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I. HISTORICAL NARRATIVE SUMMARY

Demonstration Background

In 1993, the State of Oklahoma was in the process of reforming the Medicaid program in order to
Improve access to care, quality of care, and cost effectiveness. During the 1993 legislative session,
Oklahoma State leadership passed legislation® that directed the Oklahoma Health Care Authority
(OHCA), as the state entity designated by law, to assume the responsibilities for the preparation and
development for converting the present delivery of the Oklahoma Medicaid Program to a managed
care system.

The OHCA worked collaboratively with state leadership, providers and stakeholders to propose a
program that was innovative and unique to Oklahoma. The Oklahoma SoonerCare Choice
demonstration was approved by the Health Care Financing Administration in January 1995 under
a 1915(b) managed care waiver. The managed care program was subsumed under a Section
1115(a) Research and Demonstration Waiver on Januaryl, 1996. The SoonerCare Choice program
began as a partially-capitated, primary care case management (PCCM) pilot program in four rural
areas of Oklahoma and, in 1997 became a statewide program for all rural areas. In contrast, the
SoonerCare Plus program was offered as a fully-capitated managed care program in urban areas of
the state, and relied on contracted managed care organizations as providers. While the program
initially enrolled children, pregnant women and Temporary Assistance for Needy Families (TANF)
populations, over the years, the success of the program led state leadership to enlarge the program
to serve the Aged, Blind and Disabled, as well as additional populations. In December 2003, the
fully capitated managed care program, SoonerCare Plus was ended, and in January 2004,
SoonerCare Choice PCCM was expanded statewide as the single managed care delivery system, for
both urban and rural areas.

In addition to the PCCM delivery system, in January 2009, OHCA implemented the patient-
centered medical home in order to furnish each member with a primary care provider (PCP),
otherwise known as “Medical Home”. The OHCA continues to use this model today.

In the current SoonerCare Choice medical home model, members actively choose their medical home
from a network of contracted SoonerCare providers. Members can change PCPs with no delay in
the enrollment effective date. SoonerCare Choice providers are paid monthly care coordination
payments for each member they provide services to on their panel in amounts that vary depending on
the level of medical home services provided and the mix of adults and children the provider
accepts. Providers also qualify for performance incentive payments when they meet certain
quality improvement goals defined by the state.

! Title 63, §63-5009 of the Oklahoma Statutes.



Outside of care coordination, all other services provided in the medical home, as well as by
specialist, hospitals or other providers, are reimbursed on a fee-for-service basis. Members
receive primary care services from their medical home PCP without a referral. For certain
specialty services provided outside of the medical home, members are required to obtain a
referral from their PCP.

SoonerCare Choice members receive SoonerCare benefits, which are State Plan benefits. The
SoonerCare benefits plan does provide the enhanced benefit of unlimited physician visits (as
medically necessary with the PCP) as compared to the State Plan, which limits physician
services to four visits per month, including specialty visits for adults.

The SoonerCare Choice demonstration serves individuals who qualify for the Mandatory and
Optional State Plan groups. Refer to Appendix A for a list of the SoonerCare Choice eligibility groups.

In accordance with Title 56 of the Oklahoma Statutes, the 1115(a) demonstration also serves
individuals not qualified for SoonerCare Choice, but who qualify for the Insure Oklahoma
program. The Insure Oklahoma program, enabled by State Legislation in April 2004, includes the
Employer Sponsored Insurance (ESI) program and the Individual Plan (IP). Refer to Appendix A to
review a list of Insure Oklahoma populations. Individuals in ESI receive assistance with payment for
their premiums based on the Insure Oklahoma qualifying health plan® they choose. The employers
also contribute a portion of premiums. Individuals who do not qualify for ESI may qualify for IP.
Individuals who qualify for the IP program receive premium assistance and cost sharing for benefits
that meet the essential health benefit requirements that would be applicable to alternative benefit
plans under federal regulations found in 42 Code of Federal Regulations (CFR) Section 440.347.

Refer to Appendix B for a detailed history of the SoonerCare Choice and Insure Oklahoma
programs and the corresponding program amendments.

Obijectives Approved for the 2016 - 2018 Demonstration

The OHCA'’s objectives for the SoonerCare Choice demonstration are representative of the goals
of the agency and the state. The OHCA was approved by the Centers for Medicare & Medicaid
Services (CMS) for a one year extension for 2017 on November 30, 2016 and for the
following objectives for the 2016 - 2018 extension period. The OHCA is currently pending
approval for the final demonstration year.

e Waiver Objective 1: To improve access to preventive and primary care services;

e Waiver Objective 2: To provide each member with a medical home;

e Waiver Objective 3: To integrate Indian Health Services (IHS) eligible beneficiaries and IHS
and tribal providers into the SoonerCare delivery system;

e Waiver Objective 4: To expand access to affordable health insurance for low income working
adults and their spouses; and

e Waiver Objective 5: To optimize quality of care through effective care management.

% Insure Oklahoma qualified health plan requirements can be found at Oklahoma Administrative Code 317:45-5-1
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Evaluation of 2016 - 2018 Objective Measures

In order to ensure that the OHCA is successfully meeting the stated objectives, the agency
evaluates the SoonerCare Choice program through evaluation measures that assess each of the
waiver objectives. The OHCA’s progress in meeting the 2016 - 2018 objectives are detailed in section
VI Demonstration Evaluation of this document with data to date of December 2016. An overview
of each waiver objective is listed below.

Waiver Objective 1: Access to Care (Hypos 1, 2, 4 &5)

Through the Healthcare Effectiveness Data and Information Set (HEDIS®) and the Consumer
Assessment of Health Plan Surveys (CAHPS®), the OHCA’s SoonerCare Choice program has
shown effectiveness in providing access to care. The most recent outcomes of the HEDIS® and
CAHPS® surveys are from June 2017. The information is updated on an annual basis.

Waiver Objective 2: Medical Home (Hypos 3 & 4)

The OHCA continues to increase the number of SoonerCare providers and to ensure that each
member has a medical home. The number of SoonerCare contracted providers has continued to
increase since the January 2013 baseline year in accordance with our monthly Fast Fact reports
through the OHCA. In July 2016 there were 2,701 SoonerCare Choice PCPs. There are a total of
2,770 SoonerCare Choice PCPs as of May 2017.

Waiver Objective 3: Integration of IHS Beneficiaries and Providers (Hypo 6)

The OHCA continues to integrate Indian health members and providers into the SoonerCare
Choice program. As of December 2016, the ratio of Native American SoonerCare members with
an Indian Health Services, Tribal facilities and/or Urban Indian Clinics (I/T/U) PCP with SoonerCare
Choice, and those Native American SoonerCare members with an I/T/U PCP only was 8:2.

Wavier Objective 4: Providing Access to Affordable Health Insurance (Hypos 3 & 5)

The OHCA believes that the number of Insure Oklahoma PCPs will continue to be maintained
throughout the 2018 extension period. The 2016 CAHPS ® survey indicates satisfactory responses for
scheduling an appointment as soon as needed for the majority of both the Adult and Child survey
respondents surveyed. In July 2016 there were 2,129 Insure Oklahoma IP PCPs. There are a total
of 2,204 Insure Oklahoma IP PCPs as of May 2017.

Waiver Objective 5: Care Management (Hypos 7, 8 & 9)

The OHCA provides comprehensive care management to individuals with chronic conditions in the
Health Management Program (HMP), as well as individuals with complex health care needs in the
Health Access Network (HAN) pilot program. The HMP program continues to utilize nurse care
management for individuals engaged in the program and practice facilitation for practices that
care for SoonerCare Choice members. Both programs continue to show significant improvements.
To review the evaluation measures in their entirety, refer to Section VI Demonstration Evaluation

Demonstration Hypotheses

The state will test the demonstration hypotheses listed in Section X1V, Evaluation of the
Demonstration, of the Special Terms and Conditions (STC).
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Proposed Objectives for the 2019 - 2021 Extension
The State proposes to continue the main objectives for the 2019 - 2021 extension.

e Waiver Objective 1: To improve access to preventive and primary care services;

e Waiver Objective 2: To provide each member with a medical home;

e Waiver Objective 3: To integrate Indian Health Services (IHS) eligible beneficiaries and
IHS and tribal providers into the SoonerCare delivery system;

e Waiver Objective 4: To expand access to affordable health insurance for low income
working adults and their spouses; and

e Waiver Objective 5: To optimize quality of care through effective care management

1. REQUESTED CHANGES FOR THE 2019 - 2021 DEMONSTRATION

The SoonerCare Choice and Insure Oklahoma 8§ 1115(a) Research and Demonstration Waiver is
currently approved through December 31, 2017. The final 2018 demonstration year is pending CMS
approval. Oklahoma is aware that the SoonerCare/Insure Oklahoma Demonstration Waiver will need
to be amended in order to include any provision of changes to the program(s) as noted within the
demonstration waiver renewal. Oklahoma requests a renewal of the waiver program(s) for the period
of January 1, 2019 through December 31, 2021 at this time with one amended change:

The OHCA wishes to remove the pilot status of the Health Access Networks (HAN) to allow the
possibility of "statewideness". The number one item listed on the waiver list of the approval
package, Statewideness in accordance with Section 1902(a)(1), will also be removed from the
waiver list in the demonstration for this renewal period.

111, 2019-2021 WAIVER LIST, EXPENDITURE AUTHORITIES AND COMPLIANCE WITH
SPECIAL TERMS AND CONDITIONS

The State requests the following waiver list and expenditure authorities for the 2019 - 2021 renewal
of the demonstration. Additionally, the State complies with the current Special Terms and
Conditions (STCs).

Waiver List
The State requests the following Waiver List as approved in the 2018 SoonerCare Choice
demonstration with the below change to reflect the possibility of statewideness for the HANS.

J.J\R;afeewdenesyumemutyéeeuen—kg%(a)@

2. 1. Freedom of Choice Section 1902(a) (23)(A)
To enable the state to restrict beneficiaries’ freedom of choice of care management
providers and to use selective contracting that limits freedom of choice of certain
provider groups to the extent that the selective contracting is consistent with beneficiary
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access to quality services. No waiver of freedom of choice is authorized for family
planning providers.

3-2. Retroactive Eligibility Section 1902(a)(34)
To enable the state to waive retroactive eligibility for demonstration participants with the
exception of Tax Equity and Fiscal Responsibility Act (TEFRA) and Aged, Blind and
Disabled populations.

Expenditure Authorities
The State requests the following Expenditure Authorities for the 2019 - 2021 demonstration renewal.

1. Demonstration Population 5.
Expenditures for health benefits coverage for individuals who are “Non-Disabled Low- Income
Workers” ages 19-64 years old, who work for a qualifying employer, and have no more than 200
percent of the federal poverty level (FPL) and their spouses.

2. Demonstration Population 6.
Expenditures for health benefit coverage for individuals who are “Working Disabled Adults ages
19-64 years of age, who work for a qualifying employer and have income up to 200 percent of
the FPL.

3. Demonstration Population 8.
Expenditures for health benefit coverage for no more than 3,000 individuals at any one time who
are full-time college students ages 19-22 and have income not to exceed 200 percent of the FPL,
who have no creditable health insurance coverage and work for a qualifying employer.

4. Demonstration Population 10.
Expenditures for health benefit coverage for foster parents who work for a qualified employer and
their spouses with household incomes no greater than 200 percent of the FPL.

5. Demonstration Population 11.
Expenditures for health benefit coverage for individuals who are employees and their spouses of
not-for-profit businesses with 500 or fewer employees, work for a qualifying employer and with
household incomes no greater than 200 percent of the FPL.

6. Demonstration Population 12.
Expenditures for health benefit coverage for individuals who are “Non-Disabled Low- Income
Workers” 19-64 years of age, whose employer elects not to participate in the Premium Assistance
Employer Coverage Plan, as well as those who are self-employed or unemployed (and seeking
work) and who have income up to 100 percent of the FPL and their spouses.

7. Demonstration Population 13.
Expenditures for health benefits coverage for individuals who are “Working Disabled Adults” 19-
64 years of age, whose employer elects not to participate in the Premium Assistance Employer
Coverage Plan, as well as those who are self-employed or unemployed (and seeking work) and
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who have income up to 100 percent of the FPL.

8. Demonstration Population 14.
Expenditures for health benefit coverage for no more than 3,000 individuals at any one time who
are full-time college students ages 19-22 and have income not to exceed 100 percent of the FPL,
who have no creditable health insurance coverage and do not have access to the Premium
Assistance Employer Coverage Plan.

9. Demonstration Population15.
Expenditures for health benefit coverage for individuals who are working foster parents,
whose employer elects not to participate in the Premium Assistance Employer Coverage Plan and
their spouses, who have household incomes no greater than 100 percent of the FPL.

10. Demonstration Population16.
Expenditures for health benefit coverage for individuals who are employees and their spouses of
not-for-profit businesses with 500 or fewer employees with household incomes no greater than 100
percent of the FPL, and do not have access to the Premium Assistance Employer Coverage Plan.

11. Health Access Networks Expenditures.
Expenditures for Per Member Per Month payments made to the Health Access Networks for case
management activities.

12. Premium Assistance Beneficiary Reimbursement.
Expenditures for reimbursement of costs incurred by individuals enrolled in the Premium
Assistance Employer Coverage Plan and in the Premium Assistance Individual Plan that are in
excess of five percent of the annual gross family income.

13. Health Management Program.
Expenditures for otherwise non-covered costs to provide health coaches and practice
facilitation services through the Health Management Program.

Title XIX Requirements Not Applicable to the Demonstration Expenditure Authorities
Not applicable to Demonstration Populations: 5,6,8,10,11,12,13,14, 15, and16.

1. Comparability; Section 1902(a)(10)(B) and 1902(a)(17)
To permit the State to provide different benefit packages to individuals in
demonstration populations 5, 6, 8, 10 and 11 who are enrolled in the Premium Assistance
Employer Coverage Plan that may vary by individual.

2. Cost Sharing Requirements; Section 1902(a)(14) insofar as it incorporates Section 1916
To permit the State to impose premiums, deductions, cost sharing and similar charges that
exceed the statutory limitations to individuals in populations 5, 6, 8, 10 and 11 who are
enrolled in the Premium Assistance Employer Coverage Plan.
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3. Freedom of Choice; Section 1902(a)(23)(A)
To permit the State to restrict the choice of provider for beneficiaries qualified under populations 5,
6, 8, 10 and 11 enrolled in the Premium Assistance Employer Coverage Plan. No waiver of
freedom of choice is authorized for family planning providers.

4. Retroactive Eligibility; Section 1902(a)(34)
To enable the State to not provide retroactive eligibility for demonstration participants in
populations 5, 6, 8, 10, 11, 12, 13, 14, 15 and 16.

5. Early and Periodic Screening, Diagnostic and Treatment (EPSDT) Services; Section
1902(a)(4)(B); 1902(a)(10)(A); and 1902(a)(43)
To exempt the State from furnishing or arranging for EPSDT services for full-time college
students age 19 through age 22 who are defined in populations 8, and 14.

6. Assurance of Transportation; Sections 1902(a)(4); and 1902(a)(19); 42 CFR 431.53
To permit the State not to provide non-emergency transportation benefits to individuals in
populations 12, 13, 14, 15 and 16 enrolled in the Insure Oklahoma Premium Assistance
Individual Plan

Compliance with Special Terms and Conditions

1. Compliance with Federal Non-Discrimination Statutes.
The State complies with all applicable state and federal statutes relating to non-
discrimination, including but not limited to, the American with Disabilities Act of 1990, Title
VI of the Civil Rights Act of 1964, Section 504 of the Rehabilitation Act of 1973 and the Age
Discrimination Act of 1975.

2. Compliance with Medicaid and Children’s Health Insurance Program (CHIP) Law,
Regulation and Policy.
The State complies with all Medicaid and CHIP program requirements in law, regulation and
policy statement that are not expressly waived or identified as not applicable in the wavier and
expenditure authority documents received from the Centers for Medicare and Medicaid Services
(CMS) of which these terms and conditions are a part, including protections for Indians
pursuant to Section 5006 of the American Recovery Reinvestment Act of 20009.

3. Compliance with Changes in Medicaid and CHIP Law, Regulation and Policy (e.g.
CHIPRA)
Within the timeframes specified by law, regulation or policy statement, the State brings the
Demonstration into compliance with changes in Federal and State law, regulations or policy that
affect the Medicaid or CHIP programs that occur during this demonstration approval period,
unless the provision change is expressly waived or identified as not applicable to the
Demonstration.

4. Impact on Demonstration of Changes in Federal Law, Regulation and Policy.
a) If change in federal law, regulation or policy results in a change in Federal Financial
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Participation (FFP) for expenditures made under the Demonstration, the State submits
modified budget neutrality and allotment neutrality agreements for CMS approval. The
State recognizes that the modified agreements referred to in this subparagraph do not
involve changes to trend rates for the budget neutrality agreement, and that modified
agreements take effect on the date the relevant change (s) is implemented.

b) The State complies with mandated changes in federal law that requires state legislation.
Any mandatory changes will take effect the day the State law becomes effective or the last
effective day required by the federal law.

5. State Plan Amendments
The State submits State Plan amendments if changes to the Demonstration affect populations
qualified through the Medicaid or CHIP State Plans.

6. Changes Subject to the Amendment Process.
The State agrees to not implement changes related to eligibility, enrollment, benefits, enrollee
rights, delivery systems, cost sharing, sources of non-federal share of funding, budget neutrality or
other comparable program elements without submission of an amendment request and receipt of
prior approval by CMS. Amendments are not retroactive, and the State recognizes that FFP is
not available for changes to the Demonstration that have not been approved through the proper
amendment process.

7. Amendment Process.
The State submits amendment requests to CMS no later than 120 days prior to the planned
implementation date and the requests are not implemented until receipt of CMS approval.
Amendment requests include all required elements, as outlined in (a) - () of this section, for CMS
review.

8. Extension of the Demonstration.
a. The State submits its extension request per CMS guidance.

b. The State submits this application as documentation of compliance with the transparency
requirements in 42 CFR section 431.412 and the required supporting documentation
outlined in (i)-(vii) of this section, as well as the public notice requirements outlined in
paragraph 16 of STCs.

9. Demonstration Phase-Out.
In the event that the State elects to suspend or terminate the Demonstration in whole or in part, the
State agrees to promptly notify CMS in writing and submit a phase-out plan to CMS at least six
months prior to initiating phase-out activities. The State agrees to comply with all phase-out
requirements set forth in (a)-(d) of this section.

10. Expiring Demonstration Authority.
In the event that CMS elects to expire demonstration authority prior to the Demonstration’s
expiration date, the State agrees to submit a demonstration Transition and Expiration Plan to
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11.

12.

13.

14.

15.

16.

17.

CMS at least six months prior to the Demonstration authority’s expiration date. The State
agrees to include in the Expiration Plan, the requirements as outlined in (a)-(d) of this section.

CMS Right to Terminate or Suspend.

The State understands that CMS may suspend or terminate the Demonstration in whole or in part
whenever it determines, after a hearing that the State has materially failed to comply with the terms of
the Demonstration.

Federal Financial Participation.
The State understands that federal funds for Medicaid expenditures will not be available until the
effective date of the demonstration approval letter.

Finding of Non-Compliance.
The State understands its right to challenge a CMS finding that the State materially failed to
comply with the terms of the Demonstration.

Withdrawal of Waiver or Expenditure Authority.

The State understands that CMS reserves the right to withdraw waiver or expenditure authorities
and that the State may request a hearing prior to the effective date to challenge CMS’ determination
that continuing the waiver or expenditure authorities would no longer be in the public interest or
promote the objectives of Title XIX and/or Title XXI.

Adequacy of Infrastructure.

The State ensures the availability of adequate resources for implementation and monitoring of
the Demonstration, including education, outreach and enrollment; maintenance of eligibility
systems; compliance with cost sharing requirements and reporting on financial and other
demonstration components.

Public Notice, Tribal Consultation, and Consultation with Interested Parties.

The State complies with the State Notice Procedures set forth in 59 Federal Register 49249, as
well as the tribal consultation requirements pursuant to Section 1902(a) (73) of the Act as amended
by Section 5006(e) of the American Recovery and Reinvestment Act of 2009. The State also
complies with the tribal consultation requirements contained in the State’s approved State Plan. The
State submits evidence to CMS regarding solicitation of advice from federally recognized Indian
tribes, Indian health programs and Urban Indian Organizations prior to submission of any waiver
proposal, amendment or renewal of the Demonstration. Documentation of compliance with these
requirements is provided in Section VI of this application, Public Notice.

Post Award Forum.

The State complies with the requirement to afford the public an opportunity to provide comment on
the progress of the Demonstration through a Post Award Forum. Documentation of compliance with
these requirements is provided in Section VI of this application, Public Notice.
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18.

19.

20.

21.

22.

23.

24.

25.

Compliance with Managed Care Regulations.
The State complies with all managed care regulations at 42 CFR section 438 et. seq., that
are applicable to the Demonstration.

Use of Modified Adjusted Gross Income (MAGI) Based Methodologies for Demonstration
Groups.

The State derives the SoonerCare Choice Mandatory and Optional State Plan groups’ eligibility
from the Medicaid State Plan, which are subject to all applicable Medicaid laws and
regulations, except as expressly waived in the Demonstration. The State understands that
Medicaid State Plan amendments apply to the eligibility standards and methodologies for the
Mandatory and Optional SoonerCare Choice State Plan groups. This includes the conversion to
MAGI for the SoonerCare Choice population on October 1, 2013 (State Plan 13-0018 S10).

State Plan Populations Affected.

The Demonstration includes Title XIX and Title XXI populations. The State maintains the
Mandatory and Optional State Plan groups outlined in the Special Terms and Conditions. Refer
to Appendix A, SoonerCare Choice and Insure Oklahoma Eligibility Chart. The

State does not request any changes.

Demonstration Eligibility.
The State maintains the eligibility groups in the Individual Plan program as outlined in the Special
Terms and Conditions. The State does not request any changes.

Eligibility Exclusions.
The State maintains the eligibility exclusion rules outlined in the STCs and is not requesting any
changes to the populations not qualified to participate in the Demonstration.

TEFRA Children, Population 7.
The State maintains the rules for eligibility in the TEFRA category and is not requesting any
changes in the definition of the population or the eligibility for the Demonstration.

TEFRA Children Retroactive Eligibility.

The State agrees that the waiver of retroactive eligibility does not apply to TEFRA children.
TEFRA parents or guardians choose an appropriate PCP/case manager. The State is not requesting
any changes to these rules.

Eligibility Conditions for Full-Time College Students, Populations 8 and 14.
The State complies with the requirements of the income eligibility documentation. The State
maintains an enrollment cap of 3,000 full-time college students for the Insure Oklahoma
program. The State received authorization for a waiting list from CMS on April 25, 2011. As of
May 2017, there are 118 students enrolled in ESI and 164 students enrolled in IP for a total of 282
college students currently enrolled in the Insure Oklahoma program. A waiting list is currently not
in place. The State does not expect to implement a waiting list for the 2019 - 2021
demonstration renewal, but understands that a minimum of 60-day notifications to CMS is required
prior to implementing a waiting list.
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26.

27.

28.

29.

30.

31.

32.

SoonerCare Benefits.

The State agrees that SoonerCare Choice benefits are Title XIX State Plan benefits with one
exception, the SoonerCare Choice waiver package allows unlimited, medically necessary PCP visits
and up to four specialty visits per month. The State is not requesting any changes to the SoonerCare
benefits. Insure Oklahoma Employer Sponsored Insurance benefits can be found under section V1 in
paragraph 29, of the STCs. Insure Oklahoma Individual Plan benefits can be found in paragraph 31 of
the STCs.

SoonerCare Cost Sharing.

The State agrees that under the current SoonerCare program, American Indians with an 1/T/U
provider, pregnant women, and children (including TEFRA children) up to and including age 18,
individuals in the Breast and Cervical Cancer program, emergency room services and family
planning services are not subject to cost sharing. Cost sharing for non- pregnant adults enrolled
in SoonerCare is the same as the cost sharing assessed under the Title XIX State Plan. The State is
not requesting any changes to cost sharing.

Insure Oklahoma premium assistance benefits and cost sharing is referred to in Section VI of the
STCs.

Insure Oklahoma: Premium Assistance Employer Coverage.
The State maintains all other definitions, eligibility rules for premium assistance employer
coverage, as well as the employer requirements outlined in (a)-(f) of this section.

Insure Oklahoma: Premium Assistance Employer Coverage 10 Qualifying Plans.

The State maintains the required criteria for the Insure Oklahoma qualified health plans as defined
in Oklahoma Administrative Code 317:45-5-1. All Insure Oklahoma employer sponsored insurance
health plans are approved by the Oklahoma Insurance Department. The State is not requesting any
changes to qualified health plans at this time. The maximum allowed copayment amounts continue
to comply with paragraph 33 of the STCs.

Insure Oklahoma: Premium Assistance Individual Plan.

The State complies with the Insure Oklahoma Individual Plan definition and eligibility criteria.
The State also maintains the Individual Plan benefits, under paragraph 31 of the STCs.
Additionally, the State is not requesting any changes to the process requirements, as outlined in (a)-
() of this section.

Premium Assistance Individual Plan (Insure Oklahoma) Benefit.

The State maintains the Individual Plan benefit package. The benefit package meets the essential
health benefit requirements that would be applicable to alternative benefit plans under federal
regulations found in 42 CFR Section 440.347. In the future, the State agrees to submit all
changes covered and non-covered services and benefits to CMS for prior approval.

Insure Oklahoma Cost Sharing.
The State agrees to not exceed the cost sharing amounts for the Employer Sponsored
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33.

34.

35.

36.

37.

38.

Insurance program, as outlined in paragraphs 33 and 34 of the STCs. For the Individual Plan,
the State agrees to not exceed cost sharing amounts as defined under federal regulation 42 CFR
Section 447. One exception to this is that the State maintains a $30 copayment for emergency
services, unless the individual is admitted to the hospital. The State understands that copayments
may be lowered at any time by notifying CMS in writing at least 30 days prior to the effective date.
The State also maintains the annual out-of-pocket cost sharing to not exceed five percent of a
family’s gross income.

Premium Assistance Employer Coverage Copayments and Deductibles.

The State maintains that Insure Oklahoma ESI copayments continue to be the copayments
required by the enrollee’s specific health plan, as defined in paragraph 29 of the STCs. The
State also maintains the copayment and deductible requirements as outlined in (a)-(d) of this
section.

Premium Assistance Employer Coverage Plan Premiums.

The State maintains that individuals and families participating in employer coverage will be
responsible for up to 15 percent of the total health insurance premium not to exceed three percent
out of the five percent annual gross household income cap. The State maintains the
reimbursement and premium responsibilities as outlined in (a)-(b) of this section.

Premium Assistance Individual Plan Premiums.
The State maintains the Individual Plan premiums as imposed in (a)-(d) of this section.

Compliance with Managed Care Regulations.
The State complies with all managed care regulations at 42 CFR Section 438 et. seq. that are
applicable to the Demonstration.

Access and Service Delivery.

The State maintains the access and service delivery language as outlined in this section. In
accordance with the provider type chart, the State adds the following underlined language to the
“Medical Resident” requirement, in order to comply with current OHCA rules® and business
practices.

Medical Resident: Must be licensed by the State in which s/he practices. Must be at least at the
Post Graduate 2 level and may serve as a PCP/CM only within his/her continuity clinic setting
and must work under the supervision of a licensed attending physician.

Care Coordination Payments.

The State maintains the definition for the monthly care coordination payments, the monthly
schedule of care coordination payments, the changes to monthly care coordination payments
and the monthly care management payments as outlined in (a) — (d). The State understands the

3 Oklahoma Administrative Code317:25-7-5.
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39.

40.

41.

42.

43.

44,

45.

requirement to notify CMS at least 60 days prior to changing the fees paid to PCPs and to
include a revised budget neutrality assessment with such a notification.

Other Medical Services.

It continues to be the case that all other SoonerCare Choice benefits, (with the exception of
non-emergency transportation and PACE, which are paid through a capitated contract) are
paid through the State’s FFS system. The State is not requesting any changes to this
arrangement.

Health Access Networks.

The State understands that it may pHet-up-te—four allow for the possibility of Health Access
Networks (HANSs) statewide. The State maintains all other definitions, rules and
requirements for the HANs as outlined in this section inclusive of care management/care
coordination responsibilities. The State understands that duplicative payments for services
offered under the State Plan are not to be made to HANs. The State also recognizes the
requirements to notify CMS 60 days prior to any change to the HAN PMPM payment and to
include a revised budget neutrality assessment with the notification.

Provider Performance.
The State maintains incentive payments for the performance program, SoonerExcel, outlined in this
paragraph and maintains a 60-day CMS notice requirement if the State wishes to make changes.

Services for American Indians.

The State agrees that qualified American Indian SoonerCare Choice members may continue to
enroll with I/T/Us as their PCP. This enrollment is voluntary. I/T/U providers enrolled as
SoonerCare Choice PCPs receive the care coordination payments as outlined in paragraph 38. The
State maintains that Oklahoma’s I/T/Us must have a SoonerCare Choice American Indian PCCM
contract. All of the OHCA’s I/T/U SoonerCare providers have a SoonerCare Choice American
Indian PCCM contract.

Contracts.

The State understands that procurement and subsequent final contracts that implement selective
contracting by the State with any provider group must be approved by CMS prior to
implementation. The State maintains existing contracts with Federally Qualified Health Centers.

TEFRA Children.
The State maintains the arrangements for service delivery for TEFRA children, as defined in
paragraph 23, outlined in this paragraph and is not requesting that any changes be made.

Health Management Program Defined.

The State complies with the definition and eligibility requirements outlined for the Health
Management program. The State reports on the HMP in the Quarterly Reports, which are
submitted no later than 60 days after the last day of each calendar quarter.
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46.

47.

48.

49.

50.

51.

52.

Health Management Program Services.
The State maintains the services provided through the HMP as defined in this paragraph
in (a)-(b) of this section. The State is not requesting that any changes be made.

Changes to the HMP Program.

The State understands that it must submit notification to CMS 60 days prior to any requested
change in HMP services, as well as submit a revised budget neutrality assessment. The State is
not requesting that any changes be made.

Monitoring Aggregate Costs for Eligibles in the Premium Assistance Program.

The State monitors the aggregate costs for the Insure Oklahoma ESI and IP programs. On a
quarterly basis, the State compares the average monthly premium assistance contribution per
employer and the coverage for enrollees, to the cost per member per month of the Individual Plan
population. On an annual basis, the State calculates the total cost per enrollee per month for
individuals receiving subsidies under the ESI program, including reimbursement made to enrollees
whose out-of-pocket costs exceed their income stop loss threshold (five percent of income). The
State compares the cost to the ‘per enrollee per month’ cost of individuals enrolled in the Individual
Plan. Documentation of compliance with these requirements is provided in Appendix C, Insure
Oklahoma Monitoring.

Monitoring Employer Sponsored Insurance.

The State monitors the aggregate level of contributions made by participating employers,
requires that participating employers report annually their total contributions for employees,
prepares an aggregate analysis across all participating employers summarizing the total
statewide employer contribution and monitors changes in covered benefits and cost-sharing
requirements of employer-sponsored health plans and documents any trends. Documentation
of compliance with these requirements is provided in Appendix C, Insure Oklahoma
Monitoring.

General Financial Requirements.

The State complies with all General Financial Requirements under Title XIX, set forth in the
STCs, Section XI, as well as the General Financial Requirements under Title XXI, set forth in
Section XII of the STCs. Refer to Section V of this document for compliance with budget
neutrality.

Reporting Requirements Related to Budget Neutrality.

The State complies with all reporting requirements for Monitoring Budget Neutrality, as set
forth in Section XIII of the STCs. Refer to Section V of this document for compliance with
budget neutrality.

Monthly Calls.
The State participates in monthly calls with CMS as outlined in this paragraph of the STCs.
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53. Quarterly Operational Reports.
The State submits quarterly operational reports on the Demonstration to CMS in the format
specified in Attachment A of the STCs, no later than 60 days following the end of the quarter.

The reports include all of the following elements outlined in (a)-(e) of this section of the
STCs.

54. Annual Report.
The State submits a draft Annual Report to CMS within 120 days after the close of each
demonstration year; the State submits the final Annual Report to CMS 30 days after receiving
comments from CMS. The State includes in the report the requirements set forth in this
paragraph.

55. Title XXI Enrollment Reporting.
The State complies with Title XXI enrollment reporting requirements.

56. Quarterly Expenditure Reports.

The State complies with the quarterly expenditure report requirements outlined in this section.
Refer to Section V of this document and attachments one and two for compliance with budget
neutrality.

57. Reporting Expenditures Under the Demonstration
The State reports demonstration expenditures through the SoonerCare and CHIP program
budget and Expenditure System, following routine CMS-64 reporting instructions. The State
complies with all reporting expenditure requirements outlined in (a)-(j) of this section. Refer to
Section V of this document and attachments one and two for compliance with the Budget
Neutrality Cap.

58. Reporting Member Months.
The State complies with the member months reporting requirements, as outlined in (a) - (d) of
this paragraph. Refer to Section V of this document for compliance with the Budget
Neutrality.

59. Standard Medicaid Funding Process.
The State reports to CMS its best estimate of matchable demonstration expenditures (total
computable and federal share) subject to the budget neutrality expenditure agreement, and
separately reports these expenditures by quarter for each federal fiscal year on the CMS-37
form for the Medical Assistance Payments and state and local administration costs. The State
submits to CMS the CMS-64 quarterly Medicaid expenditure report 30 days after the end of
each quarter. Refer to Section V of this document and attachments one and two for compliance
with budget neutrality.

60. Extent of Federal Financial Participation for the Demonstration.
The State understands CMS’s provision of FFP for applicable federal matching rates for the
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61.

62.

Demonstration, as outlined in (a)-(d) of this section. Refer to Section V of this document and
attachments one and two for compliance with budget neutrality.

Sources of Non-Federal Share.

The State certifies that the matching non-federal share of funds for the Demonstration is
state/local monies. The State also certifies that such funds shall not be used as the match for
any other federal grant or contract except as permitted by law. The State certifies that all sources
of non-federal funding are compliant with Section 1903(w) of the Act and applicable regulations
are subject to CMS approval. In addition, the State complies with the requirements set forth
in (a)-(b) of this paragraph. The State submits certifications of financial matters quarterly through
the CMS-64. Refer to Section V of this document and attachments one and two for compliance
with budget neutrality.

The State also agrees that health care providers must retain 100 percent of the reimbursement
amounts claimed by the State as demonstration expenditures. The State understands that no pre-
arranged agreements (contractual or otherwise) may exist between the health care providers and
the State government to return and/or redirect any portion of the Medicaid payments.

State Certification of Funding Conditions

The State complies with the non-federal share requirements of demonstration expenditures, as
outlined in (a)-(d) of this section. Refer to Section V of this document and attachments one and
two for compliance with budget neutrality.

63.Monitoring the Demonstration.

64.

65.

66.

The State agrees to provide CMS all of the requested information in a timely manner in order
to effectively monitor the Demonstration.

Quarterly Expenditure Reports.

The State complies with submission of reports quarterly under this demonstration expenditure
through the MBES/CBES, following routine CMS-64.21 reporting instructions as outlined in
Section 2115 and 2500 of the State Medicaid Manual. The State submits all Title XXI
expenditures through the CMS- 64.21U and/or the CMS-64.21UP. Refer to Section V of
this document and attachments one and two for compliance with budget neutrality.

Claiming Period.

The State complies with the claiming period requirements outlined in this section (a) — (b).
Refer to Section V of this document and attachments one and two for compliance with
budget neutrality.

Limitation on Title XXI Funding.

The State understands that there is a limit on the amount of federal Title XXI funds that
the State may receive for demonstration expenditures during the demonstration period. The
State also understands that no further enhanced federal matching funds will be available for
costs of the Demonstration if the State expends its available allotment. If Title XXI funds are
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67.

68.

69.

70.

71.

72.

73.

exhausted, the State agrees to continue to provide coverage to Medicaid expansion children
Demonstration Population 9 through Title XIX funds until further Title XXI funds become
available. Refer to Section V of this document and attachments one and two of this document
for compliance with budget neutrality.

Limit on Title XI1X Funding.

The State understands that there is a limit on the amount of Title XIX funds that the State may
receive for selected Medicaid expenditures during the period of approval for the
Demonstration. Refer to Section V of this document for compliance with budget neutrality.

Risk.

The State understands that it is at risk for the per capita cost for demonstration enrollees
under the budget neutrality agreement. The State understands, however, that it is not at risk
for the number of demonstration enrollees in each of the groups, as well as for changing
economic conditions, which might impact enrollment levels. Refer to Section V of this
document for compliance with budget neutrality.

Demonstration Populations Subject to the Budget Neutrality Agreement.

The State agrees that the demonstration populations outlined in (a)-(e) of this section are
subject to the budget neutrality agreement and are incorporated into the demonstration
eligibility groups used to calculate budget neutrality. Refer to Section V of this document for
compliance with budget neutrality.

Budget Neutrality Expenditure Limit.

The State complies with the method used to calculate the budget neutrality expenditure
limit, as outlined in (a)-(b) of this section. Refer to Section V of this document and
attachment one and two of this document for compliance with budget neutrality.

Enforcement of Budget Neutrality.

The State agrees to submit a corrective action plan to CMS if the State exceeds the
calculated cumulative budget neutrality expenditure limit. Refer to Section V of this document
and attachments one and two for compliance with budget neutrality.

Exceeding Budget Neutrality.

The State agrees that if the budget neutrality limit has been exceeded at the end of the
demonstration period, the State will return all excess federal funds to CMS. Refer to Section V
of this document and attachments one and two for compliance with budget neutrality.

Submission of Draft Evaluation Design.

The State submits to CMS a draft Evaluation Design no later than 120 days after the
award of the Demonstration. The State agrees to include in the draft Evaluation Design the
requirements set forth in (a)-(g) of this section. Refer to Section VI of this document for the
Evaluation Design findings from 2016 - 2018. To review the final Evaluation Design, refer to
attachment three.

21



74. Identify the Evaluator.
The State identifies in the Evaluation Design the agency or contractor who will conduct the
Evaluation report. The state will have 120 days after the award of the demonstration to
submit a draft evaluation plan and identify the evaluators at that time.

75. Demonstration Hypotheses.
The State tests the demonstration hypotheses that are approved by the State and CMS. Refer to
Section VI of this document for the Evaluation Design findings from 2016 - 2018.

The OHCA proposes the 2019 - 2021 demonstration hypotheses to remain the same at this
time. The state will have 120 days after the award of the demonstration to submit a draft
evaluation plan if any changes should occur.

Hypothesis 1: Child Health Checkup Rates. The rate for age-appropriate well-child and adolescent
visits will be maintained between the extension period of 2019 - 2021.

Hypothesis 2: PCP Visits. The rate of adult members who have one or more preventive health
visits with a primary care provider in a year will be maintained as a measure of access to primary care
in accordance with HEDIS® guidelines between 2019 - 2021.

Hypothesis 3: PCP Enrollments. The number of SoonerCare Choice primary care practitioners
enrolled as medical home PCPs will be maintained at or above the baseline between 2019 - 2021.

Hypothesis 3b: PCP Enrollments Insure Oklahoma. The number of Insure Oklahoma
practitioners enrolled as PCPs will be maintained at or above the baseline between 2019 - 2021.

Hypothesis 4: PCP Capacity. There will be adequate PCP capacity to meet the health care needs of
SoonerCare members between 2019 - 2021.

Hypothesis 5: PCP Availability. There will be adequate PCP availability to meet the health care
needs of the SoonerCare members with Children's Health Insurance Program (CHIP) eligibility
between 2019 - 2021. As perceived by the member, the time it takes for the member to schedule an
appointment will be maintained as compared to the baseline data between 2019 - 2021.

Hypothesis 6: Integration of I/T/U Providers. The percentage of Native American members who are
enrolled with an Indian Health Services, Tribal, or Urban Indian Clinic (I/T/U) with a
SoonerCare American Indian primary care case management (PCCM) contract will be maintained
between 2019 - 2021 waiver period.

Hypothesis 7: Impact of Health Access Networks on Quality of Care. Key quality performance
measures tracked for PCPs participating in the HANs will improve between 2019 - 2021.

Hypothesis 8: Impact of Health Access Networks on Effectiveness of Care. Reducing costs
associated with the provision of health care services to SoonerCare beneficiaries served by the
HANSs. Average per member per month expenditures for members belonging to a HAN affiliated PCP
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will continue to be less than those members enrolled with non-HAN affiliated PCPs during the period
of 2019 - 2021.

Hypothesis 9a-h: Health Management Program (HMP). Health outcomes for chronic diseases will
improve between 2019 - 2021 as a result of participation in the HMP. Total expenditures for members
enrolled in HMP will decrease.

76.

77.

78.

79.

80.

Evaluation of Health Access Networks.

The State submitsto CMS a draft Evaluation Design for the Health Access Network pilot
program as required under paragraph 73. Within the Evaluation Design, the State includes
the requirements set forth in (a)-(d) of this section. Refer to Section VI of this document for
the Evaluation Design findings from 2016 - 2018.

For the 2019 — 2021 demonstration renewal, the OHCA proposes the HAN hypothesis remain
the same at this time. The state will have 120 days after the award of the demonstration to
submit a draft evaluation plan if any changes should occur.

a. Improving access to health care services to SoonerCare members served by the HANS;

b. Improving coordination of health care services through health information technology; and

c. Enhancing the State’s patient-centered medical home program.

Evaluation of the Health Management Program.

The State submits to CMS a draft Evaluation Design for the Health Management Program as
required under paragraph 73. Within the Evaluation Design, the State includes the
requirements set forth in (a)—(h) of this section. Refer to Section VI of this document for the
Evaluation Design findings from 2016 - 2018.

The OHCA proposes the HMP hypotheses for the 2019 — 2021 demonstration renewal to
remain the same at this time. The state will have 120 days after the award of the demonstration to
submit a draft evaluation plan if any changes should occur.

Evaluation of Eligibility and Enrollment Systems.

The OHCA evaluates the State’s eligibility and enrollment system, as indicated in (a)-(g) of this
section, during an interim evaluation report, which documents the State’s systems performance
between Medicaid, CHIP and the Exchange.

Interim Evaluation Reports.

The State submits to CMS an interim evaluation report in the event that the State requests to
extend the Demonstration beyond the current approval period. Refer to Section VI of this
document for the most recent submission 2015 - 2016 Evaluation Design findings. CMS has
allowed this to be used for the remaining 2017 - 2018 demonstration years.

Final Evaluation Plan and Implementation.

The State provides the final Evaluation Design to CMS within 60 days of receiving CMS’s

comments. The State agrees to implement the Evaluation Design and include progress reports

within the SoonerCare Quarterly Reports. The State also submits to CMS a draft Evaluation of the
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Demonstration 120 days after the expiration of the current Demonstration. The State agrees to
provide a final Evaluation of the Demonstration to CMS within 60 days of receiving CMS’s
comments. The State agrees to include in the Evaluation the requirements set forth in (a)-(g) of
this section.

The OHCA will report on the progress of hypotheses within each Quarterly report as it
relates to progress of each evaluation measure. The annual report will provide progress to date
of all measures.

81. Cooperation with CMS Evaluators.
The State agrees to fully cooperate with CMS, or an independent evaluator of CMS, for the
evaluation of the Demonstration.

IV. QUALITY

Quality Assurance Monitoring

The OHCA is contracted with an outside vendor Telligen who works with, Morpace to conduct the
State Fiscal Year (SFY) 2016 CAHPS® Adult Medical Care Services Satisfaction Surveys, and SFY
2016 CAHPS® Child Medicaid with Child Member Satisfaction Surveys. The OHCA received these
reports in June 2016. The objective of the survey is to capture accurate and complete
information about consumer-reported experiences with SoonerCare Choice by:

e Measuring satisfaction levels, health plan and socio-demographic characteristics of
members;

e Identifying factors that affect the level of satisfaction;

e Providing a tool that can be used by plan management to identify opportunities for
quality improvement; and

e Providing plans with data for HEDIS® and National Committee for Quality Assurance
(NCQA) accreditation.

The outcome conclusion of the child and adult survey is noted in Appendix D. Please see
attachments four, four (a) and five for full detailed information.

Quality Initiatives

The OHCA has more than 589 public, private and nonprofit entities within Oklahoma’s 77
counties who are considered OHCA’s community partners. Community partners are engaged in
outreach, enrollment and retention activities for SoonerCare eligible and enrolled children.

SoonerRide

The SoonerRide program was developed in order to assist SoonerCare members with
transportation to and from medically necessary appointments. The Oklahoma Health Care Authority
partners with LogistiCare Solutions LLC to provide non-emergency transportation to and from
medical appointments.
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During 2016, the SoonerRide program provided approximately 779,638 trips for SoonerCare
Choice and other OHCA covered program members within the 77 counties of the state.

Throughout SFY2016 member satisfaction surveys were conducted on a quarterly basis. Members
ranked the SoonerRide program as excellent, good, fair or poor. The survey revealed very positive
results during each quarter of 2016. Ninety-two percent of respondents gave the program a positive
rating of either excellent, good or fair the first quarter. The respondents gave the program 91
percent, 84 percent and 89 percent of a positive rating the remaining three quarters.

Access Survey
The OHCA requires that providers give members 24-hour access and ensure that members

receive appropriate and timely services. Provider services staff place calls to providers after 5:00 pm
and report the type of access available. Provider representatives also educate providers in need of
improving after-hours access to comply with contractual standards.

2016 Access Survey Jan-Mar Apr-Jun Jul-Sep Oct-Dec
Number of Providers Called 905 900 884 876
Percent of Providers with
24-hr Access on Initial 93% 93% 949% 92%
Survey
Percent of Providers 7% 7% 6% 8%

Educated for Compliance

Medical Home Audits

The OHCA’s Quality Assurance Compliance department conducts an on-location evaluation of medical
home requirements for contracted providers. The division has worked to continue to refine their process
to better serve the providers and assist them in becoming successful Patient Centered Medical Home
(PCMH) providers to our eligible Medicaid members. The unit reports it has been rather successful at
going out to audit PCMH providers within 12 to 18 months of their effective PCMH contract date.

Average days from Compliance Compliance # of those first time
Calendar # 1st.time contract effective review done review done audited who
YEAR audited date to date of 1st <18 months 18> months PASSED all
providers/clini (audit) compliance from contract from contract required measures
cs (total review effective date effective date of audit
2010 295 533 166 129 75 of the 295
2011 287 of 315 781 61 226 118 of the 287
2012 167 of 281 729 83 84 56 of the 167
2013 69 of 319 572 45 24 32 of the 69
2014 120 of 412 920 42 78 37 of the 120
2015 112 0f 313 823 54 58 46 of the 112
2016 150 of 255 727 95 55 11 of the 150
Never
audited
Panel Size X X 8 12 X
>100
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: Average days from Compliance Compliance # of those first time
CalEaki # Lst time contract effective review done review done audited who
YEAR audited | date to date of 1st <18 months 18> months PASSED all
providers/clini | (audit) compliance from contract from contract required measures
cs (total review effective date effective date of audit
Never
audited
Panel Size X X 6 17 X
<100

Prior process 2010 to October 2015:

e Many locations had a second audit 1 year later, any time they failed any portion of the
medical home measures.

e The process was to repeat audits in 1 — 3 years (pass or fail).

e Audits were not done on those locations which had a panel of 75 or less. It is difficult to
pull claims and get 10 viable members to do a medical record review.

Changes and current process, since transition October 2015:

e Target all providers who have never before had an audit, including those with smaller
panel sizes.

Legislative Impacts

On May 31, 2017 Governor Mary Fallin signed the appropriation request for state fiscal year
2018. The State continues to have a revenue failure however, the current level of appropriations are
not expected to have a negative impact on the OHCA or the demonstration. The OHCA however
did not receive additional funding needed for implementation of an independent contractor for the
Managed Care model for the aged, blind and disabled (ABD) populations. The OHCA cancelled its
Request For Proposal (RFP) asking private companies to manage the ABD members. The OHCA
has determined that the cancellation of the Request For Proposal (RFP) for the aged, blind and
disabled (ABD) population is in the best interest of the State due to the appropriation request
for this model not receiving funding.

HEDIS ® Quality Measures

The OHCA'’s Quality Assurance department began compiling the data in 2010. The services
were contracted out to Pacific Health Policy Group (PHPG) in 2013. PHPG recalculated the
2013 rates and changed the methodology, which meant that some of the rates may not be
comparable to previous years’ rates. The table below indicates HEDIS ® year measures using the
new methodology. (Attachment 12)

HEDIS® Measures 2013-2016 HEDIS® HEDIS® HEDIS® HEDIS®
2013 2014 2015 2016
Annual Dental Visit
Not Not
Aged 2-3 years 40.4% 39.5% Available Available
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HEDIS® Measures 2013-2016 HEDIS® HEDIS® HEDIS® HEDIS®
2013 2014 2015 2016
Not Not
Aged 4-6 years 65.7% 63.4% Available Available
Not Not
Aged 7-10 years 70.9% 68.8% Available Available
Not Not
Aged 11-14 years 68.7% 66.9% Available Available
Not Not
Aged 15-18 years 62.0% 59.9% Available Available
Not Not
Aged 19-21 years 40.6% 38.2% Available Available
Children and Adolescents’ Access to
PCP
Aged 25 months — 6 years 90.2% 89.0% 89.6% 89.8%
Aged 7-11 years 92.2% 90.9% 91.8% 92.1%
Aged 12-19 years 92.8% 92.7% 92.9% 92.8%
Adults’ Access to
Preventive/Ambulatory Health
Aged 20-44 years 83.4% 82.4% 81.0% 80.3%
Aged 45-64 years 89.8% 89.9% 90.1% 90.0%
Aged 65+ years 83.5% 78.2% 77.4% 77.5%
Well-Child Visits
Aged <15 months 6+ visits 59.65% 55.8% 68.5% 68.1%
Aged 3-6 years 1+ visits 57.60% 58.5% 57.1% 56.7%
Appropriate Medications for
the Treatment of Asthma
Aged 5-11 years 91.5% 89.7% 90.2% 90.3%
Aged 12-18 years 86.4% 82.6% 82.5% 82.3%
Aged 19-50 years 63.2% 61.7% 61.9% 62.0%
Aged 51-64 years 67.3% 62.5% 61.8% 62.0%
Comprehensive Diabetes Care (Aged 8-
75 years)
Hemoglobin A1C Testing 71.56% 71.9% 72.1% 72.2%
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HEDIS® Measures 2013-2016 HEDIS® HEDIS® HEDIS® HEDIS®
2013 2014 2015 2016

Eye Exam (Retinal) 32.00% 26.3% 27.3% 27.6%

LDL-C Screen 63.08% 63.4% 63.9% 64.2%

Medical Attention for Nephropathy 58.71% 53.4% 52.4% 52.5%

Screening Rates

Lead Screening in Children (by 2 years Not Not

of age) 48.24% 47.6% Available Available

Appropriate Treatment for Children

with URI (aged 3 months to 18 Not Not

years) 73.08% 72.5% Available Available

Appropriate Testing for Children Not Not

with Pharyngitis (aged 2 to 18 years) 53.21% 51.6% Available Available

Breast Cancer Screening (aged 42-74

years) 36.51% 36.5% 38.5% 39.0%

Chlamydia Screening in Women

(CHL) (aged 16-24 years) 49.3% 48.0% 56.8% 57.2%

Cervical Cancer Screening (aged 21-64

years) 46.0% 47.5% 37.7% 41.2%

Cholesterol Management for Patients

with Cardiovascular Conditions (aged Not Not

18-75) 49.9% 45.2% Available Available

Program Integrity

In accordance with the Improper Payments Information Act of 2002, federal agencies review
Medicaid and CHIP programs for improper payments every three years, this is known as the
Payment Error Rate Measurement (PERM) program. The consistent application of eligibility
rules also has enabled Oklahoma to achieve one of the lowest processing error rates in the
nation. Under the federal PERM initiative, states must audit the accuracy of their eligibility
processes every three years. In 2015, the most recent audit, Oklahoma’s error rate was 3.82
percent versus the national average of 5.70 percent. To continue ensuring proper payments, the
OHCA annually conducts a payment accuracy review. This review is similar to the PERM

initiative review.

V. BUDGET NEUTRALITY

28




Compliance with Budget Neutrality Cap

As of December 2016, the State has $2.82 billion savings over the life of the Demonstration.
Actuarial analysis of the Demonstration projections indicate that the State will maintain
compliance with the budget neutrality cap through 2021. It is projected that the state will have
$3.64 billion in savings by the end of 2021. To review the Budget Neutrality in its entirety, refer to
Attachments one and two.

Standard CMS Financial Management Questions

1. Section 1903(a)(1) provides that federal matching funds are only available for expenditures
made by states for services under the approved State Plan.

a. Do providers receive and retain the total Medicaid expenditures claimed by the
State(includes normal per diem, supplemental, enhanced payments, other) or is any
portion of the payments returned to the State, local government entity or any other
intermediary organization? If providers are required to return any portion of payments,
please provide a full description of the repayment process. Include in your response a full
description of the methodology for the return of any of the payments, a complete listing
of providers that return a portion of their payments, the amount or Percentage of
payments that are returned and the disposition and use of the funds once they are
returned to the State (i.e. general fund, medical services account, etc.)

Answer: Yes, SoonerCare providers retain 100 percent of the payments.

2. Section 1902(a)(2) provides that the lack of adequate funds from local sources will not result in
lowering the amount, duration, scope or quality of care and services available under the plan.

a. Please describe how the state share of each type of Medicaid payment (normal per
diem, supplemental, enhanced, other) is funded.

Answer: The non-federal share (NFS) of the medical home care coordination payments and

HAN payments are funded by appropriations from the legislature to the Medicaid Agency.

The NFS for Insure Oklahoma is funded by tobacco tax. The NFS payments to academic

medical centers are funded through Intergovernmental Transfers (IGTs) from

appropriations from the legislature.

b. Please describe whether the state share is from appropriations from the legislature to the
Medicaid agency, through intergovernmental transfer agreements (IGTs), certified
public expenditures (CPES) provider taxes or any other mechanism used by the State to
provide state share.

Answer: The state share is from appropriations from the legislature to the Medicaid agency
and through IGTs.

c. Note that, if the appropriation is not to the Medicaid agency, the source of the state
share would necessarily be derived through either an IGT or CPE. In this case,
please identify the agency to which the funds are appropriated.

Answer: Funds are appropriated to University of Oklahoma (OU) and Oklahoma State

University (OSU) Medical Schools, Physician Manpower Training Commission for the
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Graduate Medical Education (GME) payments and the Tobacco Settlement Endowment
Trust

d. Please provide an estimate of total expenditure and state share amounts for each type of
Medicaid payment.
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Type Total NFS

Care $29,227,899 $11,632,704
Coordination fees

HAN Payments* $3,000,000 $1,194,000
GME Payments $106,969,897 $42,574,019
Insure Oklahoma $85,617,321 $34,075,694

e. If any of the non-federal share is being provided using IGTs or CPEs, please fully
describe the matching arrangement including when the state agency receives the
transferred amounts from the local government entity transferring the funds.

Answer: The State receives the transferred amounts prior to making the payments.

f. If CPEs are used, please describe the methodology used by the State to verify that the
total expenditures being certified are eligible for federal matching funds in
accordance with 42 CFR 433.51(b).

Answer: Not applicable.

g. For any payment funded by CPEs or IGTs, please provide the following:
I. A complete list of the names of entities transferring or certifying funds:
Answer: OU and OSU medical schools and Physician Manpower
Training Commission

ii.  The operational nature of the entity (state, county, city, other):
Answer: State medical schools and State Commission

iii.  The total amounts transferred or certified by each entity:
Answer: $42,574,019

iv.  Clarify whether the certifying or transferring entity has general taxing
authority:
Answer: No general taxing authority

v.  Whether the certifying or transferring entity receives appropriations (identify
level of appropriations):
Answer: Yes, they receive appropriations.

3. Section 1902(a)(30) requires that payments for services be consistent with efficiency, economy
and quality of care. Section 1903(a)(1) provides for federal financial participation to states for

* Numbers are estimates based on the SFY 2017 budget and SFY Blended 2017 FMAP (60.20%).
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expenditures for services under an approved State Plan. If supplemental or enhanced
payments are made, please provide the total amount for each type of supplemental or enhanced
payment made to each provider type.
Answer: Supplemental payments include SoonerExcel bonus payments to medical homes.
Total amount budgeted annually $3,000,000 with annual average payment for last two years
of $2.84 million.

4. Please provide a detailed description of the methodology used by the State to estimate the
upper payment limit (UPL) for each class of providers (state owned or operated, non-state
government owned or operated, and privately owned or operated). Please provide a current (i.e.
applicable to the current rate year) UPL demonstration.

Answer: The upper payment limit demonstration is not applicable.

Does any governmental provider receive payments that in the aggregate (normal per diem,
supplemental, enhanced, other) exceed their reasonable costs of providing services? If payments
exceed the cost of services, do you recoup the excess and return the federal share of the excess
to CMS on the quarterly expenditures report?

Answer: No

V1. DEMONSTRATION EVALUATION

Demonstration Evaluation Introduction

This portion of the application has three sections. The Program Evaluation portion provides current
reports related to SoonerCare Choice, the Health Management Program, and statewide insurance and
access. A summary of the 2015-2016 evaluation findings is also included. CMS has allowed this to
be used for the remaining 2017 -2018 demonstration years. The Hypotheses proposed for 2019 - 2021
are requested to remain the same at this time until approval of this demonstration. Further review of
the evaluation design will occur and a draft evaluation design will be submitted 120days upon CMS
waiver approval.

Program Evaluation

The OHCA uses multiple contractors to evaluate the SoonerCare program. The OHCA uses an
independent outside contractor Pacific Health Policy Group (PHPG) to evaluate the SoonerCare Choice
program and the Health Management Program. PHPG uses paid claims data, member and provider
survey results and OHCA'’s enrollment and expenditure data to evaluate the programs’
effectiveness in access, quality of care and cost savings.

Access Monitoring Review Plan 2016

On November 2, 2015, CMS issued the final rule with comment period: Methods for Assuring Access
to Covered Medical Services (CMS-2328-FC). The final rule requires states to develop an Access
Monitoring Review Plan (AMRP) which includes an analysis of access to covered services under
their Fee-For-Service (FFS) programs, consistent with section 1902(a)(30)(A) of the Social Security
Act. Certain categories of services will be reviewed every three years and additional services will be
reviewed and monitored as states reduce (or restructure) provider payment rates. Through this
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report, the State addresses access to care by measuring the following enrollee needs, the ability of care
and providers; and the utilization of services.

Access:
e Per the OHCA Annual Report, in 2015, the OHCA provided coverage to approximately
1.02 million unduplicated enrolled beneficiaries, or 26 percent of the state’s citizens.
e Provider contracts, provider networks and beneficiary access to primary care services
remain stable in spite of the significant rate decreases of July 2014 and January 2016.

Quality:

e The outcomes of the Consumer Assessment of Healthcare Providers and Systems
(CAHPS®) survey indicate satisfaction with services from children and adults of
SoonerCare.

e Oklahoma measures and monitors indicators of healthcare access to ensure that its
Medicaid beneficiaries have access to care that is comparable to the general population.

e In accordance with 42 CFR 447.203, the Oklahoma Health Care Authority developed an
access review monitoring plan for the defined service categories provided under a Fee-
for-Service arrangement.

Cost Effectiveness:
e Per the OHCA Annual Report, total expenditures for the SoonerCare program in State
Fiscal Year 2015 were approximately $5.1 billion.

e SoonerCare is the largest payer of health care services in terms of covered lives in the
state.

To review the Access Monitoring Review Plan 2016 report in its entirety, refer to the OHCA Data
and Reports section at 2016 Access Monitoring Review Plan and view Access Monitoring Review
Plan 2016 under Studies and Evaluations.

Health Management Program Evaluation

The OHCA'’s evaluator for the HMP program, the Pacific Health Policy Group (PHPG),
collaborated with Telligen to conduct the SoonerCare HMP’s annual evaluation for SFY 2015.
During SFY 2014, the OHCA and Telligen executed a contract amendment to modify and
expand operations starting in SFY 2015. The amendment included three components:
intervention quality enhancement; chronic pain and opioid drug utilization initiative and staff
increase. OHCA received the final SFY 2015 report in July 2016. Results were noted in the
2018 waiver extension. The OHCA anticipates it will receive the next HMP evaluation report July
2017.
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Evaluation Findings from the 2016 - 2017 Hypotheses

Hypotheses

Do the outcomes of the 2016 Demonstration
confirm the hypotheses?

1A. Child Health checkup rates for children 0
to15 months old will be maintained at or
above 95 percent over the life of the extension
period.

Yes

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

No. The OHCA will continue to track this data
associated with this hypothesis over the
extension period.

1C. Adolescent child health checkup rates will
maintain over the life of the extension period.

Yes

2. The rate of adult members who have one or
more

preventative health visits with a primary

care provider in a year will improve by one
percentage point as a measure of access to
primary care in accordance with HEDIS
guidelines between 2015-2016.

Yes. SoonerCare Choice adults ages 45-64
met the measure. Although, SoonerCare
Choice adults ages 20 — 44 did not met the
measure. The OHCA will continue to track the
data associated with the 20-44 age group over
the extension period.

3. The number of SoonerCare primary
care practitioners enrolled as medical
home PCPs will maintain at or above the
baseline data between 2015-2016.

Yes

4. There will be adequate PCP capacity to
meet the health care needs of the SoonerCare
members between 2015 - 2016. Also, as
perceived by the member, the time it takes to
schedule an appointment should improve
between 2015 - 2016. The available capacity
will equal or exceed the baseline capacity
data over the duration of the waiver
extension period.

Yes

5. There will be adequate PCP capacity to
meet the health care needs of the SoonerCare
members with Children's Health Insurance
Program (CHIP) eligibility between 2015 -
2016. Also, as perceived by the member, the
time it takes to schedule an appointment
should improve between 2015 - 2016. As
perceived by the member, the time it takes
for the member to schedule an appointment
should exceed the baseline data between
2015 - 2016.

Yes
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Hypotheses

Do the outcomes of the 2016 Demonstration
confirm the hypotheses?

6. The percentage of American Indian
members who are enrolled with an Indian
Health Services, Tribal, or Urban Indian
Clinic (I/T/U) with a SoonerCare Choice
American Indian primary care case
management contract will improve during
the 2015 - 2016 waiver period.

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

7A. Key quality performance measures,
asthma and Emergency Room (ER)
utilization, tracked for PCPs participating in
the HANSs will improve between 2015-2016.
Decrease asthma related ER visits for HAN
members with an Asthma diagnosis
identified in the medical record.

Yes

7B. Key quality performance measures,
asthma and Emergency Room (ER)
utilization, tracked for PCPs participating in
the HANs will improve between 2015-2016.
Decrease 90-day readmissions for related
asthma conditions for HAN members with
an Asthma diagnosis identified in their
medical record.

Yes

7C. Key quality performance measures,
asthma and Emergency Room (ER)
utilization, tracked for PCPs participating in
the HANs will improve between 2015-2016.
Decrease overall ER use for HAN members.

Yes

8. Average per member per month
expenditures for members belonging to a
HAN affiliated PCP will continue to be less
than those members enrolled with non-Han
affiliated PCPs during the period of 2015-
2016.

Yes

9a. The implementation of phase two of the
SoonerCare HMP, including introduction of
physician office-based Health Coaches for
nurse care managed members and closer
alignment of nurse care management and
practice facilitation will maintain enrollment
and active participation in the program.

Yes

9b. The incorporation of Health Coaches

Yes
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Hypotheses Do the outcomes of the 2016 Demonstration
confirm the hypotheses?

into primary care practices will result in
increased PCP contact with nurse care
managed members for
preventive/ambulatory care.

9c. The implementation of phase two of the Yes
SoonerCare HMP, including introduction of
physician office-based Health Coaches for
nurse care managed members and closer
alignment of nurse care management and
practice facilitation will improve the process
for identifying qualified members and result
in an increase in average complexity of need
within the nurse care managed population.

9d. Health Coaches will improve quality Yes
measures for members who are engaged.

9e. Nurse care managed members will utilize Yes
the emergency room at a lower rate than
forecasted without nurse care management
intervention.

9f. Nurse care managed members will have Yes
fewer hospital admissions than forecasted
without nurse care management intervention.

99. Nurse care managed members will report Yes
high levels of satisfaction with their care.

9h. Total and PMPM expenditures for Yes
members enrolled in HMP will be lower
than would have occurred absent their

participation in nurse care management.

The OHCA reports the most current data and analysis for the SoonerCare Choice program’s
hypotheses. The data for hypotheses one and two are taken from the Quality of Care in the Sooner
Care Program report — Reporting Year 2016 Measurement year 2015. The hypotheses for 9b- 9h, are
taken from SoonerCare Health Management Program Evaluation SFY 2015.

Hypothesis 1- Child Health Checkup Rates: This hypothesis directly relates to SoonerCare
Choice waiver objective #1 and #2 of CMS’s Three Part Aim.
The rate age-appropriate well-child and adolescent visits will improve between 2015-2016.
A. Child health check-up rates for children 0 to 15 months old will be maintained
at or above 95 percent over the life of the extension period.
B. Child health checkup rates for children 3 through 6 years old will increase by one
percentage points over the life of the extension period.
C. Adolescent child health checkup rates will maintain over the life of the
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extension period.

Well-Child Baseline HEDIS ® 2014| Baseline HEDIS ® 2015/ Baseline HEDIS ® 2016
Adolescent SCY2013 SCY2014 SCY2015
0-15months 96.3% 94.3% 96.4%
3.6 years 58.50 57.1% 56.7%
12-21 years 21.8% 22.1% 22.4%

Hypothesis 1A Results:
This hypothesis specifies that checkup rates for children 0 to 15 months will be maintained at or above
95 percent over the course of the extension period.

Children 0 to 15 months old saw an increase in child checkup rates for HEDIS® year 2016. In
HEDIS® year 2015 the child checkup rate fell slightly below 95 percent to 94.3 percent. The data
shows that the child health checkup rates fluctuate throughout the years, but has maintained above 90
percent consistently. In HEDIS® year 2016 OHCA met the measure when the percentage of child
visits increased to 96.4 percent. The OHCA will continue to monitor this group during the 2017
extension period.

Hypothesis 1B Results:
In accordance with the hypothesis, the checkup rates for children ages 3 to 6 years will increase by one
percentage point over the extension period 2015-2016.

Children 3 to 6 years old saw a 1.8 percent decrease in child health checkup rates from HEDIS® year
2014 to HEDIS® year 2016. For HEDIS® year 2015 to HEDIS® year 2016 there was a .4 percent
decrease in health checkups for this population. The OHCA has not yet met the measure; the OHCA
will continue to track the measure over the extension period to monitor for significant changes in rates
for this age group during the 2017 extension period.

Hypothesis 1C Results:
The evaluation measure hypothesizes that the checkup rate for adolescents’ ages 12 to 21
years will maintain over the life of the extension period.

Adolescent ages 12 to 21 years of age saw a slight increase in health checkup rates for HEDIS® year
2016. There was a .3 percent increase in health checkup rates from HEDIS® year 2014 to HEDIS®
year 2015. For HEDIS® year 2015 to HEDIS® 2016 there was an increase of .3 percent in health
checkups for this population.

