14 1/1/15 
N/A and to


 


2014 Q4  5 3 1 0 


 


Member referred bck to OHCA CM (Chronic Care) staff in 1/15 


t
 1 


 
 


2 0 0 2 0 


 


2 0 0 2 0 


 


2 0 0 2 0 


 
 


12/30/14; 12/31/ 14; 


12/31/ 14 1/1/15 


12/30/14; 12/31/ 14; 


12/31/ 14 1/1/15 


12/30/ 14; 12/31/ 14; 


12/31/ 14 1/1/15 


 


 


N/A 


N/A 


N/A 


SoontrRidt 


(x2) 


2 0 0 2 0 
12/30/  14; 12/31/  14; 


N/A
 


12/31/ 14 1/1/15 


4/27/15; 
Multiplt 


4/15/15; rtftrral s to 


3 0 0 9 7 4/28/15;     
4/28/15; 5/4/15; 4/27/ 15; BH,fur DLN, 


5/21/15; 4/28/15; 5/4/ 15 forothtr 


5/19/15 
5/27/15 


Commun ity 


2014 Q4  8 26 9 2 45 3 10/18/2014 10/ 18/2014    2/25/2015 130 SPC 2/25/20 15 re sou n::e s 


4/27/15; 
Multiple 


4/15/15; rtferral s to 
4/28/15; 5/4/15; 4/27/ 15; BH,furDLN, 


2.00 3 0 0 9 7 4/28/15; 5/21/15; 4/28/15; 5/4/ 15 for other 


5/ 19/15 
5/27/15 


Community 


10/19/2014 10/ 19/20 14    2/25/2015 129 1 5PC 2/25/20 15 resoun::e s 


4/27/15; 
Multiple 


4/15/15; referral s to 
4/28/15;  5/4/15; 4/27/ 15; BH , furDLN, 


3 0 0 9 7 4/28/15; 
5/21/15; 4/28/15; 5/4/15  for othe r 


5/19/15 
5/27/15 


Community 


10/24/2014 0 10/24/20 14   2/25/2015 124 5 SPC 2/25/20 15 resoun::e s 


Multiple 


3/11/15;      4/6/15; 4/15/15; 
re ferral s to


 
4/6/15; 4/15/15; BH,fur DLN, 


3 0 0 13 4 4/16/15; 4/29/15; 
5/27/15 


for otht r 


5/27/15      5/27/ 15; 6/1/15 Comm un ity 


2014 Q4  4 40 10 0 54 8 10/4/2014 11/7/2014 34 10/4/20 14    2/25/2015 144 UPC 2/25/20 15 Rt sources 


 


3/11/15;    4/6/15; 4/15/15; 
 
4/6/15; 4/15/15; 


 


10/6/2014 11/7/2014 32 10/6/20 14    2/25/2015 142 2 UPC 2/25/20 15 


3 0 0 13 4 4/16/15; 4/29/15; 
5/27/ 15


 
5/27/15      5/27/ 15; 6/1/15 


 


3/11/15;    4/6/15; 4/15/15; 


3 0 0 13 4 4/16/15; 4/29/15; 


 
4/6/15; 4/15/15; 


 
10/23/2014 11/7/2014 15 10/23/ 2014  2/25/2015 125 17 UPC 2/25/20 15 


5/27/15      5/27/ 15; 6/1/15 
5/27/15


 


 


3/11/ 15;     4/6/15; 4/15/15; 
3 0 0 13 4 4/16/15; 4/29/15; 


 


4/6/15; 4/15/15; 


 
10/28/2014 11/7/2014 10 10/28/20 14   2/25/2015 120 5 8.38 UPC 2/25/20 15 


5/27/15      5/27/ 15; 6/1/15 
5/27/15


 


 
3/11/15;      4/6/15; 4/15/15;  


4/6/15; 4/15/15;
 


3 0 0 13 4 4/16/15; 4/29/15; 


11/23/2014 12/5/2014 12 11/23/20 14  2/25/2015 94 26 UPC 2/25/20 15 
5/27/15      5/27/ 15; 6/1/15


 


3/11/15;    4/6/15; 4/15/15; 


3 0 0 13 4 4/16/15; 4/29/15; 


5/27/15 
 


 


4/6/15; 4/15/15; 


 


12/2/2014 12/5/2014 3 12/2/20 14  2/25/2015 85 9 UPC 2/25/20 15 
5/27/15      5/27/ 15; 6/1/15 


5/27/15
 


 


3/11/15;    4/6/15; 4/15/15; 
 
4/6/15; 4/15/15; 


 


12/7/20 14 1/13/2015 37 12/7/ 2014    2/25/2015 80 5 UPC 2/25/20 15 


3 0 0 13 4 4/16/15; 4/29/15; 
5/27/15


 
5/27/15      5/27/ 15; 6/1/15 
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2


/


1


0


9 5 11/7/2014 11/ 13/2014 
 


6 11/7/20 14 12/30/2014 53 
  


SPC 12/30/2014 


   
11/22/2014 


 
11/25/2014  


 
3 


 
11/22/20 14 12/30/2014 


 
38 


 
15 


 


10 
 


SPC 
 


12/30/2014 


  11/23/2014 11/25/2014  2 11/23/ 2014  12/30/2014 37 1  5PC 12/30/2014 


   
12/23/2014 


 
12/29/2014  


 
6 


 
12/23/20 14 12/30/2014 


 
7 


 
30   


SPC 
 


12/30/2014 
   


12/27/2014 
 


12/29/2014 
 


7 
 


2 
 


12/27/20 14 12/30/2014 
 


3 
 


4   
SPC 


 
12/30/2014 
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/20 14 1/13/2015 3 34 12/ 10/20 14   2/25/2015 77 3 UPC 2/25/20 15  


3/11/15;    4/6/15; 4/15/15; 


3 0 0 13 4 4/16/15; 4/29/15; 


5/27/15      5/27/ 15; 6/1/15 


 


4/6/15; 4/15/15; 


5/27/ 15 
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::.;tin e 


 
3// 11/ 15; 


3/17/15; 


5/18/2015 


 
 


N /A N/A 'H"i!l'pl1ne 


2014     04  30 45 11/2/2014 3/19/2015 137 11/2/20 14 2/25/2015 115 l-U P C'--+--2''/=25'-"-2''0-"5''--+-- -+- -+----+---+-- -+- ---+-----+------itor f/u care 


 


 


 
 


11/23/2014 3/19/2015 


 


 


 
 


116 11/ 23/20 14  2/25/2015 94 21 


 
 


11.00 


3//11/15; 


3/17/15; 


5/ 18/2015 
 


 
3//11/15; 


 
 


N/A N/A 


 


 


 


 


 


 


 
Cwe att• 


3/ 17/ 15; 


5/ 18/2015 


N /A N/A 'H"•l'plm• 


1--.- ..---..- -,- -. -. -r ..- -,. -+---=12/5/ 20 14+---'/19/ 2015+--"-+- 10;4;.;.,+---=12/5"2: 0 14+-2/ 2 5120 15"--1 82---+-12:....-+ -+ UPC:;_-+--2"'/25/2015-+ -+- +- +- -+ -+- +- 1-- fu·ffu.rl! 


