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Introduction

Oklahoma’s Child Welfare Services (CWS) unit of the Department of Human Services (DHS) is
committed to improving the safety, permanency and well-being of children and families involved with the
system due to abuse or neglect. It works to keep families together whenever safely possible. If a child
must be removed from the home to ensure safety, relatives or foster parents support the child and family
while efforts are made toward reunification. When reunification cannot occur, CWS works to secure an

adoptive family or guardian to ensure permanent, supportive connections that will last through adulthood.

Even taking these efforts into account, nationwide studies document the need to address the specialized
needs of the whole child in foster care — medical, behavioral, dental and other areas. Educational
attainment, transitions to adulthood, housing needs, career readiness and future achievement of these

individuals hangs in the balance.

Adverse childhood experiences are known to significantly impact the lives of adults. Through CWS,
professional and community-based partners are working collaboratively to help children in foster care

develop healthy relationships and well-being for children and families.

According to the Center for Health Care Strategies, children covered by foster care and SSl/disability
account for over 25 percent of behavioral health care service use, half of total behavioral health care costs
and only a small portion of children in Medicaid. In Oklahoma, the number of children in care today is

down to 9,080, after peaking at 11,303 in October 2014.

The Pinnacle Plan, implemented since July 2012, is the roadmap to improving the safety, permanency and
well-being of children served by the CWS. Twice a year DHS makes available public reports to ensure

transparency and accountability. The reports contain an analysis of the strategies used to improve



performance in areas targeted by the Compromise and Settlement agreement, along with data showing the

progress toward improving CWS performance.



SB 773 Requirements

In the regular session of the 2017 legislature, Senate Bill number 773 was passed. This measure directed
the Oklahoma Health Care Authority (OHCA,) which is the single state Medicaid agency, to initiate a
Request for Information for care coordination models for newborns through children 18 years of age in
DHS custody. Further, the OHCA was instructed to prepare the RFI with assistance from DHS and the

Department of Mental Health and Substance Abuse Services (DMHSAS.)

The Request for Information was mandated to require consideration of and incorporate efforts to continue
the implementation of relevant initiatives as provided by the Master Settlement Agreement (“Pinnacle

Plan”) and administered by DHS.

Finally, the law, which became effective November 1, 2017, requires the three agencies to collaborate on
a summary of the request for information responses to be presented to the President Pro Tempore of the
Oklahoma State Senate, the Speaker of the Oklahoma House of Representatives and the Governor on or

before January 1, 2018. This report is provided to fulfill that requirement in law.

A copy of Senate Bill 773 is included as Attachment One of this report.



Workgroup Process

OHCA identified staff resources to address the requirements of the law. A Certified Procurement Officer
guided the workgroup on all matters related to the RFI process. In addition to selected OHCA staff, the
leadership of DHS and DMHSAS were invited to name members to participate in the workgroup to
develop the RFI and summary report. This group began meeting in July 2017, with an eye toward
developing a workable plan to accomplish the distribution of the RFI, allow for questions from the subject
matter experts, offer an opportunity for review of the responses and presentations if the vendors were

available, and culminate the work with a summary report of the responses to be submitted timely.
Members of the workgroup contributed background information for the RFI, as well as reference
documents to post in the RFI Bidders Library, and assisted with the development and editing of the final

document.

The RFI timetable included:

Post the RFI on the OHCA web site Tuesday, September 19, 2017
Respondent questions due Thursday, September 28, 2017
Answers posted on the OHCA web site Thursday, October 5, 2017

RFI Responses due Thursday, October 19, 2017
Presentations November 6-December 4, 2017

A copy of the RFI and questions and answers is contained in Attachment Two and Three of this report.




Responses from the Experts
Eight vendors submitted responses. Of the eight, five respondents recommended deployment of a
Managed Care Organization (MCO) model. Three of the respondents presented a model incorporating the

purchase of professional services to address care coordination and data/analytical needs of the population.

A summary of the proposed model recommendations and key provisions is presented below:

Model Experience Financing Preventing
Duplication
Aetna Better Full risk-based Dedicated, Actuarially Differentiate
Health of MCO for national certified rates services from state
Oklahoma specialized implementation child welfare

population, on a
foundation of
statewide MCO
service delivery

team. 12,000
providers in OK;
5,600 providers
participating in

Medicare
Advantage; ACO
and PCMH+
experience.
ARIZONA foster
care service
delivery system

workers; single view

of all services

Amerigroup Single full risk- Parent company: Actuarially Delineate,
Oklahoma based MCO for Anthem. Affiliate certified rates differentiate
specialized health plans serve services to prevent
population, on a nearly 58,000 duplication. Use
foundation of youth in child smart assignments

statewide MCO
service delivery

welfare systems
across 10 states.

and do not assign

health home
members to
complex care
coordination
management
program
simultaneously.

Outline clear roles
and responsibilities
for comprehensive
case management,




care coordination,
health promotion,
and other areas of
potential duplication
Continue Fee-for-
Service as in place

Administrative fee
basis

Parent Company:
Molina Healthcare

Professional
services contract

Molina Medicaid
Solutions

Oklahoma
Complete
Health/Centene

Patient Care
Network of
Oklahoma

for coordinated
care, with
possible QIO
match for
utilization
management
Sole source
statewide MCO
program; highly
integrated
wraparound
model of service
management/
coordination.
Foster Care
Service Delivery
model organized
in four tiers.
Cover the Former
Foster Care
Children group up
to age 26.

Professional
services contract
for enhanced
patient-centered
medical home
model; operated
within statewide
FQHC network

Parent Company:
Centene
Corporation. 9
years, 10 states,
135,000+ current
members in care
coordination
models for
children in state
custody. Health
plan serves as sole
source child
welfare health
planin FL, IL, TX,
and WA. Active as
affiliate or plan
option managing
foster care
children in 7 other
states

Network was
formed in 2015
and contains 19
members which

are all Community
Health Centers
and designated
FQHCs. PCNOK
operates over 90
clinic sites state-
wide with 80% of
Oklahomans living
within a 30
minute drive of

Happy to discuss
with State

Either Fee-for-
Service at
Regionalized
Prospective
Payment System
rates plus an
additional per
member per
month care
coordination
payment +shared
savings payment;
OR capitation for
all FQHC services

today

Care coordination

reduces duplication

and redundancy of
services

Care
coordination/PCMHSs
eliminate
duplication



Professional
services contract
for Health
Management
Program for
Children with a
single vendor.
Includes personal
care coordination
and health
coaching.

Telligen

United Healthcare Fully capitated,

Community & risk-based
State statewide single
vendor MCO; OR

partial-risk care
coordination
approach that,
over time,
increases the
level of risk to the
coordination
entity to a full-risk
model
Defer to larger
statewide MCO
procurement,
then add the DHS
custody
population.
Recommend
serving this
population up to
age 26.
CommUnity
Advocacy
program to
identify social

WellCare of
Oklahoma

these health

centers. ACO with

over 10,000 lives
Partnered with
OHCA since 2008
on HMP. Saved
state more than
$250 million with
combined health
coaching and
practice
facilitation.

MCO which serves
6.4 million
members across
26 states

WellCare Health
Plans Inc. has 30
years’ experience
serving 2.8 million
Medicaid
members and 1.5
million Medicare
members
including children
in foster care.
Operates
Medicaid
managed care
programsin 11

with other
services carved
out.
Either a fixed
monthly payment
for a defined
scope of work; OR
a performance
based payment
model in which
the vendor
receives a fixed
payment amount
for care
coordination that
would increase as
more children and
families are
engaged. Willing
to do a pilot for
cost.
Actuarially
certified rates

Actuarially
certified rates

Those eligible for
Health Homes could
still be served by
CMHCs. Coordinate
services to prevent
duplication.

Leveraging an MCO
model will drive
transparency and
eliminate overlap

Use care
coordination,
collaboration with
community
partners, and data
sources within IEP to
prevent duplication



safety net barriers states
and gaps and
work at both the
individual and
community levels
to bridge those

gaps.

A side-by-side comparison of the proposals is available for review in Attachment Five. In addition, copies

of the complete responses from the subject matter experts are contained in Attachment Six.

Respondent Recommendations

The respondents’ recommendations consistently echoed certain themes to be taken into consideration:

e The entity providing care coordination must be staffed with personnel who are well-educated and
trained to provide trauma-informed care to the children and their families

e The health care provider network should be provided specialized training to ensure that they use
trauma-informed methods to serve these children and families

e The child must be at the center of the care coordination model and health care delivery system

e An assessment and risk stratification method to determine the intensity of care coordination
services should guide resource deployment

e Focused data analytics combined with care coordination can result in improved outcomes for
these children

e The entity that provides care coordination will be a resource to assist child welfare workers

o If possible, the child and family should have one care coordinator point of contact

e For an actual procurement, it will be important for the state to specify which populations in care

would be served — adoption subsidy, foster care, juvenile justice involved youth.



Sole Source

Respondents also emphasized that in order to achieve maximum success with an MCO program for foster
care children, a sole source approach would be preferred. Respondents indicated this would provide
maximum accountability and consistency of the program to ensure a well-integrated service delivery

system.

Respondents who Recommended Professional Services Contracting
Companies that designed a model with reimbursement based on an administrative fee were open to

different approaches to determining the payment structure.

Incorporating Efforts to Continue Implementation of the Pinnacle Plan

Respondents recognized the accomplishments to date of the Pinnacle Plan and were positive that if they
were selected as contractors in a future procurement they could strengthen the work being done by DHS
to best serve children in care. Each individual company had its own approach to promoting Pinnacle Plan

goals.

Health Homes

Health Homes were viewed as a service that can be capitalized on to serve children in custody. Some
respondents identified prior experience in developing and working with Health Homes, with all being
positive about this service delivery model. Some also identified the new Certified Community Behavioral

Health Clinics as an additional resource.



Staff/Provider Network

The subject matter experts by and large recommended that any businesses chosen to provide care
coordination models to support children in DHS custody should have as extensive a local presence as
possible, as well as a statewide network that could provide access for children regardless of living
situation. While certain key organizational or technology-based functions might be understood to best be
handled at the corporate level, these respondents suggested that a local presence will be extremely
helpful. More than one vendor discussed the possibility of placing a liaison within the physical working

space of DHS or OHCA for easy access and responsiveness if a care coordination model is selected.

Educating the provider network to be trauma informed was a priority for the respondents. Another aspect
of ensuring access was reinforcement of the value of telemedicine in serving this youth and families

population.

Payment Structure

Respondents offered different approaches for introducing value-based purchasing into the reimbursement
system for those providers that might be included in the models recommended. These included advice to
implement in phases with extensive education of providers about how the changes would affect them.

Incentive payments and shared savings were also featured.

Preventing duplication with DHS

Clear care coordination roles, data mining and analysis techniques and clarification that the role of a care
coordination program would not overlap with any role of DHS CWS workers were suggested as means of
ensuring that federal oversight would not prevent payments for such a program on the basis of duplicative

Services.



Reimbursement
Responses on paying for a care coordination model varied from recommending capitation payments to
making administrative payments for services — with incentive and shared savings options all considered in

the mix. Some vendors suggested models that would include varying degrees of risk.

Impact - Estimated implementation costs & anticipated savings

Estimated implementation costs & anticipated savings The experts in many cases could demonstrate that
their care coordination models have both improved health outcomes and the cost of service. If the
proposed model has not already been put in place in some other program or state, less data was available
to address estimated implementation costs. The majority of respondents that are managed care
organizations noted that the economies of scale and wider dispersion of risk is better attained with large

pools of enrollees.

Quality and Outcomes

Strong evidence for improved quality and outcomes was presented in the responses from these eight
firms. Standardized measures with national validity were preferred, with the experts demonstrating what
they have been able to accomplish (primarily in other states) in advancing physical, behavioral and dental

health care for children in custody.

For example, compliance rates with measures for dental and primary care access for children in care
could be evaluated and trended over time. Dental and primary care access measures for children in care

could also be compared to the rates for other enrolled children.



Data Management

The subject matter experts indicate that they have rich data analytical capabilities that can be used at the
individual foster care child level to improve lives. Data management may incorporate assessments of
children’s and families’ needs, reporting on status, performing risk stratification and assignment to a
supportive level of care coordination that fluctuates based on need, furnishing needed data to the
providers serving children in DHS custody and ensuring efficiency of services. If vendors pay claims, this
is viewed as an additional resource in the care coordination realm by MCQOs. Some experts propose that
paying a set amount for specified services to be furnished by the vendor and carving other services out in
the Fee-for-Service program is best. Vendors indicate the capacity to customize reports that a state may

request in order to better manage the population.

Care Coordination Implementation Timelines

The responses on implementation timelines generally cited at minimum six months to introduce a new
program. These experts discussed advance work that should be done with stakeholders, providers, the
impacted population of children in care and their families, along with necessary establishment of new

systems and monitoring.

Conclusion

The SB 773 Workgroup received eight thoughtfully developed responses in response to the RFI seeking
recommendations for care coordination models for children in DHS custody. Responses were split
between risk-based MCO approaches and professional services administrative contracting. In addition,
respondents suggested nurturing and educating the staff and providers rendering care so that trauma-
informed methodology flows through all interactions for the children and their families. These subject

matter experts emphasized that these care coordination models can be wrapped around the current CWS



system and the Pinnacle Plan to ensure that the objectives are reached for ensuring well-being for

Oklahoma’s children in DHS custody.



Attachments

1) Senate Bill 773

2) Senate Bill 773 Care Coordination for Children in DHS Custody RFI (Revised)
3) Senate Bill 773 Care Coordination Q & A

4) Comparison Chart of Plans

5) Vendor Responses:

Aetna

Amerigroup

Molina

Oklahoma Complete Health/Centene
Patient Care Network of Oklahoma
Telligen

United Healthcare Community Plan

WellCare



An Act

BILL NO. 773 By: David of the Senate
and

Mulready of the House

An Act relating to the Oklahoma Medicaid Program;
directing Oklahoma Health Care Authority to initiate
certain procedures; providing assistance from other
agencies; specifying certain consideration; directing
submission of certain information; directing
promulgation of rules; providing for codification;
and providing an effective date.

SUBJECT: Oklahoma Medicaid Program
BE IT ENACTED BY THE PEOPLE OF THE STATE OF OKLAHOMA:

SECTION 1. NEW LAW A new section of law to be codified
in the Oklahoma Statutes as Section 5028.1 of Title 63, unless there
is created a duplication in numbering, reads as follows:

A. The Oklahoma Health Care Authority, with assistance from the
Department of Human Services and the Department of Mental Health and
Substance Abuse Services, shall initiate a request for information
for care coordination models for newborns through children eighteen
(18) years of age in the custody of the Department of Human
Services.

B. Any request for information shall require consideration of
and incorporate efforts to continue the implementation of relevant
initiatives as provided by the Master Settlement Agreement
("Pinnacle Plan") and administered by the Department of Human
Services.



C. The Oklahoma Health Care Authority, with assistance from the
Department of Human Services and the Department of Mental Health and
Substance Abuse Services, shall provide a summary of the request for
information responses to the President Pro Tempore of the Oklahoma
State Senate, the Speaker of the Oklahoma House of Representatives
and the Governor on or before January 1, 2018.

D. The Oklahoma Health Care Authority Board shall promulgate
rules to implement the provisions of this section.

SECTION 2. This act shall become effective November 1, 2017.

ENR. S. B. NO. 773 Page 2



Passed the Senate the 15th day of March, 2017.

Presiding Officer of the Senate

Passed the House of Representatives the 26th day of April, 2017.

Presiding Officer of the House
of Representatives

OFFICE OF THE GOVERNOR

Received by the Office of the Governor this

day of , 20 , at o'clock M.

By:

Approved by the Governor of the State of Oklahoma this

day of , 20 , at o'clock M.

Governor of the State of Oklahoma

OFFICE OF THE SECRETARY OF STATE

Received by the Office of the Secretary of State this

day of , 20 , at o'clock M.

By:

ENR. S. B. NO. 773 Page 3



Oklahoma Health Care Authority
REQUEST FOR INFORMATION
CARE COORDINATION FOR CHILDREN IN DHS CUSTODY

SECTION |: GENERAL INFORMATION

11

1.2

13

14

ANNOUNCEMENT
The Oklahoma Health Care Authority (hereinafter OHCA) is issuing this Request for
Information to obtain information from subject matter experts regarding Care
Coordination Models to serve children who are newborns through age 18 who are in
the custody of the Oklahoma Department of Human Services (DHS,) as directed by
Senate Bill 773 of the 2017 legislature. Pursuant to this legislation, OHCA has
consulted with DHS and the Oklahoma Department of Mental Health and Substance
Abuse Services (ODMHSAS) in the development of this RFI. OHCA is directed to,
with the assistance of DHS and ODMHSAS, prepare a summary of the responses to the
RFI to be presented to the President Pro Tempore of the Oklahoma State Senate, the
Speaker of the Oklahoma House of Representatives and the Governor on or before
January 1, 2018.

OBJECTIVES
OHCA'’s major objectives for exploring Care Coordination models are as follows:

1. Determine the best market-based approach(es) to serving Oklahoma’s children
in DHS custody;

2. Determine the benefits of implementing Care Coordination models in providing
clinically appropriate evidence-based health care services to children in DHS
custody.

3. Determine how Care Coordination models can serve to reduce the costs of
healthcare for children in DHS custody, while maintaining a high quality of
care.

4. Determine how to best provide efficient and effective health services and care
coordination to children in DHS custody; and,

5. Evaluate how the use of Care Coordination models could incorporate the efforts
to implement relevant initiatives as provided by the Compromise and
Settlement Agreement (‘“Pinnacle Plan”) as administered by DHS.

POINT OF CONTACT

This RFI is issued by OHCA and OHCA is the sole point of contact from the date of
release of this RFI through the closing date as follows:

Oklahoma Health Care Authority

4345 N. Lincoln Blvd.

Oklahoma City, OK 73105

Attention: Gerald Elrod

Phone (405) 522-5850

E-mail: Gerald.Elrod@okhca.org

RFI TIMETABLE (All dates are estimates and subject to change)
RFI available on OHCA website Tuesday, September 19, 2017


mailto:Gerald.Elrod@okhca.org

1.5

All Respondent questions due Thursday, September 28, 2017

Answers posted on OHCA website Friday, September 29, 2017

RFI Responses due Thursday, October 16, 2017
Demonstrations Est. November 6-10, 2017

RFI CLOSING DATE

A. Responses submitted in accordance with this RFI must be received by OHCA no

later than 3:00PM Central Time (CT) on October 16, 2017. Responses should be
emailed to the Point of Contact in Section 1.3. Responses received after the closing
time and date will not be accepted.

B. After reviewing submissions, OHCA may invite some or all Respondents to
demonstrate their Care Coordination models at OHCA’s offices in Oklahoma City.

SECTION I1: BACKGROUND

2.1

2.2

SERVING CHILDREN IN DHS CusTOoDY
Three state agencies play a leading role in serving children in DHS custody. These roles
are discussed in 2.2, 2.3, and 2.4 below:

OKLAHOMA DEPARTMENT OF HUMAN SERVICES

The Oklahoma Department of Human Services (DHS) is the state agency designated to
administer support- programs and services currently provided statewide in 77 county
offices, including Child Welfare Services (CWS), Temporary Assistance for Needy
Families (TANF), Medicaid, Supplemental Nutrition Assistance Program (SNAP), Aging
Services, Developmental Disabilities Services (DDS), Child Care Services, and Child
Support Services (CSS).

The DHS mission is to improve the quality of life of vulnerable Oklahomans by increasing
people's ability to lead safer, healthier, more independent, and productive lives. CWS is the
DHS division responsible for administering the state's child welfare services. The purpose
of CWS is to improve the safety, permanence, and well-being of children and families
involved in the child welfare system through collaboration with families and their
communities.

Section 1-7-103 of Title 10A of the Oklahoma Statutes requires DHS to provide medical
care necessary to preserve the child's health. Currently, there are approximately 9,000
children who are in out-of-home-care due to abuse, neglect, or both. The vast majority of
these children rely on SoonerCare (Medicaid) fee-for-service coverage to ensure appropriate
medical care and treatment. Early Periodic, Screening, Diagnosis, and Treatment (EPSDT)
is used to prevent and identify conditions that may interfere with the child's natural growth
and development. There are often barriers to ensuring coordinated care for these children,
many of whom have experienced trauma that can ultimately impact their overall well-being.
Although the goal is to keep children in their local community, it is not always possible.
Movement of children in the foster care system provides a unique challenge to coordinate
care with caregivers and parents. On January 4, 2012, DHS and Plaintiffs reached
agreement in a long-standing federal class action lawsuit against the state of Oklahoma on
behalf of children in the custody of DHS due to abuse and neglect by a parent or resource
caregiver. That matter, D.G. vs. Yarborough, Case No. 08-CV-074, resulted in the
Compromise and Settlement Agreement (CSA), which was approved by the United States
District Court for the Northern District of Oklahoma on February 29, 2012. The CSA
requires (Section 2.10 (a)) that DHS develop a plan setting forth “specific strategies to
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improve the child welfare system.” Under the CSA, the parties identified and the court
approved Eileen Crummy, Kathleen Noonan, and Kevin Ryan as “Co-Neutrals,” and
charged them to evaluate and render judgment about the ongoing performance of DHS to
strengthen its child welfare system to better meet the needs of vulnerable children, youth,
and families. This plan, hereinafter referred to as the “Pinnacle Plan” provides a
framework that must be followed when providing care to children in DHS custody.

Additional Information on DHS Health-related Procedures:

1) How health needs are identified.
Oklahoma utilizes the current Medicaid Early Periodic, Screening, Diagnosis and
Treatment (EPSDT) schedule. CWS policy, Oklahoma Administrative Code
(OAC) 340:75-6-88, requires EPSDT screening according to the schedule of
frequency or at a minimum an annual physical exam. In addition, CWS provides as
soon as practicable after the filing of the petition, an initial health screening for
each child placed in DHS emergency custody, to identify any health problems that
require immediate treatment, diagnose infections and communicable diseases, and
evaluate injuries or other signs of abuse or neglect. Section 1-7-103 of Title 10A of
the Oklahoma Statutes requires that DHS provide medical care necessary to
preserve the child's health and protect the health of others in contact with the
child. Each child in DHS custody is to receive:

o yearly mental health or developmental screening;

o yearly dental exam when the child is older than 3 years of age. Children younger
than 3 years of age receive dental services as needed;

e immunizations initiated and kept current;

e visual and hearing evaluation exams and corrective lenses or hearing aids, when
indicated,

e outpatient or inpatient behavioral mental health treatment, when appropriate;

e physician's services, when the child is sick. This service is not considered a
physical exam; and

e follow-up and referral services as recommended by a qualified professional.

2) How health needs identified through screenings will be monitored and treated,
including emotional trauma associated with a child's maltreatment and removal
from home.

Per OAC 340:75-6-88, the CW specialist schedules initial health and
developmental screenings for the child based on the needs and age of each child
placed in out-of-home care. The CW specialist ensures, in coordination with the
placement provider and parent, when applicable, that the child in out-of-home care
receives timely needed routine and specialized medical care, including medical,
dental, visual, and counseling services. Subsequently, the CW specialist
coordinates with care providers routinely during the required contact with child and
placement provider. Child Contact Guides, specific to age ranges, are used by the
CW specialist to address the physical environment, health and safety concerns,
developmental milestones, and independent living skills, when applicable, for each
child in out-of-home care. When there are any resulting concerns, a plan is



developed to document any actions taken regarding risk items or concerns for child
abuse or neglect.

CWS recognizes the need to become trauma-informed. In the past few years, CWS
offered CW specialists training on trauma and how trauma relates to the child's
behavioral, physical, and emotional health. While this training was beneficial,
there remain systemic gaps in care coordination and treatment. CWS is in the fifth
year of a grant, titled the Oklahoma Trauma Assessment and Service Center
Collaborative (OK-TASCC). OK-TASCC is a demonstration grant through the
Administration on Children, Youth and Families on the Initiative to Improve
Access to Needs-Driven, Evidence-Based/Evidence-informed Mental and
Behavioral Health Services in Child Welfare. The goal of this project is to improve
the social and emotional well-being and restore the developmentally appropriate
functioning of children and youth in the CW system that have mental and
behavioral health needs through helping Oklahoma develop and implement a
comprehensive, integrated, and reliable continuum of screening, assessment, and
aligned service delivery.

CWS, through the OK-TASCC grant, implemented a child behavioral health
screener for every child, birth through 17 years of age, who is placed in out-of-
home care statewide. The screener assists in identifying behavioral health
concerns, possible trauma symptoms, and the level of impairment of social
function. The ultimate goal is to ensure access to effective evidence-
based/evidence-informed treatments and services that are aligned with the assessed
behavioral and mental health needs of infants, children and youth.

CWS, through a trauma-informed/focused approach, enhanced system-wide
capacity and the sustainability of the implementation of a child behavioral health
screening and assessment practice to address the multiple domains associated with
well-being. The OK-TASCC project further enhanced a system-level effort in
helping CW staff and leadership move forward from a trauma-informed to a
trauma-responsive focus. Furthermore, the project highlights the parallel process of
how the organizational culture and staff personal and professional safety and self-
care has a direct link to practicing through a trauma-informed lens and ultimately
well-being outcomes for children and families involved in the CW system. The
very solid, existing partnerships with Oklahoma state child-serving agencies has
provided a mechanism for cross-system collaboration for sustainability of the
continuum of screening, assessment and aligned service delivery. As the screening
and referral processes are sustained, CWS will continue to support our partners to
increase access to evidence-based practices and practitioners in Oklahoma beyond
the OK-TASCC project.

3) How medical information will be updated and appropriately shared, which may
include developing and implementing an electronic health record.

Per OAC 340:75-6-40.2, when a child is in DHS custody and in out-of-home
placement, the CW specialist provides the placement provider all known
information concerning the child at the time of placement and at a minimum of
every six months. In addition, placement providers are given access to the Child's

4



Passport, a web-based application that provides the placement provider with
medical and educational records, among other case plan information, for the
child/children in the provider's care. Since the development of the Child's Passport
in 2010, DHS has continued to refine and enhance the application with real-time
data exchanges from the Oklahoma Health Care Authority (OHCA) as the state
Medicaid agency and Oklahoma State Department of Education (OSDE). Prior to
2010, medical and educational information was subject to entry by the CW
specialist into KIDS; however, medical and educational information now transfer
electronically with the electronic passport. The Medicaid compensable information
has been available since the creation of the Child's Passport in 2010. The OSDE
data was more challenging to retrieve based on specific identifiers, such as the
child's free lunch identifier, that are used versus a client identification number, such
as the child's Social Security number. Additionally, a memorandum of
understanding was needed to execute the exchange of information between DHS
and OSDE. Currently, all agreed upon information is available from OHCA and
OSDE. Enhancements to the Child's Passport are realized through a partnership
with the Office of Management and Enterprise Services (OMES).