Hypothesis 2- PCP Visits: This hypothesis directly relates to SoonerCare Choice waiver objective
#1 and #2 of CMS’s Three Part Aim:
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The rate of adult members who have one or more preventive health visits with a primary care provider
in a year will improve by one percentage point as a measure of access to primary care in accordance
with HEDIS® guidelines between 2015-2016.

Access to Baseline ® ®
HEDIS® | HEDIS
PCP/Ambulatory HEDIS®
2015 2016
HealthCare: HEDIS® | 2014 CY2014 | CY2015
CY2013
Measures
20-44 years 82.4% 81.0% 80.3%
45-64 years 89.9% 90.1% 90.0%

Hypothesis 2 Results:

This hypothesis suggests that adults’ rate of access to primary care providers will improve by
one percentage point as a measure of access to primary care in accordance with HEDIS®
guidelines between 2015-2016.

SoonerCare adults ages 20 to 44 saw a 2.1 percent decrease with access to PCP or ambulatory
health care in HEDIS® year 2016 compared to HEDIS® year 2014. SoonerCare adults ages 45
to 64 saw a .1 percent increase with access to PCP or ambulatory health care in HEDIS® year
2016 compared to HEDIS® year 2014. The OHCA has not yet fully met the measure; the OHCA
will continue to track the adult access rates over the extension period to monitor for significant
changes in rates for these age groups.

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

The number of SoonerCare primary care practitioners enrolled as medical home PCPs will
maintain at or above the baseline data (2,067 providers) between 2015-2016.

Baseling| Jan-16| Feb-16| Mar-16] Apr-16| May-16| Jun-16| Jul-16| Aug-16| Sep-16| Oct-16| Nov-16{ Dec-16
Number of Dec - 13
SoonerCare Choice
PCPs

2,067| 2,663 2,588] 2,613| 2,637| 2,659 2661 2,701] 2,738] 2,759 2,655 2,681] 2,689
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Hypothesis 3 Results:

This hypothesis measures the State’s access to care by tracking the number of SoonerCare
primary care providers (PCP) enrolled as medical home PCPs. The OHCA exceeded the baseline
data during the first month of 2016 and has continued to exceed baseline. The OHCA exceeded
the baseline data by 30 percent at the end of 2016. The OHCA believes that the number of
Choice PCPs will continue to be maintained throughout the 2017extension period.

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

The number of Insure Oklahoma practitioners enrolled as PCPs will maintain at or above the baseline
data between 2015-2016.

2016 PCP Insure Baseline Jan-| Jan-Mar Apr-Jun Jul-Sep | Oct-Dec
Oklahoma Enrollments| Mar 2013 2016 2016 2016 2016
Number of 1,514 2,149 2,127 2,216 2,196
SoonerCare Choice ' ’ ' ’ ’

Hypothesis 3b Results:

This hypothesis tracks the number of Insure Oklahoma primary care providers (PCP) enrolled as PCPs.
The OHCA exceeded the baseline data during the first quarter of 2016 and has continued to exceed
baseline. The OHCA exceeded the baseline data by 45 percent at the beginning of 2016. The OHCA
believes that the number of Insure Oklahoma PCPs will continue to be maintained throughout the 2017
extension period

Hypothesis 4 - PCP Capacity Available: This hypothesis directly relates to SoonerCare Choice
waiver objectives #1, #2 and #1 of CMS’s Three Part Aim:

There will be adequate PCP capacity to meet the health care needs of the SoonerCare members
between 2015-2016. Also, as perceived by the member, the time it takes to schedule an appointment
should improve between 2015-2016. The available capacity will equal or exceed the baseline capacity
data over the duration of the waiver extension period.
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SoonerCare |PCP Capacity | PCP Capacity | PCP Capacity | PCP Capacity

Choice PCP December December December December

Capacity 2013 2014 2015 2016

SoonerCare

Choice

Enrollment 555,436 539,647 528,202 549,184

Number of

Choice PCPs 2,067 2,454 2,642 2,689

Choice PCP

Capacity 1,149,541 1,155,455 1,146,767 1,176,817

Average

Members per

PCP 268.72 219.91 199.93 204.23
Hypothesis 4 Results:

This hypothesis suggests that OHCA will equal or exceed the baseline capacity data (1,149,541,
average of 269 members per PCP) over the duration of the extension period. The OHCA exceeded the
baseline capacity in the beginning of 2016.

Additionally, the number of SoonerCare Choice PCP providers has increased over the course of the
year. There are 2,689 contracted SoonerCare Choice providers who serve SoonerCare members as of
December 2016. This is a 30 percent increase from the number of providers in December 2013 the
baseline year. In 2016, SoonerCare Choice providers served an average of 204 members per provider.
As the number of SoonerCare Choice PCPs increases, the average members per PCP fluctuate. The
OHCA believes that the available capacity will equal or exceed the baseline capacity over the duration
of the 2017 extension period.

Hypothesis 5 - PCP Availability: This hypothesis directly relates to SoonerCare Choice waiver
objectives #1, #2 and #1 of CMS’s Three Part Aim.

There will be adequate PCP capacity to meet the health care needs of the SoonerCare members with
Children's Health Insurance Program (CHIP) eligibility between2015 - 2016. Also, as perceived
by the member, the time it takes to schedule an appointment should improve between 2015 - 2016.
As perceived by the member, the time it takes for the member to schedule an appointment should
exceed the baseline data between 2015 - 2016.
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Baseline Data:
CAHPS® 2013 CAHPS® 2014 CAHPS® | 2015 CAHPS® | 2016 CAHPS®
Adult Survey Results [Survey Survey Survey Survey
Response Response Response Response
Positive Responses
from The Survey
Question: 80% 82% 87% 82%
“In the last 6 months, Responded Responded Responded Responded
how often did you “Usually” or “Usually” or “Usually” or “Usually” or
get an appointment “Always” “Always” “Always “Always
for a check- up or
routine care at a
doctor’s office or
clinic as soon as
you needed?”
CAHPS® Baseline Data: 2013 - - -
Child Survey Results CAHPS® 2014 CAHPS 2015 CAHPS 2016 CAHPS

Survey Survey Survey Survey

Respon Response Response Response
Positive Responses
from the Survey
Question: “In
the last 6 months,
when you made
an appointment
for apcpheck-up or 90% 91% 93% 92%
routine care for Responded Responded Responded Responded
your child ata “Usually” or “Usually” or “Usually” or “Usqally”

« » « 2 « » sually” or
doctor’s office or Always Always Always “Always”
clinic, how often
did you get an
appointment as
soon as your
child needed?”

Hypothesis 5 Results:

This hypothesis theorizes that the member’s response to the time it takes to schedule an appointment

should exceed the baseline data. The OHCA’s contracted External Quality Review Organization
(EQRO) Morpace, conducted the Consumer Assessment of Healthcare Providers & Systems

(CAHPS®) survey for the period 2016. Results from the CAHPS® survey indicate that the majority
of survey respondents for both the Adult and Child surveys had satisfactory responses for scheduling
an appointment as soon as needed. In review of the adult respondents, 82 percent felt satisfied in the
time it took to schedule an appointment with their PCP, while 92 percent of child survey respondents
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indicated they were “Usually” or “Always” satisfied. More than 800 combined adult and child survey
respondents had a positive response about the time it takes to get an appointment with their PCP; the
OHCA saw an increase in the number of positive responses in SFY 16 for both the adult and children
composite responses compared to the baseline data. The OHCA believes that the survey responses will
continue to improve throughout the 2017 extension period.

Hypothesis 6 - Integration of Indian Health Services, Tribal Clinics, and Urban Indian Clinic
Providers: This hypothesis directly relates to SoonerCare Choice waiver objective #4 and #1 of
CMS’s Three Part Aim:

The percentage of American Indian members who are enrolled with an Indian Health Services,
Tribal, or Urban Indian Clinic (I/T/U) with a SoonerCare Choice American Indian primary care case
management contract will improve during the 2015 - 2016 waiver period.

Baseline| 16-Jan | 16-Feb | 16-Mar | 16-Apr | 16-May | 16-Jun | 16-Jul | 16-Aug | 16-Sep | 16-Oct | 16-Nov | 16-Dec
Dec
2013

Total

Al/AN
Members
with SC
Choice
and I/T/U
PCP

94,142 | 81240 | 82544 | 82935 | 82273 | 82,721 | 84,465 | 87,237 | 87512 | 88,750 | 88,737 | 90,001 | 90,232

Al/AN
Members
with
1/T/U
PCP 21,165 12,702 13,016 | 12,767 12,501 12464 | 12,725 | 14,406 12,969 13,293 | 13590 | 13,856 13,885

Percent
of AI/AN
Members
with
1/T/U
PCP
22.48% | 15.64% | 15.77% | 15.39% | 15.19% | 15.07% | 15.07% | 16.51% | 14.82% | 14.98% | 15.31% | 15.40% | 15.39%

Percent
of
American
Indian
members
in SC
Choice 77.52% | 84.36% | 84.23% | 84.61% | 84.81% | 84.93% | 84.93% | 83.49% | 85.18% | 85.02% | 84.69% | 84.60% | 84.61%

I/T/U
Capacity | 99400 | 96999 | 96,999 | 96466 | 99499 | 99499 [ 99499 | 99499 | 99499 | 99499 | 99499 | 99499 | 99499

Hypothesis 6 Results:

This hypothesis postulates that the percentage of American Indian members who are
enrolled with an I/T/U with a SoonerCare American Indian primary care case
management contract will improve during the extension period. The proportion of
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American Indian members with an I/T/U PCP has decreased 7.09 percentage points
when comparing December 2013 to December 2016. At this time, the OHCA expects
the percentage of IHS members who are enrolled with an 1/T/U PCP will continue to be
maintained throughout the extension period. The OHCA has not yet met the measure;
the OHCA will continue to track the data associated with this hypothesis over the
extension period to monitor for significant changes in rates for these eligibility groups.

Hypothesis 7 — Impact of Health Access Networks on Quality of Care: This hypothesis

directly relates to the SoonerCare Choice waiver objective #3 and #2 of CMS’ Three Part
Aim:

Key quality performance measures, asthma and Emergency Room (ER) utilization, tracked
for PCPs participating in the HANs will improve between 2015-2016.
A. Decrease asthma-related ER visits for HAN members with an
asthma diagnosis identified in their medical record.
B. Decrease 90-day readmissions for related asthma conditions for HAN members with an
asthma diagnosis identified in their medical record.

C. Decrease overall ER use for HAN members.

Hypothesis 7 Results:

This hypothesis posits that the percent of HAN members with asthma who visit the ER will
decrease, 90-day readmission for asthma conditions will decrease and percent of ER use for
HAN members will decrease.

Hypothesis 7A Results: The health access networks continue to move forward with reporting. The
HANSs are on track in decreasing asthma related ER visits. In comparing 2015 to 2016 each network
had a decrease. The OU Sooner HAN had a 1 percent decrease, the PHCC HAN had a 3 percent
decrease and the OSU Network HAN had a 2 percent decrease.

A. 2015 Asthma Related ER Visits | HAN members AllHAN Percent of HAN
with an Asthma | members with members with an
diagnosis intheir | ERwvisitina | Asthma diagnosis who

medical record | calendar year visited the ER

OU Sooner HAN 5,888 64,958 9%

PHCC HAN 41 858 5%

OSU Network HAN 560 7,390 8%
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A. 2016 Asthma Related ER Visits [HAN members with an |All HAN Percent of HAN
Asthma diagnosis in members members with an
their medical record with ER visit |Asthma diagnosis

in a calendar |who visited the ER
year

OU Sooner HAN 4,987 59,643 8%

PHCC HAN 42 2,679 2%

OSU Network HAN 412 6,767 6%

Hypothesis 7B Results: The HANSs are on track in decreasing 90-day re-admissions for HAN members
with asthma. In comparing 2015 to 2016 each network had a decrease. The OU Sooner HAN had a 3
percent decrease and the PHCC HAN had a 22 percent decrease. Although the OSU HAN Network had
limited opportunity to intervene with certain newly enrolled PCPs and members in 2016, resulting in a
three percent increase in readmissions in comparison to 2015, the Network is confident it will see fewer
asthma readmissions in 2017.

B. 2015 90-Day Re-admissions for [HAN members with HAN members with Percent of HAN

HAN members with Asthma Asthma who were Re- [Asthma identified in their |[members with Asthma
admitted to the Hospital |medical record and who had a 90-Day re-
90-days after previous |having at least one admission for Asthma
asthma-related inpatient stay related to |related Condition(s)
hospitalization Asthma

OU Sooner HAN 44 469 9%

PHCC HAN 2 9 22%

OSU Network HAN 2 71 3%

B. 2016 90-Day Re-admissions for [HAN members with HAN members with Percent of HAN

HAN members with Asthma Asthma who were Re- [Asthma identified in their |members with Asthma
admitted to the Hospital |medical record and who had a 90-Day re-
90-days after previous |having at least one admission for Asthma
asthma-related inpatient stay related to |related Condition(s)
hospitalization Asthma

OU Sooner HAN 17 268 6%

PHCC HAN 0 2 0%

OSU Network HAN 5 80 6%

Hypothesis 7C Results: The HANs are on track in decreasing ER use for HAN members. In comparing
2015 to 2016 each network had a decrease. The OU Sooner HAN had a six percent decrease, the
PHCC HAN had a 36 percent decrease and the OSU Network HAN had a nine percent decrease.
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C. 2015 ER Use for HAN
Members

Total number of ER
visits for HAN

Total number of HAN
members

Percent of ER Use for
HAN Members

members
OU Sooner HAN 64,958 136,679 48%
PHCC HAN 2,256 5,137 44%
OSU Network HAN 9,937 57,895 17%

C. 2016 ER Use for HAN Total number of ER Total number of HAN  [Percent of ER Use for

Members visits for HAN members HAN Members
members

OU Sooner HAN 59,643 143,032 42%

PHCC HAN 1,397 16,441 8%

OSU Network HAN 5,339 68,385 8%

Hypothesis 8 - Impact of Health Access Networks on Effectiveness of Care: This hypothesis directly
relates to SoonerCare Choice waiver objective #3 and #3 of CMS’s Three Part Aim. Reducing costs
associated with the provision of health care services to SoonerCare beneficiaries served by the
HANS.

Reducing costs associated with the provision of health care services to SoonerCare beneficiaries
served by the HANs. Average per member per month expenditures for members belonging to a
HAN affiliated PCP will continue to be less than those members enrolled with non-HAN affiliated
PCPs during the period of 2015-2016.

Hypothesis 8 Results:

This hypothesis indicates that the average per member per month (PMPM) expenditure for HAN
members will be less than the PMPM expenditure for Non-HAN members. In SFY 2016, the PMPM
average for HAN members was $285.30 while the PMPM average for non- HAN members was
$313.33. Per member per month expenditures, continue to be lower for SoonerCare Choice members
enrolled with a HAN PCP, than for SoonerCare Choice members who are not enrolled with a HAN
PCP.

The OHCA has met the measure and expects this trend to continue. The evaluation design gathers the
data for this hypothesis on a state fiscal year basis. In order to allow for claims lag data to be
reported, the analysis of the information is done in conjunction with the evaluation design reporting
frequency within three to four month window following the state fiscal year. The information
reported in the hypothesis is the most current.

HAN PMPM SFY 2016] Jul '15 | Aug'15| Sep'15 | Oct'15 | Nov'15| Dec'15 | Jan'16 | Feb'16 | Mar '16] Apr ‘16 |May '16| Jun'16
HAN Mermbers $262.02|$272.14 |$276.49 | $295.14 | $279.74 | $273.40 | $292.92 | $307.84 | $311.22 | $286.52 | $286.16 | $2682.66
Non-HAN Members ~ |$300.11 |$308.40 | $308.49 |$320.62 | $302.99 | $306.00 | $325.82 |$335.40 |$342.86 | $313.22 | $306.21 | $293.45
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Hypothesis 9a - Health Management Program (HMP) Impact on Enrollment Figures: This
hypothesis directly relates to SoonerCare Choice waiver objective #3, HMP objective #3 and #1
of CMS’s Three Part Aim.

The implementation of Phase two of the SoonerCare HMP, including introduction of physician
office-based Health Coaches for nurse care managed members and closer alignment of nurse care
management and practice facilitation, the HMP has maintained enrollment and active participation
in the program.

Hypothesis 9a Results: The results show the total number of HMP members actively engaged in nurse
care management; and it shows the number of SoonerCare Choice members in an active HMP practice
that have undergone practice facilitation.

SoonerCare HMP Engaged in

Members in Nurse Nurse Care

Care Management Managemen
Jan-16 4,595
Feb-16 4,792
Mar-16 4,999
Apr-16 5,020
May-16 4,766
Jun-16 4,544
Jul-16 4,300
Aug-16 3,968
Sep-16 3,771
Oct-16 3,580
Nov-16 3,300
Dec-16 3,147

SoonerCare Choice Members in an

active HMP practice

Jan-16 75,258

Feb-16 70,689

Mar-16 70,228

Apr-16 75,066

May-16 74,168

Jun-16 75,816

Jul-16 72,417

Aug-16 71,757

Sep-16 71,058

Oct-16 79,129

Nov-16 81,923
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SoonerCare Choice Members in an
active HMP practice

Dec-16 | 80,985

The OHCA will continue to track and trend this hypothesis over the extension period to monitor for
significant changes in results. The results show the total number of HMP members actively engaged
in nurse care management and it shows the number of SoonerCare Choice members in an active
HMP practice that have undergone practice facilitation.

Hypothesis 9b - Health Management Program (HMP); Impact on Access to Care: This hypothesis
directly relates to SoonerCare Choice waiver objective #3, HMP objective #2 and #1 of CMS’s Three
Part Aim.

The incorporation of Health Coaches into primary care practices will result in increased PCP
contact with nurse care managed members for preventive/ambulatory care.

Hypothesis 9b Results:
The HMP measures access to care for health coaching participants and members aligned with a
practice facilitation provider through the following three clinical measures:
e Adult Access to Preventive/Ambulatory Care: Percentage of members 20 years and
older who had an ambulatory or preventive care visit during the measurement year;
e Child Access to PCP: Percentage of children 12 months to 19 years old who visited a
primary care practitioner (PCP) during the measurement year, or if seven years or
older, in the measurement year or year prior; and
e Adult BMI: Percentage of adults 18 to 75 years old who had an outpatient visit where
his/her BMI was documented, either during the measurement year or year prior to the
measurement year. The compliance rate for the health coaching population exceeded
the comparison group rate on the two measures having a comparison group
percentage. The difference was statistically significant in both cases.

The compliance rate is the percentage of participants engaged in health coaching or

members aligned with a practice facilitation provider that meets the measure criteria. The
comparison group is the general SoonerCare population.
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SFY2014 SFY2015
Measures for Members Engaged in Health Coaching
Percent Comparison Percent Comparison
Compliant Group - Compliant Group
Compliance Compliance Rate
Rate

1. Adult Access to Preventive/Ambulatory Care 96.30% 84.70% 96.10% 84.10%

2. Child Access to PCP 98.40% 91.20% 98.70% 91.70%

3. Adult BMI 14.30% N/A 14.20% 10.70%

In SFY 2014, the comparison group for the percentage of members 20 years and older that had an
ambulatory or preventive care visit during the measurement year had an 84.7 percent compliance
rate and the Health Coach Participants group had a 96.3 percent compliance rate. The compliance
rate for the health coaching population exceeded the comparison group rate on the two measures
having a comparison group percentage. The difference was statistically significant in both cases.

In SFY 15, the comparison group for the percentage of members 20 years and older that had an

ambulatory or preventive care visit during the measurement year had an 84.1 percent compliance
rate and the Health Coach Participants group had a 96.1 percent compliance rate. The compliance
rate for the health coaching population exceeded the comparison group rate on all there measures.

The difference was statistically significant for all three.

The same three measures are utilized to determine access to care for members aligned with a

practice facilitation provider.

Measures for Members Aligned with a Practice Facilitation Provider SFY2014 SFY2015

Percent ~ |Comparison| Percent | Comparison

Compliant Group- |Compliant|  Group
Compliance Compliance

Rate Rate

1. Adult Access to Preventive/Ambulatory Care 96.50% 84.70% | 96.60% 84.10%

2. Child Access to PCP 98.90% 91.20% | 99.10% 91.70%

3. Adukt BMI 9.20% N/A 9.00% 10.70%

In SFY 2014, the comparison group for the percentage of members 20 years and older who had an
ambulatory or preventive care visit during the measurement year had an 84.7 percent compliance
rate and the Health Coach Participants group had a 96.5 percent compliance rate.
The compliance rate for the members aligned with a practice facilitation provider exceeded the
comparison group rate on the two measures having a comparison group percentage. The difference

was statistically significant in both cases.

In SFY 15, the comparison group for the percentage of members 20 years and older who had an
ambulatory or preventive care visit during the measurement year had an 84.1 percent compliance
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rate and the members aligned with a practice facilitation provider had a 96.6 percent compliance
rate. The compliance rate for the members aligned with a practice facilitation provider exceeded the
comparison group rate on two of the three measures and the difference was statistically significant
in both cases.

The above findings suggest that the health coaching and practice facilitation are both having a
positive impact on access to care.

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

The implementation of phase two of the SoonerCare HMP, including introduction of physician
office-based Health Coaches for nurse care managed members and closer alignment of nurse care
management and practice facilitation will improve the process for identifying qualified members
and resultin an increase in average complexity of need within the nurse care managed
population.

Hypothesis 9c¢ Results:

The SoonerCare HMPs’ focus on holistic care rather than management of a single disease is
appropriate given the prevalence of co-morbidities in the participating population. Independent
research conducted by Pacific Health Policy Group (PHPG) examined the number of physical
chronic conditions per participant and found that nearly 80 percent in SFY 2015 had at least two of
the six high priority chronic physical conditions (asthma, COPD, coronary artery disease, diabetes,
heart failure and hypertension) as demonstrated in the chart below. The SFY 2015 distribution was
very similar to the distribution in SFY 2014.

Number of Physicial Health Chronic
Conditions

6.2% 7%

H 0 or 1 Condition
| 2 Conditions
M 3 Conditions
m 4 Conditions
| 5 Conditions

® 6 Conditions
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Nearly 75 percent of the participant population also has both a physical and behavioral health
condition. Among the six priority physical health conditions, the co-morbidity prevalence in SFY 2015
ranged from approximately 81 percent in the case of persons with COPD to 70 percent among persons
with asthma. The percentage distributions were almost unchanged from SFY 2014.

Behavioral Health Co-morbidity
Rate
85.0%
78.2% 80.97%
80-03‘5 ’ fb 7% 76.2%
;3'35’ 70 0% 70.2%
. a
65.0% .
60.0% T
\‘S‘ (9?0 \0“’:&‘? \\\;& oé’\O(\
v @ < ¢
Q é" Q,(&
Q\Qrfb Q‘\\Q

Overall, health coaching participants demonstrate the characteristics expected of a population that could
benefit from care management. Most have two or more chronic physical health conditions, often
coupled with serious acute conditions. The population also has significant behavioral health needs that
can complicate adherence to guidelines for self-management of physical health conditions and
maintaining a healthy lifestyle.

Hypothesis 9d - Health Management Program (HMP); Impact on Health Outcomes: This
hypothesis directly relates to SoonerCare Choice waiver objective #3, HMP objective #1, and#2 of
CMS’s Three Part Aim. Health coaches will improve quality measures for members who are engaged.

Hypothesis 9d Results:

In SFY 2015 the health coaching participant compliance rate exceeded the comparison group rate
on 12 of 17 measures for which there was a comparison group percentage (70.6 percent). The
difference was statistically significant for 10 of the 12 measures (83.3 percent).

Conversely, the comparison group achieved a higher rate on five of the 17 measures (29.4 percent),
including three for which the difference was statistically significant (60 percent). The health
coaching participant compliance rate improved on 10 of 22 measures (45.5 percent) from SFY 2014
to SFY 2015, although typically by small amounts. Twelve of 22 measures (54.5 percent)
experienced a slight decline from SFY 2014 to SFY 2015. The most impressive results, relative to
the comparison group, were observed for participants with diabetes and mental illness, and with
respect to access to preventive care.
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While it is still early in the evaluation process, the above findings suggest that health coaching is
having a positive impact on the quality of care for program participants. The long term benefit to
participants will continue to be measured through the quality of care longitudinal analysis and

through the utilization and expenditure analysis.

HMP Health Coaching Members’ Compliance Rates SFY 2014 SFY 2015
Percent Compliant Percent Compliant
Asthma SFY2014 SFY 2015
Use of Appropriate Medications for People with Asthma 95.3% 93.5%
Medication Management for People with Asthma - 68.3% 68.2%
50 Percent
Medication Management for People with Asthma - 26.8% 27 3%
75 Percent
Cardiovascular Disease SEY 2014 SEY 2015
Persistence of Beta Blocker Treatment after Heart Attack 50.0% 46.2%
LDL-C Screening 76.0% 76.8%
COPD SFY2014 SFY 2015
Use of Spirometry Testing in the Assessment/Diagnosis 315% 31.8%
of COPD
Pharmacotherapy Management of COPD Exacerbation- 49 5% 50 4%
14 days
Pharmacotherapy Management of COPD Exacerbation- 73.9% 76.5%
30 days
Diabetes SFY2014 SFY 2015
LDL-C Screening 77.0% 78.3%
Retinal Eye Exam 37.8% 38.1%
HbAlc Test 86.7% 87.2%
Medical Attention for Nephropathy 77.1% 77.0%
ACE/ARB Therapy 66.8% 66.5%
Hypertension SFY2014 SFY 2015
LDL-C Screening 67.3% 67.8%
ACE/ARB Therapy 66.5% 65.8%
Diuretics 45.1% 44.9%
Apnua_l Monitoring for Patients Prescribed ACE/ARB or 84.2% 83.7%
Diuretics
Mental Health SFY2014 SFY 2015
Follow-up after Hospitalization for Mental IlIness — 34.8% 34.3%
Seven Days
E(;I}I/(S)w-up after Hospitalization for Mental Illness — 30 67.4% 67.2%
Prevention SFY2014 SFY 2015
Adult Access to Preventive/Ambulatory Care 96.3% 96.1%
Child Access to PCP 98.4% 98.7%
Adult BMI 14.3% 14.2%
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The practice facilitation participant compliance rate exceeded the comparison group rate on
eight of 17 measures for which there was a comparison group percentage (47.1 percent). The
difference was statistically significant for five of the eight measures (62.5 percent). Conversely, the
comparison group achieved a higher rate on nine of the 17 measures (52.9 percent), including
five for which the difference was statistically significant (55.6 percent). The practice facilitation
participant compliance rate improved on 14 of 22 measures (63.6 percent) from SFY 2014 to SFY
2015, although typically by small amounts. Eight of 22 measures (36.4 percent) experienced a
slight decline from SFY 2014 to SFY 2015. The most impressive results, relative to the comparison
group, were observed for participants with diabetes and mental illness, and with respect to access
to preventive care.

Similar to the health coaching quality outcomes, the above findings suggest that practice
facilitation is having a positive impact on the quality of care for program participants. The long
term benefit to participants will continue to be measured through the quality of care longitudinal
analysis.

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

Nurse care managed members will utilize the emergency room at a lower rate than forecasted
without nurse care management intervention.

Hypothesis 9e Results:

Health coaching, if effective, should have an observable impact on participant service utilization and
expenditures. Practice facilitation, like health coaching, should demonstrate its effectiveness through
an observable impact on member service utilization and expenditures. Improvement in quality of care
should yield better outcomes in the form of fewer emergency department visits and hospitalizations,
and lower acute care costs. Most potential SoonerCare HMP participants are identified based on
MEDai data, which includes a 12-month forecast of emergency department visits, hospitalizations
and total expenditures. MEDai’s advanced predictive modeling, as opposed to extrapolating historical
trends, accounts for participants’ risk factors and recent clinical experience. The resulting forecasts
serve as an accurate depiction of what participant utilization would have been like in the absence of
health coaching. They serve as benchmarks against which each member’s actual utilization and
expenditures, post HMP enrollment, can be compared.

In SFY 2015 MEDai forecasted that HMP health coaching participants as a group would incur 2,341

emergency department visits per 1,000 participants in the first 12 months of engagement. The actual
rate was 1,800 or 77 percent of forecast.
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Practice facilitation, like health coaching, should demonstrate its effectiveness through an observable
impact on member service utilization and expenditures. Improvement in quality of care should yield
better outcomes in the form of fewer emergency department visits and hospitalizations, and lower
acute care cost.

PHPG conducted the practice facilitation utilization and expenditure evaluation by comparing the
actual claims experience of members aligned with Patient Centered Medical Home (PCMH) practice
facilitation providers to MEDai forecasts. To be included in the analysis, members had to have been
aligned with a PCMH provider who underwent practice facilitation. They also had to have been seen
by a PCMH provider at least once following their own PCMH provider’s initiation into practice
facilitation. Members participating in the health coaching portion of the SoonerCare HMP were
excluded from the analysis. This was done to avoid double counting the impact of the program.

In SFY 2015, MEDai projected members aligned with a practice facilitation provider in total would

incur 1,324 emergency department visits per 1,000 over the 12-month forecast period. The actual
rate was 1,218, or 92 percent of forecast.
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Hypothesis 9f — Health Management Program (HMP); Impact on Cost/Utilization of Care:
This hypothesis directly relates to SoonerCare Choice waiver objective #3, HMP objective #1 and
#2 of CMS’s Three Part Aim. Nurse care managed members will have fewer hospital
admissions than forecasted without nurse care management intervention.

Hypothesis 9f Results:

Health coaching, if effective, should have an observable impact on participant service utilization
and expenditures. Improvement in quality of care should yield better outcomes in the form of fewer
emergency department visits and hospitalizations, and lower acute care costs. Most potential
SoonerCare HMP participants are identified based on MEDai data, which includes a 12-month
forecast of emergency department visits, hospitalizations and total expenditures. MEDai’s advanced
predictive modeling, as opposed to extrapolating historical trends, account for participants’ risk
factors and recent clinical experience. The resulting forecasts serve as an accurate depiction of what
participant utilization would have been like in the absence of health coaching. They serve as
benchmarks against which each member’s actual utilization and expenditures, post HMP enrollment,
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can be compared.

In SFY 2015, MEDai forecasted that SoonerCare HMP participants as a group would incur 2,747
inpatient days per 1,000 participants in the first 12 months of engagement. The actual rate was 1,539,
or 56 percent of forecast.

HMP Inpatient Utilization
3,000
2,747
2,500 -
2,000 -
1,539
1,500 +
1,000 -
500
0 - T
MEDai Forecasted Actual Inpatient Days

Practice facilitation, like health coaching, should demonstrate its effectiveness through an observable
impact on member service utilization and expenditures. Improvement in quality of care should yield
better outcomes in the form of fewer emergency department visits and hospitalizations, and lower
acute care cost.

PHPG conducted the practice facilitation utilization and expenditure evaluation by comparing the
actual claims experience of members aligned with Patient Centered Medical Home (PCMH)
practice facilitation providers to MEDai forecasts. To be included in the analysis, members had to
have been aligned with a PCMH provider who underwent practice facilitation. They also had to
have been seen by a PCMH provider at least once following their own PCMH provider’s initiation
into practice facilitation. Members participating in the health coaching portion of the SoonerCare
HMP were excluded from the analysis. This was done to avoid double counting the impact of the
program.
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In SFY 2015, MEDai projected members aligned with a practice facilitation provider in total would
incur 876 inpatient days per 1,000 over the 12-month forecast period. The actual rate was 623, or 71
percent of forecast.
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The OHCA will continue to monitor the program for the impact of reducing medical cost of the
population served.

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

Nurse care managed members will report higher levels of satisfaction with their care.

Hypothesis 9g Results:

Member satisfaction is a key component of SoonerCare HMP performance. If members are satisfied
with their experience and value its worth, they are likely to remain engaged and focused on improving
their self-management skills and adopting a healthier lifestyle.
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Conversely, if members do not see a lasting value to the experience, they are likely to lose interest and
lack the necessary motivation to follow coaching recommendations.

PHPG completed 758 initial surveys with SoonerCare HMP participants, as well as 133 six- month
follow-up surveys with participants who previously completed an initial survey. The purpose of the
follow-up survey was to identify changes in attitudes and health status over time.

Health coaches are expected to help participants build their self-management skills and improve their
health through a variety of activities. Respondents were read a list of activities and asked, for each,
whether it had occurred. If so, how satisfied they were with the interaction or help they received.

Respondents were asked to rate their satisfaction with each “yes” activity. The overwhelming majority
reported being very satisfied with the help they received, with the portion ranging from 91 to 94
percent, depending on the item. This attitude carried over to the members’ overall satisfaction with
their health coaches; 87 percent reported being very satisfied. Results for the follow-up survey were
closely aligned to the initial survey.

Survey respondents reported very high levels of satisfaction with the SoonerCare HMP overall,
consistent with their opinion of the health coach, who serves as their point of contact with the
program. Eighty-seven percent of initial survey respondents and 90 percent of follow-up survey
respondents stated they were very satisfied. Nearly all respondents (93 percent of initial survey and 97
percent of follow-up survey) said they would recommend the program to a friend with health care
needs like theirs.

OSatisfaction with Health Coach

1% 3%

1%

20\l

(1]

| Very satisfied
m Don't know
Very dissatisfied
m Somewhat dissatisfied
m Somewhat satisfied

The OHCA will continue to track and trend this hypothesis over the extension period to
monitor for significant changes in results.
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Hypothesis 9h - Health Management Program (HMP); Impact of HMP on Effectiveness of
Care: This hypothesis directly relates to SoonerCare Choice waiver objective #3, HMP objective
#1, and #3 of CMS’s Three Part Aim.

Total and PMPM expenditures for members enrolled in HMP will be lower than would have
occurred absent their participation in nurse care management.

Hypothesis 9h Results:

The value of the SoonerCare HMP is measurable on multiple axes, including participant satisfaction
and change in behavior, quality of care, improvement in service utilization and overall impact on
medical expenditures. The last criterion is arguably the most important, as progress in other areas
ultimately result in medical expenditures remaining below the level that would have occurred absent
the program.

PHPG examined the program’s return on investment (ROI) through SFY 2015, by comparing
health coaching and practice facilitation administrative expenditures to medical savings.

Both program components have achieved a positive ROI, with the program as a whole generating
net savings of $41.2 million and a return on investment of 249 percent. Put another way, the second
generation SoonerCare HMP generated nearly $2.50 in net medical savings for every dollar in
administrative expenditures.

PHPG performed a cost effectiveness test by comparing forecasted costs to actual costs during SFY
2014 and SFY 2015, inclusive of SoonerCare HMP health coaching administrative expenses.

The SoonerCare HMP health coaching participants as a group were forecasted to incur average
medical costs of $1,099.04. Their actual average PMPM medical costs were $746.90. With the
addition of $155.60 in average PMPM administrative expenses, total actual costs were $902.50.
Medical expenses accounted for 83 percent of the total and administrative expenses for the other 17
percent. Overall, SoonerCare HMP health coaching participant PMPM expenses, inclusive of
administrative costs were 82.1 percent of forecast.
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On an aggregate basis, the health coaching portion of the SoonerCare HMP achieved net savings
during its initial 24 months of operation (July 2013 through June 2015) of nearly $12.8 million, up
from only $3.4 million in its first 12months. These results appear in line with the nurse care
management component of the first generation SoonerCare HMP, which generated cumulative net
savings of $5.5 million through its initial 17 months of operation (February 2008 implementation
through June 2009) and $14.9 million in cumulative net savings through its initial 29 months of
operation (February 2008 through June 2010).

PHPG performed a cost effectiveness test by comparing forecasted costs to actual costs during
SFY2014 and SFY2015, inclusive of SoonerCare HMP practice facilitation administrative expenses.

SoonerCare HMP members aligned with a practice facilitation provider and included in the
expenditure analysis were forecasted to incur average medical costs of $614.47. Their actual average
PMPM medical costs were $380.09. With the addition of $43.35 in average PMPM administrative
expenses, total actual costs were $423.44. Medical expenses accounted for 90 percent of the total and
administrative expenses for the other 10 percent. Overall, net SoonerCare HMP practice facilitation-
related PMPM expenses were 61.9 percent of forecast.
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On an aggregate basis, the practice facilitation portion of the SoonerCare HMP achieved net savings in
excess of $28.4 million. These net savings compare favorably to the practice facilitation component of
the first generation SoonerCare HMP, which generated cumulative net savings of $3.5 million through
its initial 17 months of operation (February 2008 implementation through June 2009) and $19.2 million
in cumulative net savings through its initial 29 months of operation (February 2008 through June 2010).
The OHCA will continue to track and trend this hypothesis over the extension period to monitor for
significant changes in results.

Proposed 2019 - 2021 SoonerCare Choice and Insure Oklahoma Hypotheses

The OHCA is requesting that these remain the same as the 2016 - 2018 approved hypotheses
submitted at this time with the noted adjustments. The state understands it will have 120 days after the
award of the demonstration to submit a draft evaluation plan and identify any changes and updates at
that time.

Hypothesis 1 — Child Health Checkup Rates.

The rate for age-appropriate well-child and adolescent visits will be maintained between the
extension period of 2019 - 2021.

Hypothesis 2 — PCP Visits.

The rate of adult members who have one or more preventive health visits with a primary care
provider in a year will be maintained as a measure of access to primary care in accordance with

HEDIS® guidelines between 2019 - 2021.
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Hypothesis 3 — PCP Enrollments.

The number of SoonerCare primary care practitioners enrolled as medical home PCPs will be
maintained at or above the baseline data between 2019 - 2021.

Hypothesis 3b: PCP Enrollments Insure Oklahoma.
The number of Insure Oklahoma practitioners enrolled as PCPs will be maintained at or above the
baseline data between 2019 - 2021

Hypothesis 4 — PCP Capacity Available.

There will be adequate PCP capacity to meet the health care needs of SoonerCare members between
2019 - 2021.

Hypothesis 5 — PCP Availability.

There will be adequate PCP availability to meet the health care needs of the SoonerCare members with
Children's Health Insurance Program (CHIP) eligibility between 2019 - 2021. Also, as perceived by the
member, the time it takes to schedule an appointment will be maintained between 2019 - 2021. As
perceived by the member, the time it takes for the member to schedule an appointment will be
maintained as compared to the baseline data between 2019 - 2021.

Hypothesis 6 - Integration of Indian Health Services, Tribal Clinics, and Urban Indian Clinic
Providers.

The percent of American Indian/Alaskan Native members who are enrolled with an Indian Health
Services, Tribal, or Urban Indian Clinic (I/T/U) with a SoonerCare Choice American Indian primary care
case management contract will be maintained during the 2019 - 2021 waiver period.

Hypothesis 7 — Impact of Health Access Networks on Quality of Care.
Key quality performance measures, asthma and Emergency Room (ER) utilization, tracked for PCPs
participating in the HANs will improve between 2019 - 2021.

Hypothesis 8 — Impact of Health Access Networks on Effectiveness of Care.

Reducing costs associated with the provision of health care services to SoonerCare beneficiaries served
by the HANs. Average per member per month expenditures for members belonging to a HAN affiliated
PCP will continue to be less than those members enrolled with non-HAN affiliated PCPs during the
period of 2019 - 2021.

Hypothesis 9 — Health Management Program (HMP). Impact on Enrollment Figures.
Health outcomes for chronic diseases will improve between 2019 - 2021 as a result of
participation in the HMP. Total expenditures for members enrolled in HMP will decrease.

(@) The implementation of phase two of the SoonerCare HMP, including introduction of
physician office- based Health Coaches for nurse care managed members and closer
alignment of nurse care management and practice facilitation will maintain enrollment and
active participation in the program.

(b) The incorporation of Health Coaches into primary care practices will result in increased PCP
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contact with nurse care managed members for preventive/ambulatory care.

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

(d) Health Coaches will improve quality measures for members who are engaged.

() Nurse care managed members will utilize the emergency room at a lower rate than
forecasted without nurse care management intervention

(F) Nurse care managed members will have fewer hospital admissions than forecasted without
nurse care management intervention.

(9) Nurse care managed members will report high levels of satisfaction with their care.

(h) Total and PMPM expenditures for members enrolled in HMP will be lower than would have
occurred absent their participation in nurse care management

VII. PUBLIC NOTICE PROCESS

Post Award Forum

In accordance with STC #17, the OHCA scheduled the Post Award Forum for September 21, 2017,
for the 2017 extension period in order to afford the public an opportunity to provide meaningful
comment on the progress of the demonstration. There were no oral or written comments from this
meeting. The presentation for the post award and public meetings can be found in attachment 6 and 6a

Public Meetings
In accordance with 42 CFR Section 431.408, the OHCA held two public meetings. Notification of the
public notice can be found in attachment seven.

On July 11, 2017, the first public meeting located at the University Health Science Center, was held
at The Children’s Health Group (TCHG) meeting. Several comments were received and a response was
provided for each of the commenters.

On September 21, 2017, the state conducted it second public meeting at the Oklahoma Health Care
Authority during the Medical Advisory Committee (MAC) Meeting in Oklahoma City, OK. There were
no comments from this meeting.

Documentation of Compliance with Public Notice Requirements

In compliance with public notice requirements of the agency and regulations at 42 CFR
§431.408, the OHCA  provided meaningful notice of the State’s intent to renew the
SoonerCare demonstration to the Native American Tribes and to the general public.

The OHCA made use of the methods listed below to inform the public of the State’s intent to renew the
Demonstration, inform of its post award forum and to solicit feedback from the public. All dates
reflected are 2017. Please reference the comments list Attachment eight.
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July 6

o Newspaper notification: To announce meeting location(s) and intent to

request an extension in the newspapers of widest circulation in each city
with a population of 100,000, or more persons. (Attachment nine)

July 10

e OHCA Banners: Place a banner and renewal request document on the

OHCA public site for a public comment period to run through September
22, 2017. (Attachment 10 and 10a)

July 11

« 1° Public meeting Child Health Workgroup: Regarding renewal request

for the 2019 — 2021 demonstration waiver and any modification.
(Attachment 11)

July 11

e Tribal Consultation: Regarding renewal request for the 2019 — 2021

demonstration waiver and any modification. (Attachment 13)

September 21

« 2" Public meeting Medical Advisory Meeting (MAC): Regarding

renewal request for the 2019 — 2021 demonstration waiver and any
modification. Post Award Forum for public comment on progress of
demonstration. (Attachment 6a)

September 30 ¢ The OHCA Comment Period ends: Regarding renewal request for the
2019- 2021 demonstration waiver and any modification.

November 1

(Attachment 14)

December 29

e Receive Cover Letter from Governor’s Office for Renewal.

e Submit Renewal Application to CMS.

APPENDICES

Appendix A: 2019 - 2021 SoonerCare Choice and Insure Oklahoma Eligibility Chart

Mandatory State Plan
Groups

FPL and/or Other
Qualifying

Criteria

Applicable Waivers and
CNOMs
(Waiver List summary)

Demonstration
Population (STC#
57)

Pregnant women and

Up to and including

Freedom of Choice,

Populations 1,2,3,4

infants under age 1 133% FPL Retroactive Eligibility

1902(a)(10)(A)()(1V)

Children 1-5 Up to and including [As Above Populations 1,2,3,4
1902(a)(10)(A)(i)(V1) 133% FPL
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Mandatory State Plan FPL and/or Other|Applicable Waivers and Demonstration
Groups Qualifying CNOMs Population (STC#
Criteria (Waiver List summary) 57)
Children 6-18 Up to and including [As Above Populations 1,2,3,4
1902(a)(10)(A)(i)(VII) 133%
IV-E Foster Care or Automatic As Above Populations
Adoption Assistance Medicaid 1,2,3,4
Children eligibility
1931 low-income 73% of the AFDC  |As above Populations 1,2,3,4
families standard of need.
SSI recipients Up to SSI limit Freedom of Choice Populations 1,2,3,4
Pickle amendment Up to SSI limit Freedom of Choice Populations 1,2,3,4
Early Up to SSI limit Freedom of Choice Populations 1,2,3,4
widows/widowers
Disabled Adult Up to SSI limit Freedom of Choice Populations 1,2,3,4
Children (DACs)
1619- 1916(b)members SSI for unearned Freedom of Choice Populations 1,2,3,4
income and earned
income limit is the
1916(b) threshold
amount for
Disabled SSI
members, as
updated annually
by the SSA.
Targeted Low-Income Child  [Up to and As Above Population 9
including 185%
FPL
Infants under age 1 Above 133% - As Above Population 9
through CHIP Medicaid 185% FPL and
expansion for whomthe
state is claiming title
XXI funding
Children 1-5 through Above 133% - As Above Population 9
CHIP Medicaid 185% FPL and
expansion for whom the
state is claiming title
XXI funding
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years of age) without
creditable health care
insurance coverage

according to SSA
definition, with gross
personal income at
or below 200% FPL,
and for whom the
state is claiming title
XXI funding.

Income and Comparability of
Eligibility

Mandatory State Plan FPL and/or Other|Applicable Waivers and Demonstration
Groups Qualifying  |[CNOMs Population (STC#
Criteria (Waiver List summary) 57)

Children 6-18 through CHIP  |Above 133% - As Above Populations 9
Medicaid expansion 185% FPL and

for whomthe

state is claiming title

XXI funding
Non-IV-E foster care AFDC limits as /As above Populations 1,2,3,4
children under age 21 in of 7/16/1996
State or Tribal custody
Aged, Blind and From SSlup to Freedom of Choice Populations 1,2,3,4
Disabled and including

100% FPL

Up to SSI limit i i
Eligible but not receiving p Freedom of Choice Populations 1,2,3,4
cash assistance
Individuals receiving only 100% SSIFBR Freedom of Choice Populations 1,2,3,4
optional State supplements +

$41 (SSP)
Breast and Cervical Cancer  |Uptoand including |Freedom of Choice, Populations 1,2,3,4
Prevention and Treatment 185% FPL Counting Income and

Comparability of Eligibility

TEFRA Children (under 19  |[Must be disabled Freedom of Choice, Counting [Population 7
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Demonstration

FPL and/or Other

Applicable Waivers

Demonstration

Expansion Groups Qualifying Criteria and CNOMs Population
(See Waiver List (See Paragraph 57)
Summary)
Non-Disabled Low Up to and including Comparability, Cost Population 5
Income Workers and 200% FPL, who Sharing Requirements,
Spouse (ages 19-64) work for an eligible Freedom of Choice
(Employer Sponsored employer with 200 or
Plan) fewer employees.
Spouses who do not
work are also eligible
to enroll on their
working spouse’s
coverage.
Working Disabled Up to and including As Above Population 6
Adults (ages 19-64) 200% FPL, who are
(Employer ineligible for Medicaid
Sponsored Plan) due to employment
earnings and who
otherwise, except for
earned income, would
be eligible to receive
Supplemental Security
Income (SSI) benefits.
No limit on employer
size.
Full-time College Full time college As Above Population 8
Students (ages 19-22) students with FPL not
(Employer Sponsored to exceed 200%
Plan) (limited to 3,000
participants), who
have no creditable
health insurance
coverage, work for a
qualifying employer.
Foster Parents (ages Up to and including As Above Population 10

19-64) (Employer
Sponsored Plan)

200% FPL, who

work full-time or part-
time for an eligible
employer. Spouses
who do not work are
also eligible to enroll
on their working
spouse’s

coverage. No limit on
employer size.
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Demonstration

FPL and/or Other

Applicable Waivers

Demonstration

Expansion Groups Qualifying Criteria and CNOMs Population
(See Waiver List (See Paragraph 57)
Summary)

Qualified Employees Up to and including As Above Population 11

of Not-for-profit
Businesses (ages 19-
64) (Employer
Sponsored Plan)

200% FPL, who
work for an eligible
employer with access
to an ESI with 500 or
fewer employees.
Spouses who do not
work are also eligible
to enroll on their
working spouse’s
coverage.

Non-Disabled Low
Income Workers and
Spouse (ages 19-64)
(Individual Plan)

Effective through
12/31/13 individuals
up to and including
200% FPL, who are
self-employed, or
unemployed. Spouses
who do not work are
also eligible to enroll
on their spouse’s
coverage.

Effective 1/1/14, this
population will be
covered to 100% of
the FPL.

Retroactive Eligibility,
Assurance of
Transportation

Population 12

Working Disabled
Adults (ages 19-64)
(Individual Plan)

Effective through
12/31/13 individuals
up to and including
200% FPL, who are

ineligible for Medicaid

due to employment
earnings, and who
otherwise, except for
earned income, would
be eligible to receive
Supplemental Security
Income (SSI) benefits.
Effective 1/1/14, this
population will be
covered to 100% of
the FPL.

As Above

Population 13
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Demonstration
Expansion Groups

FPL and/or Other
Qualifying Criteria

Applicable Waivers
and CNOMs

(See Waiver List
Summary)

Demonstration
Population
(See Paragraph 57)

Full-time College
Students (ages 19-22)
(Individual Plan)

Effective through
12/31/13 full time
college students with
FPL not to exceed
200% (limited to
3,000 participants)
and who do not have
access to employer
sponsored insurance
or creditable
insurance coverage.
Effective 1/1/14, this
population will be
covered to 100% of
the FPL.

As Above

Population 14

Foster Parents (ages
19-64) (Individual
Plan)

Effective through
12/31/13 individuals
up to and including
200% FPL, who

work full-time or part-
time. Spouses who do
not work are also
eligible to enroll on
their working spouse’s
coverage.

Effective 1/1/14, this
population will be
covered to 100% of
the FPL.

As Above

Population 15

Qualified Employees
of Not-for-profit

Businesses (ages 19-
64) (Individual Plan)

Effective through
12/31/13 individuals
up to and including
200% FPL, who
work for a not-for-
profit with 500 or
fewer employees.
Spouses who do not
work are also eligible
to enroll on their
working spouse’s
coverage. Effective
1/1/14, this population
will be covered to
100% of FPL.

As Above

Population 16
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Demonstration Expansion
Groups

Authority

FPL and/or Other
Qualifying Criteria

Non-Disabled Low-Income Workers
and Spouse (ages 19- 64)
(Employer Sponsored Plan)

Oklahoma Senate Bill 1546

Up to and including 200 percent
FPL, who work for a qualified
employer with 200 or fewer
employees. Spouses who do not
work are also qualified to enroll
on their working spouse’s
coverage.

Full-Time College Students (ages
19-22) (Employer Sponsored Plan)

Oklahoma House Bill 2842

Full-time college students with
FPL not to exceed 200 percent
(limited to 3,000 participants),

who have no creditable health

insurance coverage, work for a
qualifying employer.

Foster Parents (ages 19-64)
(Employer Sponsored Plan)

Oklahoma House Bill 2713

Up to and including 200 percent
FPL, who work full-time or part-
time for a qualified employer.
Spouses who do not work are
also qualified to enroll on their
working spouse’s coverage. NO
limit on employer.

Qualified Employees of Not-for-
Profit Businesses (ages 19-64)
(Employer Sponsored Plan)

Oklahoma Senate Bill 1404

Up to and including 200 percent
FPL, who work for a qualified
employer with access to an ESI
with 500 or fewer employees.
Spouses who do not work

are also qualified to

enroll on their working.

Non-Disabled Low-Income Workers
and Spouse (ages 19-64)
(Individual Plan)

Oklahoma Senate Bill 1546

Individuals up to and
including 100 percent FPL,
who are self-employed, or
unemployed. Spouses who do
not work are also qualified to
enroll on their spouse’s
coverage.

Working Disabled Adults (ages
19-64) (Individual Plan)

Oklahoma Senate Bill 1546

Individuals up to and
including 100 percent FPL,
who are not qualified for
Medicaid due to employment
earnings, and who otherwise,
except for earned income,
would be qualified to receive
benefits.

Full-Time College Students (ages 19-
22) (Individual Plan)

Oklahoma House Bill 2842

Full-time college students with
FPL not to exceed 100 percent
FPL (limited to 3,000
participants), who do not have
access to employer sponsored
insurance and do not have
creditable insurance coverage.
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Demonstration Expansion Authority FPL and/or Other

Groups Qualifying Criteria
Individuals up to and including
Foster Parents 200 percent FPL, who work
(ages 19-64) Oklahoma House Bill 2713 full-time or part- time.
(Individual Spouses who do not work are
Plan) also qualified to enroll on their

working spouse’s coverage.

Individuals up to and

Qualified Employees of Not- including 200 percent
for- Profit Businesses (ages Oklahoma Senate Bill 1404 FPL, who work for a not-
19-64) (Individual Plan) for- profit with 500 or

fewer employees.
Spouses who do not work
are also qualified.

Appendix B: A Historical Timeline of the SoonerCare Choice Program

July 1, 1993 State leadership passes Title 63 of the Oklahoma Statute directing the
Oklahoma Health Care Authority as the single state Medicaid agency, and
to convert the Medicaid program to managed care.

January 1995 The Health Care Financing Administration approved operating SoonerCare
under a Section 1915(b) managed care waiver.
July 1996 The State implements SoonerCare Choice, a partially capitated model for

specific rural areas of the State utilizing primary care case management, and
SoonerCare Plus®, a capitated model in urban areas utilizing fee-for-service.

1997 The SoonerCare Choice program is taken statewide in rural areas.

December 31, 2002 The State terminates the SoonerCare Plus® programand transitions
managed care enrollees to the SoonerCare Choice primary care case
management model statewide.

January 1, 2004 CMS approved extending the program from January 1, 2004 through
December 31, 2006.

January 2005 CMS approved the Breast and Cervical Cancer population for
SoonerCare Choice.

September 30, CMS approved adding coverage for TEFRA children.

2005

December 21, 2006 CMS approved extending the program from January 1, 2007 through
December 31, 2009.

January 3, 2009 a) CMS approved changing the service delivery model from a Prepaid

Ambulatory Health Plan (PAHP) to an exclusive Primary Care Case
Management (PCCM) model. The patient-centered medical home was
implemented.

b) CMS approved expanding the description of qualified PCPs to permit
County Health Departments to serve as medical homes for members who
choose those providers.

C) CMS approved the option for the voluntary enrollment of children in
State or Tribal custody in the Demonstration.

> The SoonerCare Plus program contracted with health maintenance organizations for individuals in urban communities.
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Appendix B: A Historical Timeline of the SoonerCare Choice Program

d) CMS approved the SoonerExcel incentive payment program for
PCPs to build upon the EPSDT and fourth DTaP Bonus program.

e) CMS approved adding $1 copay for non-pregnant adults in SoonerCare.

December 30, 2009

a) CMS approved extending the program from January 1, 2010 to
December 31, 2012.

b) CMS approved the Health Access Network (HAN) pilot program.

December 31, 2012

a) CMS approved extending the program from January 1, 2013 to
December 31, 2015.

b) CMS approved removal of the waiver authority that allowed the State
to exclude parental income in determining eligibility for children with
disabilities who are qualified for the TEFRA category because the State
has this authority under the State Plan.

C) CMS approved the Health Management Program, as reflected in
Section VII to rename nurse care managers as health coaches and to
increase face-to-face care management by embedding health coaches
within physician practices with the highest concentration of members with
chronic illnesses.

July 23, 2013

CMS approved the early adoption of the Systems Simplification
Implementation.

September 6, 2013

a) CMS approved adding the mandatory Title XXI Targeted Low-
Income Child eligibility group for children ages 0-18.

b) CMS approved adding to the SoonerCare Eligibility Exclusions list
individuals in the Former Foster Care group and pregnant women with
incomes between 134 percent and 185 percent FPL.

C) CMS approved referencing the calculation of Modified Adjusted
Gross Income (MAGI) for determination of SoonerCare eligibility.

August 13, 2014

CMS approved removal of individuals with other creditable health
insurance coverage from the SoonerCare Choice demonstration. Other
technical changes were made to clarify language in the STCs.

July9, 2015 CMS approved extending the program from January 1, 2016 to
December 31, 2016.
January 2016 The SoonerCare Pain Management program was implemented.

June 29, 2016

Leon Bragg, DDS, Chief Dental Officer for the OHCA was recognized by
Delta Dental of Oklahoma for his service as President of the Medicaid
Medicare Children’s Health Insurance Program (CHIP) Services Dental
Association (MSDA).

July 11, 2016

Text4Baby (T4b) enrolled its 1 millionth participant the largest mobile
health initiative in the nation.

August 22, 2016

Dr. Mike Herndon named Chief Medical Officer of the Oklahoma Health Care
Authority.

August 29, 2016

Nico Gomez announced he was stepping down as Chief Executive
Officer of the Oklahoma Health Care Authority. His last day was
September 30, 2016.

September 9, 2016

State Medicaid Director Becky Pasternik-lkard accepted position of Chief
Executive Officer of the Oklahoma Health Care Authority.

November 30, 2016

The Oklahoma Office of Management and Enterprise Services (OMES)
released the RFP for SoonerHealth+, The fully capitated, statewide model of
care coordinated that is being developed for Oklahoma Medicaid’s ABD
population.
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Appendix B: A Historical Timeline of the SoonerCare Choice Program

CMS approved extending the program from January 1, 2017 to
December 31, 2017.

December 12, 2016 The Oklahoma Health Care Authority (OHCA) comes in at number ten of
Workplace Dynamic’s “Top Workplaces,” a list of the best places to work in
Oklahoma. The OHCA was included, for the second year in a row.

May 25, 2017 The chairman of the Oklahoma Health Care Authority board, Charles ‘Ed’
McFall, has been named Rural Health Advocate of the Year by the Rural
Health Association of Oklahoma.

June 17, 2017 The Oklahoma Health Care Authority cancelled the Request for Proposal
(RFP) for SoonerHealth+, the fully capitated, statewide model of care
coordination for Oklahoma Medicaid’s aged, blind and disabled (ABD)
population.

Appendix B: A Historical Timeline of the Insure Oklahoma Program

August 2001 President Bush approved the Health Insurance Flexibility and
Accountability waiver policy.
April 20, 2004 State legislators pass Senate Bill 1546 authorizing OHCA to develop an

assistance program for employees of small businesses (25 or fewer) and
individuals to purchase state-sponsored health plans under the state Medicaid
program.

September 30, 2005 CMS approved OHCA’s Health Insurance Flexibility and Accountability
waiver amendment providing insurance coverage to adults employed by small
employers and working disabled adults. Originally named the Oklahoma
Employers/Employees Partnership for Insurance Coverage (O-EPIC), the
program was included in the 1115(a) SoonerCare Choice Research and
Demonstration waiver.

December 21, 2006 CMS approved increasing the Insure Oklahoma ESI employer size to 50
or fewer employees.

February 21, 2007 Oklahoma Senate passes Senate bill 424, the All Kids Act.

March 1, 2007 CMS approved the Insure Oklahoma IP program, which was created to
serve those individuals who did not have access to ESI coverage.

January 3, 2009 a) CMS approved increasing the Insure Oklahoma ESI employer size to

250 or fewer employees.

b) CMS approved the Insure Oklahoma eligibility group of full-
time college students ages 19 to 22 up to 200 percent of the FPL,

with a cap of 3,000 members.
¢) CMS approved amending cost sharing requirements for the Insure
Oklahoma program.

June 22, 2009 CMS approved the Title XXI stand-alone CHIP State Plan amendment for
children in the Insure Oklahoma program with incomes from 186 percent to
300 percent FPL.

December 30, 2009 a) CMS approved to expand eligibility under the Insure Oklahoma
program for non- disabled working adults and their spouses,
disabled wording adults and full-time college students, from 200
percent FPL up to and including 250 percent FPL.

b) CMS approved the Insure Oklahoma eligibility group of foster
parents up to 250 percent of the FPL.

C) CMS approved the Insure Oklahoma eligibility group of employees
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of not-for-profit businesses having fewer than 500 employees, up to
and including 250 percent of the FPL.

August 1, 2011 CMS approved elimination of the $10 copay for the initial prenatal
visit under the Insure Oklahoma Individual Plan program.
December 31, 2012 a) CMS reduced the financial eligibility under the Insure Oklahoma

program for all populations from up to and including 250 percent
FPL to up to and including 200 percent FPL. While OHCA
continues to have authority up to 250 percent FPL, this programmatic
change indicates the current FPL utilization.

b) CMS approved limiting the adult outpatient behavioral health
benefit in the Insure Oklahoma Individual Plan program by
limiting the number of visits to 48 per year consistent with the
limitation for behavioral health visits for children. This benefit is
limited to individual licensed behavioral health professionals
(LBHPs).

September 6, 2013 a) CMS approved eligibility under the Insure Oklahoma program for
populations qualified for the Individual Plan from up to and including
200 percent FPL to be reduced to up to and including 100 percent
FPL. New demonstration populations were separately defined for the
Individual Plan coverage populations. The new demonstration
populations were added to the Expenditure Authorities and the
Demonstration Expansion Groups in the eligibility chart. CMS
approved extending the ESI and IP programs through December 31,
2014,

b) CMS approved deleting the Individual Plan benefits and cost-
sharing charts from the Special Terms and Conditions in order to
add language to reference the State changing the benefits and cost
sharing for the Insure Oklahoma Individual Plan in order to align
with federal regulations.

June 27, 2014 CMS approved extending the Insure Oklahoma program through
December 31, 2015.

July9, 2015 CMS approved extending the program from January 1, 2016 to December 31,
2016.

March 2016 Insure Oklahoma completed its online enrollment systems project

March 4, 2016 The Oklahoma Health Care Authority submitted an amendment to the 1115

demonstration waiver known as Insure Oklahoma Program known as
Sponsor’s Choice.

November 30, 2016 CMS approved extending the program from January 1, 2017 to
December 31, 2017.

Appendix C: Insure Oklahoma Monitoring
The OHCA began work on a new system migration for online enrollment of the 10 program
which includes the enrollment numbers for Insure Oklahoma. Therefore, none of the Insure
Oklahoma table data was reported during the first quarter of the 2016 year.

Average Monthly Premium Assistance Contribution per ESI Member and Cost PMPM for IP Member
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Quarter | ESI Monthly Average | IP Average Cost PMPM
Jan-Mar 2008 | $228.74 | $283.97
Apr-Jun 2008 | $229.21 | $273.04
Jul-Sep 2008 | $234.35 | $290.24
Oct-Dec 2008 | $236.91 | $328.70
Jan-Mar 2009 | $240.07 | $278.30
Apr-Jun 2009 | $244.32 | $311.81
Jul-Sep 2009 | $246.23 | $321.29
Oct-Dec 2009 | $249.63 | $339.70
Jan-Mar 2010 | $254.34 | $313.84
Apr-Jun 2010 | $257.48 | $309.93
Jul-Sep 2010 | $260.57 | $325.33
Oct-Dec 2010 | $270.44 | $313.32
Jan-Mar 2011 | $273.20 | $318.01
Apr-June 2011 | $277.39 | $336.42
Jul-Sep 2011 | $280.06 | $337.36
Oct-Dec 2011 | $281.78 | $352.93
Jan-Mar 2012 | $285.85 | $325.56
Apr-Jun 2012 | $286.12 | $357.86
Jul-Sep 2012 | $285.55 | $338.17
Oct-Dec 2012 | $288.47 | $331.11
Jan-Mar 2013 | $287.29 | $346.71
Apr-Jun 2013 | $289.40 | $336.85
Jul-Sep 2013 | $293.11 | $364.26
Oct-Dec 2013 | $298.93 | $408.05
Jan-Mar 2014 | $299.71 | $621.16
Apr-Jun 2014 | $292.21 | $480.66
Jul-Sep 2014 | $295.84 | $443.06
Oct-Dec 2014 | $297.94 | $450.62
Jan-Mar 2015 | $302.81 | $419.92
Apr-Jun 2015 | $307.08 | $460.93
Jul-Sep 2015 | $311.68 | $473.49
Oct-Dec 2015 | $313.51 | $438.17
Jan-Mar 2016 | $325.46 | $549.72
Apr-Jun 2016 | Unavailable | $422.25
Jul-Sep 2016 | $340.52 | $418.84
Oct-Dec 2016 | $336.26 | $373.43
Jan-Mar 2017 | $357.16 | $393.49

ESI Average PMPM Total Cost for 2016: $344.08 (OHCA separates the employee,
spouse, student and dependent categories). The OHCA was also missing data for the
second quarter (April —June) for this calendar year. ESI PMPM 2017 three month average
$357.16

IP Average PMPM Total Cost for 2016: $ 441.06 1P PMPM 2017 three month averages: $393.49
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In 2016 The Oklahoma Health Care Authority switched to an online system for enrollment
of providers and members. This created a delay in the way in which numbers were gathered
for the reporting documentation for accuracy. This was reported each month to CMS and
the methodology changed around May 2016 moving forward. The numbers may appear
inconsistent from previous years for this reason.

Contributions by Employers Pre- and Post- Participation in ESI Total annual employer
premiums pre-implementation: $13,636,335

Total annual amount paid by employers toward subsidized employees’ premiums 2016:
$14,650,644.10. For 2017 the total amount is for the first quarter of 2017 $4,323,321.23.

Total Costs PMPM for ESI and IP Members Including Reimbursements of Out-of-Pocket
Expenses over Five Percent of Gross Income. The first quarter of 2017 will be represented in
this chart due to timing of data available.

Year Total Average Cost PMPM, ESI Total Average Cost
2008 $234.82 $299.62
2009 $248.40 $317.69
2010 $265.57 $315.97
2011 $287.01 $336.76
2012 $294.16 $337.91
2013 $302.91 $363.34
2014 $305.26 $501.55
2015 $318.53 $447.69
2016 $346.05 $419.60
2017 (three month average) $366.49 $393.25

This table includes total cost of out of pocket expenses of all eligible member and
employer expenses prior to meeting their 5 percent threshold. The numbers in this table
were reconfigured due to a refinement in methodology in 2016. The first quarter of 2017
will be represented in this chart due to timing of data available.

Year Total Employer Contribution
2008 $6,371,915.40
2009 $11,303,340.57
2010 $15,092,287.60
2011 $15,749,806.23
2012 $14,900,847.59
2013 $14,051,782.26
2014 $12,251,882.15
2015 $13,248,870,.04
2016 $14,650,644.10

2017 (three months of reporting) $4,323,321.23
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ESI Health Plan Monitoring

Insure Oklahoma program staff monitor ESI qualified health plans as they are
submitted for each year and ensure that the benefits covered and cost-sharing
requirements meet OHCA rules and standards. Due to federal mandates, staff has noted
that newer health plans have more expenses that accumulate toward the out-of-pocket
maximums. Some of the older plans’ costs, such as copays, do not apply to out-of-pocket,

while in newer plans they do.

Appendix D: Recent Quality Assurance Monitoring for the SoonerCare Choice Program

Year Survey Time Period of Data Collected EQRO
2016 2016 Child CAHPS® Medicaid Survey 5.0H February 2015 to June 2016 Telligen / Morpace
2016 2016 Adult CAHPS® Medicaid Survey 5.0H February 2015 to June 2016 Telligen / Morpace
2017 2017 Child CAHPS® Medicaid Survey 5.0H February 2016 to June 2017 Telligen / Morpace
2017 2017Adult CAHPS® Medicaid Survey 5.0H Data will not be available until 2018

Appendix E: CAHPS® Medicaid Adult and Child Member Satisfaction Survey Results

The OHCA annually conducts the Consumer Assessment of Health Provider and Systems
(CAHPS) survey designed for children. The sample is from members enrolled via the
Children’s Health Insurance Program (CHIP) for his survey.