 
2014     04 


 
 4 10/23/2014   11/11/2014 


 
19 10/ 23/20 14 2/25/2015 


 
125 


 


SPC 2/25/2015 :: ; N/A N/A 11  11n e 


t- -t- t- -t- -t- -t- t--t 3/3/2_0_1_5, -t- N /A +- N/-A ---1:; red"2 


 
Last day with CCHAN PCP wa s 3/ 10/2015 


 
10/24/ 2014      11/11/2014 


 


 


10/30/2014    11/11/2014 


 


11/ 16/2014     11/11/2014 
 


 
11/ 16/ 2014    11/11/2014 


 


18 10/24/2014 2/2 5/2015 


 


12 10/30/ 20 14   2/25/2015 
 


-5 11/ 16/2014   2/25/20 15 


 


-5 11/ 16/2014   2/25/20 15 


 


124 


 


118 
 


101 17 


 


101 


 


 


 


 


 


 
 


5.50 


 
t--s_P_c_+- 2_,_'2-5_,_ 2'0-1-5t-- -T- --t- ---t---t--   -t--3/_l0__/2_0_5---i- ----T- ------lH •l p1m• 


3/3/2015; N/A N/A 


t-.-s._P.- _+-.2-'/=25'-"-2''0-"5'' -t - -t - --t- ---t---+--  -+-3-/'- 10_'/2_0_5---i- ----+- -----i H•l p t1n e 


3/3/2015; N/A N/A to K 


l-.-s._P-' -+--2'"/-25:/:-c2cc0_1=5:_+-- -+- -+----+---+-- -+-3-/'- 10/'_2_0_1--j-----+- -----l Hel p11n e 


3/3/2015; N/A N/A 


1-s_P_c_+-_2_,_25_,__2_01_5 t-- -t - --1----t---t-- -t--3/_1_01_2_0_5---i- ----t - ------1H •1p 1m.. 


 
11/30/2014    11/11/2014 


 


12/4/ 2014 12/4/2014 


 
-19 11/30/ 20 14  2/25/2015 87 14 


 


12/4/20 14   2/2 5/2015 83 4 


 


SPC 2/25/2015 :: ; N/A N/A 11  11n e 


1---f--  --t-- -f-- --1----t---t--  -f-- ---+-----+------i R•fl!rt•d"2 


3/3/2015; N/A N/A 


t--s_P_c_+--2''/-'2-5_,_-2'--0--5t-- -t - --t- ---+---t-- -t--3/_1_01_2_0_5---i- ----t - ------lH •l ptm • 


 
12/6/2014   12/30/2014 24 12/6/20 14  2/25/2015 81 SPC 2/25/2015 :: ; N /A N/A 


1-.- ..---..- -,- -. -, -r -r- -,. -+---=-...---.+--=.,_..,...--.+- +---  -t--=...,....--+...-..-=-==--t----...---it-..--+ -+"--"---+-""'"'-=.  -=-+ -t- t- +-  -+ -t- t- t- ---1efarr11dto 


multi pl e 


 


 


2014     04 


 


 


 


 


 


12 22 4 38 11/8/2014 1/13/20 15 


 


 


66 11/8/ 20 14  2/25/2015 


 


 


 
109 


 


 


UPC 


 


 
2/25/2015 4/15/205 7/6/2015 


N/A 
 


 


 


comm.1m1ty 


 
 


7.00 


1---T- --t-- -T- --t- ---+---t-- -T- ---+-----+------ieferredto 
3/2/2015; 3/2/2015 multi ple 


3} 222   111   ; 3  2   0011 ; N /A =: t 1:r: 
community 


11/ 12/ 2014 1/13/2015 62 11/ 12/20 14   2/25/2015 105 4 UPC 2/25/2015 4/15/205 7/6/2015 
 


3/2/2015, 3/2/2015 


3/25/20 15; 3/10/2015; 


4/2/2015, 6/2/20 15, 


 


 


 
N/A 


 
 


P'l.,f.,rt.,dtc 


multi ple 


behavior a t 


healt h and 


community 


11/29/ 2014 1/ 13/2015 45 11/29/20 14  2/25/20 15 88 17 U PC 2/25/2015 4/15/205 7/6/2015 


 


 


 


 


 
 


2014     Q4 


 


 


 


 


 
 


 


 


 


 


 
 


15 10/19/20 14 


 


 


 


 


 
 


10/ 19/2014  2/25/20 15 


 


 


 


 


 
 


129 


 


 


 


 


 
 


U PC 2/25/2015 


 
 


2/27/2015; 


3/4/2015, 


3/13/2015 


 


 


 
N/A 


 


 


 
N/A 


 


mult i pl" 


b"'h•v1cr • I 


h1ultn 


 
a ndtc pam 


 
 


2/27/2015; 


3/4/2015, 


 


 


 
N/A N/A 


 


mult i pl" 


b"'h•v1cr • I 


h1ultn 


 


Last day with CCHAN PCP wa s 3/23/2015 


 


11/ 16/2014 


 
 


11/ 16/2014  2/25/20 15 


 
 


101 28 


 


U PC 2/25/2015 


3/13/2015 a ndtc pam 


 
 


2/27/2015; 


3/4/2015, 


 


 


 
N/A N/A 


 


mult i pl" 


b"'h•v1cr • I 


h1ultn 


 


11/ 16/2014 


 
 


11/ 16/2014  2/25/20 15 


 
 


101 


 


U PC 2/25/2015 


3/13/2015 a ndtc pam 


 
 


2/27/2015; 


3/4/2015, 


 


 


 
N/A N/A 


 


mult i pl" 


b"'h•v1cr • I 


h1ultn 


 


11/ 17/2014 


 
 


11/ 17/2014  2/25/20 15 


 
 


100 


 


U PC 2/25/2015 


3/13/2015 a ndtc pam 


 
 


2/27/2015; 


3/4/2015, 


 


 


 
N/A N/A 


 


mult i pl" 


b"'h•v1cr • I 


h1ultn 


 


12/ 11/2014 


 


12/ 11/2014   2/25/20 15 76 24 


 


U PC 2/25/2015 


3/13/2015 a ndtc pam 


 
 


2/27/2015; 


3/4/2015, 


 


 


 
N/A N/A 


 


mult i pl" 


b"'h•v1cr • I 


h1ultn 


 