Lessons learned from deploying the Child's Passport will be incorporated into
Phase Il enhancements planned for the next year. The re-design will make the
application more user-friendly when logging on, seeking specific information, and
understanding the type of information stored in the Child's Passport. As noted
above, OMES is the entity tasked with any enhancements or the re-design of the
Passport application. Ongoing testing resulted in approval of the agreed upon
enhancements. The testing concluded with a projected release of enhancements by
12/31/2016. Weekly updates are submitted to DHS by OMES.

DHS continues to work with OHCA on enhancing the scope and detail of medical
information exchanged, such as providing the pharmacy address instead of a
pharmacy identification number and allowing for historical data beyond a three-
year period so that when children are adopted this information can be used for
disclosure. Since only the placement provider has access to the Child's Passport,
the provider is encouraged to print the Passport information prior to taking the child
to the health professional for review of the child's medical history and any
concerns, inconsistencies, or the need for special services. On 12/18/2016, the
following enhancements were realized on the Child’s Passport: supplemental
instructions and explanatory selections on the Passport that offer a more user-
friendly website for resource providers, ultimately increasing Passport usage and
reliance; and a streamlined user log-in process by matching primarily on the last
name and other identifiers, which reduces name-based login errors. One main
enhancement includes the presentation of the Early Periodic, Screening, Diagnosis,
and Treatment (EPSDT) schedule after log-in, which is intended to remind the
resource provider of scheduled screenings for the child in focus.

OHCA recently surveyed foster parents via email, netting 393 responses from over
4,000 emails sent, noting that approximately 1,500 emails were undeliverable. The
responses indicate that foster families understand children in foster care are covered
by SoonerCare, and that 93 percent have used their SoonerCare benefits for a well
child visit-EPSDT. Of those families that used the Passport, 43 percent of those
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used it to understand more about the child’s health conditions, 20 percent used it to
provide information to the health care provider about the child’s health history, and
6 percent used it to inform the scheduling of well child visits or specialty
appointments. The goal for SFY 18 is to work on a more strategic means of
communications regarding the Passport, including revisions to the OHCA and DHS
websites for improved linkage to Passport-related information.

4) Steps to ensure continuity of health care services, which may include
establishing a medical home for every child in care.

The Fostering Hope clinic is a medical home clinic that serves children in foster
care, as well as those who have achieved permanency through reunification,
guardianship, or adoption. In addition, the clinics provide care for families and
children who are encountering complex social challenges or are involved in
prevention efforts through CWS. Fostering Hope clinics are located in Oklahoma
City and Tulsa. In the summer of 2016, a foster clinic was launched in the
Oklahoma City Indian Health Services clinic, with support provided by the
Oklahoma City Fostering Hope clinic.

Training continues via the OHCA, ODMHSAS, and DHS staff to inform partners
of the need to collaborate as a statewide system to provide continuity of coverage
for children in out-of-home care. One area of focus for the next five years is to
review the medical services policy and procedure. Currently, efforts are under way
to clarify and shorten the accompanying medical information necessary for
transporting medications from one placement to another. The Child's Passport and
Placement Provider Information report are just two means for CW specialists and
placement providers to ensure the continuity of services for children in custody.

The CWS nursing program began October 2014 and expanded in 2015 to include
one supervisor and six nursing staff located across the state. The nurses embed
within CWS offices and provide a variety of supports including case consultation,
home visits, medical record review, care coordination between CW and community
health and mental health services, coordination with DDS, and training of staff on a
variety of medical issues. The nurses are currently engaged in a qualitative review
of cases where there has been a referral of medical neglect to ensure that
appropriate medical consultation is utilized in CPS decision making.

5) The oversight of prescription medicines, including protocols for the appropriate
use and monitoring of psychotropic medications.

Currently, CWS is involved in assessing and monitoring the use of psychotropic
medications for children in residential group homes, through a regular review
meeting conducted between CWS and OHCA.

The CW nursing staff and the medical director, a pediatrician, assist caseworkers in
answering medication questions. Those questions range from answering basic
questions about a psychiatric diagnosis or treatment, to asking for formal reviews of
medication by a psychiatrist at OHCA. Pediatric Psychiatry phone consultation is



available through OHCA when questions involve children who are in inpatient
psychiatric facilities.

The DHS/OHCA/ODMHSAS/OU Department of Pharmacology workgroup
developed a health improvement project proposal to improve psychotropic
medication tracking and access to case review by child psychiatrists. Data
matching between DHS and OHCA established some baseline population
information on psychotropic medication prescribing among children and youth in
foster care, as well as ensuring that children who were prescribed medication were
also obtaining mental health/counseling services. Work is presently being done to
create reports that can provide case/individual information about psychotropic
medication. Qualitative information about psychotropic medication experiences is
also being gathered through focus groups with CW staff, foster parents, inpatient
and outpatient psychiatrists, and court partners. An advisory panel was developed
to review the quantitative and qualitative data this effort produces and will help
guide CWS on next steps. Representation from OHCA, ODMHSAS, DHS, child
and adolescent psychiatry, pediatrics, and pharmacology serve on the advisory
panel.

6) How the state actively consults with and involves physicians or other
appropriate medical or non-medical professionals in assessing the health and well-
being of children in foster care and in determining appropriate medical treatment
for the children.

CWS continues to contract with a physician to provide system improvement
consultation. The physician's knowledge gained from practice in this arena is
invaluable to assessing the needs of this population. OHCA provided behavioral
health consultations in tandem with CWS staff. These consults include routine
conference calls to discuss the best means of serving children with behavioral and
mental health needs that require intensive treatment. Additionally, the University
of Oklahoma Child Study Center offers case consults for children with behavioral
challenges. These consults are requested on an as-needed basis to determine
appropriate services as well.

7) Steps to ensure that the components of the transition plan development process
required under section 475(5)(H) of the Act that relate to the health care needs of
youth aging out of foster care, including the requirements to include options for
health insurance, information about a health care power of attorney, health care
proxy, or other similar document recognized under state law, and to provide the
child with the option to execute such a document, are met.

Several steps are embedded in the CW Practice Model policy that guide CW
specialists in assisting youth aging out of foster care with transitioning health-
related care. A family team meeting (FTM) is held 120-calendar days prior to a
youth aging out of foster care. During the FTM, the youth and supporting adults
initiate the youth's My Transition Plan that includes discussion around the 7 Key
Elements of Success, with health as one of the elements. The youth is provided a
brochure, Congrats! You're 18!, that covers three topics. The first topic is Medicaid
options for health insurance that includes the website where the youth, who is 18
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2.3

years of age, can go to complete an application for Medicaid coverage. The second
and third topics focus on the options of executing an advanced directive. The youth
can decide whether to receive life-sustaining treatment; select a person to serve as
the youth's "health care proxy,” and decide to donate the youth's organs. The youth
is also referred to a website that provides more detailed information on the
advanced directive. A video is available for viewing and copies of the documents
are available online. As the youth completes the My Transition Plan, the youth
verifies the receipt of the Congrats! You're 18! brochure and whether the youth has
executed an advanced directive. DHS and OHCA continue to coordinate extended
coverage options for youth who age out of foster care. One of the lessons learned is
the need to provide a variety of options to message transition planning and how to
impart heath care information that requires action on the youth's part. The
Oklahoma Successful Adulthood (OKSA) website offers such an option. CWS is
continuously working with the Successful Adulthood contractor to develop and
improve message delivery to youth who can benefit from health care services.

Role of Targeted Case Management — DHS/CW

Oklahoma's Medicaid State Plan was amended August 1, 1997 to include Targeted
Case Management (TCM). Under the plan, the Oklahoma Department of Human
Services (OKDHS) is designated as a TCM provider for children under the age of
18 who are in the voluntary, emergency, temporary, or permanent custody of
OKDHS and who are in out-of-home care or trial adoption. Specific TCM services
are those that assist these children to access needed medical, educational, social,
and other services. The Child Welfare (CW) worker:

(1) selects TCM services when completing the child's placement plan; [OAC 340:75 6-

40.1

(2) provides TCM services during contacts with the child or with other persons on behalf

of the child; and [OAC 340:75-6-48]

(3) documents TCM services on the KIDS Contacts screen. [OAC 340:75-6-40.6]

OKLAHOMA HEALTH CARE AUTHORITY

OHCA is the single state Medicaid agency and administers SoonerCare. Medicaid provides
health coverage to millions of Americans, including eligible low-income adults, children,
pregnant women, elderly adults and people with disabilities. Medicaid is administered by
states, according to federal requirements. The program is funded jointly by states and the
federal government. Medicaid is administered at the federal level by the Centers for
Medicare and Medicaid Services (CMS) within the Department of Health and Human
Services (HHS). CMS establishes and monitors certain requirements concerning funding,
eligibility standards and quality and scope of medical services. States have the flexibility to
determine some aspects of their own programs, such as setting provider reimbursement
rates and the broadening of the eligibility requirements and benefits offered within certain
federal parameters.

In Oklahoma, children who are in the custody of DHS are eligible for full-scope
SoonerCare coverage in the Fee-for-Service delivery system. These children receive all
services for children that are covered in the Oklahoma Medicaid State Plan.


http://www.okdhs.org/library/policy/pages/oac340075060040001.aspx
http://www.okdhs.org/library/policy/pages/oac340075060040001.aspx
http://www.okdhs.org/library/policy/pages/oac340075060048000.aspx
http://www.okdhs.org/library/policy/pages/oac340075060040006.aspx

2.4

OKLAHOMA DEPARTMENT OF MENTAL HEALTH AND SUBSTANCE ABUSE SERVICES

(ODMHSAS)

2.5

This department is the Single State Agency for Substance Abuse and the State Mental
Health Authority. ODMHSAS provides inpatient and community-based mental health and
substance use disorder treatment services statewide through a network of state
owned/operated and contracted providers including psychiatric hospital services,
community mental health centers, crisis intervention centers and alcohol and drug
treatment programs. In addition to credentialing certain behavioral health providers, the
department is instrumental in shaping behavioral health policy for SoonerCare. In 2015,
ODMHSAS implemented SoonerCare Behavioral Health Homes for adults with Serious
Mental Iliness and children with Serious Emotional Disturbance. However, due to concerns
raised by the Centers for Medicare and Medicaid Services about preventing duplicative
reimbursement, children in the custody of DHS have not been enrolled in Health Homes
for Children. In 2017, ODMHSAS implemented a Certified Community Behavioral Health
Clinics pilot using three community mental health center sites throughout the state. These
CCBHC sites are responsible for directly providing nine required types of behavioral
health treatment services, with an emphasis on the provision of 24-hour crisis care,
utilization of evidence based practices, care coordination, and integration with physical
health. ODMHSAS certifies and monitors the Health Homes and Certified Community
Behavioral Health Clinics. They are required to utilize best practices in describing
psychotropic medications. This includes working to decrease the number of psychotropic
medications that may have been prescribed for a child in the past, once they are admitted to
services, if they have been receiving three or more. This also includes integrating with
primary care to ensure contra-indicated prescribing across disciplines does not occur.

In the spring of 2014, DHS and ODMHSAS Oklahoma Systems of Care (OKSOC) began
working together to promote a trauma-informed child- and family-serving system as a way
to reduce the number of children going into state custody; to reduce the number of children
with disrupted placements; and to provide safe, stable, and less restrictive placements.
DHS and ODMHSAS collaborated with family advocacy organizations and community
stakeholders to expand crisis and response capacity to improve outcomes and provide
supports for children and youth. Enhanced community connections were deemed especially
important to these efforts. This project, known as Communities of Care (CoC), began in
DHS Region 4 which encompasses most of the southeastern quadrant of the state and is the
region with the highest percentage of youth in DHS custody.

Additionally, since January of 2015, ODMHSAS has partnered with DHS to employ five
Mental Health Consultants (MHCs) and one supervisor who office out of ODMHSAS'
central office in Oklahoma City. All of the consultants are licensed professionals in mental
health and substance abuse within the state of Oklahoma. They provide case consultation
regarding infants, children, youth, adults and families involved with Oklahoma Department
of Human Services and the Child Welfare System. The roles of the mental health
consultants are to make recommendations to Child Welfare Staff for the purpose of
positively impacting the social, mental and emotional well-being of children in state’s
custody. MHCs help to foster a positive attitude toward mental health and substance abuse,
empower the child welfare workers, and enhance services and supports.

MORE INFORMATION



For additional information, please refer to the posting on the OHCA website where a
library of additional relevant documents has been compiled for optional reading.

SECTION I1I: RFI INFORMATION AND QUESTIONS

3.1 GENERAL RFI INFORMATION

OHCA has been directed by SB773 to conduct an RFI and develop a report to be delivered
to the President Pro Tempore of the Oklahoma State Senate, the Speaker of the Oklahoma
House of Representatives and the Governor. RFI responses will be used to develop this
report and provide an accurate representation of potential Care Coordination models for
children in DHS custody. OHCA understands there may be a variety of Care Coordination
models, and we encourage respondents to provide us with any information that can help us
to develop a comprehensive summary as required by SB773. Respondents may present one
or several models in responding to this RFI.

3.2 Scope oF WORK
Respondents are asked to propose Care Coordination models for Oklahoma children in DHS
custody and address the outline below:
A. High-Level description of the recommended Patient-Centered service delivery Care
Coordination models
1. Name and describe Respondents chosen models including reason for selecting
the models
2. Describe how the models address the needs of the target population
3. Explain how Respondents have approached implementation of the models

B. Access to Health Services
1. Describe how your care coordination models would ensure that children in care
and their families can access needed health services?
a. Behavior Health Services?
b. Medical Care?
c. Dental?
2. How would you use a care coordination model to include children in care as
enrollees of Health Homes?

C. Staff/Provider Network
1. Describe, if applicable, how staff and/or provider network recruitment and

retention, including types of providers (for example primary care, specialty care,
dental, HCBS, case/care management, LTC, other, etc.) are addressed.

D. Payment Structure
1. Explain payment methodology, assumptions, and constraints related to the care
coordination models
a. Specific to covered benefits and services
b. Specific to other benefits and services
C. Show estimated amounts of provider payments for evidence-based

performance outcomes (for example amounts of withholds, performance
payments based on quality metrics, etc.)
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2. How does your Care Coordination model address potential CMS concerns
regarding duplication of care/payment? Explain how proposed payments
comply with existing and proposed Federal and State requirements.

E. Impact of Model
1. Explain estimated implementation costs and anticipated savings, for the first
five years of an implementation of your model.
a. Methodology
b. Assumptions
c. Constraints
2. Describe the quality and anticipated effect of the care coordination models
on the target population with respect to the following.
a. CMS recommended benchmarks
b. State identified areas including preventive screenings, tobacco
cessation,  obesity, immunizations, diabetes, hypertension,
prescription drug use, hospitalizations, readmissions, emergency
room use
c. Core measures identified within the Oklahoma Health Plan (OHIP)
2020
d. Respondent suggestions for other benchmarks
e. Considerations for Value-Based performance designs, specifically
those that support and align with objectives identified within the
Oklahoma State Innovation Model design

F. Data Management
1. How does your care coordination model provide for efficient management
of data to ensure that the child experiences quality and safety?

G. Care Coordination Implementation Timelines (including key activities and milestones)

1. Based on prior experience, provide insight into what a realistic timeline for
implementation of your Care Coordination model might be. Specifically,
provide details into the following aspects of implementation of a Care
Coordination model similar to what has been described:

a. Development

b. Transition/Readiness Activities

c. Implementation of member enroliment

d. Implementation of member service delivery

SECTION IV: RESPONSES

4.1 RESPONSE FORMAT

A. Respondents are encouraged to provide all requested information to ensure that
their response is most useful to OHCA.

B. Respondents must complete the Cover Page .available on the OHCA website with
this RFI

C. The entire Scope of Work response (As listed in Section 3.3) will not exceed a 50

page limit. Any items over the 50 pages will not be reviewed.
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4.2 COST OF PREPARING RESPONSES

A.

All costs incurred by the Respondent for response preparation and participation in
this informative process will be the sole responsibility of the Respondent. The
State will not reimburse any Respondent for any such costs.

The State reserves the right to withdraw the RFI at any time during this process.
Issuance of this RFI in no way obligates the State to award or issue a contract or to
pay any costs incurred by any Respondent as a result of such a withdrawal.

4.3 RETENTION OF RESPONSES

A.

Unless otherwise specified in the Oklahoma Open Records Act, Central Purchasing
Act, or other applicable law, documents and information a respondent submits are
public records and subject to disclosure.

No requests for information to be marked proprietary or confidential will be
accepted.

SECTIONV: VENDOR PRESENTATIONS

A

Based on RFI responses, OHCA reserves the right to invite some Respondents to
make oral presentations about their programs, capabilities, and approaches to
OHCA staff. OHCA may also request telephone interviews with key personnel at
the Respondent’s organization in addition to or in lieu of a presentation.

Only Respondents who submit complete responses by Thursday, October 12, 2017
will be considered for presentations. OHCA appreciates all responses and may
review incomplete responses or those received after the deadline at its discretion.
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RFI Questions — Part |

(Gerald & Melinda will address questions in red)

10.

11.

12.

13.

How is Care Coordination defined by each agency?
Each agency is interested in learning about the care coordination models proposed by subject
matter experts in the responses. We are open to input from respondents.
Could you please define the desired outcome of successful Care Coordination or what success
looks like?
For purposes of this RFl, we are interested in the definitions of success that the care
coordination model experts will propose.
How would you prioritize outcomes, such as:

a. services or comprehensive services;

b. access;

c. reduced cost; and

d. improved quality?
We don’t have specific outcome priorities in mind and are interested in the priorities that the
care coordination models experts will present.
Could you please provide the total number of DSHS clients?
9080 children in care
Could you please provide a map of the distribution of potential DSHS clients?
The attached map indicates 5 regions for CWS. Each region has a range of 1600 to 2000 plus
children in out-of-home care. Region 5 has the highest number in out-of-home care with over
2000.
Could you please provide the number of DSHS clients in traditional foster care?
3125 in traditional foster care plus 3386 in kinship foster care.
Could you please provide the number of DSHS clients in special foster homes or DDSD group
homes?
Specialized foster care and agency companion homes serve 28 children, while DDS group
homes serve a maximum of 32 children.
Could you please provide the number of DSHS clients in in therapeutic foster homes?
272in TFC
Could you please provide the age distribution of DHS clients in each of the above categories?
This information is not available.
Is the preferred model global (all services and Care Coordination provided to this population) or
care coordination-only focused?
The State does not have a preferred model, and is interested in the possible models that care
coordination experts will suggest.
Does this RFI seek to replicate another State’s successful model, and if so, could you please
provide the State and model?
The State is not seeking to replicate another State’s successful model, but is seeking solutions
and recommendations that may be beneficial for Oklahoma children served in DHS custody.
Could you please clarify the dual payment concern referenced within Section 3.2.D.2, page 10?
In some instances, CMS will not approve programs or payments that are considered
duplicative of other targeted case management efforts.
Could you please provide the proportion of this population currently receiving services from an
FQHC, and by FQHC?
This information is not available.



14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

Could you please provide the proportion of this population currently receiving services from
care coordination programs, such as HAN, Telligen or another?
This population is not currently receiving care coordination program services other than
Targeted Case Management furnished by DHS.
Could you please provide the costs of all care, including care coordination and medical, in terms
of:

a. total annual cost; and

b. average cost per beneficiary?
See the OHCA 2016Annual Report, pages 74 and 75, as found in the RFI Bidders Library.
Could you please provide the number of:

a. minors whose costs fall 2 standard deviations above the mean currently; and

b. minors whose costs fall 2 standard deviations above the mean in 2015 and 20167
This information is not available.
Could you please provide this population’s current levels of quality indicators for:

a. immunizations;
diabetes;
hypertension;
prescription drug use;
hospitalizations;
readmissions;
emergency room use; and
any others?
This information is not available.
RFI Section 3.2.E.1 says, "Explain estimated implementation costs and anticipated savings, for
the first five years of an implementation of your model." To be able to better estimate savings,
can the State provide the current PMPM, program, and administrative costs for the services
described in the RFI?
This information is not available, as additional care coordination services are not being
provided.
What are the anticipated savings for this program?
This information is not available.
Has the State established regions to which children are linked? If so, please provide details.
The five regions are designated in the map in Attachment X.
Please provide counts of children in custody that are placed in different levels of foster care,
residential care, distribution across the state, and whether they are in-state versus out-of-state.
3125 in traditional foster care; 3386 in kinship foster care; 200 in other foster family care,
including tribal and DDS homes; 272 in therapeutic foster care; 936 in trial reunification
(returned to own home), 1,161 in other placements, including shelters, group homes, and
treatment facilities.
Is out-of-state care permitted?
Out-of-state care is through the Interstate Compact on Placement of Children unless the
purpose is for treatment services in another state. The OK Health Care Authority manages
contracts for out-of-state psychological treatment services.
Please provide access to de-identified claims data for this population.
This information is not available.
Is it the intent of the State to contract for an at risk solution with a vendor to manage these
children/population?

Se o oo0T



The State has not been directed to prepare to contract with any vendor to manage these
children/this population.

25. How many full time equivalents (FTEs) are supporting the current model, listed by their role?
This information is not available.

26. Would the selected vendor be responsible for payment to providers? Or will that be handled by
a third party?
We are interested in learning from the subject matter experts what payment models are
recommended.

27. Please provide clarity on what the State is expecting to be demonstrated in the November 6-10
meetings. How long does the State anticipate each vendor's meeting will last?
The State would anticipate that invited experts would give brief presentations of the
proposed models, and be responsive to questions. Such meetings can be arranged to occur in
person or via teleconferencing, based on the preferences of the invited vendors.

28. RFl Section 1V, 4.1.C says, "The entire Scope of Work response (As listed in Section 3.3) will not
exceed a 50 page limit." The RFI does not have a Section 3.3. It does, however, have a Section
3.2, Scope of Work; is Section 3.2 the correct reference?

This has been reviewed and corrected in the revised RFI posted on our website.

*NOTE: The DHS CWS data are point in time data. The numbers shared are only intended to give
guidance on the approximation of services needed as of Oct. 1, 2017.
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3.2 Scope of Work

3.2 Scope of Work

A. High-Level description of the recommended Patient-Centered service delivery Care
Coordination models

1. Name and describe Respondents chosen models including reason for selecting
the models

2. Describe how the models address the needs of the target population
3. Explain how Respondents have approached implementation of the models

Aetna recognizes the extraordinary challenges unique to foster care children and the reality that
they require our unwavering commitment, collaboration, and compassion. Children in state
custody are among the most vulnerable individuals in our society, often facing significant risks
that are a combination of physical, behavioral, social, and/or cultural conditions.

Our comprehensive, holistic care approach simplifies communication with children and their
families, while aligning our care teams with each child’s health goals. Along with enrollees and
their families, our integrated care teams create holistic care plans focused on evidence-based best
practices, trauma-informed care, and social determinants of health that result in a positive impact
on each child’s life. In partnership with the Oklahoma Department of Health Services (ODHS) to
achieve safety and permanency for children, we address the effects of trauma and focus services
on the family, both of which are essential to the effectiveness of our patient-centered, integrated
care management.

The multiple complexities of children in the custody of child welfare and foster care must be
considered in the care planning process. Foster children* may have multiple caregivers,
guardians, decision-makers, formal and informal supports, and treatment professionals,
depending upon their individual needs, placement stability, or legal circumstances. Within
Aetna’s integrated care management model, all caregivers, foster parents, biological family
members (whose rights have not been severed), guardians, and formal and informal supports are
considered an integral part of the child’s well-being. As a result, they are encouraged to
participate in the care planning process. Oklahoma uses the term Family Team to describe the
planning process for foster care children which includes the child, guardians, custodians,
caregivers, biological parents, foster parents, medical and behavioral health professionals,
advocates, informal supports, formal supports, child welfare specialists, and any other person
involved in the child’s life. Aetna’s integrated care approach includes all critical members of the
child’s Family Team. *Throughout this document, Aetna uses the termfoster child/children to
represent both children in foster care and children in the custody of Oklahoma Child Welfare
Services.

A.1. Name and describe Respondent’s chosen model including reason
for selecting the model

Meeting eachenrollee’s needs within a managed care organization is dependent upon a fully
integrated system of care that addresses the health disparities, medical, developmental, and
biopsychosocial needs of the populations it serves. Use of an integrated care model for a foster
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care population affords the highest quality of services in settings of the Family Team’s choice,
while managing costs, enhancing care for complex conditions, and reducing unnecessary and
expensive admissions. A managed care approach results in measurable improvements in health
outcomes and program savings by:

o Offering budget predictability

e Controlling rising costs by reducing duplicate and unnecessary services

e Supporting person-centered, coordinated care through a fully integrated approach that
integrates care for all enrollee-facing services—including physical health, behavioral health,
pharmacy, and transportation—and results in improved health outcomes and lower costs

e Requiring contracted managed care organizations to contract with and manage a
comprehensive network of medical, pharmacy, behavioral health, and dental providers,
including inpatient care and home and community-based services providers, along with other
nontraditional providers

e Increasing use of wellness and preventive services

e Attending to care transitions to maintain continuity of care and services

e Implementing health equity programs to provide culturally competent care that recognizes
the unique backgrounds and cultures of our enrollees

We use an integrated care model because Aetna recognizes that wellness is more than just
physical health. The ability to achieve wellness is directly associated with the interaction
between the mind and body and the impact of environmental factors and cultural beliefs. Aetna’s
holistic, person-centered model is a collaborative approach composed of biopsychosocial
assessments, care planning, facilitation, care coordination, evaluation, and advocacy designed to
meet our enrollees’ complex care needs. We use evidence-based practices and national chronic
care guidelines, and address social determinants of health as part of our approach. Care managers
actively partner with enrollees and their families in health awareness, self-advocacy, health
literacy, and health promotion activities to empower them to participate in their own health care
through improved access. Aetna’s integrated care management approach is proven effective at
improving the timeliness, quality, and effectiveness of health care service delivery for children in
other states. Furthermore, it directly aligns with the ODHS’s mission to improve the quality of
life for vulnerable Oklahomans.

Different service providers, agencies, and organizations work in tandem effectively whenever
there is a mutual understanding of and commitment to one another’s roles and responsibilities.
As a result, our fully integrated care management model assures the right resources are available,
organized, and coordinated to enable enrollees to achieve goals that matter the most to them and
their families. We want enrollees to live in the least restrictive and most integrated and
supportive environment compatible with their preferences, treatment efficacy, and safety. This
minimizes preventable use of high-intensity, high-cost health services such as inpatient
hospitalization or residential facilities, and increases stability in family-based placements.