CAHPS® Child Survey (CHIP) 2014 2015 2016 2017

Key Measure Summary Rate Summary Rate Summary Rate Summary Rate
Getting Needed Care 89% 85% 89% 81%
Getting Care Quickly 92% 92% 93% 92%
How Well Doctors 97% 96% 97% 96%
Customer Service 88% 86% 86% 91%
Shared Decision Making Not Applicable 78% 78% 80%
Rating of Health Care 85% 87% 88% 84%
Rating of Personal Doctor 88% 89% 89% 88%
Rating of Specialist 89% 88% 83% 81%
Rating of Health Plan 86% 87% 86% 87%

CAHPS® adult member satisfaction survey shows improvement compared to SFY 2015,
SoonerCare Adult member satisfaction rates held steady or increased slightly in all key
measures other than Rating of Specialist.
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CAHPS® Adult Survey 2016 Key 2014 2015 2016

Measure Summary Rate Summary Rate Summary Rate
Getting Needed Care 82% 85% 85%
Getting Care Quickly 82% 82% 84%
How WeI_I Doctors 90% 90% 91%
Communicate
Customer Service 82% 92% 87%
Shared Decision Making Not Applicable T1% 7%
Rating of Health Care 68% 2% 74%
Rating of Personal Doctor 79% 80% 81%
Rating of Specialist 83% 78% 83%
Rating of Health Plan 73% 73% 67%

For comprehensive CAHPS® survey results, please visit Studies and Evaluations
under the Member Satisfaction Surveys of the OHCA Data and Reports website.
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	I. HISTORICAL NARRATIVE SUMMARY 
	 
	Demonstration Background 
	In 1993, the State of Oklahoma was in the process of reforming the Medicaid program in order to improve access to care, quality of care, and cost effectiveness. During the 1993 legislative session, Oklahoma State leadership passed legislation1 that directed the Oklahoma Health Care Authority (OHCA), as the state entity designated by law, to assume the responsibilities for the preparation and development for converting the present delivery of the Oklahoma Medicaid Program to a managed care system. 
	1 Title 63, §63-5009 of the Oklahoma Statutes. 
	1 Title 63, §63-5009 of the Oklahoma Statutes. 
	 
	 
	 
	 

	 
	The OHCA worked collaboratively with state leadership, providers and stakeholders to propose a program that was innovative and unique to Oklahoma. The Oklahoma SoonerCare Choice demonstration was approved by the Health Care Financing Administration in January 1995 under a 1915(b) managed care waiver. The managed care program was subsumed under a Section 1115(a) Research and Demonstration Waiver on January1, 1996. The SoonerCare Choice program began as a partially-capitated, primary care case management (PCC
	 
	In addition to the PCCM delivery system, in January 2009, OHCA implemented the patient- centered medical home in order to furnish each member with a primary care provider (PCP), otherwise known as “Medical Home”. The OHCA continues to use this model today. 
	 
	In the current SoonerCare Choice medical home model, members actively choose their medical home from a network of contracted SoonerCare providers. Members can change PCPs with no delay in the enrollment effective date. SoonerCare Choice providers are paid monthly care coordination payments for each member they provide services to on their panel in amounts that vary depending on the level of medical home services provided and the mix of adults and children the provider accepts. Providers also qualify for per
	 
	Outside of care coordination, all other services provided in the medical home, as well as by specialist, hospitals or other providers, are reimbursed on a fee-for-service basis. Members receive primary care services from their medical home PCP without a referral. For certain specialty services provided outside of the medical home, members are required to obtain a referral from their PCP. 
	 
	SoonerCare Choice members receive SoonerCare benefits, which are State Plan benefits. The SoonerCare benefits plan does provide the enhanced benefit of unlimited physician visits (as medically necessary with the PCP) as compared to the State Plan, which limits physician services to four visits per month, including specialty visits for adults. 
	The SoonerCare Choice demonstration serves individuals who qualify for the Mandatory and Optional State Plan groups. Refer to Appendix A for a list of the SoonerCare Choice eligibility groups. 
	In accordance with Title 56 of the Oklahoma Statutes, the 1115(a) demonstration also serves individuals not qualified for SoonerCare Choice, but who qualify for the Insure Oklahoma program. The Insure Oklahoma program, enabled by State Legislation in April 2004, includes the Employer Sponsored Insurance (ESI) program and the Individual Plan (IP). Refer to Appendix A to review a list of Insure Oklahoma populations. Individuals in ESI receive assistance with payment for their premiums based on the Insure Okla
	2 Insure Oklahoma qualified health plan requirements can be found at Oklahoma Administrative Code 317:45-5-1 
	2 Insure Oklahoma qualified health plan requirements can be found at Oklahoma Administrative Code 317:45-5-1 

	Refer to Appendix B for a detailed history of the SoonerCare Choice and Insure Oklahoma programs and the corresponding program amendments. 
	Objectives Approved for the 2016 - 2018 Demonstration 
	The OHCA’s objectives for the SoonerCare Choice demonstration are representative of the goals of the agency and the state. The OHCA was approved by the Centers for Medicare & Medicaid Services (CMS) for a one year extension for 2017 on November 30, 2016 and for the following objectives for the 2016 - 2018 extension period. The OHCA is currently pending approval for the final demonstration year. 
	 
	 Waiver Objective 1: To improve access to preventive and primary care services; 
	 Waiver Objective 1: To improve access to preventive and primary care services; 
	 Waiver Objective 1: To improve access to preventive and primary care services; 
	 Waiver Objective 1: To improve access to preventive and primary care services; 

	 Waiver Objective 2: To provide each member with a medical home; 
	 Waiver Objective 2: To provide each member with a medical home; 

	 Waiver Objective 3: To integrate Indian Health Services (IHS) eligible beneficiaries and IHS and tribal providers into the SoonerCare delivery system; 
	 Waiver Objective 3: To integrate Indian Health Services (IHS) eligible beneficiaries and IHS and tribal providers into the SoonerCare delivery system; 

	 Waiver Objective 4: To expand access to affordable health insurance for low income working adults and their spouses; and 
	 Waiver Objective 4: To expand access to affordable health insurance for low income working adults and their spouses; and 

	 Waiver Objective 5: To optimize quality of care through effective care management. 
	 Waiver Objective 5: To optimize quality of care through effective care management. 



	Evaluation of 2016 - 2018 Objective Measures 
	In order to ensure that the OHCA is successfully meeting the stated objectives, the agency evaluates the SoonerCare Choice program through evaluation measures that assess each of the waiver objectives. The OHCA’s progress in meeting the 2016 - 2018 objectives are detailed in section VI Demonstration Evaluation of this document with data to date of December 2016. An overview of each waiver objective is listed below. 
	 
	Waiver Objective 1: Access to Care (Hypos 1, 2, 4 & 5) 
	Through the Healthcare Effectiveness Data and Information Set (HEDIS®) and the Consumer Assessment of Health Plan Surveys (CAHPS®), the OHCA’s SoonerCare Choice program has shown effectiveness in providing access to care. The most recent outcomes of the HEDIS® and CAHPS® surveys are from June 2017. The information is updated on an annual basis. 
	 
	Waiver Objective 2: Medical Home (Hypos 3 & 4) 
	The OHCA continues to increase the number of SoonerCare providers and to ensure that each member has a medical home. The number of SoonerCare contracted providers has continued to increase since the January 2013 baseline year in accordance with our monthly Fast Fact reports through the OHCA. In July 2016 there were 2,701 SoonerCare Choice PCPs. There are a total of 2,770 SoonerCare Choice PCPs as of May 2017. 
	 
	Waiver Objective 3: Integration of IHS Beneficiaries and Providers (Hypo 6) 
	The OHCA continues to integrate Indian health members and providers into the SoonerCare Choice program. As of December 2016, the ratio of Native American SoonerCare members with an Indian Health Services, Tribal facilities and/or Urban Indian Clinics (I/T/U) PCP with SoonerCare Choice, and those Native American SoonerCare members with an I/T/U PCP only was 8:2. 
	 
	Wavier Objective 4: Providing Access to Affordable Health Insurance (Hypos 3 & 5) 
	The OHCA believes that the number of Insure Oklahoma PCPs will continue to be maintained throughout the 2018 extension period. The 2016 CAHPS ® survey indicates satisfactory responses for scheduling an appointment as soon as needed for the majority of both the Adult and Child survey respondents surveyed. In July 2016 there were 2,129 Insure Oklahoma IP PCPs. There are a total of 2,204 Insure Oklahoma IP PCPs as of May 2017. 
	 
	Waiver Objective 5: Care Management (Hypos 7, 8 & 9) 
	The OHCA provides comprehensive care management to individuals with chronic conditions in the Health Management Program (HMP), as well as individuals with complex health care needs in the Health Access Network (HAN) pilot program. The HMP program continues to utilize nurse care management for individuals engaged in the program and practice facilitation for practices that care for SoonerCare Choice members. Both programs continue to show significant improvements. 
	To review the evaluation measures in their entirety, refer to Section VI Demonstration Evaluation 
	Demonstration Hypotheses 
	The state will test the demonstration hypotheses listed in Section XIV, Evaluation of the Demonstration, of the Special Terms and Conditions (STC). 
	 
	Proposed Objectives for the 2019 - 2021 Extension 
	The State proposes to continue the main objectives for the 2019 - 2021 extension. 
	 
	 Waiver Objective 1: To improve access to preventive and primary care services; 
	 Waiver Objective 1: To improve access to preventive and primary care services; 
	 Waiver Objective 1: To improve access to preventive and primary care services; 
	 Waiver Objective 1: To improve access to preventive and primary care services; 

	 Waiver Objective 2: To provide each member with a medical home; 
	 Waiver Objective 2: To provide each member with a medical home; 

	 Waiver Objective 3: To integrate Indian Health Services (IHS) eligible beneficiaries and IHS and tribal providers into the SoonerCare delivery system; 
	 Waiver Objective 3: To integrate Indian Health Services (IHS) eligible beneficiaries and IHS and tribal providers into the SoonerCare delivery system; 

	 Waiver Objective 4: To expand access to affordable health insurance for low income working adults and their spouses; and 
	 Waiver Objective 4: To expand access to affordable health insurance for low income working adults and their spouses; and 

	 Waiver Objective 5: To optimize quality of care through effective care management 
	 Waiver Objective 5: To optimize quality of care through effective care management 



	 
	II. REQUESTED CHANGES FOR THE 2019 - 2021 DEMONSTRATION 
	 
	The SoonerCare Choice and Insure Oklahoma § 1115(a) Research and Demonstration Waiver is currently approved through December 31, 2017. The final 2018 demonstration year is pending CMS approval. Oklahoma is aware that the SoonerCare/Insure Oklahoma Demonstration Waiver will need to be amended in order to include any provision of changes to the program(s) as noted within the demonstration waiver renewal. Oklahoma requests a renewal of the waiver program(s) for the period of January 1, 2019 through December 31
	 
	The OHCA wishes to remove the pilot status of the Health Access Networks (HAN) to allow the possibility of "statewideness". The number one item listed on the waiver list of the approval package, Statewideness in accordance with Section 1902(a)(1), will also be removed from the waiver list in the demonstration for this renewal period. 
	 
	III. 2019-2021 WAIVER LIST, EXPENDITURE AUTHORITIES AND COMPLIANCE WITH SPECIAL TERMS AND CONDITIONS 
	 
	The State requests the following waiver list and expenditure authorities for the 2019 - 2021 renewal of the demonstration. Additionally, the State complies with the current Special Terms and Conditions (STCs). 
	 
	Waiver List 
	The State requests the following Waiver List as approved in the 2018 SoonerCare Choice demonstration with the below change to reflect the possibility of statewideness for the HANs. 
	1.   Statewideness/Uniformity Section 1902(a)(1) 
	To  enable  the  state  to  provide  Health  Access  Networks  (HANs)  only  in  certain geographical areas of the State. 
	 
	2. 1. Freedom of Choice Section 1902(a) (23)(A) 
	To enable the state to restrict beneficiaries’ freedom of choice of care management providers  and  to  use  selective  contracting  that  limits  freedom  of  choice  of  certain provider groups to the extent that the selective contracting is consistent with beneficiary 
	access to quality services. No waiver of freedom of choice is authorized for family planning providers. 
	 
	3. 2. Retroactive Eligibility Section 1902(a)(34) 
	To enable the state to waive retroactive eligibility for demonstration participants with the exception of Tax Equity and Fiscal Responsibility Act (TEFRA) and Aged, Blind and Disabled populations. 
	 
	Expenditure Authorities 
	The State requests the following Expenditure Authorities for the 2019 - 2021 demonstration renewal. 
	 
	1. Demonstration Population 5. 
	1. Demonstration Population 5. 
	1. Demonstration Population 5. 


	Expenditures for health benefits coverage for individuals who are “Non-Disabled Low- Income Workers” ages 19-64 years old, who work for a qualifying employer, and have no more than 200 percent of the federal poverty level (FPL) and their spouses. 
	 
	2. Demonstration Population 6. 
	2. Demonstration Population 6. 
	2. Demonstration Population 6. 


	Expenditures for health benefit coverage for individuals who are “Working Disabled Adults ages 19-64 years of age, who work for a qualifying employer and have income up to 200 percent of the FPL. 
	 
	3. Demonstration Population 8. 
	3. Demonstration Population 8. 
	3. Demonstration Population 8. 


	Expenditures for health benefit coverage for no more than 3,000 individuals at any one time who are full-time college students ages 19-22 and have income not to exceed 200 percent of the FPL, who have no creditable health insurance coverage and work for a qualifying employer. 
	 
	4. Demonstration Population 10. 
	4. Demonstration Population 10. 
	4. Demonstration Population 10. 


	Expenditures for health benefit coverage for foster parents who work for a qualified employer and their spouses with household incomes no greater than 200 percent of the FPL. 
	 
	5. Demonstration Population 11. 
	5. Demonstration Population 11. 
	5. Demonstration Population 11. 


	Expenditures for health benefit coverage for individuals who are employees and their spouses of not-for-profit businesses with 500 or fewer employees, work for a qualifying employer and with household incomes no greater than 200 percent of the FPL. 
	 
	6. Demonstration Population 12. 
	6. Demonstration Population 12. 
	6. Demonstration Population 12. 


	Expenditures for health benefit coverage for individuals who are “Non-Disabled Low- Income Workers” 19-64 years of age, whose employer elects not to participate in the Premium Assistance Employer Coverage Plan, as well as those who are self-employed or unemployed (and seeking work) and who have income up to 100 percent of the FPL and their spouses. 
	 
	7. Demonstration Population 13. 
	7. Demonstration Population 13. 
	7. Demonstration Population 13. 


	Expenditures for health benefits coverage for individuals who are “Working Disabled Adults” 19-64 years of age, whose employer elects not to participate in the Premium Assistance Employer Coverage Plan, as well as those who are self-employed or unemployed (and seeking work) and 
	who have income up to 100 percent of the FPL. 
	 
	8. Demonstration Population 14. 
	8. Demonstration Population 14. 
	8. Demonstration Population 14. 


	Expenditures for health benefit coverage for no more than 3,000 individuals at any one time who are full-time college students ages 19-22 and have income not to exceed 100 percent of the FPL, who have no creditable health insurance coverage and do not have access to the Premium Assistance Employer Coverage Plan. 
	 
	9. Demonstration Population15. 
	9. Demonstration Population15. 
	9. Demonstration Population15. 


	Expenditures for health benefit coverage for individuals who are working foster parents, whose employer elects not to participate in the Premium Assistance Employer Coverage Plan and their spouses, who have household incomes no greater than 100 percent of the FPL. 
	 
	10. Demonstration Population16. 
	10. Demonstration Population16. 
	10. Demonstration Population16. 


	Expenditures for health benefit coverage for individuals who are employees and their spouses of not-for-profit businesses with 500 or fewer employees with household incomes no greater than 100 percent of the FPL, and do not have access to the Premium Assistance Employer Coverage Plan. 
	 
	11. Health Access Networks Expenditures. 
	11. Health Access Networks Expenditures. 
	11. Health Access Networks Expenditures. 


	Expenditures for Per Member Per Month payments made to the Health Access Networks for case management activities. 
	 
	12. Premium Assistance Beneficiary Reimbursement. 
	12. Premium Assistance Beneficiary Reimbursement. 
	12. Premium Assistance Beneficiary Reimbursement. 


	 Expenditures for reimbursement of costs incurred by individuals enrolled in the Premium Assistance Employer Coverage Plan and in the Premium Assistance Individual Plan that are in excess of five percent of the annual gross family income. 
	 
	13. Health Management Program. 
	13. Health Management Program. 
	13. Health Management Program. 


	 Expenditures  for  otherwise  non-covered  costs  to  provide  health  coaches  and  practice facilitation services through the Health Management Program. 
	 
	Title XIX Requirements Not Applicable to the Demonstration Expenditure Authorities 
	Not applicable to Demonstration Populations: 5,6,8,10,11,12,13,14, 15, and16. 
	1. Comparability; Section 1902(a)(10)(B) and 1902(a)(17) 
	1. Comparability; Section 1902(a)(10)(B) and 1902(a)(17) 
	1. Comparability; Section 1902(a)(10)(B) and 1902(a)(17) 


	To   permit the State to provide different benefit packages to individuals in demonstration  populations  5,  6,  8,  10 and 11 who are enrolled in the Premium Assistance Employer Coverage Plan that may vary by individual. 
	2. Cost Sharing Requirements; Section 1902(a)(14) insofar as it incorporates Section 1916 
	2. Cost Sharing Requirements; Section 1902(a)(14) insofar as it incorporates Section 1916 
	2. Cost Sharing Requirements; Section 1902(a)(14) insofar as it incorporates Section 1916 


	To permit the State to impose premiums, deductions, cost sharing and similar charges that exceed the statutory limitations to individuals in populations 5, 6, 8, 10 and 11 who are enrolled in the Premium Assistance Employer Coverage Plan. 
	  
	3. Freedom of Choice; Section 1902(a)(23)(A) 
	3. Freedom of Choice; Section 1902(a)(23)(A) 
	3. Freedom of Choice; Section 1902(a)(23)(A) 


	To permit the State to restrict the choice of provider for beneficiaries qualified under populations 5, 6, 8, 10 and 11 enrolled in the Premium Assistance Employer Coverage Plan. No waiver of freedom of choice is authorized for family planning providers. 
	4. Retroactive Eligibility; Section 1902(a)(34) 
	4. Retroactive Eligibility; Section 1902(a)(34) 
	4. Retroactive Eligibility; Section 1902(a)(34) 


	To enable the State to not provide retroactive eligibility for demonstration participants in populations 5, 6, 8, 10, 11, 12, 13, 14, 15 and 16. 
	5. Early and  Periodic Screening, Diagnostic and  Treatment (EPSDT) Services;  Section 1902(a)(4)(B);  1902(a)(10)(A); and 1902(a)(43) 
	5. Early and  Periodic Screening, Diagnostic and  Treatment (EPSDT) Services;  Section 1902(a)(4)(B);  1902(a)(10)(A); and 1902(a)(43) 
	5. Early and  Periodic Screening, Diagnostic and  Treatment (EPSDT) Services;  Section 1902(a)(4)(B);  1902(a)(10)(A); and 1902(a)(43) 


	To exempt the State from furnishing or arranging for EPSDT services  for  full-time college students age 19  through age 22 who are defined in populations 8, and 14. 
	6. Assurance of Transportation; Sections 1902(a)(4); and 1902(a)(19); 42 CFR 431.53 
	6. Assurance of Transportation; Sections 1902(a)(4); and 1902(a)(19); 42 CFR 431.53 
	6. Assurance of Transportation; Sections 1902(a)(4); and 1902(a)(19); 42 CFR 431.53 


	To permit the State not to provide non- emergency transportation benefits to individuals in populations 12, 13, 14, 15 and 16 enrolled in the Insure Oklahoma Premium Assistance Individual Plan 
	 
	Compliance with Special Terms and Conditions 
	 
	1. Compliance with Federal Non-Discrimination Statutes. 
	1. Compliance with Federal Non-Discrimination Statutes. 
	1. Compliance with Federal Non-Discrimination Statutes. 
	1. Compliance with Federal Non-Discrimination Statutes. 



	The State complies with all applicable state and federal statutes relating to non- discrimination, including but not limited to, the American with Disabilities Act of 1990, Title VI of the Civil Rights Act of 1964, Section 504 of the Rehabilitation Act of 1973 and the Age Discrimination Act of 1975. 
	 
	2. Compliance  with  Medicaid  and  Children’s  Health  Insurance  Program  (CHIP)  Law, Regulation and Policy. 
	2. Compliance  with  Medicaid  and  Children’s  Health  Insurance  Program  (CHIP)  Law, Regulation and Policy. 
	2. Compliance  with  Medicaid  and  Children’s  Health  Insurance  Program  (CHIP)  Law, Regulation and Policy. 
	2. Compliance  with  Medicaid  and  Children’s  Health  Insurance  Program  (CHIP)  Law, Regulation and Policy. 



	The State complies with all Medicaid and CHIP program requirements in law, regulation and policy statement that are not expressly waived or identified as not applicable in the wavier and expenditure authority documents received from the Centers for Medicare and Medicaid Services (CMS) of which these terms and conditions are a part, including protections for Indians pursuant to Section 5006 of the American Recovery Reinvestment Act of 2009. 
	 
	3. Compliance with Changes in Medicaid and CHIP Law, Regulation and Policy (e.g. CHIPRA) 
	3. Compliance with Changes in Medicaid and CHIP Law, Regulation and Policy (e.g. CHIPRA) 
	3. Compliance with Changes in Medicaid and CHIP Law, Regulation and Policy (e.g. CHIPRA) 
	3. Compliance with Changes in Medicaid and CHIP Law, Regulation and Policy (e.g. CHIPRA) 



	Within the timeframes specified by law, regulation or policy statement, the State brings the Demonstration into compliance with changes in Federal and State law, regulations or policy that affect the Medicaid or CHIP programs that occur during this demonstration approval period, unless the provision change is expressly waived or identified as not applicable to the Demonstration. 
	 
	4. Impact on Demonstration of Changes in Federal Law, Regulation and Policy. 
	4. Impact on Demonstration of Changes in Federal Law, Regulation and Policy. 
	4. Impact on Demonstration of Changes in Federal Law, Regulation and Policy. 
	4. Impact on Demonstration of Changes in Federal Law, Regulation and Policy. 

	a) If change in federal law, regulation or policy results in a change in Federal Financial 
	a) If change in federal law, regulation or policy results in a change in Federal Financial 
	a) If change in federal law, regulation or policy results in a change in Federal Financial 




	Participation (FFP) for expenditures made under the Demonstration, the State submits modified budget neutrality and allotment neutrality agreements for CMS approval. The State recognizes that the modified agreements referred to in this subparagraph do not involve changes to trend rates for the budget neutrality agreement, and that modified agreements take effect on the date the relevant change (s) is implemented. 
	Participation (FFP) for expenditures made under the Demonstration, the State submits modified budget neutrality and allotment neutrality agreements for CMS approval. The State recognizes that the modified agreements referred to in this subparagraph do not involve changes to trend rates for the budget neutrality agreement, and that modified agreements take effect on the date the relevant change (s) is implemented. 
	Participation (FFP) for expenditures made under the Demonstration, the State submits modified budget neutrality and allotment neutrality agreements for CMS approval. The State recognizes that the modified agreements referred to in this subparagraph do not involve changes to trend rates for the budget neutrality agreement, and that modified agreements take effect on the date the relevant change (s) is implemented. 
	Participation (FFP) for expenditures made under the Demonstration, the State submits modified budget neutrality and allotment neutrality agreements for CMS approval. The State recognizes that the modified agreements referred to in this subparagraph do not involve changes to trend rates for the budget neutrality agreement, and that modified agreements take effect on the date the relevant change (s) is implemented. 
	Participation (FFP) for expenditures made under the Demonstration, the State submits modified budget neutrality and allotment neutrality agreements for CMS approval. The State recognizes that the modified agreements referred to in this subparagraph do not involve changes to trend rates for the budget neutrality agreement, and that modified agreements take effect on the date the relevant change (s) is implemented. 




	 
	b) The State complies with mandated changes in federal law that requires state legislation. Any mandatory changes will take effect the day the State law becomes effective or the last effective day required by the federal law. 
	b) The State complies with mandated changes in federal law that requires state legislation. Any mandatory changes will take effect the day the State law becomes effective or the last effective day required by the federal law. 
	b) The State complies with mandated changes in federal law that requires state legislation. Any mandatory changes will take effect the day the State law becomes effective or the last effective day required by the federal law. 
	b) The State complies with mandated changes in federal law that requires state legislation. Any mandatory changes will take effect the day the State law becomes effective or the last effective day required by the federal law. 
	b) The State complies with mandated changes in federal law that requires state legislation. Any mandatory changes will take effect the day the State law becomes effective or the last effective day required by the federal law. 




	 
	5. State Plan Amendments 
	5. State Plan Amendments 
	5. State Plan Amendments 
	5. State Plan Amendments 



	The State submits State Plan amendments if changes to the Demonstration affect populations qualified through the Medicaid or CHIP State Plans. 
	 
	6. Changes Subject to the Amendment Process. 
	6. Changes Subject to the Amendment Process. 
	6. Changes Subject to the Amendment Process. 
	6. Changes Subject to the Amendment Process. 



	The State agrees to not implement changes related to eligibility, enrollment, benefits, enrollee rights, delivery systems, cost sharing, sources of non-federal share of funding, budget neutrality or other comparable program elements without submission of an amendment request and receipt of prior approval by CMS. Amendments are not retroactive, and the State recognizes that FFP is not available for changes to the Demonstration that have not been approved through the proper amendment process. 
	 
	7. Amendment Process. 
	7. Amendment Process. 
	7. Amendment Process. 
	7. Amendment Process. 



	The State submits amendment requests to CMS no later than 120 days prior to the planned implementation date and the requests are not implemented until receipt of CMS approval. Amendment requests include all required elements, as outlined in (a) - (e) of this section, for CMS review. 
	 
	8. Extension of the Demonstration. 
	8. Extension of the Demonstration. 
	8. Extension of the Demonstration. 
	8. Extension of the Demonstration. 

	a. The State submits its extension request per CMS guidance. 
	a. The State submits its extension request per CMS guidance. 



	 
	b. The State submits this application as documentation of compliance with the transparency requirements in 42 CFR section 431.412 and the required supporting documentation outlined in (i)-(vii) of this section, as well as the public notice requirements outlined in paragraph 16 of STCs. 
	b. The State submits this application as documentation of compliance with the transparency requirements in 42 CFR section 431.412 and the required supporting documentation outlined in (i)-(vii) of this section, as well as the public notice requirements outlined in paragraph 16 of STCs. 
	b. The State submits this application as documentation of compliance with the transparency requirements in 42 CFR section 431.412 and the required supporting documentation outlined in (i)-(vii) of this section, as well as the public notice requirements outlined in paragraph 16 of STCs. 
	b. The State submits this application as documentation of compliance with the transparency requirements in 42 CFR section 431.412 and the required supporting documentation outlined in (i)-(vii) of this section, as well as the public notice requirements outlined in paragraph 16 of STCs. 



	 
	9. Demonstration Phase-Out. 
	9. Demonstration Phase-Out. 
	9. Demonstration Phase-Out. 
	9. Demonstration Phase-Out. 



	In the event that the State elects to suspend or terminate the Demonstration in whole or in part, the State agrees to promptly notify CMS in writing and submit a phase-out plan to CMS at least six months prior to initiating phase-out activities. The State agrees to comply with all phase-out requirements set forth in (a)-(d) of this section. 
	 
	10. Expiring Demonstration Authority. 
	10. Expiring Demonstration Authority. 
	10. Expiring Demonstration Authority. 
	10. Expiring Demonstration Authority. 



	In the event that CMS elects to expire demonstration authority prior to the Demonstration’s expiration date, the State agrees to submit a demonstration Transition and Expiration Plan to 
	CMS at least six months prior to the Demonstration authority’s expiration date. The State agrees to include in the Expiration Plan, the requirements as outlined in (a)-(d) of this section. 
	 
	11. CMS Right to Terminate or Suspend. 
	11. CMS Right to Terminate or Suspend. 
	11. CMS Right to Terminate or Suspend. 
	11. CMS Right to Terminate or Suspend. 



	The State understands that CMS may suspend or terminate the Demonstration in whole or in part whenever it determines, after a hearing that the State has materially failed to comply with the terms of the Demonstration. 
	 
	12. Federal Financial Participation. 
	12. Federal Financial Participation. 
	12. Federal Financial Participation. 
	12. Federal Financial Participation. 



	The State understands that federal funds for Medicaid expenditures will not be available until the effective date of the demonstration approval letter. 
	 
	13. Finding of Non-Compliance. 
	13. Finding of Non-Compliance. 
	13. Finding of Non-Compliance. 
	13. Finding of Non-Compliance. 



	The State understands its right to challenge a CMS finding that the State materially failed to comply with the terms of the Demonstration. 
	 
	14. Withdrawal of Waiver or Expenditure Authority. 
	14. Withdrawal of Waiver or Expenditure Authority. 
	14. Withdrawal of Waiver or Expenditure Authority. 
	14. Withdrawal of Waiver or Expenditure Authority. 



	The State understands that CMS reserves the right to withdraw waiver or expenditure authorities and that the State may request a hearing prior to the effective date to challenge CMS’ determination that continuing the waiver or expenditure authorities would no longer be in the public interest or promote the objectives of Title XIX and/or Title XXI. 
	  
	15. Adequacy of Infrastructure. 
	15. Adequacy of Infrastructure. 
	15. Adequacy of Infrastructure. 


	The State ensures the availability of adequate resources for implementation and monitoring of the Demonstration, including education, outreach and enrollment; maintenance of eligibility systems; compliance with cost sharing requirements and reporting on financial and other demonstration components. 
	 
	16. Public Notice, Tribal Consultation, and Consultation with Interested Parties. 
	16. Public Notice, Tribal Consultation, and Consultation with Interested Parties. 
	16. Public Notice, Tribal Consultation, and Consultation with Interested Parties. 


	The State complies with the State Notice Procedures set forth in 59 Federal Register 49249, as well as the tribal consultation requirements pursuant to Section 1902(a) (73) of the Act as amended by Section 5006(e) of the American Recovery and Reinvestment Act of 2009. The State also complies with the tribal consultation requirements contained in the State’s approved State Plan. The State submits evidence to CMS regarding solicitation of advice from federally recognized Indian tribes, Indian health programs 
	 
	17. Post Award Forum. 
	17. Post Award Forum. 
	17. Post Award Forum. 


	The State complies with the requirement to afford the public an opportunity to provide comment on the progress of the Demonstration through a Post Award Forum. Documentation of compliance with these requirements is provided in Section VII of this application, Public Notice. 
	  
	18. Compliance with Managed Care Regulations. 
	18. Compliance with Managed Care Regulations. 
	18. Compliance with Managed Care Regulations. 


	The State  complies with  all  managed  care  regulations  at  42  CFR  section  438  et. seq., that are applicable to the Demonstration. 
	 
	19. Use of Modified Adjusted Gross Income (MAGI) Based Methodologies for Demonstration Groups. 
	19. Use of Modified Adjusted Gross Income (MAGI) Based Methodologies for Demonstration Groups. 
	19. Use of Modified Adjusted Gross Income (MAGI) Based Methodologies for Demonstration Groups. 


	The State derives the SoonerCare Choice Mandatory and Optional State Plan groups’ eligibility from the Medicaid State Plan, which are subject to all applicable Medicaid laws and regulations, except as expressly waived in the Demonstration. The State understands that Medicaid State Plan amendments apply to the eligibility standards and methodologies for the Mandatory and Optional SoonerCare Choice State Plan groups. This includes the conversion to MAGI for the SoonerCare Choice population on October 1, 2013 
	 
	20. State Plan Populations Affected. 
	20. State Plan Populations Affected. 
	20. State Plan Populations Affected. 


	The Demonstration includes Title XIX and Title XXI populations. The State maintains the Mandatory and Optional State Plan groups outlined in the Special Terms and Conditions. Refer to Appendix A, SoonerCare Choice and Insure Oklahoma Eligibility Chart. The  
	State does not request any changes. 
	 
	21. Demonstration Eligibility. 
	21. Demonstration Eligibility. 
	21. Demonstration Eligibility. 


	The State maintains the eligibility groups in the Individual Plan program as outlined in the Special Terms and Conditions. The State does not request any changes. 
	 
	22. Eligibility Exclusions. 
	22. Eligibility Exclusions. 
	22. Eligibility Exclusions. 


	The State maintains the eligibility exclusion rules outlined in the STCs and is not requesting any changes to the populations not qualified to participate in the Demonstration. 
	 
	23. TEFRA Children, Population 7. 
	23. TEFRA Children, Population 7. 
	23. TEFRA Children, Population 7. 


	The State maintains the rules for eligibility in the TEFRA category and is not requesting any changes in the definition of the population or the eligibility for the Demonstration. 
	 
	24. TEFRA Children Retroactive Eligibility. 
	24. TEFRA Children Retroactive Eligibility. 
	24. TEFRA Children Retroactive Eligibility. 


	The State agrees that the waiver of retroactive eligibility does not apply to TEFRA children. TEFRA parents or guardians choose an appropriate PCP/case manager. The State is not requesting any changes to these rules. 
	 
	25. Eligibility Conditions for Full-Time College Students, Populations 8 and 14. 
	25. Eligibility Conditions for Full-Time College Students, Populations 8 and 14. 
	25. Eligibility Conditions for Full-Time College Students, Populations 8 and 14. 


	The State complies with the requirements of the income eligibility documentation. The State maintains an enrollment cap of 3,000 full-time college students for the Insure Oklahoma program. The State received authorization for a waiting list from CMS on April 25, 2011. As of May 2017, there are 118 students enrolled in ESI and 164 students enrolled in IP for a total of 282 college students currently enrolled in t h e Insure Oklahoma program. A waiting list is currently not in place. The State does not expect
	26. SoonerCare Benefits. 
	26. SoonerCare Benefits. 
	26. SoonerCare Benefits. 


	The State agrees that SoonerCare Choice benefits are Title XIX State Plan benefits with one exception, the SoonerCare Choice waiver package allows unlimited, medically necessary PCP visits and up to four specialty visits per month. The State is not requesting any changes to the SoonerCare benefits. Insure Oklahoma Employer Sponsored Insurance benefits can be found under section VI in paragraph 29, of the STCs. Insure Oklahoma Individual Plan benefits can be found in paragraph 31 of the STCs. 
	 
	27. SoonerCare Cost Sharing. 
	27. SoonerCare Cost Sharing. 
	27. SoonerCare Cost Sharing. 


	The State agrees that under the current SoonerCare program, American Indians with an I/T/U provider, pregnant women, and children (including TEFRA children) up to and including age 18, individuals in the Breast and Cervical Cancer program, emergency room services and family planning services are not subject to cost sharing. Cost sharing for non- pregnant adults enrolled in SoonerCare is the same as the cost sharing assessed under the Title XIX State Plan. The State is not requesting any changes to cost shar
	 
	Insure Oklahoma premium assistance benefits and cost sharing is referred to in Section VI of the STCs. 
	 
	28. Insure Oklahoma: Premium Assistance Employer Coverage. 
	28. Insure Oklahoma: Premium Assistance Employer Coverage. 
	28. Insure Oklahoma: Premium Assistance Employer Coverage. 


	 The State maintains all other definitions, eligibility rules for premium assistance employer coverage, as well as the employer requirements outlined in (a)-(f) of this section. 
	 
	29. Insure Oklahoma: Premium Assistance Employer Coverage IO Qualifying Plans. 
	29. Insure Oklahoma: Premium Assistance Employer Coverage IO Qualifying Plans. 
	29. Insure Oklahoma: Premium Assistance Employer Coverage IO Qualifying Plans. 


	The State maintains the required criteria for the Insure Oklahoma qualified health plans as defined in Oklahoma Administrative Code 317:45-5-1. All Insure Oklahoma employer sponsored insurance health plans are approved by the Oklahoma Insurance Department. The State is not requesting any changes to qualified health plans at this time. The maximum allowed copayment amounts continue to comply with paragraph 33 of the STCs. 
	 
	30. Insure Oklahoma: Premium Assistance Individual Plan. 
	30. Insure Oklahoma: Premium Assistance Individual Plan. 
	30. Insure Oklahoma: Premium Assistance Individual Plan. 


	 The State complies with the Insure Oklahoma Individual Plan definition and eligibility criteria. The State also maintains the Individual Plan benefits, under paragraph 31 of the STCs. Additionally, the State is not requesting any changes to the process requirements, as outlined in (a)-(f) of this section. 
	 
	31. Premium Assistance Individual Plan (Insure Oklahoma) Benefit. 
	31. Premium Assistance Individual Plan (Insure Oklahoma) Benefit. 
	31. Premium Assistance Individual Plan (Insure Oklahoma) Benefit. 


	The State maintains the Individual Plan benefit package. The benefit package meets the essential health benefit requirements that would be applicable to alternative benefit plans under federal regulations found in 42 CFR Section 440.347. In the future, the State agrees to submit all changes covered and non-covered services and benefits to CMS for prior approval. 
	 
	32. Insure Oklahoma Cost Sharing. 
	32. Insure Oklahoma Cost Sharing. 
	32. Insure Oklahoma Cost Sharing. 


	The State agrees to not exceed the cost sharing amounts for the Employer Sponsored 
	Insurance program, as outlined in paragraphs 33 and 34 of the STCs. For the Individual Plan, the State agrees to not exceed cost sharing amounts as defined under federal regulation 42 CFR Section 447. One exception to this is that the State maintains a $30 copayment for emergency services, unless the individual is admitted to the hospital. The State understands that copayments may be lowered at any time by notifying CMS in writing at least 30 days prior to the effective date. The State also maintains the an
	 
	33. Premium Assistance Employer Coverage Copayments and Deductibles. 
	33. Premium Assistance Employer Coverage Copayments and Deductibles. 
	33. Premium Assistance Employer Coverage Copayments and Deductibles. 


	 The State maintains that Insure Oklahoma ESI copayments continue to be the copayments required by the enrollee’s specific health plan, as defined in paragraph 29 of the STCs. The State also maintains the copayment and deductible requirements as outlined in (a)-(d) of this section. 
	 
	34. Premium Assistance Employer Coverage Plan Premiums. 
	34. Premium Assistance Employer Coverage Plan Premiums. 
	34. Premium Assistance Employer Coverage Plan Premiums. 


	 The State maintains that individuals and families participating in employer coverage will be responsible for up to 15 percent of the total health insurance premium not to exceed three percent out of the five percent annual gross household income cap. The State maintains the reimbursement and premium responsibilities as outlined in (a)-(b) of this section. 
	 
	35. Premium Assistance Individual Plan Premiums. 
	35. Premium Assistance Individual Plan Premiums. 
	35. Premium Assistance Individual Plan Premiums. 


	 The State maintains the Individual Plan premiums as imposed in (a)-(d) of this section. 
	 
	36. Compliance with Managed Care Regulations. 
	36. Compliance with Managed Care Regulations. 
	36. Compliance with Managed Care Regulations. 


	 The State complies with all  managed  care  regulations  at  42  CFR  Section  438  et.  seq. that are applicable to the Demonstration. 
	 
	37. Access and Service Delivery. 
	37. Access and Service Delivery. 
	37. Access and Service Delivery. 


	 The State maintains the access and service delivery language as outlined in this section. In accordance with the provider type chart, the State adds the following underlined language to the “Medical Resident” requirement, in order to comply with current OHCA rules3 and business practices. 
	3 Oklahoma Administrative Code 317:25-7-5. 
	3 Oklahoma Administrative Code 317:25-7-5. 
	 

	 Medical Resident: Must be licensed by the State in which s/he practices. Must be at least at the Post Graduate 2 level and may serve as a PCP/CM only within his/her continuity clinic setting and must work under the supervision of a licensed attending physician. 
	 
	38. Care Coordination Payments. 
	38. Care Coordination Payments. 
	38. Care Coordination Payments. 


	 The State maintains the definition for the monthly care coordination payments, the monthly schedule of care coordination payments, the changes to monthly care coordination payments and the monthly care management payments as outlined in (a) – (d). The State understands the 
	requirement to notify CMS at least 60 days prior to changing the fees paid to PCPs and to include a revised budget neutrality assessment with such a notification. 
	 
	39. Other Medical Services. 
	39. Other Medical Services. 
	39. Other Medical Services. 


	 It continues to be the case that all other SoonerCare Choice benefits, (with the exception of non-emergency transportation and PACE, which are paid through a capitated contract) are paid through the State’s FFS system. The State is not requesting any changes to this arrangement. 
	 
	40. Health Access Networks. 
	40. Health Access Networks. 
	40. Health Access Networks. 


	 The State understands that it may pilot up to four allow for the possibility of Health Access Networks (HANs) statewide. The State maintains all other definitions, rules and requirements for the HANs as outlined in this section inclusive of care management/care coordination responsibilities. The State understands that duplicative payments for services offered under the State Plan are not to be made to HANs. The State also recognizes the requirements to notify CMS 60 days prior to any change to the HAN PMPM
	 
	41. Provider Performance. 
	41. Provider Performance. 
	41. Provider Performance. 


	 The State maintains incentive payments for the performance program, SoonerExcel, outlined in this paragraph and maintains a 60-day CMS notice requirement if the State wishes to make changes. 
	 
	42. Services for American Indians. 
	42. Services for American Indians. 
	42. Services for American Indians. 


	 The State agrees that qualified American Indian SoonerCare Choice members may continue to enroll with I/T/Us as their PCP. This enrollment is voluntary. I/T/U providers enrolled as SoonerCare Choice PCPs receive the care coordination payments as outlined in paragraph 38. The State maintains that Oklahoma’s I/T/Us must have a SoonerCare Choice American Indian PCCM contract. All of the OHCA’s I/T/U SoonerCare providers have a SoonerCare Choice American Indian PCCM contract. 
	 
	43. Contracts. 
	 The State understands that procurement and subsequent final contracts that implement selective contracting by the State with any provider group must be approved by CMS prior to implementation. The State maintains existing contracts with Federally Qualified Health Centers. 
	 
	44. TEFRA Children. 
	44. TEFRA Children. 
	44. TEFRA Children. 


	 The State maintains the arrangements for service delivery for TEFRA children, as defined in paragraph 23, outlined in this paragraph and is not requesting that any changes be made. 
	 
	45. Health Management Program Defined. 
	45. Health Management Program Defined. 
	45. Health Management Program Defined. 


	 The State complies with the definition and eligibility requirements outlined for the Health Management program. The State reports on the HMP in the Quarterly Reports, which are submitted no later than 60 days after the last day of each calendar quarter. 
	  
	46. Health Management Program Services. 
	46. Health Management Program Services. 
	46. Health Management Program Services. 


	 The State maintains the services provided through the HMP as defined in this paragraph 
	 in (a)-(b) of this section. The State is not requesting that any changes be made. 
	 
	47. Changes to the HMP Program. 
	47. Changes to the HMP Program. 
	47. Changes to the HMP Program. 


	The State understands that it must submit notification to CMS 60 days prior to any requested change in HMP services, as well as submit a revised budget neutrality assessment. The State is not requesting that any changes be made. 
	 
	48. Monitoring Aggregate Costs for Eligibles in the Premium Assistance Program. 
	48. Monitoring Aggregate Costs for Eligibles in the Premium Assistance Program. 
	48. Monitoring Aggregate Costs for Eligibles in the Premium Assistance Program. 


	The State monitors the aggregate costs for the Insure Oklahoma ESI and IP programs. On a quarterly basis, the State compares the average monthly premium assistance contribution per employer and the coverage for enrollees, to the cost per member per month of the Individual Plan population. On an annual basis, the State calculates the total cost per enrollee per month for individuals receiving subsidies under the ESI program, including reimbursement made to enrollees whose out-of-pocket costs exceed their inc
	 
	49. Monitoring Employer Sponsored Insurance. 
	49. Monitoring Employer Sponsored Insurance. 
	49. Monitoring Employer Sponsored Insurance. 


	The State monitors the aggregate level of contributions made by participating employers, requires that participating employers report annually their total contributions  for employees, prepares an aggregate analysis across all participating employers summarizing the total statewide employer contribution and monitors changes in covered benefits and cost-sharing requirements of employer-sponsored health plans and documents any trends. Documentation of compliance with these requirements is provided in Appendix
	 
	50. General Financial Requirements. 
	50. General Financial Requirements. 
	50. General Financial Requirements. 


	The State complies with all General Financial Requirements under Title XIX, set forth in the STCs, Section XI, as well as the General Financial Requirements under Title XXI, set forth in Section XII of the STCs. Refer to Section V of this document for compliance with budget neutrality. 
	 
	51. Reporting Requirements Related to Budget Neutrality. 
	51. Reporting Requirements Related to Budget Neutrality. 
	51. Reporting Requirements Related to Budget Neutrality. 


	The State complies with all reporting requirements for Monitoring Budget Neutrality, as set forth in Section XIII of the STCs. Refer to Section V of this document for compliance with budget neutrality. 
	 
	52. Monthly Calls. 
	52. Monthly Calls. 
	52. Monthly Calls. 


	The State participates in monthly calls with CMS as outlined in this paragraph of the STCs. 
	  
	53. Quarterly Operational Reports. 
	53. Quarterly Operational Reports. 
	53. Quarterly Operational Reports. 


	 The State submits quarterly operational reports on the Demonstration to CMS in the format specified in Attachment A of the STCs, no later than 60 days following the end of the quarter.  
	 
	 The reports include all of the following elements outlined in (a)-(e) of this section of the STCs. 
	 
	54. Annual Report. 
	54. Annual Report. 
	54. Annual Report. 


	The State submits a draft Annual Report to CMS within 120 days after the close of each demonstration year; the State submits the final Annual Report to CMS 30 days after receiving comments from CMS. The State includes in the report the requirements set forth in this paragraph. 
	 
	55. Title XXI Enrollment Reporting. 
	55. Title XXI Enrollment Reporting. 
	55. Title XXI Enrollment Reporting. 


	The State complies with Title XXI enrollment reporting requirements. 
	 
	56. Quarterly Expenditure Reports. 
	56. Quarterly Expenditure Reports. 
	56. Quarterly Expenditure Reports. 


	The State complies with the quarterly expenditure report requirements outlined in this section.   Refer to Section V of this document and attachments one and two for compliance with budget neutrality. 
	 
	57. Reporting Expenditures Under the Demonstration 
	57. Reporting Expenditures Under the Demonstration 
	57. Reporting Expenditures Under the Demonstration 


	The State reports demonstration expenditures through the SoonerCare and CHIP program budget and Expenditure System, following routine CMS-64 reporting instructions.  The State complies with all reporting expenditure requirements outlined in (a)-(j) of this section. Refer to Section V of this document and attachments one and two for compliance with the Budget Neutrality Cap. 
	 
	58. Reporting Member Months. 
	58. Reporting Member Months. 
	58. Reporting Member Months. 


	The State complies with the member months reporting requirements, as outlined in (a) - (d) of this paragraph. Refer to Section V of this document for compliance with the Budget Neutrality. 
	 
	59. Standard Medicaid Funding Process. 
	59. Standard Medicaid Funding Process. 
	59. Standard Medicaid Funding Process. 


	 The State reports to CMS its best estimate of matchable demonstration expenditures (total computable and federal share) subject to the budget neutrality expenditure agreement, and separately reports these expenditures by quarter for each federal fiscal year on the CMS-37 form for the Medical Assistance Payments and state and local administration costs. The State submits to CMS the CMS-64 quarterly Medicaid expenditure report 30 days after the end of each quarter. Refer to Section V of this document and att
	 
	60. Extent of Federal Financial Participation for the Demonstration. 
	60. Extent of Federal Financial Participation for the Demonstration. 
	60. Extent of Federal Financial Participation for the Demonstration. 


	 The State understands CMS’s provision of FFP for applicable federal matching rates for the 
	Demonstration, as outlined in (a)-(d) of this section.  Refer to Section V of this document and attachments one and two for compliance with budget neutrality. 
	 
	61. Sources of Non-Federal Share. 
	61. Sources of Non-Federal Share. 
	61. Sources of Non-Federal Share. 


	 The State certifies that the matching non-federal share of funds for the Demonstration is state/local monies. The State also certifies that such funds shall not be used as the match for any other federal grant or contract except as permitted by law. The State certifies that all sources of non-federal funding are compliant with Section 1903(w) of the Act and applicable regulations are subject to CMS approval. In addition, the State complies with the requirements set forth in (a)-(b) of this paragraph. The S
	 
	The State also agrees that health care providers must retain 100 percent of the reimbursement amounts claimed by the State as demonstration expenditures. The State understands that no pre-arranged agreements (contractual or otherwise) may exist between the health care providers and the State government to return and/or redirect any portion of the Medicaid payments. 
	 
	62. State Certification of Funding Conditions 
	62. State Certification of Funding Conditions 
	62. State Certification of Funding Conditions 


	The State complies with the non-federal share requirements of demonstration expenditures, as outlined in (a)-(d) of this section. Refer to Section V of this document and attachments one and two for compliance with budget neutrality. 
	 
	63.Monitoring the Demonstration. 
	63.Monitoring the Demonstration. 
	63.Monitoring the Demonstration. 


	The State agrees to provide CMS all of the requested information in a timely manner in order to effectively monitor the Demonstration. 
	 
	64. Quarterly Expenditure Reports. 
	64. Quarterly Expenditure Reports. 
	64. Quarterly Expenditure Reports. 


	The State complies with submission of reports quarterly under this demonstration expenditure through the MBES/CBES, following routine CMS-64.21 reporting instructions as outlined in Section 2115 and 2500 of the State Medicaid Manual. The State submits all Title XXI expenditures through the CMS- 64.21U and/or the CMS-64.21UP. Refer to Section V of this document and attachments one and two for compliance with budget neutrality. 
	 
	65. Claiming Period. 
	65. Claiming Period. 
	65. Claiming Period. 


	The State complies with the claiming period requirements outlined in this section (a) – (b). Refer to Section V of this document and attachments one and two for compliance with budget neutrality. 
	 
	66. Limitation on Title XXI Funding. 
	66. Limitation on Title XXI Funding. 
	66. Limitation on Title XXI Funding. 


	The State understands that there is a limit on the amount of federal Title XXI funds that the State may receive for demonstration expenditures during the demonstration period. The State also understands that no further enhanced federal matching funds will be available for costs of the Demonstration if the State expends its available allotment. If Title XXI funds are 
	exhausted, the State agrees to continue to provide coverage to Medicaid expansion children Demonstration Population 9 through Title XIX funds until further Title XXI funds become available. Refer to Section V of this document and attachments one and two of this document for compliance with budget neutrality. 
	 
	67. Limit on Title XIX Funding. 
	67. Limit on Title XIX Funding. 
	67. Limit on Title XIX Funding. 


	The State understands that there is a limit on the amount of Title XIX funds that the State may receive for selected Medicaid expenditures during the period of approval for the Demonstration. Refer to Section V of this document for compliance with budget neutrality. 
	 
	68. Risk. 
	68. Risk. 
	68. Risk. 


	The State understands that it is at risk for the per capita cost for demonstration enrollees under the budget neutrality agreement. The State understands, however, that it is not at risk for the number of demonstration enrollees in each of the groups, as well as for changing economic conditions, which might impact enrollment levels. Refer to Section V of this document for compliance with budget neutrality. 
	 
	69. Demonstration Populations Subject to the Budget Neutrality Agreement. 
	69. Demonstration Populations Subject to the Budget Neutrality Agreement. 
	69. Demonstration Populations Subject to the Budget Neutrality Agreement. 


	The State agrees that the demonstration populations outlined in (a)-(e) of this section are subject to the budget neutrality agreement and are incorporated into the demonstration eligibility groups used to calculate budget neutrality. Refer to Section V of this document for compliance with budget neutrality. 
	 
	70. Budget Neutrality Expenditure Limit. 
	70. Budget Neutrality Expenditure Limit. 
	70. Budget Neutrality Expenditure Limit. 


	The State complies with the method used to calculate the budget neutrality expenditure limit, as outlined in (a)-(b) of this section. Refer to Section V of this document and attachment one and two of this document for compliance with budget neutrality. 
	 
	71. Enforcement of Budget Neutrality. 
	71. Enforcement of Budget Neutrality. 
	71. Enforcement of Budget Neutrality. 


	The State agrees to submit a corrective action plan to CMS if the State exceeds the calculated cumulative budget neutrality expenditure limit. Refer to Section V of this document and attachments one and two for compliance with budget neutrality. 
	 
	72. Exceeding Budget Neutrality. 
	72. Exceeding Budget Neutrality. 
	72. Exceeding Budget Neutrality. 


	The State agrees that if the budget neutrality limit has been exceeded at the end of the demonstration period, the State will return all excess federal funds to CMS. Refer to Section V of this document and attachments one and two for compliance with budget neutrality. 
	 
	73. Submission of Draft Evaluation Design. 
	73. Submission of Draft Evaluation Design. 
	73. Submission of Draft Evaluation Design. 


	The State submits to CMS a draft Evaluation Design no later than 120 days after the award of the Demonstration. The State agrees to include in the draft Evaluation Design the requirements set forth in (a)-(g) of this section. Refer to Section VI of this document for the Evaluation Design findings from 2016 - 2018. To review the final Evaluation Design, refer to attachment three. 
	 
	74. Identify the Evaluator. 
	74. Identify the Evaluator. 
	74. Identify the Evaluator. 


	The State identifies in the Evaluation Design the agency or contractor who will conduct the Evaluation report. The state will have 120 days after the award of the demonstration to submit a draft evaluation plan and identify the evaluators at that time. 
	 
	75. Demonstration Hypotheses. 
	75. Demonstration Hypotheses. 
	75. Demonstration Hypotheses. 


	The State tests the demonstration hypotheses that are approved by the State and CMS. Refer to Section VI of this document for the Evaluation Design findings from 2016 - 2018. 
	 
	The OHCA proposes the 2019 - 2021 demonstration hypotheses to remain the same at this time. The state will have 120 days after the award of the demonstration to submit a draft evaluation plan if any changes should occur. 
	 
	Hypothesis 1: Child Health Checkup Rates. The rate for age-appropriate well-child and adolescent visits will be maintained between the extension period of 2019 - 2021. 
	 
	Hypothesis 2: PCP Visits. The rate of adult members who have one or more preventive health visits with a primary care provider in a year will be maintained as a measure of access to primary care in accordance with HEDIS® guidelines between 2019 - 2021. 
	 
	Hypothesis 3: PCP Enrollments. The number of SoonerCare Choice primary care practitioners enrolled as medical home PCPs will be maintained at or above the baseline between 2019 - 2021. 
	 
	Hypothesis 3b: PCP Enrollments Insure Oklahoma. The number of Insure Oklahoma practitioners enrolled as PCPs will be maintained at or above the baseline between 2019 - 2021. 
	 
	Hypothesis 4: PCP Capacity. There will be adequate PCP capacity to meet the health care needs of SoonerCare members between 2019 - 2021. 
	 
	Hypothesis 5: PCP Availability. There will be adequate PCP availability to meet the health care needs of the SoonerCare members with Children's Health Insurance Program (CHIP) eligibility between 2019 - 2021. As perceived by the member, the time it takes for the member to schedule an appointment will be maintained as compared to the baseline data between 2019 - 2021. 
	 
	Hypothesis 6: Integration of I/T/U Providers. The percentage of Native American members who are enrolled with an Indian Health Services, Tribal, or Urban Indian Clinic (I/T/U) with a SoonerCare American Indian primary care case management (PCCM) contract will be maintained between 2019 - 2021 waiver period. 
	 
	Hypothesis 7: Impact of Health Access Networks on Quality of Care. Key quality performance measures tracked for PCPs participating in the HANs will improve between 2019 - 2021. 
	 
	Hypothesis 8: Impact of Health Access Networks on Effectiveness of Care. Reducing costs associated with the provision of health care services to SoonerCare beneficiaries served by the HANs. Average per member per month expenditures for members belonging to a HAN affiliated PCP 
	will continue to be less than those members enrolled with non-HAN affiliated PCPs during the period of 2019 - 2021. 
	 
	Hypothesis 9a-h: Health Management Program (HMP). Health outcomes for chronic diseases will improve between 2019 - 2021 as a result of participation in the HMP. Total expenditures for members enrolled in HMP will decrease. 
	76. Evaluation of Health Access Networks. 
	76. Evaluation of Health Access Networks. 
	76. Evaluation of Health Access Networks. 


	The State submits to CMS a draft Evaluation Design for the Health Access Network pilot program as required under paragraph 73. Within the Evaluation Design, the State includes the requirements set forth in (a)-(d) of this section. Refer to Section VI of this document for the Evaluation Design findings from 2016 - 2018. 
	 
	For the 2019 – 2021 demonstration renewal, the OHCA proposes the HAN hypothesis remain the same at this time. The state will have 120 days after the award of the demonstration to submit a draft evaluation plan if any changes should occur. 
	a. Improving access to health care services to SoonerCare members served by the HANs; 
	a. Improving access to health care services to SoonerCare members served by the HANs; 
	a. Improving access to health care services to SoonerCare members served by the HANs; 
	a. Improving access to health care services to SoonerCare members served by the HANs; 

	b. Improving coordination of health care services through health information technology; and 
	b. Improving coordination of health care services through health information technology; and 

	c. Enhancing the State’s patient-centered medical home program. 
	c. Enhancing the State’s patient-centered medical home program. 



	 
	77. Evaluation of the Health Management Program. 
	77. Evaluation of the Health Management Program. 
	77. Evaluation of the Health Management Program. 


	 The State submits to CMS a draft Evaluation Design for the Health Management Program as required under paragraph 73. Within the Evaluation Design, the State includes the requirements set forth in (a)–(h) of this section. Refer to Section VI of this document for the Evaluation Design findings from 2016 - 2018. 
	 
	The OHCA proposes the HMP hypotheses for the 2019 – 2021 demonstration renewal to remain the same at this time. The state will have 120 days after the award of the demonstration to submit a draft evaluation plan if any changes should occur. 
	 
	78. Evaluation of Eligibility and Enrollment Systems. 
	78. Evaluation of Eligibility and Enrollment Systems. 
	78. Evaluation of Eligibility and Enrollment Systems. 


	The OHCA evaluates the State’s eligibility and enrollment system, as indicated in (a)-(g) of this section, during an interim evaluation report, which documents the State’s systems performance between Medicaid, CHIP and the Exchange. 
	 
	79. Interim Evaluation Reports. 
	79. Interim Evaluation Reports. 
	79. Interim Evaluation Reports. 


	The State submits to CMS an interim evaluation report in the event that the State requests to extend the Demonstration beyond the current approval period. Refer to Section VI of this document for the most recent submission 2015 - 2016 Evaluation Design findings. CMS has allowed this to be used for the remaining 2017 - 2018 demonstration years. 
	 
	80. Final Evaluation Plan and Implementation. 
	80. Final Evaluation Plan and Implementation. 
	80. Final Evaluation Plan and Implementation. 


	The State provides the final Evaluation Design to CMS within 60 days of receiving CMS’s comments. The State agrees to implement the Evaluation Design and include progress reports within the SoonerCare Quarterly Reports. The State also submits to CMS a draft Evaluation of the 
	Demonstration 120 days after the expiration of the current Demonstration. The State agrees to provide a final Evaluation of the Demonstration to CMS within 60 days of receiving CMS’s comments. The State agrees to include in the Evaluation the requirements set forth in (a)-(g) of this section. 
	The OHCA will report on the progress of hypotheses within each Quarterly report as it relates to progress of each evaluation measure. The annual report will provide progress to date of all measures. 
	 
	81. Cooperation with CMS Evaluators. 
	81. Cooperation with CMS Evaluators. 
	81. Cooperation with CMS Evaluators. 


	The State agrees to fully cooperate with CMS, or an independent evaluator of CMS, for the evaluation of the Demonstration. 
	 
	IV. QUALITY 
	 
	Quality Assurance Monitoring 
	The OHCA is contracted with an outside vendor Telligen who works with, Morpace to conduct the State Fiscal Year (SFY) 2016 CAHPS® Adult Medical Care Services Satisfaction Surveys, and SFY 2016 CAHPS® Child Medicaid with Child Member Satisfaction Surveys. The OHCA received these reports in June 2016. The objective of the survey is to capture accurate and complete information about consumer-reported experiences with SoonerCare Choice by: 
	 
	 Measuring  satisfaction  levels,  health  plan  and  socio-demographic  characteristics  of members; 
	 Measuring  satisfaction  levels,  health  plan  and  socio-demographic  characteristics  of members; 
	 Measuring  satisfaction  levels,  health  plan  and  socio-demographic  characteristics  of members; 
	 Measuring  satisfaction  levels,  health  plan  and  socio-demographic  characteristics  of members; 

	 Identifying factors that affect the level of satisfaction; 
	 Identifying factors that affect the level of satisfaction; 

	 Providing a tool that can be used by plan management to identify opportunities for quality improvement; and 
	 Providing a tool that can be used by plan management to identify opportunities for quality improvement; and 

	 Providing plans with data for HEDIS® and National Committee for Quality Assurance (NCQA) accreditation. 
	 Providing plans with data for HEDIS® and National Committee for Quality Assurance (NCQA) accreditation. 



	The outcome conclusion of the child and adult survey is noted in Appendix D. Please see attachments four, four (a) and five for full detailed information. 
	 
	Quality Initiatives 
	The OHCA has more than 589 public, private and nonprofit entities within Oklahoma’s 77 counties who are considered OHCA’s community partners. Community partners are engaged in outreach, enrollment and retention activities for SoonerCare eligible and enrolled children. 
	 
	SoonerRide 
	The SoonerRide program was developed in order to assist SoonerCare members with transportation to and from medically necessary appointments. The Oklahoma Health Care Authority partners with LogistiCare Solutions LLC to provide non-emergency transportation to and from medical appointments. 
	 
	  
	During 2016, the SoonerRide program provided approximately 779,638 trips for SoonerCare Choice and other OHCA covered program members within the 77 counties of the state. 
	 
	Throughout SFY2016 member satisfaction surveys were conducted on a quarterly basis. Members ranked the SoonerRide program as excellent, good, fair or poor. The survey revealed very positive results during each quarter of 2016. Ninety-two percent of respondents gave the program a positive rating of either excellent, good or fair the first quarter. The respondents gave the program 91 percent, 84 percent and 89 percent of a positive rating the remaining three quarters. 
	 
	Access Survey 
	The OHCA requires that providers give members 24-hour access and ensure that members receive appropriate and timely services. Provider services staff place calls to providers after 5:00 pm and report the type of access available. Provider representatives also educate providers in need of improving after-hours access to comply with contractual standards. 
	 
	 
	 
	Medical Home Audits 
	The OHCA’s Quality Assurance Compliance department conducts an on-location evaluation of medical home requirements for contracted providers. The division has worked to continue to refine their process to better serve the providers and assist them in becoming successful Patient Centered Medical Home (PCMH) providers to our eligible Medicaid members. The unit reports it has been rather successful at going out to audit PCMH providers within 12 to 18 months of their effective PCMH contract date. 
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	Prior process 2010 to October 2015: 
	 Many locations had a second audit 1 year later, any time they failed any portion of the medical home measures. 
	 Many locations had a second audit 1 year later, any time they failed any portion of the medical home measures. 
	 Many locations had a second audit 1 year later, any time they failed any portion of the medical home measures. 
	 Many locations had a second audit 1 year later, any time they failed any portion of the medical home measures. 

	 The process was to repeat audits in 1 – 3 years (pass or fail). 
	 The process was to repeat audits in 1 – 3 years (pass or fail). 

	 Audits were not done on those locations which had a panel of 75 or less. It is difficult to pull claims and get 10 viable members to do a medical record review. 
	 Audits were not done on those locations which had a panel of 75 or less. It is difficult to pull claims and get 10 viable members to do a medical record review. 



	 
	Changes and current process, since transition October 2015: 
	 Target all providers who have never before had an audit, including those with smaller panel sizes. 
	 Target all providers who have never before had an audit, including those with smaller panel sizes. 
	 Target all providers who have never before had an audit, including those with smaller panel sizes. 
	 Target all providers who have never before had an audit, including those with smaller panel sizes. 



	 
	Legislative Impacts 
	On May 31, 2017 Governor Mary Fallin signed the appropriation request for state fiscal year 2018. The State continues to have a revenue failure however, the current level of appropriations are not expected to have a negative impact on the OHCA or the demonstration. The OHCA however did not receive additional funding needed for implementation of an independent contractor for the Managed Care model for the aged, blind and disabled (ABD) populations. The OHCA cancelled its Request For Proposal (RFP) asking pri
	 
	HEDIS ® Quality Measures 
	The OHCA’s Quality Assurance department began compiling the data in 2010. The services were contracted out to Pacific Health Policy Group (PHPG) in 2013. PHPG recalculated the 2013 rates and changed the methodology, which meant that some of the rates may not be comparable to previous years’ rates. The table below indicates HEDIS ® year measures using the new methodology. (Attachment 12) 
	 
	HEDIS® Measures 2013-2016 
	HEDIS® Measures 2013-2016 
	HEDIS® Measures 2013-2016 
	HEDIS® Measures 2013-2016 

	TH
	Span
	HEDIS® 2013 

	TH
	Span
	HEDIS® 2014 

	TH
	Span
	HEDIS® 2015 

	TH
	Span
	HEDIS® 2016 

	Span

	TR
	TD
	Span
	Annual Dental Visit 

	TD
	Span
	 

	TD
	Span
	 

	TD
	Span
	 

	TD
	Span
	 

	Span

	 
	 
	 
	Aged 2-3 years 

	40.4% 
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	Appropriate Treatment for Children with URI (aged 3 months to 18 years) 
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	Appropriate Treatment for Children with URI (aged 3 months to 18 years) 
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	Appropriate Testing for Children 
	Appropriate Testing for Children 
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	Breast Cancer Screening (aged 42-74 
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	38.5% 

	39.0% 
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	Chlamydia Screening in Women (CHL) (aged 16-24 years) 
	Chlamydia Screening in Women (CHL) (aged 16-24 years) 
	Chlamydia Screening in Women (CHL) (aged 16-24 years) 

	49.3% 
	49.3% 

	48.0% 
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	56.8% 
	56.8% 

	57.2% 
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	Cervical Cancer Screening (aged 21-64 years) 
	Cervical Cancer Screening (aged 21-64 years) 
	Cervical Cancer Screening (aged 21-64 years) 

	46.0% 
	46.0% 
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	Cholesterol Management for Patients with Cardiovascular Conditions (aged 18-75) 
	Cholesterol Management for Patients with Cardiovascular Conditions (aged 18-75) 
	Cholesterol Management for Patients with Cardiovascular Conditions (aged 18-75) 
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	Program Integrity 
	In accordance with the Improper Payments Information Act of 2002, federal agencies review Medicaid and CHIP programs for improper payments every three years, this is known as the Payment Error Rate Measurement (PERM) program. The consistent application of eligibility rules also has enabled Oklahoma to achieve one of the lowest processing error rates in the nation. Under the federal PERM initiative, states must audit the accuracy of their eligibility processes every three years. In 2015, the most recent audi
	 
	V. BUDGET NEUTRALITY 
	 
	Compliance with Budget Neutrality Cap 
	As of December 2016, the State has $2.82 billion savings over the life of the Demonstration. Actuarial analysis of the Demonstration projections indicate that the State will maintain compliance with the budget neutrality cap through 2021. It is projected that the state will have $3.64 billion in savings by the end of 2021. To review the Budget Neutrality in its entirety, refer to Attachments one and two. 
	 
