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B k dBackground

f fOklahoma Medicaid Reform Act of 
2006

M d t d  Di  M t Pil tMandated a Disease Management Pilot
Decrease cost for chronic conditions
Increase quality of careIncrease quality of care
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S C B k dSoonerCare Background

Oklahoma Health Care Authority 
(OHCA)

Okl h ’  M di id AOklahoma’s Medicaid Agency

SoonerCare 
Oklahoma’s Medicaid Coverage Product

600 000 d li   h≈600,000 covered lives per month
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M b St ti tiMember Statistics

Okl h  R kOklahoma Ranks:

50th in deaths due to heart disease50th in deaths due to heart disease

46th in deaths due to stroke

46th in deaths due to diabetes

Source: United States Department of Health and Human Services, Centers for Disease 
Control and Prevention, National Center for Health Statistics, Compressed 
Mortality File compiled from 1999-2004, Series 20 No. 2J, Accessed 7/23/2007 via 
the CDC Wonder On-line Database.

09/17/2008 5



M b St ti tiMember Statistics

80% f di   f  h i  80% of expenditures are for chronic 
disease

40% of members have a chronic disease

10% of members account for 70% of cost

5% of members account for 50% of the 
cost
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Top Chronic Condition Diagnosis
By Cost

1 HTN 6 CKD

2 COPD 7 Asthma2 COPD 7 Asthma

3 CHF 8 HIV

4 DM 9 Hepatitis

5 CAD 10 Hyperlipidemia

*excludes members in institutional settings and excludes members in institutional settings and 
pregnancy related diagnosis
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SoonerCare Health Management 
Program (SoonerCare HMP)

Unique and progressive program
Dual Focus

Patient
Provider

Truly Comprehensive
Utilizes state of the art predictive 
modeling
Holistic
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T l C h iTruly Comprehensive

M b   l d b  i k   diMembers are selected by risk, not disease
Treat the person not the condition

Active Behavioral Health Component
Active community resource support 
component
Aggressive case management
Aggressive provider education and practice Aggressive provider education and practice 
re-design
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Member Intervention Nurse Case 
Management

Health risk assessment
Health literacy assessment
Behavioral health screening
Medication list
Aggressive education and self-
management training
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M b I t tiMember Intervention

fBehavioral health referral
Full time FTE (OHCA) dedicated to 
receiving calls from NCMsreceiving calls from NCMs

Community resource referral
Full time FTE (HMP Vendor) dedicated Full time FTE (HMP Vendor) dedicated 
to receiving referrals

HMP interfaces with OHCA care HMP interfaces with OHCA care 
management unit
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Member Selection and Stratification

Tier 1 – Face to Face Intervention 
Top 1,000 at very high risk

Ti  2 T l h i  I t tiTier 2 – Telephonic Intervention
Top 4,000 at high risk
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Member Selection & Stratification

Predictive Modeling

B d  i k   diBased upon risk score, not disease

Focus on those with the greatest Focus on those with the greatest 
opportunity to impact
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Wh P di ti M d li ?Why Predictive Modeling?

Oklahomans rely on predictions every day.

Vendor of Choice: MEDai, Inc.
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S i d lSome using models
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Some not!
Big 12 South – Oklahomag
Consensus prediction: 1st place in the 

Big 12 South (only College Football News failed 
to pick the Sooners 1st  predicting Oklahoma to to pick the Sooners 1st, predicting Oklahoma to 
finish 2nd)
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Prior Cost Identification Results
Members in Top 1%
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So…What Do We Need?
Provide Care Managers with Appropriate Information to Identify the 

Identify appropriate members for interventions
Prioritize members for intervention

g pp p y
Right Member at the Right Time

Identify High Cost members and “Movers”
Evaluate “Impact Index” – Members with most impactable gaps in 
guidelines or forecasted acute care and assessment of cost impact

Risk stratification (1-5) assists in development of appropriate interventions

Access member-specific actionable information
Member Clinical History
Member Risk Profile 
Member Specific Guideline Gap report

Conduct summary and detailed reporting
Provider Profiling
Employer Reporting
Disease Profiling
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The Solution Should…
Provide High-Risk Identification

Only Step 1
Catastrophic members often not high impact

Identify Movers
Helps with “regression to the mean” issuesHelps with regression to the mean  issues

Forecast Inpatient Days, ER Visits and Rx$
Individualized action plans per member