2 Aetna BetterHealth® of Oklahoma
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The following elements comprise Aetna’s integrated care management approach:

Availability and access to a broad, flexible array of effective, community-based services and
supports for children and their families that address their emotional, social, educational, and
physical needs, including covered and other services, as well as sustaining natural and
informal supports

Individualized services informed by the unique potential and needs of each child and his or
her family, guided by a strengths-based, wraparound service planning process and a service
plan developed in true partnership with the enrollee and his or her family

Engagement with enrollees, while recognizing their strengths and capacities when addressing
their physical, behavioral, environmental, and psycho-social needs in a culturally competent
manner

Collaboration with enrollees and their families in all aspects of the planning and delivery of
services, and in the policies and procedures that govern the care they receive in their
communities

Face-to-face care coordination through a local, community-based plan in concert with the
most effective technology-enabled, evidence-based systems and appropriate services and
supports to create optimal health outcomes and enhanced quality of life

Addresses social determinants of health, while providing care management, services, and
supports

Individualized care management and service delivery based on a comprehensive assessment
of eachenrollee’s needs and goals delivered by an extensive network of high-performing,
qualified, traditional and non-traditional providers

Integration of services at the system level recognizing the linkages across administrative and
funding mechanisms

Integration of services atthe community level with linkages across school, faith-based, and
advocacy organizations

Care management at the physician practice level to help ensure multiple services are
delivered in a coordinated and therapeutic manner, and that enrollees and their families can
move through the system of services in accordance with their changing needs

Incorporation of accountability and quality improvement mechanisms to track, monitor, and
manage the achievement of care goals at the system, practice, and family levels

Where appropriate or requested, make care managers available to support the State case
managers and the enrollee and their biological or foster family with reunification or adoption
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Figure 3.2-1; Aetna’s Integrated Care Management Model
Our person-centered approach to integrated care planning considers all supports to assist
enrollees in reaching their individual goals.

Over the past several years, Oklahoma has made tremendous progress in transforming the
landscape of children’s welfare. According to Oklahoma’s Pinnacle Plan 2017 fiscal year report,
opportunities for further strides in achieving children’s permanency and stability remain. Aetna’s
integrated care management approach addresses the barriers that impact a child’s well-being and
supports Oklahoma's Pinnacle Plan to increase stability and permanency for children, provide
support to family and caregivers, and increase children’s access to treatment services.

Aetna’s integrated care management model is best utilized as part of a fully capitated managed
care delivery system for all Medicaid populations. A fully capitated managed care model offers
all Medicaid enrollees the highest quality of services in settings of their choice, manages costs,
reduces unnecessary and expensive facility admissions, and emphasizes preventive care and
wellness. For enrollees with complex needs and conditions, such as foster care children,

a managed care approach provides much-needed coordination of services and programs by
assigning that responsibility to the Managed care organization. The managed care plan has the
information about an enrollee’s services that can be used to inform care coordination and identify
unmet medical, behavioral or social needs. If all Medicaid consumers were served by a managed
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care model, children and their families would have access to a broad, statewide provider network
and a central care management system that will follow them as they age out or move from one
program to another. The flexibility and coordination between providers and community-based
services resulting from a managed care approach are ideally suited to serve Oklahoma’s
vulnerable Medicaid enrollees, including foster care children.

Screening and Assessment

A standardized, comprehensive risk assessment for all enrollees is necessary to garner
information that canbe used to develop a person-centered care plan that reflects the individual
goals and strengths of each enrollee and his or her family. Furthermore, periodic re-assessments
guide and adjust resource allocation, an enrollee’s care or support level, and the ratio of care
managers to enrollees.

Aetna employs an interdisciplinary care team comprised of experienced registered nurses and
behavioral health professionals who are fully trained to assess the biopsychosocial profile of
eachenrollee we serve. Aetna’s care managers have specialized training to ensure full
understanding of the needs of foster care children. Our team members complete advanced
coursework on trauma-informed care, mental health first aid, youth-in-care services, social
determinants of health, and permanency planning.

Our care managers collaborate with case workers assigned by the State’s Child Welfare Services
and all members of the child’s family to help to ensure children receive the services and supports
necessary to achieve their care plan goals. This includes collaboration with our medical
providers, behavioral health providers, specialty care providers, foster care and specialized foster
care providers, legal representatives, community-based care managers, community services, and
advocacy organizations.

All children receive a comprehensive assessmentto determine their health care needs. Aetna’s
care managers contact each child and his or her family to complete the comprehensive
assessment with the child and family either telephonically or face-to-face. Aetna meets the
enrollee where they are by working with the guardian or foster parent in the same capacity as we
would a biological parent. Aetna care managers work closely with State agencies to coordinate
enrollee care, regardless of the living situation, to ensure all parties responsible for the child’s
care are involved. Whenever necessary, we complete multiple sessions to complete the
assessment and help to ensure it is person-centered and driven by the child and family’s
individual needs. The assessment gathers information about the child's physical and behavioral
health, family relationships, social and community supports, education, cultural preferences,
strengths, interests, social determinants of health, and other environmental factors influencing
their current functioning. We use active listening and motivational interviewing techniques to
engage enrollees and their families in determining their care plan goals.

One of Oklahoma Health Care Authority's objectives includes ensuring children within the child
welfare system have access to clinically appropriate health care services. Aetna’s care managers
use multiple clinical and assessment tools to ensure a deep understanding of what each enrollee’s
needs are from a medical, behavioral, social, functional, and cognitive standpoint, including
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dental and vision assessments. This includes a health risk assessment and behavioral health
screening tools including the Patient Health Questionnaire-Adolescents (PHQ-A) for depression,
the Pediatric Symptom Checklist-17 (PSC-17), and the CRAFFT for substance use. Other
specialty assessmenttools are used to understand the child’s level of trauma such as the Adverse
Childhood Experiences (ACE) and the Trauma Symptom Checklist (TSC). Care managers
collaborate with service providers to collect existing information to ensure assessment
information is comprehensive and reflects social determinants of health.

Additionally, enrollees are stratified into levels of acuity for care management based on the
information gathered through assessment activities to focus on biopsychosocial complexity and
intensity of needs that impact stability, permanency, and well-being. For children in the Child
Welfare system, stratification will be based on assessment of social and environmental factors,
information gathered from collaboration among care team members as well as the enrollee’s self-
reported conditions and health care utilization, such as emergency department encounters or
hospital utilization.

Individualized, Comprehensive Care Planning

Every enrollee’s right to self-determination is paramount in a person-centered planning and care
management approach. In our view, the enrollees and their families are the experts and the
principal voices in determining preferences and goals. Our role is to serve as advocates, to help
the enrollee discover what is truly important to him or her. By supporting each enrollee this way,
we are helping to shape a life plan, as opposed to simply a care plan; therefore, each enrollee’s
plan must be tailored to specifically meet his or her goals, needs, and preferences.

Person-centered planning improves quality of life and helps enrollees reach their physical,
cognitive, psychosocial, and behavioral health goals. Our enrollees, their families, and their
preferred support systems all assemble as part of the interdisciplinary care teamto articulate their
values, beliefs, preferences, and priorities. The team collaborates to develop a comprehensive,
holistic individualized care plan that expresses how the enrollee’s assessed and articulated goals,
needs, and preferences are met.

Each enrollee’s integrated care plan is developed, evaluated, and updated through ongoing
engagement with the child, his or her birth and foster family, his or her care manager, and the
interdisciplinary care team. The care manager continually works with the team to identify the
root causes affecting the enrollee’s health and eliminate the barriers to care. Our integrated,
person- and family-centered approach to developing individual care plans and care coordination
align with Oklahoma’s system of care model and reflects our belief that fully integrated care
management must address each enrollee’s biopsychosocial needs in a holistic manner that
reflects an individual continuum of acute and chronic needs.

The resulting care plan articulates assessment findings, short- and long-term goals, service needs,
and youth and family preferences. We incorporate all relevant information that affects the child’s
health including services the child is currently receiving, services the child is not receiving but
which may be beneficial, the plan for integrating and providing those services, the goals of
services and treatments, the child and family’s priorities, and the roles and responsibilities of
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each member of the team. The care plan also considers school-based information and child
welfare plans resulting in a comprehensive roadmap that addresses all aspects of the child’s
needs. Enrollees facing complex issues are less likely to respond to standard care and are best
served by programs and clinical settings that meet their needs in a truly comprehensive manner.
Our fully integrated care management approach accomplishes this objective by integrating
physical and behavioral health, addressing social determinants of health, and minimizing the
complexity and fragmentation of services.

The following are common, key elements of individual care plans for vulnerable children:

o Collaboration with schools to ensure we are fully supporting a child’s Individualized
Education Plan (IEP) and addressing any gaps in care that support both the school and the
child

o Referrals to Head Start for children under the age of five for enhancement of the child’s
cognitive, social, and emotional development

e Monitoring and tracking all enrollee care and service providers to ensure service continuity
and prevent placement disruptions and addressing barriers that may impact permanency

e Collaboration with the primary care physician, foster parents, and others to ensure timely
completion of Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) services,
including well child visits, dental visits, and immunizations

o Family and care giver support to ensure the foster parents have access to the needed services
and information necessary to ensure each child receives the care they need and so they can
make informed decisions on behalf of the children they care for

We respect the enrollee’s personal story and take the time to listen intently so that we can
identify his or her individual needs, preferences, and objectives, as well as connect his or her
values to healthy behavior change. The care manager provides information and education as the
enrollee needs it and does so in a culturally sensitive manner that considers the enrollee’s health
literacy. Our goal is to promote improved health literacy and encourage self-management of
health conditions whenever possible. Individual care plans also include the prioritization of goals
that consider the child and family’s needs, along with goals, preferences, culture, abilities, and
the desired level of involvement in the care plan.

Connected and Integrated Solutions through CareUnify

CareUnify™ our proprietary population health management information platform, is designed to
deliver actionable data to our provider and community service providers to support their care
management and care coordination efforts. CareUnify aggregates data from multiple sources
including electronic health records (EHR), health information exchanges such as My Health
Access Network and Child Passport, and sources such as public health departments to create an
individually tailored enrollee profile. The system is designed to seamlessly interface and
exchange data from various systems creating specific enrollee and panel dashboard views for
each member of the integrated care team. CareUnify provides a longitudinal care record
combining key data points such as claims, clinical, behavioral and social data to give a true 360-
degree view of eachenrollee in real or near-real time. System features include the ability to show
all visit history, costand utilization information, gaps in care, a shared care plan, admission,
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discharge and transfer information, medications lists, as well as assessments. CareUnify creates a
single unified view of each enrollee where the integrated care team can coordinate care and
services on the platform.

Hospital Care CareUnify Care Patient
Providers Transitions Hospital
Health Plan Health
Care Manager Information
Community Care Gaps Notifications )& Exchange
Resources/ ya Data
Providers Analytics
Oklahoma '
DHS/CWS \ 4
\\ B
Remote > Claims Systems
Monitoring Patient Navigator
Care
Management EMR/EHR
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Care P Mobile
are Flan Applications
EMR/ADT
Aetna Telehealth Zokira

Figure 3.2-2; Aetna’s External Electronic Care Manage ment Component, Care Unify
CareUnify is a versatile outward-facing tool that connects the entire community of health care
and resource providers that surround an individual enrollee or group of enrollees.

The system can also support care coordination for members of the integrated care team that may
be using different EHR or other documentation systems through the use of care paths.
CareUnify’s care paths can be tailored to each provider’s workflow while allowing all
participants of the care team, regardless of their system, to be aligned on workflow tied to each
enrollee’s episode of care, providing clearer hand-offs and ensuring all aspects of an enrollee’s
care are met. CareUnify captures data around social determinants of health and creating real-time
enrollee alerts for our care managers. For example, we can address high-risk ZIP codes where
families experience housing instability and food insecurity, and where foster care children often
face educational barriers.

The following examples illustrate the ways in which Aetna uses CareUnify to promote
collaboration between providers:

o Care paths for transitions of care from behavioral health S—
inpatient settings that include a PHQ-A administration = /B, "\ Data Integration and
« Care paths to engage with enrollees who have opioid use { a.u J -FoadcivaAneijics
and medically complex medical issues
o Care path for enrollees to coordinate care after discharged
from an inpatient admission
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By having all the key enrollee information available in one place, we are able to facilitate
timelier and effectively care coordination with and on behalf of the child, their family and their
extended support system.

Engaging and Supporting Families

Our care managers recognize that most complex medical, behavioral health, and social issues do
not occur in silos and are best addressed by involving the entire family, care providers, and the
extended circle of formal and informal support. Aetna’s care managers join the child and his or
her family members in developing a Family Team wherein the care manager serves as the single
point of contact and communication hub. In collaboration with the family, we work to build a
trusting relationship that provides optimal support to the child, including covered and community
services that align with a wraparound model and address social determinants of health. This
often includes the use of family support partners who provide support to foster and biological
parents through their unique, lived experience perspectives.

Aetna empowers families to coordinate services and make sure their children receive the care
they need through the following:

e Collaboration with discharge planners at inpatient facilities

o Collaboration with State and child welfare departments

o Facilitation of the delivery of family support services for stability and prevention of possible
disruption of the child’s home

o Initiation of family support services for the biological family with the goal of repatriating the
child and adolescent if indicated in the child welfare plan

e Assurance delivery of services is within the least restrictive, most normative environment
that is clinically appropriate

e Assurance all members of the child’s family are full partners in the planning and delivery of
services

o Assurance the policies and procedures that govern the care that families receive includes
their voice at all levels of our system, community, State, territory, tribe, and nation

o Facilitation of a smooth transition to adulthood and to the adult service system, if needed

o Establishment of an enrollee advisory committee focused on the foster care population which
supports and provides bi-directional communication between Aetna and our enrollees and
their families

e Access to 24-hour crisis support services so children and their families can adequately
mitigate crisis situations

o Referrals for respite services essential to addressing family and caregiver burnout

e Support reunification and regular visits with the biological parents where safe, appropriate
and agreed upon as a goal for the child
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A.2. Describe how the models address the needs of the target
population

Aetna is committed to ensuring well-being and improved quality of health for vulnerable
Oklahomans through our integrated care management model, which addresses the following
needs of foster children in Oklahoma:

e Ensuring receipt of EPSDT services

e Coordinating and providing for biopsychosocial needs; performing timely initial assessments
and ongoing reassessments of biopsychosocial needs

o Developing individualized care plans through an interdisciplinary team

Delivering a comprehensive behavioral health network with access to 24/7 services

Providing complex care coordination services for children identified as having high needs

Actively participating on Family Teams

Authorizing necessary services in atimely way

Actively collaborating with other systems such as the juvenile justice system

Coordinating with enrollee’s formal and informal support system, including those who

provide covered and non-covered services

Consistency toward Permanency Outcomes

While the number of children exiting Oklahoma child welfare custody to permanency has
increased from 4085 to 5599 from 2012 to 2016 respectively, we recognize the need for
continued progress toward permanency. Aetna’s care managers will establish and maintain
ongoing communication with Oklahoma’s child welfare staff to assure alignment between
individual care plans and permanency goals, including reunification and adoption, for each child.
Aetna can support each child’s physical, behavioral, and social determinants needs, and promote
child welfare services, by offering home based support services, family support, respite, and
school based support as part of our care planning process. As a consistent care coordinator,
Aetna will also ensure that services continue as a child transitions from foster care to their
permanent adoptive family or as the child transitions to adulthood and independence.

Ensuring Receipt of All Services Required Under EPSDT Regulations

Aetna is dedicated to making sure all children receive EPSDT screenings and their families and
providers use preventive services. Our EPSDT program promotes alliance with families,
providers, State agencies, community organizations, and other stakeholders to achieve this goal
for our enrollees.

To ensure federal and State requirements are met for EPSDT services and access, outreach and
education is conducted to inform families of the service benefit. This is particularly important for
children that change living situations or move among foster families. Our care managers assist
enrollees and families with scheduling appointments and transportation to attend appointments.
The State case worker is part of the care teamand is included in all communication. We use
alerts in our claim system to notify care managers whenever an enrollee needs EPSDT services,
such as well child visits, immunizations, and annual dental visits. Gaps-in-care mailers are sent
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to providers and birthday cards are sent to each enrollee’s placement as a reminder of preventive
care needs. In addition, we use the Text4Health messaging system for focused outreach and offer
gift cards as incentives for enrollees who complete screenings for well-child and adolescent
exams, and behavioral health follow-up to an inpatient mental health admission. In 2016, Aetna
performed above the National Committee for Quality Assurance (NCQA) 50th Percentile for
completion of Well Child Visits 3-6 Years (73.38 percent) and Adolescent Well Care (55.32
percent).

Experienced Team of Medical and Behavioral Health Experts

As discussed previously, Aetna’s integrated care team includes experienced registered nurses and
behavioral health professionals. Our team focuses on quality by working with providers to assist
in closing gaps in care associated with our health outcome measures. For example, registered
nurses review reports to identify gaps in care, such as child or adolescent well visits,
immunizations for adolescents, lead screening in children, and body mass index weight
assessment, as well as counseling for nutrition and physical activity. Additionally, our
community development team provides enrollee education such as distributing enrollee and
provider handbooks that contain EPSDT information at health fairs and other community events.
Whenever possible, Aetna will collaborate with child welfare staff to provide enrollee education
at Oklahoma community events.

Aetna’s integrated care management approach is more than a comprehensive inventory of
different service providers, agencies, and organizations. They need to work well together—based
on a mutual understanding of and commitment to one another’s roles and responsibilities—to
ensure appropriate resources are available, organized, and coordinated to support each foster
child’s goals. Our multidisciplinary coordination and collaboration makes it possible for each
child to achieve his or her goals of optimal health and well-being. In addition, this model
improves quality and reduces total cost of care by managing key clinical events such as
placement disruptions, medication reconciliation, care gaps, and transitions of care.

A.3. Explain how Respondents have approached implementation of
the models

Aetna employs a dedicated, national implementation team that uses a proven, standardized
project management approach that positions us for readiness to implement a large, system-wide
health care transformation in Oklahoma. We provide additional details about our implementation
approach in Section G, Care Coordination Implementation Timelines.

Our implementation team focuses on key activities and milestones critical to the successful
development of a quality driven, cost effective health care delivery system:

e Leveraging Aetna leadership that understands Oklahoma’s needs
e Building a comprehensive, integrated provider network based on utilization trends,
community, provider, and State feedback, and enrollees’ voices
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e Supporting the use of existing patient-centered, integrated models such as Certified
Community Behavioral Health Clinics (CCBHC) like the Fostering Hope clinic operated
through Oklahoma State University (OSU)

e Addressing health care barriers in rural areas by implementing use of telemedicine
capabilities

o Communicating and coordinating with State agencies, particularly ODHS and Oklahoma
Child Welfare Services, to help ensure a seamless transition for children receiving care

o Training of Aetna’steam to ensure they are fully competent on the specific needs and
circumstances of Oklahoma children, including local community resources

Because there is simply no substitute for meeting face-to-face with Oklahomans, hearing their
voices, and garnering their invaluable feedback to help shape the program development for foster
children, Aetna will meet with foster care-specific groups across the State and will establish an
advisory committee. This includes ODMHSAS and ODHS, both of which are critical to
identifying the priority of services and needs, particularly in underserved areas.

B. Access to Health Services

1. Describe how your care coordination models would ensure that children in care and
their families can access needed health services?

a. Behavioral Health Services?
b. Medical Care?
c. Dental?

2. How would you use a care coordination model to include children in care as
enrollees of Health Homes?

Aetna’s holistic, person-centered approach considers the biopsychosocial needs of every
enrollee. Our interdisciplinary care team partners with children, families, and providers to help
coordinate and promote access to care. We employ care managers who serve as a single point of
contact to facilitate timely access to providers and to help ensure children are appropriately
screened, assessed, and referred to the right care no matter where they enter the health care
system. Our care managers continuously work with the changing needs of the child, engage the
Family Team, and monitor care paths to help to ensure each child’s health care needs are met.
Aetna regularly reviews its network to ensure adequate capacity in terms of timely access
including to specialty providers.

Single Point of Contact

Aetna’s care managers serve as the single point of contact for care planning and integrate all
relevant, identified needs that may come from any member of the Family Team or provider
network. We recognize that some foster children may move between multiple placements before
permanency is established. Furthermore, children may be coping with foster-to-adoption issues
or aging out of foster care. Our dedicated care manager becomes the child’s partner throughout
his or her treatment to navigate the challenges or obstacles the child may be facing. During
transitions, continuity of care is paramount to the child and his or her Family Team. To maintain
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this continuity, we approach multiple admissions, placements, and discharges by stabilizing as
many of the controllable factors as possible for the child, family, and caretakers. Our care
managers use our proprietary CareUnify platform that creates a single unified view of each
enrollee so that the integrated care team can coordinate care and services on the platform. We
strive to keep children with the same outpatient treatment providers, such as PCPs, behavioral
health providers, and other specialists, whenever children move between placements.
Furthermore, whenever youth age out of foster care, we work with them and their Family Team
to ensure continuity of care as they move into adulthood.

Comprehensive Care Planning

As described in Section A, our care managers complete a comprehensive assessment for each
enrollee. The assessment incorporates information from all aspects of the child’s life including
physical and behavioral health, family, education, social determinants of health, and community
supports. Our assessment enables enrollees, their families, and their preferred support systems to
assemble as the enrollee’s interdisciplinary care team to articulate each enrollee and his or her
family’s voice, values, beliefs, preferences, and priorities. The Family Team collaborates to
develop a comprehensive, holistic, individualized care plan that describes how the enrollee’s
assessed and articulated goals, needs, and preferences are met.

Individualized, Person-Centered, Adequate Services

Our goal, particularly with children and adolescents, is to provide services that are appropriate,
safe, and effective, and that occur in the least restrictive setting possible. This goal forms the
underlying foundation of our approach to developing a range of services to meet the varying
needs of the vulnerable youth population. By evaluating which services exist and services that
may need to be rendered to address the needs of children who require a more intense level of
care, we collaboratively and creatively work with the child and his or her family to develop an
individual care plan that effectively addresses the services closest to the child’s home.

Aetna will prioritize the development of a provider network that meets the needs of the enrollees.
This includes timely access to all types of care including specialty providers. Our care managers
use their knowledge of local providers to facilitate access toappropriate care. Whenever families
request a specialist or a behavioral health provider, we verify that the new provider is both
qualified and suitable to treat the enrollee. We also offer providers who are located within close
geographic proximity to help mitigate transportation issues. In rural areas where specialty
providers may be lacking, telemedicine options are ready to be implemented.

B.1.a Behavioral Health Care Services

According to the American Academy of Pediatrics, behavioral health is the largest unmet need
for children in foster care. National child welfare statistics indicate that almost all children
involved with the child welfare system report histories of trauma such as abuse or neglect, the
impact of removal from their family or siblings, or multiple foster care placements. Social
determinants such as lack of safe and stable housing, lack of financial resources, as well as
mental health struggles canimpact timely and effective access to behavioral health care.

Aetna Better Health® of Oklahoma 13



OKLAHOMARFI “tna

3.2 Scope of Work

Screening and standardized assessment tools based on best practices are critical components to
addressing a child’s behavioral health needs. As needs are identified, treatment services become
part of the individual care plan. Care managers facilitate access to providers skilled in applying
relevant, evidence-based best practices and community supports necessary to strengthen the child
and family. Often, behavioral health needs are identified by non-behavioral health entities such
as the primary care physician, foster parents, child welfare specialists, or other members of the
Family Team. Aetna’s care managers serve as the single point of contact for care planning and
incorporate all relevant, identified behavioral health needs that may come from any member of
the Family Team.

Aetna understands that serving children in foster care requires a network capable of meeting
children’s behavioral health needs at all points of access. Inrural areas where access to
behavioral health providers may be limited, Aetna will develop telemedicine capabilities for
psychiatric and other needed therapy services. We also offer primary care providers consultation
and training in trauma-informed care to improve recognition of children's behavioral health
needs and to facilitate appropriate, evidence-based treatment practices.

Aetna is prepared to serve these enrollees through our integrated health homes, an important
component of our network strategy. Our integrated health homes integrate physical and
behavioral health providers as part of an interdisciplinary team, and have the specialized
expertise such as trauma-informed practices to serve children with complex needs. We will
include the full continuum of services required by this population, ranging from home-based
community care and respite to residential treatment and specialty counseling modalities, such as
multi-systemic therapy (MST) and functional family therapy (FFT). We will also collaborate
with the State to develop clinically appropriate and safe alternatives to residential treatment to
reduce use of residential treatment and promote stability and permanency in the child’s home.

B.1.b. Medical Care

The Congressional Research Service’s 2012 report, Child Welfare: Health Care Needs of
Children in Foster Care and Related Federal Issues, states that most children enter foster care
because they have experienced neglect or abuse by their parents. Between 35 percent and 60
percent of children entering foster care have at least one chronic or acute physical health
condition that requires treatment. Additional research on youth who aged out of foster care
shows these young adults are more likely than their peersto report having a health condition that
limits their daily activities and participating in psychological and substance use counseling.

Aetna promotes preventive care by emphasizing the facilitation of EPSDT services for our child
and adolescent enrollees. We combine health promotion and education activities and materials to
improve the understanding of the EPSDT program by enrollees and their families and caregivers.
Our outreach activities and materials help enrollees and their families and caregivers understand
the value of this critical program, provide information on how to access EPSDT services, and
assist enrollees in using these services. Our EPSDT outreach and education strategies include:

o Face-to-face Meetings: Our care managers meet face-to-face with enrollees and Foster
Families to identify needs and provide education on the importance of timely EPSDT
services.
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e General Education and Information: The materials we develop and employ to support
EPSDT compliance including the enrollee handbook, enrollee newsletters, surveys, on-hold
messaging, health-related brochures, and website content. Our enrollee handbook includes
information on the EPSDT program, child health guidelines, and tips to keep children
healthy. Our enrollee newsletters include articles about the value of the EPSDT program.

o Automated Voice Messaging: We use an automated voice messaging system to remind
enrollees of upcoming well-child checkups and to follow up on missed appointments. We
also use our Enrollee Services toll-free line to educate callers during their brief on-hold
waiting periods about various aspects of the EPSDT program, and include EPSDT reminders
on our website. All content presented in these various formats are included on our website for
easy reference.

e Text Message Reminders: We use Connect4Health text message reminders for well child
Visits.

e Population-specific Information: Our care managers send a variety of age-specific health
materials to inform our enrollees and their families and caregivers about our EPSDT
program. We mail an age-specific postcard to the homes of enrollees who are due for a well-
child visit.

e Provider Gaps-in-Care Reports: We provide HEDIS reports with EPSDT measures to
providers indicating enrollees in need of services (immunizations, well visits, flu shots,
dental visits, etc.). In addition to making the reports available, our health plans also distribute
the reports by hand, secure email, mail, and fax.

e Inbound Call Reminders: Whenever an enrollee contacts our Enrollee Services
Department, flags in our system alert Aetna staff of EPSDT and other services needed.

e Community Collaboration: We collaborate with community-based organizations and public
agencies to share EPSDT information and information about our provider network at health
fairs, group gatherings, and other community events.

e Educational Mailers: Our education mailers promote vision screenings and include
guidelines recommending retinal screenings for children with diabetes.