	 
	Standard CMS Financial Management Questions 
	 
	1. Section 1903(a)(1) provides that federal matching funds are only available for expenditures made by states for services under the approved State Plan. 
	1. Section 1903(a)(1) provides that federal matching funds are only available for expenditures made by states for services under the approved State Plan. 
	1. Section 1903(a)(1) provides that federal matching funds are only available for expenditures made by states for services under the approved State Plan. 

	a. Do providers receive and retain the total Medicaid expenditures claimed by the State(includes  normal  per  diem,  supplemental,  enhanced  payments,  other)  or  is  any portion of the payments returned to the State, local government entity or any other intermediary  organization?  If providers are required to return any portion of payments, please provide a full description of the repayment process. Include in your response a full description of the methodology for the return of any of the payments, a 
	a. Do providers receive and retain the total Medicaid expenditures claimed by the State(includes  normal  per  diem,  supplemental,  enhanced  payments,  other)  or  is  any portion of the payments returned to the State, local government entity or any other intermediary  organization?  If providers are required to return any portion of payments, please provide a full description of the repayment process. Include in your response a full description of the methodology for the return of any of the payments, a 
	a. Do providers receive and retain the total Medicaid expenditures claimed by the State(includes  normal  per  diem,  supplemental,  enhanced  payments,  other)  or  is  any portion of the payments returned to the State, local government entity or any other intermediary  organization?  If providers are required to return any portion of payments, please provide a full description of the repayment process. Include in your response a full description of the methodology for the return of any of the payments, a 



	Answer: Yes, SoonerCare providers retain 100 percent of the payments. 
	 
	2. Section 1902(a)(2) provides that the lack of adequate funds from local sources will not result in lowering the amount, duration, scope or quality of care and services available under the plan. 
	2. Section 1902(a)(2) provides that the lack of adequate funds from local sources will not result in lowering the amount, duration, scope or quality of care and services available under the plan. 
	2. Section 1902(a)(2) provides that the lack of adequate funds from local sources will not result in lowering the amount, duration, scope or quality of care and services available under the plan. 

	a. Please describe how the state share of each type of Medicaid payment (normal per diem, supplemental, enhanced, other) is funded. 
	a. Please describe how the state share of each type of Medicaid payment (normal per diem, supplemental, enhanced, other) is funded. 
	a. Please describe how the state share of each type of Medicaid payment (normal per diem, supplemental, enhanced, other) is funded. 



	Answer: The non-federal share (NFS) of the medical home care coordination payments and HAN payments are funded by appropriations from the legislature to the Medicaid Agency. The NFS for Insure Oklahoma is funded by tobacco tax. The NFS payments to academic medical centers are funded through Intergovernmental Transfers (IGTs) from appropriations from the legislature. 
	b. Please describe whether the state share is from appropriations from the legislature to the Medicaid agency, through intergovernmental transfer agreements (IGTs), certified public expenditures (CPEs) provider taxes or any other mechanism used by the State to provide state share. 
	b. Please describe whether the state share is from appropriations from the legislature to the Medicaid agency, through intergovernmental transfer agreements (IGTs), certified public expenditures (CPEs) provider taxes or any other mechanism used by the State to provide state share. 
	b. Please describe whether the state share is from appropriations from the legislature to the Medicaid agency, through intergovernmental transfer agreements (IGTs), certified public expenditures (CPEs) provider taxes or any other mechanism used by the State to provide state share. 
	b. Please describe whether the state share is from appropriations from the legislature to the Medicaid agency, through intergovernmental transfer agreements (IGTs), certified public expenditures (CPEs) provider taxes or any other mechanism used by the State to provide state share. 



	Answer: The state share is from appropriations from the legislature to the Medicaid agency and through IGTs. 
	 
	c. Note that, if the appropriation is not to the Medicaid agency, the source of the state share would necessarily be derived through either an IGT or CPE. In this case, please identify the agency to which the funds are appropriated. 
	c. Note that, if the appropriation is not to the Medicaid agency, the source of the state share would necessarily be derived through either an IGT or CPE. In this case, please identify the agency to which the funds are appropriated. 
	c. Note that, if the appropriation is not to the Medicaid agency, the source of the state share would necessarily be derived through either an IGT or CPE. In this case, please identify the agency to which the funds are appropriated. 
	c. Note that, if the appropriation is not to the Medicaid agency, the source of the state share would necessarily be derived through either an IGT or CPE. In this case, please identify the agency to which the funds are appropriated. 



	Answer: Funds are appropriated to University of Oklahoma (OU) and Oklahoma State University (OSU) Medical Schools, Physician Manpower Training Commission for the 
	Graduate Medical Education (GME) payments and the Tobacco Settlement Endowment Trust 
	 
	d. Please provide an estimate of total expenditure and state share amounts for each type of Medicaid payment. 
	d. Please provide an estimate of total expenditure and state share amounts for each type of Medicaid payment. 
	d. Please provide an estimate of total expenditure and state share amounts for each type of Medicaid payment. 
	d. Please provide an estimate of total expenditure and state share amounts for each type of Medicaid payment. 



	  
	 
	Table
	TR
	TH
	Span
	Type 

	TH
	Span
	Total 

	TH
	Span
	NFS 

	Span
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	Care Coordination fees 
	Care Coordination fees 
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	$11,632,704 
	$11,632,704 
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	HAN Payments4 
	HAN Payments4 
	HAN Payments4 

	$3,000,000 
	$3,000,000 

	$1,194,000 
	$1,194,000 
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	GME Payments 
	GME Payments 
	GME Payments 

	TD
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	$106,969,897 

	$42,574,019 
	$42,574,019 

	Span

	Insure Oklahoma 
	Insure Oklahoma 
	Insure Oklahoma 

	$85,617,321 
	$85,617,321 

	$34,075,694 
	$34,075,694 

	Span


	4 Numbers are estimates based on the SFY 2017 budget and SFY Blended 2017 FMAP (60.20%). 
	4 Numbers are estimates based on the SFY 2017 budget and SFY Blended 2017 FMAP (60.20%). 
	 
	 

	 
	e. If any of the non-federal share is being provided using IGTs or CPEs, please fully describe the matching arrangement including when the state agency receives the transferred amounts from the local government entity transferring the funds.   
	e. If any of the non-federal share is being provided using IGTs or CPEs, please fully describe the matching arrangement including when the state agency receives the transferred amounts from the local government entity transferring the funds.   
	e. If any of the non-federal share is being provided using IGTs or CPEs, please fully describe the matching arrangement including when the state agency receives the transferred amounts from the local government entity transferring the funds.   
	e. If any of the non-federal share is being provided using IGTs or CPEs, please fully describe the matching arrangement including when the state agency receives the transferred amounts from the local government entity transferring the funds.   



	Answer: The State receives the transferred amounts prior to making the payments. 
	 
	f. If CPEs are used, please describe the methodology used by the State to verify that the total expenditures being certified are eligible for federal matching funds in accordance with 42 CFR 433.51(b). 
	f. If CPEs are used, please describe the methodology used by the State to verify that the total expenditures being certified are eligible for federal matching funds in accordance with 42 CFR 433.51(b). 
	f. If CPEs are used, please describe the methodology used by the State to verify that the total expenditures being certified are eligible for federal matching funds in accordance with 42 CFR 433.51(b). 
	f. If CPEs are used, please describe the methodology used by the State to verify that the total expenditures being certified are eligible for federal matching funds in accordance with 42 CFR 433.51(b). 



	Answer: Not applicable. 
	 
	g. For any payment funded by CPEs or IGTs, please provide the following: 
	g. For any payment funded by CPEs or IGTs, please provide the following: 
	g. For any payment funded by CPEs or IGTs, please provide the following: 
	g. For any payment funded by CPEs or IGTs, please provide the following: 

	i. A complete list of the names of entities transferring or certifying funds: 
	i. A complete list of the names of entities transferring or certifying funds: 
	i. A complete list of the names of entities transferring or certifying funds: 




	 Answer:  OU  and  OSU  medical  schools  and  Physician  Manpower Training Commission 
	ii. The operational nature of the entity (state, county, city, other): 
	ii. The operational nature of the entity (state, county, city, other): 
	ii. The operational nature of the entity (state, county, city, other): 
	ii. The operational nature of the entity (state, county, city, other): 
	ii. The operational nature of the entity (state, county, city, other): 




	Answer: State medical schools and State Commission 
	iii. The total amounts transferred or certified by each entity: 
	iii. The total amounts transferred or certified by each entity: 
	iii. The total amounts transferred or certified by each entity: 
	iii. The total amounts transferred or certified by each entity: 
	iii. The total amounts transferred or certified by each entity: 




	Answer: $42,574,019 
	iv. Clarify  whether  the  certifying  or  transferring  entity  has  general  taxing authority: 
	iv. Clarify  whether  the  certifying  or  transferring  entity  has  general  taxing authority: 
	iv. Clarify  whether  the  certifying  or  transferring  entity  has  general  taxing authority: 
	iv. Clarify  whether  the  certifying  or  transferring  entity  has  general  taxing authority: 
	iv. Clarify  whether  the  certifying  or  transferring  entity  has  general  taxing authority: 




	Answer: No general taxing authority 
	v. Whether  the  certifying  or  transferring  entity  receives   appropriations (identify level of appropriations): 
	v. Whether  the  certifying  or  transferring  entity  receives   appropriations (identify level of appropriations): 
	v. Whether  the  certifying  or  transferring  entity  receives   appropriations (identify level of appropriations): 
	v. Whether  the  certifying  or  transferring  entity  receives   appropriations (identify level of appropriations): 
	v. Whether  the  certifying  or  transferring  entity  receives   appropriations (identify level of appropriations): 




	Answer: Yes, they receive appropriations. 
	 
	3. Section 1902(a)(30) requires that payments for services be consistent with efficiency, economy and quality of care. Section 1903(a)(1) provides for federal financial participation to states for 
	3. Section 1902(a)(30) requires that payments for services be consistent with efficiency, economy and quality of care. Section 1903(a)(1) provides for federal financial participation to states for 
	3. Section 1902(a)(30) requires that payments for services be consistent with efficiency, economy and quality of care. Section 1903(a)(1) provides for federal financial participation to states for 


	expenditures for services under an approved State Plan. If supplemental or enhanced payments are made, please provide the total amount for each type of supplemental or enhanced payment made to each provider type. 
	expenditures for services under an approved State Plan. If supplemental or enhanced payments are made, please provide the total amount for each type of supplemental or enhanced payment made to each provider type. 
	expenditures for services under an approved State Plan. If supplemental or enhanced payments are made, please provide the total amount for each type of supplemental or enhanced payment made to each provider type. 


	Answer: Supplemental payments include SoonerExcel bonus payments to medical homes. Total amount budgeted annually $3,000,000 with annual average payment for last two years of $2.84 million. 
	 
	4. Please provide a detailed description of the methodology used by the State to estimate the upper payment limit (UPL) for each class of providers (state owned or operated, non-state government owned or operated, and privately owned or operated). Please provide a current (i.e. applicable to the current rate year) UPL demonstration. 
	4. Please provide a detailed description of the methodology used by the State to estimate the upper payment limit (UPL) for each class of providers (state owned or operated, non-state government owned or operated, and privately owned or operated). Please provide a current (i.e. applicable to the current rate year) UPL demonstration. 
	4. Please provide a detailed description of the methodology used by the State to estimate the upper payment limit (UPL) for each class of providers (state owned or operated, non-state government owned or operated, and privately owned or operated). Please provide a current (i.e. applicable to the current rate year) UPL demonstration. 


	Answer: The upper payment limit demonstration is not applicable. 
	 
	Does any governmental provider receive payments that in the aggregate (normal per diem, supplemental, enhanced, other) exceed their reasonable costs of providing services? If payments exceed the cost of services, do you recoup the excess and return the federal share of the excess to CMS on the quarterly expenditures report? 
	Answer: No 
	 
	VI. DEMONSTRATION EVALUATION 
	 
	Demonstration Evaluation Introduction 
	This portion of the application has three sections. The Program Evaluation portion provides current reports related to SoonerCare Choice, the Health Management Program, and statewide insurance and access. A summary of the 2015-2016 evaluation findings is also included. CMS has allowed this to be used for the remaining 2017 -2018 demonstration years. The Hypotheses proposed for 2019 - 2021 are requested to remain the same at this time until approval of this demonstration. Further review of the evaluation des
	Program Evaluation 
	The OHCA uses multiple contractors to evaluate the SoonerCare program. The OHCA uses an independent outside contractor Pacific Health Policy Group (PHPG) to evaluate the SoonerCare Choice program and the Health Management Program. PHPG uses paid claims data, member and provider survey results and OHCA’s enrollment and expenditure data to evaluate the programs’ effectiveness in access, quality of care and cost savings. 
	 
	Access Monitoring Review Plan 2016 
	On November 2, 2015, CMS issued the final rule with comment period: Methods for Assuring Access to Covered Medical Services (CMS-2328-FC). The final rule requires states to develop an Access Monitoring Review Plan (AMRP) which includes an analysis of access to covered services under their Fee-For-Service (FFS) programs, consistent with section 1902(a)(30)(A) of the Social Security Act. Certain categories of services will be reviewed every three years and additional services will be reviewed and monitored as
	report, the State addresses access to care by measuring the following enrollee needs, the ability of care and providers; and the utilization of services. 
	 
	Access: 
	 Per the OHCA Annual Report, in 2015, the OHCA provided coverage to approximately 
	 Per the OHCA Annual Report, in 2015, the OHCA provided coverage to approximately 
	 Per the OHCA Annual Report, in 2015, the OHCA provided coverage to approximately 
	 Per the OHCA Annual Report, in 2015, the OHCA provided coverage to approximately 



	1.02 million unduplicated enrolled beneficiaries, or 26 percent of the state’s citizens. 
	 Provider contracts, provider networks and beneficiary access to primary care services remain stable in spite of the significant rate decreases of July 2014 and January 2016. 
	 Provider contracts, provider networks and beneficiary access to primary care services remain stable in spite of the significant rate decreases of July 2014 and January 2016. 
	 Provider contracts, provider networks and beneficiary access to primary care services remain stable in spite of the significant rate decreases of July 2014 and January 2016. 
	 Provider contracts, provider networks and beneficiary access to primary care services remain stable in spite of the significant rate decreases of July 2014 and January 2016. 



	 
	Quality: 
	 The outcomes of the Consumer Assessment of Healthcare Providers and Systems (CAHPS®) survey indicate satisfaction with services from children and adults of SoonerCare. 
	 The outcomes of the Consumer Assessment of Healthcare Providers and Systems (CAHPS®) survey indicate satisfaction with services from children and adults of SoonerCare. 
	 The outcomes of the Consumer Assessment of Healthcare Providers and Systems (CAHPS®) survey indicate satisfaction with services from children and adults of SoonerCare. 
	 The outcomes of the Consumer Assessment of Healthcare Providers and Systems (CAHPS®) survey indicate satisfaction with services from children and adults of SoonerCare. 

	 Oklahoma measures and monitors indicators of healthcare access to ensure that its 
	 Oklahoma measures and monitors indicators of healthcare access to ensure that its 



	Medicaid beneficiaries have access to care that is comparable to the general population. 
	 In accordance with 42 CFR 447.203, the Oklahoma Health Care Authority developed an access review monitoring plan for the defined service categories provided under a Fee-for-Service arrangement. 
	 In accordance with 42 CFR 447.203, the Oklahoma Health Care Authority developed an access review monitoring plan for the defined service categories provided under a Fee-for-Service arrangement. 
	 In accordance with 42 CFR 447.203, the Oklahoma Health Care Authority developed an access review monitoring plan for the defined service categories provided under a Fee-for-Service arrangement. 
	 In accordance with 42 CFR 447.203, the Oklahoma Health Care Authority developed an access review monitoring plan for the defined service categories provided under a Fee-for-Service arrangement. 



	 
	Cost Effectiveness: 
	 Per the OHCA Annual Report, total expenditures for the SoonerCare program in State Fiscal Year 2015 were approximately $5.1 billion. 
	 Per the OHCA Annual Report, total expenditures for the SoonerCare program in State Fiscal Year 2015 were approximately $5.1 billion. 
	 Per the OHCA Annual Report, total expenditures for the SoonerCare program in State Fiscal Year 2015 were approximately $5.1 billion. 

	 SoonerCare is the largest payer of health care services in terms of covered lives in the state. 
	 SoonerCare is the largest payer of health care services in terms of covered lives in the state. 


	 
	To review the Access Monitoring Review Plan 2016 report in its entirety, refer to the OHCA Data and Reports section at 
	To review the Access Monitoring Review Plan 2016 report in its entirety, refer to the OHCA Data and Reports section at 
	2016 Access Monitoring Review Plan
	2016 Access Monitoring Review Plan

	 and view Access Monitoring Review Plan 2016 under Studies and Evaluations. 

	 
	Health Management Program Evaluation 
	The OHCA’s evaluator for the HMP program, the Pacific Health Policy Group (PHPG), collaborated with Telligen to conduct the SoonerCare HMP’s annual evaluation for SFY 2015. During SFY 2014, the OHCA and Telligen executed a contract amendment to modify and expand operations starting in SFY 2015. The amendment included three components: intervention quality enhancement; chronic pain and opioid drug utilization initiative and staff increase. OHCA received the final SFY 2015 report in July 2016. Results were no
	 
	Evaluation Findings from the 2016 - 2017 Hypotheses 
	Table
	TR
	TH
	Span
	Hypotheses 

	TH
	Span
	Do the outcomes of the 2016 Demonstration confirm the hypotheses? 

	Span

	1A. Child Health checkup rates for children 0 to15 months old will be maintained at or above 95 percent over the life of the extension period. 
	1A. Child Health checkup rates for children 0 to15 months old will be maintained at or above 95 percent over the life of the extension period. 
	1A. Child Health checkup rates for children 0 to15 months old will be maintained at or above 95 percent over the life of the extension period. 

	Yes 
	Yes 

	Span

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

	No. The OHCA will continue to track this data associated with this hypothesis over the extension period. 
	No. The OHCA will continue to track this data associated with this hypothesis over the extension period. 

	Span

	1C. Adolescent child health checkup rates will 
	1C. Adolescent child health checkup rates will 
	1C. Adolescent child health checkup rates will 
	maintain over the life of the extension period. 

	Yes 
	Yes 

	Span

	2. The rate of adult members who have one or more 
	2. The rate of adult members who have one or more 
	2. The rate of adult members who have one or more 
	preventative health visits with a primary care provider in a year will improve by one percentage point as a measure of access to primary care in accordance with HEDIS guidelines between 2015-2016. 

	Yes. SoonerCare Choice adults ages 45-64 met the measure. Although, SoonerCare Choice adults ages 20 – 44 did not met the measure. The OHCA will continue to track the data associated with the 20-44 age group over the extension period. 
	Yes. SoonerCare Choice adults ages 45-64 met the measure. Although, SoonerCare Choice adults ages 20 – 44 did not met the measure. The OHCA will continue to track the data associated with the 20-44 age group over the extension period. 

	Span

	3. The number of SoonerCare primary care practitioners enrolled as medical home PCPs will maintain at or above the baseline data between 2015-2016. 
	3. The number of SoonerCare primary care practitioners enrolled as medical home PCPs will maintain at or above the baseline data between 2015-2016. 
	3. The number of SoonerCare primary care practitioners enrolled as medical home PCPs will maintain at or above the baseline data between 2015-2016. 

	Yes 
	Yes 

	Span

	4. There will be adequate PCP capacity to meet the health care needs of the SoonerCare members between 2015 - 2016. Also, as perceived by the member, the time it takes to schedule an appointment should improve between 2015 - 2016. The available capacity will equal or exceed the baseline capacity data over the duration of the waiver extension period. 
	4. There will be adequate PCP capacity to meet the health care needs of the SoonerCare members between 2015 - 2016. Also, as perceived by the member, the time it takes to schedule an appointment should improve between 2015 - 2016. The available capacity will equal or exceed the baseline capacity data over the duration of the waiver extension period. 
	4. There will be adequate PCP capacity to meet the health care needs of the SoonerCare members between 2015 - 2016. Also, as perceived by the member, the time it takes to schedule an appointment should improve between 2015 - 2016. The available capacity will equal or exceed the baseline capacity data over the duration of the waiver extension period. 

	Yes 
	Yes 

	Span

	5. There will be adequate PCP capacity to meet the health care needs of the SoonerCare members with Children's Health Insurance Program (CHIP) eligibility between 2015 - 2016. Also, as perceived by the member, the time it takes to schedule an appointment should improve between 2015 - 2016. As perceived by the member, the time it takes for the member to schedule an appointment should exceed the baseline data between 2015 - 2016. 
	5. There will be adequate PCP capacity to meet the health care needs of the SoonerCare members with Children's Health Insurance Program (CHIP) eligibility between 2015 - 2016. Also, as perceived by the member, the time it takes to schedule an appointment should improve between 2015 - 2016. As perceived by the member, the time it takes for the member to schedule an appointment should exceed the baseline data between 2015 - 2016. 
	5. There will be adequate PCP capacity to meet the health care needs of the SoonerCare members with Children's Health Insurance Program (CHIP) eligibility between 2015 - 2016. Also, as perceived by the member, the time it takes to schedule an appointment should improve between 2015 - 2016. As perceived by the member, the time it takes for the member to schedule an appointment should exceed the baseline data between 2015 - 2016. 

	Yes 
	Yes 

	Span


	Table
	TR
	TH
	Span
	Hypotheses 

	TH
	Span
	Do the outcomes of the 2016 Demonstration confirm the hypotheses? 

	Span

	6. The percentage of American Indian members who are enrolled with an Indian Health Services, Tribal, or Urban Indian Clinic (I/T/U) with a SoonerCare Choice American Indian primary care case management contract will improve during the 2015 - 2016 waiver period. 
	6. The percentage of American Indian members who are enrolled with an Indian Health Services, Tribal, or Urban Indian Clinic (I/T/U) with a SoonerCare Choice American Indian primary care case management contract will improve during the 2015 - 2016 waiver period. 
	6. The percentage of American Indian members who are enrolled with an Indian Health Services, Tribal, or Urban Indian Clinic (I/T/U) with a SoonerCare Choice American Indian primary care case management contract will improve during the 2015 - 2016 waiver period. 

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

	Span

	7A. Key quality performance measures, asthma and Emergency Room (ER) utilization, tracked for PCPs participating in the HANs will improve between 2015-2016. 
	7A. Key quality performance measures, asthma and Emergency Room (ER) utilization, tracked for PCPs participating in the HANs will improve between 2015-2016. 
	7A. Key quality performance measures, asthma and Emergency Room (ER) utilization, tracked for PCPs participating in the HANs will improve between 2015-2016. 
	Decrease asthma related ER visits for HAN members with an Asthma diagnosis identified in the medical record. 

	Yes 
	Yes 

	Span

	7B. Key quality performance measures, asthma and Emergency Room (ER) utilization, tracked for PCPs participating in the HANs will improve between 2015-2016. 
	7B. Key quality performance measures, asthma and Emergency Room (ER) utilization, tracked for PCPs participating in the HANs will improve between 2015-2016. 
	7B. Key quality performance measures, asthma and Emergency Room (ER) utilization, tracked for PCPs participating in the HANs will improve between 2015-2016. 
	Decrease 90-day readmissions for related asthma conditions for HAN members with an Asthma diagnosis identified in their medical record. 

	Yes 
	Yes 

	Span

	7C. Key quality performance measures, asthma and Emergency Room (ER) utilization, tracked for PCPs participating in the HANs will improve between 2015-2016. Decrease overall ER use for HAN members. 
	7C. Key quality performance measures, asthma and Emergency Room (ER) utilization, tracked for PCPs participating in the HANs will improve between 2015-2016. Decrease overall ER use for HAN members. 
	7C. Key quality performance measures, asthma and Emergency Room (ER) utilization, tracked for PCPs participating in the HANs will improve between 2015-2016. Decrease overall ER use for HAN members. 
	 

	Yes 
	Yes 

	Span

	8. Average per member per month expenditures for members belonging to a HAN affiliated PCP will continue to be less than those members enrolled with non-Han affiliated PCPs during the period of 2015- 2016. 
	8. Average per member per month expenditures for members belonging to a HAN affiliated PCP will continue to be less than those members enrolled with non-Han affiliated PCPs during the period of 2015- 2016. 
	8. Average per member per month expenditures for members belonging to a HAN affiliated PCP will continue to be less than those members enrolled with non-Han affiliated PCPs during the period of 2015- 2016. 

	Yes 
	Yes 

	Span

	9a. The implementation of phase two of the SoonerCare HMP, including introduction of physician office-based Health Coaches for nurse care managed members and closer alignment of nurse care management and practice facilitation will maintain enrollment and active participation in the program. 
	9a. The implementation of phase two of the SoonerCare HMP, including introduction of physician office-based Health Coaches for nurse care managed members and closer alignment of nurse care management and practice facilitation will maintain enrollment and active participation in the program. 
	9a. The implementation of phase two of the SoonerCare HMP, including introduction of physician office-based Health Coaches for nurse care managed members and closer alignment of nurse care management and practice facilitation will maintain enrollment and active participation in the program. 

	Yes 
	Yes 

	Span

	9b. The incorporation of Health Coaches 
	9b. The incorporation of Health Coaches 
	9b. The incorporation of Health Coaches 

	Yes 
	Yes 

	Span


	Table
	TR
	TH
	Span
	Hypotheses 

	TH
	Span
	Do the outcomes of the 2016 Demonstration confirm the hypotheses? 

	Span

	into primary care practices will result in increased PCP contact with nurse care managed members for preventive/ambulatory care. 
	into primary care practices will result in increased PCP contact with nurse care managed members for preventive/ambulatory care. 
	into primary care practices will result in increased PCP contact with nurse care managed members for preventive/ambulatory care. 

	Span

	9c. The implementation of phase two of the SoonerCare HMP, including introduction of physician office-based Health Coaches for nurse care managed members and closer alignment of nurse care management and practice facilitation will improve the process for identifying qualified members and result in an increase in average complexity of need within the nurse care managed population. 
	9c. The implementation of phase two of the SoonerCare HMP, including introduction of physician office-based Health Coaches for nurse care managed members and closer alignment of nurse care management and practice facilitation will improve the process for identifying qualified members and result in an increase in average complexity of need within the nurse care managed population. 
	9c. The implementation of phase two of the SoonerCare HMP, including introduction of physician office-based Health Coaches for nurse care managed members and closer alignment of nurse care management and practice facilitation will improve the process for identifying qualified members and result in an increase in average complexity of need within the nurse care managed population. 

	Yes 
	Yes 

	Span

	9d. Health Coaches will improve quality measures for members who are engaged. 
	9d. Health Coaches will improve quality measures for members who are engaged. 
	9d. Health Coaches will improve quality measures for members who are engaged. 

	Yes 
	Yes 

	Span

	9e. Nurse care managed members will utilize the emergency room at a lower rate than forecasted without nurse care management intervention. 
	9e. Nurse care managed members will utilize the emergency room at a lower rate than forecasted without nurse care management intervention. 
	9e. Nurse care managed members will utilize the emergency room at a lower rate than forecasted without nurse care management intervention. 

	Yes 
	Yes 

	Span

	9f. Nurse care managed members will have fewer hospital admissions than forecasted without nurse care management intervention. 
	9f. Nurse care managed members will have fewer hospital admissions than forecasted without nurse care management intervention. 
	9f. Nurse care managed members will have fewer hospital admissions than forecasted without nurse care management intervention. 

	Yes 
	Yes 

	Span

	9g. Nurse care managed members will report high levels of satisfaction with their care. 
	9g. Nurse care managed members will report high levels of satisfaction with their care. 
	9g. Nurse care managed members will report high levels of satisfaction with their care. 

	Yes 
	Yes 

	Span

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

	Yes 
	Yes 

	Span


	 
	The OHCA reports the most current data and analysis for the SoonerCare Choice program’s hypotheses. The data for hypotheses one and two are taken from the Quality of Care in the Sooner Care Program report – Reporting Year 2016 Measurement year 2015. The hypotheses for 9b- 9h, are taken from SoonerCare Health Management Program Evaluation SFY 2015. 
	 
	Hypothesis 1- Child Health Checkup Rates:  This hypothesis directly relates to SoonerCare Choice waiver objective #1 and #2 of CMS’s Three Part Aim. 
	The rate age-appropriate well-child and adolescent visits will improve between 2015-2016. 
	A. Child health check-up rates for children 0 to 15 months old will be maintained at or above 95 percent over the life of the extension period. 
	A. Child health check-up rates for children 0 to 15 months old will be maintained at or above 95 percent over the life of the extension period. 
	A. Child health check-up rates for children 0 to 15 months old will be maintained at or above 95 percent over the life of the extension period. 

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

	C. Adolescent child health checkup rates will maintain over the life of the 
	C. Adolescent child health checkup rates will maintain over the life of the 


	extension period. 
	extension period. 
	extension period. 


	 
	 
	Table
	TR
	TD
	Span
	Well-Child 
	Adolescent 

	TD
	Span
	Baseline HEDIS ® 2014 SCY2013 
	 

	TD
	Span
	Baseline HEDIS ® 2015 SCY2014 
	 

	TD
	Span
	Baseline HEDIS ® 2016 SCY2015 
	 

	Span

	0-15months 
	0-15months 
	0-15months 

	96.3% 
	96.3% 

	94.3% 
	94.3% 

	96.4% 
	96.4% 

	Span

	3-6 years 
	3-6 years 
	3-6 years 

	58.5% 
	58.5% 

	57.1% 
	57.1% 

	56.7% 
	56.7% 

	Span

	12-21 years 
	12-21 years 
	12-21 years 

	21.8% 
	21.8% 

	22.1% 
	22.1% 

	22.4% 
	22.4% 

	Span


	 
	Hypothesis 1A Results: 
	This hypothesis specifies that checkup rates for children 0 to 15 months will be maintained at or above 95 percent over the course of the extension period. 
	 
	Children 0 to 15 months old saw an increase in child checkup rates for HEDIS® year 2016. In HEDIS® year 2015 the child checkup rate fell slightly below 95 percent to 94.3 percent. The data shows that the child health checkup rates fluctuate throughout the years, but has maintained above 90 percent consistently. In HEDIS® year 2016 OHCA met the measure when the percentage of child visits increased to 96.4 percent. The OHCA will continue to monitor this group during the 2017 extension period. 
	 
	Hypothesis 1B Results: 
	In accordance with the hypothesis, the checkup rates for children ages 3 to 6 years will increase by one percentage point over the extension period 2015-2016. 
	 
	Children 3 to 6 years old saw a 1.8 percent decrease in child health checkup rates from HEDIS® year 2014 to HEDIS® year 2016. For HEDIS® year 2015 to HEDIS® year 2016 there was a .4 percent decrease in health checkups for this population. The OHCA has not yet met the measure; the OHCA will continue to track the measure over the extension period to monitor for significant changes in rates for this age group during the 2017 extension period. 
	 
	Hypothesis 1C Results: 
	The evaluation measure hypothesizes that the checkup rate for adolescents’ ages 12 to 21 years will maintain over the life of the extension period. 
	  Adolescent ages 12 to 21 years of age saw a slight increase in health checkup rates for HEDIS® year 
	2016. There was a .3 percent increase in health checkup rates from HEDIS® year 2014 to HEDIS® year 2015. For HEDIS® year 2015 to HEDIS® 2016 there was an increase of .3 percent in health checkups for this population.  
	 
	Hypothesis 2- PCP Visits: This hypothesis directly relates to SoonerCare Choice waiver objective #1 and #2 of CMS’s Three Part Aim: 
	 
	The rate of adult members who have one or more preventive health visits with a primary care provider in a year will improve by one percentage point as a measure of access to primary care in accordance with HEDIS® guidelines  between 2015-2016. 
	 
	 
	Access to PCP/Ambulatory HealthCare: HEDIS® Measures 
	Access to PCP/Ambulatory HealthCare: HEDIS® Measures 
	Access to PCP/Ambulatory HealthCare: HEDIS® Measures 
	Access to PCP/Ambulatory HealthCare: HEDIS® Measures 

	TH
	Span
	Baseline HEDIS® 2014 CY2013 

	TH
	Span
	HEDIS® 2015 CY2014 

	TH
	Span
	HEDIS® 2016 CY2015 

	Span

	20-44 years 
	20-44 years 
	20-44 years 

	82.4% 
	82.4% 

	81.0% 
	81.0% 

	80.3% 
	80.3% 

	Span

	45-64 years 
	45-64 years 
	45-64 years 

	89.9% 
	89.9% 

	90.1% 
	90.1% 

	90.0% 
	90.0% 

	Span


	 
	 
	Hypothesis 2 Results: 
	This hypothesis suggests that adults’ rate of access to primary care providers will improve by one percentage point as a measure of access to primary care in accordance with HEDIS® guidelines between 2015-2016. 
	 
	SoonerCare adults ages 20 to 44 saw a 2.1 percent decrease with access to PCP or ambulatory health care in  HEDIS® year 2016 compared to HEDIS® year 2014. SoonerCare adults ages 45 to 64 saw a .1 percent increase with access to PCP or ambulatory health care in HEDIS® year 2016 compared to HEDIS® year 2014. The OHCA has not yet fully met the measure; the OHCA will continue to track the adult access rates over the extension period to monitor for significant changes in rates for these age groups. 
	 
	Hypothesis 3 - PCP Enrollments: This hypothesis directly relates to SoonerCare Choice waiver objective #2 and #1 of CMS’s Three Part Aim: 
	 
	The number of SoonerCare primary care practitioners enrolled as medical home PCPs will maintain at or above the baseline data (2,067 providers) between 2015-2016. 
	 
	 
	  
	Hypothesis 3 Results: 
	This hypothesis measures the State’s access to care by tracking the number of SoonerCare  
	primary care providers (PCP) enrolled as medical home PCPs. The OHCA exceeded the baseline data during the first month of 2016 and has continued to exceed baseline. The OHCA exceeded the baseline data by 30 percent at the end of 2016. The OHCA believes that the number of Choice PCPs will continue to be maintained throughout the 2017extension period. 
	 
	Hypothesis  3b  -  PCP  Enrollments  Insure  Oklahoma:  This  hypothesis  directly  relates  to  
	SoonerCare Choice waiver objective #2 and #1 of CMS’s Three Part Aim: 
	 
	The number of Insure Oklahoma practitioners enrolled as PCPs will maintain at or above the baseline data between  2015-2016. 
	 
	 
	 
	 
	Hypothesis 3b Results: 
	This hypothesis tracks the number of Insure Oklahoma primary care providers (PCP) enrolled as PCPs. The OHCA exceeded the baseline data during the first quarter of 2016 and has continued to exceed baseline. The OHCA exceeded the baseline data by 45 percent at the beginning of 2016. The OHCA believes that the number of Insure Oklahoma PCPs will continue to be maintained throughout the 2017 extension period 
	 
	Hypothesis 4 - PCP Capacity Available: This hypothesis directly relates to SoonerCare Choice waiver objectives #1, #2 and #1 of CMS’s Three Part Aim: 
	 
	There will be adequate PCP capacity to meet the health care needs of the SoonerCare members between 2015-2016. Also, as perceived by the member, the time it takes to schedule an appointment should improve between 2015-2016. The available capacity will equal or exceed the baseline capacity data over the duration of the waiver extension period. 
	 
	 
	 
	Hypothesis 4 Results: 
	This hypothesis suggests that OHCA will equal or exceed the baseline capacity data (1,149,541; average of 269 members per PCP) over the duration of the extension period. The OHCA exceeded the baseline capacity in the beginning of 2016. 
	 
	Additionally, the number of SoonerCare Choice PCP providers has increased over the course of the year. There are 2,689 contracted SoonerCare Choice providers who serve SoonerCare members as of December 2016. This is a 30 percent increase from the number of providers in December 2013 the baseline year. In 2016, SoonerCare Choice providers served an average of 204 members per provider. As the number of SoonerCare Choice PCPs increases, the average members per PCP fluctuate. The OHCA believes that the availabl
	 
	Hypothesis 5 - PCP Availability: This hypothesis directly relates to SoonerCare Choice waiver objectives #1, #2 and #1 of CMS’s Three Part Aim. 
	 
	There will be adequate PCP capacity to meet the health care needs of the SoonerCare members with Children's Health Insurance Program (CHIP) eligibility between2015 - 2016. Also, as perceived by the member, the time it takes to schedule an appointment should improve between 2015 - 2016. As perceived by the member, the time it takes for the member to schedule an appointment should exceed the baseline data between 2015 - 2016. 
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	80% 
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	“Always” 

	 
	 
	 
	82% 
	Responded 
	“Usually” or 
	“Always” 

	 
	 
	 
	87% 
	Responded 
	“Usually” or 
	“Always 
	  

	 
	 
	 
	82% 
	Responded 
	“Usually” or 
	“Always 

	Span

	from The Survey 
	from The Survey 
	from The Survey 

	Span

	Question: 
	Question: 
	Question: 

	Span

	“In the last 6 months, 
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	Hypothesis 5 Results: 
	This hypothesis theorizes that the member’s response to the time it takes to schedule an appointment should exceed the baseline data. The OHCA’s contracted External Quality Review Organization (EQRO) Morpace, conducted the Consumer Assessment of Healthcare Providers & Systems (CAHPS®) survey for the period 2016. Results from the CAHPS® survey indicate that the majority of survey respondents for both the Adult and Child surveys had satisfactory responses for scheduling an appointment as soon as needed. In re
	indicated they were “Usually” or “Always” satisfied. More than 800 combined adult and child survey respondents had a positive response about the time it takes to get an appointment with their PCP; the OHCA saw an increase in the number of positive responses in SFY16 for both the adult and children composite responses compared to the baseline data. The OHCA believes that the survey responses will continue to improve throughout the 2017 extension period. 
	 
	Hypothesis 6 - Integration of Indian Health Services, Tribal Clinics, and Urban Indian Clinic Providers: This hypothesis directly relates to SoonerCare Choice waiver objective #4 and #1 of CMS’s Three Part Aim: 
	 
	The percentage of American Indian members who are enrolled with an Indian Health Services, Tribal, or Urban Indian Clinic (I/T/U) with a SoonerCare Choice American Indian primary care case management contract will improve during the 2015 - 2016 waiver period. 
	 
	 
	Hypothesis 6 Results: 
	This hypothesis postulates that the percentage of American Indian members who are enrolled with an I/T/U with a SoonerCare American Indian primary care case management contract will improve during the extension period. The proportion of 
	American Indian members with an I/T/U PCP has decreased 7.09 percentage points when comparing December 2013 to December 2016. At this time, the OHCA expects the percentage of IHS members who are enrolled with an I/T/U PCP will continue to be maintained throughout the extension period. The OHCA has not yet met the measure; the OHCA will continue to track the data associated with this hypothesis over the extension period to monitor for significant changes in rates for these eligibility groups. 
	 
	Hypothesis 7 – Impact of Health Access Networks on Quality of Care: This hypothesis directly relates to the SoonerCare Choice waiver objective #3 and #2 of CMS’ Three Part Aim: 
	 
	Key quality performance measures, asthma and Emergency Room (ER) utilization, tracked for PCPs participating in the HANs will improve between 2015–2016. 
	A. Decrease asthma-related ER visits for HAN   members with  an  asthma diagnosis identified in their  medical record. 
	A. Decrease asthma-related ER visits for HAN   members with  an  asthma diagnosis identified in their  medical record. 
	A. Decrease asthma-related ER visits for HAN   members with  an  asthma diagnosis identified in their  medical record. 
	A. Decrease asthma-related ER visits for HAN   members with  an  asthma diagnosis identified in their  medical record. 

	B. Decrease 90-day readmissions for related asthma conditions for HAN members with an asthma diagnosis identified in their medical record. 
	B. Decrease 90-day readmissions for related asthma conditions for HAN members with an asthma diagnosis identified in their medical record. 

	C. Decrease overall ER use for HAN members. 
	C. Decrease overall ER use for HAN members. 



	 
	Hypothesis 7 Results: 
	This hypothesis posits that the percent of HAN members with asthma who visit the ER will decrease, 90-day readmission for asthma conditions will decrease and percent of ER use for HAN members will decrease. 
	 
	Hypothesis 7A Results: The health access networks continue to move forward with reporting. The HANs are on track in decreasing asthma related ER visits. In comparing 2015 to 2016 each network had a decrease. The OU Sooner HAN had a 1 percent decrease, the PHCC HAN had a 3 percent decrease and the OSU Network HAN had a 2 percent decrease. 
	 
	 
	 
	 
	Hypothesis 7B Results: The HANs are on track in decreasing 90-day re-admissions for HAN members with asthma. In comparing 2015 to 2016 each network had a decrease. The OU Sooner HAN had a 3 percent decrease and the PHCC HAN had a 22 percent decrease. Although the OSU HAN Network had limited opportunity to intervene with certain newly enrolled PCPs and members in 2016, resulting in a three percent increase in readmissions in comparison to 2015, the Network is confident it will see fewer asthma readmissions i
	 
	 
	 
	 
	 
	Hypothesis 7C Results: The HANs are on track in decreasing ER use for HAN members. In comparing 2015 to 2016 each network had a decrease. The OU Sooner HAN had a six percent decrease, the PHCC HAN had a 36 percent decrease and the OSU Network HAN had a nine percent decrease. 
	 
	 
	 
	 
	 
	Hypothesis 8 - Impact of Health Access Networks on Effectiveness of Care: This hypothesis directly relates to SoonerCare Choice waiver objective #3 and #3 of CMS’s Three Part Aim. Reducing  costs  associated  with  the  provision  of  health  care  services  to  SoonerCare beneficiaries served by the  HANs. 
	 
	Reducing costs associated with the provision of health care services to SoonerCare beneficiaries served by the HANs. Average per member per month expenditures for members belonging to a HAN affiliated PCP will continue to be less than those members enrolled with non-HAN affiliated PCPs during the period of 2015-2016. 
	 
	Hypothesis 8 Results: 
	This hypothesis indicates that the average per member per month (PMPM) expenditure for HAN members will be less than the PMPM expenditure for Non-HAN members. In SFY 2016, the PMPM average for HAN members was $285.30 while the PMPM average for non- HAN members was $313.33. Per member per month expenditures, continue to be lower for SoonerCare Choice members enrolled with a HAN PCP, than for SoonerCare Choice members who are not enrolled with a HAN PCP. 
	 
	The OHCA has met the measure and expects this trend to continue. The evaluation design gathers the data for this hypothesis on a state fiscal year basis. In order to allow for claims lag data to be reported, the analysis of the information is done in conjunction with the evaluation design reporting frequency within three to four month window following the state fiscal year. The information reported in the hypothesis is the most current. 
	 
	 
	 
	  
	Hypothesis 9a - Health Management Program (HMP) Impact on Enrollment Figures: This hypothesis directly relates to SoonerCare Choice waiver objective #3, HMP objective #3 and #1 of CMS’s Three Part Aim. 
	 
	The implementation of Phase two of the SoonerCare HMP, including introduction of physician office-based Health Coaches for nurse care managed members and closer alignment of nurse care management and practice facilitation, the HMP has maintained enrollment and active participation in the program. 
	 
	Hypothesis 9a Results: The results show the total number of HMP members actively engaged in nurse care management; and it shows the number of SoonerCare Choice members in an active HMP practice that have undergone practice facilitation. 
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	The OHCA will continue to track and trend this hypothesis over the extension period to monitor for significant changes in results. The results show the total number of HMP members actively engaged in nurse care management and it shows the number of SoonerCare Choice members in an active HMP practice that have undergone practice facilitation. 
	 
	Hypothesis 9b - Health Management Program (HMP); Impact on Access to Care: This hypothesis directly relates to SoonerCare Choice waiver objective #3, HMP objective #2 and #1 of CMS’s Three Part Aim. 
	 
	The incorporation of Health Coaches into primary care practices will result in increased PCP contact with nurse care managed members for preventive/ambulatory care. 
	 
	Hypothesis 9b Results: 
	The HMP measures access to care for health coaching participants and members aligned with a practice facilitation provider through the following three clinical measures: 
	 Adult Access to Preventive/Ambulatory Care: Percentage of members 20 years and older who had an  ambulatory or preventive care visit during the measurement year; 
	 Adult Access to Preventive/Ambulatory Care: Percentage of members 20 years and older who had an  ambulatory or preventive care visit during the measurement year; 
	 Adult Access to Preventive/Ambulatory Care: Percentage of members 20 years and older who had an  ambulatory or preventive care visit during the measurement year; 
	 Adult Access to Preventive/Ambulatory Care: Percentage of members 20 years and older who had an  ambulatory or preventive care visit during the measurement year; 

	 Child Access to PCP: Percentage of children 12 months to 19 years old who visited a primary care practitioner (PCP) during the measurement year, or if seven years or older, in the measurement year or year  prior; and 
	 Child Access to PCP: Percentage of children 12 months to 19 years old who visited a primary care practitioner (PCP) during the measurement year, or if seven years or older, in the measurement year or year  prior; and 

	 Adult BMI: Percentage of adults 18 to 75 years old who had an outpatient visit where his/her BMI was documented, either during the measurement year or year prior to the measurement year. The compliance rate for the health coaching population exceeded the comparison group rate on the two measures having a comparison group percentage. The difference was statistically significant in both cases. 
	 Adult BMI: Percentage of adults 18 to 75 years old who had an outpatient visit where his/her BMI was documented, either during the measurement year or year prior to the measurement year. The compliance rate for the health coaching population exceeded the comparison group rate on the two measures having a comparison group percentage. The difference was statistically significant in both cases. 



	 
	The compliance rate is the percentage of participants engaged in health coaching or members aligned with a practice facilitation provider that meets the measure criteria. The comparison group is the general SoonerCare population. 
	 
	 
	 
	In SFY 2014, the comparison group for the percentage of members 20 years and older that had an ambulatory or preventive care visit during the measurement year had an 84.7 percent compliance rate and the Health Coach Participants group had a 96.3 percent compliance rate. The compliance rate for the health coaching population exceeded the comparison group rate on the two measures having a comparison group percentage. The difference was statistically significant in both cases. 
	 
	In SFY 15, the comparison group for the percentage of members 20 years and older that had an ambulatory or preventive care visit during the measurement year had an 84.1 percent compliance rate and the Health Coach Participants group had a 96.1 percent compliance rate. The compliance rate for the health coaching population exceeded the comparison group rate on all there measures. The difference was statistically significant for all three. 
	 
	The same three measures are utilized to determine access to care for members aligned with a practice facilitation provider. 
	 
	 
	In SFY 2014, the comparison group for the percentage of members 20 years and older who had an ambulatory or preventive care visit during the measurement year had an 84.7 percent compliance rate and the Health Coach Participants group had a 96.5 percent compliance rate. 
	The compliance rate for the members aligned with a practice facilitation provider exceeded the comparison group rate on the two measures having a comparison group percentage. The difference was statistically significant in both cases. 
	 
	In SFY 15, the comparison group for the percentage of members 20 years and older who had an ambulatory or preventive care visit during the measurement year had an 84.1 percent compliance 
	rate and the members aligned with a practice facilitation provider had a 96.6 percent compliance rate. The compliance rate for the members aligned with a practice facilitation provider exceeded the comparison group rate on two of the three measures and the difference was statistically significant in both cases. 
	 
	The above findings suggest that the health coaching and practice facilitation are both having a positive impact on access to care. 
	 
	Hypothesis 9c - Health Management Program (HMP); Impact on Identifying Appropriate Target Population: This hypothesis directly relates to SoonerCare Choice waiver objective #3, HMP objective #2, and #2 of CMS’s Three  Part Aim. 
	 
	The implementation of phase two of the SoonerCare HMP, including introduction of physician office-based Health Coaches for nurse care managed members and closer alignment of nurse care management and practice facilitation will improve the process for identifying qualified members and result in an increase in average complexity of need within the nurse care managed population. 
	 
	Hypothesis 9c Results: 
	The SoonerCare HMPs’ focus on holistic care rather than management of a single disease is appropriate given the prevalence of co-morbidities in the participating population. Independent research conducted by Pacific Health Policy Group (PHPG) examined the number of physical chronic conditions per participant and found that nearly 80 percent in SFY 2015 had at least two of the six high priority chronic physical conditions (asthma, COPD, coronary artery disease, diabetes, heart failure and hypertension) as de
	 
	 
	 
	Nearly 75 percent of the participant population also has both a physical and behavioral health condition. Among the six priority physical health conditions, the co-morbidity prevalence in SFY 2015 ranged from approximately 81 percent in the case of persons with COPD to 70 percent among persons with asthma. The percentage distributions were almost unchanged from SFY 2014. 
	 
	 
	 
	Overall, health coaching participants demonstrate the characteristics expected of a population that could benefit   from care management. Most have two or more chronic physical health conditions, often coupled with serious acute conditions. The population also has significant behavioral health needs that can complicate adherence to guidelines   for self-management of physical health conditions and maintaining a healthy lifestyle. 
	Hypothesis 9d - Health Management Program (HMP); Impact on Health Outcomes: This hypothesis directly relates   to SoonerCare Choice waiver objective #3, HMP objective #1, and#2 of CMS’s Three Part Aim. Health coaches will improve quality measures for members who are engaged. 
	 
	Hypothesis 9d Results: 
	In SFY 2015 the health coaching participant compliance rate exceeded the comparison group rate on 12 of 17 measures for which there was a comparison group percentage (70.6 percent). The difference was statistically significant for 10 of   the 12 measures (83.3 percent). 
	Conversely, the comparison group achieved a higher rate on five of the 17 measures (29.4 percent), including three for which the difference was statistically significant (60 percent). The health coaching participant compliance rate improved on 10 of 22 measures (45.5 percent) from SFY 2014 to SFY 2015, although typically by small amounts. Twelve of 22 measures (54.5 percent) experienced a slight decline from SFY 2014 to SFY 2015. The most impressive results, relative to the comparison group, were observed f
	  
	While it is still early in the evaluation process, the above findings suggest that health coaching is having a positive impact on the quality of care for program participants. The long term benefit to participants will continue to be measured through the quality of care longitudinal analysis and through the utilization and expenditure analysis. 
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	The practice facilitation participant compliance rate exceeded the comparison group rate on eight of 17 measures for which there was a comparison group percentage (47.1 percent). The difference was statistically significant for five of the eight measures (62.5 percent). Conversely, the comparison group achieved a higher rate on nine of the 17 measures (52.9 percent), including five for which the difference was statistically significant (55.6 percent). The practice facilitation participant compliance rate im
	 
	Similar to the health coaching quality outcomes, the above findings suggest that practice facilitation is having a positive impact on the quality of care for program participants. The long term benefit to participants will continue to be measured through the quality of care longitudinal analysis. 
	 
	Hypothesis 9e – Health Management Program (HMP); Impact on Cost/Utilization of Care: This hypothesis directly relates to SoonerCare Choice waiver objective #3, HMP objective #1, and #2 of CMS’s Three Part Aim. 
	 
	Nurse care managed members will utilize the emergency room at a lower rate than forecasted without nurse care management intervention. 
	 
	Hypothesis 9e Results: 
	Health coaching, if effective, should have an observable impact on participant service utilization and expenditures. Practice facilitation, like health coaching, should demonstrate its effectiveness through an observable impact on member service utilization and expenditures. Improvement in quality of care should yield better outcomes in the form of fewer emergency department visits and hospitalizations, and lower acute care costs. Most potential SoonerCare HMP participants are identified based on MEDai data
	 
	In SFY 2015 MEDai forecasted that HMP health coaching participants as a group would incur 2,341 emergency department visits per 1,000 participants in the first 12 months of engagement. The actual rate was 1,800 or 77 percent of forecast. 
	 
	 
	Practice facilitation, like health coaching, should demonstrate its effectiveness through an observable impact on member service utilization and expenditures. Improvement in quality of care should yield better outcomes in the form of fewer emergency department visits and hospitalizations, and lower acute care cost. 
	 
	PHPG conducted the practice facilitation utilization and expenditure evaluation by comparing the actual claims experience of members aligned with Patient Centered Medical Home (PCMH) practice facilitation providers to MEDai forecasts. To be included in the analysis, members had to have been aligned with a PCMH provider who underwent practice facilitation. They also had to have been seen by a PCMH provider at least once following their own PCMH provider’s initiation into practice facilitation. Members partic
	 
	In SFY 2015, MEDai projected members aligned with a practice facilitation provider in total would incur 1,324 emergency department visits per 1,000 over the 12-month forecast period. The actual rate was 1,218, or 92 percent of forecast. 
	 
	 
	 
	Hypothesis 9f – Health Management Program (HMP); Impact on Cost/Utilization of Care: This hypothesis directly relates to SoonerCare Choice waiver objective #3, HMP objective #1 and #2 of CMS’s Three Part Aim. Nurse care managed members will have fewer hospital admissions than forecasted without nurse care management   intervention. 
	 
	Hypothesis 9f Results: 
	Health coaching, if effective, should have an observable impact on participant service utilization and expenditures. Improvement in quality of care should yield better outcomes in the form of fewer emergency department visits and hospitalizations, and lower acute care costs. Most potential SoonerCare HMP participants are identified based on MEDai data, which includes a 12-month forecast of emergency department visits, hospitalizations and total expenditures. MEDai’s advanced predictive modeling, as opposed 
	can be compared. 
	 
	In SFY 2015, MEDai forecasted that SoonerCare HMP participants as a group would incur 2,747 inpatient days per 1,000 participants in the first 12 months of engagement. The actual rate was 1,539, or 56 percent of forecast. 
	 
	 
	 
	Practice facilitation, like health coaching, should demonstrate its effectiveness through an observable impact on member service utilization and expenditures. Improvement in quality of care should yield better outcomes in the form of fewer emergency department visits and hospitalizations, and lower acute care cost. 
	 
	PHPG conducted the practice facilitation utilization and expenditure evaluation by comparing the actual claims experience of members aligned with Patient Centered Medical Home (PCMH) practice facilitation providers to MEDai forecasts. To be included in the analysis, members had to have been aligned with a PCMH provider who underwent practice facilitation. They also had to have been seen by a PCMH provider at least once following their own PCMH provider’s initiation into practice facilitation. Members partic
	  
	 
	In SFY 2015, MEDai projected members aligned with a practice facilitation provider in total would incur 876 inpatient days per 1,000 over the 12-month forecast period. The actual rate was 623, or 71 percent of forecast. 
	 
	 
	 
	 
	The OHCA will continue to monitor the program for the impact of reducing medical cost of the 
	population served. 
	 
	Hypothesis 9g - Health Management Program (HMP); Impact on Satisfaction /Experience with Care: This hypothesis directly relates to SoonerCare Choice waiver objective #3, HMP objective #3, and #2 of CMS’s Three  Part Aim. 
	Nurse care managed members will report higher levels of satisfaction with their care. 
	 
	Hypothesis 9g Results: 
	Member satisfaction is a key component of SoonerCare HMP performance. If members are satisfied with their experience and value its worth, they are likely to remain engaged and focused on improving their self-management skills and adopting a healthier lifestyle. 
	 
	Conversely, if members do not see a lasting value to the experience, they are likely to lose interest and lack the necessary motivation to follow coaching recommendations. 
	 
	PHPG completed 758 initial surveys with SoonerCare HMP participants, as well as 133 six- month follow-up surveys with participants who previously completed an initial survey. The purpose of the follow-up survey was to identify changes in attitudes and health status over time. 
	 
	Health coaches are expected to help participants build their self-management skills and improve their health through   a variety of activities. Respondents were read a list of activities and asked, for each, whether it had occurred. If so, how satisfied they were with the interaction or help they received. 
	 
	Respondents were asked to rate their satisfaction with each “yes” activity. The overwhelming majority reported   being very satisfied with the help they received, with the portion ranging from 91 to 94 percent, depending on the item. This attitude carried over to the members’ overall satisfaction with their health coaches; 87 percent reported being very satisfied. Results for the follow-up survey were closely aligned to the initial survey. 
	Survey respondents reported very high levels of satisfaction with the SoonerCare HMP overall, consistent with their opinion of the health coach, who serves as their point of contact with the program. Eighty-seven percent of initial survey respondents and 90 percent of follow-up survey respondents stated they were very satisfied. Nearly all respondents (93 percent of initial survey and 97 percent of follow-up survey) said they would recommend the program to a friend with health care needs like theirs. 
	 
	 
	 
	The OHCA will continue to track and trend this hypothesis   over the extension period to monitor for significant changes in results. 
	  
	Hypothesis 9h - Health Management Program (HMP); Impact of HMP on Effectiveness of Care: This hypothesis directly relates to SoonerCare Choice waiver objective #3, HMP objective 
	#1, and #3 of CMS’s Three Part Aim. 
	 
	Total and PMPM expenditures for members enrolled in HMP will be lower than would have occurred absent their participation in nurse care management. 
	 
	Hypothesis 9h Results: 
	The value of the SoonerCare HMP is measurable on multiple axes, including participant satisfaction and change in behavior, quality of care, improvement in service utilization and overall impact on medical expenditures. The last criterion is arguably the most important, as progress in other areas ultimately result in medical expenditures remaining below the level that would have occurred absent the program. 
	 
	PHPG examined the program’s return on investment (ROI) through SFY 2015, by comparing health coaching and practice facilitation administrative expenditures to medical savings. 
	Both program components have achieved a positive ROI, with the program as a whole generating net savings of $41.2 million and a return on investment of 249 percent. Put another way, the second generation SoonerCare HMP generated nearly $2.50 in net medical savings for every dollar in administrative expenditures. 
	 
	PHPG performed a cost effectiveness test by comparing forecasted costs to actual costs during SFY 2014 and SFY 2015, inclusive of SoonerCare HMP health coaching administrative expenses. 
	 
	The SoonerCare HMP health coaching participants as a group were forecasted to incur average medical costs of $1,099.04. Their actual average PMPM medical costs were $746.90. With the addition of $155.60 in average PMPM administrative expenses, total actual costs were $902.50. Medical expenses accounted for 83 percent of the total and   administrative expenses for the other 17 percent. Overall, SoonerCare HMP health coaching participant PMPM   expenses, inclusive of administrative costs were 82.1 percent of 
	 
	 
	 
	On an aggregate basis, the health coaching portion of the SoonerCare HMP achieved net savings during its initial 24  months of operation (July 2013 through June 2015) of nearly $12.8 million, up from only $3.4 million in its first 12months.  These results appear in line with the nurse care management component of the first generation SoonerCare HMP,  which generated cumulative net savings of $5.5 million through its initial 17 months of operation (February 2008  implementation through June 2009) and $14.9 m
	 
	PHPG performed a cost effectiveness test by comparing forecasted costs to actual costs during SFY2014 and SFY2015, inclusive of SoonerCare HMP practice facilitation administrative expenses. 
	 
	SoonerCare HMP members aligned with a practice facilitation provider and included in the expenditure analysis were forecasted to incur average medical costs of $614.47. Their actual average PMPM medical costs were $380.09.  With the addition of $43.35 in average PMPM administrative expenses, total actual costs were $423.44. Medical expenses accounted for 90 percent of the total and administrative expenses for the other 10 percent. Overall, net SoonerCare HMP practice facilitation-related PMPM expenses were 
	 
	 
	 
	On an aggregate basis, the practice facilitation portion of the SoonerCare HMP achieved net savings in excess of $28.4 million. These net savings compare favorably to the practice facilitation component of the first generation  SoonerCare HMP, which generated cumulative net savings of $3.5 million through its initial 17 months of operation  (February 2008 implementation through June 2009) and $19.2 million in cumulative net savings through its initial  29 months of operation (February 2008 through June 2010
	 
	Proposed 2019 - 2021 SoonerCare Choice and Insure Oklahoma Hypotheses 
	The OHCA is requesting that these remain the same as the 2016 - 2018 approved hypotheses submitted at this time with the noted adjustments. The state understands it will have 120 days after the award of the demonstration to submit a draft evaluation plan and identify any changes and updates at that time. 
	 
	Hypothesis 1 – Child Health Checkup Rates. 
	The  rate  for  age-appropriate  well-child  and  adolescent  visits  will  be maintained between the extension period of 2019 - 2021.  
	 
	Hypothesis 2 – PCP Visits. 
	The rate of adult members who have one or more preventive health visits with a primary care provider in a year will be maintained as a measure  of  access  to  primary care in accordance with HEDIS® guidelines between 2019 - 2021. 
	  
	Hypothesis 3 – PCP Enrollments. 
	The number of SoonerCare primary care practitioners enrolled as medical home PCPs will be maintained at or above the baseline data between 2019 - 2021. 
	 
	Hypothesis 3b: PCP Enrollments Insure Oklahoma. 
	The number of Insure Oklahoma practitioners enrolled as PCPs will be maintained at or above the baseline data between 2019 - 2021 
	 
	Hypothesis 4 – PCP Capacity Available. 
	There will be adequate PCP capacity to meet the health care needs of SoonerCare members between 2019 - 2021.  
	 
	Hypothesis 5 – PCP Availability. 
	There will be adequate PCP availability to meet the health care needs of the SoonerCare members with Children's Health Insurance Program (CHIP) eligibility between 2019 - 2021. Also, as perceived by the member, the time it takes to schedule an appointment will be maintained between 2019 - 2021. As perceived by the member, the time it takes for the member to schedule an appointment will be maintained as compared to the baseline data between 2019 - 2021. 
	 
	Hypothesis 6 - Integration of Indian Health Services, Tribal Clinics, and Urban Indian Clinic Providers. 
	The percent of American Indian/Alaskan Native members who are enrolled with an Indian Health Services, Tribal, or Urban Indian Clinic (I/T/U) with a SoonerCare Choice American Indian primary care case management contract will be maintained during  the 2019 - 2021 waiver period. 
	 
	Hypothesis 7 – Impact of Health Access Networks on Quality of Care. 
	Key quality performance measures, asthma and Emergency Room (ER) utilization, tracked for PCPs participating in the HANs will improve between 2019 - 2021. 
	 
	Hypothesis 8 – Impact of Health Access Networks on Effectiveness of Care. 
	Reducing costs associated with the provision of health care services to SoonerCare beneficiaries served by the HANs. Average per member per month expenditures for members belonging to a HAN affiliated PCP will continue to be less than those members enrolled with non-HAN affiliated PCPs during the period of 2019 - 2021. 
	 
	Hypothesis 9 – Health Management Program (HMP). Impact on Enrollment Figures. 
	Health  outcomes  for  chronic  diseases  will  improve  between  2019 - 2021 as a result  of participation in the HMP.  Total expenditures for members enrolled in HMP will decrease. 
	(a) The implementation of phase two of the SoonerCare HMP, including introduction of physician office- based Health Coaches for nurse care managed members and closer alignment of nurse care management and practice facilitation will maintain enrollment and active participation in the program. 
	(a) The implementation of phase two of the SoonerCare HMP, including introduction of physician office- based Health Coaches for nurse care managed members and closer alignment of nurse care management and practice facilitation will maintain enrollment and active participation in the program. 
	(a) The implementation of phase two of the SoonerCare HMP, including introduction of physician office- based Health Coaches for nurse care managed members and closer alignment of nurse care management and practice facilitation will maintain enrollment and active participation in the program. 

	(b) The incorporation of Health Coaches into primary care practices will result in increased PCP 
	(b) The incorporation of Health Coaches into primary care practices will result in increased PCP 


	contact with nurse care managed members for preventive/ambulatory care. 
	contact with nurse care managed members for preventive/ambulatory care. 
	contact with nurse care managed members for preventive/ambulatory care. 

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

	(d) Health Coaches will improve quality measures for members who are engaged. 
	(d) Health Coaches will improve quality measures for members who are engaged. 

	(e) Nurse care managed members will utilize the emergency room at a lower rate than forecasted without  nurse care management intervention 
	(e) Nurse care managed members will utilize the emergency room at a lower rate than forecasted without  nurse care management intervention 

	(f) Nurse care managed members will have fewer hospital admissions than forecasted without nurse care management intervention. 
	(f) Nurse care managed members will have fewer hospital admissions than forecasted without nurse care management intervention. 

	(g) Nurse care managed members will report high levels of satisfaction with their care. 
	(g) Nurse care managed members will report high levels of satisfaction with their care. 

	(h) Total and PMPM expenditures for members enrolled in HMP will be lower than would have occurred  absent their participation in nurse care management 
	(h) Total and PMPM expenditures for members enrolled in HMP will be lower than would have occurred  absent their participation in nurse care management 


	 
	VII. PUBLIC NOTICE PROCESS 
	 
	Post Award Forum 
	In accordance with STC #17, the OHCA scheduled the Post Award Forum for September 21, 2017, for the 2017 extension period in order to afford the public an opportunity to provide meaningful comment on the progress of the demonstration. There were no oral or written comments from this meeting. The presentation for the post award and public meetings can be found in attachment 6 and 6a 
	Public Meetings 
	In accordance with 42 CFR Section 431.408, the OHCA held two public meetings. Notification of the public notice can be found in attachment seven.  
	 
	On July 11, 2017, the first public meeting located at the University Health Science Center, was held at The Children’s Health Group (TCHG) meeting. Several comments were received and a response was provided for each of the commenters.  
	 
	On September 21, 2017, the state conducted it second public meeting at the Oklahoma Health Care Authority during the Medical Advisory Committee (MAC) Meeting in Oklahoma City, OK. There were no comments from this meeting.  
	 
	Documentation of Compliance with Public Notice Requirements 
	In compliance with public notice requirements of the agency and regulations at 42 CFR 
	§431.408,  the  OHCA provided  meaningful  notice  of  the  State’s  intent  to  renew  the SoonerCare demonstration to the Native American  Tribes and to the general public. 
	The OHCA made use of the methods listed below to inform the public of the State’s intent to renew the Demonstration, inform of its post award forum and to solicit feedback from the public. All dates reflected are 2017. Please reference the comments list Attachment eight.  
	 
	  
	July 6 Newspaper notification: To announce meeting location(s) and intent to request an extension in the newspapers of widest circulation in each city with a population of 100,000, or more persons. (Attachment nine) 
	 
	July 10 OHCA Banners: Place a banner and renewal request document on the OHCA public site for a public comment period to run through September 22, 2017. (Attachment 10 and 10a) 
	 
	July 11 1st Public meeting Child Health Workgroup: Regarding renewal request for the 2019 – 2021 demonstration waiver and any modification. (Attachment 11)  
	 
	July 11 Tribal Consultation: Regarding renewal request for the 2019 – 2021 demonstration waiver and any modification. (Attachment 13) 
	 
	September 21  2nd Public meeting Medical Advisory Meeting (MAC): Regarding renewal request for the 2019 – 2021 demonstration waiver and any modification. Post Award Forum for public comment on progress of demonstration. (Attachment 6a) 
	 
	September 30  The OHCA Comment Period ends: Regarding renewal request for the  2019– 2021 demonstration waiver and any modification. 
	 
	November 1  Receive Cover Letter from Governor’s Office for Renewal. (Attachment 14) 
	 
	December 29  Submit Renewal Application to CMS. 
	 