12/ 12/2014 


 


12/ 12/20 14  2/25/20 15 75 


 


U PC 2/25/2015 


3/13/2015 a ndtc pam 


3/2/2015; 3/2/2015 
3/25/2015; 3/10/2015; 
4/2/2015, 6/2/2015, 
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2014      04  8 5 3 0 16 3 11/4/2 014 11/4/2 014 0 11/4/2014   2/25/2015 113 UPC 2/25/2015 0 0 0 1 0 3/9/2015 N/A N/A 


Parent declined (additional) care management services on 4/13/2015 11/29/2014 1/20/2015 52 11/29/2014    2/25/2015 88 25 17.67 UPC 2/25/2015 0 0 0 1 0 3/9/2015 N/A N/A 


12/27/20 14 1/20/2015 1 24 12/27/2014   2/25/2015 60 28 UPC 2/25/2015 0 0 0 1 0 3/9/2015 N/A N/A 


2014      04  3 11 6 0 20 5 11/20/2014     12/17/2014 27 11/20/2014   2/25/2015 97 SPC 2/25/2015 0 0 0 0 1 N/A N/A 2/25/2015 


11/26/20 14     12/29/2014 33 11/26/2014   2/25/2015 91 6 SPC 2/25/2015 0 0 0 0 1 N/A N/A 2/25/2015 


 


Referred to 


SCH elp!ine 


Referred to 


SC He lptim 


Referred to 


SC He lptim 


Referred to 


WIC 


Referred to 
WIC 


t t t I I t I I 
t 


 


12/ 16/2014     12/29/2014 13 12/ 16/2014   2/25/2015 71 20 
7.6 


SPC 2/25/2015 
0 0 0 0 1 N/A N/A 2/25/2015


 


12/20/2014     12/29/2014 9 12/20/2014   2/25/2015 67 4 SPC 2/25/2015 0 0 0 0 1 N/A N/A 2/25/2015 


12/28/2014     12/29/2014 2 1 12/28/2014   2/25/2015 59 8 SPC 2/25/2015 0 0 0 0 1 N/A N/A 2/25/2015 


 
Referred to 


WIC 


Referred to 


WIC 


Referred to 


WIC 


2014      04  0 44 15 0 59 3 10/1/2014 10/9/2014 8 10/ 1/2014   2/25/2015 147 UPC 2/25/2015 0 0 0 0 0 N/A N/A N/A 


10/1/2014 10/9/2014 8 10/ 1/2014   2/25/2015 147 0 26.33 UPC 2/25/2015 0 0 0 0 0 N/A N/A N/A 


12/19/2014 3/6/2015 4 77 12/ 19/2014    2/25/2015 68 79 UPC 2/25/2015 0 0 0 0 0 N/A N/A N/A 


2014      04  4 33 10 0 47 3 10/3/2014     10/17/2014 14 10/3/2014   2/25/2015 145 UPC 2/25/2015 0 0 0 0 1 N/A N/A 3/3/2015 


N otified no longer with CCHAN PCP on 5/27/2015 12/30/2014 12/30/2014    2/25/2015 57 88 29.67 UPC 2/25/2015 0 0 0 0 1 N/A N/A 3/3/2015 


I 12/31/2014 1 12/31/2014  2/25/2015 56 1 UPC 2/25/2015 0 0 0 0 1 N/A N/A 3/3/2015 


 
2/25/2015; 


0 0 0 1 4 N/A 2/25/2015 
5/15/2015 


 


 


 


 


 


 
Referred to 


WIC 


Referred to 


WIC 


Referred to 


WIC 


Referred to 


Tobacco 


He lptim; to 


W!C x 2 ;to 


Housing 


2014      04  9 12 1 0 22 3 11/20/2014     11/21/2014 1 11/20/2014   2/25/2015 97 SPC 2/25/2015 


 


 


 
3.67 0 0 0 1 4 N/A 2/25/2015 


 


11/21/20 14     11/21/2014 0 11/21/2014    2/25/2015 96 1 SPC 2/25/2015 


 


 


 


0 0 0 1 4 N/A 2/25/2015 


 


 


 


 
2/25/2015; 


5/15/2015 


 


 


 


 


2/25/2015; 


5/15/2015 


 


 


 
Referred to 


Tob!!cco 


He lpline;to 


W!C x2 ; to 


Housing 


 
 


 
Referred to 


Tobacco 


He lplim;to 


W!C x 2 ;to 


Housing 


12/1/2014    12/18/2014 3 17 12/ 1/2014  2/25/2015 86 10 SPC 2/25/2015 ' 
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Rr;if11rrli!dto 


CCHDChild 


Guida nc'1, 


Rr;id Rock 


BHS,CCHD 


 


 
 


2/25/2015; 


 


 
 


2/25/2015; 


 


Pathologi st; 


OK Family 


1\1Qt1M'.>rk; 


2 0 0 4 1 3/2/2015; 3/2/2015 
3/25/2014 


R11s   tQ 


 
 
 
 
 


 
2014      Q4  15 16 4 0 35 3 11/1/ 2014       12/29/2014 58 11/1/2014     2/25/20 15 116 SPC 2/25/2015 


 


 


 


 


 


 


 
 


 


 


 


 


 


 


 


 


 
2/25/2015; 


3/25/2015 
 


 
 


 


 


 


 


 


 


 


 


 


 
 


 


2/25/2015; 


Progr;a ms, 


and two 


C01"'11munity 


Rr;is oorc 11 s 


fee 


fcod/othli!r 


hOU li!hcld 


good 


R'1fli!rni!d to 


CCHDChild 


Guidanc'1, 


Rr;id Rock 


BHS, CCHD 


 
Pathologi st; 


OK Fami y 


1\1Qt1M'.>rk; 


14.33 2 0 0 4 1 3/2/2015; 3/2/2015 
3/25/2014 


3/25/2015 
 


 


 


 


 


 


12/a,12014     12/29/2014 21 12/8/2014   2/25/20 15 79 37 SPC 2/25/2015 


Rli!st'1 


CarQ 


Pro11:r;a ms, 


and two 


Community 


Rr;isoorG1s 


 
food/oth1H 


household 


good 


R11hirni1d to 


CCHDChild 


Guidanc'1, 


Rr;id Rock 


BHS, CCHD 


 


 


 
2/25/2015; 


 


 
 


2/25/2015; 


 
P':ithologist; 


OK Fa mily 


l\!Qtw:>rk; 


2 0 0 4 1 3/2/2015; 3/2/2015 
3/25/2014 


3/25/2015 


Rli!  tl! 


Ca rl! 