A critical aspect of medical care is monitoring prescription medication. It is not unusual for
children who are placed in a variety of settings and being assessed by many professionals to be
prescribed multiple medications. Aetna tracks medications in our electronic medical record and
CareUnify, thus enabling care managers to know the status of each medication and the condition
eachis intended to treat. Aetna's quality initiatives include analysis of pharmacy claims and
coordination with primary care physicians to reduce the use of multiple medications, particularly
psychotropics. We also track opioids and medication refills to determine if alternative
medications can be prescribed and to track potential for abuse.

Our goal is to assure each enrollee is assigned a provider who is experienced in the health care
issues and challenges of vulnerable youth, and who promote quality-driven, cost-effective health
care outcomes. In 2015, Oklahoma implemented health homes for children struggling with
serious emotional disturbance, which offered the opportunity for a patient-centered system of
care. More recently, Oklahoma ODMHSAS licensed Certified Community Behavioral Health
Clinics (CCBHC) to offer integrated care to children and youth. Aetna’s network in Oklahoma
already includes many existing CCBHCs and PCMHs for children. We will encourage families,
particularly those with children with co-morbid physical and behavioral health conditions, to
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choose primary care physicians in the health home program. Families that have not identified a
primary care physician will be auto-assigned to a PCMH. Wherever possible, Aetna will promote
access to CCBHCs to ensure focus is on comprehensive, coordinated care that addresses all the
child and family’s needs.

Aetna supports providers, in all specialties, to be trauma-informed in their work with children
and their families to facilitate engagement and effectiveness of treatment. Whenever the family
of an enrollee asks to change a PCP, we work with them to facilitate that change, locating a
provider with the expertise required for appropriate care. Additionally, we ask for the reasons for
the change request to help us determine which provider will be more suitable for the enrollee.
We will also follow up with the former provider to address any issues that need to be changed or
improved.

B.1.c. Dental Care

Aetna’s strategy for improving oral health focuses on three components: education, prevention,
and integration. Early and consistent oral health education and prevention services can
significantly reduce children’s exposure to deleterious oral disease, decrease the need for
extensive restorative services in later years, prevent tooth loss, and improve overall health
throughout life. Education begins with the family during pregnancy, and training on the value of
maintaining good oral health care during pregnancy and its impact on the baby.

Dental screenings are standard components in our integrated care management approach. Care
managers will assess all children for these components and according to EPSDT guidelines. Our
care managers work with our community partners, dental schools, providers, as well as
community health workers and peer support specialists to increase our enrollees’ health literacy
related to oral health. This includes education about the impact of oral health on physical health.
We encourage older children and teens to obtain needed preventative dental visits, including
placement of age appropriate sealants on permanent molars. Within our dental quality metrics,
we track sealant placement on children ages 6 to 9 and 10 to 12 years of age. We offer provider
education and ask our providers to include oral health and dental information during every well
visit.

We understand that children are seen earlier and more frequently by primary care providers than
by dentists. Aetna educates primary care providers on performing basic oral risk assessments at
well child visits and on the significant value of applying fluoride varnishes to children and teens.
We ask our primary care providers to include oral health and dental information during every
well visit and encourage parents to participate in their child’s assigned Primary Care Dental
Home.

Aetna will implement a primary care dental home (PCDH) program in Oklahoma. This aligns
with our approach to providing consistent, comprehensive care, identifying disparities and gaps
in oral health care,and removing barriers to that care. Aetna has been successful in multiple
markets in building dental homes, through flexibility in choice and assignment of dental homes.
We track trends in PCDH changes through our Quality Management Committee using a variety
of enrollee satisfaction surveys and reports. For high-risk, medically compromised enrollees, or
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those with oral-facial disabilities, care managers coordinate care with medical and oral health
providers.

To build the PCDH program, we will outreach to providers with contracting, recruiting, training,
and support efforts, especially to those trained to meet the needs of special populations such as
children with developmental disorders or significant behavior disorders. We understand the
impact of behavioral health conditions and medications on oral health. To build a competitive
dental network, we can negotiate a higher rate for providers through valued-based arrangements.
Support of contracted providers is through formation of a dental advisory committee that can
consist of oral health stakeholders, including the Oklahoma Dental Association. Periodic
meetings can discuss demographics and disparities, use of mobile services in underserved areas,
improving utilization of specific services like fluoride varnishes and silver diamine fluoride,
identifying high-risk enrollees, and strategies for taking care of those enrollees. We believe when
oral health stakeholders are involved atall levels, quality of care improves, and costs are
contained.

Aetna educates enrollees about their PCDH selection options through a variety of methods: the
enrollee handbook, our enrollee Web portal, and our enrollee mobile application; calls to
enrollee services, welcome contacts, and follow-up calls; outreach mailers; responses to gaps-in-
care analysis; outreach from pediatric providers to screen children and urge PCD selection; and
through outreach from dental providers to remind enrollees of visits and available benefits. Our
national dental director provides plan oversight through quarterly Joint Operating Committee
(JOC) meetings with plan team members to review dental performance and utilization metrics,
quality of care concerns, and any provider/enrollee issues.

2. How would you use a care coordination model to include children
in care as enrollees of Health Homes?

In 2015, Oklahoma implemented health homes for children struggling with serious emotional
disturbance, which offered the opportunity for a patient-centered system of care. More recently,
Oklahoma ODMHSAS licensed Certified Community Behavioral Health Clinics (CCBHC) to
offer integrated care to children and youth. Aetna’s network in Oklahoma already includes many
existing CCBHCs and PCMHs for children. We will encourage families, particularly those with
children with co-morbid physical and behavioral health conditions, to choose primary care
physicians in the health home program. Families that have not identified a primary care
physician will be auto-assigned to a PCMH. Wherever possible, Aetna will promote access to
CCBHCs to ensure focus is on comprehensive, coordinated care that addresses all of the child
and family’s needs.
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C. Staff/Provider Network

1. Describe, if applicable, how staff and/or provider network recruitment and
retention, including types of providers (for example primary care, specialty care,
dental, HCBS, case/care model, LTC, other, etc.) are addressed.

With more than a century of experience, Aetna has served Oklahomans since 1900 and currently
serves more than 184,000 enrollees through Medicare Advantage, Insure Oklahoma, and
commercial plans. Our individual Medicare Advantage plans in Oklahoma are highly rated by
CMS with 4 and 4.5 stars. In partnership with providers, community resources, and other key
stakeholders, we offer an extensive suite of programs and services that work in concert to meet
the individual needs of every Oklahoman we are privileged to serve. We will apply our historical
Medicaid experience in Oklahoma administering the Heartland Health Plan including our in-
depth understanding of diverse Oklahoma populations and their unique needs.

Ensuring Adequate Network Capacity

Aetna’s comprehensive statewide provider network in Oklahoma spans nearly 12,000 providers,
including 5,600 participating in our Medicare Advantage service areas. Leveraging these long-
term partnerships with Oklahoma providers and health systems, Aetna had already successfully
contracted with 4,972 providers representing 10,836 locations—with 100 percent adequacy for
PCMH/specialists in all but one panhandle county, and a statewide pharmacy network composed
of 936 pharmacies with 100 percent adequacy at 15 miles. Aetna has contracts with 79 hospitals
across the State and is actively negotiating with another 29.

Aetna has established strong Oklahoma partnerships for our commercial products, including
ACO arrangements with INTEGRIS Health System and St. John Health System. In April of
2016, the Aetna Whole Health St. John Oklahoma Health Initiative was announced, under which
Aetna enrollees receive coordinated care through Tulsa-area St. John hospitals and more than
130+ primary care physicians, 580 specialists, and 4 urgent care centers that are part of the St.
John accountable care organization, Oklahoma Health Initiatives. We will continue to build on
this experience by entering into subcontracts specific to foster care children with these same
entities and their large provider systems such as Alliance Health, Mercy Health System, OSU
Physicians, and OU Physicians allowing us to implement performance-based initiatives and
improved quality outcomes. We have also entered into an enhanced Patient Centered Medical
Home (PCMH+) contract with Patient Care Network of Oklahoma (PCNOK) which brings a
partnership with 17 FQHCs in a value-based contract. Aetna participates in CPC+ in Ohio and
Pennsylvania and will petition the Center for Medicare and Medicaid Services (CMS) to
participate in Oklahoma in 2018.

Experience with Behavioral Health

Aetna understands that serving children in child welfare and foster care requires a network that is
capable of meeting children’s behavioral health needs at all points of access. Aetna is prepared to
serve these enrollees through our integrated health homes, an important component of our
network and our value based purchasing strategy. We will engage current behavioral health

18 Aetna BetterHealth® of Oklahoma



Rtna OKLAHOMA RFI

3.2 Scope of Work

homes and behavioral health providers committed to the CCBHC demonstration, along with
other providers who share this vision to become part of our network. We will include the full
continuum of services required by this population, ranging from home based community care
and respite to residential treatment and specialty counseling modalities such as multi-systemic
therapy (MST) and functional family therapy (FFT). We will also collaborate with the State to
develop clinically appropriate and safe alternatives to residential treatment to reduce utilization
of residential treatment to promote stability and permanency in the child’s home.

We promote the integration of physical and behavioral health across our entire provider network,
using the Substance Abuse and Mental Health Services Administration’s collaborative

integration framework. This model offers a continuum of integration ranging from coordinated to
co-located to integrated care. Our integrated health homes not only integrate physical and
behavioral health providers as part of an interdisciplinary team, but also have the specialized
expertise to serve children with complex needs such as those involved in foster care. This aligns
with the Certified Community Behavioral Health Clinic (CCBHC) demonstration program
awarded to Oklahoma by the Department of Health and Human Services.

Experience with Children

Aetna is experienced in working with state governments, local provider networks, and provider
associations to expand network resources to meet the unique needs of child, adolescent, and
young adult populations—including the diverse needs they bring to treatment and diverse
geographic locations in which services are needed. Our experience serving children, including
foster children, in other states, strengthened by the information we have obtained in discussions
with local community advocates and providers, has helped us to understand what the vulnerable
youth population, their families, and caregivers need from their providers. Asexamples:

e Children currently in foster care generally require comprehensive evaluations and
assessments to determine what gaps may have occurred in their care and what services they
need to address any presenting issues. These services may include preventive care, such as
immunizations; mental health screenings to evaluate for trauma; and dental exams, treatment,
and possible restorative care.

o Former foster children, particularly transitional age youth who have aged out of the system,
require health care appropriate to their developmental stage. We have found that young
adults in this category (18 to 26 years old) often need primary preventive care, screening, and
education regarding healthy sexuality, sexually transmitted infections, and substance use.

e Children in adoptive families with subsidized care require comprehensive continuity of care
plans to address ongoing behavioral and physical health needs, possible developmental,
intellectual and physical disabilities, and supportive services for families. These children may
be receiving home- and community-based services, which need to be authorized and
monitored on a regular basis. Care from specialists is also critical for this group.
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Aetna is committed to evaluating the following solutions to known barriers impacting access to
quality care for children and families involved with child welfare services:

o Creating specialty networks of providers trained and willing to serve the population in a
collaborative and coordinated manner

o Comprehensive provider training specific to the needs of children involved in child welfare

o Offering enhanced rates to providers trained and willing to serve the population

o Considering payment incentives to therapeutic foster-care providers for decreased use of
emergency room services

e Implementing home-based telemedicine programs for the population in rural communities

o Face-to-face and web-enabled education programs for parents and caregivers

o Consultative services for PCPs needing support in managing foster children’s developmental
and psychiatric needs

o Education and training to local schools by partnering with advocacy organizations

o Contracting with organizations to provide peer and family support services to foster children
and their families allowing for optimal engagement of families

o Developing electronic health records capable of sharing data and offering technical
assistance to provider agencies on information collection and exchange for coordinating
integrated services

Addressing Network Deficiencies

We believe network adequacy is in the eye of the beholder: the enrollee. If an enrollee cannot
access a provider, specialist, or pharmacy, then the network is insufficient, regardless of whether
the network technically meets a definition of adequate. Aetna will work closely with the State
and Oklahoma stakeholders to map and study the existing provider network, find deficiencies,
and identify new provider services to achieve adequacy now and in the future. For example, a
challenge for network adequacy in providing foster care services is the recruitment of therapeutic
foster care providers. Aetna has developed specialized recruitment strategies to increase the
number of qualified therapeutic foster care providers in their network and has developed
protocols to assure these providers successfully complete necessary credentialing.

Aetna uses state-specific reports to monitor how the provider network compares to the relevant
requirements. We recommend analyzing tertiary services within travel distance and after-hours
accessibility requirements using a variety of tools, including analysis of appointment availability,
appointment wait times, and after-hours surveys as well as analysis of enrollee inquiries, enrollee
satisfaction results, and out-of-network utilization. Aetna's comprehensive review evaluates all
provider types, including PCPs, specialists, behavioral health providers, hospitals, ancillary
providers, pharmacies, telehealth and community-based service providers. We also present a
summary of our findings to a Quality Model Oversight Committee (QMOC) for review and
feedback. The QMOC is an interdisciplinary committee that includes participating providers and
handles our quality program.

Aetna employs multiple strategies to recruit new providers when there are deficiencies. When we
identify a need for additional service providers, we add new providers who have met
credentialing and joined a provider group. We contact providers who have not joined our
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network but are registered with the State; providers who had previously closed their panels; and
providers who had previously declined to join the network. We recruit providers who are new to
the area by maintaining an extensive and accessible network of professional organizations,
soliciting referrals from existing providers or community-based stakeholders, identifying
providers who offer specialized services, and seeking recommendations from other providers.

Ensuring Accessto 24/7 Services

Aetna recognizes how critical it is to ensure vulnerable youth and their families have access to
24/7 services. We will contractually require relevant provider practices to be available and
accessible 24/7. We will also establish a provider after-hours program to incentivize providers
where participating providers who see enrollees after regular office hours will receive additional
reimbursement for after-hours care. This offers enrollees quick access to a provider instead of
unnecessarily heading to an emergency department. We will also require behavioral health
providers to offer after-hours availability including use of crisis hotlines and facility-based crisis
centers.

Network Compliance

Aetna uses a variety of reports to evaluate and monitor the provider network including:

e Annual appointment and availability access survey

o Review of provider-to-enrollee ratio and capacity review
e Provider panel study

e Secret shopper surveys

e Grievance and appeals trend and analysis reviews

When we receive inbound calls that reveal a challenge to getting a timely appointment, we flag
the call for follow-up and outreach the provider to help the enrollee secure the appointment or
find another provider if necessary. When we identify that a provider fails to meet appointment
availability or after-hours coverage requirements, our quality model and provider services
departments determine the appropriate actions, which may include:

e Mailing re-education letters to remind the provider about our contractual requirements for
appointment availability and what constitutes appropriate wait times for enrollees

e Conducting tailored, face-to-face re-education to meet the needs of that provider

e Requiring providers to submit Corrective Action Plans (CAP) which detail improvement
milestones within appropriate timeframes

e Reporting provider CAP status updates to the appropriate Aetna quality and compliance
committees and the State

e Conducting follow-up audits to verify continued compliance with standards

e Restricting new enrollee assignments to the provider’s panel

e Terminating the provider contract
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Providing Crisis Response

Timely and effective response to behavioral health emergencies is a top priority for children in
foster care. Foster care children frequently have histories that include trauma and abuse that
require behavioral health treatment in varying intensities. Adolescents and transitional age youth
in this population may be struggling with mental health or substance use issues, prescription drug
abuse, homelessness, unplanned pregnancies, sexually transmitted diseases, and other challenges.
Any of these can initiate a behavioral health emergency that requires compassionate, competent,
and timely response.

In our health plans, we offer access toa 24/7 crisis hotline. Our hotline staff understands the
recovery and resiliency principles and approaches of our integrated service model. Our
behavioral health professionals are credentialed, experienced, and trained to serve our vulnerable
youth enrollees. Hotline staff have expertise working within the full scope of behavioral health
practice, including crisis situations, children and adolescents with multiple diagnoses, co-
occurring mental health and substance use issues, individuals with physical disabilities and
Intellectual and Developmental Disabilities (I1/DD), and other behavioral health situations that
may present during crisis calls. As part of ensuring network adequacy for the foster care
population, Aetna will collaborate with the State of Oklahoma to identify the best method for
coordination between child welfare hotline, Oklahoma’s crisis hotline, and our behavioral health
crisis line.

For children and adolescents who require emergency facility-based assessment and intervention,
Aetna will leverage its existing partnerships to implement contracts for provision of 24/7
behavioral health services. We will continue working with the CCBHC providers to establish a
wide range of crisis intervention services with consideration for emergency respite, mobile crisis
response, and facility based emergency psychiatric assessmentand intervention. As warranted by
circumstances, population needs, and available resources in the community, this may yield
additional services for enrollees such as residential crisis respite, which can provide stabilization
for children in a behavioral health crisis and help most children avoid hospitalization. Other
services can include transition services involving behavioral health clinician support to help
transition the enrollee from inpatient care and back to their outpatient settings or peer support for
families, helping to reduce stressors for parents and caregivers by offering parallel group
services.

Training Providers

Aetna’s training program begins with the provider orientation process. Within 30 days of the
provider’s effective date, Aetna will contact providers—including private practices, hospitals,
pharmacies, and specialists—to schedule orientations. In our new provider orientation, our local
team meets face-to-face with providers and their staff to introduce the requirements and
processes for authorization requests and claims submissions. During our visit, we demonstrate
online tools such as how to submit, look up, and view the status of an authorization. Our new
provider orientation also includes topics such as reviewing the Provider Manual and the tools and
processes for billing.
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Aetna covers the secure exchange of enrollee information, including Protected Health
Information, according to HIPAA requirements and information related to substance use
disorders according to 42CFR Part 2 requirements. We also provide training regarding privacy
and confidentiality for our provider portal and mobile app, describing the security features
embedded in these programs that only allow authorized individuals to access the information
contained.

Aetna offers educational forums with in-depth training on rotating topics for our provider
network. Common topics in the provider forums include covered services and enrollment,
provider claims disputes, and training to address the unique needs of the covered population,
such as trauma-informed care. Providers and their staff can choose from multiple locations and
different times of the day to attend educational forums. To support our face-to-face training, we
publish reference documents, such as the Provider Manual, bulletins, and quarterly newsletters
and make them available to all providers.

Promoting Provider Awareness of Requirements

Providers and their staff must successfully complete specific training on this population.
Training can take place in-office, in community-based meetings, and through online resources,
and focuses on increasing the capacity of health care providers to provide quality health care for
Oklahoma's vulnerable youth population, including children in foster care and children in
subsidized adoptions. All training materials will include any material designed by Oklahoma
child welfare experts as we will collaborate on training curriculum and design with ODHS and
key stakeholders.

Aetna will work with the State and key stakeholders to design a proactive and interactive
provider education approach. We will train providers about the needs of vulnerable youth,
including existing community-based services, health homes, service coordination, and
telemedicine/telehealth, as well as access to care requirements during new provider orientation
and routine office visits. This includes:

e Understanding of health, wellness, and care issues concerning foster care children

o Foster care specific barriers to accessing health care services

e Common developmental disabilities and associated secondary conditions including the
results of trauma and adverse childhood experiences

o Identification of goals and barriers outlined in the Surgeon General’s Call to Action to
Improve the Health and Wellness of People with Disabilities and by the Americans with
Disabilities Act

e Accurate assessment and delivery of quality care specific to foster care children

Aetna will ensure Oklahoma network providers complete mandatory training which is critical to
serving foster care children during provider orientation. This includes:

e PCP reimbursement available for assessing children’s behavioral health needs

e Education to PCPs addressing non-traditional therapies available

e Information regarding trauma-informed care and what opportunities exist to attend training
and certification in the evidence-based treatments available
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o Utilization and collaboration with 24/7 crisis responses services

e Role of the care manager in assessmentand care planning

e Overview of available provider network services

e Promotion of early intervention and health screening for identification of behavior health
problems

o Utilization of behavioral health screening and assessment tools

o Oklahoma specific initiatives and legislative changes specific to foster care

Compiling the Provider Manual

Aetna’s provider manual encourages strong collaboration with our network of credentialed and
contracted providers to administer and manage efficient, effective, and quality health care to
enrollees. It provides all the details providers need to successfully provide services to our
enrollees. The provider manual offers an in-depth, step-by-step overview of topics, including
specific covered health services for which the provider is responsible, prior authorization and
referral procedures, multilingual and TDD availability, and others. To offer the most effective
response and care possible, we include links to a variety of articles and training opportunities,
including those through the Substance Abuse and Mental Health Services Administration
(SAMHSA), the U.S. Health Resources & Services Administration, and the Agency for
Healthcare Research and Quality.

Care Manager as Single Point of Contact Across Transitions

Continuity of care is paramount as we develop care plans for Oklahoma’s most vulnerable youth.
To maintain this continuity, Aetna care managers are the single point of contact in the
overarching system allowing for continuity and coordination across a network of providers.
Aetna care managers follow the child throughout their treatment using our CareUnify platform
regardless of what level of care they may be receiving. We also work to maintain the same
outpatient treatment providers, such as PCPs and behavioral health providers. This provides
continuity for the enrollee and the providers. Families know that no matter where an enrollee
may be placed, their trusted doctors, counselors, and other treatment providers who understand
their needs remain active participants in their care.

Aetna works collaboratively with the State, families, and providers to understand why a child is
placed out of state and whether there is a way to bring the child back. We want to see children
placed as close to their homes and communities as possible. We understand this may not be
possible in every case, so we work with child placement agencies and child welfare to complete
assessments, evaluations, and care plan reviews while a child is placed out of state. These
assessments and reviews will help to determine when a child might be able to return to the
community and receive treatment by their local providers.

Collaborative Communication with the State and Local Agencies

A critical element to ensuring recruitment and retention of an adequate provider network is the
development and maintenance of very strong relationships with the State, State entities such as
Oklahoma Child Welfare Services, and enrollee/provider advocacy stakeholders. Aetna’s goal is
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to support and promote effective partnerships through engagement in settings such as community
health fairs; community education conferences; professional conferences; faith-based events;
community mental health center health fairs and conferences; collaboration with children’s
advocacy groups and support organizations.

Telemedicine

Aetna Medicaid has been actively supporting and using telemedicine/telehealth which canbe
very helpful to facilitate the delivery of services to foster care children in rural areas or areas
with limited provider services. During our outreach and discussions with providers across
Oklahoma, we met with several organizations engaged in pioneering telehealth in Oklahoma.
Because of building these partnerships, we developed a shared vision on how telemedicine can
be used to deliver virtual care and services. In addition, to offering our own telemedicine
solution, we will collaborate with telehealth leaders that feature program partnerships with
Oklahoma State University (OSU), INTEGRIS Health, and the University of Oklahoma.

The OSU Center for Health Sciences, Office of Rural Health telehealth program has long been
noted as a leader in establishing foundational competencies in telemedicine and beyond,
conducting over 23,000 annual patient encounters with over 120 established sites. In our effort
with OSU, we will support their existing rural telehealth medicine network and support their
newly launched and promising effort Project Echo initiative that will serve Tulsa and the
surrounding rural area. Currently, OSU’s Project Echo supports specialties related to obesity,
HIV/AIDS, and psychiatry.

We will work with the OSU Center for Health Systems Innovation (CHSI) to develop new
delivery models that will include telehealth with numerous Tulsa-based primary care clinics to
enhance integration of behavioral health and specialty care. Similarly, we worked with CHSI to
pilot a rural, virtual kiosk/office. The kiosk model establishes secure, safe locations within
Oklahoma Cooperative Extension offices or community centers where enrollees can access many
services, including a virtual exam with devices such as an otoscope, stethoscope, and weight
scale or access a distant provider such as a diabetes educator, pharmacist, PCP, care coordinator,
or our health-plan care manager.

Aetna will continue our approach to collaborating with other cutting-edge providers, including
the University of Oklahoma and the NOISE network where enrollees can access services
remotely for behavioral health needs. Through these innovative local partnerships, we can
quickly establish a broader, connected network to create virtual providers that will make it easier
to integrate physical and behavioral health, while also placing the enrollee and his or her families
at the forefront of the care delivery and decision-making process.

Implementing Value-Based Purchasing Agreements

Aetna’s bases our approach to ensuring retention of a high performing, quality-driven provider
network by using a comprehensive value-based purchasing strategy of highly collaborative
relationships with the provider community. For full detail on Aetna’s value-based purchasing
agreements, please refer to our response detailed in Section D, Payment Structure.
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Depending on where providers fall on the health care transformation payment reform continuum,
we maximize their participation in our three core programs:

o Pay-for-Quality (P4Q): Rewards providers for achieving better performance on a broad
spectrum of HEDIS measures and utilization metrics for their enrollee panel

o Patient-Centered Medical Home (PCMH) and PCMH+ Programs: Compensates providers
with a monthly care coordination fee for increasing the level of care coordination for our

enrollees

e Shared Savings: Includes a care coordination fee as well as shared savings for achievement
of quality and cost measures and outcomes

Aetna has initiated discussions for creative value-based arrangements with the following health
systems and large provider groups:

Creating Value-Based Arrangements with Health Systems and Providers

Partnership

Description of Services

Performance Based Agreement

Alliance Health

¢ 9-hospital system serving the
rural perimeter OK counties

e 70 clinics for primary and
specialty care

Responsible for both service delivery and
care management; per enrollee per month
(PMPM) arrangement for PCMH+ for care
management and shared savings with quality
metrics for both facility and physician
performance

INTEGRIS
(Commercial ACO)

¢ 9-hospital system that provides
key tertiary care services for the
West Region

¢ 160 clinics for primary and
specialty care

Uses the strength of the ACO arrangement
with Aetna commercial for Sooner Health+;
key partner for the West Region; responsible
for both service delivery and care
management; PMPM arrangement for
PCMH for care management and shared
savings with quality metrics for both facility
and physician performance

Mercy Health
System

e 10-hospital system
e 65 clinics for primary and
specialty care

Responsible for both service delivery and
care management; PMPM arrangement for
PCMH+ for care management and shared
savings with quality metrics for both facility
and physician performance

Oklahoma State
University

¢ Key primary and specialty care
clinics

e Center for Rural Health

¢ Telemedicine Innovation

Key partner for arrangements that support
rural health and telemedicine initiatives;
responsible for both service delivery and
care management; PMPM arrangement for
PCMH+ for care management and shared
savings with quality metrics for physician
performance
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Partnership Description of Services Performance Based Agreement
Oklahoma e 660 primary and specialty care Responsible for both service delivery and
University physicians care management; PMPM arrangement for
e Tertiary care providers for PCMH+ for care management and shared
pediatric subspecialties savings with quality metrics for physician
e Factor VIII Clinic performance
St. John’s o 5-hospital system that provides ~ Uses the strength of the ACO arrangement
(Commercial ACO)  key tertiary care services forthe  with Aetna commercial for Sooner Health+;
East Region key partner for the East Region; responsible
« 800 primary and specialty care for both service deliver and care
physicians management; PMPM arrangement for

PCMH for care management and shared
savings with quality metrics for both facility
and physician performance

D. Payment Structure

1. Explain payment methodology, assumptions, and constraints related to the care
coordination models
a. Specific to covered benefits and services
b. Specific to other benefits and services
c. Show estimated amounts of provider payment for evidence-based performance
outcomes (for example amounts of withholds, performance payments based on
quality metrics, etc.)