Forecast High Chronic Impact Membersg p
Best opportunity for chronic care savings
Best opportunity to impact cost by intervening with evidence 
based guidelines

Implement Forecast via Impact IndexImplement Forecast via Impact Index
Acute & Chronic Impact Index
Easily ranks members

Allow for Workflow Integrationg
Detailed member profiles
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Insights are Leveraged in Multiple 
Functional Areas

Care Management – Identify and stratify 
patients for focused interventions

Physician Integration – Engage 
physicians with support for disease 
management and guideline compliance

Actuarial and Underwriting – Enhance Actuarial and Underwriting Enhance 
rate setting capabilities and support 
actuarial processes 
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Care Management Insights are Generated Around the
P l ti d M b St tifi d A di lPopulation and Members are Stratified Accordingly

1 2 3 4 5

Well & Low 
Risk 

Members 
(Prevention)

Low Risk 
Members 

(Prevention and 
Disease 

)

Moderate Risk 
Members (Disease 

Management)

High Risk, 
Multiple Disease 
States (Episodic 

Case Mgmt-
C

Complex 
Care

(Inpatient -
LTC)

Management) Inpatient Clinical 
Guidelines)

Case ManagementPrevention

Disease Management
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ROI:  Acute and Chronic Impact 

Disease Focus:  Diabetes

Indices

Total Population:  925,407 members
Diabetic Population:  50,847 members

Savings Potential: $62,643,504Savings Potential:  $62,643,504

High-Risk Population
Risk Levels 4 & 5

High Acute & Chronic
Impact PopulationRisk Levels 4 & 5 Impact Population

14,250 Members
Forecasted Cost: $14 634

13,872 Members
Forecasted Cost: $8 698Forecasted Cost:  $14,634

Prior Year Cost:  $14,527

Savings Potential:
$1 524 750

Forecasted Cost:  $8,698
Prior Year Cost:  $5,089

Savings Potential:
$50 064 048$1,524,750 $50,064,048
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Accuracy is Important!

0.4

2007 SOA Results

Accuracy is Important!
2007 SOA Results
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M di id M d li R ltMedicaid Modeling Results
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Wh P di ti M d li ?Why Predictive Modeling?

fThe goal of the SoonerCare HMP is 
to help people

Th  h l   t th  diThe whole person, not the disease

Predictive modeling identifies and 
ranks people who need that help.
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P di ti M d liPredictive Modeling

fMembers selected for actionable 
risked based information based on 
their entire health profiletheir entire health profile

Acute Risk Score 
Ranks individuals by opportunity to avoid Ranks individuals by opportunity to avoid 
high-cost acute care
Reflects IP and ER component of overall 

di tiprediction
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T dToday

Giving Risk Navigator Clinical and 
provider access to contracted HMP 
staff staff 
Printing a PMPs’ panel profile for 
practice facilitators to discuss with practice facilitators to discuss with 
providers
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Wh t ld d diff tWhat would we do different

Select a larger initial group to 
stratify

Categorize data by Institutional 
L l  f CLevels of Care

Re-consider including Medicare 
Members
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L L dLessons Learned

S t  f  d li  t System of care delivery must 
change

It takes a teamIt takes a team
Patients have to take responsibility

We have to show them howWe have to show them how
We help people

The whole person, not the diseasep
The Health Management Program is 
the right thing to do
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E l tiEvaluation

Independent (Non-biased)
RFP Released

Reduce Utilization
Satisfaction Surveys

P idProvider
Member

Improved health statusImproved health status
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B h i l H lthG tBehavioral HealthGrant

fBehavioral Health at risk for 
becoming inpatient

h $ d h lHighest $ diagnosis is Behavioral 
Health
P di d  h   h  4 Predicted to have more than 4 
Inpatient Days 
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B h i l H lthBehavioral Health

S i li d C  M   li  Specialized Case Management to align 
member with outpatient services

Alignment with community partners

Statistical analysis of outcomes

Recent grant award from CHCS
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Q ti ?Questions?
Lynn PuckettLynn Puckett
Analyst/Planning Specialist
Oklahoma Health Care Authority
405.522.7339
lynn.puckett@okhca.org

Scott Mack
General Manager – Midwest RegionGeneral Manager Midwest Region
EDS State Health & Human Services
scott.mack@eds.com

Karl WeimerKarl Weimer
Account Manager
MEDai, Inc.
215-295-9303
kweimer@medai.com
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