	 
	APPENDICES 
	 
	Appendix A: 2019 - 2021 SoonerCare Choice and Insure Oklahoma Eligibility Chart 
	 
	Table
	TR
	TH
	Span
	Mandatory State Plan Groups 

	TH
	Span
	FPL and/or Other Qualifying Criteria 

	TH
	Span
	Applicable Waivers and CNOMs 
	(Waiver List summary) 

	TH
	Span
	Demonstration Population (STC# 57) 

	Span

	Pregnant women and infants under age 1 1902(a)(10)(A)(i)(IV) 
	Pregnant women and infants under age 1 1902(a)(10)(A)(i)(IV) 
	Pregnant women and infants under age 1 1902(a)(10)(A)(i)(IV) 

	Up to and including 133% FPL 
	Up to and including 133% FPL 

	Freedom of Choice, Retroactive Eligibility 
	Freedom of Choice, Retroactive Eligibility 

	Populations 1,2,3,4 
	Populations 1,2,3,4 

	Span

	Children 1-5 1902(a)(10)(A)(i)(VI) 
	Children 1-5 1902(a)(10)(A)(i)(VI) 
	Children 1-5 1902(a)(10)(A)(i)(VI) 

	Up to and including 133% FPL 
	Up to and including 133% FPL 

	As Above 
	As Above 

	Populations 1,2,3,4 
	Populations 1,2,3,4 

	Span


	Table
	TR
	TH
	Span
	Mandatory State Plan Groups 

	TH
	Span
	FPL and/or Other Qualifying Criteria 

	TH
	Span
	Applicable Waivers and CNOMs 
	(Waiver List summary) 

	TH
	Span
	Demonstration Population (STC# 57) 

	Span

	Children 6-18 1902(a)(10)(A)(i)(VII) 
	Children 6-18 1902(a)(10)(A)(i)(VII) 
	Children 6-18 1902(a)(10)(A)(i)(VII) 

	Up to and including 133% 
	Up to and including 133% 

	As Above 
	As Above 

	Populations 1,2,3,4 
	Populations 1,2,3,4 

	Span

	IV-E Foster Care or Adoption Assistance Children 
	IV-E Foster Care or Adoption Assistance Children 
	IV-E Foster Care or Adoption Assistance Children 

	Automatic  Medicaid eligibility 
	Automatic  Medicaid eligibility 

	As Above 
	As Above 

	Populations 1,2,3,4 
	Populations 1,2,3,4 

	Span

	1931 low-income families 
	1931 low-income families 
	1931 low-income families 

	73% of the AFDC standard of need. 
	73% of the AFDC standard of need. 

	As above 
	As above 

	Populations 1,2,3,4 
	Populations 1,2,3,4 

	Span

	SSI recipients 
	SSI recipients 
	SSI recipients 

	Up to SSI limit 
	Up to SSI limit 

	Freedom of Choice 
	Freedom of Choice 

	Populations 1,2,3,4 
	Populations 1,2,3,4 

	Span

	Pickle amendment 
	Pickle amendment 
	Pickle amendment 

	Up to SSI limit 
	Up to SSI limit 

	Freedom of Choice 
	Freedom of Choice 

	Populations 1,2,3,4 
	Populations 1,2,3,4 

	Span

	Early widows/widowers 
	Early widows/widowers 
	Early widows/widowers 

	Up to SSI limit 
	Up to SSI limit 

	Freedom of Choice 
	Freedom of Choice 

	Populations 1,2,3,4 
	Populations 1,2,3,4 

	Span

	Disabled Adult Children (DACs) 
	Disabled Adult Children (DACs) 
	Disabled Adult Children (DACs) 

	Up to SSI limit 
	Up to SSI limit 

	Freedom of Choice 
	Freedom of Choice 

	Populations 1,2,3,4 
	Populations 1,2,3,4 

	Span

	1619  1916(b)members 
	1619  1916(b)members 
	1619  1916(b)members 

	SSI for unearned income and earned income limit is the 1916(b) threshold amount for Disabled SSI members, as updated annually by the SSA. 
	SSI for unearned income and earned income limit is the 1916(b) threshold amount for Disabled SSI members, as updated annually by the SSA. 

	Freedom of Choice 
	Freedom of Choice 

	Populations 1,2,3,4 
	Populations 1,2,3,4 

	Span

	Targeted Low-Income Child 
	Targeted Low-Income Child 
	Targeted Low-Income Child 

	Up to and including 185% FPL 
	Up to and including 185% FPL 

	As Above 
	As Above 

	Population 9 
	Population 9 

	Span

	Infants under age 1 through CHIP Medicaid expansion 
	Infants under age 1 through CHIP Medicaid expansion 
	Infants under age 1 through CHIP Medicaid expansion 

	Above 133% - 
	Above 133% - 
	185% FPL and for whom the 
	state is claiming title XXI funding 

	As Above 
	As Above 

	Population 9 
	Population 9 

	Span

	Children 1-5 through CHIP Medicaid expansion 
	Children 1-5 through CHIP Medicaid expansion 
	Children 1-5 through CHIP Medicaid expansion 

	Above 133% - 
	Above 133% - 
	185% FPL and for whom the 
	state is claiming title XXI funding 

	As Above 
	As Above 

	Population 9 
	Population 9 

	Span


	Table
	TR
	TH
	Span
	Mandatory State Plan Groups 

	TH
	Span
	FPL and/or Other Qualifying Criteria 

	TH
	Span
	Applicable Waivers and CNOMs 
	(Waiver List summary) 

	TH
	Span
	Demonstration Population (STC# 57) 

	Span

	Children 6-18 through CHIP Medicaid expansion 
	Children 6-18 through CHIP Medicaid expansion 
	Children 6-18 through CHIP Medicaid expansion 

	Above 133% - 
	Above 133% - 
	185% FPL and for whom the 
	state is claiming title XXI funding 

	As Above 
	As Above 

	Populations 9 
	Populations 9 

	Span

	Non-IV-E foster care children under age 21 in State or Tribal custody 
	Non-IV-E foster care children under age 21 in State or Tribal custody 
	Non-IV-E foster care children under age 21 in State or Tribal custody 

	AFDC limits as of 7/16/1996 
	AFDC limits as of 7/16/1996 

	As above 
	As above 

	Populations 1,2,3,4 
	Populations 1,2,3,4 

	Span

	Aged, Blind and Disabled 
	Aged, Blind and Disabled 
	Aged, Blind and Disabled 

	From SSI up to and including 100% FPL 
	From SSI up to and including 100% FPL 

	Freedom of Choice 
	Freedom of Choice 

	Populations 1,2,3,4 
	Populations 1,2,3,4 

	Span

	Eligible but not receiving cash assistance 
	Eligible but not receiving cash assistance 
	Eligible but not receiving cash assistance 

	Up to SSI limit 
	Up to SSI limit 

	Freedom of Choice 
	Freedom of Choice 

	Populations 1,2,3,4 
	Populations 1,2,3,4 

	Span

	Individuals receiving only optional State supplements 
	Individuals receiving only optional State supplements 
	Individuals receiving only optional State supplements 

	100% SSI FBR 
	100% SSI FBR 
	+ 
	$41 (SSP) 

	Freedom of Choice 
	Freedom of Choice 

	Populations 1,2,3,4 
	Populations 1,2,3,4 

	Span

	Breast and Cervical Cancer Prevention and Treatment 
	Breast and Cervical Cancer Prevention and Treatment 
	Breast and Cervical Cancer Prevention and Treatment 

	Up to and including 185% FPL 
	Up to and including 185% FPL 

	Freedom of Choice, Counting Income and Comparability of Eligibility 
	Freedom of Choice, Counting Income and Comparability of Eligibility 

	Populations 1,2,3,4 
	Populations 1,2,3,4 

	Span

	TEFRA Children (under 19 years of age) without creditable health care insurance coverage 
	TEFRA Children (under 19 years of age) without creditable health care insurance coverage 
	TEFRA Children (under 19 years of age) without creditable health care insurance coverage 

	Must be disabled according to SSA definition, with gross personal income at or below 200% FPL, and for whom the state is claiming title XXI funding.  
	Must be disabled according to SSA definition, with gross personal income at or below 200% FPL, and for whom the state is claiming title XXI funding.  
	 

	Freedom of Choice, Counting Income and Comparability of Eligibility  
	Freedom of Choice, Counting Income and Comparability of Eligibility  
	 

	Population 7  
	Population 7  
	 

	Span


	 
	  
	 
	Table
	TR
	TH
	Span
	Demonstration Expansion Groups 

	TH
	Span
	FPL and/or Other Qualifying Criteria 

	TH
	Span
	Applicable Waivers and CNOMs 
	(See Waiver List Summary) 

	TH
	Span
	Demonstration Population 
	(See Paragraph 57) 

	Span

	Non-Disabled Low Income Workers and Spouse (ages 19-64) (Employer Sponsored Plan) 
	Non-Disabled Low Income Workers and Spouse (ages 19-64) (Employer Sponsored Plan) 
	Non-Disabled Low Income Workers and Spouse (ages 19-64) (Employer Sponsored Plan) 

	Up to and including 200% FPL, who 
	Up to and including 200% FPL, who 
	work for an eligible employer with 200 or fewer employees. Spouses who do not work are also eligible to enroll on their working spouse’s coverage. 

	Comparability, Cost Sharing Requirements, Freedom of Choice 
	Comparability, Cost Sharing Requirements, Freedom of Choice 

	Population 5 
	Population 5 

	Span

	Working Disabled Adults (ages 19-64) (Employer Sponsored Plan) 
	Working Disabled Adults (ages 19-64) (Employer Sponsored Plan) 
	Working Disabled Adults (ages 19-64) (Employer Sponsored Plan) 

	Up to and including 200% FPL, who are ineligible for Medicaid due to employment earnings and who otherwise, except for earned income, would be eligible to receive Supplemental Security Income (SSI) benefits. No limit on employer size. 
	Up to and including 200% FPL, who are ineligible for Medicaid due to employment earnings and who otherwise, except for earned income, would be eligible to receive Supplemental Security Income (SSI) benefits. No limit on employer size. 

	As Above 
	As Above 

	Population 6 
	Population 6 

	Span

	Full-time College Students (ages 19-22) (Employer Sponsored Plan) 
	Full-time College Students (ages 19-22) (Employer Sponsored Plan) 
	Full-time College Students (ages 19-22) (Employer Sponsored Plan) 

	Full time college students with FPL not to exceed 200% (limited to 3,000 participants), who have no creditable health insurance coverage, work for a qualifying employer. 
	Full time college students with FPL not to exceed 200% (limited to 3,000 participants), who have no creditable health insurance coverage, work for a qualifying employer. 

	As Above 
	As Above 

	Population 8 
	Population 8 

	Span

	Foster Parents (ages 19-64) (Employer Sponsored Plan) 
	Foster Parents (ages 19-64) (Employer Sponsored Plan) 
	Foster Parents (ages 19-64) (Employer Sponsored Plan) 

	Up to and including 200% FPL, who 
	Up to and including 200% FPL, who 
	work full-time or part-time for an eligible employer. Spouses who do not work are also eligible to enroll on their working spouse’s 
	coverage. No limit on employer size. 

	As Above 
	As Above 

	Population 10 
	Population 10 

	Span


	Table
	TR
	TH
	Span
	Demonstration Expansion Groups 

	TH
	Span
	FPL and/or Other Qualifying Criteria 

	TH
	Span
	Applicable Waivers and CNOMs 
	(See Waiver List Summary) 

	TH
	Span
	Demonstration Population 
	(See Paragraph 57) 

	Span

	Qualified Employees of Not-for-profit Businesses (ages 19- 
	Qualified Employees of Not-for-profit Businesses (ages 19- 
	Qualified Employees of Not-for-profit Businesses (ages 19- 
	64) (Employer Sponsored Plan) 

	Up to and including 200% FPL, who 
	Up to and including 200% FPL, who 
	work for an eligible employer with access to an ESI with 500 or fewer employees. 
	Spouses who do not work are also eligible to enroll on their working spouse’s coverage. 

	As Above 
	As Above 

	Population 11 
	Population 11 

	Span

	Non-Disabled Low Income Workers and Spouse (ages 19-64) (Individual Plan) 
	Non-Disabled Low Income Workers and Spouse (ages 19-64) (Individual Plan) 
	Non-Disabled Low Income Workers and Spouse (ages 19-64) (Individual Plan) 

	Effective through 12/31/13 individuals up to and including 200% FPL, who are self-employed, or unemployed. Spouses who do not work are also eligible to enroll on their spouse’s coverage. 
	Effective through 12/31/13 individuals up to and including 200% FPL, who are self-employed, or unemployed. Spouses who do not work are also eligible to enroll on their spouse’s coverage. 
	Effective 1/1/14, this population will be covered to 100% of the FPL. 

	Retroactive Eligibility, Assurance of Transportation 
	Retroactive Eligibility, Assurance of Transportation 

	Population 12 
	Population 12 

	Span

	Working Disabled Adults (ages 19-64) (Individual Plan) 
	Working Disabled Adults (ages 19-64) (Individual Plan) 
	Working Disabled Adults (ages 19-64) (Individual Plan) 

	Effective through 12/31/13 individuals up to and including 200% FPL, who are ineligible for Medicaid due to employment earnings, and who otherwise, except for earned income, would be eligible to receive Supplemental Security Income (SSI) benefits. 
	Effective through 12/31/13 individuals up to and including 200% FPL, who are ineligible for Medicaid due to employment earnings, and who otherwise, except for earned income, would be eligible to receive Supplemental Security Income (SSI) benefits. 
	Effective 1/1/14, this population will be covered to 100% of the FPL. 

	As Above 
	As Above 

	Population 13 
	Population 13 

	Span


	Table
	TR
	TH
	Span
	Demonstration Expansion Groups 

	TH
	Span
	FPL and/or Other Qualifying Criteria 

	TH
	Span
	Applicable Waivers and CNOMs 
	(See Waiver List Summary) 

	TH
	Span
	Demonstration Population 
	(See Paragraph 57) 

	Span

	Full-time College Students (ages 19-22) (Individual Plan) 
	Full-time College Students (ages 19-22) (Individual Plan) 
	Full-time College Students (ages 19-22) (Individual Plan) 

	Effective through 12/31/13 full time college students with FPL not to exceed 200% (limited to 
	Effective through 12/31/13 full time college students with FPL not to exceed 200% (limited to 
	3,000 participants) and who do not have access to employer sponsored insurance or creditable insurance coverage. 
	Effective 1/1/14, this population will be covered to 100% of the FPL. 

	As Above 
	As Above 

	Population 14  
	Population 14  
	 

	Span

	Foster Parents (ages 19-64) (Individual Plan) 
	Foster Parents (ages 19-64) (Individual Plan) 
	Foster Parents (ages 19-64) (Individual Plan) 

	Effective through 12/31/13 individuals up to and including 200% FPL, who 
	Effective through 12/31/13 individuals up to and including 200% FPL, who 
	work full-time or part-time. Spouses who do not work are also eligible to enroll on their working spouse’s coverage. 
	Effective 1/1/14, this population will be covered to 100% of the FPL. 

	As Above 
	As Above 

	Population 15 
	Population 15 

	Span

	Qualified Employees of Not-for-profit Businesses (ages 19- 
	Qualified Employees of Not-for-profit Businesses (ages 19- 
	Qualified Employees of Not-for-profit Businesses (ages 19- 
	64) (Individual Plan) 

	Effective through 12/31/13 individuals up to and including 200% FPL, who 
	Effective through 12/31/13 individuals up to and including 200% FPL, who 
	work for a not-for- profit with 500 or fewer employees. Spouses who do not work are also eligible to enroll on their working spouse’s coverage. Effective 1/1/14, this population will be covered to 100% of FPL. 

	As Above 
	As Above 

	Population 16 
	Population 16 

	Span


	 
	 
	Table
	TR
	TH
	Span
	Demonstration Expansion Groups 

	TH
	Span
	Authority 

	TH
	Span
	FPL and/or Other Qualifying Criteria 

	Span

	 
	 
	 
	Non-Disabled Low-Income Workers and Spouse (ages 19- 64) 
	(Employer Sponsored Plan) 

	 
	 
	 
	Oklahoma Senate Bill 1546 

	Up to and including 200 percent FPL, who work for a qualified employer with 200 or fewer employees. Spouses who do not work are also qualified to enroll on their working spouse’s coverage. 
	Up to and including 200 percent FPL, who work for a qualified employer with 200 or fewer employees. Spouses who do not work are also qualified to enroll on their working spouse’s coverage. 

	Span

	 
	 
	 
	Full-Time College Students (ages 19-22) (Employer Sponsored Plan) 

	 
	 
	 
	Oklahoma House Bill 2842 

	Full-time college students with FPL not to exceed 200 percent (limited to 3,000 participants), who have no creditable health insurance coverage, work for a qualifying employer. 
	Full-time college students with FPL not to exceed 200 percent (limited to 3,000 participants), who have no creditable health insurance coverage, work for a qualifying employer. 

	Span

	 
	 
	 
	 
	Foster Parents (ages 19-64) (Employer Sponsored Plan) 

	 
	 
	 
	Oklahoma House Bill 2713 

	Up to and including 200 percent FPL, who work full-time or part-time for a qualified employer. Spouses who do not work are also qualified to enroll on their working spouse’s coverage. No limit on employer. 
	Up to and including 200 percent FPL, who work full-time or part-time for a qualified employer. Spouses who do not work are also qualified to enroll on their working spouse’s coverage. No limit on employer. 

	Span

	 
	 
	 
	Qualified Employees of Not-for-Profit Businesses (ages 19-64) 
	(Employer Sponsored Plan) 

	 
	 
	 
	Oklahoma Senate Bill 1404 

	Up to and including 200 percent FPL, who work for a qualified employer with access to an ESI with 500 or fewer employees. 
	Up to and including 200 percent FPL, who work for a qualified employer with access to an ESI with 500 or fewer employees. 
	Spouses who do not work are also qualified to enroll on their working. 

	Span

	 
	 
	 
	Non-Disabled Low-Income Workers and Spouse (ages 19-64) 
	(Individual Plan) 

	 
	 
	 
	Oklahoma Senate Bill 1546 

	Individuals up to and including 100 percent FPL, who are self-employed, or unemployed. Spouses who do not work are also qualified to enroll on their spouse’s coverage. 
	Individuals up to and including 100 percent FPL, who are self-employed, or unemployed. Spouses who do not work are also qualified to enroll on their spouse’s coverage. 

	Span

	 
	 
	 
	 
	Working Disabled Adults (ages 19-64) (Individual Plan) 

	 
	 
	 
	Oklahoma Senate Bill 1546 

	Individuals up to and including 100 percent FPL, who are not qualified for Medicaid due to employment earnings, and who otherwise, except for earned income, would be qualified to receive benefits. 
	Individuals up to and including 100 percent FPL, who are not qualified for Medicaid due to employment earnings, and who otherwise, except for earned income, would be qualified to receive benefits. 

	Span

	 
	 
	 
	Full-Time College Students (ages 19- 
	22) (Individual Plan) 

	 
	 
	 
	Oklahoma House Bill 2842 

	Full-time college students with FPL not to exceed 100 percent FPL (limited to 3,000 participants), who do not have access to employer sponsored insurance and do not have creditable insurance coverage. 
	Full-time college students with FPL not to exceed 100 percent FPL (limited to 3,000 participants), who do not have access to employer sponsored insurance and do not have creditable insurance coverage. 

	Span


	Table
	TR
	TH
	Span
	Demonstration Expansion Groups 

	TH
	Span
	Authority 

	TH
	Span
	FPL and/or Other Qualifying Criteria 

	Span

	 
	 
	 
	Foster Parents (ages 19-64) (Individual Plan) 

	 
	 
	 
	Oklahoma House Bill 2713 

	Individuals up to and including 200 percent FPL, who work full-time or part- time. Spouses who do not work are also qualified to enroll on their working spouse’s coverage. 
	Individuals up to and including 200 percent FPL, who work full-time or part- time. Spouses who do not work are also qualified to enroll on their working spouse’s coverage. 

	Span

	 
	 
	 
	Qualified Employees of Not-for- Profit Businesses (ages 19-64) (Individual Plan) 

	 
	 
	 
	Oklahoma Senate Bill 1404 

	Individuals up to and including 200 percent FPL, who work for a not-for- profit with 500 or fewer employees. Spouses who do not work are also qualified. 
	Individuals up to and including 200 percent FPL, who work for a not-for- profit with 500 or fewer employees. Spouses who do not work are also qualified. 

	Span


	 
	Table
	TR
	TH
	Span
	Appendix B: A Historical Timeline of the SoonerCare Choice Program 

	Span

	July 1, 1993 
	July 1, 1993 
	July 1, 1993 

	State leadership passes Title 63 of the Oklahoma Statute directing the Oklahoma Health Care Authority as the single state Medicaid agency, and to convert the Medicaid program to managed care. 
	State leadership passes Title 63 of the Oklahoma Statute directing the Oklahoma Health Care Authority as the single state Medicaid agency, and to convert the Medicaid program to managed care. 

	Span

	January 1995 
	January 1995 
	January 1995 

	The Health Care Financing Administration approved operating SoonerCare under a Section 1915(b) managed care waiver. 
	The Health Care Financing Administration approved operating SoonerCare under a Section 1915(b) managed care waiver. 

	Span

	July 1996 
	July 1996 
	July 1996 

	The State implements SoonerCare Choice, a partially capitated model for specific rural areas of the State utilizing primary care case management, and SoonerCare Plus5, a capitated model in urban areas utilizing fee-for-service. 
	The State implements SoonerCare Choice, a partially capitated model for specific rural areas of the State utilizing primary care case management, and SoonerCare Plus5, a capitated model in urban areas utilizing fee-for-service. 

	Span

	1997 
	1997 
	1997 

	The SoonerCare Choice program is taken statewide in rural areas. 
	The SoonerCare Choice program is taken statewide in rural areas. 

	Span

	December 31, 2002 
	December 31, 2002 
	December 31, 2002 

	The State terminates the SoonerCare Plus5   program and transitions managed care enrollees to the SoonerCare Choice primary care case management model statewide. 
	The State terminates the SoonerCare Plus5   program and transitions managed care enrollees to the SoonerCare Choice primary care case management model statewide. 

	Span

	January 1, 2004 
	January 1, 2004 
	January 1, 2004 

	CMS approved extending the program from January 1, 2004 through December 31, 2006. 
	CMS approved extending the program from January 1, 2004 through December 31, 2006. 

	Span

	January 2005 
	January 2005 
	January 2005 

	CMS approved the Breast and Cervical Cancer population for SoonerCare Choice. 
	CMS approved the Breast and Cervical Cancer population for SoonerCare Choice. 

	Span

	September 30, 
	September 30, 
	September 30, 
	2005 

	CMS approved adding coverage for TEFRA children. 
	CMS approved adding coverage for TEFRA children. 

	Span

	December 21, 2006 
	December 21, 2006 
	December 21, 2006 

	CMS approved extending the program from January 1, 2007 through December 31, 2009. 
	CMS approved extending the program from January 1, 2007 through December 31, 2009. 

	Span

	January 3, 2009 
	January 3, 2009 
	January 3, 2009 

	a) CMS approved changing the service delivery model from a Prepaid Ambulatory Health Plan (PAHP) to an exclusive Primary Care Case Management (PCCM) model. The patient-centered medical home was implemented. 
	a) CMS approved changing the service delivery model from a Prepaid Ambulatory Health Plan (PAHP) to an exclusive Primary Care Case Management (PCCM) model. The patient-centered medical home was implemented. 
	a) CMS approved changing the service delivery model from a Prepaid Ambulatory Health Plan (PAHP) to an exclusive Primary Care Case Management (PCCM) model. The patient-centered medical home was implemented. 
	a) CMS approved changing the service delivery model from a Prepaid Ambulatory Health Plan (PAHP) to an exclusive Primary Care Case Management (PCCM) model. The patient-centered medical home was implemented. 

	b) CMS approved expanding the description of qualified PCPs to permit County Health Departments to serve as medical homes for members who choose those providers. 
	b) CMS approved expanding the description of qualified PCPs to permit County Health Departments to serve as medical homes for members who choose those providers. 

	c) CMS approved the option for the voluntary enrollment of children in State or Tribal custody in the Demonstration. 
	c) CMS approved the option for the voluntary enrollment of children in State or Tribal custody in the Demonstration. 



	Span
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	Span

	TR
	d) CMS approved the SoonerExcel incentive payment program for PCPs to build upon the EPSDT and fourth DTaP Bonus program. 
	d) CMS approved the SoonerExcel incentive payment program for PCPs to build upon the EPSDT and fourth DTaP Bonus program. 
	d) CMS approved the SoonerExcel incentive payment program for PCPs to build upon the EPSDT and fourth DTaP Bonus program. 
	d) CMS approved the SoonerExcel incentive payment program for PCPs to build upon the EPSDT and fourth DTaP Bonus program. 

	e) CMS approved adding $1 copay for non-pregnant adults in SoonerCare. 
	e) CMS approved adding $1 copay for non-pregnant adults in SoonerCare. 



	Span

	December 30, 2009 
	December 30, 2009 
	December 30, 2009 

	a) CMS approved extending the program from January 1, 2010 to December 31, 2012. 
	a) CMS approved extending the program from January 1, 2010 to December 31, 2012. 
	a) CMS approved extending the program from January 1, 2010 to December 31, 2012. 
	a) CMS approved extending the program from January 1, 2010 to December 31, 2012. 

	b) CMS approved the Health Access Network (HAN) pilot program. 
	b) CMS approved the Health Access Network (HAN) pilot program. 



	Span

	December 31, 2012 
	December 31, 2012 
	December 31, 2012 

	a) CMS approved extending the program from January 1, 2013 to December 31, 2015. 
	a) CMS approved extending the program from January 1, 2013 to December 31, 2015. 
	a) CMS approved extending the program from January 1, 2013 to December 31, 2015. 
	a) CMS approved extending the program from January 1, 2013 to December 31, 2015. 

	b) CMS approved removal of the waiver authority that allowed the State to exclude parental income in determining eligibility for children with disabilities who are qualified for the TEFRA category because the State has this authority under the State Plan. 
	b) CMS approved removal of the waiver authority that allowed the State to exclude parental income in determining eligibility for children with disabilities who are qualified for the TEFRA category because the State has this authority under the State Plan. 

	c) CMS approved the Health Management Program, as reflected in Section VII to rename nurse care managers as health coaches and to increase face-to-face care management by embedding health coaches within physician practices with the highest concentration of members with chronic illnesses. 
	c) CMS approved the Health Management Program, as reflected in Section VII to rename nurse care managers as health coaches and to increase face-to-face care management by embedding health coaches within physician practices with the highest concentration of members with chronic illnesses. 



	Span

	July 23, 2013 
	July 23, 2013 
	July 23, 2013 

	CMS approved the early adoption of the Systems Simplification Implementation. 
	CMS approved the early adoption of the Systems Simplification Implementation. 

	Span

	September 6, 2013 
	September 6, 2013 
	September 6, 2013 

	a) CMS approved adding the mandatory Title XXI Targeted Low- Income Child eligibility group for children ages 0-18. 
	a) CMS approved adding the mandatory Title XXI Targeted Low- Income Child eligibility group for children ages 0-18. 
	a) CMS approved adding the mandatory Title XXI Targeted Low- Income Child eligibility group for children ages 0-18. 
	a) CMS approved adding the mandatory Title XXI Targeted Low- Income Child eligibility group for children ages 0-18. 

	b) CMS approved adding to the SoonerCare Eligibility Exclusions list individuals in the Former Foster Care group and pregnant women with incomes between 134 percent and 185 percent FPL. 
	b) CMS approved adding to the SoonerCare Eligibility Exclusions list individuals in the Former Foster Care group and pregnant women with incomes between 134 percent and 185 percent FPL. 

	c) CMS approved referencing the calculation of Modified Adjusted Gross Income (MAGI) for determination of SoonerCare eligibility. 
	c) CMS approved referencing the calculation of Modified Adjusted Gross Income (MAGI) for determination of SoonerCare eligibility. 



	Span

	August 13, 2014 
	August 13, 2014 
	August 13, 2014 

	CMS approved removal of individuals with other creditable health insurance coverage from the SoonerCare Choice demonstration. Other technical changes were made to clarify  language in the STCs. 
	CMS approved removal of individuals with other creditable health insurance coverage from the SoonerCare Choice demonstration. Other technical changes were made to clarify  language in the STCs. 

	Span

	July 9, 2015 
	July 9, 2015 
	July 9, 2015 

	CMS approved extending the program from January 1, 2016 to December 31, 2016. 
	CMS approved extending the program from January 1, 2016 to December 31, 2016. 

	Span

	January 2016 
	January 2016 
	January 2016 

	The SoonerCare Pain Management program was implemented. 
	The SoonerCare Pain Management program was implemented. 

	Span

	June 29, 2016 
	June 29, 2016 
	June 29, 2016 

	Leon Bragg, DDS, Chief Dental Officer for the OHCA was recognized by Delta Dental of Oklahoma for his service as President of the Medicaid Medicare Children’s Health Insurance Program (CHIP) Services Dental Association (MSDA). 
	Leon Bragg, DDS, Chief Dental Officer for the OHCA was recognized by Delta Dental of Oklahoma for his service as President of the Medicaid Medicare Children’s Health Insurance Program (CHIP) Services Dental Association (MSDA). 

	Span

	July 11, 2016 
	July 11, 2016 
	July 11, 2016 

	Text4Baby (T4b) enrolled its 1 millionth participant the largest mobile health initiative in the nation. 
	Text4Baby (T4b) enrolled its 1 millionth participant the largest mobile health initiative in the nation. 

	Span

	August 22, 2016 
	August 22, 2016 
	August 22, 2016 

	Dr. Mike Herndon named Chief Medical Officer of the Oklahoma Health Care Authority. 
	Dr. Mike Herndon named Chief Medical Officer of the Oklahoma Health Care Authority. 

	Span

	August 29, 2016 
	August 29, 2016 
	August 29, 2016 

	Nico Gomez announced he was stepping down as Chief Executive Officer of the Oklahoma Health Care Authority. His last day was September 30, 2016. 
	Nico Gomez announced he was stepping down as Chief Executive Officer of the Oklahoma Health Care Authority. His last day was September 30, 2016. 

	Span

	September 9, 2016 
	September 9, 2016 
	September 9, 2016 

	State Medicaid Director Becky Pasternik-Ikard accepted position of Chief Executive Officer of the Oklahoma Health Care Authority. 
	State Medicaid Director Becky Pasternik-Ikard accepted position of Chief Executive Officer of the Oklahoma Health Care Authority. 

	Span

	November 30, 2016 
	November 30, 2016 
	November 30, 2016 

	The Oklahoma Office of Management and Enterprise Services (OMES) released the RFP for  SoonerHealth+, The fully capitated, statewide model of care coordinated that is being  developed for Oklahoma Medicaid’s ABD population. 
	The Oklahoma Office of Management and Enterprise Services (OMES) released the RFP for  SoonerHealth+, The fully capitated, statewide model of care coordinated that is being  developed for Oklahoma Medicaid’s ABD population. 
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	Span

	TR
	 
	 
	CMS approved extending the program from January 1, 2017 to December 31, 2017. 

	Span

	December 12, 2016 
	December 12, 2016 
	December 12, 2016 

	The Oklahoma Health Care Authority (OHCA) comes in at number ten of Workplace Dynamic’s “Top Workplaces,” a list of the best places to work in Oklahoma. The OHCA was included, for the second year in a row. 
	The Oklahoma Health Care Authority (OHCA) comes in at number ten of Workplace Dynamic’s “Top Workplaces,” a list of the best places to work in Oklahoma. The OHCA was included, for the second year in a row. 

	Span

	May 25, 2017 
	May 25, 2017 
	May 25, 2017 

	The chairman of the Oklahoma Health Care Authority board, Charles ‘Ed’ McFall, has been named Rural Health Advocate of the Year by the Rural Health Association of Oklahoma. 
	The chairman of the Oklahoma Health Care Authority board, Charles ‘Ed’ McFall, has been named Rural Health Advocate of the Year by the Rural Health Association of Oklahoma. 

	Span

	June 17, 2017 
	June 17, 2017 
	June 17, 2017 

	The Oklahoma Health Care Authority cancelled the Request for Proposal (RFP) for SoonerHealth+, the fully capitated, statewide model of care coordination for Oklahoma Medicaid’s aged, blind and disabled (ABD) population. 
	The Oklahoma Health Care Authority cancelled the Request for Proposal (RFP) for SoonerHealth+, the fully capitated, statewide model of care coordination for Oklahoma Medicaid’s aged, blind and disabled (ABD) population. 

	Span


	5 The SoonerCare Plus program contracted with health maintenance organizations for individuals in urban communities. 
	5 The SoonerCare Plus program contracted with health maintenance organizations for individuals in urban communities. 
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	August 2001 
	August 2001 
	August 2001 

	President Bush approved the Health Insurance Flexibility and Accountability waiver policy. 
	President Bush approved the Health Insurance Flexibility and Accountability waiver policy. 

	Span

	April  20, 2004 
	April  20, 2004 
	April  20, 2004 

	State legislators pass Senate Bill 1546 authorizing OHCA to develop an assistance program for employees of small businesses (25 or fewer) and individuals to purchase state-sponsored health plans under the state Medicaid program. 
	State legislators pass Senate Bill 1546 authorizing OHCA to develop an assistance program for employees of small businesses (25 or fewer) and individuals to purchase state-sponsored health plans under the state Medicaid program. 

	Span

	September 30, 2005 
	September 30, 2005 
	September 30, 2005 

	CMS approved OHCA’s Health Insurance Flexibility and Accountability waiver amendment providing insurance coverage to adults employed by small employers and working disabled adults. Originally named the Oklahoma Employers/Employees Partnership for Insurance Coverage (O-EPIC), the program was included in the 1115(a) SoonerCare Choice Research and Demonstration waiver. 
	CMS approved OHCA’s Health Insurance Flexibility and Accountability waiver amendment providing insurance coverage to adults employed by small employers and working disabled adults. Originally named the Oklahoma Employers/Employees Partnership for Insurance Coverage (O-EPIC), the program was included in the 1115(a) SoonerCare Choice Research and Demonstration waiver. 

	Span

	December 21, 2006 
	December 21, 2006 
	December 21, 2006 

	CMS approved increasing the Insure Oklahoma ESI employer size to 50 or fewer employees. 
	CMS approved increasing the Insure Oklahoma ESI employer size to 50 or fewer employees. 

	Span

	February 21, 2007 
	February 21, 2007 
	February 21, 2007 

	Oklahoma Senate passes Senate bill 424, the All Kids Act. 
	Oklahoma Senate passes Senate bill 424, the All Kids Act. 

	Span

	March 1, 2007 
	March 1, 2007 
	March 1, 2007 

	CMS approved the Insure Oklahoma IP program, which was created to serve those individuals who did not have access to ESI coverage. 
	CMS approved the Insure Oklahoma IP program, which was created to serve those individuals who did not have access to ESI coverage. 

	Span

	January 3, 2009 
	January 3, 2009 
	January 3, 2009 

	a) CMS approved increasing the Insure Oklahoma ESI employer size to 250 or fewer employees. 
	a) CMS approved increasing the Insure Oklahoma ESI employer size to 250 or fewer employees. 
	a) CMS approved increasing the Insure Oklahoma ESI employer size to 250 or fewer employees. 
	a) CMS approved increasing the Insure Oklahoma ESI employer size to 250 or fewer employees. 

	b) CMS  approved  the  Insure  Oklahoma  eligibility  group  of  full- time college students ages 19 to 22 up to 200 percent of the FPL, 
	b) CMS  approved  the  Insure  Oklahoma  eligibility  group  of  full- time college students ages 19 to 22 up to 200 percent of the FPL, 



	Span

	 
	 
	 

	with a cap of 3,000 members. 
	with a cap of 3,000 members. 
	c)  CMS approved amending cost sharing requirements for the Insure Oklahoma program. 

	Span

	June 22, 2009 
	June 22, 2009 
	June 22, 2009 

	CMS approved the Title XXI stand-alone CHIP State Plan amendment for children in the Insure Oklahoma program with incomes from 186 percent to 300 percent FPL. 
	CMS approved the Title XXI stand-alone CHIP State Plan amendment for children in the Insure Oklahoma program with incomes from 186 percent to 300 percent FPL. 

	Span

	December 30, 2009 
	December 30, 2009 
	December 30, 2009 

	a) CMS approved to expand eligibility under the Insure Oklahoma program for non- disabled working adults and their spouses, disabled wording adults and full-time college students, from 200 percent FPL up to and including 250 percent FPL. 
	a) CMS approved to expand eligibility under the Insure Oklahoma program for non- disabled working adults and their spouses, disabled wording adults and full-time college students, from 200 percent FPL up to and including 250 percent FPL. 
	a) CMS approved to expand eligibility under the Insure Oklahoma program for non- disabled working adults and their spouses, disabled wording adults and full-time college students, from 200 percent FPL up to and including 250 percent FPL. 
	a) CMS approved to expand eligibility under the Insure Oklahoma program for non- disabled working adults and their spouses, disabled wording adults and full-time college students, from 200 percent FPL up to and including 250 percent FPL. 

	b) CMS approved the Insure Oklahoma eligibility group of foster parents up to 250 percent of the FPL. 
	b) CMS approved the Insure Oklahoma eligibility group of foster parents up to 250 percent of the FPL. 

	c) CMS approved the Insure Oklahoma eligibility group of employees 
	c) CMS approved the Insure Oklahoma eligibility group of employees 



	Span


	Table
	TR
	TH
	Span
	Appendix B: A Historical Timeline of the Insure Oklahoma Program 

	Span

	TR
	of not-for-profit businesses having fewer than 500 employees, up to and including 250 percent of the FPL. 
	of not-for-profit businesses having fewer than 500 employees, up to and including 250 percent of the FPL. 
	of not-for-profit businesses having fewer than 500 employees, up to and including 250 percent of the FPL. 
	of not-for-profit businesses having fewer than 500 employees, up to and including 250 percent of the FPL. 



	Span

	August 1, 2011 
	August 1, 2011 
	August 1, 2011 

	CMS approved elimination of the $10 copay for the initial prenatal visit under the Insure Oklahoma Individual Plan program. 
	CMS approved elimination of the $10 copay for the initial prenatal visit under the Insure Oklahoma Individual Plan program. 

	Span

	December 31, 2012 
	December 31, 2012 
	December 31, 2012 

	a) CMS reduced the financial eligibility under the Insure Oklahoma program for all populations from up to and including 250 percent FPL to up to and including 200 percent FPL. While OHCA continues to have authority up to 250 percent FPL, this programmatic change indicates the current FPL utilization. 
	a) CMS reduced the financial eligibility under the Insure Oklahoma program for all populations from up to and including 250 percent FPL to up to and including 200 percent FPL. While OHCA continues to have authority up to 250 percent FPL, this programmatic change indicates the current FPL utilization. 
	a) CMS reduced the financial eligibility under the Insure Oklahoma program for all populations from up to and including 250 percent FPL to up to and including 200 percent FPL. While OHCA continues to have authority up to 250 percent FPL, this programmatic change indicates the current FPL utilization. 
	a) CMS reduced the financial eligibility under the Insure Oklahoma program for all populations from up to and including 250 percent FPL to up to and including 200 percent FPL. While OHCA continues to have authority up to 250 percent FPL, this programmatic change indicates the current FPL utilization. 

	b) CMS approved limiting the adult outpatient behavioral health benefit in the Insure Oklahoma Individual Plan program by limiting the number of visits to 48 per year consistent with the limitation for behavioral health visits for children. This benefit is limited to individual licensed behavioral health professionals (LBHPs). 
	b) CMS approved limiting the adult outpatient behavioral health benefit in the Insure Oklahoma Individual Plan program by limiting the number of visits to 48 per year consistent with the limitation for behavioral health visits for children. This benefit is limited to individual licensed behavioral health professionals (LBHPs). 



	Span

	September 6, 2013 
	September 6, 2013 
	September 6, 2013 

	a) CMS approved eligibility under the Insure Oklahoma program for populations qualified  for the Individual Plan from up to and including 200 percent FPL to be reduced to up to and including 100 percent FPL. New demonstration populations were separately defined for the Individual Plan coverage populations. The new demonstration populations were added to the Expenditure Authorities and the Demonstration Expansion Groups in the eligibility chart. CMS approved extending the ESI and IP programs through December
	a) CMS approved eligibility under the Insure Oklahoma program for populations qualified  for the Individual Plan from up to and including 200 percent FPL to be reduced to up to and including 100 percent FPL. New demonstration populations were separately defined for the Individual Plan coverage populations. The new demonstration populations were added to the Expenditure Authorities and the Demonstration Expansion Groups in the eligibility chart. CMS approved extending the ESI and IP programs through December
	a) CMS approved eligibility under the Insure Oklahoma program for populations qualified  for the Individual Plan from up to and including 200 percent FPL to be reduced to up to and including 100 percent FPL. New demonstration populations were separately defined for the Individual Plan coverage populations. The new demonstration populations were added to the Expenditure Authorities and the Demonstration Expansion Groups in the eligibility chart. CMS approved extending the ESI and IP programs through December
	a) CMS approved eligibility under the Insure Oklahoma program for populations qualified  for the Individual Plan from up to and including 200 percent FPL to be reduced to up to and including 100 percent FPL. New demonstration populations were separately defined for the Individual Plan coverage populations. The new demonstration populations were added to the Expenditure Authorities and the Demonstration Expansion Groups in the eligibility chart. CMS approved extending the ESI and IP programs through December

	b) CMS approved deleting the Individual Plan benefits and cost- sharing charts from the Special Terms and Conditions in order to add language to reference the State changing the benefits and cost sharing for the Insure Oklahoma Individual Plan in order to align with federal regulations. 
	b) CMS approved deleting the Individual Plan benefits and cost- sharing charts from the Special Terms and Conditions in order to add language to reference the State changing the benefits and cost sharing for the Insure Oklahoma Individual Plan in order to align with federal regulations. 



	Span

	June 27, 2014 
	June 27, 2014 
	June 27, 2014 

	CMS approved extending the Insure Oklahoma program through December 31, 2015. 
	CMS approved extending the Insure Oklahoma program through December 31, 2015. 

	Span

	July 9, 2015 
	July 9, 2015 
	July 9, 2015 

	CMS approved extending the program from January 1, 2016 to December 31, 2016. 
	CMS approved extending the program from January 1, 2016 to December 31, 2016. 

	Span

	March 2016 
	March 2016 
	March 2016 

	Insure Oklahoma completed its online enrollment systems project 
	Insure Oklahoma completed its online enrollment systems project 

	Span

	March 4, 2016 
	March 4, 2016 
	March 4, 2016 

	The Oklahoma Health Care Authority submitted an amendment to the 1115 demonstration waiver known as Insure Oklahoma Program known as Sponsor’s Choice. 
	The Oklahoma Health Care Authority submitted an amendment to the 1115 demonstration waiver known as Insure Oklahoma Program known as Sponsor’s Choice. 

	Span

	November 30, 2016 
	November 30, 2016 
	November 30, 2016 

	CMS approved extending the program from January 1, 2017 to December 31, 2017. 
	CMS approved extending the program from January 1, 2017 to December 31, 2017. 

	Span


	 
	 
	Appendix C: Insure Oklahoma Monitoring 
	The OHCA began work on a new system migration for online enrollment of the IO program which includes the enrollment numbers for Insure Oklahoma. Therefore, none of the Insure Oklahoma table data was reported during the first quarter of the 2016 year. 
	 
	Average Monthly Premium Assistance Contribution per ESI Member and Cost PMPM for IP Member 
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	IP Average Cost PMPM 

	Span

	Jan-Mar 2008 
	Jan-Mar 2008 
	Jan-Mar 2008 

	$228.74 
	$228.74 

	$283.97 
	$283.97 
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	Apr-Jun 2008 
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	$285.85 
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	$286.12 
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	$285.55 
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	$325.46 
	$325.46 

	$549.72 
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	Apr-Jun 2016 
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	$422.25 
	$422.25 
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	Jul-Sep 2016 
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	$340.52 
	$340.52 

	$418.84 
	$418.84 
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	Oct-Dec 2016 
	Oct-Dec 2016 

	$336.26 
	$336.26 

	$373.43 
	$373.43 
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	$357.16 
	$357.16 
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	$393.49 

	Span


	 
	ESI Average PMPM Total Cost for 2016: $344.08 (OHCA separates the employee, spouse, student and dependent categories). The OHCA was also missing data for the second quarter (April – June) for this calendar year. ESI PMPM 2017 three month average $357.16 
	 
	IP Average PMPM Total Cost for 2016: $ 441.06 IP PMPM 2017 three month averages: $393.49 
	 
	In 2016 The Oklahoma Health Care Authority switched to an online system for enrollment of providers and members. This created a delay in the way in which numbers were gathered for the reporting documentation for accuracy. This was reported each month to CMS and the methodology changed around May 2016 moving forward. The numbers may appear inconsistent from previous years for this reason. 
	 
	Contributions by Employers Pre- and Post- Participation in ESI Total annual employer 
	premiums pre-implementation: $13,636,335 
	 
	Total  annual  amount  paid  by  employers  toward  subsidized  employees’  premiums  2016: 
	$14,650,644.10. For 2017 the total amount is for the first quarter of 2017 $4,323,321.23. 
	 
	Total Costs PMPM for ESI and IP Members Including Reimbursements of Out-of-Pocket Expenses over Five Percent of Gross Income. The first quarter of 2017 will be represented in this chart due to timing of data available. 
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	Total Average Cost PMPM, ESI 
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	Total Average Cost 

	Span

	2008 
	2008 
	2008 

	$234.82 
	$234.82 

	$299.62 
	$299.62 

	Span

	2009 
	2009 
	2009 

	$248.40 
	$248.40 

	$317.69 
	$317.69 

	Span

	2010 
	2010 
	2010 

	$265.57 
	$265.57 

	$315.97 
	$315.97 

	Span

	2011 
	2011 
	2011 

	$287.01 
	$287.01 

	$336.76 
	$336.76 

	Span

	2012 
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	2012 

	$294.16 
	$294.16 

	$337.91 
	$337.91 

	Span

	2013 
	2013 
	2013 

	$302.91 
	$302.91 

	$363.34 
	$363.34 
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	2014 
	2014 

	$305.26 
	$305.26 

	$501.55 
	$501.55 
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	2015 

	$318.53 
	$318.53 

	$447.69 
	$447.69 
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	2016 

	$346.05 
	$346.05 

	$419.60 
	$419.60 

	Span

	2017 (three month average) 
	2017 (three month average) 
	2017 (three month average) 

	$366.49 
	$366.49 

	$393.25 
	$393.25 

	Span


	 
	This table includes total cost of out of pocket expenses of all eligible member and employer expenses prior to meeting their 5 percent threshold. The numbers in this table were reconfigured due to a refinement in methodology in 2016. The first quarter of 2017 will be represented in this chart due to timing of data available. 
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	Total Employer Contribution 

	Span

	2008 
	2008 
	2008 

	$6,371,915.40 
	$6,371,915.40 

	Span

	2009 
	2009 
	2009 

	$11,303,340.57 
	$11,303,340.57 

	Span

	2010 
	2010 
	2010 

	$15,092,287.60 
	$15,092,287.60 

	Span

	2011 
	2011 
	2011 

	$15,749,806.23 
	$15,749,806.23 

	Span

	2012 
	2012 
	2012 

	$14,900,847.59 
	$14,900,847.59 

	Span

	2013 
	2013 
	2013 

	$14,051,782.26 
	$14,051,782.26 

	Span

	2014 
	2014 
	2014 

	$12,251,882.15 
	$12,251,882.15 

	Span

	2015 
	2015 
	2015 

	$13,248,870,.04 
	$13,248,870,.04 

	Span

	2016 
	2016 
	2016 

	$14,650,644.10 
	$14,650,644.10 

	Span

	2017 (three months of reporting) 
	2017 (three months of reporting) 
	2017 (three months of reporting) 

	$4,323,321.23 
	$4,323,321.23 

	Span


	 
	ESI Health Plan Monitoring 
	Insure Oklahoma program staff monitor ESI qualified health plans as they are submitted for each year and ensure that the benefits covered and cost-sharing requirements meet OHCA rules and standards. Due to federal mandates, staff has noted that newer health plans have more expenses that accumulate toward the out-of-pocket maximums. Some of the older plans’ costs, such as copays, do not apply to out-of-pocket, while in newer plans they do. 
	Appendix D: Recent Quality Assurance Monitoring for the SoonerCare Choice Program 
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	TR
	TH
	Span
	Year 

	TH
	Span
	Survey 

	TH
	Span
	Time Period of Data Collected 

	TH
	Span
	EQRO 

	Span

	2016 
	2016 
	2016 

	2016 Child CAHPS® Medicaid Survey 5.0H 
	2016 Child CAHPS® Medicaid Survey 5.0H 

	February 2015 to June 2016 
	February 2015 to June 2016 

	Telligen / Morpace 
	Telligen / Morpace 

	Span

	2016 
	2016 
	2016 

	2016 Adult CAHPS® Medicaid Survey 5.0H 
	2016 Adult CAHPS® Medicaid Survey 5.0H 

	February 2015 to June 2016 
	February 2015 to June 2016 

	Telligen / Morpace 
	Telligen / Morpace 

	Span

	2017 
	2017 
	2017 

	2017 Child CAHPS® Medicaid Survey 5.0H 
	2017 Child CAHPS® Medicaid Survey 5.0H 

	February 2016 to June 2017 
	February 2016 to June 2017 

	Telligen / Morpace 
	Telligen / Morpace 

	Span

	2017 
	2017 
	2017 

	2017Adult CAHPS® Medicaid Survey 5.0H 
	2017Adult CAHPS® Medicaid Survey 5.0H 

	Data will not be available until 2018 
	Data will not be available until 2018 

	Span


	Appendix E: CAHPS® Medicaid Adult and Child Member Satisfaction Survey Results  
	The OHCA annually conducts the Consumer Assessment of Health Provider and Systems (CAHPS) survey designed for children. The sample is from members enrolled via the Children’s Health Insurance Program (CHIP) for his survey. 
	 
	 
	CAHPS® Child Survey (CHIP) Key Measure 
	CAHPS® Child Survey (CHIP) Key Measure 
	CAHPS® Child Survey (CHIP) Key Measure 
	CAHPS® Child Survey (CHIP) Key Measure 

	TH
	Span
	2014 
	Summary Rate 

	TH
	Span
	2015 
	Summary Rate 

	TH
	Span
	2016 
	Summary Rate 

	TH
	Span
	2017 
	Summary Rate 

	Span

	Getting Needed Care 
	Getting Needed Care 
	Getting Needed Care 

	89% 
	89% 

	85% 
	85% 

	89% 
	89% 

	81% 
	81% 

	Span

	Getting Care Quickly 
	Getting Care Quickly 
	Getting Care Quickly 

	92% 
	92% 

	92% 
	92% 

	93% 
	93% 

	92% 
	92% 

	Span

	How Well Doctors 
	How Well Doctors 
	How Well Doctors 

	97% 
	97% 

	96% 
	96% 

	97% 
	97% 

	96% 
	96% 

	Span

	Customer Service 
	Customer Service 
	Customer Service 

	88% 
	88% 

	86% 
	86% 

	86% 
	86% 

	91% 
	91% 

	Span

	Shared Decision Making 
	Shared Decision Making 
	Shared Decision Making 

	Not Applicable 
	Not Applicable 

	78% 
	78% 

	78% 
	78% 

	80% 
	80% 

	Span

	Rating of Health Care 
	Rating of Health Care 
	Rating of Health Care 

	85% 
	85% 

	87% 
	87% 

	88% 
	88% 

	84% 
	84% 

	Span

	Rating of Personal Doctor 
	Rating of Personal Doctor 
	Rating of Personal Doctor 

	88% 
	88% 

	89% 
	89% 

	89% 
	89% 

	88% 
	88% 

	Span

	Rating of Specialist 
	Rating of Specialist 
	Rating of Specialist 

	89% 
	89% 

	88% 
	88% 

	83% 
	83% 

	81% 
	81% 

	Span

	Rating of Health Plan 
	Rating of Health Plan 
	Rating of Health Plan 

	86% 
	86% 

	87% 
	87% 

	86% 
	86% 

	87% 
	87% 

	Span


	 
	CAHPS® adult member satisfaction survey shows improvement compared to SFY 2015, SoonerCare Adult member satisfaction rates held steady or increased slightly in all key measures other than Rating of Specialist. 
	  
	 
	CAHPS® Adult Survey 2016 Key Measure 
	CAHPS® Adult Survey 2016 Key Measure 
	CAHPS® Adult Survey 2016 Key Measure 
	CAHPS® Adult Survey 2016 Key Measure 

	TH
	Span
	2014 
	Summary Rate 

	TH
	Span
	2015 
	Summary Rate 

	TH
	Span
	2016 
	Summary Rate 

	Span

	Getting Needed Care 
	Getting Needed Care 
	Getting Needed Care 

	82% 
	82% 

	85% 
	85% 

	85% 
	85% 

	Span

	Getting Care Quickly 
	Getting Care Quickly 
	Getting Care Quickly 

	82% 
	82% 

	82% 
	82% 

	84% 
	84% 

	Span

	How Well Doctors Communicate 
	How Well Doctors Communicate 
	How Well Doctors Communicate 

	90% 
	90% 

	90% 
	90% 

	91% 
	91% 

	Span

	Customer Service 
	Customer Service 
	Customer Service 

	82% 
	82% 

	92% 
	92% 

	87% 
	87% 

	Span

	Shared Decision Making 
	Shared Decision Making 
	Shared Decision Making 

	Not Applicable 
	Not Applicable 

	77% 
	77% 

	77% 
	77% 

	Span

	Rating of Health Care 
	Rating of Health Care 
	Rating of Health Care 

	68% 
	68% 

	72% 
	72% 

	74% 
	74% 

	Span

	Rating of Personal Doctor 
	Rating of Personal Doctor 
	Rating of Personal Doctor 

	79% 
	79% 

	80% 
	80% 

	81% 
	81% 

	Span

	Rating of Specialist 
	Rating of Specialist 
	Rating of Specialist 

	83% 
	83% 

	78% 
	78% 

	83% 
	83% 

	Span

	Rating of Health Plan 
	Rating of Health Plan 
	Rating of Health Plan 

	73% 
	73% 

	73% 
	73% 

	67% 
	67% 

	Span


	 
	For comprehensive CAHPS® survey results, please visit 
	For comprehensive CAHPS® survey results, please visit 
	Studies and Evaluations
	Studies and Evaluations

	 under the Member Satisfaction Surveys of the OHCA Data and Reports website. 
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Budget Neutrality

This chapter contains updated enroliment and expenditure projections for the SoonerCare
program during the next three-year renewal period, which runs through calendar year 2021.

There are 24 exhibits, as delineated below and described in greater detail in this document. The
exhibits also have been provided in their original worksheet format, with additional information

concerning the OHCA’s methodology.

1 Enrollment Trends by MEG 5

2 PMPM Expenditure Trends by MEG 5

3 Budget Neutrality for TANF-Urban MEG 6

4 Budget Neutrality for TANF-Rural MEG 7

5 Budget Neutrality for ABD-Urban MEG 8

6 Budget Neutrality for ABD-Rural MEG 9

7 Budget Neutrality for NDWA MEG: ESI and IP Combined through 2013 10
8 Budget Neutrality for NDWA MEG: ESI— 2014 to 2021 11
9 Budget Neutrality for WDA MEG: ESI and IP Combined through 2013 12
10 Budget Neutrality for WDA MEG: ESI—2014 to 2021 13
11 TEFRA Children MEG 14
12 Budget Neutrality for FT College Student MEG: ESI and IP Combined through 2013 15
13 Budget Neutrality for Full-Time College Student MEG: ESI — 2014 to 2021 16
14 Budget Neutrality for Foster Parent MEG: ESI — 2014 to 2021 17
15 Not-for-Profit Employees MEG: ESI 18
16 Sponsor’s Choice Insurance MEG 19
17 NDWA MEG: IP 20
18 WDA MEG: IP —2014 to 2021 21
19 Full-Time College Students MEG: IP — 2014 to 2021 22
20 Budget Neutrality for Foster Parent MEG: IP 23
21 Not-for-Profit Employees MEG: IP 24
22 Health Access Network Expenditures 25
23 Health Management Program Expenditures 26
24 Aggregate Budget Neutrality (All MEGs) 27

The exhibits incorporate full-year enrollment and expenditure data through calendar year 2016

(demonstration year 21). Expenditures reflect C-Report amounts.
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Projections for the remainder of the current extension period are based on Medicaid Eligibility
Group (MEG) specific assumptions, as described in detail throughout the chapter. Updates to
worksheets previously submitted are described in text boxes included at the top of each
worksheet (where applicable). Traditional MEG projections for 2018 incorporate the CMS-
mandated rebasing methodology, with 1) the budget neutrality PMPM set equal to the 2016
actual PMPM, trended to 2018 and 2) savings limited to a five-year look back period. Annual
aggregate savings/(deficit) projections for 2019 — 2021 are capped at 25 percent of actual prior to
being added to cumulative savings/(deficit) projections.

Budget Neutrality Data for Individual MEGs

The SoonerCare program includes four traditional MEGs that in combination provide the
“without waiver” expenditure estimates for calculation of the budget neutrality cap. They are:

TANF - Urban
TANF - Rural
ABD - Urban
ABD - Rural

The “with waiver” expenditure estimates also include the following demonstration populations™:

Non-Disabled Working Adults (NDWA) — Employer Sponsored Insurance (ESI)
Working Disabled Adults (WDA) — ESI

TEFRA Children

Full-Time College Students — ESI

Foster Parents — ESI

Not-for-Profit Employees — ESI

Sponsor’s Choice Insurance (SCI)

Non-Disabled Working Adults — Individual Plan (IP)

Working Disabled Adults — IP

Full-Time College Students — IP

Foster Parents — IP

Not-for-Profit Employees — IP

Demonstration Expenses 1 — Health Access Network (HAN) Expenditures
Demonstration Expenses 2 — Health Management Program (HMP) Expenditures

! One additional population, CHIP Medicaid Expansion, is reported separately.
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Traditional MEGs

Budget neutrality exhibits for the four traditional MEGs are presented starting on page 6. Each
exhibit includes enrollment, expenditure and budget neutrality data. Expenditures consist of both
paid claims and non-claim medical expenses.

The exhibits include complete historical enroliment and expenditure data for calendar year 2004
through 2016. (MEG-specific data was not produced prior to 2004.)

Member months for the remainder of the current extension period are based on the 2010 — 2016
historical member month growth trend for each MEG, as shown in exhibit 1 on the second
following page.

Calendar year per member per month (PMPM) expenditures are trended forward using OMB
trend factors of 4.40 percent for the TANF MEGs and 4.20 percent for the ABD MEGs, as
shown in exhibit 2 on the second following page.

“Demonstration Expenses 2 — HMP” expenditures are included within the four traditional MEGs.
Expenditures are prorated based on each MEG’s percentage of total enrollment.

Traditional MEG projections for 2018 incorporate the CMS-mandated rebasing methodology,
with 1) the budget neutrality PMPM set equal to the 2016 actual PMPM, trended to 2018 and 2)
savings limited to a five-year look back period.

TANF-U MEG projection for 2017 includes a downward adjustment of $31 million for non-
recognized Workforce Development Program expenditures. Projections for 2018 — 2021 do not
include any Workforce Development Program expenditures.

Budget neutrality data for the traditional MEGs is presented in exhibits 3 — 6.
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Demonstration MEGs

Budget neutrality data for the additional demonstration populations and for HAN and HMP
expenditures is presented in exhibits 7 — 23. Member month and expenditure data for all MEGs
has been prepared using the same methodology as for the traditional MEGs, with the following
exceptions:

e “Demonstration Expenses 1 — HAN Expenditures” and “Demonstration Expenses 2 —
HMP Expenditures” relate to allowable expenditures for populations enrolled in the
traditional MEGs. Treatment of these expenditures is described in more detail within
their respective worksheets.

e The OHCA began to report separately ESI and IP expenditures for the NDWA, WDA
and Full Time College Student populations in 2014. The budget neutrality tables for these
populations present aggregated data through 2013, followed by separate historical and
projected data for 2014 — 2021.

e The ESI component of Insure OK was opened to employers between 100 and 250
workers in size in 2015, which has resulted in enrollment growth in the program after an
extended period of decline. Enroliment counts for 2016 — 2021 are based on the trend
from 2014 — 2016, rather than the longer look back used for other MEGs.

e Enrollment in the WDA MEG has declined to zero member months and is expected to
remain at zero through 2021.

e Enrollment in the Foster Parents and Not-for-Profit Employees MEGs has not begun and
is not expected to occur during the extension period. ESI and IP tables are included for
these MEGs but with zero enrollment or expenditures.