2. How does your Care Coordination model address potential CMS concerns

regarding duplication of care/payment? Explain how proposed payments comply
with existing and proposed Federal and State requirements.

As described in section C, Aetna’s comprehensive statewide provider network in Oklahoma
spans nearly 12,000 providers. Leveraging these long-term partnerships with Oklahoma
providers and health systems, Aetna had already successfully contracted with 4,972 providers
representing 10,836 locations—with 100 percent adequacy for PCMH/specialists in all but one
panhandle county, and a statewide pharmacy network composed of 936 pharmacies with 100
percent adequacy at 15 miles. Aetna also has contracts with 79 hospitals across the State and we
are actively negotiating with another 29.

Our payment approach begins with the State of Oklahoma’s existing fee for service rates for
covered Medicaid services. Aetna will pay 100 percent of the fee for service rates for existing
covered services available to children in the foster care system. Building on the fee-for-service
system, Aetna will move toward a comprehensive value-based purchasing strategy of highly
collaborative relationships with the provider community to maximize their participation in our
three core programs:
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o Pay-for-Quality (P4Q): Rewards providers for achieving better performance on a broad
spectrum of HEDIS measures and utilization metrics for their enrollee panel

o Patient-Centered Medical Home (PCMH) and PCMH+ Programs: Compensates with a
monthly care coordination fee for increasing the level of care coordination for our enrollees

e Shared Savings: Includes a care coordination fee as well as shared savings for achievement
of quality and cost measures and outcomes

Oklahoma’s State Innovation Model (SIM) provides a robust framework for achieving improved
outcomes and quality while reducing expenditures by driving the adoption of value-based
payment and delivery system models. Aetna’s integrated care management incorporates pay-for-
quality, PCMH, and shared savings approaches for the foster care population which supports
Oklahoma’s SIM health care system reform initiatives. Aetna engages each enrollee in a holistic
manner, considering his or her unique and complex system of needs, capabilities, supports, and
preferences. Relative to aligning enrollees with PCMHs, CCBHCs, and/or integrated health
homes, our primary goal is to maximize choice while managing the appropriateness of care,
addressing gaps, and preventing duplication. We believe that positive health outcomes are more
likely to occur in vulnerable populations if there is a solid working relationship between the
enrollee, providers, and Aetna.

D.1.a. Payment Structure Specific to Covered Services and Benefits

To strengthen our existing integrated care management and promote alignment between physical
and behavioral-health managed care organizations in Oklahoma, Aetna will partner with
behavioral health managed care organizations in a combined value-based purchasing model that
includes primary care and behavioral health care providers. This is designed to reimburse both
the primary care physician and the behavioral health provider. We include tailored quality and
utilization measures from both the physical and behavioral health sides—a collaborative
approach with the providers choosing appropriate metrics for their practice. This approach
includes a shared savings payment based on the total cost of care which enables providers to
drive effective utilization in both primary and behavioral health care. Providers also benefit from
savings that are the result of care in the right place at the right time.

Primary care physicians participating in our basic PCMH model in Oklahoma will receive pay-
for performance incentives in addition to a fee-for-service methodology. However, we encourage
eligible primary care physician groups to participate in our PCMH+ model. Our minimum
standards for PCMH+ eligibility include group practices with 100 or more Aetna enrollees, an
open panel, and after-hours availability. We support the development of PCMH+s by paying a
care coordination fee that recognizes the extra clinical and administrative functions practices
perform on behalf of enrollees. For practices that have greater capabilities, we can employ either
a PCMH+ model alone or a PCMH+ model with a shared-savings component. PCMH+
arrangements may also include a pay-for-quality component during the same performance
measurement period which, when combined with a prospective monthly care coordination fee,
affords eligible practices the financial leeway to build on providers’ capabilities to better manage
a population. Aetna works with provider groups throughout the initial performance period and
monitors their progress, supporting the group as appropriate to help them be successful in their
transformation into a value-based payment model.
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Our initial approach is to contract with a group and over the first year, we monitor five specific
performance metrics designed to help them begin to understand the population being managed.
Typically, those metrics may include EPSDT appointment requirements and utilization metrics
such as emergency room visits per 1,000 enrollees, psychiatric hospitalizations, and readmission
rates. Under PCMH+ models, we support extended after-hours care. The use of PCMH+
structure provides an excellent entry into and supports the movement of groups along the Health
Care Payment and Learning Action Network alternative payment models (APM) framework.
PCMH+ provides a graduated means for an organization to move from APM category two, fee-
for-service reimbursement, along to APM category three, including bundled payments, etc., and
to the more sophisticated and demanding population health based payment approaches. Aetna
works alongside organizations to support their transition and maturation to more progressive
arrangements.

The success of any value-based purchasing initiative is dependent upon strong and transparent
relationships with both the OHCA and Aetna to help ensure all goals align and continue to do so.
Provider education, ongoing support, and helping providers to understand the benefit of APMs to
both the enrollee health and provider bottom line are critical to widespread adoption. This three-
way partnership stabilizes service delivery and growth.

As provider groups advance from an entry-level agreement to a more sophisticated level, and to
nurture their work with data sharing, we offer a shared savings model. Assuming progress
remains steady, we may progress the agreements where the group begins to take on more risk,
especially as they become more capable and successful with a population-health reimbursement
approach. Aetna employs a continuous process for identifying providers as potential partners.
We first identify the size of their enrollee panels and then approach those practices with a larger
number of assigned enrollees. Once identified, we contact the providers, invite them to
collaborate with us, and meet to review provider readiness using a standardized assessment. For
those providers with whom we already have a value-based purchasing partnership, we meet with
them throughout the year to assess continually their capabilities and interest in moving across the
continuum of value-based solutions. However, providers with a smaller number of assigned
enrollees canstill participate as PCMHSs as noted above. In addition, our PCMH+ health homes
are supported through a per-enrollee-per-month payment model and deliver integrated physical,
behavioral health care (both mental health care and substance use disorder care), and (in some
instances) long term services and supports for high-need, high-cost populations with certain
chronic conditions. Our agreements are collaborative and outline the expectations of both Aetna
and the PCMH so that all share accountability for outcomes. Most importantly, we are flexible
with providers to understand their capabilities and modify programming as needed to
accommodate them.

Monitoring Use of Evidence-Based Practices that Support Value

For all PCMHSs and integrated health homes, as part of their value-based incentive, we regularly
share their performance data at least quarterly on program quality metrics. This enables them to
monitor their performance to gauge their progress toward receiving incentive payments. As part
of our agreements, we also meet with providers at least quarterly to review performance data,
discuss challenges and barriers to improvement, and provide technical advice as applicable to

Aetna Better Health® of Oklahoma 29



OKLAHOMARFI aetna

3.2 Scope of Work

improving population health capabilities. We examine evidence-based practices and share
reports to illustrate comparisons of performance. Performance reports from our Assurance
integrated health home in Arizona show a reduction in the number of psychiatric hospital
admissions by 28 percent and a reduction in the number of medical hospital admissions by 58
percent. In another fully integrated model in Arizona, the number of psychiatric hospital
admissions decreased by 16 percent, utilization of the emergency department declined by 37
percent, and the number of enrollees who are homeless dropped by 53 percent.

Data Sharing

Aetna empowers all providers in our PCMH+ programs by providing easy access to CareUnify.
CareUnify is the Aetna Medicaid organization’s proprietary population health management
platform designed to deliver actionable data to our provider and community services providers. It
aggregates actionable data from multiple sources, including electronic health records, health
information exchanges such as My Health Access Network and Child Passport, and sources such
as public health departments to create an individually tailored enrollee profile, aswell as a larger
clinic or panel view for each provider. As described previously, the system is designed to push
and pull data to and from various systems and canalign providers from different organizations
using care paths to drive care coordination.

Demonstrated Success in the Arizona Medicaid Market

Aetna implemented a value-based purchasing approach with demonstrated outcomes in our
Arizona foster care service delivery system. In Arizona, we enroll children receiving Medicaid
services with a PCMH. Children assigned to a PCMH showed decreased inpatient hospital
utilization by approximately 50 percent since 2006. More specifically, based on a one-year study
of dates between October 1, 2015, and September 9, 2015, audited by Arizona Medicaid in
January 2017, we achieved improved results in diabetic metrics for enrollees assigned to a
PCMH+. Aetna exceeded the minimum standard performance rate for medical care and
appointment adherence. The results we achieved in Arizona testify to the fact that a collaborative
approach between a care management model and the PCMHs works and will benefit Oklahoma’s
foster care population.

D.1.b. Payment Structure Specific to Other Benefits and Services

Regardless of whether enrollees are actively engaged in care management, they may require care
coordination to access community-based services that address the social determinants that affect
their health. Aetna’s care management staff members use our extensive database of local
community services to access and coordinate non-covered services, such as housing and school-
based resources to supplement covered benefits. The following are some of the important ways
Aetna partners with community and social supports to assist enrollees:

e Collaboration between our care managers and community resources when benefits are
exhausted and/or external community services engagement is necessary to meet an enrollee’s
needs (e.g., school-based lunch programs, 12-step programs for transitional-aged youth, free
legal services for youth who were incarcerated, etc.)
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o Referrals to, coordination with, and follow up with afterschool programs, teen suicide

hotlines, and community food banks/pantries
o Utilization of advocacy groups such as the Adoption Exchange

Additionally, our clinical tribal liaison will consult and collaborate with Native American tribes
and communities, identify opportunities to enhance delivery of health services, and develop
strong collaborative partnerships with tribal nations, Native American organizations and
associations, and Indian Health Services to ensure we are offering the appropriate support
services to these enrollees.

D.1.c. Show estimated amounts of provider payment for evidence
based performance outcomes

Aetna’s model will reflect provider proficiency and achievement based on cost, utilization rates
of key metrics, and quality measures for evidence-based performance outcomes. Aetna will
implement the payment structures described in section 1a and value-based incentives allowing
physicians to earn an additional percentage beyond their current fee for service. Aetna will
explore additional performance guarantees as we and the providers gain experience in our value-
based partnership.

D.2. How does your care coordination model address potential CMS
concerns regarding duplication of care/payment? Explain how
proposed payments comply with existing and proposed federal and
state requirements.

Comprehensive managed care for foster children will place all Medicaid funding and service
authorization in the hands of a managed care organization at risk of meeting the child’s needs
while staying within the available resources. Aetna’s integrated care management approach
enables a single view into all services a child receives to identify potential conflicts of interest or
duplicative services. The care management approach, starting from a needs assessment and
collaborative care planning, reduces the potential for duplicate or repetitive services that do not
advance a child’s health goals.

Additionally, Aetna’s capitated managed care model lowers the risk of enrollees receiving
unnecessary or duplicative services and provides the flexibility needed to treat the unique needs
of each enrollee in the least restrictive level of care that is safely possible — allowing budget
predictability and integrative control. We will include all covered services in this proposed
model to allow for coordination of care and integration of services, including covered medical,
behavioral health, pharmacy, home and community based services, non-emergency
transportation, and dental services.

Aetna recognizes the importance of ensuring payment for the foster care population complies
with existing and proposed federal and state requirements. Our integrated care management
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model aligns with federal CMS and Oklahoma requirements for health care system design
reform.

E. Impact of Model

1. Explain estimated implementation costs and anticipated savings, for the first five
years of an implementation of your model.

a. Methodology
b. Assumptions
c. Constraints

2. Describe the quality and anticipated effect of the care coordination models on the
target population with respectto the following.
a. CMS recommended benchmarks
b. State identified areasincluding preventive screenings, tobacco cessation,

obesity, immunizations, diabetes, hypertension, prescription drug use,
hospitalizations, readmissions, emergency room use

c. Core measures identified within the Oklahoma Health Plan (OHIP) 2020
d. Respondent suggestions for other benchmarks

e. Considerations for Value-Based performance designs, specifically those that
support and align with objectives identified within the Oklahoma State
Innovation Model design

E.1l.a,, b, c. Explain estimated implementation costs and anticipated
savings for the first five years of an implementation of your model.

Reducing and Stabilizing Medicaid Costs

For more than 30 years, Medicaid managed care has enabled states to control costs in Medicaid
program spending. States proposing comprehensive, risk-based, and capitated managed care for
most Medicaid populations and services have done so with the intention of making costs more
predictable and stabilizing cost growth. Overall Medicaid program cost increases are lower in
states that rely upon managed care, compared to states with a fee-for-service model. Studies
suggest that implementing managed care for all Medicaid populations, particularly those
remaining in fee-for-service arrangements, would reduce Medicaid spending by $6.4 billion in
2016.

The financial predictability and anticipated savings achieved through managed care are reflected
in the state contracting and rate setting processes. CMS requires managed care rates to be
actuarially sound by reflecting the historical costs of Medicaid covered populations and services.
The rates also incorporate anticipated savings by applying care management and care
coordination techniques through managed care. New federal rules will be implemented in 2016
that reinforce the rigor of the budget process. This allows states to build budgets using
predictable annual costs.
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Texas e Saved $3.8 billion between FY 2010 and 2011 through STAR and
STAR+PLUS.

e Saved 28.4%, or $7.2 billion, compared to fee-for-service between FY
2001 and 2018.

Missouri e Saved $108 million from 2010 to 2013.
e Annual savings from 2012 to 2013 alone increased from $2 million to $48

million.
Louisiana  Managed care rates were 6.7 to 11.2 percent lower than fee for service costs
during 2015.
Illinois e lllinois Integrated Care program saved $35.2 million since inception of

the program.

Kentucky e Average annual state spending for children fell $482 for children and
$1,490 for nonelderly adults after the transition to managed care between
2010 and 2013.

Adding Administrative Capacity for States

States know that improving program administrative practices will reduce healthcare costs, but
often do not have state dollars to invest in staff, technology, and program management.

Specifically, relying on health plans for Medicaid administration through managed care helps
states respond to the need to identify new practices and innovate as the need for new services or
new technologies. Private companies working in multiple states have greater resources and
incentives to improve processes to efficiently deliver services within the established rates from
the states. State contracts with managed care organizations use the Medicaid assistance matching
rate for administration as part of the actuarial calculation of per member rates. Medicaid
managed care organizations must find ways to deliver services within the predetermined rates
and ensure financial incentives to use technology to pay claims, study utilization patterns,
manage enrollee health needs and report results in cost effective ways to delivering high quality
care.

E.2.a. Describe the quality and anticipated effect of the care
coordination models on the target population with CMS
recommended benchmarks

Aetna’s quality performance improvement program provides the structure and processes
necessary to identify and improve clinical quality, maximize safe clinical practices, and enhance
enrollee and provider satisfaction across the various settings of care within the care delivery
system. The basis for this program is continuous quality improvement, compliance with all
regulatory requirements and regulations, and addressing areas we recognize as needing
improvement with rapid-cycle improvement strategies, as well as short- and long-term
interventions and goals.
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We anticipate the following effect from implementation of our integrated care coordination
model for Oklahoma’s foster care population:

o Enhanced engagement with the child and his or her family

e Improved collaboration across all parts of the system - child welfare, schools, providers, and
the State — resulting in aligned goal achievement and optimal outcomes

e Increase in health literacy

e Improved enrollee, family, provider, and stakeholder satisfaction

o Decrease in hospitalizations, readmissions, and unnecessary emergency room use

e Increase in preventative care utilization

e A resultant equitable, integrated fully functioning system of care

CMS Core Children’s Measures for 2017 include measures relevant to accessing service delivery
for the child welfare population. Aetna’s integrated care approach works with families and
providers to ensure children and adolescents receive timely preventive care and treatment
intervention. We are committed to making sure all children under the age of 21 receive EPSDT
services, and their parents, guardians, and providers use resources effectively. EPSDT is key to
ensuring children and adolescents receive appropriate preventive, dental, mental health, and
developmental and specialty services.

Avreas of focus include the following CMS Core Children’s Health Effectiveness Data and
Information Set (HEDIS) measures for 2017:

e Immunizations

o Developmental Screening in the First Three Years of Life

o Weight Assessmentand Counseling for Nutrition and Physical Activity for
Children/Adolescents (WCC)

e Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life

e Medication Model for People with Asthma (MMA)

e Appropriate Testing for Children with Pharyngitis (CWP)
Appropriate Treatment for Children with Upper Respiratory Infection (URI)

The impact of Aetna's care management program can be seen in the following results from our
foster care program in Kentucky. For example, the percent of foster children with at least one
dental visit in the past year is 70.26 percent which was 12.75 percentage points higher than the
HEDIS rate of 57.51 percent. Similarly, foster children received a higher percentage of well
visits with their PCP. More specifically, the 71.22 percent of children aged 3-6 received well
visits with their PCP, 13 percentage points higher than the HEDIS rate of 55.66 percent; and,
50.68 percent of adolescents ages 12-21 received well visits with their PCP, 11 percentage
points higher than the HEDIS rate of 38.92 percent.

In addition, other HEDIS measures may be relevant to improving the health of children in foster
care. These may include:

e Consumer Assessment of Healthcare Providers and Systems (CAHPS®) Health Plan Survey

e Follow-Up Care for Children Prescribed Attention-Deficit/Hyperactivity Disorder (ADHD)
Medication (ADD-CH)

e Use of Multiple Concurrent Antipsychotics in Children and Adolescents (APC-CH)
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e Follow-Up After Hospitalization for Mental lliness: Ages 6-20 (FUH-CH)

E.2.b. Describe the quality and anticipated effect of the care
coordination models on the target population with respect to State-
identified areas, including preventative screenings, tobacco cessation,
obesity, immunizations, diabetes, hypertension, prescription drug
use, hospitalizations, readmissions, emergency room use

Aetna offers condition-specific programs that address many of the areas identified by Oklahoma
as priority areas. Care managers outreach enrollees and collaborate with guardians and families
to connect enrollees to these programs. These programs (described in Section A) address each of
the State-identified areas. Additionally, Aetna has programs in collaboration with pharmacy
benefit administrators and State agencies to monitor prescription practices for psychotropic
medications as indicated by practice guidelines for the American Psychiatric Association (APA).
We have found that a lack of integrated services, primarily access to behavioral health
professionals, often results in anover-reliance on psychotropic medications. We have also found
that promoting trauma-based training, ensuring data sharing, and monitoring informed consent
for prescription medications results in improved health care outcomes and well-being for
children with less reliance on unnecessary psychotropic medications. Aetna will collaborate with
the State and relevant stakeholders on the best method for monitoring prescription medications.

Aetna’s program initiatives have produced positive results in other states where Aetna serves
children. For example, our experience has shown us that reminding enrollees at every point of
interaction about the importance of wellness checks leads to an increase in the number of
enrollees receiving EPSDT services. Aetna’s quality management approach is that continuous
quality improvement efforts are performed until the NCQA 75th percentile or higher is met or
exceeded for applicable measures such as well visits, immunizations, vision and hearing
screenings, lead testing/screenings, etc.

Preventative screenings also impact childhood obesity and the HEDIS weight assessment,
physical activity and counseling on nutrition measure. We have proven experience with
children’s EPSDT outcomes:

« Seven of our plans are ator above the NCQA 75" percentile for Weight Counseling on
nutrition. We had a 4.48 to 49.54 percentage point increase with the WCC measure year over
year.

e 92 percent of our plans are at or above the NCQA 50" percentile for adolescent
immunizations

« For Annual Dental visits, 57 percent of our plans are at or above the 75" percentile for
annual dental visits

« 83 percent of our plans are at above the NCQA 50" percentile for Well Child 15-month visits

e Inour integrated care management model, Aetna has demonstrated quality improvements
such as:

o 10 out of 15 health plans had significant increases in HEDIS rates for hypertension with an
increase in percentage points between 4 and 24
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« 53 percent of our Medicaid plans were at or above the NCQA 50" percentile for diabetic Alc
testing

One example of outcomes includes reduction of children’s hospital utilization in our Arizona
Medicaid market. We have reduced the number of children’s psychiatric admissions by 28
percent and reduced the number of children’s medical admissions by 58 percent using our
Assurance integrated health home model. In another Arizona model, we have reduced the
number of children’s psychiatric admissions by 16 percent and reduced children’s emergency
room utilization by 37 percent.

E.2.c. Describe the quality and anticipated effect of the care
coordination models on the target population with respect to core
measures identified within the Oklahoma Health Improvement Plan
(OHIP) 2020

Aetna’s integrated care management approach actively supports the OHIP 2020 goals with its
following programs:

e Tobacco cessation programs: The goals of our tobacco cessation treatment are to help our
enrollees understand the health risks of tobacco use and elicit changes in behaviors to
positively impact their current and future health. Aetna will assist in reducing the prevalence
of smoking from 23.7 percentto 18 percent by 2020. We use motivational interviewing to
collaborate and engage recipients in identifying their strengths and using those strengths to
enhance resiliency and outcomes. This work results in enrollees’ improved condition
management and feelings of self-worth.

o Weight Management/Obesity: The quality and anticipated effect of Aetna’s integrated care
management in reducing adolescent and adult obesity is decreased co-morbidities such as
diabetes and high blood pressure, increased well visits for both populations, and for
childhood obesity, increase in the HEDIS rates for Weight, Nutrition and Physical Activity
Counseling (WCC). Outcomes and overall effectiveness are monitored by obesity-related
conditions such as diabetic Alc control, and the Weight, Nutrition and Physical Activity
Counseling (WCC) for children age 3 to 17.

e Child health related to mortality related to injury and infant mortality: Aetna’s
emphasis on the needs of the whole family in care planning encourages family and enrollee
access to care thus reducing stress and injury risks.

e Suicides, addiction, and untreated mental health issues: Through Aetna’s integrated care
management, a comprehensive assessmentis completed that includes standardized screening
tools for behavioral health concerns such as depression. Working closely with enrollees and
their families, other supports, and providers, our care managers ensure that the integrated
care plan is implemented and continuously evaluated for ongoing effectiveness and needed
changes. Understanding that the child welfare screeners complete a trauma assessment, our
care managers will help to ensure that identified trauma and related needs are addressed in
the individualized care plan.
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In other states, Aetna has implemented the following interventions to address the unique needs of
children in the child welfare system:

o Foster care-related trainings developed and presented in collaboration with providers

o Evidence-based practice trainings for trauma-informed cognitive behavioral therapy (CBT)
and infant mental health developed and presented in collaboration with providers

e A dedicated foster care 24-hour phone line that includes a warm transfer to behavioral health
providers

e Minimum elements for birth-to-five assessments developed in collaboration with local
providers

o Foster/Adoptive/Kinship Care workgroup createdto aid in identifying and addressing needs
in the local network

Aetna will collaborate with the State and providers to determine what types of interventions will
be appropriate for Oklahoma’s foster care children and their families.

E.2.d. Describe the quality and anticipated effect of the care
coordination models on the target population - suggestions for other
benchmarks

Aetna is open to and welcomes suggestions for other benchmarks. We recognize the challenges
inherent in applying traditional HEDIS measures to Oklahoma’s foster care population. Although
HEDIS does help us verify that these enrollees are receiving the necessary preventive services,
we need additional measures to assess a broader range of health care needs and provider types
specific to Oklahoma’s foster care children such as:

e Capturing the complexity of each individual child’s needs, because not all needs are
measured and recorded by using HEDIS and other standard clinical indicators alone

e Addressing varied expected outcomes among children with the same primary condition

e Addressing more behavioral health-focused measures than provided by traditional HEDIS
indicators

e Measuring family involvement and satisfaction in shared decision-making; traditional
satisfaction surveys lack sufficient questions

o Capturing access to care issues unique to or more prevalent for foster care children such as
transportation barriers and sexually transmitted diseases

Through our ongoing quality monitoring process and input from the enrollee and provider
advisory committees, we propose continued assessment and identification of appropriate
measures to monitor clinical quality for the unique needs of Oklahoma foster children, such as:

e CHILD CAHPS® item set for Children with Special Health Care Needs

o Penetration rates for foster children receiving behavioral health services

e Transition to adulthood processes

o Quarterly analysis of claims data to identify trends in service-delivery, potential gaps in care,
and relevant network development specific to foster care children needs
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ODHS intensive care coordination for SED kids uses relevant functional measures which we will
incorporate for evaluating this population. Aetna will collaborate with the State and other key
stakeholders to determine the best approach for identifying and reporting these functional
measures. These measures include:

e School measures such as days absent and days suspended
o Days spent in out-of-home placement
e Presence of self-harming behaviors
e Number of contacts with law enforcement
Psychometric (problems & functioning) scale measures (Ohio Scales)

We are evaluating ongoing efforts within various nationally recognized organizations and
standards bodies, such as the National Quality Forum, to identify and apply additional measures
that will be relevant, useful, and statistically valid for services for children with special health
care needs. This combined set of measures will give us a more detailed picture of an enrollee’s
needs and provide better and more comprehensive enrollee-tailored services.

E.2.e. Considerations for Value-Based performance (VBP) designs,
specifically those that support and align with objectives identified
within the Oklahoma State Innovation Model design

Aetna’s quality system incorporates tools and measurement systems such as HEDIS measures,
claims, and call center performance metrics. To measure results, we use both manual and
automated data collection methods - we capture the data in our information systems, run both
periodic and ad hoc reports, monitor trends and patterns, and analyze results to identify
opportunities for improvement. Quality process will allow for the implementation and evaluation
of value-based payment performance designs that will be most beneficial for foster care children
and that will support the Oklahoma State Innovation Model.

Aetna’s strategic approach for Oklahoma as described in Sections C and D will continue to target
providers in a manner that maximizes the number of enrollees included in VBP payments. We
will work collaboratively with the State to develop plans that progress toward Oklahoma’s goal
of 80 percent of medical spend by 2020.