Programs, 


and  two 


C01"'11munity 


R'1SOUf C1H 


 


 


 


12/14/2014   12/29/2014 1 15 12/14/2014  2/25/20 15 73 6 SPC 2/25/2015 


 


 


 


 


 


2014    Q4  12 14 2 0 28 4 11/13/2014      12/ 16/2014 33 11/ 13/2014   2/25/ 2015 104 SPC 2/25/2015 
 


 


 
 


 
11/17/2014      12/16/2014 29 11/ 17/2014    2/25/20 15 1DO 4 SPC 2/25/2015 


11 
 


 


 
 


11/26(2014    12/16/2014 20 11/ 26/2014  2/25/20 15 91 9 SPC 2/25/2015 


 
 


 


 


 
12/27/2014 1/22/2015 3 26 12/27/2014     2/25/2015 60 31 SPC 2/25/2015 


280 33 15 25.63 92.52 14.03 


Average 


Time 


Average (days) 


nme (days) Between 


Between ER ER and Average 


Total # of  Total ER Total PCP Visit-PCP 1st CM Between 


Contacts        Visits Visits      Visit ER Visits 


 


 


 


 


 


 
 


0 0 0 3 0 N/A 
 


 


 
 


 
0 0 0 3 0 N/A 


 


 


 


 


 
0 0 0 3 0 N/A 


 


 


 


 


 
0 0 0 3 0 N/A 


 


 


 


 
 


 
3/9/2015; 


3/23/2015N/A 


 


 
 
 


3/9/2015; 


3/23/2015N/A 


 


 


 
 


3/9/2015; 


3/23/2015N/A 


 


 


 
 


3/9/2015; 


3/23/201SN/A 


 
food/Oth1H 


hous 11hold 


good 


R11f11rni1d to 


SC    lplin11 


x2 and to SC 


E!igibdity 


An;1i1y t :lit 


CCHDx1 


R11f11rr11d to 


SCHl! lplin11 


x2 and to SC 


E!igibdity 


Analyt at 


CCHDx1 


R11f11rn:1d to 


SC f-Jl! lplin 11 


x2  and to SC 


E!i,11:ibi!ity 


An aly t :1t 


CCHDx1 


R11f11rni1d to 


SC    lplin1i! 


x2 and to SC 


Eligibdity 


Analyt  at 


CCHDx1 
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AGGREGATE NUMBERS FOR ER VISITS, Q1 2014-Q4 2014 


(Most recent quarterly data on left of table) 


 
No. members 


with 3 visits in 


Q4 2014:  6 


 


No change from 


previous quarter. 


No. members 


with 3 visits in 


Q3, 2014:  6 


 


40% decrease 


from previous 


quarter. 


No. members 


with 3 visits in 


Q2, 2014:  10 


 


29% decrease 


from previous 


quarter. 


No. members with 


3 visits in Q1, 


2014:  14 


 


Baseline data. 


TOTAL No. for year: 


Members with 3 visits 


in a quarter:  36 


No. members 


with 4-14 visits in 


Q4 2014:  8 


 


167% increase 


from previous 


quarter. 


No. members 


with 4-14 visits 


in Q3, 2014:  3 


 


33% increase 


from previous 


quarter 


No. members 


with 4-14 visits in 


Q2, 2014:  2 


 


71% decrease 


from previous 


quarter 


No. members with 


4-14 visits in Q1, 


2014:  7 


 


Baseline data. 


TOTAL for year: 


Members with 4-14 


visits in a quarter: 


20 


No. members 


with 15 or more 


visits in Q4, 


2014:  0 
 


No change from 


previous quarter 


No. of members 


with 15 or more 


visits in Q3, 


2014:  0 
 


No change from 


previous quarter 


No. of members 


with 15 or more 


visits in Q2, 


2014:  0 
 


No change from 


previous quarter 


No. of members 


with 15 or more 


visits in Q1, 2014: 


0 
 


Baseline data. 


TOTAL for year: 


Members with 15 or 


more visits in a 


quarter: 0 


TOTAL: 14 


ER Users (3-15 


or more visits) 


for Q4 2014 
 


56% increase 


from previous 


quarter 


Total:  9 


ER Users (3-15 


or more visits) 


for Q3 2014 
 


25% decrease 


from previous 


quarter 


Total: 12 


ER Users (3-15 


or more visits) 


for Q2 2014 
 


43% decrease 


from previous 


quarter. 


Total:  21 


ER Users (3-15 or 


more visits) for 


Q1 2014 
 


Baseline data. 


TOTAL:  56 


ER Users (3-15 or 


more visits) for Q1-Q4 


2014 


No. members 


with 2 visits in 


Q4 2014:  65 
 


81 % increase 


from previous 


quarter. 


No. members 


with 2 visits in 


Q3 2014:  36 
 


29% decrease 


from previous 


quarter. 


No. members 


with 2 visits in 


Q2 2014:  51 
 


No change from 


previous quarter. 


No. members with 


2 visits in Q1 


2014:  51 
 


Baseline data. 


TOTAL for year: 


203 


Members with 2 visits 


in a quarter for Q1- 


Q4 2014 


Total No. 


Contacts for Q4 


2014: 467 


Total No. 


Contacts for Q3 


2014:  587 


Total No. 


Contacts for Q2 


2014:  724 


Total No. 


Contacts for Q1 


2014:  675 


TOTAL no. of all 


contacts for past year: 


2,453 
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Annual Report: July 2014 – June 2015 
 
Introduction: 
 
The Oklahoma State University – Center for Health Sciences Health Access Network (OSU HAN) 
was initially implemented in June, 2011 and currently serves more than 15,000 Sooner Care 
Choice Members.  
 
The following positions currently contribute to the function of OSU HAN: 
 
Executive Director/OSU CHSI 
Outside Consultant 
Physician/Clinical Director 
Administrator/ Nurse Case Manager 
Nurse Case Manager 
Director/Health Information Technology 
Medical Informatics Analyst 
Health Information Technology Project Manager 
Membership/Marketing 
CFO 
Financial Reporting Manager 
 
Mission Statement: 
 
The mission of the Oklahoma State University Health Access Network Case Management Program 
is to empower our Members to take control of their health care needs across the care continuum 
by coordinating quality health care services through an appropriate, cost-effective, and timely 
care management plan.  The value of care management will be evidenced by best practices and 
quality outcomes that contribute to the optimal health, function, safety and satisfaction of our 
Members. 
 