Aggregate Budget Neutrality Data

Exhibit 24 on the last page provides updated aggregate budget neutrality projections through
calendar year 2021. As the exhibit illustrates, the SoonerCare demonstration is projected to
continue to show cumulative savings throughout the renewal period.
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Exhibit 1 — Enrollment Trends by MEG

2012 2013 2014 2015 2016  Annual Trend Trending
: Years
TANF - Urban 3333170 | 3,357,000 | 3620263 3,741,817 | 4,00L,208| 4101736 | 4,023,592 3.19% 2010 - 2016
TANF - Rural 2429264 | 2433324 | 2,565,123 | 2,618,683 | 2745120 | 2,807,836 | 2,721,130 1.91% 2010 - 2016
ABD - Urban 327,267 | 344575| 348935 | 360,205 365,630 362,810 373,088 2.21% 2010 - 2016
ABD - Rural 278,003 | 285113 | 285622 | 290,965 291,806 287,250 278,503 0.02% 2010 - 2016
NDWA - ESI 7.25%| See IOK_ESI-IP Tab
NDWA - IP 457%| See IOK_ESI-IP Tab
WDA 90 114 66 42 - - -100.00% 2010 - 2016
TEFRA 4,018 4,514 4,978 5,326 6,148 6,771 7,149 10.08% 2010 - 2016
College - ESI 4.20%| See IOK_ESI-IP Tab
College - IP 2.79%| See IOK_ESI-IP Tab

Exhibit 2 - PMPM Expenditure Trends by MEG
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Exhibit 3 — Budget Neutrality for TANF-Urban MEG

Budget Neutrality Limit Actual/Projected Expenditures
Savings/ Cumulative Savings/
Member Months Aggregate Aggregate (Deficit) (Deficit)
1 1996 1,248,591 | $ 121.60 | $ 151,828,666
2 1997 1,201,538 | $ 12952 | $ 155,618,588
3 1998 1,299,675 | $ 137.95|$ 179,287,128
4 1999 1,489,962 | $ 146.93|$ 218,917,218 See Exhibit 24 (Aggregate)
5 2000 1,575,250 | $ 156.49 | $ 246,515,710
6 2001 1,988,010 | $ 166.68 | $ 331,363,038
7 2002 2,159,002 | $ 17753 |$ 383,291,270
8 2003 2,319,441 | $ 189.09 | $ 438,580,782
_ 9 2004 2,426,341 | $ 201.40 | $ 488661911 |$ 136.70 | $ 331,669,473 |$ 156,992,438 | $ 156,992,438
-g 10 2005 2,528,654 | $ 21451|$ 542,420,938 | $ 188.11|$ 475653511 | $ 66,767,427 | $ 223,759,865
.% 11 2006 2,643,157 | $ 22847 |$ 603,893,538 | $ 21325|$% 563,645,766 | $ 40,247,772 | $ 264,007,637
12 2007 2,808,278 | $ 24019 |$ 674,520,293 | $ 217.74|$ 611,465,158 | $ 63,055,135 | $ 327,062,772
13 2008 2,772,622 | $ 25251 |$% 700,119,625 | $ 23740 | $ 658,219,711 | $ 41,899,914 | $ 368,962,686
14 2009 3,029,870 | $ 26547 | $ 804,339,589 | $ 24971 | $ 756,593,334 | $ 47,746,255 | $ 416,708,941
15 2010 3,333,170 | $ 279.09|$ 930,249,786 | $ 23468 |$ 782242482 |$ 148,007,304 | $ 564,716,244
16 2011 3,357,000 | $ 29341 |$ 984,968,363 | $ 25231|$ 847,000,007 | $ 137,968,356 | $ 702,684,600
17 2012 3,620,263 | $ 308.46 | $ 1,116,703,111 | $ 25166 |$ 911,062,393 | $ 205,640,718 | $ 908,325,319
18 2013 3,741,817 | $ 32203 |$ 1,204977,329 | $ 255.01|$% 954,184,381 |$ 250,792,948 | $  1,159,118,266
19 2014 4,001,208 | $ 336.20 | $ 1,345,206,130 | $ 23782 |$% 951,550,408 | $ 393,655,722 | $  1,552,773,988
20 2015 4,101,736 | $ 35099 | $ 1,439,668,319 | $ 24057 |$ 986,750,815 |$ 452,917,504 | $  2,005,691,492
‘GC'; 21 2016 4,023592 | $ 366.44 | $ 1,474,405,052 | $ 23570 |$ 948,370,039 |$  526,035013 | $  2,531,726,505
3 22 2017 (proj) 4,151,834 | $ 38256 | $ 1,588,339,688 | $ 23822 |$% 989,061,633 |$ 599,278,055 | $  3,131,004,560
23 2018 (proj) 4,284,164 | $ 256.90 | $ 1,100,603,729 | $ 22818 |$% 977,556,950 | $ 123,046,780 | $  3,254,051,340
24 2019 (proj) 4,420,711 | $ 268.20 | $ 1,185652,871 | $ 23970 | $ 1,059,630,192 | $ 126,022,679 | $  3,380,074,019
s
% 25 2020 (proj) 4,561,611 | $ 280.01|$ 1277274184 | $ 25025|$% 1,141,541,600|$ 135732585 | %  3,515,806,604
24
26 2021 (proj) 4,707,001 | $ 292.33|$ 1375975534 | $ 26127 | $ 1,229,783342|$ 146,192,192 | $  3,661,998,795
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Exhibit 4 — Budget Neutrality for TANF-Rural MEG

Budget Neutrality Limit Actual/Projected Expenditures
Savings/ Cumulative Savings/
Member Months Aggregate Aggregate (Deficit) (Deficit)

1 1996 1,088,941 | $ 12334 | $ 134,309,983

2 1997 1,081,206 | $ 13137 | $ 142,037,420

3 1998 1,250,830 : $ 139.92 | $ 175,018,115

4 1999 1,510,946 | $ 149.03 | $ 225,177,007 See Exhibit 24 (Aggregate)

5 2000 1,522,229 | $ 158.73 | $ 241,627,007

6 2001 1,915,864 | $ 169.07 | $ 323,907,157

7 2002 2,014,674 1 $ 180.07 | $ 362,786,430

8 2003 1,941,227 1 $ 19179 | $ 372,317,080
= 9 2004 1,984,722 | $ 204.28 | $ 405,440,105 | $ 14919 | $ 296,093,830 | $ 109,346,275 | $ 109,346,275
-g 10 2005 2,015,932 | $ 21758 | $ 438,624,903 | $ 159.74 | $ 322,029,702 | $ 116,595,201 | $ 225,941,475
.% 11 2006 2,036,491 : $ 231.74 1 $ 471,943,801 : $ 19064} $ 388,233,610 | $ 83,710,191 | $ 309,651,667

12 2007 2,130,548 ; $ 24363 | $ 519,065,409 : $ 19593} $ 417,441,223 | $ 101,624,186 | $ 411,275,853

13 2008 2,078,460 | $ 256.13 | $ 532,352,258 | $ 208.78 | $ 433,930,540 | $ 98,421,718 | $ 509,697,571

14 2009 2,246,021 ; $ 269.27 | $ 604,780,677 | $ 22017 | $ 494,500,235 | $ 110,280,442 | $ 619,978,012

15 2010 2,429,264 : $ 283.08 | $ 687,678,542 | $ 21370}t $ 519,126,643 | $ 168,551,899 | $ 788,529,911

16 2011 2,433,324 : $ 297.60 | $ 724,164,719 : $ 224381 $ 545,999,493 | $ 178,165,226 | $ 966,695,137

17 2012 2,565,123 | $ 31287 | $ 802,550,338 | $ 230.22 | $ 590,533,873 | $ 212,016,465 | $  1,178,711,602

18 2013 2,618,683 | $ 32664 | $ 855,366,615 | $ 23012 1'% 602,610,415 | $ 252,756,200 | $  1,431,467,803

19 2014 2745120 1 $ 34101 $ 936,113,371 | $ 229991 $ 631,345,478 | $ 304,767,893 | $  1,736,235,696

20 2015 2,807,836 : $ 356.01 | $ 999,617,694 | $ 210.86 | $ 592,057,993 | $ 407,559,702 | $  2,143,795,398
g 21 2016 2,721,130 i $ 37167 | $ 1,011,362,387 | $ 208301 $ 566,807,331 | $ 444,555,056 | $  2,588,350,454
8 22 2017 (proj) 2,773,076 : $ 388.02 | $ 1,076,018,470 : $ 217411 $ 602,889,733 | $ 473,128,737 | $  3,061,479,191
@ 23 2018 (proj) 2,826,013 | $ 227.03 | $ 641,595,508 | $ 22692 | $ 641,275,020 | $ 320,488 | $  3,061,799,679

24 2019 (proj) 2,879,961 ;| $ 237.02 | $ 682,612,509 | $ 238321 % 686,347,924 | $ (3,735,415); $  3,058,064,264
s
% 25 2020 (proj) 2,934,939 | $ 24745 $ 726,251,715 | $ 248751 $ 730,060,710 | $ (3,808,995)| $  3,054,255,269
24

26 2021 (proj) 2,990,966 | $ 25834 ' $ 772,680,761 | $ 259.64 | $ 776,563,930 | $ (3,883,169) $  3,050,372,100
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Exhibit 5 — Budget Neutrality for ABD-Urban MEG

Budget Neutrality Limit Actual/Projected Expenditures
Savings/ Cumulative Savings/
Member Months PMPM Aggregate PMPM Aggregate (Deficit) (Deficit)

1 1996

2 1997

3 1998

4 1999 96,785 | $ 536.14 | $ 51,889,826

5 2000 190,315 | $ 567.55 | $ 108,013,756

6 2001 279,689 | $ 600.81 | $ 168,040,252 See Exhibit 24 (Aggregate)

7 2002 306,526 | $ 636.02 | $ 194,956,243

8 2003 233,742 | $ 67329 | $ 157,375,990
_ 9 2004 244,590 | $ 712741 $ 174,330,070 | $ 489.16 | $ 119,644,174 | $ 54,685,896 | $ 54,685,896
-g 10 2005 255,066 | $ 75451 $ 192,450,068 | $ 668.41 | $ 170,487,472 | $ 21,962,596 | $ 76,648,492
% 11 2006 259,473 | $ 798.73 | $ 207,247,624 | $ 858.00 | $ 222,627,081 | $ (15,379,457); $ 61,269,036

12 2007 268,332 | $ 840.26 | $ 225,468,646 | $ 89455 $ 240,036,203 | $ (14,567,557); $ 46,701,479

13 2008 283,834 | $ 883.96 | $ 250,898,901 | $ 962.43 | $ 273,171,226 | $ (22,272,325): $ 24,429,154

14 2009 301,034 | $ 929.92 | $ 279,937,423 | $ 1,003.30 ; $ 302,026,587 | $ (22,089,164); $ 2,339,990

15 2010 327,267 | $ 978.28 | $ 320,157,269 | $ 960.84 | $ 314,450,856 | $ 5,706,413 | $ 8,046,403

16 2011 344575 | $ 1,029.15 | $ 354,617,902 | $ 93112} $ 320,839,827 | $ 33,778,075 | $ 41,824,478

17 2012 348,935 | $ 1,082.66 | $ 377,778,436 | $ 93240 | $ 325,345,676 | $ 52,432,760 | $ 94,257,239

18 2013 360,205 | $ 112813 | $ 406,358,067 | $ 97458 | $ 351,048,325 | $ 55,309,742 | $ 149,566,981

19 2014 365,630 | $ 1,17551 | $ 429,801,721 | $ 1,055.90 | $ 386,068,587 | $ 43,733,135 | $ 193,300,115

20 2015 362,810 | $ 1,224.89 | $ 444,402,341 | $ 1,089.26 | $ 395,192,726 | $ 49,209,615 | $ 242,509,730
‘aﬁ)' 21 2016 373,088 | $ 1,276.34 | $ 476,187,138 | $ 103312} $ 385,443,403 | $ 90,743,735 | $ 333,253,465
8 22 2017 (proj) 381,326 | $ 132995 | $ 507,142,753 | $ 1,076.45 | $ 410,479,988 | $ 96,662,765 | $ 429,916,230
E 23 2018 (proj) 389,745 | $ 1,126.03 | $ 438,865,360 | $ 112161 $ 437,143,566 | $ 1,721,794 | $ 431,638,024

24 2019 (proj) 398,351 | $ 117332 | $ 467,394,789 | $ 1,170.14 | $ 466,124,905 | $ 1,269,884 | $ 432,907,908
s
% 25 2020 (proj) 407,146 | $ 1,222.60 | $ 497,778,838 | $ 1,219.23 + $ 496,404,635 | $ 1,374,203 | $ 434,282,111
24

26 2021 (proj) 416,136 | $ 1,273.95 | $ 530,138,070 | $ 1,270.38 | $ 528,652,157 | $ 1,485,913 | $ 435,768,024
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Exhibit 6 — Budget Neutrality for ABD-Rural MEG

Budget Neutrality Limit Actual/Projected Expenditures
Savings/ Cumulative Savings/
Member Months Aggregate Aggregate (Deficit) (Deficit)

1 1996

2 1997

3 1998

4 1999 103,533 | $ 427.26 | $ 44,235,510

5 2000 209,188 | $ 452301 $ 94,615,196

6 2001 329,747 | $ 47880|$ 157,883,545 See Exhibit 24 (Aggregate)

7 2002 343,627 | $ 506.86 | $ 174,170,735

8 2003 222,348 | $ 536.56 | $ 119,303,455
_ 9 2004 231,151 | $ 568.00 | $ 131,294,780 | $ 599.10 | $ 138,481,478 | $ (7,186,698): $ (7,186,698)
-g 10 2005 238,426 | $ 601.29 | $ 143,363,035 | $ 639.45 | $ 152,460,934 | $ (9,097,899); $ (16,284,596)
% 11 2006 241,661 | $ 636.52 | $ 153,823,267 | $ 793.03 | $ 191,644,246 | $ (37,820,979); $ (54,105,575)

12 2007 244220 | $ 669.62 | $ 163,534,596 | $ 83457 | $ 203,819,587 | $ (40,284,991) $ (94,390,566)

13 2008 251,088 | $ 704.44 1 $ 176,876,491 | $ 87189 $ 218,920,196 | $ (42,043,705): $ (136,434,272)

14 2009 262,857 | $ 741.07 | $ 194,795,734 | $ 930.09 | $ 244,480,172 | $ (49,684,438): $ (186,118,709)

15 2010 278,093 | $ 779.61 | $ 216,803,202 | $ 94382 | $ 262,470,486 | $ (45,667,284); $ (231,785,993)

16 2011 285113 | $ 820.15 | $ 233,834,396 | $ 958.77 | $ 273,358,100 | $ (39,523,704); $ (271,309,697)

17 2012 285,622 | $ 862.79 | $ 246,432,947 | $ 93853 | $ 268,063,880 | $ (21,630,933); $ (292,940,630)

18 2013 290,965 | $ 899.03 | $ 261,586,264 | $ 970.21 | $ 282,298,187 | $ (20,711,923): $ (313,652,553)

19 2014 291,806 | $ 936.79 | $ 273,360,943 | $ 1,011.24 | $ 295,085,785 | $ (21,724,842); $ (335,377,395)

20 2015 287,250 | $ 976.14 | $ 280,396,215 | $ 1,031.19 | $ 296,210,205 | $ (15,813,990): $ (351,191,386)
% 21 2016 278,503 | $ 1,019.09 | $ 283,819,622 | $ 1,005.06 | $ 279,910,975 | $ 3,908,647 | $ (347,282,739)
8 22 2017 (proj) 278571 | $ 1,061.89 | $ 295,812,671 | $ 1,047.22 | $ 291,724,228 | $ 4,088,443 | $ (343,194,295)
E 23 2018 (proj) 278,640 | $ 1,091.25 | $ 304,066,545 | $ 1,091.15; $ 304,036,569 | $ 29,975 $ (343,164,320)

24 2019 (proj) 278,708 | $ 1,137.09 | $ 316,915,145 | $ 113839 | $ 317,278,396 | $ (363,251): $ (343,527,571)
[
% 25 2020 (proj) 278,777 | $ 1,184.84 | $ 330,306,675 | $ 1,186.15 | $ 330,670,371 | $ (363,696); $ (343,891,266)
o

26 2021 (proj) 278,845 | $ 1,23461 | $ 344,264,076 | $ 1,23591 | $ 344,628,146 | $ (364,070): $ (344,255,336)
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Exhibit 7 — Budget Neutrality for NDWA MEG: ESI and IP Combined through 2013

Budget Neutrality Limit

Actual/Projected Expenditures

Savings/ Cumulative Savings/
Member Months PMPM Aggregate PMPM Aggregate (Deficit) (Deficit)
1 1996
2 1997
3 1998
4 1999
5 2000
6 2001
7 2002
8 2003
_ 9 2004
]
£ 10 2005
2
.% 11 2006 9,744 $ 198.81 | $ 1,937,239 | $ (1,937,239)| $ (1,937,239)
12 2007 38,417 $ 20454 | $ 7,857,843 | $ (7,857,843)| $ (9,795,082)
13 2008 139,822 $ 239.38 | % 33,470,013 | $ (33,470,013)| $ (43,265,095)
14 2009 172,594 $ 43773 | $ 75,549,419 | $ (75,549,419)| $ (118,814,514)
15 2010 392,065 $ 28410 | $ 111,386,167 | $  (111,386,167)| $ (230,200,681)
16 2011 392,772 $ 314.00 | $ 123,330,328 | $  (123,330,328) $ (353,531,009)
17 2012 391,031 $ 30932 | $ 120,952,327 | $  (120,952,327)| $ (474,483,336)
18 2013 388,005 $ 297.14 | $ 115,291,324 | $  (115,291,324)| $ (589,774,660)
19 2014
20 2015
See Exhibit 8 for ESI 2014 and later
a 2016 See Exhibit 17 for IP 2014 and later
=
9]
= 22 2017 (proj)
O
23 2018 (proj)
24 2019 (proj)
<
S
% 25 2020 (proj)
o
26 2021 (proj)
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Exhibit 8 — Budget Neutrality for NDWA MEG: ESI — 2014 to 2021

Budget Neutrality Limit Actual/Projected Expenditures

Savings/ Cumulative Savings/
Member Months Aggregate Aggregate (Deficit) (Deficit)
1 1996
2 1997
3 1998
4 1999
5 2000
6 2001
7 2002
8 2003
9 2004
©
2 10 2005
2
2 11 2006
T
12 2007
13 2008
14 2009
15 2010
16 2011
17 2012
18 2013
19 2014 273,146 $ 7250 | $ 19,802,018 | $ (19,802,018)| $ (379,039,071),
20 2015 158,543 $ 27793 | $ 44,063,972 | $ (44,063,972)| $ (423,103,043),
21 2016 172,683 $ 299.92 | $ 51,791,347 | $ (51,791,347)| $ (474,894,390)
E
g 22 2017 (proj) 185,206 $ 31312 | $ 57,991,356 | $ (57,991,356)| $ (532,885,746)
O
23 2018 (proj) 198,637 $ 326.90 | $ 64,933,576 | $ (64,933,576)| $ (597,819,322),
24 2019 (proj) 213,043 $ 34128 | $ 72,706,858 | $ (72,706,858)| $ (670,526,180),
g
% 25 2020 (proj) 228,492 $ 356.29 | $ 81,410,690 | $ (81,410,690)| $ (751,936,870)
24
26 2021 (proj) 245,063 $ 37197 | $ 91,156,469 | $ (91,156,469)| $ (843,093,339)
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Exhibit 9 — Budget Neutrality for WDA MEG: ESI and IP Combined through 2013

Budget Neutrality Limit

Actual/Projected Expenditures

Savings/ Cumulative Savings/
Member Months Aggregate Aggregate (Deficit) (Deficit)
1 1996
2 1997
3 1998
4 1999
5 2000
6 2001
7 2002
8 2003
9 2004
©
2 10 2005
2
2 11 2006 - - -
2 $ $ $
12 2007 $ 24 $ (24)| $ (24)
13 2008 $ 34,024 | $ (34,024)| $ (34,048)
14 2009 110 $ 117511 | $ 129,262 | $ (129,262)| $ (163,310)
15 2010 90 $ 1,517.03 | $ 136,533 | $ (136,533)| $ (299,843)
16 2011 114 $ 907.56 | $ 103462 | $ (103,462)| $ (403,305)
17 2012 66 $ 1,429.38 | $ 94,339 | $ (94,339)| $ (497,644)
18 2013 42 $ 124331 | $ 52,219 | $ (52,219)| $ (549,863)
19 2014
20 2015
See Exhibit 10 for ESI 2014 and later
2a 2016 See Exhibit 18 for IP 2014 and later
1=
[5)
‘5 22 2017 (proj)
O
23 2018 (proj)
24 2019 (proj)
©
3
S 25 2020 (proj)
@
26 2021 (proj)

SoonerCare Budget Neutrality through CY 2021 — December 2017

12





Exhibit 10 - Budget Neutrality for WDA MEG: ESI — 2014 to 2021>

Budget Neutrality Limit Actual/Projected Expenditures

Savings/ Cumulative Savings/
Member Months Aggregate Aggregate (Deficit) (Deficit)
1 1996
2 1997
3 1998
4 1999
5 2000
6 2001
7 2002
8 2003
_ 9 2004
©
2 10 2005
2
2 11 2006
T
12 2007
13 2008
14 2009
15 2010
16 2011
17 2012
18 2013
19 2014
20 2015 - $ $ $ - $
21 2016 - $ $ $ - $
5
c 22 2017 (proj) - $ $ $ - $
O
23 2018 (proj) - $ $ $ - $
24 2019 (proj) - $ $ $ - |8
=
8
S 25 2020 (proj) - $ $ $ - $
o
26 2021 (proj) - $ $ $ - $

2 All WDA enroliment has occurred within the IP component of the program.
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Exhibit 11 — TEFRA Children MEG

Budget Neutrality Limit Actual/Projected Expenditures

Savings/ Cumulative Savings/
Member Months Aggregate Aggregate (Deficit) (Deficit)
1 1996
2 1997
3 1998
4 1999
5 2000
6 2001
7 2002
8 2003
_ 9 2004
-g 10 2005 $ 5427 | $ (5,427)} $ (5,427)
.;% 11 2006 931 $ 94385 | $ 878,723 | $ (878,723); $ (884,150)|
12 2007 1,813 $ 1,055.94 | $ 1,914,413 | $ (1,914,413)| $ (2,798,563),
13 2008 2,515 $ 91481} $ 2,300,738 | $ (2,300,738)} $ (5,099,301),
14 2009 3,299 $ 1,393.11 | $ 4,595,873 | $ (4,595,873)| $ (9,695,174),
15 2010 4,018 $ 1,128.02 | $ 4,532,385 | $ (4,532,385)} $ (14,227,559)|
16 2011 4,514 $ 1,007.97 | $ 4,549,994 | $ (4,549,994)| $ (18,777,553)
17 2012 4,978 $ 1,209.69 | $ 6,021,818 | $ (6,021,818)} $ (24,799,371)
18 2013 5,326 $ 1,038.85 | $ 5,532,926 | $ (5,532,926)| $ (30,332,297)|
19 2014 6,148 $ 1,018.70 | $ 6,262,962 | $ (6,262,962)| $ (36,595,259)|
20 2015 6,771 $ 886.04 | $ 5,999,400 | $ (5,999,400); $ (42,594,659)|
21 2016 7,149 $ 716.07 | $ 5119171 | $ (5,119,171); $ (47,713,830)|
5
‘g 22 2017 (proj) 7,870 $ 746.14 | $ 5,871,827 | $ (5,871,827)| $ (53,585,657)|
(]
23 2018 (proj) 8,663 $ 77748 | $ 6,735,144 | $ (6,735,144) $ (60,320,801)
24 2019 (proj) 9,536 $ 810.14 | $ 7,725391 | $ (7,725,391)} $ (68,046,192)|
g
% 25 2020 (proj) 10,497 $ 844.16 | $ 8,861,232 | $ (8,861,232)} $ (76,907,424)|
@
26 2021 (proj) 11,555 $ 879.62 | $ 10,164,071 | $ (10,164,071); $ (87,071,495)
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Exhibit 12 — Budget Neutrality for Full-Time College Student MEG: ESI and IP Combined through 2013

Budget Neutrality Limit Actual/Projected Expenditures

Savings/ Cumulative Savings/
Member Months Aggregate Aggregate (Deficit) (Deficit)
1 1996
2 1997
3 1998
4 1999
5 2000
6 2001
7 2002
8 2003
9 2004
©
2 10 2005
2
2 11 2006
I
12 2007
13 2008
14 2009 873 $ 65.14 | $ 56,867 | $ (56,867)| $ (56,867)
15 2010 3,972 $ 150.85 | $ 599,168 | $ (599,168)} $ (656,035)|
16 2011 5,493 $ 14765} $ 811,060 | $ (811,060)} $ (1,467,095)
17 2012 6,724 $ 16245 $ 1,092,335 | $ (1,092,335)} $ (2,559,430),
18 2013 5,630 $ 19136 | $ 1,077,362 | $ (1,077,362)| $ (3,636,792),
19 2014
20 2015
See Exhibit 13 for ESI 2014 and later
21 2016 See Exhibit 19 for IP 2014 and later
1=
5
s 22 2017 (proj)
O
23 2018 (proj)
24 2019 (proj)
=
3
S 25 2020 (proj)
24
26 2021 (proj)
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Exhibit 13— Budget Neutrality for Full-Time College Student MEG: ESI — 2014 to 2021

Budget Neutrality Limit

Actual/Projected Expenditures

Savings/ Cumulative Savings/
Member Months Aggregate Aggregate (Deficit) (Deficit)
1 1996
2 1997
3 1998
4 1999
5 2000
6 2001
7 2002
8 2003
9 2004
©
2 10 2005
2
2 11 2006
T
12 2007
13 2008
14 2009
15 2010
16 2011
17 2012
18 2013
19 2014 3,182 $ 7414 | $ 235,903 (235,903)| $ (1,853,302)
20 2015 1,217 $ 251.98 | $ 306,659 (306,659)| $ (2,159,961),
21 2016 1,450 $ 239.71 347,579 (347,579)| $ (2,507,540)
5
g 22 2017 (proj) 1,511 $ 250.26 378,104 (378,104)| $ (2,885,645)
O
23 2018 (proj) 1,574 $ 261.27 411,311 (411,311)} $ (3,296,955),
24 2019 (proj) 1,640 $ 272.76 447,433 (447,433)| $ (3,744,389,
S
7}
5 25 2020 (proj) 1,709 $ 284.77 486,728 (486,728)| $ (4,231,117),
i
26 2021 (proj) 1,781 $ 297.30 529,474 (529,474)| $ (4,760,591)
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Exhibit 14- Budget Neutrality for Foster Parent MEG: ESI®

Budget Neutrality Limit Actual/Projected Expenditures

Savings/ Cumulative Savings/
Member Months Aggregate Aggregate (Deficit) (Deficit)
1 1996
2 1997
3 1998
4 1999
5 2000
6 2001
7 2002
8 2003
_ 9 2004
©
£ 10 2005
=]
2 11 2006
I
12 2007
13 2008
14 2009
15 2010
16 2011
17 2012
18 2013
19 2014
20 2015
21 2016
€
[ .
g 22 2017 (proj)
@]
23 2018 (proj)
24 2019 (proj)
©
=
% 25 2020 (proj)
o
26 2021 (proj)

® The OHCA is not projecting any enrollment for this MEG during the renewal period.
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Exhibit 15— Not-for-Profit Employees MEG: ESI*

Budget Neutrality Limit Actual/Projected Expenditures

BEVLES Cumulative Savings/
Member Months Aggregate Aggregate (Deficit) (Deficit)
1 1996
2 1997
3 1998
4 1999
5 2000
6 2001
7 2002
8 2003
_ 9 2004
[}
2 10 2005
2
2 11 2006
I
12 2007
13 2008
14 2009
15 2010
16 2011
17 2012
18 2013
19 2014
20 2015
21 2016
=
[
c 22 2017 (proj)
]
23 2018 (proj)
24 2019 (proj)
©
=
g 25 2020 (proj)
14
26 2021 (proj)

* The OHCA is not projecting any enrollment for this MEG during the renewal period.
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Exhibit 16 — Sponsor’s Choice Insurance (SCl) MEG — 2017 to 2021°

Budget Neutrality Limit Actual/Projected Expenditures

Savings/ Cumulative Savings/
Member Months Aggregate Aggregate (Deficit) (Deficit)
1 1996
2 1997
3 1998
4 1999
5 2000
6 2001
7 2002
8 2003
_ 9 2004
©
£ 10 2005
e
@ 11 2006
I
12 2007
13 2008
14 2009
15 2010
16 2011
17 2012
18 2013
19 2014
20 2015
21 2016
€
o "
g 22 2017 (proj)
O
23 2018 (proj)
24 2019 (proj)
K]
=
% 25 2020 (proj)
o
26 2021 (proj)

®> The OHCA is not projecting any enrollment for this MEG during the renewal period.

SoonerCare Budget Neutrality through CY 2021 — December 2017





Exhibit 17 - NDWA MEG: IP — 2014 to 2021

Budget Neutrality Limit

Actual/Projected Expenditures

Savings/ Cumulative Savings/
Member Months Aggregate Aggregate (Deficit) (Deficit)
1 1996
2 1997
3 1998
4 1999
5 2000
6 2001
7 2002
8 2003
_ 9 2004
[
2 10 2005
i<}
2 11 2006
I
12 2007
13 2008
14 2009
15 2010
16 2011
17 2012
18 2013
19 2014 12,712 $ 4,478.15 56,926,254 (56,926,254)| $ (287,463,861),
20 2015 48,088 $ 588.04 28,277,714 (28,277,714)| $ (315,741,575)
21 2016 50,320 $ 543.92 27,370,205 (27,370,205)| $ (343,111,780)
‘g
’g 22 2017 (proj) 52,620 $ 567.86 29,880,528 (29,880,528)| $ (372,992,308),
(@]
23 2018 (proj) 55,025 $ 592.84 32,621,091 (32,621,091)| $ (405,613,399),
24 2019 (proj) 57,540 $ 618.93 35,613,012 (35,613,012)| $ (441,226,411)
g
% 25 2020 (proj) 60,170 $ 646.16 38,879,343 (38,879,343)| $ (480,105,754),
o
26 2021 (proj) 62,920 $ 674.59 42,445,254 (42,445,254)| $ (522,551,008)
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Exhibit 18 — WDA MEG: IP — 2014 to 2021°

Budget Neutrality Limit Actual/Projected Expenditures

Savings/ Cumulative Savings/
Member Months Aggregate Aggregate (Deficit) (Deficit)
1 1996
2 1997
3 1998
4 1999
5 2000
6 2001
7 2002
8 2003
_ 9 2004
[o]
£ 10 2005
<]
@ 11 2006
I
12 2007
13 2008
14 2009
15 2010
16 2011
17 2012
18 2013
19 2014 4 $ 1,560.75 | $ 6,243 | $ (6,243)| $ (556,106)
20 2015 11 $ 4,187.27 | $ 46,060 | $ (46,060)| $ (602,166)
21 2016 - $ 4,363.14 | $ 17,555 | $ (17,555)| $ (619,721)
‘qc';
% 22 2017 (proj) - $ 4,546.39 | $ - $ - $ (619,721)
o
23 2018 (proj) - $ 4,737.34 | $ - $ = $ (619,721)
24 2019 (proj) - $ 4,936.31| $ - $ - $ (619,721)
<
2
% 25 2020 (proj) - $ 514363 | $ - s - s (619,721)
4
26 2021 (proj) - $ 5,359.66 | $ - $ - $ (619,721)

® The OHCA is not projecting any enrollment for this MEG during the renewal period.
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Exhibit 19 — Full-Time College Students MEG: IP — 2014 to 2021

Budget Neutrality Limit Actual/Projected Expenditures

Savings/ Cumulative Savings/
Member Months Aggregate Aggregate (Deficit) (Deficit)
1 1996
2 1997
3 1998
4 1999
5 2000
6 2001
7 2002
8 2003
9 2004
©
£ 10 2005
2
2 11 2006
I
12 2007
13 2008
14 2009
15 2010
16 2011
17 2012
18 2013
19 2014 1 $ 293,200.00 | $ 293,200 : $ (293,200)| $ (2,312,593)
20 2015 2,126 $ 180.09 | $ 382,877 | $ (382,877)| $ (2,695,470)
21 2016 2,303 $ 180.93 | $ 416,689 | $ (416,689)| $ (3,112,159)
g
g 22 2017 (proj) 2,367 $ 188.89 | $ 447,143 | $ (447,143)| $ (3,559,302)
O
23 2018 (proj) 2,433 $ 197.21 | $ 479,823 | $ (479,823)| $ (4,039,125,
24 2019 (proj) 2,501 $ 205.88 | $ 514,892 : $ (514,892)| $ (4,554,017),
g
% 25 2020 (proj) 2,571 $ 21494 | $ 552,523 | $ (552,523)| $ (5,106,541)
@
26 2021 (proj) 2,642 $ 22440 | $ 592,905 | $ (592,905)| $ (5,699,446),
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Exhibit 20 — Budget Neutrality for Foster Parent MEG: IP’

Budget Neutrality Limit Actual/Projected Expenditures

Savings/ Cumulative Savings/
Member Months Aggregate Aggregate (Deficit) (Deficit)
1 1996
2 1997
3 1998
4 1999
5 2000
6 2001
7 2002
8 2003
_ 9 2004
©
£ 10 2005
S
@ 11 2006
I
12 2007
13 2008
14 2009
15 2010
16 2011
17 2012
18 2013
19 2014
20 2015
21 2016
1=
o ,
= 22 2017 (proj)
O
23 2018 (proj)
24 2019 (proj)
©
=
% 25 2020 (proj)
14
26 2021 (proj)

" The OHCA is not projecting any enrollment for this MEG during the renewal period.
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Exhibit 21 — Not-for-Profit Employees MEG: IP*

Budget Neutrality Limit Actual/Projected Expenditures

Savings/ Cumulative Savings/
Member Months Aggregate Aggregate (Deficit) (Deficit)
1 1996
2 1997
3 1998
4 1999
5 2000
6 2001
7 2002
8 2003
9 2004
©
£ 10 2005
2
2 11 2006
I
12 2007
13 2008
14 2009
15 2010
16 2011
17 2012
18 2013
19 2014
20 2015
21 2016
=
[
£ 22 2017 (proj)
]
23 2018 (proj)
24 2019 (proj)
©
=
% 25 2020 (proj)
o
26 2021 (proj)

¢ The OHCA is not projecting any enrollment for this MEG during the renewal period.
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Exhibit 22 — Health Access Network Expenditures

Budget Neutrality Limit Actual/Projected Expenditures

Savings/ Cumulative Savings/
Client Months Aggregate Aggregate (Deficit) (Deficit)
1 1996
2 1997
3 1998
4 1999
5 2000
6 2001
7 2002
8 2003
_ 9 2004
[}
£ 10 2005
i<}
2 11 2006
I
12 2007
13 2008
14 2009
15 2010 (6 mos) 149,104 $ 500 $ 745,520 | $ (745,520); $ (745,520)|
16 2011 428,898 $ 500} $ 2,144,490 | $ (2,144,490): $ (2,890,010)
17 2012 542,657 $ 500 $ 2713285 | $ (2,713,285): $ (5,603,295)
18 2013 1,010,286 $ 500 $ 5,051,430 | $ (5,051,430)! $ (10,654,725)
19 2014 1,396,342 $ 500 $ 6,981,710 | $ (6,981,710) $ (17,636,435)
20 2015 1,426,788 $ 500 $ 7133940 | $ (7,133,940): $ (24,770,375)
21 2016 1,363,486 $ 500 $ 6,817,430 | $ (6,817,430): $ (31,587,805)
5
% 22 2017 (proj) 1,406,944 $ 500 $ 7,034,719 | $ (7,034,719): $ (38,622,524)
O
23 2018 (proj) 1,451,787 $ 500 $ 7,258,934 | $ (7,258,934); $ (45,881,458)
24 2019 (proj) 1,498,059 $ 500} $ 7,490,295 | $ (7,490,295); $ (53,371,753)
g
% 25 2020 (proj) 1,545,806 $ 500 $ 7,729,030 | $ (7,729,030): $ (61,100,783)
o
26 2021 (proj) 1,595,075 $ 500 $ 7975374 | $ (7,975,374)| $ (69,076,158)
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Exhibit 23 — Health Management Program Expenditures’

Traditional MEG Client Months

HMP Expenditures (Prorated across MEGs based on Client Months)

Total Client Total
TANF-U TANF-R Months TANF-U TANF-R ABD-R Expenditures
1 1996
2 1997
3 1998
4 1999
5 2000
6 2001
7 2002
8 2003
_ 9 2004
©
£ 10 2005
=]
R 11 2006
I
12 2007
13 2008
14 2009
15 2010
16 2011
17 2012
18 2013 3,741,817 2,618,683 360,205 290,965 7,011,670 | $ 3,118,501 | $ 2,182,460 300,202 242,496 ' $ 5,843,658
19 2014 4,001,208 2,745,120 365,630 291,806 7,403,764 | $ 8,334,149 | $ 5,717,833 761,574 607,805 | $ 15,421,361
20 2015 4,101,736 2,807,836 362,810 287,250 7,559,632 | $ 3,959,816 | $ 2,710,685 350,257 277311 | $ 7,298,068
21 2016 4,023,592 2,721,130 373,088 278,503 7,396,313 | $ 5,621,545 | $ 3,801,816 521,258 389,109 | $ 10,333,729
‘g
g 22 2017 (proj) 4,151,834 2,773,076 381,326 278,571 7,584,807 | $ 5,826,259 | $ 3,891,450 535,113 390,919 | $ 10,643,741
O
23 2018 (proj) 4,284,164 2,826,013 389,745 278,640 7,778,562 | $ 6,038,072 | $ 3,982,964 549,305 392,713 | $ 10,963,053
24 2019 (proj) 4,420,711 2,879,961 398,351 278,708 7,977,731 | $ 6,257,221 | $ 4,076,392 563,839 394,493 | $ 11,291,945
g
g 25 2020 (proj) 4,561,611 2,934,939 407,146 278,777 8,182,473 | $ 6,483,950 | $ 4,171,771 578,725 396,258 | $ 11,630,703
14
26 2021 (proj) 4,707,001 2,990,966 416,136 278,845 8,392,948 | $ 6,718,510 | $ 4,269,137 593,969 398,008 | $ 11,979,624

® Presented for informational purposes only. Expenditures are included within the four traditional MEG exhibits.
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Exhibit 24 — Aggregate Budget Neutrality (All MEGs)

Budget Neutrality Limit Actual/Projected Expenditures
Savings/ Cumulative Savings/
Member Months PMPM Aggregate PMPM Aggregate (Deficit) (Deficit)

1 1996 2,337,532 | $ 12241:$ 286,138,649 | $ 170.69 | $ 398,999,423 | $ (112,860,774)} $ (112,860,774)

2 1997 2,282,744 | $ 13039 $ 297,656,008 | $ 134541$ 307,126,525 | $ (9,470,517)f $ (122,331,291)

3 1998 2,550,505 | $ 138.921$  354,305243 | $ 106.62{ $ 271,927,279 | $ 82,377,964 | $ (39,953,328)

4 1999 3,201,226 | $ 168.75 1 $ 540,219,561 | $ 144.65{$ 463,050,620 | $ 77,168,941 | $ 37,215,613

5 2000 3,496,982 | $ 197531 % 690,771,669 | $ 171.75{$ 600,600,099 | $ 90,171,570 | $ 127,387,183

6 2001 4513310 | $ 21740:$%  981,193992 | $ 12919} $ 583,054,043 | $ 398,139,949 | $ 525,527,133

7 2002 4,823,829 | $ 23119 $ 1,115204,678 | $ 176.23}{$ 850,117,611 | $ 265,087,067 | $ 790,614,200

8 2003 4,716,758 | $ 23058 | $ 1,087,577,307 | $ 19445} % 917,157,855 % 170,419,452 | $ 961,033,652

_ 9 2004 4,886,804 | $ 24550 i $ 1,199,726,867 | $ 181.28|{$% 885888955 %  313,837,912|$  1,274,871,564

-g 10 2005 5,038,078 | $ 261381 $ 1,316,858,944 | $ 222431% 1,120637,046 | $ 196,221,898 | $  1,471,093,461

.% 11 2006 5,180,782 | $ 27735 $ 1,436,908,230 | $ 264.24 1 $ 1,368,966,665 | $ 67,941,565 | $  1,539,035,027

12 2007 5,451,378 | $ 29031} $ 1582588944 | $ 271.96{$ 1482534451 % 100,054,493 |$  1,639,089,520

13 2008 5,386,004 | $ 30825 $ 1,660,247,275 | $ 300.79 | $ 1,620,046,448 | $ 40,200,827 | $  1,679,290,347

14 2009 5,839,782 | $ 322591 % 1,883853423|$ 32158 |$ 1,877,931,749 | $ 5921,674$  1,685212,021

15 2010 6,367,794 | $ 33840 % 2,154,888,798 | $ 31340 % 1995690240 | $ 159,198,558 | $  1,844,410,579

16 2011 6,420,012 | $ 357.88 1% 2,297,585,380 | $ 329931 $ 2118,136,761 | $ 179,448,619 |$  2,023,859,198

17 2012 6,819,943 | $ 372951 % 2543,464,833 | $ 32638 | $ 2,225879,926 | $ 317,584,907 | $  2,341,444,105

18 2013 7,011,670 | $ 389.11 1% 2728288274 |$ 33047 | $ 2,317,146,568 | $ 411,141,706 | $ 411,141,706

19 2014 7,403,764 | $ 403.10 | $ 2,984,482,165 | $ 318.02|$ 2,354,558548 | $  629,923617 | $  1,041,065,323

20 2015 7,559,632 | $ 41855 | $ 3,164,084,569 | $ 311.71|$ 2,356,422,360 { $ 807,662,209 | $  1,848,727,532

21 2016 7,396,313 | $ 438.84 | $ 3,245,774,200 | $ 307.24$ 2272,411,725{$ 973,362,475} $  2,822,090,007
5

% 22 2017 (proj) 7,584,807 | $ 45714 | $ 3,467,313582 | $ 31586 | $ 2,395,759,259 | $ 1,071,554,323 | $  3,893,644,330
(@]

23 2018 (proj) 7,778,562 | $ 31948 | $ 2485131,142 | $ 317.85|$ 2472451984 | $ 12,679,158 | $  3,906,323,488

c 24 2019 (proj) 7,977,731 $ 33250 | $ 2652575315 $ 335441 $ 2,676,062,411 | $ (23,487,096); $  3,900,451,714
S

é 25 2020 (proj) 8,182,473 | $ 346.06 | $ 2,831,611,412 | $ 36321} $ 2971,988927 | $ (140,377,515) $  3,865,357,335
b

26 2021 (proj) 8,392,948 | $ 360.19 i $ 3,023,058,440 | $ 38791} % 3255674253 | $ (232,615813)] $ 3,807,203,382

SoonerCare Budget Neutrality through CY 2021 — December 2017






SoonerCare Choice and Insure Oklahoma

PROVIDE 2019-2021 Renewal Application
FEEDBACK  JUNE 10 - SEPTEMBER 30

Click here for additional information










Waiver Projects Currently Undergoing Application, Renewal, or Amendment

· 2019-2021 SoonerCare Choice and Insure Oklahoma 1115(a) Demonstration Waiver Public Notice and Amended Application 

Purpose of this Webpage

In accordance with federal and state law, the Oklahoma Health Care Authority as a single state Medicaid agency, must notify the public of its intent to submit to the Centers for Medicare and Medicaid Services (CMS) any new 1115 demonstration waiver project or extension renewal or amendment to any previously approved demonstration waiver project and must make available at least a 30-day public comment period at minimum 30 days prior to submitting to CMS the new 1115 demonstration waiver project or extension renewal or amendment.

Public notices, including the description of the new 1115 Demonstration Waiver project or, extension renewal or amendment to an existing demonstration waiver project to be submitted to CMS, will be posted here along with links to the full public notice and the application/extension/amendment document to be submitted to CMS.

The full public notices will include:

· The address, telephone number and internet address where copies of the new demonstration waiver project or extension or amendment document is available for public review and comment, 

· The postal address where written comments can be sent,

· The minimum 30-day time period in which comments will be accepted,

· The locations, dates and times of at least two public hearings convened by the State to seek input, (At least one of the two required public hearings will use telephonic and/or Web conference capabilities to ensure statewide accessibility to the public hearing.)

· and a link to the CMS website to access comments (HTML, new window) received by CMS during their 30-day public comment period after the application/extension/amendment has been submitted to CMS.

Comments may be provided during scheduled public hearings or in writing during the public comment period. To submit comments, write to

Oklahoma Health Care Authority 

Federal and State Policy Division
4345 N. Lincoln Blvd, 

[bookmark: _GoBack]Oklahoma City, OK.73105


Locations, dates and times for public hearings will be published on the upcoming public hearings page of this website.  

If you need this material in an alternative format, such as large print, please contact the Communications Division at 405-522-7300

SoonerCare Choice and Insure Oklahoma 1115 Demonstration Waiver Public Notice and Amended Application

Added 09/01/17 

View or print the extension renewal request application to be submitted to CMS for SoonerCare Choice and Insure Oklahoma 1115 Demonstration Waiver (PDF, new window)   

Public Notice

Added 09/01/17 

View or print public comments regarding SoonerCare Choice and Insure Oklahoma 1115 Demonstration Waiver extension renewal request application (PDF, new window) 



Added 09/01/17 

View or print the SoonerCare Choice and Insure Oklahoma 1115 Demonstration Waiver and Post Award Forum Public Hearing Presentation (PDF, new window)  



Added 09/01/17 

View or print the public notice regarding the extension renewal request for the SoonerCare Choice and Insure Oklahoma 1115 Demonstration Waiver (PDF, new window) 

The Oklahoma Health Care Authority (OHCA) as the single state Medicaid agency is providing public notice of its intent to submit to the Centers of Medicare and Medicaid Services (CMS) a written request to amend the SoonerCare Choice and Insure Oklahoma 1115 Demonstration waiver and to hold public hearings to receive comments on the extension renewal request to the Demonstration.

The State will request an amendment to the SoonerCare Choice and Insure Oklahoma 1115 Demonstration waiver to remove the pilot status of the Health Access Networks (HAN) to allow the possibility of statewideness. Statewideness in accordance with Section 1902(a)(1) will also be removed from the waiver list.  

The State does not request any additional waivers to implement the changes to the Demonstration: 

The State will seek to eliminate the following waiver and expenditure authorities related to its Health Access Network statewideness:

· Statewideness/Uniformity Section 

§ 1902(a)(1)

To enable the state to provide Health Access Networks (HANs) only in certain geographical areas of the State.

In addition, the second, of two public meetings described below, will also serve as the 2017 Post Award Forum to allow any discussion or feedback regarding the waiver.

Waiver List



· § 1902(a)(23)(A)

To enable the state to restrict beneficiaries’ freedom of choice of care management providers, and to use selective contracting that limits freedom of choice of certain provider groups to the extent that the selective contracting is consistent with beneficiary access to quality services. No waiver of freedom of choice is authorized for family planning providers.

· § 1902(a)(34)

To enable the state to waive retroactive eligibility for demonstration participants, with the exception of Tax Equity and Fiscal Responsibility Act (TEFRA) and Aged, Blind, and Disabled populations.

Expenditure Authorities

· Demonstration Population 5. Expenditures for health benefits coverage for individuals who are “Non-Disabled Low Income Workers” age 19–64 years who work for a qualifying employer and have no more than 200 percent of the federal poverty level (FPL), and their spouses.

· Demonstration Population 6. Expenditures for health benefits coverage for individuals who are “Working Disabled Adults” 19-64 years of age who work for a qualifying employer and have income up to 200 percent of the FPL.

· Demonstration Population 8. Expenditures for health benefits coverage for no more than 3,000 individuals at any one time who are full-time college students age 19 through age 22 and have income not to exceed 200 percent of the FPL, who have no creditable health insurance coverage, and work for a qualifying employer.

· Demonstration population 10. Expenditures for health benefits coverage for foster parents who work for an eligible employer and their spouses with household incomes no greater than 200 percent of the FPL.

· Demonstration Population 11. Expenditures for health benefits coverage for individuals who are employees and spouses of not-for-profit businesses with 500 or fewer employees, work for a qualifying employer, and with household incomes no greater than 200 percent of the FPL.

· Demonstration Population 12. Expenditures for health benefits coverage for individuals who are “Non-Disabled Low Income Workers” age 19–64 years whose employer elects not to participate in the Premium Assistance Employer Coverage Plan, who are self-employed, or unemployed, and have income up to 100 percent of the FPL, and their spouses.

· Demonstration Population 13. Expenditures for health benefits coverage for individuals who are “Working Disabled Adults” 19-64 years of age whose employer elects not to participate in the Premium Assistance Employer Coverage Plan, as well as those who are self-employed, or unemployed (and seeking work) and who have income up to 100 percent of the FPL.

· Demonstration Population 14. Expenditures for health benefits coverage for no more than 3,000 individuals at any one time who are full-time college students age 19 through age 22 and have income not to exceed 100 percent of the FPL, who have no creditable health insurance coverage, and do not have access to the Premium Assistance Employer Coverage Plan.

· Demonstration Population 15. Expenditures for health benefits coverage for individuals who are working foster parents, whose employer elects not to participate in Premium Assistance Employer Coverage Plan and their spouses with household incomes no greater than 100 percent of the FPL.

· Demonstration Population 16. Expenditures for health benefits coverage for individuals who are employees and spouses of not-for-profit businesses with 500 or fewer employees with household incomes no greater than 100 percent of the FPL, and do not have access to the Premium Assistance Employer Coverage Plan.

· Health Access Networks Expenditures. Expenditures for Per Member Per Month payments made to the Health Access Networks for case management activities.

· Premium Assistance Beneficiary Reimbursement. Expenditures for reimbursement of costs incurred by individuals enrolled in the Premium Assistance Employer Coverage Plan and in the Premium Assistance Individual Plan that are in excess of five percent of annual gross family income.

· Health Management Program. Expenditures for otherwise non-covered costs to provide health coaches and practice facilitation services through the Health Management Program.

· Work Force Development Supplemental Payments to State Teaching Universities.

Expenditures for reimbursement to state teaching universities to grow and improve the healthcare workforce in Oklahoma.

The State continues to evaluate whether it will request other waivers or expenditure authorities.

The extension renewal to the Demonstration will further the objectives of Title XIX by providing a medical home and premium assistance insurance across the continuum of coverage. The removal of the pilot status of the Health Access Networks, this will allow for statewideness of the program. 

This extension renewal will be statewide and will operate from calendar years 2019 through 2021. The State anticipates that this extension renewal will affect most of the approximately 545,858 SoonerCare Choice individuals covered under the Demonstration as of June 2017.

The Demonstration extension renewal, including the proposed amendment, will test hypotheses related to access to care, quality of care management, integration of Indian Health Services, and access to affordable health insurance. The State expects that, over the life of the Demonstration, covering SoonerCare Choice enrollees will be comparable to what the costs would have been for covering the same group of Oklahomans using traditional Medicaid. The State does not anticipate that the extension renewal to the Demonstration will affect its current waiver trend rate or per capita cost estimates, which can be found in the Demonstration Populations table below.

The information in the table below is provided by The Pacific Health Policy Group (PHPG) which has been retained by the OHCA as an independent contractor. The information is pulled from the Budget Neutrality exhibits which incorporate full-year enrollment and expenditure data through calendar year 2016 (demonstration year 21). Expenditures reflect C-Report amounts. 

Projections for the remainder of the current extension period are based on Medicaid Eligibility Group (MEG) specific assumptions, as described in detail throughout the chapter.  Updates to worksheets previously submitted are described in text boxes included at the top of each worksheet (where applicable).  Traditional MEG projections for 2018 incorporate the CMS-mandated rebasing methodology, with 1) the budget neutrality PMPM set equal to the 2016 actual PMPM, trended to 2018 and 2) savings limited to a five-year look back period. Annual aggregate savings/ (deficit) projections for 2019 – 2021 are capped at 25 percent of actual prior to being added to cumulative savings/ (deficit) projections. 

		[bookmark: _Toc450834942][bookmark: _Toc457291903][bookmark: _Toc457299503][bookmark: _Toc457314139]

Demonstration Populations



		Trend

		DY 23 (2018) projection PMPM

		DY 24 (2019) projection PMPM

		DY 25 (2020) projection PMPM

		DY 26 (2021) projection PMPM



		TANF-Urban 

		4.40%

		$256.79

		$268.56

		$280.43

		$292.82



		TANF-Rural 

		4.40%

		$226.92

		$238.32

		$248.75

		$259.64



		ABD-Urban 

		4.20%

		$1,121.61

		$1,170.14

		$1219.23

		$1270.38



		ABD-Rural 

		4.20%

		$1,091.15

		$1,138.39

		$1,186.15

		$1,235.91



		Non-Disabled Working Adults (Employer Plan) 

		4.40%

		$326.90

		$341.28

		$356.29

		$371.97



		Disabled Working Adults (Employer Plan) [footnoteRef:1] [1:  All WDA enrollment has occurred within the IP component of the program.   ] 


		4.20%

		$0

		$0

		$0

		$0



		TEFRA Children 

		4.20%

		$777.48

		$810.14

		$844.16

		$879.62



		CHIP Medicaid Expansion Children[footnoteRef:2]  [2:  One additional population, CHIP Medicaid Expansion, is reported separately in the Budget Neutrality per PHPG.] 


		

		$0

		$0

		$0

		$0



		Full-Time College Students (Employer Plan) 

		4.40%

		$261.27

		$272.76

		$284.77

		$297.30



		Foster Parents (Employer Plan) [footnoteRef:3] [3:  The OHCA is not projecting any enrollment for this MEG during the renewal period.
] 


		

		$0

		$0

		$0

		$0



		Not-for-Profit Employees (Employer Plan)3 

		

		$0

		$0

		$0

		$0



		Non-Disabled Working Adults (Individual Plan) 

		

		$592.84

		$618.93

		$646.16

		$674.59



		Disabled Working Adults (Individual Plan) 

		

		$4,737.34

		$4,936.31

		$5,143.63

		$5,359.66



		Full-Time College Students (Individual Plan) 

		

		$197.21

		$205.88

		$214.94

		$224.40



		Foster Parents (Individual Plan)3

		

		$0

		$0

		$0

		$0



		Not-for-Profit Employees (Individual Plan)3

		

		$0

		$0

		$0

		$0





· Demonstration Year (DY)

· Per Member Per Month (PMPM)

View or print the extension renewal request application to be submitted to CMS for SoonerCare Choice and Insure Oklahoma 1115 Demonstration Waiver (PDF, new window)   



The Demonstration application may also be viewed from 8 AM – 4:00 PM Monday through Friday at:




Oklahoma Health Care Authority 

Federal and State Policy Division
4345 N. Lincoln Blvd, 

Oklahoma City, OK.73105
Contact: Sherris Harris-Ososanya



Public comments may be submitted until midnight on Friday, September 22, 2017. Comments may be submitted by agency blog to comments box or by regular mail to 


Oklahoma Health Care Authority 

Federal and State Policy Division
4345 N. Lincoln Blvd, Oklahoma City, OK.73105



View comments that others have submitted.  
Comments may also be viewed at the OHCA public webpage www.okhca.org at any time 



Oklahoma Health Care Authority 

Federal and State Policy Division
4345 N. Lincoln Blvd, Oklahoma City, OK.73105

The State held two public hearings during the public comment period. 

SoonerCare Choice and Insure Oklahoma Waiver Extension Renewal Public Hearing
July 11, 2017 at 5:00p.m. 
The Child Health Workgroup, 
OU Robert Bird Library 
First Floor Conference Room
Oklahoma City, OK 73104. 

Videoconferencing will be available for this meeting:  

· OU College of Medicine, Tulsa; 

· Northwestern Oklahoma State University, Enid;

· Eastern Oklahoma State University, Wilburton and 

· Stillwater Medical Center



SoonerCare Choice and Insure Oklahoma Waiver Extension Renewal Public Hearing
September 21, 2017 at 1:00p.m. 
Medical Advisory Committee Meeting
Ed McFall Boardroom 
Oklahoma Health Care Authority 
4345 N. Lincoln Blvd, Oklahoma City, OK.


Videoconferencing will be available for this meeting.










AGENDA

The Children’s Health Group (TCHG) Quarterly Meeting
Tuesday, July 11, 2017, 5:00 - 7:00 p.m.
OU Health Sciences Center Compus, Provost’s Canference Room, # 223, Bird Library (live video streaming at
OU College of Medicine = Tulsa, Room 2819, Schusterman Campus)

Welcome and Introductions - Dr. Mary Anne McCaffree/Dr. Marny Duniap

Updates

» ODMHSAS
o Legislative/Budget Update — Elfen Buettner
Group Discussion

» OHCA
o Legislative/Budget Update - Austin Marshall
Group Discussion

» OSDH
o Legislative/Budget Update — Brian Downs
Group Discussion

Presentations

> SoonerCare Demonstration (1115a Waiver) Renewal and Post Award Forum — Sherris Harris-
Ososanya, OHCA
Group Discussion

» Safe Sleep Crib Pilot Update - Joyce Marshall, MPH, OSDH
Group Discussion

> Lemonade of Life Pilot and ACEs — Annette Jacobi, JD, OSDH
Group Discussion

» Training to Screen for ACEs: Why Ask If We Don’t Have Resources? - Mary Anne McCaffree,
MD, OUHSC
Group Discussion

Announcements/New Business - Mary Anne McCaffree, MD

» Upcoming CY 2017 Meeting Dates: October 10

Adjournment
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CHAPTER ONE: INTRODUCTION

The Oklahoma Health Care Authority (OHCA) is required to measure and report results annually on the
quality of care provided to individuals enrolled in its Medicaid program, known as SoonerCare. This
includes measures that are required or suggested by the Centers for Medicare and Medicaid Services
(CMS). The OHCA also reports results to various stakeholders for additional measures selected from the
Healthcare Effectiveness Data and Information Set (HEDIS®).

The Pacific Health Policy Group (PHPG) was retained by the OHCA in July 2016 to:

e Report results for the 2016 reporting year, which evaluates care provided in 2015;
e Analyze historical and demographic trends; and
e Compare the State’s results to national benchmarks.

Where provided, national averages refer to the national average for Medicaid HMOs. Results for
measures included in this report were calculated using administrative data only, i.e., only adjudicated
claims data, following the specifications developed by the National Committee for Quality Assurance
(NCQA) and the Agency for Healthcare Research and Quality (AHRQ).

OHCA staff provided significant assistance to PHPG in ensuring appropriate application of measurement
methods to Medicaid claims data. However, PHPG is solely responsible for the final results.

This report includes results for the following measures (organized by evaluation domain):

Domain Subdomain (if applicable) / Measure

Access/Availability e Adults' Access to Preventive/Ambulatory Health Services (HEDIS)
of Care e Children & Adolescents' Access to Primary Care Physicians (HEDIS, CMS
Child Core)

PHPG 1
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Domain

Effectiveness
of Care

Effectiveness
of Care
(continued)

Subdomain (if applicable) / Measure

Prevention and Screening

Adult Body Mass Index (BMI) Assessment (HEDIS, CMS Adult Core)

BMI Assessment for Children & Adolescents (CMS Child Core)

Childhood Immunization Status (HEDIS, CMS Child Core)

Immunizations for Adolescents (HEDIS, CMS Child Core)

HPV for Female Adolescents (HEDIS, CMS Child Core)

Breast Cancer Screening (HEDIS, CMS Adult Core)

Cervical Cancer Screening (HEDIS, CMS Adult Core)

Chlamydia Screening in Women (HEDIS, CMS Child Core, CMS Adult Core)
Contraceptive Use (CDC /OPA)

Dental Sealants for Children at Elevated Risk (DQA, CMS Child Core)

Respiratory Conditions

Use of Appropriate Medications for the Treatment of Asthma (HEDIS)
Medication Management for People with Asthma (HEDIS, CMS Child Core)

Diabetes

Comprehensive Diabetes Care (HEDIS, CMS Adult Core)

Behavioral Health

Developmental Screening in the First Three Years of Life (HEDIS, CMS Child
Core)

Follow-Up Care for Children Prescribed ADHD Medication (HEDIS, CMS
Child Core)

Follow-Up after Hospitalization for Mental lliness (HEDIS, CMS Child Core)
Use of Multiple Concurrent Antipsychotics in Children and Adolescents
(HEDIS, CMS Child Core).

Use of Opioids at High Dosage (HEDIS, CMS Adult Core)

Initiation and Engagement of Alcohol and Drug Dependence Treatment
(HEDIS, CMS Adult Core)

Medication Management

Annual Monitoring for Patients on Persistent Medications (HEDIS, CMS
Adult Core)

PHPG
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Domain Subdomain (if applicable) / Measure

Utilization Prenatal/Postpartum Care*
e Frequency of Ongoing Prenatal Care (HEDIS, CMS Child Core)
e Postpartum Care Rate (HEDIS, CMS Adult Core)
e Prenatal & Postpartum Care: Timeliness of Prenatal Care (HEDIS, CMS
Child Core)
Well-Child Visits*
e Well-Child Visits in the First 15 Months of Life (HEDIS, CMS Child Core)
e  Well-Child Visits in the 3rd, 4th, 5th & 6th Years of Life (HEDIS, CMS Child
Core)
e Adolescent Well-Care Visits (HEDIS, CMS Child Core)
Hospital Utilization*
e Ambulatory Care (HEDIS)
e Diabetes Short-term Complications Admission Rate (CMS Adult Core)
e Chronic Obstructive Pulmonary Disease (COPD) Admission Rate (CMS
Adult Core)
e Congestive Heart Failure (CHF) Admission Rate (CMS Adult Core)
e Asthma in Younger Adults Admission Rate (CMS Adult Core)
e Plan All-Cause Readmissions Rate (HEDIS, CMS Adult Core)
*Not official subdomains — for presentation purposes only.

PHPG relied on a dataset consisting of eligibility, demographic, and both paid and denied medical and
prescription drug claims incurred February 2010 through June 2015, with dates of payment through
September 2016. PHPG previously had obtained the paid claims data through its engagement with the
OHCA as the independent evaluator for the SoonerCare Health Management Program (HMP). As the
NCQA and AHRQ specifications also require the review of denied claims, PHPG requested and received
from the OHCA a dataset of denied claims with dates of service from January 2014 through June 2016.

PHPG followed NCQA and AHRQ specifications explicitly unless otherwise noted. In general where
specifications required the member to be continuously enrolled for the entire year, the member was
permitted to have one gap in enrollment of no more than 45 days. Similar to how OHCA has
implemented this requirement in the past, PHPG applied these criteria by limiting those analyses to
members with at least 320 days of eligibility during the year. If the member had multiple gaps in
enrollment but all gaps totaled 45 days or less, the member was included.

Also similar to previous years’ methodologies, members enrolled in a Home and Community-Based
Services (HCBS) waiver were excluded from all measures (approximately 23,000 members), as additional
services would be available to these members that are not part of the traditional Medicaid benefit
package and thus could confound results.
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PHPG validated results for the 2016 reporting year by comparing to secondary sources (e.g., SoonerCare
Annual Reports) and by analyzing results for the 2015 reporting year using 2016 methodologies and
comparing to what OHCA reported previously. PHPG accordingly refined its methodologies as necessary
and refined OHCA’s previous specifications where reasonable.

SOONERCARE DEMOGRAPHICS

According to OHCA Enrollment Fast Facts for January 2016 (published February), there were over
795,000 individuals enrolled in SoonerCare. Approximately 66 percent of the enrollment was children
(age 0-20) and 34 percent was adults. Approximately 66 percent was enrolled in the program’s patient
centered medical home (PCMH) model known as SoonerCare Choice; another 30 percent was enrolled
in the traditional fee-for-service (FFS) program; and the remaining four percent were enrolled in
SoonerPlan, the State’s Medicaid-financed family planning program.

Age Program

Traditional
FFS

30%

-

SoonerCare
Choice
66%

Children
66%

The racial breakdown of members includes 64 percent Caucasian, 12 percent Black/African American, 10
percent American Indian, two percent Asian or Pacific Islander, and eight percent multiple races (three
percent did not provide a racial background). Approximately 17 percent of members also are of Hispanic
origin, regardless of race. According to PHPG data, approximately 55 percent of members are female
and 45 percent are male. Nearly 47 percent live in rural or semi-rural/urban (i.e., “mixed”) counties and
53 percent live in urban counties.
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Race County Gender

m Caucasian

= Black/African
Amercan
= Amercan Indian

a Asian/Pacific FEEFE.“_.'E
Iskander &
= Mukiple Races

u Declined to
Answer
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CHAPTER TWO: ACCESS/AVAILABILITY OF CARE

For 2016, Oklahoma selected two measures to report related to access and availability of care. These
measures were reported according to NCQA/HEDIS specifications.

CMS Child CMS Adult

Measure HEDIS
Core Core
Adults' Access to Preventive/Ambulatory Health v
Services
Children & Adolescents' Access to Primary Care v v
Physicians

Beginning on the following page, PHPG presents, by measure, the results from the current (2015) and
previous (2014) measurement years, as well as a comparison to national benchmark data, where
available. The benchmark is the national Medicaid HMO for 2015, as reported by NCQA in “The State of
Health Quality — 2016”.
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ADULTS' ACCESS TO PREVENTIVE/AMBULATORY HEALTH SERVICES

This measure calculates the percentage of members 20 years and older who had an ambulatory or
preventive care visit during the measurement year.

The overall compliance rate in 2015 for members was 83.6 percent, down five tenths of a percent from
2014.

Exhibit 1 displays compliance rates by age group for 2014 and 2015.

Exhibit 1 — Adults with at least One Ambulatory or Preventive Care Visit

95%

85%

¢
|

75% ——

Percent Members Compliant

2

20-44 45-64 65+ Total
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CHILDREN & ADOLESCENTS' ACCESS TO PRIMARY CARE PHYSICIANS

This measure calculates the percentage of children ages 12 months to 19 years old who visited a primary
care practitioner (PCP) during the measurement year, or if seven years or older, in the measurement
year or year prior.

For all age groups but ages 12 to 19 years (which dropped only a tenth of a percent), the compliance
rate in 2015 saw a marginal increase over 2014. Oklahoma rates were above the national average. All

compliance rates were equal to or greater than 89 percent.

Exhibit 2 displays compliance rates by age group for 2014 and 2015.

Exhibit 2 - Children & Adolescents' Visiting a Primary Care Practitioner
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CHAPTER THREE: EFFECTIVENESS OF CARE

For 2016, Oklahoma selected 20 measures to report related to effectiveness of care. 18 measures were
reported according to NCQA/HEDIS specifications. Measures selected within this domain determine
effectiveness of care related to prevention and screening (ten measures), respiratory conditions (two
measures), diabetes (one measure), behavioral health (six measures), and medication management (one

measure).
CMS CcMS
Measure HEDIS CHILD ADULT
CORE CORE
Prevention and Screening
Adult Body Mass Index (BMI) Assessment 4 4
BMI Assessment for Children & Adolescents 4 v
Childhood Immunization Status 4 v
Immunizations for Adolescents 4 v
HPV for Female Adolescents v v
Breast Cancer Screening v v
Cervical Cancer Screening v v
Chlamydia Screening in Women v v v

Contraceptive Use
Dental Sealants for Children at Elevated Risk v
Respiratory Conditions

Use of Appropriate Medications for the Treatment of Asthma v

Medication Management for People with Asthma v v
Diabetes

Comprehensive Diabetes Care v v
Behavioral Health

Developmental Screening in the First Three Years of Life 4 v

Follow-Up Care for Children Prescribed ADHD Medication 4 v

Follow-Up after Hospitalization for Mental lliness 4 v

Use of Multiple Concurrent Antipsychotics in Children and v v
Adolescents

Use of Opioids at High Dosage 4 4

Initiation and Engagement of Alcohol and Drug Dependence v v
Treatment
Medication Management

Annual Monitoring for Patients on Persistent Medications v v
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ADULT BODY MASS INDEX (BMI) ASSESSMENT

This measure calculates the percentage of adults ages 18 to 74 years old who had an outpatient visit

where BMI was documented, either during the measurement year or year prior to the measurement

year. Female members were excluded from the measure if they were pregnant during this time period.

In 2015, 10.3% of the adult population received a BMI assessment, well below the national average.
Compliance rates were slightly higher for adults 65 years and older. The data shows a slight decline in

assessments in the Oklahoma population while the national average shows increase.

Exhibit 3 displays compliance rates for 2014 and 2015, both by age groups (see left) and for all ages 18
to 74 years (see right). The data is presented separately, as national averages were not available
separately by age group.

Exhibit 3 — Adults BMI Documented

Percent Members Compliant
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BODY MASS INDEX (BMI) ASSESSMENT FOR CHILDREN & ADOLESCENTS

This measure calculates the percentage of children ages 3 to 17 years old that had an outpatient visit
with a PCP or OB/GYN during the measurement year and whose weight was classified based on body
mass index percentile for age and gender. Female members were excluded from the measure if they
were pregnant during this time period.

Compliance rates for the population of children ages 17 years and younger increased from 2014 to 2015
by three tenths of a percent. Despite the increase the rates were still well below the national average.

Exhibit 4 displays compliance rates for 2014 and 2015 by age group, and compared to the national
average overall.

Exhibit 4 — Children and Adolescents Receiving a BMI Assessment

Oklahoma by Age Ages 3 to 17

2014 m2015 W Oklahoma M National
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CHILDHOOD IMMUNIZATION STATUS

This measure calculates the percentage of children two years old receiving certain vaccines by their
second birthday. Children were excluded from the measure if their claims history indicated an adverse

reaction or contraindication to a vaccine prior to their second birthday.

Compliance rates generally increased in 2015 from 2014 but remained below national averages.

Exhibit 5 displays compliance rates for individual immunizations, as well as combinations. National

averages were not available for combinations four through nine.

Exhibit 5 — Children Receiving Immunizations before Second Birthday
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IMMUNIZATIONS FOR ADOLESCENTS

This measure calculates the percentage of adolescents turning 13 years old during the measurement
year who had specific vaccines by their thirteenth birthday. Adolescents were excluded from the

measure if their claims history indicated an adverse reaction or contraindication to a vaccine prior to
their thirteenth birthday.

In 2015 compliance rates increased over the 2014 rates by one to two percent. Oklahoma rates are still
below national averages.

Exhibit 6 displays compliance rates for Meningococcal and Tdap/Td vaccines separately, as well as
adolescents receiving the combination of both.

Exhibit 6 — Adolescents Receiving Immunizations before Thirteenth Birthday
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HPV FOR FEMALE ADOLESCENTS

This measure calculates the percentage of females 13 years old who received at least three doses of the
HPV vaccine prior to their thirteenth birthday. Members were excluded if their claims history indicated
an adverse reaction or contraindication for the HPV vaccine prior to their thirteenth birthday.

The 2015 compliance rate was slightly higher than the 2014 rate drawing Oklahoma closer to the
national average.

Exhibit 7 displays the compliance rate in 2014 and 2015.

Exhibit 7 — Females Receiving Three Doses of HPV Vaccine Prior to Thirteenth Birthday

HPV
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BREAST CANCER SCREENING
This measure calculates the percentage of women ages 50 to 74 who had a mammogram to screen for
breast cancer during the measurement year. Women were excluded from this measure if they had a

bilateral mastectomy performed previously.

The compliance rate in 2015 was slightly higher than 2014, while the national average rate decreased.
Oklahoma compliance rates were below national averages.

Exhibit 8 displays compliance rates for 2014 and 2015.

Exhibit 8 — Women Receiving Breast Cancer Screening

Oklahoma Age Grouping Breast Cancer Screening
2014 m2015 W Oklahoma M National
: :
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CERVICAL CANCER SCREENING

This measure calculates the percentage of women ages 21 to 64 years old who either (a) had cervical
cytology performed every three years or (b) had a cervical cytology/HPV co-testing every five years.

Women were excluded from this measure if they previously had a hysterectomy with no residual cervix.

The compliance rate in 2015 increased over 3 percent from the 2014 rate. The national average

dropped by approximately the same margin.

Exhibit 9 displays compliance rates for 2014 and 2015.

Exhibit 9 — Women Receiving a Cervical Cancer Screening
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CHLAMYDIA SCREENING IN WOMEN

This measure calculates the percentage of women ages 16 to 24 years old who were sexually active
(e.g., received a contraceptive prescription or pregnancy test) and had at least one test for Chlamydia
during the measurement year.

The compliance rate in 2015 increased from 2014 especially in the age grouping 16 to 20 years. The
increase in Oklahoma population compliance placed Oklahoma ahead of national averages for this
measure.

Exhibit 10 displays compliance rates for 2014 and 2015 by age group.

Exhibit 10 — Women Receiving a Chlamydia Test
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USE OF CONTRACEPTIVE METHODS BY WOMEN

This measure calculates the percentage of women 15-44 that adopted or continued use of the most
effective or moderately effective FDA-approved methods of contraception, or adopted or continued use
of a long-acting reversible method of contraception (LARC).

The measure is limited by the fact that it is not currently possible to identify all women at risk for
pregnancy because there are no codes for a woman’s pregnancy intention or history of sexual activity.
In addition, both sterilization and LARC are long-lasting but there is no systematic record of receipt of
sterilization or LARC in the year(s) proceeding the measurement year. The measure suggests using two
different surveys (The National Survey of Family Growth and The Youth Risk Behavior Survey) as a
means to understand the results but does not offer specifics on how to interpret these surveys in
regards to the results.

The results are broken into two categories, most/moderate effective FDA approved contraception and
LARC and by two different age groups. For this iteration of the report, continuous enroliment guidelines
were not used.

The FDA approved most/moderately effective rate had a slight increase in 2015 over the 2014 rates.
The LARC rates were approximately the same from 2015 to 2014.

Exhibit 11 displays the compliance rates for 2015.

Exhibit 11 — FDA Approved Most/Moderate Effective and LARC contraception
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DENTAL SEALANTS FOR 6-9 YEAR OLD CHILDREN AT ELEVATED CARIES RISK

This measure calculates the percentage of enrolled children ages 6 to 9 at elevated risk of dental caries
(i.e. “moderate” or “high” risk) who received a sealant on a permanent first molar tooth within the
measurement year.

The specifications of this measure required data that is not currently available (i.e. tooth identification
or NUCC provider taxonomy codes). The findings are based solely on the presence of CDT codes. Due to
this, the results are not as specific as the measure was designed.