In Aetna's integrated care program for Oklahoma, we already began collaboration with providers
that are most ready and able to participate in value based purchasing strategies. We will also
leverage Aetna’s commercial and Medicare presence in the State to identify Oklahoma providers
that are receptive to VBP arrangements.

We are well positioned to be a partner with Oklahoma Department of Health Services as the
performance incentive awards program evolves, including incorporation of chronic disease
related metrics. Aetna’s holistic, person-centered approach to every enrollee focuses on all
aspects of quality of care, from need identification to access to service delivery to outcomes.
This approach directly aligns to the Oklahoma triple aim goal of assisting enrollees in becoming
self-sufficient and actively engaged in their health care, improved quality and outcomes at lower
expenditures.
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F. Data Model

1. How does your care coordination model provide for efficient management of data
to ensure that the child experiences quality and safety?

Aetna’s care management teams work in concert with Aetna’s medical and quality management
programs to monitor utilization data and promote provider use of evidence-based medical
guidelines and practices. Using an integrated approach, our case management teams work closely
to educate providers on covered services and to help ensure enrollees receive the evidence-based
care and services they need—safely and effectively. We use a biopsychosocial clinical model to
evaluate the individual needs of enrollees relative to their physical and behavioral health. This
model incorporates utilization management decision-making criteria to ensure appropriate
evidenced-based clinical settings and services are used to treat both behavioral and physical
health conditions.

Aetna case managers further incorporate utilization data analysis and data management;
concurrent review, prior authorization, and retrospective review; adoption and dissemination of
practice guidelines; and both new medical technologies and new uses of existing technologies,
along with care management, care coordination, disease/chronic care management, and drug
utilization review to meet program objectives in adherence to contractual requirements that
support enrollee safety and quality.

Data Sharing and Integration

CareUnify, our proprietary population health management platform, is designed to deliver
actionable data to our provider and community services providers. Itaggregates actionable data
from multiple sources including electronic health records, health information exchanges such as
My Health Access Network and Child Passport, and sources such as public health departments to
create anindividually tailored enrollee profile aswell asa larger clinic or panel view for each
provider. The system is designed to push and pull datato and from various systems and can align
providers from different organizations using care paths to drive care coordination. For example,
CareUnify has several care transition paths that can be tailored to each provider’s workflow
while allowing all participants of the care team, regardless of their system, to be aligned on
workflow tied to each enrollee’s episode of care, providing clearer hand-offs and ensuring all
aspects of an enrollee’s care are met. CareUnify is capable of capturing data around social
determinants of health and create real time enrollee alerts for our care managers. We can address
high-risk ZIP codes where families are prone to lack of adequate housing needs or health food
options, or where foster care children are prone to educational barriers.

The following examples illustrate how Aetna uses CareUnify to collaborate with providers:

o Care paths for transitions of care from behavioral health inpatient settings that include a
PHQ-A administration

o Care paths to engage enrollees who have opioid use and medically complex medical issues

o Care paths for enrollees discharged from inpatient admissions
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Aetna’s priority is to develop and maintain processes that promote quality and safety through the
collection and sharing of enrollee data. An important part of our data-sharing strategy includes
direct links to State health information exchanges such as My Health Access Network and Child
Passport, from which our CareUnify platform incorporates real-time admission, discharge, and
transfer data and other information useful to facilitating care management and early interventions
into the patient care record. For example, real-time inpatient alerts enable Aetna’s care managers
to contact inpatient facilities’ discharge planners on the day of admission and begin coordinating
the enrollee’s discharge with the support of the Family Team.

CareUnify shares actionable data across systems and organizations to promote effective care
management—especially for complex, high-risk individuals. CareUnify gives network providers
the ability to see aggregated data to support actionable decision making at the point of care.
Providers and the child and Family Team are provided with updated individual care plans, which
can be easily accessed through the enrollee portal and the provider portal.

Health Information Technology (HIT)

Aetna’s CareUnify™ platform connects the entire community of preferred support, including
enrollees. It persistently filters through eligibility, provider, and claims data to create logical
relationships among providers and care team members, facilitating communication,
collaboration, and information-sharing among all stakeholders. We will partner with My Health
Access Network and Child Passport to share data that is pushed directly into our CareUnify
population health platform and is viewable by our entire provider network. By connecting to My
Health Access Network, we will support our providers to combine the best-of-breed data from
that system, our provider electronic health record systems, and our claims and care management
data, to create a 360-degree view and robust data set to promote more efficient care coordination.

Aetna will remain compliant with all evolving requirements specified by CMS and ODHS,
including data interface and data exchange capabilities to connect to Medicaid Information
Technology Architecture 3.0 systems. Information is fed into our electronic care management
system and CareUnify, our population health platform, primarily through our system for claims,
enrollee, and provider data. This system also houses current provider contracts, claims, enrollee
eligibility, authorization, and concurrent review data.

System Alert Flags for Gaps in Care

Aetna reminds enrollees and their families of the importance of wellness checks at every point of
contact to help ensure that enrollees experience quality and safety. Flags in our system alert care
managers when the enrollee needs services or has a gap in care for HEDIS measures such as flu
shots, well visits, and immunizations. This initiative started first in 2015 with our Aetna Better
Health of Pennsylvania plan. For Well Child reminders for children 0 to 15 months and children
3to 6 years old, of the enrollees reminded, we saw an increased number of enrollees receive well
visits following completion of the wellness check call. Aetna implemented this initiative in all
our health plans following demonstrated success in Pennsylvania.
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Ensuring Compliant Exchange of Personal Health Information

Aetna will operate in compliance with HIPAA requirements to make sure the exchange of
personal health information is conducted in a compliant manner. Data sharing is critical to our
work; we make sure we send and receive data through all required interfaces. Aetna establishes
and maintains connectivity with the DolT data center as required and provides staff with the
hardware, software, communication equipment, and training to succeed in their work promptly,
accurately, and efficiently, and in accordance with contract requirements. Aetna staff members
are trained and tested annually on HIPAA compliance and on privacy laws.

Additionally, Aetna obtains release-of-information approval from the enrollees and families,
identifying who and what type of information we can share with others, including documented
release specific to behavioral health and substance use outside of transition activities or in times
of crisis. The completed form’s detail is documented in our database for ease of access by care
managers. When aninbound call is received, Aetna staff completes verbal verification of the
caller and reviews our database to ensure a documented release information has been entered
before providing enrollee personal health information.

When we receive a request for information such as individual care plans, enrollee goals, and
nurse notes from another health plan or the Department for transition-of-care purposes, we
electronically send them in PDF format via secure email or work to establish a secure data
exchange.

Supporting Transitions

Effective data management is crucial in providing safe care transitions, which are critical to
maintaining and improving enrollees’ quality of care, quality of outcomes, and, most
importantly, quality of life. Because enrollees are more vulnerable when transitioning between
delivery systems, effective data management is vital to preventing adverse enrollee events.
Emphasizing continuity and coordination of care, we work to maintain the stability of enrollees’
care. Our processes ensure all enrollee populations receive continuity of care and the highest
level of service and oversight to address their unique clinical and care management needs.

Aetna’s data management system automatically reviews the daily State 834 file to identify
prospective high-needs children or youth in care and trigger immediate triage and outreach prior
to their effective date. This enables us to provide support through the transition to aid in
continuity of care and assistance in navigating the health care system. Our enrollee transition
policy and data management system provide an automatic process that supports a smooth
transfer of information and continuation of care, whether an enrollee is transitioning into or out
of our health plan.

To facilitate transitions of care, Aetna uses a data feed provided by the previous health plan to
capture and set up existing service authorizations within our system. Our utilization model
program helps make sure that new enrollees receive continuing care through their current
providers.
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Prior authorization for covered services—including physical health, behavioral health, home and
community-based services, medications, and specialty referrals in place on the day prior to
enroliment—will remain in place for 90 days for all enrollees. Whenever we have new enrollees
with prior authorizations approved by the previous health plan, we make sure service
authorizations remain in place and are honored during the transition period by:

e Turning off edits in our claims system requiring authorizations for a period of 90 days
e Building service authorizations into the system for any case that requires prior authorization
or for a non-network provider.

The pharmacy benefit offers a 90-day transition of care supply for all medications within the first
90 days of enrollment. Enrollees receive three consecutive 30-day supplies of medication
regardless of formulary status, except for specialty medications or Medicaid-excluded drugs.
Aetna sends a letter to enrollees after each transition prescription fill informing them of the
formulary status of the drug and on how to obtain a prior authorization from their prescriber.

For enrollees with an existing care or treatment plan in place on the day prior to date of
enrollment, Aetna will accept the existing individual care plan for 90 days, or until the enrollee
completes a comprehensive assessment and an updated individual care plan has been developed,
approved, and implemented. Care managers work closely with the child and Family Teamand
with the Pharmacy department during the transition period to make sure there are no gaps in the
enrollee’s access to care and services.

We use a continuity of care form to exchange information about enrollees transferring between
managed care organizations. This form is used to share important information about the
enrollee’s prior inpatient utilization, ER utilization, medications, durable medical equipment,
home care services, primary care provider, and specialists. We process all continuity of care
forms within three business days of receipt and enter the data into our care management system.
Enrollees identified in, or in need of, care management are outreached within five business days
by the Care Management staff. These enrollees are offered a face-to-face visit within the first 30
days of enrollment in care management. Our Care Management staff completes health risk
screenings and comprehensive assessments to evaluate needed services according to the
timeframes outlined by the Department.

Customized Reporting

Aetna will collaborate with the State and Oklahoma Child Welfare Services on identifying
reports that specifically show safety and quality concerns for foster care children. This may
include reports such as prevalence of psychiatric hospitalizations, readmissions, or emergency
department utilization. Reports can be customized to meet the needs of children in foster care.
For example, the Oklahoma FY17 Pinnacle Plan report outlined that improvement opportunities
remain for children in Oklahoma foster care and permanency outcomes. Our care managers will
use information from these reports to modify goals in care planning such as addressing access to
care issues and social determinants of health that impact permanency.
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G. Care Coordination Implementation Timelines (including key activities and milestones)

1. Basedon prior experience, provide insight into what a realistic timeline for
implementation of your Care Coordination model might be. Specifically, provide
details into the following aspects of implementation of a Care Coordination model
similar to what has been described:

Development

b. Transition/Readiness Activities

c. Implementation of enrollee enroliment

d. Implementation of enrollee service delivery

=

Building and fostering relationships—the kind necessary to make a lasting difference—takes
time. We invest that time, through face-to-face meetings, telephone calls, and public forums. We
support enrollees’ efforts to change their behaviors, follow their physicians’ treatment
recommendations, and adopt healthier lifestyles by caring, empathizing, listening, planning,
thinking, and educating enrollees to reacha common understanding and shared goals.

Aetna has an experienced national implementation team that uses a standardized project model
approach to implementation. We identify and track completion of key activities, milestones,
business owners, start and end dates, duration, task completion, barriers, and resources. Aetna is
proposing an 8-month implementation timeline for our integrated care management approach,
with a maximum of 12 months depending on the complexity of services needed.

Aetna’s implementation strategy includes oversight by our national implementation team who is
solely dedicated to ensuring successful transition of service delivery to our managed care
organization. This team is responsible for project oversight, timeliness, communication with
State regulators, and task achievement. Aetna uses project management leads and software to
track and monitor implementation activities. Our implementation team is also responsible for
oversight of “go-live” activities and facilitating post go-live transition and communication.

Aetna will collaborate with OHCA to determine key activities and milestones for this
implementation. Typically, our key activities include:

e Initiating implementation

e Executing departments, hiring for departments, and supporting department specific go live
tasks

Initiating, testing, and managing enrollee open enrollment

Completing a mock readiness review with the State

Facilitating go live

Transitioning from implementation to service delivery using our command center approach

G.l.a. Implementation Development

Aetna has learned that the following factors contribute to a seamless transition when
implementing health care systems:

e Transparent communication and collaboration with State DHS and Child Welfare Services
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o Clear expectations from the State on timelines, milestones and service delivery
e Timely fee schedules

Aetna will outreach Oklahoma Child Welfare Services to build a strategic partnership and
collaborate toward achieving outcomes. Aetna will immediately begin coordinating with the
State on the 834 enrolliment files and encounter data, ensuring file formatting and formatting of
reports.

G.1.b. Implementation Transition/Readiness Activities

Aetna will leverage our experience across the Oklahoma and national Aetna enterprise to enable
a successful transition for foster care children new to our program. Aetna’s demonstrated success
implementing our integrated care management model using our standardized implementation
strategy positions us for readiness for this large, system-wide transition in Oklahoma.

Aetna has overcome anticipated challenges in implementing programs for similar populations.
The table below illustrates our lessons learned and aids us in achieving more timely and effective
future implementations.

Implementation Lessons Learned

Anticipated Challenges ]
and Opportunities Aetna Solution

Enrollee Population Educating families about Aetna’s coordination of care capabilities

Newto Managed Care  can help reduce anxiety and make for a better experience for
families new to a managed care organization. Recognizing many
of the families are transitioning from a fee-for-service model, we
have experience with conducting public forums in which families
have an opportunity to ask us questions about their programs and
services. We can provide anoverview of their programs and give
families an understanding of our coordination of care capabilities.

Provider Education As the State’s focus shifts to value and outcomes, Aetna’s provider
engagement team will continue work to strengthen partnerships
and meet with practice groups composed of family medicine and
pediatric specialties, and hospitals that provide obstetric, neonatal,
and/or pediatric services. We will provide information on how our
integrated care approach can assist to access services including
medical, behavioral, in-home, and community supports for
children with high needs and their families. Our provider
orientation training materials and provider handbook will be
updated to include information on early intervention. We also will
educate and assist providers who have not been part of a managed
care organization before and do not know business fundamentals
such as how to bill, how we operate, the check run schedule, and
contractual claims payment requirements.
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Anticipated Challenges Aetna Solution

and Opportunities

Contact Information Aetna will continue to work with the State to capture the most
accurate contact information for enrollees and with vendors to
engage difficult-to-reach enrollees. We will partner with State

agencies and community providers, leveraging their contacts and
access to locate enrollees.

Coordination and To prepare for the significant mobility of the children in the care
Communication with population, Aetna will leverage lessons from our Arizona plan,
State Agencies which focuses on coordination and communication by deploying a

dedicated child welfare team that serves as the single point-of-
contact for Oklahoma Child Welfare Services.

Trauma-Informed We will adapt practices from Aetna’s Arizona plan, which has

Focus conducted training series on trauma-informed care to support
systems to view children’s behavior with a trauma-informed focus.
The plan has trained child welfare contracted group homes and
offices.

Staff Preparation Aetna educates our staff on trauma-informed care, our core
population health strategy, and uses vehicles such as day-in-the-
life training simulation exercises. We will include training on child
assessment, wraparound services, and youth in care. Aetna’s staff
also will be Youth Mental Health First Aid-certified.

Transitioning from Aetna hires child and system of care specialists to work with the
Child enrollee, family, community, and case managers to support
To Adult System of enrollees moving from the child to adult system of care.

Care

G.1.c. Implementation of Enrollee Enroliment

Aetna recognizes how critical it is to ensure marketing and messaging to the enrollees and
families served in its plans. Typically, we notify families of the availability of program benefits
through the Enrollee Handbook (available online); new enrollee welcome calls, messages, and
welcome packets; mailings; and direct communications, such as the enrollee newsletter. The
Enrollee Handbook explains program specifics for vulnerable youth and lists contact information
for requesting integrated care management services at any time.

Once the enrollee is enrolled, Aetna’s care managers describe the integrated care management
program in detail during assessmentand care planning activities. During this initial contact with
the enrollee, our care managers inform the enrollee about the nature of the services,
circumstances under which information will be disclosed to third parties (such as complying with
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HIPAA), the rationale for implementing care management services, how the services may benefit
the enrollee, and the availability of a grievance and appeal process.

We create and enhance enrollee educational materials with the enrollees’ needs in mind, as well
as our goal to improve health literacy. The programs and materials we provide do not
discriminate against enrollees based on their health history, health status, or need for health care
services. Our health plans have adopted the enhanced national standards for Culturally and
Linguistically Appropriate Services (CLAS) in health and health care developed and promoted
by the United States Department of Health and Human Services Office of Minority Health. We
strive to meet all 15 standards and through our Cultural Competency Plan (CCP) that addresses
each of the standards that support the “Principal Standard.” We also have our own standards for
developing materials—standards that are consistent with and support the CLAS standards.
Because our enrollees’ needs and cultural backgrounds are diverse, we tailor our words, the tone
of our messages, and any graphic representations to meet their needs, preferences, and
expectations. Additionally, for young enrollees, we focus on delivering the message in ways to
which they will relate, such as using text messaging, social media, and video messaging through
resources such as YouTube.

Aetna creates all enrollee presentations and materials using what we call “plain speak.” This
means we use active voice in our written communications, avoiding jargon and technical
language when possible; we use clear word choices and express complete thoughts; we use
legible type in atleast 10-point font size, simple layouts, and appropriate space; we write in
clear, easy-to-understand language, helping us simplify the complexities of the health care
system, including our enrollees’ benefits and services; we organize written materials using short
sentences and paragraphs; we write materials ator below a sixth-grade reading level, according
to the Flesch-Kincaid Reading Ease scale; we translate our written English materials into
Spanish and all other identified, commonly used non-English languages, free of charge,
according to contract requirements; we ensure all letters receive certification with letters of
attestation to verify their accuracy; and we provide materials on our website that are compliant
with the Americans with Disabilities Actand Section 508 of the Rehabilitation Act of 1973, as
amended 29 USC §794(d).

G.1.d. Implementation of Enrollee Service Delivery

Aetna uses a daily command center methodology to manage transition and ensure readiness. This
includes mock readiness reviews regarding every policy, procedure and requirement outlined in
the contract scope of work. Aetna facilitates the command center daily for a period of 30-120
days depending on the complexities of the health care system being implemented. We anticipate
a two to three-month transition post go live that includes Aetna and providers’ C-suite and
operational managers regarding communication, reports, claims, and barriers to care. Aetna tests
834 enrolliment files prior to go live. We use the enrollment files to drop enrollee ID cards and
enrollee mailers, send value add to pharmacy vendors and other vendors. Aetna reviews all
welcome packets for quality and ensures timely mailings. We initiate welcome calls are done on
go live date forward and typically initiate implementation of our departments the day before or
on midnight of the go live date.
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Aetna publishes a Provider Manual that is developed in accordance to federal, State, and local
requirements. Our Provider Manual encourages strong collaboration with our network of
credentialed and contracted providers to administer and manage efficient, effective, and quality
health care to enrollees. It also provides all the details providers need to successfully provide
services to our enrollees. The Provider Manual offers an in-depth, step-by-step overview of
topics, including specific covered health services for which the provider is responsible, prior
authorization and referral procedures, multilingual and TDD availability, and others. To offer the
most effective response and care possible, we include links to a variety of articles and training
opportunities, including those through the Substance Abuse and Mental Health Services
Administration (SAMHSA), the U.S. Health Resources & Services Administration, and the
Agency for Healthcare Research and Quality. These resources can inform all care provided to
this population from primary care to specialty psychiatric interventions.

Aetna offers educational forums with in-depth training on rotating topics for all providers. Aetna
collaborates with the State on required training topics. Examples include:

o Navigating Aetna’s behavioral health system

e Reduction of emergency room utilization

e Reduction of racial and ethnic health care disparities to improve health status
e EPSDT

e Children with special health care needs and disease specific care

At Aetna, we believe in meeting face-to-face with our providers regularly to build relationships
and rapport around common implementation issues. We discuss claim denials related to prior
authorization requirements. For prior authorization issues, our staff conducts a conference call
with the provider staff and an enrollee of our Prior Authorization team to review specific
examples in the system. To support our face-to-face training, we publish reference documents,
such as the Provider Manual, bulletins, and our quarterly newsletters.

In addition to making health care related topics available for training, Aetna will also make
available training opportunities regarding child welfare and permanency—a complex topic. We
either offer training or provide links through various sources, including in-person workshops and
webinars. These training sessions include information on how the system works, which
authorizations need to be in place for foster parents to make medical decisions for children, when
the child’s child welfare services must be involved, and the requirements for providers to appear
at court hearings and clinical staffing.

Please see Section C for additional detail on Aetna’s current provider network and processes for
network development that demonstrate our readiness to implement a comprehensive integrated
provider network and service continuum.

Partnering with Oklahomaforthe Long-term

Embracing the transition to managed care is most successful when it occurs in partnership with
an experienced health plan leader with the proven ability to effectively manage utilization of
health services and improve health care quality and outcomes. Furthermore, this transition
requires a health plan that places enrollees—and the services and supports they need to maintain
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and enhance their health and overall quality of life— at the forefront. Aetna stands committed—
with confidence and enthusiasm—in our ability to partner with Oklahoma in this transition and
to meet the OHCA’s goals and objectives. With its significant strides in recent years to meet the
needs of vulnerable and underserved Oklahomans, the OHCA serves as a leading example to
other states. In partnership with the OHCA, Aetna welcomes the opportunity to leverage our
long-standing, in-depth experience in Oklahoma, vast provider network, expertise in value-based
purchasing, innovative technology, rebalancing efforts, and, most importantly, person-centered,
fully integrated care, in our mutual quest to help Oklahomans live healthier, happier lives for the
long-term.
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October 19, 2017

Mr. Gerald Elrod

Oklahoma Health Care Authority
4345 N. Lincoln Blvd.
Oklahoma City, OK 73105

Via email: Gerald.Elrod@okhca.org

RE: Oklahoma Health Care Authority RFI Care Coordination for Children in DHS Custody
Dear Mr. Elrod:

Amerigroup Oklahoma, Inc. (Amerigroup) is pleased to submit our response to the Request for
Information (RFT) for the Care Coordination for Children in the Oklahoma Department of
Human Services Custody (DHS) issued by the Oklahoma Health Care Authority (OHCA) on
September 19™, 2017.

Currently our parent company, Anthem, Inc. (Anthem), and our affiliate health plans serve
nearly 58,000 youth in child welfare systems across 10 states. As a Medicaid Managed Care
Organization with a strong background of serving youth in foster care, we are excited to offer
input and share our experiences with the OHCA.

We are excited about this opportunity and look forward to further conversations and partnership
with OHCA. Should you have any questions, please contact me by telephone at (512) 382-4981,
or email me at Tisch.Scott@amerigroup.com.

Sincerely,

Tisch Scott
President and CEO
Amerigroup Insurance Company

Oklahoma Health Care Authority RFI
Care Coordination for Children in DHS Custody Page 1
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EXECUTIVE SUMMARY

Amerigroup Oklahoma, Inc. (Amerigroup) appreciates the opportunity to respond to the
Oklahoma Health Care Authority (OHCA)’s Request for Information (RFI) expressing the
State’s desire to obtain information from subject matter experts regarding Care Coordination
Models to serve children who are newborns through age 18, who are in the custody of the
Oklahoma Department of Human Services (DHS). Amerigroup is part of the Anthem, Inc. family
of health plans, which collectively serves more than 6.5 million enrollees in 20 markets. Our
organization has more than 26 years of experience providing care management and coordination
for state-sponsored health programs, including 17 years of experience serving children in state
custody. This strong history of service and expertise as a Medicaid Managed Care Organization
(MCO) serving children, youth, and young adults in state custody informs our approach to
support our nearly 58,000 members across 10 states who meet these criteria. We understand the
vital role MCOs play in promoting safety, permanency, and well-being for our members, as well
as providing the right supports and resources needed to become successful adults. As a testament
to our commitment to our individuals in state custody, our health plan affiliate in Georgia was
recently re-awarded the sole statewide contract overseeing the whole-person care of nearly
28,000 children in state custody that includes foster care, adoption assistance, and juvenile
justice.

Amerigroup understands the importance of developing strong relationships with families,
communities, providers, state agencies, and other stakeholders in Oklahoma, because these
relationships have enormous influence on the well-being, health, success, and overall outcomes
for children, youth, and young adults in DHS custody. We understand the strengths and needs of
the populations we serve and work hard every day to address the challenges individuals may
experience in achieving their personal health and wellness goals.

We recognize the value in the State’s work thus far to implement the robust Pinnacle Plan as
well as the ongoing Child Welfare Strategic Plan and related initiatives. For the Care
Coordination for Children in DHS Custody program, Amerigroup envisions a single-MCO
solution. Amerigroup has the experience to be a true partner to the State, bringing additional
expertise to what OHCA and DHS have already successfully achieved and helping to unify
stakeholders to continue forward with the State’s vision and philosophy. Our person-centered,
trauma-informed care model promotes choice among youth and their caregivers, use of natural
supports, collaboration, home- and community-based care, and culturally relevant services that
are individualized, strengths-based, and outcomes-based.

At Amerigroup, we believe that health is about choices, and our philosophy is to provide
comprehensive health benefit plans that are tailored to our customers’ specific needs, and
develop new products and services that address the health insurance issues of a modern and
progressive society. We go beyond expectations in our commitment to support children, youth,
and young adults in their communities, help them become independent, productive members of
society, and support them in their transition to adulthood.

Oklahoma Health Care Authority RFI
Care Coordination for Children in DHS Custody Page 1
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A. Patient-centered Service Delivery Care Coordination Models

Over our 26 years of experience providing care management and service coordination for state-
sponsored health programs, including 17 years of experience serving children in state custody,
we have discovered and developed approaches to best serve the needs of children, youth, and
young adults in DHS custody. These are performed in collaboration with other stakeholders,
including their families, their caregivers, the State, and others involved in the child’s life.
Because children, youth, and young adults in DHS custody face increased risk of exposure to
poverty, abuse, neglect, and community violence, they require a coordinated, trauma-informed,
whole-person care that addresses mental health, substance use disorder, and physical health
challenges unique to this population. Amerigroup believes the best approach to a continuum of
care that meets the unique needs of youth in child welfare is for a single statewide MCO to
manage the full range of benefits and services for children, youth, and young adults in DHS
custody, as well as their families, and additionally that this single MCO should be one of the
managed care plans for Oklahoman children overall.

1. Description and Rationale for Amerigroup’s Chosen Model
Single, Statewide Managed Care Organization to Serve Children, Youth, and

Young Adults in DHS Custody

Amerigroup recommends that DHS select a single statewide MCO that is also a statewide
Medicaid MCO, to manage the full range of benefits and services for children, youth, and
young adults in DHS custody, to reduce fragmentation and provide better access to the
wide array of services and resources members and their families need, when they need

them, through a single point of entry. T e e e L
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An MCO has the best opportunity to positively impact these
members’ health status by building a relationship with each
member before they enter DHS custody, during and/or when they transition out. Through these
relationships, the MCO can continually assist in addressing social determinants of health,
improving members’ outcomes. Remaining with the same MCQO is important for stability and
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continuity of care for children, youth, and young adults in DHS custody, particularly as they
move between placements and foster families, and strengthens permanency planning. In our
single-MCO approach, there is one less thing that has to change for members, and those who
care for them, when so much else is changing around them. By remaining with the same MCO,
children, youth, and young adults in DHS custody have the best chance of keeping their same
providers and consistent care and service plans. Qur experience indicates the single-MCO
approach within a larger program is the best model to help members live in their communities,

achieve permanent living situations, and develop the life skills
they need to be independent, well-functioning adults.