Members: 
 
Current OSU HAN Members, June 2015: 15,258 
 
OSU Physicians, Tulsa: 
 OSU Internal Medicine – Houston Center 
 OSU Internal Medicine, Specialty Services – Houston Center 
 OSU Family Medicine – Physicians’ Office Building (POB), Health Care Center, Eastgate 
 OSU OB/GYN – Houston Center, Catholic Charities 
 OSU Pediatrics – Houston Center 
 OSU Surgery – Physicians’ Office Building 
 OSU Children’s Clinic Muskogee- Muskogee 


Case Management Program 
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Overview: 
 
Nurse case managers, utilizing Motivation Interviewing skills; provide outreach, follow-up, health  
education, care coordination and management tools to support self-directed care to Sooner Care  
Members living with complex health care needs as identified by the Oklahoma Health Care Authority  
in the following categories: 
 Women enrolled in the High Risk Pregnancy program 
 Members with high Emergency Room utilization 
 Women enrolled in the Oklahoma Cares Program ( diagnosed with breast/cervical cancer) 
 Members enrolled in the Pharmacy Lock-In Program 
 Members diagnosed with Hemophilia 
 Members with other chronic health conditions referred by the primary care provider or 


other health care professionals 
       
       Additional care management opportunities include: 


 Follow up contacts to Members discharged from OSU Medical Center.  Chart audits utilizing 
EMR; verifying follow up appointments with Provider - to allow for timely follow up within 3-
5 days from hospital discharge and to provide care coordination.  


 Participation in Comprehensive Primary Care (CPC) activities as team member through 
OSU-CHS Family Medicine, Health Care Center. 


 Identification/stratification of Members with chronic health conditions 
       
       Objective: 
 
         OSU HAN is dedicated to ensuring that Sooner Care Members are adequately supported in reaching 
         their optimal health status and receive the best health care services in the most efficient 
         manner.  To accomplish this, the OSU HAN will continue to provide a care coordination system 
         of services; integrating health education, outreach and access to community resources. 
 
        Accomplishments: 


- Dr. William Paiva, Executive Director of CHSI, agreed to take the OSU HAN program under his 
supervision 
 - brought in an interim HAN Director 
- Now have a relationship with First Call as Dr. Paiva and Interim Director have attended a Case 
Management conference 


 
Expansion/Opportunities: 
 
Jan-Feb 2015 
- Expansion efforts made to increase the number of case managers in Health Access Network  
Department 
Mar.-Apr. 2015 
- Case management staff candidate interviews in progress 
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-Continue to participate with HIT efforts in the exploration of disease registry options and 
population health software programs 
May-June 2015 
- Staffing efforts continue- interviews in progress, as case manager candidates have been identified 
-HAN administration positions- appointment/recruitment 
- program overview provided to staff of OSU Centers for Health Systems Innovations- integration of 
claims data analysis proposed to further identify quality and cost improvement initiatives. 
 
 
Case Management – All Populations –Interventions 
 


• At the end of FY 2014, the OSU HAN provided case management services to 507 individual 
Sooner Care Choice members, where as in FY 2013 there was a total of 384 individual 
members managed. This was a 32 % increase from FY 2013 to FY 2014. With the increase of 
case management staff the total cases managed should continue to rise. 


 
 
Below is a population breakdown of the number of individual Sooner Care Choice members that 


have benefited from our case management services in FY 2014. 
 


 
 
 
 
 
 
 
 
 
 
 


Total for Fiscal Year 2015 507


ER Utilizaton


76
61
12


144
149


High Risk Obstetrics
Breast and Cervical Cancer


Hemophilia


Hospital Follow Up
Pharmacy Lock-in 55


OSU HAN Care Management


Misc. 10


Care Management Category Unique Members Served in Fiscal Year 20
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Patient population data indicates a growth in the number of patients case managed from FY 2013 to   
FY 2014. There was a 32% increase in total cases managed from the previous fiscal year. Table and graph 
below provide a visual representation of the total cases managed for FY 2014.  


 
FY 2013 


 


 
 


FY2014 
 


 
 
 


               
 


 
 
 
 


Population Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14
Total cases for the annual 


year in each category
High Risk Obstetrics (HROB) 14 19 10 16 16 19 20 13 9 5 10 9 160
Breast and Cervical Cancer (BCC) 6 6 6 6 5 5 3 4 3 3 4 4 55
Hemophilia (HEMO) 3 3 2 2 2 3 3 3 3 1 1 1 27
Hospital Follow-up 0 0 0 0 0 0 0 0 0 0 0 31 31
Pharmacy Lock-in 3 5 5 5 3 3 3 3 0 4 4 4 42
ER Utilization 0 0 0 10 8 0 8 10 12 5 0 12 65
Misc. (Other) 0 0 2 0 0 1 0 0 0 0 0 1 4
Total cases/month 26 33 25 39 34 31 37 33 27 18 19 62 384


Population Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15
Total cases for the annual 


year in each category


High Risk Obstetrics (HROB) 8 8 7 8 7 4 5 7 5 5 7 5 76
Breast and Cervical Cancer (BCC) 5 5 5 4 4 3 3 4 7 7 7 7 61
Hemophilia (HEMO) 1 1 1 1 1 1 1 1 1 1 1 1 12
Hospital Follow-up 22 14 2 8 13 12 12 20 2 12 14 13 144
Pharmacy Lock-in 3 4 6 6 5 5 5 7 3 2 4 5 55
ER Utilization 11 1 14 0 1 30 16 6 11 34 12 13 149
Misc. (Other) 1 0 0 0 0 1 2 3 1 2 0 0 10
Total cases/month 51 33 35 27 31 56 44 48 30 63 45 44 507
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Case Management – Population Specific- Interventions 
HROB 


 
In FY 2014, the OSU HAN provided case management services to 76 Sooner Care Choice cases 


identified as a high risk pregnancy (HROB). This was a   53   % decrease in HROB case management need 
in this particular population from last fiscal year. 


 


 
 


 
 


BCC 
In FY 2014, the OSU HAN provided case management services to 61 Sooner Care Choice patient 


population identified as having Breast/ Cervical Cancer. This was an 11  % increase in member case 
management  from the previous fiscal year, FY 2013. 


 


 
 


 


July August SeptembeOctober NovemberDecemberJanuary February March April May June
July 2013 to June 2014 14 19 10 16 16 19 20 13 9 5 10 9
July 2014 to June 2015 8 8 7 8 7 4 5 7 5 5 7 5
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High Risk Obstetrics (HROB) 


July 2013 to June 2014 July 2014 to June 2015


July August SeptembeOctober NovemberDecemberJanuary February March April May June
July 2013 to June 2014 6 6 6 6 5 5 3 4 3 3 4 4
July 2014 to June 2015 5 5 5 4 4 3 3 4 7 7 7 7
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Breast and Cervical Cancer (BCC) 


July 2013 to June 2014 July 2014 to June 2015
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HOSPITAL F/U 
In FY 2014, the OSU HAN provided case management services to 144 identified Sooner Care Choice 


members that required Hospital Follow up services. This was a   364  % increase in hospital f/u cases 
managed from the previous fiscal year. 