Other limitations of this measure is the proposed methods do not delineate those whose teeth have not
erupted, those who have already received sealants in prior years, and those with decay/filled teeth not
candidates for sealants. In addition, some of the endodontic codes included to identify children at
elevated risk may also be reported for instances such as trauma and may contribute to slight
overestimation of children at “elevated” risk.

For 2015 there was a slight increase in rate from the 2014 rate.

Exhibit 12 — Dental Sealants for Children at Elevated Risk
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USE OF APPROPRIATE MEDICATIONS FOR THE TREATMENT OF ASTHMA

The measures calculates the percentage of members ages five to 64 years old who were diagnosed with
persistent asthma during the measurement year and received an asthma controller medication.
Members with persistent asthma were identified by having either:

e Aninpatient or emergency department visit with a primary diagnosis of asthma;

e At least four outpatient visits with a diagnosis of asthma and at least two asthma controller
prescriptions; or

e At least four asthma controller prescriptions and at least one asthma diagnosis (any claim type).

Members were excluded from the analysis if their claims history showed a diagnosis of chronic
obstructive pulmonary disease (COPD), emphysema, obstructive chronic bronchitis, cystic fibrosis, or
acute respiratory failure.

Overall, the population saw a slight increase in compliance rates from 2014 to 2015. The 5-11 age
grouping continued to show the highest compliance rate. Compliance rates diminish for the older age
groupings. National averages were not available for 2015 as of report date.

Exhibit 13 displays compliance rates compared to national averages for 2014 and 2015 measurement
years.

Exhibit 13 — Members with Asthma Receiving Medication
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Measurement Year
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MEDICATION MANAGEMENT FOR PEOPLE WITH ASTHMA

This measure calculates the percentage of members receiving at least one asthma medication (see
previous measure) who had an active prescription for an asthma controller medication for at least 50
percent (50 percent compliance rate) or at least 75 percent (75 percent compliance rate) of the year,
starting with the first date of receiving such a prescription.

2015 has a slight decrease in the 50% compliance rate from 2014 in both age groupings. The 75%

compliance rate showed a slight decrease in 5 to 64 age groupings while national averages increased.

Exhibit 14 displays compliance rates by age group and compared to national averages. National
averages were available only for the overall group and not separately for five to 20 year-olds.

Exhibit 14 - Members with Persistent Asthma Remaining on an Asthma Controller
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COMPREHENSIVE DIABETES CARE

This measures calculates the percentage of members with diabetes who, during the measurement year,
received an HbAlc test (Exhibit 13), retinal eye exam (Exhibit 14), LDL-C screening (Exhibit 15), and
medical attention for nephropathy (Exhibit 16). Members with diabetes were identified in one of the
following two ways:

e Medical claims data — Members who, during either the measurement year or year prior, had at
least two outpatient or non-acute encounters, one inpatient encounter, or one emergency
department encounter with a diagnosis of diabetes.

e Pharmacy claims data— Members who were given an insulin or hypoglycemic/antihyperglycemic
during the measurement year or year prior.

The LDL-C screening indicator was retired from the NCQA HEDIS guidelines. The numbers generated in
this report were based on the criteria available for 2013.

All diabetes measures in 2015 increased compliance from 2014. The largest increases were in eye
exams and LDL screenings. Changes were behind national average changes in compliance.

Exhibits 15 through 18 displays 2014 and 2015 compliance rates, including by age group where
applicable, compared to national averages where available.

Exhibit 15 — Members with Diabetes, HbAlc Testing
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Exhibit 16 — Members with Diabetes, Eye Exams (Retinal)
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Exhibit 17 — Members with Diabetes, LDL-C Screening
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Exhibit 18 - Members with Diabetes, Medical Attention for Nephropathy
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DEVELOPMENTAL SCREENING IN THE FIRST THREE YEARS OF LIFE

This measure calculates the percentage of children screened for risk of developmental, behavioral, and
social delays using a standardized screening tool in the 12 months preceding first, second or third
birthday.

The 2015 compliance rates increased in all age ranges by approximately half a percent to a percent
compared to the 2014 rates.

Exhibit 19 displays compliance rates for 2014 and 2015. National benchmark data was not available for
this measure.

Exhibit 19 — Children Receiving a Development Screening in the First Three Years of Life

30%

25%

20%

15%

10% ——

Percent members Compliant

5% ——

0%

12to 24 25to 36 37 to 48 Total

2014 12.1% 20.6% 14.3% 14.6%
m 2015 12.9% 21.2% 14.7% 15.7%
Age Groups (Months)

PHPG 25





Quality of Care in the SoonerCare Program — June 2017

FOLLOW-UP CARE FOR CHILDREN PRESCRIBED ADHD MEDICATION

This measure calculates the percentage of children six to 12 years old given a prescription for attention
deficit and hyperactivity disorder (ADHD) who had a follow up visit with a practitioner within 30 days
(Initiation Phase), and at least two visits with a practitioner during days 31 through 300 (Continuation
Phase). Prescription dispensing events were excluded if the child had an ADHD prescription dispensed
during the previous 30 days, or had an active prescription on the date of the dispensing event. Follow
up visits were defined as an outpatient visit, intensive outpatient, or partial hospitalization with a
practitioner with prescribing authority.

The 2015 compliance rate slightly increased in the initiation phase but held constant in the continuation
phase compared to the 2014 rates. The Oklahoma rates are still considerably above national averages.

Exhibit 20 below presents compliance rates by phase compared to national averages for 2014 and 2015
measurement years.

Exhibit 20 — Children Receiving Follow Up Visits after Being Prescribed ADHD Medication
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FOLLOW-UP AFTER HOSPITALIZATION FOR MENTAL ILLNESS

This measure calculates the percentage of members ages six years and older who were hospitalized
during the measurement year for the treatment of selected mental health diagnoses who had a follow
up visit with a mental health practitioner within either seven days (7 Days After Discharge) or 30 days
(30 Days After Discharge) after discharge from an acute inpatient setting. (Note: OHCA reports results
only for this measure for member’s ages six to 20 years old.) The hospital admission must have had a
principal diagnosis of mental iliness, and the member must not have been transferred from another
setting and must not have been readmitted with 30 days of the discharge in question. Follow up visits
were defined generally as an office visit with a mental health practitioner, a visit to a mental health
facility, or visit to a non-mental health facility with a mental health diagnosis.

The 2015 compliance rates were slightly higher than the rates for 2014. National rates are a decrease
during this time frame.

Exhibit 21 displays compliance rates by discharge time to national averages for 2014 and 2015
measurement years.

Exhibit 21 — Members Receiving a Follow Up Visit after Hospitalization for Mental lliness (Ages 6 to 20 Years Old)
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ANNUAL MONITORING FOR PATIENTS ON PERSISTENT MEDICATIONS

This measure calculates the percentage of members 18 years of age and older who received at least 180
treatment days of ambulatory medication therapy for a select therapeutic agent during the
measurement year and at least one therapeutic monitoring event for the therapeutic agent in the
measurement year. The results will focus on three areas of interest and their combined total. Those
three areas are:

e ACE inhibitors/ARB receptor blockers
e Digoxin
e Diuretics

The 2015 compliance rates in all categories had slight increases over the 2014 rates. The compliance
rates are slightly lower compared to the national averages.

Exhibit 22-25 display compliance rates by medication group for the age groupings and total compared to
national averages for the 2014 and 2015 measurement years.

Exhibit 22 — Members 18+ on ACE/ARB Medication
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Exhibit 23 — Members 18+ on Digoxin Medication

Oklahoma By Age 18+
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Exhibit 24 — Members 18+ on Diuretic Medication
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Exhibit 25 — Members 18+ Combined Medication Results
Oklahoma By Age 18+
2014 = 2015 B Oklahoma m National
E =
£ 100% 80.0%  82.2% 82.9% L s 79.9% 505% B
79.7% 80. . ! \ I )
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> 60% S 60%
2 40% 2 a0%
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USE OF MULTIPLE CONCURRENT ANTIPSYCHOTICS IN CHILDREN AND ADOLESCENTS

This measure calculates the percentage of children and adolescents 1 to 17 years of age who were on
two or more concurrent antipsychotic medications. Children in the age group with continuous
enrollment that had 90 days of continuous antipsychotic medication treatment during the measurement
year were tested to find if they had two or more concurrent antipsychotic medications for 90
consecutive days.

This is the first year this measure was processed for Oklahoma.
The 2015 compliance rate was highest for the 6-11 age range while the 1-5 age range was the lowest.

Exhibit 26 displays compliance rates for the 2015 measurement year.

Exhibit 26 — Members Who Have Concurrent Antipsychotic Medications (Ages 1 to 17 Years Old)

Ages 1to 17 Years
1-5 m6-11 m12-17 m Total

1=
L;"L 50%
£ 40% 36.2% 353%  35.5%
Q 25.8%
< 30%
g 20%
E 10% ——
2 0%
E 2015
& Measurement Year
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USE OF OPIOIDS AT HIGH DOSAGE

This measure calculates the proportion of individuals 18 years and older without cancer receiving
prescriptions for opioids with a daily dosage greater than 120mg morphine equivalent dose (MED) for 90
consecutive days or longer. This is determined by any member with two or more prescriptions for
opioids with a total days supply equal to or greater than 15 who had a prescribed MED greater than
120mg for 90+ consecutive days. The rates are provided per 1,000 members.

This is the first year this measure was processed for Oklahoma.
The 2015 compliance rate for ages 65 and older was the highest rate.

Exhibit 27 displays compliance rates per 1,000 members for the 2015 measurement year.

Exhibit 27 — Per 1,000 Members prescribed a high dosage of Opioids for 90+ consecutive days (Ages 19+ Years Old)

Ages 19+ Years

(=]
= 19-64 W65+ m Total
S
a
a 50

wv
2 3 40
g -E 27.69 31.06 28.17
o = 30
TS
g 20 ——
- 10 ——
(=]
o 2015

Measurement Year

PHPG 31





Quality of Care in the SoonerCare Program — June 2017

INITIATION AND ENGAGEMENT OF ALCOHOL AND OTHER DRUG DEPENDENCE

TREATMENT

This measure calculates the percentage of members age 18 years and older with a new episode of

alcohol or other drug (AOD) dependence who received the following:

An initiated treatment through an inpatient AOD admission, outpatient visit, intensive

outpatient encounter, or partial hospitalization within 14 days of the diagnosis.

An initiated treatment and who had two or more additional services with a diagnosis of AOD

within 30 days of the initiation visit.

This is the first year this measure was processed for Oklahoma.

The 2015 compliance rates were slightly lower than the national average for initiation but slightly higher

to the national average for engagement.

Exhibit 28 displays compliance rates for initiation and engagement compared to national average for the
2015 measurement year.

Exhibit 28 — Members Initiating and Engaging in additional Alcohol and Other Drug Treatment (Ages 18+ Years Old)

Percent Members Compliant

18-64

50%

Initiation

H 65+ H Total m National Average

40%

35.7% 36.1% 357%  58-2%

30% ——
20—
10% —

0%

2015
Measurement Year

Percent Members Compliant

18-64

30%
25%
20%
15%
10%

5%

0%

M 65+

Engagement
B Total M National Average

14.69

2015
Measurement Year

PHPG

32






Quality of Care in the SoonerCare Program — June 2017

CHAPTER FOUR: UTILIZATION

For 2016, Oklahoma selected 12 measures to report related to service utilization. All measures were
selected by CMS as a Child or Adult core measure, including five measures that were reported according
to NCQA/HEDIS specifications. Measures selected within this domain related to prenatal and
postpartum care (three measures), well-child visits (three measures), and hospital (inpatient and
outpatient) utilization (six measures).

CcmS CMS
Measure HEDIS CHILD ADULT
CORE CORE
Prenatal/Postpartum Care
v

Frequency of Ongoing Prenatal Care 4
Postpartum Care Rate v v
Prenatal & Postpartum Care: Timeliness of Prenatal Care 4

Well-Child Visits
Well-Child Visits in the First 15 Months of Life
Well-Child Visits in the 3, 4™ 5" & 6" Years of Life
Adolescent Well-Care Visits

Hospital Utilization
Ambulatory Care v
Hospital Admission Rates for Prevention Quality Indicators (PQl) v
Plan All-Cause Readmissions v v

SNENEN
ANENEN
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FREQUENCY OF ONGOING PRENATAL CARE

This measure calculates the percentage of live births funded by SoonerCare where the mother received
the expected number of prenatal visits, adjusted for month of pregnancy and gestational age at the time
of enrollment. Mothers with multiple births during the measurement year can be counted more than
once. Also, mothers must have been continuously enrolled at least 43 days prior through 56 days after

delivery, with no gaps.

SoonerCare utilizes “global codes” where, in general, the mother’s obstetrician/gynecologist (OB/GYN)
submits a single claim and receives a bundled payment upon delivery that is intended to fund all
prenatal, delivery, and postpartum services. Different codes can be used depending on who provides
the prenatal, delivery, and postpartum services, if not the same provider.

Exhibit 29 displays compliance rates, compared to national averages, both excluding global codes (i.e.,
based solely on standard measure specifications) and including global codes. As the exhibit
demonstrates, including global codes results in a higher percentage of expected visits.

Exhibit 29 — Percent of Expected Prenatal Visits Received by Mothers

Under 21% Expected Visits

Without Global Codes m With Global Codes ® National

0
(] 56.5% 57.5%
2% 25.5% 14:3%
20% —
0%

fa
[

o
ﬂg

1..U%

2014 2015

Measurement Year

Percent Members Compliant

Percent Members Compliant

21-40% Expected Visits

Without Global Codes m With Global Codes m National

20%
15%
10%
5%
0%

15.4%

1o.U%

2014 2015

Measurement Year

41-60% Expected Visits

Without Global Codes m With Global Codes ® National

20%
15% 8.5% 8.6%
10% %) =
5% 2.6% . 2.8% -
0%
2014 2015

Measurement Year

Percent Members Compliant

Percent Members Compliant

61-80% Expected Visits

Without Global Codes m With Global Codes m National

20%
15%
10%
5%
0%

AC q

183,57 12T

2014 2015

Measurement Year
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Percent Members Compliant

81% or Over Expected Visits
Without Global Codes m With Global Codes ® National

80% 552% S6:6%
60%
40%
20% T.5% 3-1% T7% 3.3
0%

2014 2015

Measurement Year
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POSTPARTUM CARE RATE

This measure calculates the percentage of mothers defined in the previous measure (Frequency of
Ongoing Prenatal Care) who received a postpartum care visits between days 21 and 56 after delivery.

The 2015 compliance rates increased slightly and remained above national averages.
Exhibit 30 displays compliance rates for 2014 and 2015.

Exhibit 30 —Mothers Receiving a Postpartum Care Visit

Postpartum Care Rate
Without Global Codes m With Global Codes ® National

0% 67.7% g1 8% e 00, 00.9%

60%
40%
20%

0%

2014 2015

Measurement Year
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PRENATAL & POSTPARTUM CARE: TIMELINESS OF PRENATAL CARE

This measure calculates the percentage of women identified in the previous measures (Frequency of
Ongoing Prenatal Care; Postpartum Care Rate) who received timely prenatal care. Timely prenatal care
was defined as receiving a prenatal visit within the first trimester or within 42 days of enroliment. A
complex set of results based on enroliment data, diagnosis codes, and procedure codes were used to
identify women initially enrolled in the first trimester or trimesters two and three. If there was a gap in
enrollment during the nine months prior to delivery, the initial enrollment date was considered the
latest of all enrollment dates.

The 2015 compliance rates held approximately the same with a slight increase in the rates not using
global codes. The 2015 national average rate dropped but still was ahead of Oklahoma.

Exhibit 31 displays compliance rates, with and without global codes, compared to national averages for
measurement years 2014 and 2015.

Exhibit 31 —Mothers Receiving Timely Prenatal Care

Timeliness of Prenatal Care

Without Global Codes ®m With Global Codes ™ National

100%
80%
60%
40%
20%

0%

2014 2015

Measurement Year
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WELL-CHILD VISITS IN THE FIRST 15 MONTHS OF LIFE
WELL-CHILD VISITS IN THE 3RD, 4TH, 5TH & 6TH YEARS OF LIFE
ADOLESCENT WELL-CARE VISITS

These three measures calculate the percentage of children or adolescents who receive well-child visits
during the measurement year. Well-child visits were defined as visits with primary care practitioners
(PCPs) using specific procedure codes indicating well-child visits. The PCP does not have to be the child’s
assigned PCP.

The 2015 compliance rates for 15 month olds and under show a two percent increase in overall visits
while six plus visits decreased slightly compared to the 2014 rates. The national average increased

slightly.

The 3 to 6 age category in 2015 had a slight decrease in compliance rates consistent with the national
average decrease.

The 12 to 21 age category had a marginal increase in compliance while national averages decreased.

Exhibit 32 displays the compliance rates for the three age categories for well-child visits for 2014 and
2015.

Exhibit 32 — Well-Child Visits for Children and Adolescents

Ages 15 Months and Under

1 or More Visits M 6 or More Visits B National (6 or More

100% _ 943% 96.4%
68.5%

80;{’ | 58.9% —

60% ——

40% ——

20% ——

0%

2014 2015

Measurement Year

Percent Members Compliant
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2014 2015
Measurement Year

2014 2015
Measurement Year

Ages 3 to 6 Years Ages 12 to 21 Years
m Oklahoma M National H Oklahoma M National
= £
8 8
2 100% . S 100%
E 30% o7 100 71.9% E 30%
O o 50.0% 48.9%
o 60% 2 60%
o 40% S 40% 22.1% 22.4%
£ 20% T 20%
g 0% < 0%
E E
S S
@ @
o o
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AMBULATORY CARE

This measure calculates the number of outpatient visits and emergency department visits for
SoonerCare members, by age group, per 1,000 months of eligibility (member months). Outpatient and
emergency department visits were defined by claim type, procedure code, and place of service code.
Emergency department visits were excluded if they resulted in an inpatient admission. All visits for
mental health or chemical dependency services were excluded, both for outpatient and emergency
department visit rates. Months of eligibility were calculated based on the member’s eligibility as of the
fifteenth of the month.

In 2015 the total outpatient visits per 1,000 member months remained constant from 2014. The
greatest increase was in the 1-9 and 75-84 age range while the largest decrease was in the 45-64 and
65-74 age range. The ED visits per 1,000 member months total for 2015 remained constant as well as
most age groupings compared to the 2014 rates.

Exhibit 33 and Exhibit 34 display the outpatient and ED visits rates for 2014 and 2015.

Exhibit 33 — Outpatient Visit Rate for SoonerCare Members

900
800 —
700 —
600 —
500 —
400 |—
300 —
200 —
100 — I—
0

Under 1 1-9 10-19 20-44 45-64 65-74 75-84 85+ Total

Outpatient Visits per 1,000 Member
Months

2014 801 347 267 441 769 515 348 184 370
m 2015 802 346 267 441 767 513 349 182 370
Age (Years)
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Exhibit 34 — Emergency Department Visit Rate for SoonerCare Members

ED Visitsper 1,000 Member Months

180
160
140
120
100
80
60
40
20

Under 1

1-9

10-19

20-44

45-64

65-74

75-84

85+

Total

2014

98

75

50

156

110

55

26

18

81

N 2015

98

75

50

157

110

55

26

17

81

Age (Years)
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HOSPITAL ADMISSION RATES FOR PREVENTION QUALITY INDICATORS (PQl)

This section includes results for preventable hospital admission rates for the following indicators:

e Diabetes short-term complications (Diabetes) — Includes members 18 years and older admitted
with a primary diagnosis of diabetes.

e COPD or asthma in older adults (COPD) — Includes members 40 years and older admitted with a
primary diagnosis of COPD (including secondary diagnoses), asthma, or acute bronchitis.
Admissions are excluded that include diagnosis codes for cystic fibrosis and other respiratory

anomalies.

e Congestive heart failure (CHF) — Includes members 18 years and older admitted with a primary
diagnosis of heart failure, excluding admissions where certain cardiac procedures were

performed.

e Asthma in younger adults (Asthma) — Includes members 18 to 39 years older admitted with a
primary diagnosis of asthma, excluding admissions with diagnoses of cystic fibrosis or other

respiratory anomalies.

All admission rates exclude transfers and obstetric discharges.

Rates in 2015 saw increases in the 18-64 age range for all categories compared to the 2014 rates. The
65+ age range decreased in all categories in 2015 except for COPD.

Exhibit 35 displays hospital admission per 100,000 member months in 2014 and 2015 for each of the

indicators.
Exhibit 35 — Hospital Admission Rates for PQI Measures
80
70
§ 60
Sz 50
S5 40
22 30
LT}
c o -
5% 20
g2 0 |
= 0 — .
< 1864 | 65+ | 1864 | 40+ | 65 | 1864 | 65+ | 1864 | 65+
Diabetes COPD CHF Asthma
2014 28.13 1.69 34.95 53.72 22.76 24.25 17.11 14.48 3.17
2015 28.24 1.52 35.06 53.69 22.96 24.42 16.90 14.55 2.82
Age (Years)
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PLAN ALL-CAUSE READMISSION RATE

This measure calculates the number of 18 year and older members with an acute inpatient stay during
the measurement year that was followed by an unplanned acute readmission for any diagnosis with 30
days. The measure also calculates the predicted probability of an acute readmission. The results are
displayed in three categories:

e Count of Index Stays
e Count of 30-Day Readmissions
e Average Adjusted Probability of Readmission

The results are broken down by various age groups, gender, and Commercial or Medicare coverage
(Commercial cover age range is only 18-64).

Acute inpatient stays were defined by the acute inpatient code set provided by the NCQA. Acute to
acute transfers were determined by combing any acute inpatient stay that had a start date within one
day of the preceding acute inpatient stay end date.

In 2015 there was a general decrease in stay counts and readmission rates compared to 2014. The
decrease in rate was higher in the male population verses the female population across all age groups.
The Medicare rate decreased more than the commercial rate from 2014 to 2015.

Exhibit 36 and 37 display the acute inpatient counts for Commercial and Medicare respectively. Exhibit
38 displays the O/E Ratio for Commercial and Medicare. That ratio is determined by dividing the

observed readmissions by an average adjusted probability. That probability scale is provided by NCQA.

Note: The Commercial line only checks members between ages 18-64.
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Exhibit 36 — Acute Inpatient Commercial Coverage Stay Counts

P 25,000

c

3 20,000

L&)

E 15,000

= 10,000

o

= 5,000

2

3 0

< M F M F M F M F

18-44 45-54 55-64 Total

Index Stay Count 2014 4,535 | 8,036 | 3,189 | 4,979 | 4,714 | 6,436 | 12,438 | 19,451
M Index Stay Count 2015 4,413 | 7,835 | 3,106 | 4,800 | 4,587 | 6,275 | 12,106 | 18,970

30 Day Readmission Count 2014| 1,600 | 2,526 | 1,084 | 1,575 | 1,746 | 2,312 | 4,430 | 6,413
B 30 Day Readmission Count 2015| 1,417 | 2,335 | 957 1,439 | 1,537 | 1,945 | 3,910 | 5,719

Age (Years)

Exhibit 37 — Acute Inpatient Medicare Coverage Stay Counts

i} 8,000
= 7,000
8 6,000
= 5,000
g 4,000
5 3,000
= 2,000
2 1,000 = ==
3 0
< M F M F M F M F
18-44 45-54 55-64 65+
Index Stay Count 2014 1,328/1,379/1,401|1,782|1,839|2,732| 432 | 906
M Index Stay Count 2015 1,291/1,342 1,365|1,741|1,793|2,661| 422 | 906
30 Day Readmission Count 2014| 631 | 579 | 595 | 652 | 827 [1,050| 184 | 346
M 30 Day Readmission Count 2015 | 485 | 468 | 482 | 543 | 660 | 870 | 154 | 289
Age (Years)
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Exhibit 38 — O/E Ratio for Commercial and Medicare

> 70%
s 60%
o
28 _ 5%
2EzZ 40%
& 525 30% B
g%%% 20%
S ga 10%
gz 0%
2 M F M F M F M F
- 45-54 55-64 65+ Total
Commercial 2014 | 35.3% | 31.4% | 34.0% | 31.6% | 37.0% | 35.9% | 0.0% | 0.0% | 35.6% | 33.0%
B Commercial 2015 | 32.1% | 29.8% | 30.8% | 29.6% | 33.5% | 31.0% | 0.0% | 0.0% |32.3% | 30.1%
Medicare 2014 | 47.5% | 42.0% | 42.5% | 36.6% | 45.0% | 38.4% | 42.6% | 38.2% | 44.7% | 38.6%
B Medicare 2015 | 37.6% | 34.9% | 35.3% | 31.2% | 36.8% | 32.7% | 36.4% | 31.9% | 36.6% | 32.6%

Age (Years)

PHPG

45





Quality of Care in the SoonerCare Program — June 2017

APPENDIX A: 2015 COMPLIANCE RATE DEMOGRAPHICS

Key
e -=not applicable (denominator = 0)
e  Program of Eligibility: SCHC = SoonerCare Choice, FFS: TXIX
e Gender: M = Male, F = Female
e Race: C = Caucasian, B/AA = Black or African American, Al = American Indian, A/PI = Asian or Pacific Islander, Multi. = Multiple Races, Dec. = Declined to Answer
[}

“Other” for county geography refers to members with a county code defined as “Out of State” or “State Office”

Program of
Eligibility
SCHC FFS Urban ‘ Rural Other Yes No Al

County Geography Hispanic

Measure/Age Group

Total 83.6% | 88.1% | 81.3% 76.9% 86.6% | 83.4% | 84.0% 70.0% 79.7% 83.9% | 84.4% | 80.6% 82.6% 79.7% 84.4% 83.2%
20to 44 80.3% | 84.5% | 78.4% 70.2% 83.9% | 80.6% | 80.1% 70.0% 76.9% 80.5% | 81.1% | 77.1% 79.2% 73.9% 82.0% 82.0%
45 to 64 90.0% | 92.9% | 88.1% 85.1% 93.1% | 88.7% | 91.4% 69.2% 89.5% 90.0% | 90.4% | 87.5% 91.6% 85.2% 90.8% 90.8%
65 and Over 77.5% | 88.8% | 64.7% 75.1% 78.8% | 79.0% | 74.9% | - 79.7% 77.2% | 77.0% | 71.7% 81.8% 86.8% 85.4% -

Total 91.8% | 92.0% | 91.4% 91.5% 92.1% | 90.6% | 93.5% 84.6% 91.7% 91.8% | 92.5% | 86.4% 92.9% 90.6% 93.1% 92.9%
12 to 24 months 96.2% | 97.0% | 92.9% 96.3% 96.0% | 96.0% | 96.4% 96.1% 97.0% 96.0% | 96.8% | 93.0% 96.3% 95.8% 96.0% 98.5%
25 months to 6 years 89.8% | 89.8% | 89.8% 90.0% 89.6% | 88.3% | 91.8% 84.3% 90.1% 89.7% | 90.5% | 82.6% 91.1% 88.8% 92.7% 90.4%

7 to 11 years 92.1% | 92.2% | 91.9% 91.9% 92.3% | 90.4% | 94.5% 84.3% 91.4% 92.3% | 93.1% | 86.7% 92.9% 90.1% 91.6% 93.9%

12 to 19 years 92.8% | 92.9% | 92.7% 91.5% 94.1% | 92.2% | 93.8% 83.8% 92.6% 92.8% | 93.2% | 88.9% 94.0% 91.6% 94.5% 93.9%
Total 10.3% | 10.9% 9.9% 8.0% 11.5% | 10.0% | 10.5% 11.6% 8.0% 10.4% | 10.5% 9.7% 11.4% 4.6% 10.7% 6.2%
18 to 64 10.2% | 10.9% 9.8% 7.8% 11.5% | 10.0% | 10.4% 10.0% 7.6% 10.3% | 10.4% 9.5% 11.3% 3.9% 10.6% 6.2%
65to 75 10.8% | 11.1% | 10.6% 9.6% 11.4% | 10.3% | 11.2% 22.2% 9.0% 10.9% | 11.2% | 10.4% 11.9% 5.3% 11.3% -

Total 3.0% 3.1% 2.7% 2.9% 3.1% 4.5% 1.2% 1.8% 6.9% 1.9% 3.2% 3.0% 3.0% 1.9% 2.4% 2.4%
3toll 2.8% 2.9% 2.5% 2.8% 2.8% 4.2% 1.0% 1.8% 6.5% 1.6% 3.1% 2.6% 2.6% 1.9% 2.1% 2.0%
12to 17 3.5% 3.7% 3.0% 3.3% 3.7% 5.2% 1.7% 1.8% 8.0% 2.4% 3.4% 3.9% 3.8% 2.1% 3.4% 3.5%

A-1
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Dtap 23.5% | 23.8% | 22.9% 23.5% 23.5% | 28.5% | 16.7% 22.5% 32.5% 20.6% | 25.5% | 25.3% 14.3% 23.2% 18.6% 27.7%

1PV 34.0% | 34.4% | 33.2% 34.4% 33.6% | 40.0% | 26.0% 29.5% 41.4% 31.6% | 36.4% | 36.5% 22.7% 33.3% 27.7% 39.7%

MMR 45.1% | 45.8% | 43.7% 44.4% 45.8% | 52.8% | 34.7% 43.9% 53.4% 42.5% | 47.9% | 50.2% 30.0% 45.8% 37.3% 50.6%
HiB 39.7% | 40.1% | 38.9% 39.4% 40.0% | 46.7% | 30.3% 33.5% 45.0% 38.0% | 44.0% | 39.1% 24.6% 34.9% 31.1% 41.8%
Hep B 10.0% 9.7% 10.6% 10.6% 9.4% | 12.0% | 7.4% 10.4% 12.2% 9.3% | 10.7% | 11.6% 5.8% 9.7% 7.8% 14.1%
vzZv 443% | 44.1% | 44.7% 44.4% 44.2% | 52.5% | 33.3% 41.6% 54.5% 41.1% | 46.4% | 50.1% 31.9% 45.4% 37.2% 50.8%
PCV 23.7% | 23.5% | 24.1% 23.7% 23.7% | 28.5% | 17.3% 20.8% 32.4% 20.9% | 25.7% | 25.5% 13.9% 25.4% 18.4% 29.2%
Hep A 46.0% | 46.2% | 45.6% 47.1% 44.9% | 53.5% | 35.9% 43.9% 55.5% 43.0% | 47.9% | 52.5% 32.2% 48.6% 40.2% 51.0%
RV 24.7% | 24.8% | 24.5% 25.0% 24.4% | 28.4% | 19.8% 21.4% 28.8% 23.4% | 25.9% | 26.8% 17.9% 21.8% 21.9% 29.8%
Flu 16.2% | 16.0% | 16.6% 16.3% 16.1% | 21.2% | 9.4% 18.5% 24.5% 13.5% | 185% | 11.7% 11.0% 15.9% 12.9% 16.6%
Combo 2 6.9% 7.0% 6.7% 7.0% 6.8% 8.3% 5.0% 8.1% 9.0% 6.2% 7.9% 7.1% 3.1% 7.3% 4.4% 9.2%

Combo 3 6.0% 6.1% 5.8% 6.1% 5.9% 7.2% 4.4% 8.1% 8.1% 5.3% 6.8% 6.1% 2.8% 7.1% 4.1% 8.4%

Combo 4 5.5% 5.5% 5.5% 5.8% 5.1% 6.7% 3.9% 6.9% 7.6% 4.8% 6.1% 6.0% 2.5% 6.9% 3.9% 7.8%

Combo 5 3.6% 3.4% 4.0% 3.6% 3.6% 4.2% 2.7% 3.5% 4.5% 3.3% 3.9% 4.2% 1.5% 5.0% 2.6% 5.2%

Combo 6 2.1% 2.0% 2.3% 2.3% 1.8% 2.8% 1.1% 3.5% 3.4% 1.7% 2.4% 1.1% 1.4% 2.8% 1.6% 2.7%

Combo 7 3.9% 3.8% 4.1% 3.9% 3.9% 4.4% 3.2% 4.0% 4.8% 3.6% 4.4% 4.2% 1.4% 5.2% 2.6% 5.2%

Combo 8 2.8% 2.7% 3.0% 2.8% 2.8% 3.4% 1.9% 3.5% 4.0% 2.4% 3.5% 1.2% 1.4% 2.6% 1.8% 2.5%

Combo 9 1.4% 1.4% 1.4% 1.7% 1.1% 1.8% 0.8% 1.7% 2.6% 1.0% 1.6% 0.8% 0.9% 2.2% 1.2% 1.7%

Combo 10 1.3% 1.3% 1.3% 1.6% 1.0% 1.7% 0.7% 1.2% 2.4% 0.9% 1.5% 0.7% 0.8% 2.0% 1.1% 1.5%

Meningococcal 24.5% | 24.9% | 23.8% 24.9% 24.1% | 32.9% | 14.8% 19.9% 35.5% 22.0% | 26.5% | 31.5% 14.0% 20.7% 17.4% 22.7%
Tdap/Td 32.6% | 33.2% | 31.6% 31.6% 33.7% | 42.0% | 21.8% 26.7% 42.4% 30.4% | 35.5% | 39.5% 18.5% 28.9% 23.5% 36.6%
Both 22.2% | 22.9% | 21.0% 22.4% 21.9% | 30.7% | 12.4% 17.9% 30.9% 20.2% | 24.1% | 28.3% 11.8% 16.9% 16.0% 24.0%
Total 11.8% | 13.7% 8.3% 11.8% | 14.8% | 8.7% 6.6% 19.4% 9.9% | 13.4% | 11.6% 6.6% 15.9% 8.3% 13.0%
Total 39.0% | 40.9% | 38.1% - 39.0% | 41.1% | 36.5% 41.7% 40.1% 38.9% | 40.1% | 45.3% 17.8% 35.4% 24.4%

50 to 64 41.6% | 43.9% | 40.6% - 41.6% | 43.3% | 40.0% 41.7% 41.8% 41.6% | 44.3% | 47.3% 18.6% 34.0% 23.5%

65 and Over 35.0% | 36.2% | 34.4% - 35.0% | 38.5% | 29.3% - 37.6% 34.8% | 354% | 32.3% 10.1% 37.0% 32.5% -

Total

41.2%

47.9%

34.6%

41.2%

41.6%

40.7%

52.5%

46.5%

41.0%

42.2%

44.7%

26.7%

36.9%

32.5%

56.5%

PHPG

A-1





Quality of Care in the SoonerCare Program — June 2017

Total 57.2% | 65.4% | 47.6% | - 57.2% | 59.5% | 54.9% 53.6% 63.5% 56.4% | 57.4% | 69.0% 44.0% 58.1% 56.2% 58.9%
16 to 20 55.4% | 64.1% | 44.4% | - 55.4% | 57.2% | 53.7% 54.1% 61.5% 54.6% | 56.0% | 67.3% 42.2% 53.7% 53.6% 57.6%
21to 24 62.5% | 70.1% | 55.6% | - 62.5% | 66.3% | 58.8% 51.4% 70.4% 61.6% | 61.1% | 73.6% 51.6% 73.9% 64.1%

Total 81.3% | 84.2% | 76.4% 84.4% 77.7% | 82.2% | 80.0% 88.9% 87.6% 80.4% | 80.0% | 81.9% 84.2% 84.6% 84.3%
5toll 90.3% | 93.2% | 85.2% 90.3% 90.2% | 89.3% | 91.9% 89.8% 91.2% 90.1% | 90.8% | 88.1% 92.1% 93.5% 91.2%
12t0 18 82.3% | 85.8% | 76.5% 84.7% 78.7% | 84.1% | 79.7% 90.2% 85.8% 81.8% | 81.3% | 83.3% 84.9% 78.0% 82.6%
19to 50 62.0% | 63.0% | 60.5% 62.4% 61.8% | 62.7% | 61.3% 50.0% 65.6% 61.8% | 60.6% | 66.7% 62.1% 60.0% 62.9%
51 to 64 62.0% | 62.1% | 61.9% 59.4% 63.5% | 61.5% | 62.4% - 59.0% 62.1% | 63.8% | 54.6% 58.8% 25.0% 65.7% -

Total (5 to 64) 60.0% | 61.9% | 56.7% 62.4% 57.5% | 59.1% | 60.8% 70.5% 56.3% 60.5% | 59.9% | 57.2% 61.3% 70.7% 64.3%

5toll 61.0% | 63.2% | 57.0% 62.9% 58.9% | 59.7% | 62.1% 74.7% 56.7% 62.0% | 62.3% | 56.7% 60.2% 71.9% 64.3%

12to 18 56.5% | 58.7% | 53.1% 59.8% 52.5% | 56.4% | 56.5% 66.7% 55.5% 56.7% | 53.9% | 57.8% 61.5% 66.7% 62.6% 62.9%
19to0 20 58.9% | 60.6% | 56.3% 63.4% 55.1% | 59.1% | 58.8% 50.0% 60.0% 58.8% | 59.8% | 61.9% 47.1% 54.5% 61.5%
Total (5 to 20) 59.2% | 61.4% | 55.3% 61.6% 56.4% | 58.4% | 59.8% 71.3% 56.4% 59.7% | 58.8% | 57.2% 60.5% 70.3% 63.6% 59.6%
19 to 50 58.2% | 58.7% | 57.5% 65.7% 56.1% | 57.0% | 61.4% 0.0% 54.8% 58.3% | 59.5% | 53.8% 55.1% 75.0% 63.5% 47.4%
51 to 64 74.3% | 74.4% | 74.2% 78.6% 72.3% | 76.7% | 72.2% 54.5% 74.9% | 73.8% | 70.0% 80.8% 100.0% 77.8% -

Total (5 to 64) 38.4% | 40.2% | 35.4% 40.4% 36.5% | 38.1% | 38.6% 50.4% 33.3% 39.3% | 40.1% | 33.1% 37.5% 39.8% 40.9%

5to1l 38.6% | 39.9% | 36.2% 39.7% 37.4% | 37.9% | 39.2% 48.1% 32.4% 40.1% | 40.4% | 33.5% 36.9% 41.6% 42.2%

12to 18 36.1% | 38.1% | 32.9% 39.6% 31.7% | 37.0% | 34.6% 56.3% 34.1% 36.4% | 37.3% | 31.4% 36.2% 41.0% 36.3%

19 to 20 41.1% | 43.1% | 38.0% 43.9% 38.8% | 40.9% | 42.4% 0.0% 46.7% 40.6% | 41.2% | 42.9% 35.3% 45.5% 38.5%
Total (5 to 20) 37.6% | 39.3% | 34.9% 39.7% 35.3% | 37.6% | 37.4% 50.4% 33.0% 38.5% | 39.2% | 32.9% 36.6% 41.4% 40.1% 40.4%
19 to 50 37.1% | 40.8% | 32.1% 43.9% 35.1% | 35.5% | 41.2% 0.0% 41.9% 36.8% | 38.8% | 34.6% 33.7% 0.0% 36.5% 15.8%
51 to 64 53.8% | 57.2% | 49.2% 54.8% 53.4% | 54.6% | 53.2% 45.5% 54.1% | 54.9% | 40.0% 57.5% 0.0% 64.8% -

Total 72.2% | 72.6% | 71.6% 70.1% 73.4% | 73.4% | 70.8% 50.0% 78.2% 71.8% | 76.9% | 74.6% 44.9% 82.0% 48.2%
18 to 64 70.8% | 71.1% | 70.4% 69.2% 71.7% | 72.5% | 68.8% 44.4% 77.5% 70.5% | 75.6% | 72.8% 44.7% 80.7% 47.8%
65 to 75 76.3% | 76.9% | 75.3% 73.4% 77.9% | 76.0% | 76.5% 100.0% 79.4% 76.0% | 80.7% | 79.8% 45.5% 82.6% 49.9% -
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29.8% | 24.4% | 23.8% 30.5% | 24.1% | 20.0% | 33.9% 28.6% | 31.5% | 166% | 45.0% | 184% | 26.0%

Total 64.2% | 68.2% | 58.5% 61.7% 65.6% | 65.1% | 63.2% 50.0% 68.3% 64.0% | 68.7% | 64.4% 38.5% 87.6% 43.0% 88.0%
18 to 64 63.4% | 67.7% | 57.2% 61.0% 64.8% | 64.3% | 62.3% 44.4% 64.9% 63.3% | 67.1% | 66.7% 39.3% 103.0% 42.7% 88.0%
65 to 75 66.5% | 69.6% | 62.2% 64.0% 67.7% | 67.4% | 65.5% | 100.0% 73.5% 65.9% | 73.3% | 57.9% 36.4% 80.2% 44.8% -

Initiaion Phase

62.0%

64.1%

58.7%

61.7%

62.5%

64.3%

59.3%

64.7%

61.2%

62.1%

61.8%

66.2%

58.0%

40.0%

Total 15.7% | 18.3% | 11.1% 15.5% 16.0% | 16.8% | 14.3% 19.6% 16.0% 15.6% | 16.3% | 17.0% 9.6% 17.5% 16.2% 17.7%
0 to 12 Months 12.9% | 14.7% 9.6% 12.7% 13.1% | 14.0% | 11.4% 17.6% 12.4% 13.0% | 13.1% | 15.3% 7.0% 16.3% 13.9% 15.2%
2 Years 21.2% | 24.5% | 15.3% 21.0% 21.5% | 22.6% | 19.3% 28.3% 20.9% 21.3% | 22.0% | 21.3% 14.8% 25.0% 21.2% 23.4%
3 Years 14.7% | 17.8% 9.2% 14.4% 15.1% | 15.4% | 13.8% 15.5% 16.7% 14.1% | 15.7% | 15.4% 9.0% 10.9% 14.5% 16.0%

61.6%

Continuation Phase

60.9%

63.7%

56.1%

60.2%

62.5%

63.2%

58.1%

61.0%

59.7%

61.0%

60.7%

64.4%

57.4%

38.9%

61.3%

Total 22.1% | - - 21.8% 22.3% | 22.9% | 21.0% 23.7% 19.3% 22.4% | 22.3% | 19.7% 25.0% 24.4% 21.1%
6to 20 24.9% | - - 24.9% 24.9% | 25.6% | 23.7% 27.1% 21.6% 25.3% | 24.9% | 22.5% 29.3% 31.6% 23.2%
21to 64 17.1% | - - 15.6% 18.3% | 17.5% | 16.9% 12.2% 11.3% 17.5% | 18.0% | 15.6% 16.3% 18.2% 13.8%
65 and Over 13.6% | - - 0.0% 20.0% | 25.0% | 0.0% | - 0.0% 15.0% | 15.0% 0.0% 0.0% - - -

Total 44.2% | 47.9% | 38.2% 43.4% 44.9% | 44.7% | 43.1% 53.0% 43.2% 44.3% | 44.0% | 42.8% 48.0% 41.5% 42.9%
6 to 20 48.1% | 51.0% | 43.0% 47.4% 48.7% | 48.9% | 46.3% 58.8% 45.3% 48.4% | 48.3% | 46.4% 50.6% 52.6% 45.5%
21to 64 37.4% | 42.1% | 30.6% 35.1% 39.0% | 36.4% | 38.5% 32.7% 36.0% 37.5% | 36.9% | 37.3% 42.4% 31.8% 34.3%
65 and Over 22.7% | 33.3% 0.0% 14.3% 26.7% | 41.7% | 0.0% | - 0.0% 25.0% | 15.0% | 100.0% | 100.0% | - - -

<21% 26.3% 27.6% 24.4% | - 26.3% | 26.9% | 25.5% 29.4% 24.2% 26.6% | 28.2% | 26.4% 20.5% 26.8% 20.9% 19.5%

21-40% 10.1% 11.4% 8.1% - 10.1% | 12.2% 7.6% 8.2% 10.0% 10.1% | 10.2% 13.5% 7.6% 9.4% 8.3% 10.9%

41-60% 2.8% 3.1% 2.4% - 2.8% 3.2% 2.3% 1.8% 3.1% 2.8% 2.8% 3.7% 2.2% 1.2% 2.3% 4.5%
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61-80% 13% | 1.2% | 1.5% 13% | 13% | 1.3% | 12% 25% | 1.1% | 1.4% | 1.5% 1.0% 0.6% 0.9% 1.7%
>80% 17% | 17% | 1.7% 1.7% | 24% | 09% | 1.2% 33% | 1.5% | 1.7% | 2.8% 0.9% 1.8% 0.9% 2.2%
<21% 57.5% | 58.9% | 55.4% 57.5% | 59.1% | 55.8% | 45.3% | 54.6% | 57.9% | 58.9% | 59.0% | 52.3% | 61.5% | 56.2% | 315%
21-40% 15.4% | 15.9% | 14.7% 15.4% | 17.6% | 12.7% | 159% | 13.9% | 15.6% | 16.2% | 17.8% | 10.8% | 17.4% | 11.2% | 22.3%
41-60% 45% | 52% | 3.5% 45% | 54% | 3.4% | 7.6% 43% | 45% | 46% | 62% 2.8% 3.3% 3.3% 7.5%
61-80% 19% | 24% | 1.2% 1.9% | 21% | 1.7% | 1.8% 33% | 1.7% | 1.9% | 2.4% 1.4% 0.8% 1.7% 3.3%
>80% 33% | 3.7% | 2.7% 33% | 4.1% | 2.3% | 8.8% 45% | 31% | 33% | 47% 2.3% 3.9% 2.6% 3.9%

21.1% | 24.9% | 15.4% - 21.1% | 18.9% | 23.7% | 24.0% 22.6% | 20.9% | 20.5% | 17.4% | 27.0% 16.0% 22.7% 24.0%

68.0% | 71.8% | 62.3% - 68.0% | 71.5% | 68.6% | 77.1% 69.0% | 67.8% | 69.0% | 64.7% | 66.1% 70.1% 65.8% 76.5%

2266 | 2a7n |voan | | nen

20.9% | 21.6% 24.4% | 22.3% | 24.0% | 245% | 16.1% 21.8%
g2 | | 703 | 751% | caox s95% 59.0% %

0 Visits 3.6% 3.7% 3.4% 3.5% 3.6% 3.6% 3.5% 3.7% 2.4% 3.8% 3.7% 3.8% 3.8% 4.0% 3.0% 2.4%
1 Visit 3.6% 3.8% 3.3% 3.5% 3.7% 3.8% 3.4% 3.0% 2.6% 3.8% 3.2% 5.5% 4.5% 3.5% 3.8% 2.1%
2 Visits 4.1% 4.4% 3.6% 4.1% 4.2% 4.3% 3.9% 3.3% 2.9% 4.4% 3.4% 6.6% 6.6% 3.7% 4.4% 3.2%
3 Visits 5.5% 5.6% 5.2% 5.5% 5.4% 5.7% 5.3% 4.1% 4.6% 5.7% 4.9% 7.3% 7.4% 3.5% 6.2% 3.0%
4 Visits 6.7% 6.6% 6.7% 6.6% 6.7% 6.7% 6.7% 6.3% 7.7% 6.4% 5.4% 10.4% 11.2% 4.6% 7.8% 3.8%
5 Visits 8.5% 8.6% 8.2% 8.3% 8.6% 8.2% 8.7% 13.7% 15.6% 6.8% 7.7% 10.9% 10.6% 9.3% 9.1% 8.6%
6+ visits 68.1% | 69.4% | 66.0% 67.5% 68.9% | 70.2% | 66.0% 55.9% 67.9% 68.2% | 68.3% | 57.1% 62.4% 94.7% 76.3% 70.5%
1+ visits 96.4% | 98.4% | 93.1% 95.4% 97.5% | 98.8% | 93.9% 86.3% 101.2% | 95.3% | 92.9% | 97.9% 102.7% 119.2% 107.5% 91.2%

1+ visit
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ACE/ARB 79.7% | 81.9% | 77.0% | 79.4% | 79.9% | 79.8% | 79.6% | 74.5% 80.0% | 79.6% | 79.4% | 79.7% | 80.6% 81.3% 81.3% 80.6%
18-64 79.3% | 81.6% | 76.6% | 79.0% | 79.5% | 79.4% | 79.3% | 74.7% 79.9% | 79.3% | 79.1% | 793% | 80.1% 80.6% 80.4% 80.5%
65+ 84.0% | 85.9% | 81.8% | 83.6% | 84.2% | 84.4% | 83.8% | 71.4% 81.6% | 84.1% | 83.2% | 83.9% | 86.3% 90.0% 90.9% 83.3%
Digoxin 50.2% | 54.9% | 44.6% | 48.6% | 51.3% | 50.8% | 49.6% | 50.0% 54.5% | 50.0% | 50.5% | 48.6% | 44.4% | 100.0% | 40.0% | 100.0%
18-64 50.1% | 54.8% | 443% | 48.9% | 50.7% | 51.4% | 48.7% | 50.0% 54.5% | 49.8% | 49.7% | 51.6% | 44.4% | 100.0% | 40.0% | 100.0%
65+ 51.9% | 55.6% | 46.7% | 46.7% | 55.6% | 47.1% | 56.3% 51.5% | 55.2% | 25.0% -

Diuretics 82.6% | 85.7% | 78.9% | 82.7% | 82.5% | 82.4% | 82.9% | 77.4% 80.2% | 82.7% | 82.7% | 82.5% | 83.1% 80.0% 81.5% 82.5%
18-64 82.5% | 85.7% | 78.8% | 82.7% | 82.4% | 82.2% | 82.8% | 80.0% 79.8% | 82.6% | 82.5% | 82.6% | 83.1% 82.4% 81.6% 84.2%
65+ 83.4% | 86.1% | 80.3% | 83.1% | 83.7% | 83.8% | 83.8% | 0.0% 84.2% | 83.4% | 84.5% | 82.2% | 83.3% 50.0% 80.0% 50.0%
Total 80.2% | 82.8% | 77.1% | 80.0% | 80.3% | 80.2% | 80.3% | 75.3% 79.7% | 80.2% | 80.0% | 80.5% | 81.0% 81.0% 81.0% 81.3%
18-64 80.0% | 82.6% | 76.9% | 79.9% | 80.1% | 80.0% | 80.1% | 76.5% 79.5% | 80.0% | 79.7% | 80.3% | 80.7% 81.2% 80.4% 81.7%
65+ 82.9% | 85.1% | 80.3% | 82.3% | 83.3% | 83.1% | 83.1% | 55.6% 82.5% | 82.9% | 82.7% | 82.3% | 85.3% 78.6% 89.5% 75.0%

25.2% | 24.9% | 25.8% | 25.4% | 25.0% | 25.8% | 24.6% | 19.8% 25.1% | 25.2% | 24.7% | 27.9% | 24.4% 23.2% 26.4% 26.3%

Total: FDA Approved 16.4% | 18.6% | 13.2% 16.4% | 16.6% | 16.3% 17.6% 16.4% 16.4% | 16.5% | 16.1% 16.5% 16.6% 16.4% 15.1%
15-20 22.9% | 243% | 20.7% 22.9% | 23.0% | 22.7% 22.4% 23.0% 22.9% | 22.9% | 22.7% 23.0% 23.1% 22.8% 22.4%
21-44 14.1% | 16.5% | 10.5% 14.1% | 14.0% | 14.2% 13.2% 14.0% 14.1% | 14.2% | 13.4% 14.2% 14.2% 14.0% 13.6%
Total: LARC 2.5% 2.9% 1.7% 2.5% 2.5% 2.4% 2.2% 2.7% 2.4% 2.5% 2.4% 2.5% 2.6% 2.4% 2.0%
15-20 2.9% 3.6% 1.8% 2.9% 3.0% 2.7% 2.5% 3.4% 2.9% 2.9% 2.8% 3.0% 3.1% 2.8% 2.4%
21-44 2.3% 2.7% 1.7% 2.3% 2.3% 2.3% 2.0% 2.4% 2.3% 2.3% 2.2% 2.3% 2.4% 2.3% 1.9%
Total 35.5% | 38.4% | 30.6% 35.4% 35.6% | 35.6% | 35.5% 30.4% 35.5% 35.5% | 35.6% | 35.6% 35.4% 35.1% 35.5% 34.5%
1-5 25.8% | 28.1% | 21.9% 24.4% 27.1% | 26.5% | 25.0% 28.6% 25.3% | 28.3% | 30.0% 25.0% 0.0% 14.3% 0.0%
6-11 36.2% | 38.9% | 31.5% 35.9% 36.5% | 36.0% | 36.4% 30.0% 36.3% 36.2% | 36.3% | 35.9% 36.1% 34.9% 37.0% 35.6%
12-17 353% | 38.4% | 30.2% 35.4% 35.2% | 35.5% | 35.1% 30.8% 35.1% 35.4% | 35.4% | 35.5% 35.2% 35.8% 35.0% 34.6%
Total (Init) 35.7% | 37.2% | 33.9% 35.4% 36.0% | 35.6% | 35.9% 37.0% 35.2% 35.8% | 35.7% | 35.6% 36.0% 36.3% 35.9%

18 to 64 35.7% | 37.1% | 33.9% 35.4% 35.9% | 35.5% | 35.9% 38.1% 35.2% 35.8% | 35.6% | 35.5% 36.0% 36.3% 35.9%
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65+ 36.1% | 38.0% | 33.7% 35.6% 36.5% | 36.0% | 36.3% 25.0% 35.3% 36.2% | 35.9% | 36.8% 36.1% 36.8% 35.9% 35.9%
Total (Engage) 143% | 15.8% | 12.1% 14.1% 144% | 14.2% | 14.3% 11.8% 13.6% 144% | 14.3% | 14.2% 14.3% 13.0% 14.6% 13.9%
18 to 64 14.6% | 16.1% | 12.4% 14.4% 14.7% | 14.6% | 14.6% 12.5% 14.1% 14.7% | 14.6% | 14.5% 14.6% 14.5% 14.6% 13.8%
65+ 11.5% | 13.2% 8.8% 11.4% 11.3% | 11.3% | 11.5% 0.0% 9.4% 11.7% | 11.1% | 11.6% 11.4% 0.0% 14.3% 14.3%
A-2
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CHIEF EXECUTIVE OFFICER

MARY FALLIN
GOVERNOR

STATEOFOKLAHOMA
OKLAHOMA HEALTH CAREAUTHORITY

Tribal Consultation Meeting Agenda
11 AM, July 11*"
Board Room
4345 N. Lincoln Blvd.
Oklahoma City, OK73105

1. Welcome— Dana Miller, Director of Tribal Government Relations
2. Proposed Rule, State Plan, Waiver, and Rate Amendments—Demetria Bennett, Policy
Development Coordinator

Proposed Rule, State Plan, and Waiver Amendments
e School-Based Services Revisions
e SoonerRide Revisions
e Title XXI Health Service Initiatives (HSI)
e Reduction of Behavioral Health Case Management Limits
e Inpatient Psychiatric Facility Enrollment Reorganization
e 2019-2021 SoonerCare Choice & Insure Oklahoma 1115(a) Demonstration Waiver Renewal
Request

3. Other Business and Project Updates:
e Budget update- Austin Marshall, Director of Government Relations
e March of Dimes- Belinda Rogers, Maternal Child Health Director
e 100% fmap update- Johnney Johnson, Tribal Government Relations Coordinator
e Four Walls update- Dana Miller, Director of Tribal Government Relations

4. New Business- Dana Miller, Director of Tribal Government Relations

5. Adjourn—Next Tribal Consultation Scheduled for 11 AM, September 5% 2017

Proposed Rule, State Plan, and Waiver Amendments

School-Based Services Revisions — The proposed revisions will remove unintended barriers for medical
services rendered in the school setting pursuant to an Individual Education Plan. Revisions will align with
state statute that recognizes certain providers who render services pursuant to the Individual with
Disabilities Education Act as practitioners of the healing arts.
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SoonerRide Revisions — The proposed revisions will allow for additional riders during a transport for a
member to and from covered services. Current policy does not require SoonerRide to transport
additional riders and that in the event additional riders are requested SoonerRide may charge for those
riders.

Title XXI Health Service Initiatives (HSI) — The Oklahoma Health Care Authority (OHCA) is exploring
three projects that will utilize CHIP Health Service Initiative (HSI) funds to increase access to long acting
reversible contraceptives (LARC), increase awareness of sickle cell disease (SCD) and its inherited
disorders, and use of text messages for outreach and education of SoonerCare members and potential
members. The proposed LARC initiative will seek to purchase long acting reversible contraceptive (LARC)
devices for the Oklahoma State Health Department. It will serve to supply various health department
locations across the state with these contraceptive devices in an effort to increase LARC access and
accomplish public health goals to improve children’s health. As part of a partnership with the Supporters
of Families with Sickle Cell Disease, Inc., the proposed sickle cell disease initiative will request CHIP HSI
funding to create and distribute care kits to mothers of diagnosed children, ages newborn to 5 years old.
A second kit will be provided to children, ages 6 to 18, and their parent(s)/caregiver(s) who are currently
living with the disease and associated diagnosis. The proposed texting initiative will continue and expand
the State’s pilot project called Connect4Health which includes pregnancy outreach, health information,
information targeted to parents of newborns and children, as well as enrollment information. State
match will be provided by OHCA, partner agencies, and/or organizations. HSIs protect public health
and/or the health of individuals, improves or promotes a state’s capacity to deliver public health
services, strengthen the human and material resources necessary to accomplish public health goals to
improve children’s health, and targets low-income children under 19.

Reduction of Behavioral Health Case Management Limits — Behavioral Health Targeted Case
Management (TCM) rules are amended in order to establish yearly limits on the amount of TCM that is
reimbursable by SoonerCare on a fee-for-service basis. The current limit of 25 units per member per
month will be reduced to 16 units per member per year. A process for authorizing up to 25 units per
member per month will be used for individuals who meet medical necessity criteria demonstrating the
need for additional units. These emergency revisions are necessary to reduce the Oklahoma Department
of Mental Health Substance Abuse Services' operations budget for the remainder of SFY 2018 in order to
meet the balanced budget requirements as mandated by State law. Without the recommended
revisions, the Department is at risk of exhausting its State appropriated dollars required to maintain the
State's Medicaid Behavioral Health Program.

Inpatient Psychiatric Facility Enrollment Reorganization — Policy changes are required in order to align
the enrollment of inpatient psychiatric facilities with federal regulation and guidance. The proposed
policy change will create new inpatient psychiatric provider types, specialties, and subspecialties to
organize the classification of facilities/providers and to clarify their applicable provider conditions for
contracting purposes.





2019-2021 SoonerCare Choice and Insure Oklahoma 1115(a) Demonstration Waiver Renewal Request
— Per federal regulation, the Oklahoma Health Care Authority (OHCA) is providing public notice of its
plan to submit a renewal application for the SoonerCare Choice and Insure Oklahoma 1115(a)
demonstration waiver to the Centers for Medicare and Medicaid Services (CMS) for the period from
January 1, 2019 through December 31, 2021.

The waiver allows the state to offer managed care in a Primary Care Case Management model in which
the OHCA contracts directly with providers throughout the state to provide SoonerCare Choice members
a Patient-Centered Medical Home and also to operate the Insure Oklahoma program. The demonstration
provides additional services such as the Health Management Program, Health Access Networks and
Workforce Development for Teaching Universities. The renewal of the demonstration waiver requires
approval from our federal partners, CMS, to continue services provided under the waiver.

The special terms and conditions require the state to annually afford the public an opportunity to
provide public comment on the progress of the SoonerCare Choice and Insure Oklahoma demonstration.
The second, of two public meetings described below, will serve to discuss the renewal of the 2019-2021
demonstration waiver, and as the 2017 Post Award Forum to allow any discussion or feedback regarding
the waiver.

The state will apply no later than October 10, 2017 to renew the demonstration waiver in its existing
form with no current changes.

Public meetings will be held at the following locations:

Tuesday July 11, 2017 at 5:00p.m.

Oklahoma Perinatal Quality Improvement Collaborative (OPQIC) Meeting
Stephenson Cancer Center

Fifth Floor Conference Room

Oklahoma City, OK 73104.

Videoconferencing will also be available for this meeting at the following locations:

. OU College of Medicine, Tulsa

. Northwestern Oklahoma State University, Enid
. Eastern Oklahoma State University, Wilburton
o Stillwater Medical Center

Thursday September 21, 2017 at 1:00p.m.
Medical Advisory Committee Meeting
Oklahoma Health Care Authority

Ed McFall Boardroom





4345 N. Lincoln Blvd, Oklahoma City, OK.
Videoconferencing will also be available for this meeting.

The OHCA welcomes comments from the public regarding the renewal of the SoonerCare Choice and
Insure Oklahoma 1115(a) Demonstration Waiver programs. The application waiver will be posted on the
OHCA public website from July 10, 2017 through September 22, 2017.

Comments and questions may be submitted online through the Policy Change Blog, the Native American
Consultation Page, and/or by contacting Sherris Harris-Ososanya, OHCA Federal & State Reporting
Coordinator by telephone 405-522-7507 or email sherris.harris-ososanya@okhca.org.
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Mary Fallin

Governor

November 1, 2017

Shanna Janu, Project Officer

Centers for Medicare and Medicaid Services
Division of State Demonstrations and Waivers
7500 Security Blvd., Mail Stop S2-01-16
Baltimore, MD 21244-1850

RE: Request to Renew SoonerCare Demonstration, 2019 - 2021
Waiver No. 11-W-00048/6

Dear Mrs. Janu:

Oklahoma’s single State Medicaid agency, the Oklahoma Health Care Authority (OHCA) respectfully
requests the approval of the Centers for Medicare and Medicaid Services to renew the SoonerCare
§1115(a) Research and Demonstration Waiver for the period of January 1, 2019 through December 31,
2021. Since this waiver is currently approved through December 31, 2017, the OHCA is also awaiting
approval of an existing amendment to extend that current waiver period through December 31, 2018.

The State requests renewal of the SoonerCare Choice and Insure Oklahoma demonstration in its present
form with updates to the Special Terms and Conditions for the removal of the pilot status of the Health
Access Networks (HAN) to allow the program to be operational statewide. Accordingly, with the
removal of the pilot status of the HAN, the OHCA seeks to update the current list by removing the
waiver of the requirement for “statewideness/uniformity” for the HAN program in accordance with
Section 1902(a)(1) of the Social Security Act for the 2019-2021 renewal period.

The OHCA requests to maintain the expenditure authorities, while sustaining budget neutrality, in its
present form. The waiver evaluation hypotheses will be submitted to CMS no later than 120 days after

award of the demonstration along with the proposed objectives and evaluation measures.

If you have any questions, please contact our Chief of Federal and State Policy, Tywanda Cox, at (405)
522-7153.

Mary Fallin
Governor
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Summary of July 2016 update to Oklahoma SoonerCare Budget Neutrality 

Sponsor's Choice MEG

The SoonerCare budget neutrality submission has been updated to include the Insure OK Sponsor's Choice Insurance (SCI) MEG.  A new MEG tab has been added as Exhibit 16. The subsequent tabs have been renumbered accordingly (former Exhibit 16 is now Exhibit 17, former Exhibit 17 is now Exhibit 18, etc.). 

The SCI enrollment projection assumes 10,000 members will join by December 2017 and 50,000 by December 2018. The 50,000 figure is the OHCA's estimate of the total number eligible to enroll. The model assumes enrollment will begin in January 2017 with 833 members and will increase by 833 members per month, through December 2017. Enrollment in 2018 will increase by 3,333 members per month, reaching 50,000 in December 2018. 

The PMPM value for the SCI MEG has been set equal to the PMPM rate for the closest equivalent MEG, IOK Non-Disabled Working Adults and Spouses covered through Employer-Sponsored Insurance (NDWA-ESI). 

Costs associated with the new MEG have been incorporated into the aggregate expenditure exhibit as an offset to waiver savings. 

Provider Rate Reduction

The SoonerCare budget neutrality forecast has been updated to account for the projected impact of a three percent across-the-board reduction in provider payment rates that took effect on January 1, 2016. The rate reduction applies to traditional Medicaid MEGs only; Insure OK, HAN and HMP MEGs are not affected. 

The rate reduction calculations can be found in Exhibits 3 (TANF-U), 4 (TANF-R), 5 (ABD-U), 6 (ABD-R) and 11 (TEFRA). The reductions also affect the summary budget neutrality forecast shown in Exhibit 24 (All).  

Completion of CY 2015 Data

DY20 (CY 2015) member months and expenditures have been updated on all applicable exhibits to include a full year of historical data (previous iteration was annualized based on nine months of data). 