A single MCO will make coordination with child welfare and
other agencies more complete, comprehensive, productive,
and effective, which will contribute to a more unified system
of care for these children. As recognized in several areas
within the Pinnacle Plan Measures, Semi-Annual Summary
Report of February 2017 (the “Pinnacle Plan Report”),
continuity of support by a primary case worker and placement
stability are important for the success of children, youth, and
young adults in DHS custody. Navigating multiple systems
can be frustrating for all stakeholders, and it contributes to
both caseworker and provider turnover. The single-MCO
approach eliminates the need for foster parents to interact with
multiple MCOs, especially for those that are caring for more
than one child. Similarly, this model benefits stakeholders
throughout the entire system of care, including families,
caseworkers, providers, schools, child serving agencies, etc.
by promoting collaborative relationships through a dedicated
point of contact.

Specialized Programs Implemented

by Our Sole-MCO Georgia Affiliate

® Partnering with Juvenile Justice
—The Amerigroup Georgia
Juvenile Court Health Integration
Program partners directly with
courts so that when kids come
into care, they are connected
directly to an EPSDT and Trauma
Assessment provider to break
down barriers to care. This has led
to significant increases in EPSDT
compliance rates for youth newly
entering care, with some counties
achieving 100% compliance.

m Coaching and Comprehensive
Health Supports (COACHES)
Program—this program employs
personal coaches who work
one-on-one with young adults,
ages 17-20, to improve healthy
behaviors and build their skills
toward a successful transition to
independence.

OK_RFI_SoleMCOGA_34_COB_DP_2.1

Additionally, a single MCO approach enables investments in the system of care that would
otherwise be challenging if membership were fragmented. A single MCO has an advantage in
coordinating information and data sharing, thereby decreasing fragmentation and addressing the
Pinnacle Plan’s outcomes. A single MCO approach would promote a strong partnership that
brings our national expertise to augment what has already been successfully achieved. For
example, in our sole statewide Georgia program, we have been able to implement specialized

programs to support the State’s many goals.

Person-centered, Trauma-informed Care Coordination Model

Amerigroup’s care coordination model is comprised of people, processes, and systems that are
meaningful, proactive and far-reaching, to minimize fragmentation and duplication. Our long-
standing philosophy is that care should be delivered through an integrated approach that is
tailored to the individualized needs of children, youth, and young adults in DHS custody. Our
person-centered, trauma-informed, fully integrated care coordination model seamlessly links
children, youth, and young adults in DHS custody to the care and services that meet their needs,
addressing social determinants and improving their health outcomes. Our model includes
regionally-focused teams that meet members and providers where they are, a strong statewide
and local, culturally competent, community involvement and engagement strategy that addresses
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needs across both rural and urban areas of the State, and fiscally responsible operations that
reduce waste and promote accountability. Amerigroup’s recommended model links members
with providers, community resources, technology, OHCA, DHS, and other stakeholders to
support the member’s safety, permanency and wellbeing. The critical linkage we create doesn’t
stop with the member; instead, our model also connects these resources with each other,
encouraging collaboration, efficiency, exchange of meaningful information, and shared
responsibility for improved outcomes.

Our model supports the following:

= Completion of a trauma responsive health needs assessment of our members’ trauma,
medical, behavioral health, dental, and social needs in the required time frame

= Assignment of an experienced care coordinator with the expertise most closely aligned with
the member’s needs and conditions

= Development of a whole-person, person-centered, trauma-informed health care service plan
(HCSP) and safety crisis contingency plan (SCCP) as needed, based on the member’s
current and historical information and assessment results and tailored to the individual
strengths and needs of the member and family

= Engagement of the interventions, services, supports, and resources identified on the HCSP
and SCCP delivered by community-based providers and organizations to improve the health
of our member, drive quality outcomes, and promote consistency across the delivery system
to support the member’s safety, well-being, and permanency

= Facilitation of continuous monitoring of service delivery and outcomes data to evaluate the
quality, effectiveness, and accessibility of our delivery system

= [Initial and continual development of our model includes input from key system partners
including state agencies, community-based providers and organizations, and other
community stakeholders, such as child welfare advocates and Court-Appointed Special
Advocates (CASAs).

2. How Our Model Addresses the Needs of Children, Youth, and Young
Adults in DHS Custody

Amerigroup listens and has experience with these populations — children, youth, and young
adults in DHS custody — and knows that they have unique personal experiences, and that
addressing their needs means more than simply modifying an existing Medicaid program or
bringing in a program from another state. It requires understanding the specific challenges they
face before and after removal from their homes and families, as well as deep knowledge of the
Oklahoma landscape and the system of care to develop a program that can adjust to and meet
their particular and diverse needs.

Our care coordination model meets the needs of children, youth, and young adults in DHS
custody through an integrated, person-centered, trauma-responsive approach that assures every
child, youth, and young adult receives individualized services and social supports at the level
needed for their condition and personal growth. This model supports the safety, well-being, and
permanency for children, youth, and young adults in DHS custody with a range of needs,
including the most complex needs, using care coordination staff who are experienced in trauma-
informed care and trained in the concepts of this model.
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Additionally, our model includes care coordinators with specialty experience to best meet the
needs of our members. This specialty experience can include assessment, psychiatric, and
pediatric experience, as well as the ability to coordinate the care for those with complex or
specialized health care needs, such as medically fragile members, discharge from higher levels of
care, and young adults preparing for transition to adulthood. We make it a priority to hire care
coordinators with experience working within their local children’s system of care, and that have
experience working with individuals with disabilities, individuals from different cultural
backgrounds, and individuals that are lesbian, gay, bisexual, transgender, and/or questioning. We
also hire care coordinators with maternal and child expertise to coordinate care and services for
pregnant and parenting members to addresses their needs across the spectrum of care, including
prenatal, delivery, and postpartum care.

Our member-centered network approach emphasizes community-based, coordinated, culturally
competent, accessible care and services. Our model includes a strong infrastructure and tools to
build and support a robust provider network with experience with children, youth, and young
adults in DHS custody, Adoption Assistance, and the juvenile justice system. Our model of
support includes tools to reduce administrative burdens and facilitate coordination of care as well
as an extensive training and technical assistance program to keep them abreast of the mental
health (MH), substance use disorder (SUD), and physical issues that impact our members. As
noted in the Pinnacle Plan Report, training and supports for providers have been integral in
obtaining better outcomes for Oklahoma’s youth in DHS custody. This model would enhance the
State’s efforts in areas such as shelter services, trauma informed care, cultural competency,
psychotropic medications, and placement stability.

Our model also includes statewide community outreach to stakeholders that seeks input and
opportunities for system and process improvement. Through outreach, education, participation in
local and national boards and community involvement, we advocate for our members on the
national, state, and local level to promote understanding of the challenges these young
individuals face and to increase support for the vast array of diverse needed services.

3. Amerigroup’s Approach to Implementation of this Model

This care coordination model assumes a single statewide MCO that also serves as a managed
care plan to manage the full range of benefits and services for Oklahoman children outside of
state custody. With a limited population of fewer than 10,000 children, it would be difficult to
sustain the development and maintenance of the infrastructure needed to care for children, youth,
and young adults in DHS custody. Having a statewide foundational infrastructure, as well as
experience with similar complex child welfare programs, is key to a successful implementation.

Amerigroup’s affiliates have a long history of successfully implementing programs across the
country. We have well-established teams and processes prepared to deliver the systems,
infrastructure, and network capacity requirements for a successful implementation. In addition to
our comprehensive project management resources and expertise deployed for all new Medicaid
programs, Amerigroup also has Specialty Product and Advocacy Teams with expertise in child
welfare, mental health and substance use disorders, and members with specialized health care
and developmental needs, to support this implementation as well as provide ongoing support to
promote individual outcomes and program success. We have built our reputation on honoring our

Oklahoma Health Care Authority RFI
Care Coordination for Children in DHS Custody Page 5



QAmerigroup

An Anthem Company

commitments and doing what it takes to meet deliverables on time and to make transitions as
seamless as possible for our members.

Our experience with similar programs has taught us that the key steps to a successful
implementation include consumer, advocate, provider network development, staffing
development, building core operational capabilities, and stakeholder and community engagement
— for example, early engagement with parents and organizations that serve children, youth, and
young adults in DHS custody and that may be different from those involved with traditional
TANF/CHIP members.

B. Access to Health Services

Amerigroup’s approach to ensuring our members have access to the services they need requires
person-centered, whole-person care coordination within a statewide network of quality providers,
both of which must be monitored through a comprehensive Quality Management system and
provider network monitoring processes. Our model serving children, youth, and young adults in
DHS custody would be best implemented as part of a larger managed care program to make sure
that a sufficient foundational infrastructure exists to meet the complex needs of these members.
Additionally, our model provides for a dedicated access process for inquiries and emergencies so
that children, youth, and young adults in DHS custody can quickly receive necessary care. To
promote timely access to necessary services, our model also uses a robust Member Services
department supported by adaptive technology. These resources help connect members to the
providers and services they need, including alternatives such as telemedicine, our 24/7 Nurse
Helpline, our 24/7 Behavioral Health Crisis Line, and other supportive services.

1. Ensuring Children’s and Families’ Access to Services

Care Coordination to Ensure Access to Care

We promote access to care by linking our members to person-centered, whole-person care
through meaningful care coordination. Because we know the impact trauma and adverse
childhood experiences have on our members’ emotional and physical development, health, and
quality of life, we recommend a care coordination system that meets their immediate needs upon
enrollment and continually adjusts to their strengths, needs, and conditions as they move towards
resiliency, recovery, permanency, and ultimate independence.

The focus of our model is the safety, permanency, and well-being of each member. We
immediately initiate the assessment process for each new member upon enrollment through a
single point of entry—our Intake Compliance Team, staffed by experienced Outreach Care
Specialists. Additionally, our Member Services Call Center is available twenty-four hours a day,
seven days a week (24/7) to assist members and caregivers.

We understand our members enter state custody for varying reasons and no two have the same
experiences. For this reason, we recognize the importance and value of a knowledgeable,
experienced, and diverse team of care coordinators who are trained on trauma and the principles
of our model of care, and who possess the expertise and skills to adapt to and meet the broad
range of unique and diverse needs of our members and families. We recruit, hire, train, and retain
a variety of licensed and non-licensed clinicians who share and support our vision and mission of
one unified system of care.
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Our Amerigroup care coordinators employ a comprehensive discovery process to create an
Individual Care Plan (ICP) that documents all services and supports across the spectrum of
available benefits and aligns with the member’s needs, preferences, and goals. Collaboratively,
through real-time access to our Care Management System and tools, our team will continually
monitor and confirm the implementation of the member’s ICP, as well as continually assess new
changes that warrant a change in the ICP. By verifying that the member receives services and
supports they need, and anticipating future service needs that include primary and preventive
care and ongoing care for chronic conditions including MH and SUD, we will boost health and
social service outcomes and reduce the cost of care.

Analytical and predictive modeling tools, including those developed specifically for foster care
children, support care coordination for Amerigroup’s members by identifying members at risk
for inpatient admissions, psychiatric residential treatment, chronic disease care gaps, and other
changes in health care needs. When applicable, we offer members complex case management
and other resources to address identified needs.

We also engage providers, our State partners, and graduates of the child welfare system, people
with lived experience, and other stakeholders and provide opportunities to hear from them about
their experience with access and barriers to care. Through our national experience, we have
identified the most common barriers to accessing services, which include: placement changes,
separation from home communities, trauma, lack of transportation, geographical barriers,
educational disparities, cultural and linguistic barriers, physical or developmental disabilities,
and psychological factors. Addressing barriers is not “one size fits all,” and we approach each
member’s experiences individually to incorporate solutions as part of their care coordination.
While our approach to addressing barriers is as individual as our members, we have developed
programs and technology that provides the framework for addressing common barriers.

Our care coordination approach makes sure the member and family receive the right services and
supports at the right time and in the right place. We use key information and resources to
determine and respond to our members’ initial and continuing needs and risks, engage immediate
intervention for urgent and crisis issues, and determine the level of care coordination and types
of services needed based on the intensity of those needs.

Trauma-responsive Provider Network

As detailed further in Section C — Staff/Provider Network, our provider network recruitment and
retention strategy is designed to promote successful development of a trauma-responsive,
comprehensive provider network aligned with State-specific program goals and objectives.

Amerigroup works with our provider network and other systems of care stakeholders to develop
new and enhance existing community-based services, supports, and programs. We design these
innovations and enhancements to help members address trauma, recover from difficult past
experiences and find permanency by promoting a positive sense-of-self, developing problem-
solving capabilities, and learning to manage stressful situations. We work parallel paths to
achieve long-term provider and system development goals while still employing strategies to
meet our members’ immediate needs.

We are committed to training and educating our network providers and other systems of care
stakeholders on trauma responsive care; understanding, approaching, and engaging members
with adverse childhood experiences; types and symptomatology of neglect and abuse; initial and
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continuing screening and identification of potential or actual safety needs; the role of the
assigned care coordinator; health care services and safety and contingency crisis planning;
available crisis services and referral processes; and medical necessity, clinical practice
guidelines, and prior authorization processes.

Our regionally based Provider Relations Representatives are in the field every day working with
providers to identify opportunities for increasing access to community health services and
resources. They provide education and consultation, share best practices, and review Quality
Measurement Reports during onsite visits to identify trends and help providers better understand
how to use the reports as a self-management tool to facilitate practice transformation.

Quality Management and Network Monitoring Systems

Amerigroup’s network management model includes diligently monitoring the access to care and
availability of our provider networks according to State requirements and federal regulations. We
include access requirements in our provider agreements and provider manual, and we reinforce
this through provider education and ongoing monitoring. We monitor utilization so that all
members have equal service access and availability, a full network of providers within the
applicable mileage standards, and reasonable wait times and appointment access. We also
routinely monitor ICPs and service reviews to identify opportunities to improve access to care
that will meet the needs of our members and give them choices that will meet their goals and
preferences. In all cases, we focus on facilitating access to the full array of services available to
them.

Our Provider Network teams routinely monitor access to care across our network and compare
against established standards. We analyze our performance with respect to access to care by
evaluating numeric and geographic standards against access to various provider types. We gather
a variety of data and information sources to assess access to care, including GeoAccess reports,
Annual Access to Care surveys, member and provider satisfaction surveys, and trend reports on
complaints and grievances. We believe listening is important, so we consider feedback we
receive from staff, our Member Advisory Group, and from our Clinical and Administrative
Advisory Committee. We also leverage the input from members and their caregivers to gather
feedback, as well as review data on out-of-network agreements and claims to help us identify
gaps or barriers to access.

Our Quality Management model includes objectively and systematically monitoring and
evaluating quality performance; identifying and implementing strategies to improve the quality,
appropriateness, and accessibility of member services and supports; and facilitating organization-
wide integration of quality management principles. Amerigroup maintains robust technology to
collect and integrate information, including data from external sources, to support quality
activities that include a review of performance measures relevant to assuring access to care for
our members and their families.

2. Our Care Coordination Model and Children in Care as Enrollees of Health

Homes

Children, youth, and young adults in state custody are typically among the more complex and
costly Medicaid beneficiaries (on a per-capita basis), due in part to the prevalence of mental
health and substance use disorders in this population. When their health care and social support
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needs are not appropriately and effectively addressed, the children may experience further
trauma which can exacerbate acute problems and extend into adulthood. For youth with such
physical, SUD, and MH conditions, establishing a stable health home, through which a member
can obtain and get connected to necessary medical and mental health services, fosters stability
and improved overall outcomes. We view the trusting relationships between members and their
behavioral health providers as an opportunity to incorporate an array of preventive and primary
care services. Amerigroup has implemented health home programs in other states that reflect a
variety of care models, ranging from co-location of MH/SUD and medical health care employees
to interdisciplinary single-site care teams with fully integrated clinical and administrative
functions.

Amerigroup’s health homes strategy leverages both our extensive experience with provider
collaboration to create innovative medical homes and our proficiency with comprehensive, field-
based care management and service coordination for children with complex conditions. It also
capitalizes on our ability to capture and analyze large volumes of member data and share it with
health home providers through the Health Information Exchange (HIE).

Implementing health homes for children with complex conditions will drive improved health
outcomes and reduce fragmentation, thereby reducing costs, for those with the most costly and
manageable conditions by promoting delivery of timely and holistic care and services in
accordance with evidence-based practices. An effective health homes model is vital to achieving
the quality and cost outcomes desired, and Amerigroup’s model is built on extensive experience
with related programs with similar populations in other states. With this experience, we can tailor
a health home model to OHCA'’s specifications that is grounded in extensive experience
developing similar programs. Amerigroup’s health homes model reflects a consistent structure
for all conditions, but we have molded the health home for each condition to the specific clinical
and nonclinical needs of the individuals. This philosophy promotes uniformity in our approach
while allowing for refinement where appropriate.

It also reflects an appreciation of the diversity of Oklahomans and the local provider community.
We recognize that health care is locally driven in Oklahoma and that provider capacity to act as
designated health homes varies by region and by clinical area. We recognize that some systems
of care have already begun migrating toward this model (including Community Mental Health
Centers (CMHCs) and Federally Qualified Health Centers (FQHCs) working toward integrated
care, and primary care practices seeking patient-centered medical home accreditation), and we
will capitalize on those existing efforts. Where those capabilities do not yet exist, we will
collaborate with providers to develop them.

C. Staff/Provider Network

1. Recruitment and Retention of Staff and Providers

The continuity and quality of our care managers and providers are key to the success of children
and youth in state custody. Our model’s strategies for staff and provider recruitment and
retention are grounded in a strong local presence supported by our national expertise.

As we hire new employees, we will look for qualified candidates experienced with children,
youth, and young adults in DHS custody and who are well-established with local health care
resources in the communities they will serve. Their community ties add to our own, and together
we develop and enhance these ties to better serve our members and their families, caregivers, and
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guardians. Our provider network will consist of all types of Medicaid providers, including the
full range of medical specialties necessary to deliver covered benefits: Primary Care Providers
(PCPs), specialists, mental health providers, federally qualified health centers (FQHCs), rural
health clinics (RHCs), community mental health centers (CMHCs), hospitals, Indian health care
providers, and psychiatric residential treatment facilities (PRTFs). We strive to recruit providers
with specific experience in treating trauma and using evidence-based practices. We make a
particular effort to add all qualified significant traditional providers as appropriate for the
population in order to minimize disruption to the member. Additionally, we educate our
providers on cultural competency so that they will be better able to meaningfully serve our
members.

We value provider, member, and staff input and incorporate it into our operations through a
variety of mechanisms, including analysis of member satisfaction surveys, member and provider
complaints and grievances member and provider Advisory Committee feedback, and input from
staff who actively work with our members and providers in the community to identify up-to-date
information concerning how we can best partner to provide top quality services to our members
and their caregivers.

Provider Network Recruitment and Retention

Our provider network recruitment and retention strategy is designed to promote successful
development of a comprehensive provider network aligned with State-specific program goals
and objectives. Our recruitment strategy defines our provider contracting approach, provider
reimbursement methodologies, our processes for assessing network adequacy and identifying
access and availability gaps, development and execution of our recruitment work plan, timely
application and credentialing processes, and high-touch recruitment approach that allows our
network to be built quickly. We leverage all available data sources, including claims and
utilization information provided by the State Medicaid agency and State waiver programs to
identify eligible providers who have historically provided services to our target population. We
collaborate with provider associations and other stakeholders to gather information to create a
comprehensive recruitment database of providers able to provide services to our target
population.

Our network recruitment work plan structure has been refined through years of experience
successfully building networks in new markets. The recruitment plan is designed to define all
key tasks, timelines, resources and accountabilities across all phases of the development
initiative, from early engagement through post-go-live implementation and assessment. Our
strategy for retaining specialists is anchored by our local, hands-on approach. Our local Provider
Relations Representatives visit high volume specialists often to provide support and continuing
education for providers and their office staff.

We work with providers one-on-one, face-to-face to form an active partnership that benefits
them, Amerigroup, and the members we serve together. Our enhanced outreach and support to
providers through our provider Collaboration Strategy provides incentives for providers to
improve quality and service. Provider practices participating in our provider Collaboration
Strategy outperform other practices along various key utilization measures. For providers
participating in this program with our Georgia affiliate, well-child visit rates were 5.7 percent
higher and adolescent well-care visit rates were 11.4 percent higher than those of providers not
participating. Additionally, hospital readmission rates were 12 percent lower and hospital
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discharge follow-up was 32 percent higher for members assigned to provider Collaboration
Strategy practices.

Staffing and Operations: an Experienced Local Team
Amerigroup’s overall model for staffing is built on our strong foundation of local, regionally-
focused staff. We maintain high quality standards by recruiting, hiring, and retaining well-
qualified and trained staff that share our goals and understand the needs of our members and
families. Our staffing plan blends a strong local presence across Oklahoma with the
administrative proficiency of centralized back-office functions delivered through our National
Medicaid Division. Our local employees in Oklahoma will collaborate with our national support
functions to provide a seamless care and service delivery system. Our established sources of
recruitment and a commitment to workforce diversity are two major components of our approach
that works well for us. Our staffing plan includes:
= A multi-pronged, proven approach to recruiting, hiring, and retaining qualified, top-level
staff
= A solid cultural competency plan and diversity in the workforce that matches our
membership
= Comprehensive staff training
= Well-developed contingency plans and alternate actions
= Assurances to the State that sufficiently experienced and trained staff will always be
available

A key element of our staffing strategy is to have the right people in the right amounts to support
an integrated system of care. This strategy enables us to respond rapidly and effectively to each
member’s individual current needs and anticipate and proactively meet future needs as they arise.

Our staffing plan reaches beyond the simplistic formula, “X members means we need Y
employees.” Instead, we base our staffing on the needs of our members, not simply their
numbers, which is especially important to meet the needs of children, youth, and young adults in
DHS custody.

D. Payment Structure

Amerigroup believes that a sound foundational development process is critical to the success of a
program, including program design and rate development. We would be happy to discuss any
additional topics not disclosed in this response at a later time with OHCA.

1. Payment Methodology, Assumptions, and Constraints

Provider Payments for Performance Outcomes

MCOs are well positioned with the ability and experience to improve outcomes through the use
of provider incentive programs. Our approach is multi-disciplinary, integrated care continuum-
based, designed for populations with specialized health care needs, include those in State
custody. These innovative programs reward providers for connecting our members to the health
care services they need, the right care in the right place at the right time to improve health
outcomes, while simultaneously reinforcing provider accountability and efficiency.

We believe Value Based Payment (VBP) programs drive improvements in quality and slow the
growth of health care spending across all clinical measures, including the areas of greatest need
throughout the State. We recommend OHCA allow bidding entities flexibility in their
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proposed VBP models. MCOs should be free to innovate and collaborate to create incentives
and VBP arrangements that support each beneficiary’s needs while increasing independence,
attainment of goals, overall health, and well-being. If OHCA grants flexibility to bidding entities,
then VBP models can expand to a range of provider types from primary care to attendant care,
and from small providers to large provider groups. This includes incentive programs that reward
providers for connecting beneficiaries to the behavioral, physical, and long-term services and
supports they need. MCOs are positioned to work collaboratively with providers based on their
size and capabilities, provide them with actionable information, meet them at their level of
technology sophistication, and provide the technical support they need to succeed.

Amerigroup and our affiliate health plans are leaders in fostering provider collaboration and
VBP models. Our experience has shown the greatest innovations can stem from MCOs and
providers working together to improve quality and outcomes. As with any major initiative, it is
critical for OHCA to continue an open and collaborative discussion with stakeholders throughout
the operation of the program.

2. Addressing Duplication of Care/Payment and Compliance with Federal

and State Requirements

Amerigroup coordinates benefits from multiple sources and funding, and we have processes and
systems in place to build a full picture of the care our members are receiving to maintain
continuity of care, and prevent service duplication. We will track and monitor services received
from providers and community organizations to maintain the integrity of the program. We use
smart assignments to reduce duplication, and we do not assign members in a health home to our
complex care management programs at the same time. Our model clearly defines the roles and
responsibilities for our staff, provider staff, and community organizations, and collaborates with
these stakeholders on data sharing strategies to minimize duplication. We function as part of the
multidisciplinary team and coordinate our care management services with all the stakeholders.
Additionally, we provide training and support in areas such as recovery coaching, disease
management, motivational interviewing, and more. We also incorporate edits into our claim
processing system to verify that services are not duplicated. We routinely audit a file sample for
this purpose, and we implement improvement activities when needed.

In all of our health home models, we work with our state partners, providers, and other
stakeholders to carefully delineate responsibilities to avoid conflicts and duplications. We work
with the state to define the health home program; delegation of care coordination and types of
coordination; train staff on the differing roles and responsibilities of the health home, state
agency, community agency, and MCO; and determine eligible members for enrollment into and
exclusions from health homes. Additionally, we will partner with the State to build configuration
requirements to pay health homes, as compared to other providers, for different care coordination
or care management as well as evaluate claims for outcomes to verify there has been no
duplication of services. We provide all providers access to data, reporting, and audits for
delegation oversight to meet NCQA requirements.

We monitor health home care coordination and case management processes to verify consistent
provision of the six health home service activities and to monitor compliance with health home
program requirements. Health home service components and protocols will be consistently and
objectively applied and outcomes will be continuously measured to determine effectiveness and
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appropriateness of processes. Amerigroup’s monitoring and evaluation processes define clear
expectations regarding health home performance. These standards of practice are foundational to
conflict-free case management and service delivery. Amerigroup will track and trend findings to
identify systemic issues of poor performance or non-compliance and promptly analyze and
remediate these, implementing strategies to improve Health Home care coordination services and
resolve areas of non-compliance. We do this by outlining clear roles and responsibilities for
comprehensive case management, care coordination, health promotion, and other areas of
potential duplication.

We will expand the reach of the care coordination footprint by making member data/health
record available to providers — including Integrated and Chronic Health Homes — for our
members under their care through our provider portal. Providers who have members under their
care can see the member record via the Amerigroup provider portal, giving them simple, easy-to-
access data and information to assist them in engaging members in their health and well-being.