 


 
 


 
 


HEMO 
In FY 2014, the OSU HAN provided case management services to 12 identified Sooner Care Choice 


members that required services with their hemodialysis care plan. This was a  55  % decrease in patient 
population for hemodialysis case management services than the previous fiscal year. 


 


 
 


 
 


July August September October NovemberDecemberJanuary February March April May June
July 2013 to June 2014 0 0 0 0 0 0 0 0 0 0 0 31
July 2014 to June 2015 22 14 2 8 13 12 12 20 2 12 14 13
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Hospital Follow-up 


July 2013 to June 2014 July 2014 to June 2015


July August SeptembeOctober NovemberDecemberJanuary February March April May June
July 2013 to June 2014 3 3 2 2 2 3 3 3 3 1 1 1
July 2014 to June 2015 1 1 1 1 1 1 1 1 1 1 1 1
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Hemophilia (HEMO) 


July 2013 to June 2014 July 2014 to June 2015
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PHARMACY LOCK IN 
In FY 2014, the OSU HAN provided case management services to 55 identified Sooner Care Choice 


members that required pharmacy lock-in services. This was a   40  % increase in member care in this 
particular patient population since the previous fiscal year. 


 


 
 


 
 


ER UTILIZATION 
In FY 2014, the OSU HAN provided case management services to Sooner Care Choice members with 


high ER utilization. This was a  129  % increase is high ER utilization cases managed from the previous 
fiscal year. 


 


 
 


 


July August SeptembeOctober Novembe DecemberJanuary February March April May June
July 2013 to June 2014 3 5 5 5 3 3 3 3 0 4 4 4
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Pharmacy Lock-in 


July 2013 to June 2014 July 2014 to June 2015


July August SeptembeOctober NovemberDecemberJanuary February March April May June
July 2013 to June 2014 0 0 0 10 8 0 8 10 12 5 0 12
July 2014 to June 2015 11 1 14 0 1 30 16 6 11 34 12 13
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MISC. 
In FY 2014, the OSU HAN provided case management services to Sooner Care Choice members in  


areas that fell outside of the populations stratified by OHCA. This was a  150  % increase in misc. cases 
managed than the previous fiscal year. 


 


 
 


 
 
 
 


CLINIC DISTRIBUTION 
 


 
 
 
 


 
 


July August SeptembeOctober Novembe DecemberJanuary February March April May June
July 2013 to June 2014 0 0 2 0 0 1 0 0 0 0 0 1
July 2014 to June 2015 1 0 0 0 0 1 2 3 1 2 0 0
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Misc. (Other) 


July 2013 to June 2014 July 2014 to June 2015


Parent Organization Clinic Name  Tier Level Member Count % of Total
Health Care Center & Women's Health Center- Family Medicine Tier III 2347 15.38%
Physician's Office Building (POB)- Family Medicine Tier III 645 4.23%
Houston Parke Pediatrics Tier III 5156 33.79%
Internal Medicine/ Internal Medicine Speciality Services Tier III 450 2.95%
Eastgate Tier II 1252 8.21%
AJ Children's Clinic- Muskogee Tier I 5408 35.44%


Grand Total: 15258 100.00%


OSU- TULSA
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PHYSICIAN ROSTER BY CLINIC 


 
 


 


Clinic Name: Physician List: Tier Level
Lora Cotton, D.O


Amanda Green, D.O.
Sarah Hall, D.O.


Regina Lewis, D.O. 
Andrea McEachern, D.O. 


Cornelia Mertz, D.O.
Lana Meyers, D.O.


Christopher Thurman, D.O. 
Sarah Hall, D.O.


Women's Health Center- Family Medicine Regina Lewis, D.O. 
Andrea McEachern, D.O. 


Lana Meyers, D.O.
Christopher Thurman, D.O. 


Jenny Alexopulos, D.O.
Lora Cotton, D.O.
Sarah Hall, D.O.


Regina Lewis, D.O. 
Lana Meyers, D.O.


Christopher Thurman, D.O. 
Jennifer Curran, APRN-CNP


Malinda Arrington, APRN-CNP
Dr. Damon Baker


Dr. Jana Baker
Dr. Mousumi Som


Dr. Kathy Cook
Dr. Madhuri Lad


Dr. Justin Chronister (Beginning in Oct. 2015)
Dr. D. Matt Wilkett (Cardiology)


Dr. Steve Kim (Cardiology)
Dr. Brewer (Cardiology)


Dr. Daniel Wildes (Cardiology- Beginning Dec. 2015)
Binh Phung, D.O.


Rhonda Jeffries, M.D. 
Travis Campbell, D.O.
Rhonda Casey, D.O.


Monica Cordero, APRN-CNP
Shawna Duncan, D.O.
Amanda Foster, D.O.
Colony Fugate, D.O.
Jeremy Jones, D.O.


Heather Rector, D.O.
Traci Carney, D.O.


Amanda Green, D.O.
Sarah Hall, D.O.


Andrea McEachern, D.O. 
Michael F. Stratton, D.O.
Jerry D. Whatley, M.D.


Eastgate- Family Medicine


Tier III


Tier I


Tier II


AJ Muskogee Children's Clinic


Tier IIIHouston Parke Pediatrics


Health Care Center- Family Medicine


Physician's Office Building (POB)- Family Medicine


Tier III


Internal Medicine/ Internal Medicine Specialty Services


Tier III


Tier III
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ENROLLED OSU HAN CLINIC LOCATIONS 
 
 


 
 
 
     PCMH IDENTIFIERS 


 


 
 


ENROLLED OSU HAN CLINIC LOCATIONS


OSU HAN CLINIC LOCATION


Primary Care PCMH Tier Level # of Members %
Tier I 5,408 35.44%
Tier II 1,252 8.21%
Tier III 8,598 56.35%
TOTAL 15,258 100.00%
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OUTREACH 
 
Providers 
 


• Business plan development captured expansion design/efforts to increase Provider 
enrollment and identify staffing needs. Further development of infrastructure will continue 
to ensure a future, successful campaign. 


• Continued outreach efforts to provide HAN case management orientation to OSU HAN 
Providers, medical students and staff. 


• Meeting arranged with OSU Medical Center- Center for Diabetes and Nutrition Education, 
on December 16th, 2015 in an effort to better address the needs of members with a 
diagnosis of diabetes. 


• Brief/informal HAN Case Management program overview/orientation provided to OSU 
Family Medicine- Health Care Center Place Administrator, Cindy Earnest and Chris Thurman, 
DO, Chair/ Professor of OSU Family Medicine. 


• Efforts continue to coordinate onsite visit with OSU IT staff and Practice Administrator at the 
Children’s clinic in Muskogee to address Tier advancement and explore HIT needs. 


• Onsite visit to Children’s Clinic in Muskogee on March 11, 2015- HAN case management 
program overview/orientation provided to clinic general manager. 


• Collaboration with Family Medicine, Health Care Center Practice Administrator- to develop a 
multiple failed appointments- no show/cancellation. 


• AJ Children’s Clinic in Muskogee- Ryan Hardaway, Clinic Manager, reports two providers left 
the practice this month (April 2015). He is in the process of hiring one additional provider. 


• One additional provider has been hired and is onboard at the AJ Children’s Clinic in 
Muskogee (May 2015). 


• OSU-CHS Health Access Network affiliated provider agreements.  
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FY15 FOCUSES 
 


• Outreach from new Director for all clinics 
• May           Present: Transition of Leadership 


o developed 5 year operations/financial/business plan 
o began process of outreach to enrolled clinics to drive referrals & strengthen 


relationship 
o began process of staffing entire department 


 
                                                                FY15 FUTURE FOCUSES 


 
• Continue hiring/ building leadership team and staff 
• Focus on expanding active cases into other populations 
• Identify in implementing analytic tools to further stratify patient populations 
• Develop new plans of care for each population 
• Increase in-home/ physician appointment visits 


 
 


 
Health Information Technology 
 
Reporting Period – July 1, 2014 to June 30, 2015 
 
This report provides a summary of Health Information Technology related activities conducted 
by OSU Health Access Network. 
 
OVERVIEW 
 
Assistance with adoption of Health Information Technology 
 
OSU Physicians 
 
• The Health Information Technology team has continued supporting OSU Physicians with the 


development of tools and technology implementation including a new EHR, data 
extractions, etc. to help in managing the HAN population. 
 


o The HIT team continued efforts to assist OSU Physicians Clinics in supporting 
and enhancing clinical dashboards as well as building new reports to allow 
clinical staff to monitor, and provide early intervention strategies on their 
patients using health management goals, education, primary prevention, 
behavior modification programs, etc. 


o OSU made a decision to move to a new EHR and implementation efforts started 
in January of 2015. The new EHR system (EPIC) will provide more seamless 
integration and robust functionality that will allow members of the OSU HAN to 
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track referrals, meet meaningful use, report on clinical quality measures and 
trend data, etc. The usage of the new EHR system has the same capability of the 
legacy EHR with added functionality mentioned above, this is to allow providers 
to also monitor clinical quality measures that have been set for the HAN as well 
as Behavioral Health, Weight management and Tobacco Cessation counseling 
needs. 


 
• During the first two quarters of 2015, HIT provided assistance going through the review and 


selection of a disease management system for the OSU HAN. HIT and the Care management 
team for the HAN, a couple of system vendors were reviewed however, the main goal for 
this system is to provide the capability to import data from different sources and create a 
data warehouse so case managers are able to manage and trend cases through reporting.  
 
 


Muskogee Children’s Clinic 
 
• The OSU HAN engaged with Muskogee Children’s clinic during their leadership transition 


and offered assistance with any HIT related questions to help the clinic continue operating 
in a smooth manner and help the new leadership with any questions related to services that 
OSU HAN provides. 
 


 HIT Goals for 2015-2016   
 
1. The OSU-HAN and the HIT team will continue facilitating and aiding with the adoption of Health 


Information Technology including but not limited to EHR, HIE, Data warehouse adoption and 
interface expertise to the current and future HAN members. 


2. As the OSU-HAN establishes a relationship with other prospect clinics and adds more Members 
to the Network, the assistance to Members in the adoption and usage of Health Information 
Technology will be one of OSU-HAN’s critical goals and considered a priority. 
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Definitions 
 


ADT – Admissions, Discharges and Transfer interface 
CCD – Continuity of Care Document 
CHS – Center for Health Sciences 
CPC – Comprehensive Primary Care 
CQI – Continuous Quality Improvement 
Covisint – Health Information Exchange software vendor 
Doc 2 Doc – Referral Management software 
EHR- Electronic Health Record System 
Greenway – EHR software Vendor 
HIE – Health Information Exchange 
HIT – Health Information Technology 
My Health – Organization responsible for the implementation of Health Information 
Exchange between OSU and other participant Health Systems in Tulsa and surrounding 
areas. 
HL7 – Health Level Seven, refers to the set of standards for transferring clinical and 
administrative data among Health Information systems. 
OFMQ – Oklahoma Foundation for Medical Quality 
OHCA – Oklahoma Health Care Authority 
OSU – Oklahoma State University 
OSU HAN – Oklahoma State University Health Access Network 
OU – University of Oklahoma Health Access Network 
PCMH – Patient Centered Medical Home 
REC – Regional Extension Center 
FM HCC – OSU Health Care Center Family Medicine clinic 
FM POB – OSU Physicians’ Office Building Family Medicine clinic 
FM Eastgate – OSU Eastgate Family Medicine clinic 
HMP- Health Management Program 
PCIS – Practice management system used at OSU Physicians clinics 
IMSS – OSU Internal Medicine Specialty Services clinic 
HP PEDS – OSU Pediatrics clinic 


 
 
 








News Release 
March 19, 2015 


OHCA Contacts: Jo Kilgore - (405) 522-7474, Cate Jeffries - (405) 522-5616   


Ten years, thousands of lives: Insure Oklahoma celebrates milestone in keeping 
Oklahomans healthy  


Gov. Mary Fallin proclaims March 23-27 "Insure Oklahoma Week"   


Debbie Guinn echoes the sentiments of many working Oklahomans who pay for health insurance 
with the help of Insure Oklahoma, the state’s premium assistance program for businesses and 
employees: “I don’t really know what I would do without it.”  
 
Guinn is one of thousands of Oklahomans who have received assistance from Insure Oklahoma 
since it launched in 2005. To celebrate the program’s 10th year in bridging the health coverage 
gap facing some lower-income workers, Gov. Mary Fallin issued an executive proclamation 
declaring March 23-27 “Insure Oklahoma Week.”  
 


“Insure Oklahoma is a key part of our effort to improve health outcomes in Oklahoma and 
improve quality of life,” Fallin said. “It was developed by Oklahomans, for Oklahomans, and 
serves as a national model of an innovative public-private partnership to provide health care 
coverage for thousands of working adults in our state.”  


 
Fallin’s proclamation can be viewed on the Oklahoma Secretary of State’s website. During 
“Insure Oklahoma Week,” the Oklahoma Health Care Authority plans to share stories on the 
agency’s Facebook and Twitter pages from businesses and individuals, like Guinn, who credit 
the program with making it possible to access quality health care.  


 
“Since 2005, Insure Oklahoma has helped more than 9,500 businesses offer health coverage to 
their employees,” said Nico Gomez, Oklahoma Health Care Authority CEO. “Insure Oklahoma’s 
successes have built a strong foundation for the future of the program.”  
 