The integrated data will be displayed to make it easy for providers to act on it, filling in gaps in
care and making sure their patients are getting the services they need. This view will enable any
provider who is treating our members to see the full picture, including care plans and assessment
information, enhancing the provider’s ability to reduce redundant efforts and improve the quality
of care.

We will work directly with Health Homes to track services and monitor outcomes; promote best
practices; enhance quality of care and services; and achieve cost efficiencies. To support
comprehensive quality management, providers will be able to view individual member’s
utilization and quality information, such as prescription drug fills, gaps in care, encounters,
authorizations, emergency department (ED) use, and inpatient admissions using our provider
facing data tool. We will work with providers to make sure members receive both Medicaid and
non-Medicaid services needed, while avoiding service duplication.

E. Impact of Model

1. Estimated Implementation Costs and Anticipated Savings

Through our extensive experience implementing state-sponsored programs, we have found that
implementation costs are variable and dependent on the size and scope of the project, as well as
current membership and utilization trends. Including a specialized care coordination model as
part of a larger managed care program can mitigate costs by spreading infrastructure
development and maintenance costs over a broader population.

Amerigroup works across functional areas to identify and evaluate opportunities for
improvement, implementing interventions with members, providers, our care and service
partners in the community, and other stakeholders that result in statistically significant
improvement on targeted clinical measures, thereby containing costs and improving member
outcomes. Establishing a baseline during a program implementation phase is also important, as
our experience has shown that care coordination activities may identify unmet physical and
behavioral health needs that are addressed through enhanced access to care in the early years of a
new program.

Using state plan level data for youth in the state custody and Adoption Assistance aid categories,
Amerigroup staff regularly analyzes spending and utilization patterns and trends at the service
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level. This allows us to best understand what is happening at the local level and target our
program efforts to areas that enhance our services for children, youth, and young adults in DHS
custody.

Cost management at Amerigroup represents a comprehensive, integrated array of programs and
activities that include cost management processes, innovative utilization management practices,
and pilot programs. Cost management also includes a strong Fraud, Waste, and Abuse program
that is part of our national Program Integrity initiatives. We have designed our Cost Containment
Program process to maximize employee understanding, participation, and accountability in
containing costs for services we provide to our members. The program consists of regularly
scheduled meetings; formalized Cost Containment Initiatives and projects; and standardized
performance data collection, analysis, and reporting. Our program includes the identification and
sharing of best practices with our affiliate health plans via formal and informal peer group
meetings at local, regional, and national organization levels. This is a hallmark of our culture of
collaboration and innovation.

While containing overall costs is a legitimate goal of managed care, ultimately the true value is
in enhancing permanence, safety, well-being and quality of life for children, youth, and young
adults in DHS custody, and better preparing them for adulthood.

2. Quality and Anticipated Effect of Our Care Coordination Model

Our care coordination model supports integrated and trauma-informed care, and has been
successful in improving the health, safety, permanency and well-being of youth in State custody
in our other State programs.

In the first year of our Georgia Families 360° Program, our affiliate health plan worked with our
State partner to successfully transition over 23,000 youth with a priority on continuity of care;
identification of new, undiagnosed, or unmet needs; and development of an Integrated Care Plan
through the screening and assessment process. The program’s initial results were impressive,
including:

= Health Risk Screenings — 97 percent of children have had a health risk screening

= (Care Plans — 100 percent of children with Complex Care Coordination needs have care plans

= Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) — 58 percent EPSDT

visit compliance compared to 41 percent prior to program launch

While each State’s results will differ based on program design and system priorities, our model
addresses CMS recommended benchmarks and is flexible to also meet the priorities of our State
partners.

Performance Measures for Care Coordination Models

By analyzing patterns and trends across 6.5 million members in Medicaid and other state-
sponsored programs across 20 states, we have identified guiding principles to consider when
designing a balanced and effective set of performance measures for Care Coordination Models to
serve children who are in State custody. Our suggestions are focused on engaging members,
family caregivers and other stakeholders, and are aligned with the thought leadership provided
by entities including the National Quality Forum (NQF), the National Committee for Quality
Assurance (NCQA), the Agency for Healthcare Research and Quality (AHRQ), and the Centers
for Medicare & Medicaid Services (CMS). For example, AHRQ’s CAHPS Item Set for Children
with Chronic Conditions is a five-item screener that classifies children with chronic conditions
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that includes a set of supplemental questions regarding the health care experiences of children
with chronic conditions. This example, as well as the aforementioned leading standards, tie in to
public health plan indicators such as Oklahoma’s 2020 goals.

The design of a measurement program is complex, and Amerigroup would support OHCA and
DHS with the technical expertise necessary to establish an effective measurement framework
that will improve the health outcomes of children in DHS custody. We propose that, based on the
membership size, the program does not select too many quality indicators as there will be
abundant specialized management for the members. Focusing on select indicators already
established by the CMS Core Set of Children’s Health Care Quality Measures for Medicaid and
CHIP, applicable HEDIS® measures, and EPSDT will promote program success. Indicators such
as blood screenings, dental visits, and overuse of antipsychotic medication should be considered.

Programs for people with specialized service needs must go beyond the traditional measures of
clinical care in order to be meaningful for members and reflective of quality of life outcomes and
the greater array of services and supports used by people with specialized support needs. Non-
clinical measures are not standardized, which presents a challenge for programs serving these
members. The Care Coordination for Children program has the opportunity to draw from
emerging recommendations for children in custodial care and the expertise of partners like
Amerigroup to create accountability and continuous quality improvement.

Including both traditional and non-traditional measures, Amerigroup’s care coordination model
relies on an approach that concentrates on listening to our members and doing the right thing for
our members, provides them with the tools to improve their overall health status, and surrounds
them with the appropriate level of care across the health continuum, and benefits members’
health in both the short-term and long-term.

Value-Based Purchasing

Our quality improvement strategy is driven by setting goals to improve the health outcomes of
our members. Amerigroup will identify and implement initiatives and interventions that align
with our strategic plan, vision, and mission to achieve targets for the identified VBP performance
measures. We identify and implement initiatives that are most relevant to our members. To
identify relevant opportunities for improvement, we continuously mine our data sources to
inform our targeted approach to improving quality.

We systematically and objectively measure access to care, demand for services, and quality of
care to improve member health outcomes. We do this by analyzing enrollment information,
claims, encounters, authorizations, appeals, provider complaints and member grievances,
Member Advisory Committee feedback, Provider Advisory Committee feedback, Disease/Case
Management documentation, access and availability survey findings, member medical records
within provider offices and facilities, surveys by external bodies such as accreditation entities or
CMS, quality improvement studies, and CAHPS and HEDIS® results. We will then design
initiatives and interventions based on this data analysis and on priorities established by OHCA or
DHS.
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F. Data Management

Amerigroup collaborates across multiple functional areas to identify, monitor, and prioritize
clinical areas for improvement, implementing intervention activities with members, providers,
and our employees to drive improvement on targeted performance measures.

1. Providing Efficient Management of Data to Promote Quality and Safety
Data plays an integral role in verifying that members receive appropriate levels of care
coordination, and it informs care coordination activities that impact member outcomes. Our data
warehouse stores a complete set of Amerigroup’s claims data. We also maintain data from care
coordination activities, such as health risk assessments, care planning tools, service monitoring,
etc. and we participate in Health Information Exchanges with our providers and State partners.
Our data is accessible for reporting and analysis through multiple tools, including our Member
360 case management tool, which includes claims data (medical, behavioral health, pharmacy,
and labs), authorizations, utilization (including ED and inpatient admissions), and care
coordination history. With this data, case managers can view a comprehensive picture of each
member’s history prior to contact.

Our primary predictive modeling tool evaluates the most recent 12 months of available claims
data and assigns risk scores that predict future outcomes. In addition to demographic scoring
(age and gender), it gathers diagnostic markers (either single conditions or condition clusters),
pharmacy markers (medications that suggest condition severity), and cost percentile markers
(cost relative to total population). It then assigns a coefficient score that reflects the relative
weight of each marker and an overall risk score based on the relative weights. We then re-index
scores to reflect each individual’s risk level relative to the average risk score for all Amerigroup
members.

Members’ claim-driven risk scores then trigger assignment to the appropriate level of case
management to review and respond to anticipated member needs. We have an array of
specialized predictive modeling tools to address a broad range of risk (including chronic
conditions, inpatient admissions, behavioral health “first-time admitter,” and readmission risk)
and are continuously evaluating and enhancing our predictive modeling system to address
member needs. Recognizing that predictive risk models designed for the overall Medicaid
population are not always appropriate for youth in state custody, Amerigroup developed a
unique predictive model which helps identify these youths’ risk level for better stratification and
more appropriate care coordination and care management.

Complementing our predictive modeling tools, on a daily basis our clinical team regularly
reviews other utilization-related reports to identify members who may benefit from more
intensive care coordination interventions who may not yet appear on the monthly predictive
model report. These include concurrent review reports, the daily inpatient census, and over- and
under-utilization reports which identify specific members who may benefit from more intensive
care coordination. For example, the daily inpatient census report may list a member in Level 2
Moderate Case Management whose inpatient admission escalates their risk level immediately. In
those cases, a case manager initiates contact right away to evaluate the member’s needs and
specific interventions to promote optimal health outcomes. Additionally, we have a specific
“spend and trend” report for children, youth, and young adults in state custody that identifies
revenue and expenditures including expenses in specific categories of care. This can be used to
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identify and focus on areas that have seen changes to see if we need to develop specific programs
to address, including cost of care initiatives. We are also able to share critical data with and
throughout the system as necessary.

G. Care Coordination Implementation Timelines

1. Timelines Including Key Activities and Milestones

To provide the most comprehensive, highest quality, and cost effective system of care that meets
the needs of those in state custody, significant infrastructure must be developed, which is best
supported by the economies of scale that a large MCO offers. We envision a system that will
evolve to a more comprehensive model over time. We believe a phased-in approach,
implemented concurrently with or subsequently to a foundational statewide managed care
system, and accounting for adjusted timelines resulting from possible changes to waiver
programs or new federal rules, will best support our proposed model’s success and address the
challenges specific to Oklahoma.

We recommend that upon award, the selected MCO and the State collaborate to initiate a two-
phased implementation. At start-up, the MCO and the State should begin Phase I, which would
focus on infrastructure, outreach, and support for the children, youth, and young adults in DHS
custody to be enrolled in the program. After the MCO and the State develop the necessary
infrastructure and supports, Phase II of the proposed program would introduce enhanced
elements over time. The implementation plan should schedule plan elements for Phase I or Phase
II based on the State’s priorities, the time required to introduce a given element to the plan, and
the impact of any regulatory changes. Incorporating these key elements will help deliver
exemplary care through collaboration, communication, information sharing, and support.

A successful implementation means initially and seamlessly transitioning all children, youth, and
young adults to the new program. In the first year, it will be important to identify improvements
and innovations — both large and small. We expect such enhancements and innovations to
continue to be part of the growth and evolution of the new system of care, and we believe
continued collaboration between OHCA, the selected MCO, and system partners will be crucial.
Upon implementation, the State should enroll all children, youth, and young adults in DHS
custody in an MCO that provides: care coordination, psychotropic medication management,
community outreach and partnerships, a quality management program and structure, predictive
modeling, support for biological, foster, and adoptive families, a comprehensive training
approach, and transition-age youth programs. As infrastructure development continues, more
enhanced services can be incorporated.

Amerigroup Is the Ideal Partner to Help the State Achieve Its Goals
Amerigroup has the expertise and proven solutions to help the State achieve its goals of serving
the children in DHS custody. Our care model coordinates a range of services and supports
through a phased approach that offers an increasing level of services and programs as the
infrastructure develops. With expertise in the areas that are crucial to treating members in DHS
custody, Amerigroup’s partnership with OHCA, DHS and other stakeholders would further
support goals to integrate care. We are experts in:

= The capability to work with all requisite state agencies and community support services on

behalf of the children, their caregivers, and their providers
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= Coordinating care for children with significant MH/SUD conditions and uncertain family
and social supports

= Delivering whole-person care coordination for children with a complex array of conditions
spanning physical and behavioral health and bridging into child welfare, juvenile justice,
education, and social domains

= Providing resources to produce and follow through on individualized care plans for children
with complex diagnoses and medication regimens

= Tracking access to preventive and treatment-related services, and working with all involved
parties to address gaps in care

= Assuming an ombudsman role to help protect the rights of the member

= Care coordination to navigate various systems on behalf of the member

= Medication adherence and psychotropic drug management programs

At Amerigroup, we view treatment of children in state custody as a continuum of care with
programs that are child-centered and family-focused. Our employees are deeply invested in
improving the lives of the children and families we serve. We bring a wealth of experience and
knowledge to support and serve these children. Through our experience, we are well positioned
to work with the State to develop a comprehensive and integrated program, and we are prepared
to partner with the State to develop collaborative solutions for complex system issues and crises
as the need arises. We have vast experience designing and implementing unique and innovative
solutions.

We welcome the opportunity to discuss with the State our specific programs and strategies
to structure a successful model in more detail. We believe coordination and collaboration with
our State partners and stakeholders is critical to implementing any successful program. We
support the State’s efforts and are excited to work together to help design and implement a
meaningful, impactful Care Coordination Program for Children in Oklahoma.
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A. High-Level Description of the
Recommended Patient-Centered Service
Delivery Care Coordination Models

Name and describe Respondents chosen models including reason for selecting the models

Molina recognizes that care fragmentation across care organizations and environments can put individuals
at risk for avoidable health complications and lead to higher service costs. As the Oklahoma Department
of Human Services (DHS) knows, for children in State custody, this is especially true. With multiple State
agencies, the legal system, educators, medical and behavioral health personnel, primary care givers, and
advocates all playing a part in the child’s life, negotiating the competing demands of each requires skill
and organization.

For the State of Oklahoma, Molina Medicaid Solutions

(Molina) recommends a Coordinated Care model, with a Our Coordinated Care model seeks
central data store to gather, track, and analyze data and to improve how care is
Molina care coordinators to support and augment the State’s administered, educate providers
caseworker (CW) specialists. Our model begins by gaininga  about performance standards and
full understanding of the State’s current institutions and outcomes, and initiate value-based
resources, clinical personnel, and community social workers payment approaches.

that are part of the care provided to children in State custody,
and then develops a comprehensive care plan within which to
coordinate those services and maximize effectiveness and outcomes for each child.

Once our model is implemented, we establish and measure care outcomes across a wide range of
providers and child care agencies. These measurements are then used to introduce alternative payment
models, such as value-based payments, to incentivize innovation and continuous quality improvement
across the child welfare system.

Figure 1 shows the Molina Coordinated Care model at a high level.
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Figure 1: Molina’s Coordinated Care Model

Our Coordinated Care model ensures that the child’s care team has all the data and support needed to

provide care that is coordinated, on time, and most beneficial to the child’s well-being.

At a high level, components of our Coordinated Care model include:

Central office in Oklahoma City to support contract management, supervisory, and other support staff
members

Clinical staffing based on clinical management standards outlined by Molina case management
policies and procedures

Molina coordinated care staff members in remote home offices throughout Oklahoma’s five regions
Implementation of the case management environment to integrate legacy data and support program
initiation and go-live (further discussed in our response to Request for Information (RFI) Question
G.1)

Development of all provider and member-facing training and orientation materials and
announcements

Testing and readiness review of all systems and desk-level procedures
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CARE TEAM ENTITIES

Our current understanding of the various entities involved in supporting children in the State’s custody
include, but are not limited to, the following, in no particular order:

e Oklahoma Health Care Authority (OHCA)

e DHS

e CW specialists

e Primary care physicians

e Nurses

e School counselors

e Community behavioral health professionals

e Court-appointed special advocates (CASA) workers
e Probation officers

e Social workers

e Hospitals

e Psychiatric residential treatment facilities (PRTFs)
e Group homes

e Therapeutic foster homes

e Foster parents

e Biological family members

MOLINA’S APPROACH TO STAFFING

The Molina Coordinated Care model is staffed by healthcare professionals and support personnel both
within the State of Oklahoma and within centralized Molina call center and data processing operations.
To keep costs low, we leverage existing Molina administrative and IT personnel for routine tasks.
Personnel with specific subject matter expertise and clinical licensure are hired within Oklahoma. This
focus allows us to devote resources to hiring Oklahoma-based staff members quickly and efficiently. In
addition, by using a case management environment that is easily configured across different populations
and not custom built, we can deliver a Web-based and electronic care planning solution within a
reasonable period of time.

By leveraging local and State case management resources, administration costs are lower overall. Our
regional operational model places resources closer to providers, foster parents, schools, and other child
welfare institutions to facilitate direct contact and relationship building among all entities.

Molina Care Coordinators versus DHS CW Specialists

Molina care coordinators include licensed behavioral health staff, registered nurses, certified allied health
workers. These care coordinators are supported by administrative support staff and physician consultants
as needed on individual cases.
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In our Coordinated Care model, the State’s CW specialists continue to manage directly the care plan for
the child, while Molina’s care coordinators provide the support to ensure that care plans are enacted
efficiently. Their separate roles are envisioned as follows:

e Molina’s care coordinators
= Oversee care plans
=  Prompt case managers for time-sensitive updates
=  Prompt case managers and providers for planning meetings and service reminders
e OKDHS CW specialists (per Scope of Work defined under OAC 317:30-5-1010.1)
= Create care plan goals and objectives
= Conduct assessments
= Compile information regarding health, social, and educational histories
= Determine social support and health needs
= Create and manage service referrals for:
— Medical clinics
— Community behavioral health providers
— Dental, vision, and other health services
= Coordinates with
—  Schools
— Juvenile justice workers
— Foster care agencies and parents
— Oklahoma Indian Health Services (IHS)

MOLINA’S APPROACH TO IMPLEMENTING VALUE-BASED PERFORMANCE PROGRAMS

We propose that the Coordinated Care model and value-based performance (VBP) programs be
introduced, as follows:

Year 1: Enhance the Care Management Process for Children in State Custody

The Molina Coordinated Care model monitors the State’s CW specialists’ care plans for completeness,
timeliness, and suitability. A centralized, electronic care plan is maintained and updated by the CW
specialist to include care plans and goals, assessments, and contact notes. The Molina care coordinator
ensures that care plans are up to date and meeting their primary objectives for each child. Plans that are
not complete or out of date are reviewed by the care coordinator with the CW specialist by phone.
Automated alerts are generated for scheduled events or deficiencies, as well.

Year 2: Establish Quality-of-Care Benchmarks and Provider Report Carding
Quality improvement, not judgment, is the overarching theme of our performance measurement approach.
Molina starts by benchmarking system-wide quality measures and then comparing current results on a

quarterly basis and reporting these to the child’s healthcare providers, foster care agencies and foster
parents, CW specialists, OHCA, and other constituents. Specific quality measures are defined in the RFI
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and will be incorporated in our model. Placement stability, emergency shelter care utilization, acute
hospital care follow-up, and examples of measures will be part of the process.

Year 3: Infroduce Value-based Funding Methods

Only after the performance measures are established with the provider community and it is understood
how payments will be linked to quality and outcomes, VBPs and other alternative payment models are
introduced to the provider community. Molina’s approach to value-based purchasing is to have first
assessed the readiness of individual providers and agencies to accept incentivized payment arrangements
during the second year. Paying for quality, shared savings, bundled payments, and other methods are
presented. It will depend on the type of VBP program(s) that are designed by the State as to whether there
will be a need to review for duplication of payments. All of our configurable VBP options meet the
proposed federal requirements.

During Year 3, Molina will work with the State to determine whether VBP programs will be implemented,
what VBP program(s) will be implemented, and for which vendors program(s) will be implemented.

m Describe how the models address the needs of the target population

Molina’s Coordinated Care model is designed to increase management and supervision across the current
child welfare agencies and healthcare resources to maximize efficiencies and improve outcomes among
children in the care and custody of the State of Oklahoma. Our data modeling method provides
transparent and easy access to reports to help authorized entities evaluate the effectiveness of both our
coordinated care interventions and provider performance across a wide range of metrics.

This model is distinct from facility-based or traditional disease state management in that it seeks to
manage the system of care rather than performing tasks that duplicate, supplant, or replace community-
based case management services for individuals. Under this model, coordinated care activities are
essential to identifying needs, removing barriers to care, and ensuring that children receive medical,
behavioral health, and educational services in a timely basis. We focus on how the constellation of
resources functions with one another so that traditional barriers to care, placement, and scheduling
problems can be resolved promptly. By leveraging the resources already in place across Oklahoma—
including State employees, providers, and community supporters—Molina’s care coordinators ensure that
institutions and community service workers successfully transition each child between care settings and
fulfill their ongoing developmental and treatment needs.

A Molina care coordinator is an allied health professional with social work and/or nursing experience
with children. These include licensed behavioral health practitioners, medical and psychiatric nurses, and
nurse practitioners. Most of our care coordinators will work remotely from home offices throughout each
of the Department of Services’ (DHS”) five multi-county regions to assist primary healthcare physicians
and workers, school personnel, behavioral health clinicians, State CW specialists, CASA workers, foster
families, and other resources with communication, service notification, scheduling, and fulfillment of
services for children.

Molina care coordinators work in consultation with child welfare and OHCA delegated entities to help
maintain the master care plans for each child. These plans integrate a child’s medical, behavioral health,

(X
BARMOLINA

Medicaid Solutions Page 5



p~ R
Y W Molina Response to the State of Oklahoma

- ||
B T b Oklahoma Health Care Authority
i}:\.o@[aﬁomi;' SB773 — Request for Information
heeil Lod Care Coordination for Children in DHS Custody

legal, educational, and family placement needs into a single electronic document with the following
information included:

e DHS CW specialist

e CASA worker

e Behavioral health support members (community behavioral health agencies, individual counselors,
and therapists)

e Treating physicians

e Primary care physicians

e Rehabilitation therapy providers

e Durable medical equipment items

e Current placement

e Educational status

Essential team caregivers, such as foster care parents, group home personnel, relatives, and immediate
family members also participate in the care planning process, as appropriate, unless contraindicated by
one or more factors. Problems, goals, and objectives are documented by the Molina care coordinator in
consultation with each child’s CW specialist, primary care provider, and other associated constituents.

In addition to representing a comprehensive view of a child’s care, the care plan includes calendar-based
automatic alerts for:

e Upcoming treatment milestones

e Routine dental appointments

e Prescription refill frequency

e Laboratory work

e Scheduled medical treatment

e Physical therapy (PT)/occupational therapy (OT)/speech therapy (ST) appointments
e Individualized education plan meetings

e Ongoing behavioral health treatment and assessment dates

e Early and Periodic Screening, Diagnostic and Treatment (EPSDT) schedules

e Medical registries, as applicable

These alerts are automatically generated within the case management workflow for CW specialists and as
push notifications to other members of the care team—including the Child’s Passport portal, as
appropriate—to prompt foster parents of upcoming appointments, assessments, and other events.

This information is used to facilitate timely communication between all actors within the child’s care
team. If necessary, the Molina care coordinator may convene meetings with care providers, IHS workers,
Tribal members, school personnel, juvenile justice, family members, and/or other caregivers to identify
and evaluate barriers to care. This staff member manages the overall plan to ensure that updates and
critical events are not missed due to CW staff turnover, placement changes, or other factors. Each Molina
care coordinator’s responsibility includes a care plan created and informed by members of the child’s care
team, as described above.
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The overarching goal of our approach is to improve care and placement outcomes by ensuring continuity
of care for the children in State custody, coordinating across multiple constituents and, over time,
developing alternative payment and incentive models for providers, encompassing medical, behavioral
health, transportation, and social work. This multi-pronged approach—holding both clinical and non-
clinical members of the child’s support system accountable for outcomes—is expected to reduce the use
of emergency services, stabilize placements, and provide a more stable and predictable environment for
the children in the State’s custody.

Explain how Respondents have approached implementation of the models

Given the specific needs of OHCA and DHS, Molina has designed a unique model tailored to meet the
needs of the Oklahoma children in the State’s custody. Our approach to implementation, as further
explained below, draws on our experience and the experience of our parent corporation Molina
Healthcare, implementing various programs to ensure that the underserved are properly cared for.

APPROACH TO IMPLEMENTATION

Our implementation planning begins with an analysis of the children’s system of care across the State of
Oklahoma. This includes data mining of claims and eligibility records, a review of State law and policies
governing children in State custody, interviews with State and county OHCA officials, roundtable
discussions with healthcare providers and child advocates at statewide and regional events, and individual
meetings with important stakeholders in each region. The information generated by this analysis helps us
target specific types of personnel to different areas and communities and provides customized
configuration of our case management environment to better support operations.

As shown in Table 1, our approach to implementing the Coordinated Care model allows for operations to
begin in the first year, and sufficient time to establish care benchmarks and report carding before the State
considers introducing value-based payment programs to those vendors selected as ready to participate.

Table 1: Approach to Implementation

Year 1 e Initial implementation started/completed e Enhance the care management process for

Months 1 -6 o Initial operations children in State custody
e |nitial implementation
Year 1 e Implementation completed (month 12) ® Implementation of reporting capabilities and
Months 7 - 12 o Model is fully operational (month 12) the rernamder of electronic data interchange
(EDI) interfaces
Year 2 o Full operations e Establish quality-of-care benchmarks and
provider report carding
Year 3 e VBP programs introduced e Introduce value-based funding methods over
© VBP programs implemented &~ I EATEiin penoe
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] 7] Molina Response to the State of Oklahoma

—H I= Oklahoma Health Care Authority

l}:\ O@ﬁlﬁ"mﬂ;‘ SB773 — Request for Information

*y e egiew Care Coordination for Children in DHS Custody
AUTHORITY

As an agent of OHCA, Molina’s care coordinators derive authority from existing State policies and
requirements outlined within the Yarborough Settlement. In this role, our care coordinator provides expert
clinical oversight of interdisciplinary treatment plans that include complete documentation of the child,
assessments and notes from the State’s CW specialists, data from the Child’s Passport application,
educational and judicial records, and medical and pharmacy claims.

TRAINING AND ORIENTATION

The Coordinated Care model’s scope of work is communicated to stakeholders in all 77 counties in both
written documentation and regional trainings. As part of the implementation, Molina establishes a
communication plan in consultation with OHCA during the first 30 days of the project kickoff date.
Weekly meetings to approve language, materials, notifications, and regional training events are also
established and managed to ensure timely approval and distribution to various State and community
stakeholders.

Inclusion is vital, particularly at the regional level, with IHS, CASA workers, Child Welfare Services
(CWYS), individual providers, and advocates. To achieve this, our care coordinators establish and manage
local/regional meetings on both a scheduled and ad hoc basis to ensure that individual issues are
addressed and resolved. In regional face-to-face and telephonic meetings with State CW specialists,
CASA workers, and other constituencies, the program and i