Insure Oklahoma is funded by the state’s tobacco tax matched with federal funds. It is currently 
authorized to operate through December 31, 2015, and state officials continue to work toward a 
solution for long-term sustainability.  


 
Today, nearly 4,000 businesses and almost 18,000 lower-income Oklahomans are enrolled in 
either Insure Oklahoma’s Employer-Sponsored Insurance (ESI) plan or Individual Plan. Under 
the ESI plan, private health premium costs are shared by Insure Oklahoma (60 percent), the 



mailto:jo.kilgore@okhca.org?subject=News%20Release

mailto:cate.jeffries@okhca.org?subject=Press%20Release

https://www.sos.ok.gov/documents/proclamations/39615.pdf

https://www.facebook.com/pages/Insure-Oklahoma/174941285473

https://twitter.com/insureoklahoma





employer (25 percent) and the employee (15 percent). The Individual Plan allows those who 
don’t have access to health insurance through their employer -- including the self-employed, 
temporarily unemployed and college students -- to buy health benefits directly through the state. 


About OHCA  


The Oklahoma Health Care Authority (OHCA) administers Oklahoma’s Medicaid program, 
known as SoonerCare, and Insure Oklahoma, a premium assistance program funded by tobacco 
tax revenue. SoonerCare works to improve the health outcomes of Oklahomans by ensuring that 
medically necessary benefits and services are responsive to the health care needs of our 
members. Qualifying Oklahomans include low-income children, pregnant women, seniors, the 
disabled, those being treated for breast or cervical cancer and those seeking family planning 
services. All must meet income guidelines. Insure Oklahoma assists qualifying adults and small 
business employees in obtaining health care coverage for themselves and their families. OHCA 
works with our current 820,902 members, our statewide network of 41,101 health care providers 
and numerous state and local partners to promote responsible health care service utilization, 
healthy behaviors and improved health outcomes. For more information, visit www.okhca.org or 
www.insureoklahoma.org.    
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News Release 
November 30, 2015 


OHCA Contacts: Jo Kilgore - (405) 522-7474,  Jennie Melendez- (405) 522-7404    


Agency selects care coordination model for Aged, Blind and Disabled populations 


OKLAHOMA CITY – Following five months of intensive planning, leaders of the Oklahoma 
Health Care Authority (OHCA) announced they will develop a Request for Proposals (RFP) 
aimed at contracting for a fully capitated, statewide model of care coordination for Oklahoma 
Medicaid’s Aged, Blind and Disabled (ABD) populations. 


The RFP is the result of HB1566, passed during the 2015 Oklahoma Legislative session. The bill 
charged OHCA with issuing an RFP for care coordination models for its ABD populations. The 
intent of the legislation is to provide better access to care, improve quality and health outcomes 
and control costs. 


"Oklahomans with complex medical needs can benefit greatly from a care coordination model 
that gives them one effective team whose job is to help them navigate the medical world of 
doctors and specialists in every field. One effective team that helps them make their 
appointments, get their medicine, and get them on the road to better health. One effective team 
who helps them receive needed specialized services that could prevent a hospital stay. Our goal 
is a healthier Oklahoma!"  said state Sen. Kim David, R-Porter, co-author of the measure and 
chair of the Senate Appropriations Subcommittee on Health and Human Services. 


“The goal behind House Bill 1566 is to improve health outcomes for the aged, blind and disabled 
while maximizing limited resources,” said state Rep. Glen Mulready, R-Tulsa, co-author of the 
measure and chair of the House Insurance Committee. “We believe we can provide better quality 
healthcare at a lower cost for this particular population of Oklahomans by introducing 
competition into the system. We have just completed a very extensive review process that 
included hundreds of providers and participants. I am very pleased that we have reached this 
point in the process, and I am excited to work with the Health Care Authority as we move 
forward.” 


OHCA solicited input on potential care coordination models from a wide variety of stakeholders. 
Over a three-month period, OHCA and its consultant, Pacific Health Policy Group (PHPG), held 
meetings with ABD members, their families, providers, advocates and other stakeholders 
throughout Oklahoma. OHCA also gathered recommendations through a Request for 
Information (RFI) that drew responses from 22 Oklahoma-based and national health care 
organizations interested in serving ABD members.   


After careful review and analysis of the information received through the various venues for 
stakeholder engagement, and through responses to the RFI, the OHCA has chosen a fully 
capitated, statewide model of care coordination. OHCA believes this model will meet the intent 
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of the legislation by providing the highest quality of care for the ABD populations, while helping 
to control costs and improve health outcomes. RFP development will begin in December with an 
anticipated release date of June 2016. 


More information about the process is available on the agency’s website at 
www.okhca.org/abdcarecoordination. 
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Waiver Yr. 2015 Growth Factor Waiver Yr. 2014 Waiver Yr. 2015
Eligibility CY 2015 CY 2015 Actual For FFY15 PMPM PMPM (Over/Under


Category
Member Months Net 


Expenditures PMPM Allowed Allowed Budget Neutrality %


TANF-Urban 4,101,736                         997,990,089       243.31                 4.40% 336.20                 350.99                 107.68                   30.68%
TANF-Rural 2,807,836                         593,574,926       211.40                 4.40% 341.01                 356.01                 144.61                   40.62%
ABD-urban
 (regardless of SSI
 eligibility) 362,810                            394,956,251       1,088.60             4.20% 1,175.51             1,224.89             136.29                   11.13%
ABD-rural
(regardless of SSI
eligibility) 287,250                            299,430,664       1,042.40             4.20% 936.79                 976.14                 (66.26)                    -6.79%
Total Waiver Yr. 2015 7,559,632                         2,285,951,930    


Member Months Waiver Yr. 2015 Costs Without Waiver Costs on (Over)/Under
(Enrolled & Unenrolled) PMPM Allowed Waiver CMS-64.9 Budget Neutrality %


TANF-Urban 4,101,736 350.99                 $1,439,668,319 997,990,089 $441,678,230 30.68%
TANF-Rural 2,807,836 356.01                 $999,617,694 593,574,926 $406,042,768 40.62%
ABD-urban
 (regardless of SSI
 eligibility) 362,810 1,224.89             $444,402,341 394,956,251 $49,446,090 11.13%
ABD-rural
(regardless of SSI
eligibility) 287,250 976.14                 $280,396,215 299,430,664 ($19,034,449) -6.79%


Total Waiver Yr. 2015 7,559,632 2,908 3,164,084,569 2,285,951,930 878,132,639 27.75%


Notes:
Includes TEFRA/HIFA expenditures but not CHIP
Family Planning reported separately.
Does not include TEFRA/HIFA eligibles per Budget Neutrality Special Terms and Conditions 11-W-00048/6.


Through the Quarter Ending 12-31-15
For CY 2015


Waiver Year 20
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