 
  

 
 



Summary of Changes - May-Dec17

		 





										 





Summary of May - December updates to Oklahoma SoonerCare Budget Neutrality 

Rebasing

Projected "without waiver" expenditures for 2018 are rebased as follows:
- Actual 2016 expenditures are divided by actual 2016 member months
- Actual 2016 PMPMs trended to 2018 using appoved PMPM trend rates

Savings (if applicable)

Cumulative savings/(deficit) limited as follows:
-Cumulative savings look back limited to the five years prior to the 2018 extension
-Annual savings/(deficit) recognition limited to 25 percent of actual within cumulative savings/(deficit) calculation

Updated to Reflect DY21 (CY 2016) Actual Expenditures

DY21 (CY 2016) member months and expenditures have been updated on all applicable exhibits to actual expenditures as reported on Schedule C

Projected PMPM Expenditures: Traditional MEGs

PMPM for TANF-Urban MEG based on approved PMPM  trend rate with GME and HMP trended separately

PMPM for TANF-Rural, ABD-Urban and ABD-Rural based on approved PMPM trend rates with HMP trended separately at 3 percent annually

Sponsors Choice MEG

Enrollment for Sponsors Choice (Exhibit 16) projected to reach 10,000 members in December 2019 and 50,000 members in December 2020; enrollment will remain at 50,000 in 2021 

PMPM for Sponsors Choice MEG set equal to NDWA-ESI MEG, which is the closest in terms of demographics/projected cost profile

Workforce Development Expenditures

Projected CY 2017 expenditures were reduced by $31 million to account for one quarter of workforce development funding disallowance. Projected expenditures for subsequent years were adjusted to remove any workforce development expenditures (Adjustment made within TANF-U MEG)







 
  

 
 



Dec17-Exh1&2-Trends

		SOONERCARE 1115 BUDGET NEUTRALITY

		TREND FACTORS

		MEG Enrollment Trend Calculation 



						MEG		2010		2011		2012		2013		2014		2015		2016		Annual Trend		Trending 
Years

						TANF - Urban		3,333,170		3,357,000		3,620,263		3,741,817		4,001,208		4,101,736		4,023,592		3.19%		2010 - 2016

						TANF - Rural		2,429,264		2,433,324		2,565,123		2,618,683		2,745,120		2,807,836		2,721,130		1.91%		2010 - 2016

						ABD - Urban		327,267		344,575		348,935		360,205		365,630		362,810		373,088		2.21%		2010 - 2016

						ABD - Rural		278,093		285,113		285,622		290,965		291,806		287,250		278,503		0.02%		2010 - 2016

						NDWA - ESI																7.25%		See IOK_ESI-IP Tab

						NDWA - IP																4.57%		See IOK_ESI-IP Tab

						WDA		90		114		66		42		- 0				- 0		-100.00%		2010 - 2016

						TEFRA		4,018		4,514		4,978		5,326		6,148		6,771		7,149		10.08%		2010 - 2016

						College - ESI																4.20%		See IOK_ESI-IP Tab

						College - IP																2.79%		See IOK_ESI-IP Tab

		PMPM Trend Factors



						MEG		Factor

						TANF-U		1.0440

						TANF-R		1.0440

						ABD-U		1.0420

						ABD-R		1.0420

						NDWA		1.0440

						WDA		1.0420

						TEFRA		1.0420

						College Students		1.0440























&A	


 
May-Dec 2017 Notes/Updates: 
- OMB trend factors used for 2017 - 2021 PMPM expenditure projections 
- OMB trend factors used to trend 2016 base year to 2018 




Dec17-Exh3-TANFU

		SOONERCARE BUDGET NEUTRALITY 

		HISTORICAL AND PROJECTED MEMBER MONTHS AND EXPENDITURES - BY MEG



		TANF URBAN MEG

				 																												Comparison with HAN expenditures included in, and HMP expenditures excluded from, TANF-U amounts

										Budget Neutrality Limit				Actual/Projected Expenditures

				DY		CY		Member Months		PMPM		Aggregate		PMPM		Aggregate		Savings/          (Deficit)		Cumulative Savings/     (Deficit)												TANF-U with HAN and without HMP		Difference (C Report minus BN table)		Cumulative Deviation by Renewal Period

		Historical  		1		1996		1,248,591		$   121.60		$   151,828,666

				2		1997		1,201,538		$   129.52		$   155,618,588

				3		1998		1,299,675		$   137.95		$   179,287,128

				4		1999		1,489,962		$   146.93		$   218,917,218

				5		2000		1,575,250		$   156.49		$   246,515,710

				6		2001		1,988,010		$   166.68		$   331,363,038

				7		2002		2,159,002		$   177.53		$   383,291,270

				8		2003		2,319,441		$   189.09		$   438,580,782										 

				9		2004		2,426,341		$   201.40		$   488,661,911		$   136.70		$   331,669,473		$   156,992,438		$   156,992,438												$   331,669,473		$   (331,669,473)

				10		2005		2,528,654		$   214.51		$   542,420,938		$   188.11		$   475,653,511		$   66,767,427		$   223,759,865												$   475,653,511		$   (475,653,511)

				11		2006		2,643,157		$   228.47		$   603,893,538		$   213.25		$   563,645,766		$   40,247,772		$   264,007,637												$   563,645,766		$   (563,645,766)		 

				12		2007		2,808,278		$   240.19		$   674,520,293		$   217.74		$   611,465,158		$   63,055,135		$   327,062,772												$   611,465,158		$   (611,465,158)

				13		2008		2,772,622		$   252.51		$   700,119,625		$   237.40		$   658,219,711		$   41,899,914		$   368,962,686												$   658,219,711		$   (658,219,711)

				14		2009		3,029,870		$   265.47		$   804,339,589		$   249.71		$   756,593,334		$   47,746,255		$   416,708,941												$   756,593,334		$   (756,593,334)		 

				15		2010		3,333,170		$   279.09		$   930,249,786		$   234.68		$   782,242,482		$   148,007,304		$   564,716,244												$   782,988,002		$   (782,988,002)

				16		2011		3,357,000		$   293.41		$   984,968,363		$   252.31		$   847,000,007		$   137,968,356		$   702,684,600												$   849,144,497		$   (849,144,497)

				17		2012		3,620,263		$   308.46		$   1,116,703,111		$   251.66		$   911,062,393		$   205,640,718		$   908,325,319												$   913,775,678		$   (913,775,678)		 

				18		2013		3,741,817		$   322.03		$   1,204,977,329		$   255.01		$   954,184,381		$   250,792,948		$   1,159,118,266												$   956,117,310		$   (956,117,310)		$   (6,899,272,440)

				19		2014		4,001,208		$   336.20		$   1,345,206,130		$   237.82		$   951,550,408		$   393,655,722		$   1,552,773,988

				20		2015		4,101,736		$   350.99		$   1,439,668,319		$   240.57		$   986,750,815		$   452,917,504		$   2,005,691,492

		Current		21		2016		4,023,592		$   366.44		$   1,474,405,052		$   235.70		$   948,370,039		$   526,035,013		$   2,531,726,505				 

				22		2017 (proj)		4,151,834		$   382.56		$   1,588,339,688		$   238.22		$   989,061,633		$   599,278,055		$   3,131,004,560				 

				23		2018 (proj)		4,284,164		$   399.40		$   1,711,078,621		$   228.18		$   977,556,950		$   733,521,671		$   3,864,526,231		(without rebase)		 

		RB		23		2018 (proj)		4,284,164		$   256.90		$   1,100,603,729		$   228.18		$   977,556,950		$   123,046,780		$   3,254,051,340

		Renewal		24		2019 (proj)		4,420,711		$   268.20		$   1,185,652,871		$   239.70		$   1,059,630,192		$   126,022,679		$   3,380,074,019

				25		2020 (proj)		4,561,611		$   280.01		$   1,277,274,184		$   250.25		$   1,141,541,600		$   135,732,585		$   3,515,806,604				 

				26		2021 (proj)		4,707,001		$   292.33		$   1,375,975,534		$   261.27		$   1,229,783,342		$   146,192,192		$   3,661,998,795
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July 2016 Notes/Updates:
- MEG-specific actual expenditures not available for 1996 - 2003  
- Historical expenditures reflect C-Report amounts  
- Adjustment for HAN expenditures in cells H24 - H27 (dollars removed to eliminate doublecount in 2010 - 2013 data; no doublecount in 2014-2015 data)
- Historical HMP expenditures added to cells H27 - H30
- Projected HMP expenditures added to cells G31 - G32 but separately trended

May-Dec 2017 Notes/Updates:
-Actual PMPM expenditures for 2016 trended forward to establish rebased PMPM budget neutrality limit for 2018 
- CY 2017 projected expenditures reduced by $31 million, to reflect workforce development funding disallowance
- CY 2018 - 2021 projected expenditures adjusted to remove workforce development funding of $115 million per year     

 

See Exhibit 24 (Aggregate)




Dec17-Exh4-TANFR

		SOONERCARE BUDGET NEUTRALITY 

		HISTORICAL AND PROJECTED MEMBER MONTHS AND EXPENDITURES - BY MEG



		TANF RURAL MEG

				 																												Comparison with HMP expenditures excluded from TANF-R amounts

										Budget Neutrality Limit				Actual/Projected Expenditures

				DY		CY		Member Months		PMPM		Aggregate		PMPM		Aggregate		Savings/          (Deficit)		Cumulative Savings/     (Deficit)												TANF-R without HMP		Difference (C Report minus BN table)		Cumulative Deviation by Renewal Period

		Historical  		1		1996		1,088,941		$   123.34		$   134,309,983

				2		1997		1,081,206		$   131.37		$   142,037,420

				3		1998		1,250,830		$   139.92		$   175,018,115

				4		1999		1,510,946		$   149.03		$   225,177,007

				5		2000		1,522,229		$   158.73		$   241,627,007

				6		2001		1,915,864		$   169.07		$   323,907,157

				7		2002		2,014,674		$   180.07		$   362,786,430

				8		2003		1,941,227		$   191.79		$   372,317,080

				9		2004		1,984,722		$   204.28		$   405,440,105		$   149.19		$   296,093,830		$   109,346,275		$   109,346,275												$   296,093,830		$   (296,093,830)

				10		2005		2,015,932		$   217.58		$   438,624,903		$   159.74		$   322,029,702		$   116,595,201		$   225,941,475												$   322,029,702		$   (322,029,702)

				11		2006		2,036,491		$   231.74		$   471,943,801		$   190.64		$   388,233,610		$   83,710,191		$   309,651,667												$   388,233,610		$   (388,233,610)		 

				12		2007		2,130,548		$   243.63		$   519,065,409		$   195.93		$   417,441,223		$   101,624,186		$   411,275,853												$   417,441,223		$   (417,441,223)

				13		2008		2,078,460		$   256.13		$   532,352,258		$   208.78		$   433,930,540		$   98,421,718		$   509,697,571												$   433,930,540		$   (433,930,540)

				14		2009		2,246,021		$   269.27		$   604,780,677		$   220.17		$   494,500,235		$   110,280,442		$   619,978,012												$   494,500,235		$   (494,500,235)		 

				15		2010		2,429,264		$   283.08		$   687,678,542		$   213.70		$   519,126,643		$   168,551,899		$   788,529,911												$   519,126,643		$   (519,126,643)

				16		2011		2,433,324		$   297.60		$   724,164,719		$   224.38		$   545,999,493		$   178,165,226		$   966,695,137												$   545,999,493		$   (545,999,493)

				17		2012		2,565,123		$   312.87		$   802,550,338		$   230.22		$   590,533,873		$   212,016,465		$   1,178,711,602												$   590,533,873		$   (590,533,873)

				18		2013		2,618,683		$   326.64		$   855,366,615		$   230.12		$   602,610,415		$   252,756,200		$   1,431,467,803												$   600,427,955		$   (600,427,955)		$   (2,256,087,964)

				19		2014		2,745,120		$   341.01		$   936,113,371		$   229.99		$   631,345,478		$   304,767,893		$   1,736,235,696

				20		2015		2,807,836		$   356.01		$   999,617,694		$   210.86		$   592,057,993		$   407,559,702		$   2,143,795,398

		Current		21		2016		2,721,130		$   371.67		$   1,011,362,387		$   208.30		$   566,807,331		$   444,555,056		$   2,588,350,454

				22		2017 (proj)		2,773,076		$   388.02		$   1,076,018,470		$   217.41		$   602,889,733		$   473,128,737		$   3,061,479,191

				23		2018 (proj)		2,826,013		$   405.10		$   1,144,807,996		$   226.92		$   641,275,020		$   503,532,976		$   3,565,012,167		(without rebase)

		RB		23		2018 (proj)		2,826,013		$   227.03		$   641,595,508		$   226.92		$   641,275,020		$   320,488		$   3,061,799,679

		Renewal		24		2019 (proj)		2,879,961		$   237.02		$   682,612,509		$   238.32		$   686,347,924		$   (3,735,415)		$   3,058,064,264

				25		2020 (proj)		2,934,939		$   247.45		$   726,251,715		$   248.75		$   730,060,710		$   (3,808,995)		$   3,054,255,269

				26		2021 (proj)		2,990,966		$   258.34		$   772,680,761		$   259.64		$   776,563,930		$   (3,883,169)		$   3,050,372,100
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July 2016 Notes/Updates: 
- MEG-specific actual expenditures not available for 1996 - 2003  
- Historical expenditures reflect C-Report amounts  
- Historical HMP expenditures added to cells H27 - H30
- Projected PMPM HMP expenditures added to cells G31 - G32 but separately trended

 May-Dec 2017 Notes/Updates:
-Actual PMPM expenditures for 2016 trended forward to establish rebased PMPM budget neutrality limit for 2018      





See Exhibit 24 (Aggregate)




Dec17-Exh5-ABDU

		SOONERCARE BUDGET NEUTRALITY 

		HISTORICAL AND PROJECTED MEMBER MONTHS AND EXPENDITURES - BY MEG



		ABD URBAN MEG

				 																												Comparison with HMP expenditures excluded from ABD-U amounts

										Budget Neutrality Limit				Actual/Projected Expenditures

				DY		CY		Member Months		PMPM		Aggregate		PMPM		Aggregate		Savings/          (Deficit)		Cumulative Savings/     (Deficit)												ABD-U without HMP		Difference (C Report minus BN table)		Cumulative Deviation by Renewal Period

		Historical  		1		1996

				2		1997

				3		1998

				4		1999		96,785		$   536.14		$   51,889,826

				5		2000		190,315		$   567.55		$   108,013,756

				6		2001		279,689		$   600.81		$   168,040,252

				7		2002		306,526		$   636.02		$   194,956,243

				8		2003		233,742		$   673.29		$   157,375,990

				9		2004		244,590		$   712.74		$   174,330,070		$   489.16		$   119,644,174		$   54,685,896		$   54,685,896												$   119,644,174		$   (119,644,174)

				10		2005		255,066		$   754.51		$   192,450,068		$   668.41		$   170,487,472		$   21,962,596		$   76,648,492												$   170,487,472		$   (170,487,472)

				11		2006		259,473		$   798.73		$   207,247,624		$   858.00		$   222,627,081		$   (15,379,457)		$   61,269,036												$   222,627,081		$   (222,627,081)		 

				12		2007		268,332		$   840.26		$   225,468,646		$   894.55		$   240,036,203		$   (14,567,557)		$   46,701,479												$   240,036,203		$   (240,036,203)

				13		2008		283,834		$   883.96		$   250,898,901		$   962.43		$   273,171,226		$   (22,272,325)		$   24,429,154												$   273,171,226		$   (273,171,226)

				14		2009		301,034		$   929.92		$   279,937,423		$   1,003.30		$   302,026,587		$   (22,089,164)		$   2,339,990												$   302,026,587		$   (302,026,587)		 

				15		2010		327,267		$   978.28		$   320,157,269		$   960.84		$   314,450,856		$   5,706,413		$   8,046,403												$   314,450,856		$   (314,450,856)

				16		2011		344,575		$   1,029.15		$   354,617,902		$   931.12		$   320,839,827		$   33,778,075		$   41,824,478												$   320,839,827		$   (320,839,827)

				17		2012		348,935		$   1,082.66		$   377,778,436		$   932.40		$   325,345,676		$   52,432,760		$   94,257,239												$   325,345,676		$   (325,345,676)

				18		2013		360,205		$   1,128.13		$   406,358,067		$   974.58		$   351,048,325		$   55,309,742		$   149,566,981												$   350,748,123		$   (350,748,123)		$   (1,311,384,482)

				19		2014		365,630		$   1,175.51		$   429,801,721		$   1,055.90		$   386,068,587		$   43,733,135		$   193,300,115

				20		2015		362,810		$   1,224.89		$   444,402,341		$   1,089.26		$   395,192,726		$   49,209,615		$   242,509,730

		Current		21		2016		373,088		$   1,276.34		$   476,187,138		$   1,033.12		$   385,443,403		$   90,743,735		$   333,253,465

				22		2017 (proj)		381,326		$   1,329.95		$   507,142,753		$   1,076.45		$   410,479,988		$   96,662,765		$   429,916,230

				23		2018 (proj)		389,745		$   1,385.80		$   540,110,707		$   1,121.61		$   437,143,566		$   102,967,141		$   532,883,371		(without rebase)

		RB		23		2018 (proj)		389,745		$   1,126.03		$   438,865,360		$   1,121.61		$   437,143,566		$   1,721,794		$   431,638,024

		Renewal		24		2019 (proj)		398,351		$   1,173.32		$   467,394,789		$   1,170.14		$   466,124,905		$   1,269,884		$   432,907,908

				25		2020 (proj)		407,146		$   1,222.60		$   497,778,838		$   1,219.23		$   496,404,635		$   1,374,203		$   434,282,111

				26		2021 (proj)		416,136		$   1,273.95		$   530,138,070		$   1,270.38		$   528,652,157		$   1,485,913		$   435,768,024
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See Exhibit 24 (Aggregate)


July 2016 Notes/Updates: 
- MEG-specific actual expenditures not available for 1996 - 2003  
- Historical expenditures reflect C-Report amounts   
- Historical HMP expenditures added to cells H27 - H30
- Projected PMPM HMP expenditures added to cells G31 - G32 but separately trended 
 
May-Dec 2017 Notes/Updates:
-Actual PMPM expenditures for 2016 trended forward to establish rebased PMPM budget neutrality limit for 2018      







Dec17-Exh6-ABDR

		SOONERCARE BUDGET NEUTRALITY 

		HISTORICAL AND PROJECTED MEMBER MONTHS AND EXPENDITURES - BY MEG



		ABD RURAL MEG

				 																												Comparison with HMP expenditures excluded from ABD-U amounts

										Budget Neutrality Limit				Actual/Projected Expenditures

				DY		CY		Member Months		PMPM		Aggregate		PMPM		Aggregate		Savings/          (Deficit)		Cumulative Savings/     (Deficit)												ABD-R without HMP		Difference (C Report minus BN table)		Cumulative Deviation by Renewal Period

		Historical  		1		1996

				2		1997

				3		1998

				4		1999		103,533		$   427.26		$   44,235,510

				5		2000		209,188		$   452.30		$   94,615,196

				6		2001		329,747		$   478.80		$   157,883,545

				7		2002		343,627		$   506.86		$   174,170,735

				8		2003		222,348		$   536.56		$   119,303,455

				9		2004		231,151		$   568.00		$   131,294,780		$   599.10		$   138,481,478		$   (7,186,698)		$   (7,186,698)												$   138,481,478		$   (138,481,478)

				10		2005		238,426		$   601.29		$   143,363,035		$   639.45		$   152,460,934		$   (9,097,899)		$   (16,284,596)												$   152,460,934		$   (152,460,934)

				11		2006		241,661		$   636.52		$   153,823,267		$   793.03		$   191,644,246		$   (37,820,979)		$   (54,105,575)												$   191,644,246		$   (191,644,246)		 

				12		2007		244,220		$   669.62		$   163,534,596		$   834.57		$   203,819,587		$   (40,284,991)		$   (94,390,566)												$   203,819,587		$   (203,819,587)

				13		2008		251,088		$   704.44		$   176,876,491		$   871.89		$   218,920,196		$   (42,043,705)		$   (136,434,272)												$   218,920,196		$   (218,920,196)

				14		2009		262,857		$   741.07		$   194,795,734		$   930.09		$   244,480,172		$   (49,684,438)		$   (186,118,709)												$   244,480,172		$   (244,480,172)		 

				15		2010		278,093		$   779.61		$   216,803,202		$   943.82		$   262,470,486		$   (45,667,284)		$   (231,785,993)												$   262,470,486		$   (262,470,486)

				16		2011		285,113		$   820.15		$   233,834,396		$   958.77		$   273,358,100		$   (39,523,704)		$   (271,309,697)												$   273,358,100		$   (273,358,100)

				17		2012		285,622		$   862.79		$   246,432,947		$   938.53		$   268,063,880		$   (21,630,933)		$   (292,940,630)												$   268,063,880		$   (268,063,880)

				18		2013		290,965		$   899.03		$   261,586,264		$   970.21		$   282,298,187		$   (20,711,923)		$   (313,652,553)												$   282,055,691		$   (282,055,691)		$   (1,085,948,157)

				19		2014		291,806		$   936.79		$   273,360,943		$   1,011.24		$   295,085,785		$   (21,724,842)		$   (335,377,395)

				20		2015		287,250		$   976.14		$   280,396,215		$   1,031.19		$   296,210,205		$   (15,813,990)		$   (351,191,386)

		Current		21		2016		278,503		$   1,019.09		$   283,819,622		$   1,005.06		$   279,910,975		$   3,908,647		$   (347,282,739)

				22		2017 (proj)		278,571		$   1,061.89		$   295,812,671		$   1,047.22		$   291,724,228		$   4,088,443		$   (343,194,295)

				23		2018 (proj)		278,640		$   1,106.49		$   308,312,497		$   1,091.15		$   304,036,569		$   4,275,928		$   (338,918,367)		(without rebase)

		RB		23		2018 (proj)		278,640		$   1,091.25		$   304,066,545		$   1,091.15		$   304,036,569		$   29,975		$   (343,164,320)

		Renewal		24		2019 (proj)		278,708		$   1,137.09		$   316,915,145		$   1,138.39		$   317,278,396		$   (363,251)		$   (343,527,571)

				25		2020 (proj)		278,777		$   1,184.84		$   330,306,675		$   1,186.15		$   330,670,371		$   (363,696)		$   (343,891,266)

				26		2021 (proj)		278,845		$   1,234.61		$   344,264,076		$   1,235.91		$   344,628,146		$   (364,070)		$   (344,255,336)
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See Exhibit 24 (Aggregate)


July 2016 Notes/Updates: 
- MEG-specific actual expenditures not available for 1996 - 2003 
- Historical expenditures reflect C-Report amounts     
- Historical HMP expenditures added to cells H27 - H30
- Projected PMPM HMP expenditures added to cells G31 - G32 but separately trended   
 
May-Dec 2017 Notes/Updates:
-Actual PMPM expenditures for 2016 trended forward to establish rebased PMPM budget neutrality limit for 2018      






Dec17-Exh7-NDWA_All_2013

		SOONERCARE BUDGET NEUTRALITY 

		HISTORICAL AND PROJECTED MEMBER MONTHS AND EXPENDITURES - BY MEG



		NON-DISABLED WORKING ADULTS MEG - ESI & IP

				 

										Budget Neutrality Limit				Actual/Projected Expenditures

				DY		CY		Member Months		PMPM		Aggregate		PMPM		Aggregate		Savings/          (Deficit)		Cumulative Savings/     (Deficit)

		Historical  		1		1996

				2		1997

				3		1998

				4		1999

				5		2000

				6		2001

				7		2002

				8		2003

				9		2004

				10		2005		 						 				 		 

				11		2006		9,744						$   198.81		$   1,937,239		$   (1,937,239)		$   (1,937,239)

				12		2007		38,417						$   204.54		$   7,857,843		$   (7,857,843)		$   (9,795,082)		 

				13		2008		139,822						$   239.38		$   33,470,013		$   (33,470,013)		$   (43,265,095)

				14		2009		172,594						$   437.73		$   75,549,419		$   (75,549,419)		$   (118,814,514)

				15		2010		392,065						$   284.10		$   111,386,167		$   (111,386,167)		$   (230,200,681)

				16		2011		392,772						$   314.00		$   123,330,328		$   (123,330,328)		$   (353,531,009)

				17		2012		391,031						$   309.32		$   120,952,327		$   (120,952,327)		$   (474,483,336)

				18		2013		388,005						$   297.14		$   115,291,324		$   (115,291,324)		$   (589,774,660)

				19		2014

				20		2015

		Current		21		2016

				22		2017 (proj)



				23		2018 (proj)

		Renewal		24		2019 (proj)

				25		2020 (proj)

				26		2021 (proj)
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July 2016 Notes/Updates: 
- Historical expenditures reflect C-Report amounts
- Adjustment for College Student (CS) expenditures in cells H23 - H27 (dollars removed to eliminate doublecount)  
 

See Exhibit 8 for ESI 2014 and later
See Exhibit 17 for IP 2014 and later




Dec17-Exh8-NDWA_ESI_2014

		SOONERCARE BUDGET NEUTRALITY 

		HISTORICAL AND PROJECTED MEMBER MONTHS AND EXPENDITURES - BY MEG



		NON-DISABLED WORKING ADULTS MEG - ESI PROJECTIONS 

				 

										Budget Neutrality Limit				Actual/Projected Expenditures

				DY		CY		Member Months		PMPM		Aggregate		PMPM		Aggregate		Savings/          (Deficit)		Cumulative Savings/     (Deficit)						 

		Historical  		1		1996																				 

				2		1997

				3		1998

				4		1999

				5		2000

				6		2001

				7		2002

				8		2003

				9		2004

				10		2005

				11		2006

				12		2007

				13		2008

				14		2009

				15		2010

				16		2011

				17		2012

				18		2013

				19		2014		273,146						$   72.50		$   19,802,018		$   (19,802,018)		$   (379,039,071)

				20		2015		158,543						$   277.93		$   44,063,972		$   (44,063,972)		$   (423,103,043)

		Current		21		2016		172,683						$   299.92		$   51,791,347		$   (51,791,347)		$   (474,894,390)

				22		2017 (proj)		185,206						$   313.12		$   57,991,356		$   (57,991,356)		$   (532,885,746)



				23		2018 (proj)		198,637						$   326.90		$   64,933,576		$   (64,933,576)		$   (597,819,322)

		Renewal		24		2019 (proj)		213,043						$   341.28		$   72,706,858		$   (72,706,858)		$   (670,526,180)

				25		2020 (proj)		228,492						$   356.29		$   81,410,690		$   (81,410,690)		$   (751,936,870)

				26		2021 (proj)		245,063						$   371.97		$   91,156,469		$   (91,156,469)		$   (843,093,339)
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July 2016 Notes/Updates:
- 2014 expenditure data includes C-report adjustments in order to align with C-report values, resulting in a  low PMPM value for that year. PMPM trending is  based on OMB rate for TANF-U and is unaffected by inclusion of the adjusted data 



Dec17-Exh9-WDA_All_2013

		SOONERCARE BUDGET NEUTRALITY 

		HISTORICAL AND PROJECTED MEMBER MONTHS AND EXPENDITURES - BY MEG



		WORKING DISABLED ADULTS MEG - ESI & IP

				 

										Budget Neutrality Limit				Actual/Projected Expenditures

				DY		CY		Member Months		PMPM		Aggregate		PMPM		Aggregate		Savings/          (Deficit)		Cumulative Savings/     (Deficit)

		Historical  		1		1996

				2		1997

				3		1998

				4		1999

				5		2000

				6		2001

				7		2002

				8		2003

				9		2004

				10		2005		 						 				 		 

				11		2006		- 0						 		$   - 0		$   - 0		$   - 0

				12		2007		- 0

Andrew Cohen: WDA member months data not available prior to 2009
						 		$   24		$   (24)		$   (24)

				13		2008		- 0

Andrew Cohen: WDA member months data not available prior to 2009
						 		$   34,024		$   (34,024)		$   (34,048)

				14		2009		110						$   1,175.11		$   129,262		$   (129,262)		$   (163,310)

				15		2010		90						$   1,517.03		$   136,533		$   (136,533)		$   (299,843)

				16		2011		114						$   907.56		$   103,462		$   (103,462)		$   (403,305)

				17		2012		66						$   1,429.38		$   94,339		$   (94,339)		$   (497,644)

				18		2013		42						$   1,243.31		$   52,219		$   (52,219)		$   (549,863)

				19		2014

				20		2015

		Current		21		2016

				22		2017 (proj)



				23		2018 (proj)

		Renewal		24		2019 (proj)

				25		2020 (proj)

				26		2021 (proj)
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See Exhibit 10 for ESI 2014 and later
See Exhibit 18 for IP 2014 and later


July 2016 Notes/Updates: 
- Historical expenditures reflect C-Report amounts 
 



Dec17-Exh10-WDA_ESI_2014

																								 

		SOONERCARE BUDGET NEUTRALITY 

		HISTORICAL AND PROJECTED MEMBER MONTHS AND EXPENDITURES - BY MEG



		WORKING DISABLED ADULTS MEG - ESI PROJECTIONS

				 

										Budget Neutrality Limit				Actual/Projected Expenditures

				DY		CY		Member Months		PMPM		Aggregate		PMPM		Aggregate		Savings/          (Deficit)		Cumulative Savings/     (Deficit)

		Historical  		1		1996

				2		1997

				3		1998

				4		1999

				5		2000

				6		2001

				7		2002

				8		2003

				9		2004

				10		2005

				11		2006

				12		2007

				13		2008

				14		2009

				15		2010

				16		2011

				17		2012

				18		2013

				19		2014

				20		2015		- 0						$   - 0		$   - 0		$   - 0		$   - 0

		Current		21		2016		- 0						$   - 0		$   - 0		$   - 0		$   - 0

				22		2017 (proj)		- 0						$   - 0		$   - 0		$   - 0		$   - 0



				23		2018 (proj)		- 0						$   - 0		$   - 0		$   - 0		$   - 0

		Renewal		24		2019 (proj)		- 0						$   - 0		$   - 0		$   - 0		$   - 0

				25		2020 (proj)		- 0						$   - 0		$   - 0		$   - 0		$   - 0

				26		2021 (proj)		- 0						$   - 0		$   - 0		$   - 0		$   - 0
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July 2016 Notes/Updates:
- Historical WDA enrollment has been exclusively in the IP MEG; cumulative saving/deficit amounts therefore are depicted in the WDA IP MEG
- The OHCA continues to project no enrollment in this MEG for 2016 - 2018 and has requested that it be removed (continuing to show pending CMS approval)

  



Dec17-Exh11-TEFRA

		SOONERCARE BUDGET NEUTRALITY 

		HISTORICAL AND PROJECTED MEMBER MONTHS AND EXPENDITURES - BY MEG



		TEFRA CHILDREN MEG																		 

				 

										Budget Neutrality Limit				Actual/Projected Expenditures

				DY		CY		Member Months		PMPM		Aggregate		PMPM		Aggregate		Savings/          (Deficit)		Cumulative Savings/     (Deficit)

		Historical  		1		1996

				2		1997

				3		1998

				4		1999

				5		2000

				6		2001

				7		2002

				8		2003

				9		2004

				10		2005										$   5,427		$   (5,427)		$   (5,427)

				11		2006		931						$   943.85		$   878,723		$   (878,723)		$   (884,150)

				12		2007		1,813						$   1,055.94		$   1,914,413		$   (1,914,413)		$   (2,798,563)

				13		2008		2,515						$   914.81		$   2,300,738		$   (2,300,738)		$   (5,099,301)

				14		2009		3,299						$   1,393.11		$   4,595,873		$   (4,595,873)		$   (9,695,174)

				15		2010		4,018						$   1,128.02		$   4,532,385		$   (4,532,385)		$   (14,227,559)

				16		2011		4,514						$   1,007.97		$   4,549,994		$   (4,549,994)		$   (18,777,553)

				17		2012		4,978						$   1,209.69		$   6,021,818		$   (6,021,818)		$   (24,799,371)

				18		2013		5,326						$   1,038.85		$   5,532,926		$   (5,532,926)		$   (30,332,297)

				19		2014		6,148						$   1,018.70		$   6,262,962		$   (6,262,962)		$   (36,595,259)

				20		2015		6,771						$   886.04		$   5,999,400		$   (5,999,400)		$   (42,594,659)

		Current		21		2016		7,149						$   716.07		$   5,119,171		$   (5,119,171)		$   (47,713,830)

				22		2017 (proj)		7,870						$   746.14		$   5,871,827		$   (5,871,827)		$   (53,585,657)



				23		2018 (proj)		8,663						$   777.48		$   6,735,144		$   (6,735,144)		$   (60,320,801)

		Renewal		24		2019 (proj)		9,536						$   810.14		$   7,725,391		$   (7,725,391)		$   (68,046,192)

				25		2020 (proj)		10,497						$   844.16		$   8,861,232		$   (8,861,232)		$   (76,907,424)

				26		2021 (proj)		11,555						$   879.62		$   10,164,071		$   (10,164,071)		$   (87,071,495)
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May - Dec 2017 Notes/Updates: 
 - Historical expenditures reflect C-Report amounts



Dec17-Exh12-College_All_2013

		SOONERCARE BUDGET NEUTRALITY 

		HISTORICAL AND PROJECTED MEMBER MONTHS AND EXPENDITURES - BY MEG



		FULL TIME COLLEGE STUDENT MEG - ESI & IP

				 

										Budget Neutrality Limit				Actual/Projected Expenditures

				DY		CY		Member Months		PMPM		Aggregate		PMPM		Aggregate		Savings/          (Deficit)		Cumulative Savings/     (Deficit)

		Historical  		1		1996

				2		1997

				3		1998

				4		1999

				5		2000

				6		2001

				7		2002

				8		2003

				9		2004

				10		2005

				11		2006

				12		2007

				13		2008

				14		2009		873						$   65.14		$   56,867		$   (56,867)		$   (56,867)

				15		2010		3,972						$   150.85		$   599,168		$   (599,168)		$   (656,035)

				16		2011		5,493						$   147.65		$   811,060		$   (811,060)		$   (1,467,095)

				17		2012		6,724						$   162.45		$   1,092,335		$   (1,092,335)		$   (2,559,430)

				18		2013		5,630						$   191.36		$   1,077,362		$   (1,077,362)		$   (3,636,792)

				19		2014

				20		2015

		Current		21		2016

				22		2017 (proj)



				23		2018 (proj)

		Renewal		24		2019 (proj)

				25		2020 (proj)

				26		2021 (proj)
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See Exhibit 13 for ESI 2014 and later
See Exhibit 19 for IP 2014 and later


July 2016 Notes/Updates: 
- Historical expenditures reflect C-Report amounts
 



Dec7-Exh13-College_ESI_2014

		SOONERCARE BUDGET NEUTRALITY 

		HISTORICAL AND PROJECTED MEMBER MONTHS AND EXPENDITURES - BY MEG



		FULL TIME COLLEGE STUDENT MEG - ESI PROJECTIONS

				 

										Budget Neutrality Limit				Actual/Projected Expenditures

				DY		CY		Member Months		PMPM		Aggregate		PMPM		Aggregate		Savings/          (Deficit)		Cumulative Savings/     (Deficit)

		Historical  		1		1996

				2		1997

				3		1998

				4		1999

				5		2000

				6		2001

				7		2002

				8		2003

				9		2004

				10		2005

				11		2006

				12		2007																		 

				13		2008

				14		2009

				15		2010

				16		2011

				17		2012

				18		2013

				19		2014		3,182						$   74.14		$   235,903		$   (235,903)		$   (1,853,302)

				20		2015		1,217						$   251.98		$   306,659		$   (306,659)		$   (2,159,961)

		Current		21		2016		1,450						$   239.71		$   347,579		$   (347,579)		$   (2,507,540)

				22		2017 (proj)		1,511						$   250.26		$   378,104		$   (378,104)		$   (2,885,645)



				23		2018 (proj)		1,574						$   261.27		$   411,311		$   (411,311)		$   (3,296,955)

		Extension		24		2019 (proj)		1,640						$   272.76		$   447,433		$   (447,433)		$   (3,744,389)

				25		2020 (proj)		1,709						$   284.77		$   486,728		$   (486,728)		$   (4,231,117)

				26		2021 (proj)		1,781						$   297.30		$   529,474		$   (529,474)		$   (4,760,591)
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July 2016 Notes/Updates:  
- Historical expenditures reflect C-Report amounts 
 



Dec17-Exh14-Foster_ESI

		SOONERCARE BUDGET NEUTRALITY 

		HISTORICAL AND PROJECTED MEMBER MONTHS AND EXPENDITURES - BY MEG



		FOSTER PARENT MEG - ESI PROJECTIONS

				 

										Budget Neutrality Limit				Actual/Projected Expenditures

				DY		CY		Member Months		PMPM		Aggregate		PMPM		Aggregate		Savings/          (Deficit)		Cumulative Savings/     (Deficit)

		Historical  		1		1996

				2		1997

				3		1998

				4		1999

				5		2000

				6		2001

				7		2002

				8		2003

				9		2004

				10		2005

				11		2006

				12		2007

				13		2008

				14		2009

				15		2010

				16		2011

				17		2012

				18		2013

				19		2014

				20		2015

		Current		21		2016

				22		2017 (proj)



				23		2018 (proj)

		Renewal		24		2019 (proj)

				25		2020 (proj)

				26		2021 (proj)
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July 2016 Notes/Updates:
- The OHCA projects no enrollment in this MEG for 2016 - 2018
 

  



Dec17-Exh15_NonProfit_ESI

		SOONERCARE BUDGET NEUTRALITY 

		HISTORICAL AND PROJECTED MEMBER MONTHS AND EXPENDITURES - BY MEG



		EMPLOYEES OF NON-PROFIT ORGANIZATIONS MEG - ESI PROJECTIONS

				 

										Budget Neutrality Limit				Actual/Projected Expenditures

				DY		CY		Member Months		PMPM		Aggregate		PMPM		Aggregate		Savings/          (Deficit)		Cumulative Savings/     (Deficit)

		Historical  		1		1996

				2		1997

				3		1998

				4		1999

				5		2000

				6		2001

				7		2002

				8		2003

				9		2004

				10		2005

				11		2006

				12		2007

				13		2008

				14		2009

				15		2010

				16		2011

				17		2012

				18		2013

				19		2014

				20		2015

		Current		21		2016

				22		2017 (proj)



				23		2018 (proj)

		Renewal		24		2019 (proj)

				25		2020 (proj)

				26		2021 (proj)
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July 2016 Notes/Updates:
- The OHCA projects no enrollment in this MEG for 2016 - 2018
 

  



Dec17-Exh16-SCI

		SOONERCARE BUDGET NEUTRALITY 

		HISTORICAL AND PROJECTED MEMBER MONTHS AND EXPENDITURES - BY MEG



		SPONSOR'S CHOICE INSURANCE PROJECTIONS

				 

										Budget Neutrality Limit				Actual/Projected Expenditures

				DY		CY		Member Months		PMPM		Aggregate		PMPM		Aggregate		Savings/          (Deficit)		Cumulative Savings/     (Deficit)						 

		Historical  		1		1996																				 

				2		1997

				3		1998

				4		1999

				5		2000

				6		2001

				7		2002

				8		2003

				9		2004

				10		2005

				11		2006

				12		2007

				13		2008

				14		2009

				15		2010

				16		2011

				17		2012

				18		2013

				19		2014		 

				20		2015		 

		Current		21		2016

				22		2017 (proj)				 



				23		2018 (proj)

		Renewal		24		2019 (proj)		65,000						$   341.28		$   22,183,112		$   (22,183,112)		$   (22,183,112)

				25		2020 (proj)		380,000						$   356.29		$   135,392,065		$   (135,392,065)		$   (157,575,177)

				26		2021 (proj)		600,000						$   371.97		$   223,183,131		$   (223,183,131)		$   (380,758,308)
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May-Dec 2017Notes/Updates:
- Member month projections assume enrollment will reach 10,000 members in December 2019 and 50,000 members in December 2020; enrollment will remain at 50,000 in 2021 
- PMPM projections set equal to NDWA-ESI MEG 



Dec17-Exh17-NDWA_IP_2014

		SOONERCARE BUDGET NEUTRALITY 

		HISTORICAL AND PROJECTED MEMBER MONTHS AND EXPENDITURES - BY MEG



		NON-DISABLED WORKING ADULTS MEG - IP PROJECTIONS

				 

										Budget Neutrality Limit				Actual/Projected Expenditures

				DY		CY		Member Months		PMPM		Aggregate		PMPM		Aggregate		Savings/          (Deficit)		Cumulative Savings/     (Deficit)

		Historical  		1		1996

				2		1997

				3		1998

				4		1999

				5		2000

				6		2001

				7		2002

				8		2003

				9		2004

				10		2005

				11		2006

				12		2007

				13		2008

				14		2009

				15		2010

				16		2011

				17		2012

				18		2013

				19		2014		12,712						$   4,478.15		$   56,926,254		$   (56,926,254)		$   (287,463,861)

				20		2015		48,088						$   588.04		$   28,277,714		$   (28,277,714)		$   (315,741,575)

		Current		21		2016		50,320						$   543.92		$   27,370,205		$   (27,370,205)		$   (343,111,780)

				22		2017 (proj)		52,620						$   567.86		$   29,880,528		$   (29,880,528)		$   (372,992,308)



				23		2018 (proj)		55,025						$   592.84		$   32,621,091		$   (32,621,091)		$   (405,613,399)

		Renewal		24		2019 (proj)		57,540						$   618.93		$   35,613,012		$   (35,613,012)		$   (441,226,411)

				25		2020 (proj)		60,170						$   646.16		$   38,879,343		$   (38,879,343)		$   (480,105,754)

				26		2021 (proj)		62,920						$   674.59		$   42,445,254		$   (42,445,254)		$   (522,551,008)
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July 2016 Notes/Updates:
- 2014 expenditure data includes C-report adjustments in order to align with C-report values, resulting in a high PMPM value. PMPM trending is  based on OMB rate for TANF-U and is unaffected by inclusion of the adjusted data

  



Dec17-Exh18-WDA_IP_2014

		SOONERCARE BUDGET NEUTRALITY 

		HISTORICAL AND PROJECTED MEMBER MONTHS AND EXPENDITURES - BY MEG



		WORKING DISABLED ADULTS MEG - IP PROJECTIONS

				 

										Budget Neutrality Limit				Actual/Projected Expenditures

				DY		CY		Member Months		PMPM		Aggregate		PMPM		Aggregate		Savings/          (Deficit)		Cumulative Savings/     (Deficit)

		Historical  		1		1996

				2		1997

				3		1998

				4		1999

				5		2000

				6		2001

				7		2002

				8		2003

				9		2004

				10		2005

				11		2006

				12		2007

				13		2008

				14		2009

				15		2010

				16		2011

				17		2012

				18		2013

				19		2014		4						$   1,560.75		$   6,243		$   (6,243)		$   (556,106)

				20		2015		11						$   4,187.27		$   46,060		$   (46,060)		$   (602,166)

		Current		21		2016		- 0						$   4,363.14		$   17,555		$   (17,555)		$   (619,721)

				22		2017 (proj)		- 0						$   4,546.39		$   - 0		$   - 0		$   (619,721)



				23		2018 (proj)		- 0						$   4,737.34		$   - 0		$   - 0		$   (619,721)

		Renewal		24		2019 (proj)		- 0						$   4,936.31		$   - 0		$   - 0		$   (619,721)

				25		2020 (proj)		- 0						$   5,143.63		$   - 0		$   - 0		$   (619,721)

				26		2021 (proj)		- 0						$   5,359.66		$   - 0		$   - 0		$   (619,721)
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May - Dec 2017 Notes/Updates: 
-The OHCA projects no further in enrollment in this MEG for 2016 - 2018 
- Historical WDA enrollment has been exclusively in the IP MEG; cumulative saving/deficit amounts therefore are depicted below  

  



Dec17-Exh19-College_IP_2014

																								 

		SOONERCARE BUDGET NEUTRALITY 

		HISTORICAL AND PROJECTED MEMBER MONTHS AND EXPENDITURES - BY MEG



		FULL TIME COLLEGE STUDENT MEG - IP PROJECTIONS

				 

										Budget Neutrality Limit				Actual/Projected Expenditures

				DY		CY		Member Months		PMPM		Aggregate		PMPM		Aggregate		Savings/          (Deficit)		Cumulative Savings/     (Deficit)

		Historical  		1		1996

				2		1997

				3		1998

				4		1999

				5		2000

				6		2001

				7		2002

				8		2003

				9		2004

				10		2005

				11		2006

				12		2007

				13		2008

				14		2009

				15		2010

				16		2011

				17		2012

				18		2013

				19		2014		1						$   293,200.00		$   293,200		$   (293,200)		$   (2,312,593)

				20		2015		2,126						$   180.09		$   382,877		$   (382,877)		$   (2,695,470)

		Current		21		2016		2,303						$   180.93		$   416,689		$   (416,689)		$   (3,112,159)

				22		2017 (proj)		2,367						$   188.89		$   447,143		$   (447,143)		$   (3,559,302)



				23		2018 (proj)		2,433						$   197.21		$   479,823		$   (479,823)		$   (4,039,125)

		Renewal		24		2019 (proj)		2,501						$   205.88		$   514,892		$   (514,892)		$   (4,554,017)

				25		2020 (proj)		2,571						$   214.94		$   552,523		$   (552,523)		$   (5,106,541)

				26		2021 (proj)		2,642						$   224.40		$   592,905		$   (592,905)		$   (5,699,446)
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July 2016 Notes/Updates:  
- Historical expenditures reflect C-Report amounts 
- One member month entered for 2014 to prevent refference cell errors
 



Dec17-Exh20-Foster_IP

		SOONERCARE BUDGET NEUTRALITY 

		HISTORICAL AND PROJECTED MEMBER MONTHS AND EXPENDITURES - BY MEG



		FOSTER PARENT MEG - IP PROJECTIONS

				 

										Budget Neutrality Limit				Actual/Projected Expenditures

				DY		CY		Member Months		PMPM		Aggregate		PMPM		Aggregate		Savings/          (Deficit)		Cumulative Savings/     (Deficit)

		Historical  		1		1996

				2		1997

				3		1998

				4		1999

				5		2000

				6		2001

				7		2002

				8		2003

				9		2004

				10		2005

				11		2006

				12		2007

				13		2008

				14		2009

				15		2010

				16		2011

				17		2012

				18		2013

				19		2014

				20		2015

		Current		21		2016

				22		2017 (proj)



				23		2018 (proj)

		Renewal		24		2019 (proj)

				25		2020 (proj)

				26		2021 (proj)
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July 2016 Notes/Updates:
- The OHCA projects no enrollment in this MEG for 2016 - 2018
 

  



Dec2017-Exh21-NonProfit_IP

		SOONERCARE BUDGET NEUTRALITY 

		HISTORICAL AND PROJECTED MEMBER MONTHS AND EXPENDITURES - BY MEG



		EMPLOYEES OF  NON-PROFIT ORGANIZATIONS MEG - IP PROJECTIONS

				 

										Budget Neutrality Limit				Actual/Projected Expenditures

				DY		CY		Member Months		PMPM		Aggregate		PMPM		Aggregate		Savings/          (Deficit)		Cumulative Savings/     (Deficit)

		Historical  		1		1996

				2		1997

				3		1998

				4		1999

				5		2000

				6		2001

				7		2002

				8		2003

				9		2004

				10		2005

				11		2006

				12		2007

				13		2008

				14		2009

				15		2010

				16		2011

				17		2012

				18		2013

				19		2014

				20		2015

		Current		21		2016

				22		2017 (proj)



				23		2018 (proj)

		Renewal		24		2019 (proj)

				25		2020 (proj)

				26		2021 (proj)
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July 2016 Notes/Updates:
- The OHCA projects no enrollment in this MEG for 2016 - 2018
 

  



Dec17-Exh22-HAN

		SOONERCARE BUDGET NEUTRALITY 

		HISTORICAL AND PROJECTED MEMBER MONTHS AND EXPENDITURES - BY MEG



		HAN MEG

				 

										Budget Neutrality Limit				Actual/Projected Expenditures

				DY		CY		Client Months		PMPM		Aggregate		PMPM		Aggregate		Savings/          (Deficit)		Cumulative Savings/     (Deficit)

		Historical  		1		1996

				2		1997

				3		1998

				4		1999

				5		2000

				6		2001

				7		2002

				8		2003

				9		2004

				10		2005

				11		2006

				12		2007

				13		2008

				14		2009		 						 		 		 		 

				15		2010 (6 mos)		149,104						$   5.00		$   745,520		$   (745,520)		$   (745,520)

				16		2011		428,898						$   5.00		$   2,144,490		$   (2,144,490)		$   (2,890,010)

				17		2012		542,657						$   5.00		$   2,713,285		$   (2,713,285)		$   (5,603,295)

				18		2013		1,010,286						$   5.00		$   5,051,430		$   (5,051,430)		$   (10,654,725)

				19		2014		1,396,342						$   5.00		$   6,981,710		$   (6,981,710)		$   (17,636,435)

				20		2015		1,426,788						$   5.00		$   7,133,940		$   (7,133,940)		$   (24,770,375)

		Current		21		2016		1,363,486						$   5.00		$   6,817,430		$   (6,817,430)		$   (31,587,805)

				22		2017 (proj)		1,406,944						$   5.00		$   7,034,719		$   (7,034,719)		$   (38,622,524)



				23		2018 (proj)		1,451,787						$   5.00		$   7,258,934		$   (7,258,934)		$   (45,881,458)

		Renewal		24		2019 (proj)		1,498,059						$   5.00		$   7,490,295		$   (7,490,295)		$   (53,371,753)

				25		2020 (proj)		1,545,806						$   5.00		$   7,729,030		$   (7,729,030)		$   (61,100,783)

				26		2021 (proj)		1,595,075						$   5.00		$   7,975,374		$   (7,975,374)		$   (69,076,158)
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July 2016 Notes/Updates:  
- Historical expenditures reflect C-Report amounts
- Member months trended at TANF-U growth rate   



Dec17-Exh23-HMP

		SOONERCARE BUDGET NEUTRALITY 



		HEALTH MANAGEMENT PROGRAM (HMP) EXPENDITURES - DISTRIBUTION BY MEG





				 

								Traditional MEG Client Months										HMP Expenditures (Prorated across MEGs based on Client Months)										 

				DY		CY		TANF-U		TANF-R		ABD-U		ABD-R		Total Client Months		TANF-U		TANF-R		ABD-U		ABD-R		Total Expenditures

		Historical  		1		1996																										 

				2		1997

				3		1998

				4		1999

				5		2000

				6		2001

				7		2002

				8		2003

				9		2004

				10		2005

				11		2006

				12		2007

				13		2008

				14		2009												 

				15		2010

				16		2011

				17		2012

				18		2013		3,741,817		2,618,683		360,205		290,965		7,011,670		$   3,118,501		$   2,182,460		$   300,202		$   242,496		$   5,843,658

				19		2014		4,001,208		2,745,120		365,630		291,806		7,403,764		$   8,334,149		$   5,717,833		$   761,574		$   607,805		$   15,421,361

				20		2015		4,101,736		2,807,836		362,810		287,250		7,559,632		$   3,959,816		$   2,710,685		$   350,257		$   277,311		$   7,298,068

		Current		21		2016		4,023,592		2,721,130		373,088		278,503		7,396,313		$   5,621,545		$   3,801,816		$   521,258		$   389,109		$   10,333,729

				22		2017 (proj)		4,151,834		2,773,076		381,326		278,571		7,584,807		$   5,826,259		$   3,891,450		$   535,113		$   390,919		$   10,643,741

				23		2018 (proj)		4,284,164		2,826,013		389,745		278,640		7,778,562		$   6,038,072		$   3,982,964		$   549,305		$   392,713		$   10,963,053



		Renewal		24		2019 (proj)		4,420,711		2,879,961		398,351		278,708		7,977,731		$   6,257,221		$   4,076,392		$   563,839		$   394,493		$   11,291,945

				25		2020 (proj)		4,561,611		2,934,939		407,146		278,777		8,182,473		$   6,483,950		$   4,171,771		$   578,725		$   396,258		$   11,630,703

				26		2021 (proj)		4,707,001		2,990,966		416,136		278,845		8,392,948		$   6,718,510		$   4,269,137		$   593,969		$   398,008		$   11,979,624













&8 	&A 	


July 2016 Notes/Updates:
- Medical match claiming for all HMP contract expenditures began in January 2013
- 2014 expenditure data includes C-Report adjustments in order to align with C-report data, resulting in a larger than historical value in cell M28
- Expenditures trended at 3 percent rate (corresponds to current contract)
- Expenditures distributed across traditional MEGs based on client months (HMP participants are drawn from all four MEGs)
- Expenditures are included within aggregate waiver expenditure amounts on traditional MEG worksheets
  



Dec17-Exh24-ALL RB SavLim

		SOONERCARE BUDGET NEUTRALITY 

		HISTORICAL AND PROJECTED MEMBER MONTHS AND EXPENDITURES - BY MEG



		SOONERCARE CHOICE - AGGREGATE (ALL MEGS)

				 

										Budget Neutrality Limit				Actual/Projected Expenditures

				DY		CY		Member Months		PMPM		Aggregate		PMPM		Aggregate		Savings/          (Deficit)		Cumulative Savings/     (Deficit)

		Historical  		1		1996		2,337,532		$   122.41		$   286,138,649		$   170.69		$   398,999,423		$   (112,860,774)		$   (112,860,774)

				2		1997		2,282,744		$   130.39		$   297,656,008		$   134.54		$   307,126,525		$   (9,470,517)		$   (122,331,291)

				3		1998		2,550,505		$   138.92		$   354,305,243		$   106.62		$   271,927,279		$   82,377,964		$   (39,953,328)

				4		1999		3,201,226		$   168.75		$   540,219,561		$   144.65		$   463,050,620		$   77,168,941		$   37,215,613

				5		2000		3,496,982		$   197.53		$   690,771,669		$   171.75		$   600,600,099		$   90,171,570		$   127,387,183

				6		2001		4,513,310		$   217.40		$   981,193,992		$   129.19		$   583,054,043		$   398,139,949		$   525,527,133

				7		2002		4,823,829		$   231.19		$   1,115,204,678		$   176.23		$   850,117,611		$   265,087,067		$   790,614,200

				8		2003		4,716,758		$   230.58		$   1,087,577,307		$   194.45		$   917,157,855		$   170,419,452		$   961,033,652

				9		2004		4,886,804		$   245.50		$   1,199,726,867		$   181.28		$   885,888,955		$   313,837,912		$   1,274,871,564

				10		2005		5,038,078		$   261.38		$   1,316,858,944		$   222.43		$   1,120,637,046		$   196,221,898		$   1,471,093,461

				11		2006		5,180,782		$   277.35		$   1,436,908,230		$   264.24		$   1,368,966,665		$   67,941,565		$   1,539,035,027

				12		2007		5,451,378		$   290.31		$   1,582,588,944		$   271.96		$   1,482,534,451		$   100,054,493		$   1,639,089,520

				13		2008		5,386,004		$   308.25		$   1,660,247,275		$   300.79		$   1,620,046,448		$   40,200,827		$   1,679,290,347

				14		2009		5,839,782		$   322.59		$   1,883,853,423		$   321.58		$   1,877,931,749		$   5,921,674		$   1,685,212,021

				15		2010		6,367,794		$   338.40		$   2,154,888,798		$   313.40		$   1,995,690,240		$   159,198,558		$   1,844,410,579

				16		2011		6,420,012		$   357.88		$   2,297,585,380		$   329.93		$   2,118,136,761		$   179,448,619		$   2,023,859,198

				17		2012		6,819,943		$   372.95		$   2,543,464,833		$   326.38		$   2,225,879,926		$   317,584,907		$   2,341,444,105

				18		2013		7,011,670		$   389.11		$   2,728,288,274		$   330.47		$   2,317,146,568		$   411,141,706		$   411,141,706

				19		2014		7,403,764		$   403.10		$   2,984,482,165		$   318.02		$   2,354,558,548		$   629,923,617		$   1,041,065,323

				20		2015		7,559,632		$   418.55		$   3,164,084,569		$   311.71		$   2,356,422,360		$   807,662,209		$   1,848,727,532

		Current		21		2016		7,396,313		$   438.84		$   3,245,774,200		$   307.24		$   2,272,411,725		$   973,362,475		$   2,822,090,007

				22		2017 (proj)		7,584,807		$   457.14		$   3,467,313,582		$   315.86		$   2,395,759,259		$   1,071,554,323		$   3,893,644,330		 



				23		2018 (proj)		7,778,562		$   319.48		$   2,485,131,142		$   317.85		$   2,472,451,984		$   12,679,158		$   3,906,323,488

		Extension		24		2019 (proj)		7,977,731		$   332.50		$   2,652,575,315		$   335.44		$   2,676,062,411		$   (23,487,096)		$   3,900,451,714

				25		2020 (proj)		8,182,473		$   346.06		$   2,831,611,412		$   363.21		$   2,971,988,927		$   (140,377,515)		$   3,865,357,335

				26		2021 (proj)		8,392,948		$   360.19		$   3,023,058,440		$   387.91		$   3,255,674,253		$   (232,615,813)		$   3,807,203,382
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July 2016 Notes/Updates:  
- Member months are for traditional MEGs only (used to calculate budget neutrality limit)

May - Dec 2017 Notes/Updates
- 2018 - 2021 projections reflect rebasing of budget neutrality PMPM and five-year savings look back. Rebase calculations are included within the traditional MEG tabs. Look back calculation is performed by resetting cumulative savings in cell J27 so as to disregard savings prior to that year
- 2019 - 2021 cumulative savings projections incorporate 25 percent limit on annual savings/(deficit) incurred each year
 
  



SUPPORTING

		(DIVIDER TAB - NO DATA)





IOK_ESI_IP

		SOONERCARE BUDGET NEUTRALITY 

		DOCUMENTATION OF IOK 2014 ENROLLMENT - ESI and IP 

																																																																																				Allocation of Cumulative Expenditures through 2013

						Jan-14		Feb-14		Mar-14		Apr-14		May-14		Jun-14		Jul-14		Aug-14		Sep-14		Oct-14		Nov-14		Dec-14		Jan-15		Feb-15		Mar-15		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16		Apr-16		May-16		Jun-16		Jul-16		Aug-16		Sep-16		Oct-16		Nov-16		Dec-16				Annual MM Trend				Dollars		Percent

		NDWA

				ESI		14,363		14,687		14,633		14,043		13,749		13,623		13,086		12,831		12,672		12,604		12,659		12,784		13,167		13,403		13,386		13,434		13,428		13,198		13,067		12,993		13,025		13,417		14,161		13,263		15,171		15,169		14,842		12,223		13,263		13,878		14,403		14,513		14,459		14,728		15,052		15,146				7.25%				$   44,063,972		60.9%				 

				IP		4,788		4,668		4,655		4,782		4,747		4,563		4,622		4,503		4,378		4,346		4,390		4,355		4,278		4,266		4,168		4,220		4,210		4,149		3,991		3,883		3,814		3,742		3,702		3,564		3,745		3,820		3,872		3,908		3,854		3,994		4,295		4,304		4,402		4,468		4,523		4,678				4.57%				$   28,277,714		39.1%

				Total		19,151		19,355		19,288		18,825		18,496		18,186		17,708		17,334		17,050		16,950		17,049		17,139		17,445		17,669		17,554		17,654		17,638		17,347		17,058		16,876		16,839		17,159		17,863		16,827		18,916		18,989		18,714		16,131		17,117		17,872		18,698		18,817		18,861		19,196		19,575		19,824								$   72,341,686		100.0%



		College Students

				ESI		108		122		117		111		105		106		111		110		101		102		105		101		105		107		96		98		99		97		98		92		92		101		113		101		128		133		123		113		113		113		113		103		115		121		120		114				4.20%				$   306,659		44.5%

				IP		178		174		165		170		175		174		177		167		158		157		172		176		177		179		185		189		186		167		171		170		167		178		176		178		188		199		200		191		191		191		191		182		194		210		196		187				2.79%				$   382,877		55.5%

				Total		286		296		282		281		280		280		288		277		259		259		277		277		282		286		281		287		285		264		269		262		259		279		289		279		316		332		323		304		304		304		304		285		309		331		316		301								689,536		100.0%



																																												Totals		ESI		13,518		14,274		13,364		15,299		15,302		14,965		12,336		13,376		13,991		14,516		14,616		14,574		14,849		15,172		15,260

																																														IP		3,920		3,878		3,742		3,933		4,019		4,072		4,099		4,045		4,185		4,486		4,486		4,596		4,678		4,719		4,865



																																												Per Jan '16 Fast Facts		ESI		13,518		14,274		14,598				Per Aug'16 Fast Facts		14,965		12,336		13,376		13,991		14,516		14,616

																																														IP		3,920		3,878		3,846						4,072		4,099		4,045		4,185		4,367		4,486



																																												Diff		ESI		- 0		- 0		(1,234)

																																														IP		- 0		- 0		(104)

																						 																																														CY16 Member Months				Fast Facts		Schedule C		Diff

																																																																				NDWA

																																																																						ESI		172,847		172,683		(164)

																																																																						IP		49,863		50,320		457				Changed OHCA C Report AH16 from 1369 to 13669

																																																																						Total		222,710		223,003		293



																																																																				College Students

																																																																						ESI		1,409		1,450		41

																																																																						IP		2,320		2,303		(17)

																																																																						Total		3,729		3,753		24



July 2016 Notes/Updates: 
- IOK enrollment trend has been calculated based on annual percent change from January 2015 through December 2016, to take into account the opening of the program to employers 100 - 250 workers in size in 2015. Separate enrollment trends have been calculated for each IO MEG
- Cumulative expenditures for years prior to 2014 have been allocated to the ESI and IO MEGs based on share of expenditures in 2013 (last year prior to separate reporting by MEG) 
 
  May - Dec 2017 Notes/Updates
-Student data unavailabile for April - July 2016; midpoint for March and August used




OHCA_C-Report_2014-16

		SOONERCARE BUDGET NEUTRALITY 

		C-REPORT DATA FOR CY 2014 through CY 2016

		 

						FFY Q2-14				FFY Q3-14				FFY Q4-14				FFY Q1-15														FFY Q2-15				FFY Q3-15				FFY Q4-15				FFY Q1-16				Total								FFY Q2-16				FFY Q3-16				FFY Q4-16				FFY Q1-17

		 				Jan-Mar 2014		PQ Adj.		Apr-June 2014		PQ Adj.		July-Sept 2014		PQ Adj.		Oct-Dec 2014		PQ Adj.		PQ Adj. Q2-15		Total Calendar Yr 2014		Per Schedule C		Difference				Jan-Mar 2015		PQ Adj.		Apr-June		PQ Adj.		July-Sept		PQ Adj.		Oct-Dec		PQ Adj.		12 months 2015		Per Schedule C		Difference				Jan-Mar 2016		PQ Adj.		Apr-June 2016		PQ Adj.		July-Sept 2016		PQ Adj.		Oct-Dec 2016		PQ Adj.		Total Calendar Yr 2016		Per Schedule C		Difference

		TANF Urban-Member Months				993,809				975,405				1,006,431				1,025,563						4,001,208				 				1,025,563				1,032,864				1,034,531				1,008,778				4,101,736				 				994,863				987,987				1,010,027				1,030,715				4,023,592				 

		TANF Urban-Expenditures				255,153,405		- 0		234,454,607		965,390		211,246,918		684,232		237,847,705		1,811,197		1,052,810		$   943,216,263		$   943,216,259		$   (4)				210,088,405		- 0		294,503,825		77,871		232,621,629		(263,943)		247,041,204		(1,277,996)		$   982,790,995		$   982,790,999		$   4				221,356,820		(3,676,720)		250,636,282		(14,621,434)		253,065,209		(10,568,103)		246,546,306		10,131		$   942,748,491		$   942,748,494		$   3

		TANF Rural-Member Months				687,564				668,292				687,950				701,314						2,745,120								701,314				707,838				708,111				690,573				2,807,836								676,822				665,888				682,505				695,915				2,721,130

		TANF Rural-Expenditures				159,793,700		- 0		156,510,031		758,627		147,164,486		478,413		159,116,336		1,158,227		647,827		$   625,627,647		$   625,627,645		$   (2)				142,696,842		- 0		147,946,913		189,684		154,609,360		(942,752)		147,287,342		(2,440,081)		$   589,347,308		$   589,347,308		$   - 0				150,454,771		(4,151,735)		134,576,758		(12,331,090)		153,682,123		(7,514,840)		148,276,527		13,008		$   563,005,522		$   563,005,515		$   (7)

		ABD Urban-Member Months				91,344				91,570				91,839				90,877						365,630								90,877				90,503				90,333				91,097				362,810								91,666				93,707				93,937				93,778				373,088

		ABD Urban-Expenditures				90,366,327		- 0		100,153,415		196,655		94,266,493		146,035		100,036,584		197,608		(56,102)		$   385,307,015		$   385,307,013		$   (2)				89,343,585		- 0		102,046,078		22,474		104,240,332		128,791		99,326,257		(265,046)		$   394,842,471		$   394,842,469		$   (2)				100,256,259		(1,840,025)		90,864,347		(5,942,064)		102,327,981		1,906,124		97,334,448		15,076		$   384,922,146		$   384,922,145		$   (1)

		ABD Rural-Member Months				73,425				72,912				73,090				72,379						291,806								72,379				71,826				71,442				71,603				287,250								71,790				69,048				68,853				68,812				278,503

		ABD Rural-Expenditures				71,446,936		- 0		76,174,341		224,590		70,977,947		143,385		75,454,096		209,519		(152,834)		$   294,477,980		$   294,477,980		$   (0)				68,075,005		- 0		78,928,228		49,556		78,041,570		(2,484,125)		74,385,862		(1,063,201)		$   295,932,895		$   295,932,894		$   (1)				76,302,442		(875,940)		66,206,401		(31,956)		73,471,364		(5,435,824)		69,830,252		55,125		$   279,521,864		$   279,521,866		$   2

		IO ESI Non-disabled Working Adults- Member Months

Bev Reed: Bev Reed:
Andy prorates for 2014.				80,316				78,314				75,263				39,253						273,146								39,253				39,312				38,425				41,553				158,543								45,182				39,417				43,383				44,701				172,683

		IO ESI Non-disabled Working Adults-Expenditures		5228		- 0		- 0		- 0				10,243,940		- 0		9,558,078						$   19,802,018		$   19,802,018		$   - 0				10,597,292				11,150,548				11,122,787				11,193,345				$   44,063,972		$   44,063,972		$   - 0				8,872,217				12,689,665				16,235,423				13,994,042				$   51,791,347		$   51,791,347		$   - 0

		IO IP Non-disabled Working Adults-Member Months				- 0				- 0				- 0				12,712						12,712								12,712				12,579				11,688				11,109				48,088								11,437				12,318				12,896				13,669				50,320

		IO IP Non-disabled Working Adults- Expenditures		5229		21,777,685		- 0		20,031,379		30,665		7,591,254		20,146		7,453,929		10,836		10,359		$   56,926,253		$   56,926,254		$   1				6,763,237		- 0		7,524,740		684		7,309,719		1,460		6,677,293		580		$   28,277,713		$   28,277,714		$   1				6,658,945		205		6,304,464		2,023		7,521,202		545		6,882,502		319		$   27,370,205		$   27,370,205		$   - 0

		TEFRA-Member Months				1,451				1,515				1,533				1,649						6,148								1,649				1,692				1,705				1,725				6,771								1,753				1,794				1,796				1,806				7,149

		TEFRA-Expenditures				1,482,747		- 0		1,497,022		1,191		1,593,667		8,040		1,677,327		1,914		1,058		$   6,262,966		$   6,262,962		$   (4)				1,317,574		- 0		1,686,136		8		2,367,692		1,035		1,387,485		(760,530)		$   5,999,400		$   5,999,400		$   - 0				1,483,960		(41,508)		1,288,562		(195,164)		1,461,688		(249,297)		1,370,523		406		$   5,119,170		$   5,119,171		$   1

		IO ESI College Students-Member Months

Bev Reed: Bev Reed:
Andy prorates for 2014 and 2015.				647				851				835				849						3,182								308				294				282				333				1,217								384				388				323				355				1,450

		IO ESI College Students-Expenditures				- 0		- 0		82,127				86,911		- 0		66,865						$   235,903		$   235,903		$   (0)				76,879				75,480				77,656				76,644				$   306,659		$   306,659		$   - 0				74,517				80,905				89,433				102,724				$   347,579		$   347,579		$   - 0

		IO IP College Students-Member Months				- 0				- 0				- 0										- 0								541				542				508				535				2,126								587				570				553				593				2,303

		IO IP College Students-Expenditures				- 0		- 0		103,192				103,265		322		86,064		194		163		$   293,200		$   293,200		$   (0)				93,942				96,372				103,685				88,878				$   382,877		$   382,877		$   - 0				107,735				74,280		18		148,632				85,224		800		$   416,689		$   416,689		$   - 0

		IO IP Working Disabled Adults-Member Months

Bev Reed: Bev Reed:
Andy prorates for 2014.		

Bev Reed: Bev Reed:
Andy prorates for 2014.				- 0				- 0				- 0				4		- 0				4								3				4				3				1				11								- 0				- 0												- 0

		IO IP Working Disabled Adults-Expenditures				1,162		- 0		3,431		579		651				415		- 0		5		$   6,243		$   6,243		$   0				621				13,337				20,093				12,009				$   46,060		$   46,060		$   - 0				16,767				656				- 0				132				$   17,555		$   17,555		$   - 0

		HAN Client Months				- 0				- 0				- 0										- 0																- 0				- 0				360,061																								- 0

		HAN Expenditures				1,790,515		- 0		1,731,585		- 0		1,719,790				1,739,820						$   6,981,710		$   6,981,710		$   - 0				1,867,940				3,262,272		- 0		1,678,515		(1,277,967)		1,603,180		- 0		$   7,133,940		$   7,133,940		$   - 0				1,527,540				1,547,370				1,638,720				2,103,800				$   6,817,430		$   6,817,430		$   - 0

		HMP Member Months				- 0				- 0				- 0										- 0																- 0				- 0				13,519																								- 0

		HMP Expenditures				- 0		- 0		1,659,948		10,952,618		548,217				2,260,578						$   15,421,362		$   15,421,361		$   (1)				1,277,967				1,863,344				2,068,833				2,087,924				$   7,298,068		$   7,298,068		$   - 0				2,904,340				1,681,964				4,069,403				1,678,022				$   10,333,729		$   10,333,729		$   - 0

																										- 0																		- 0																														- 0

		Total Expenditures				601,812,476				605,531,393				547,024,113				598,687,292				1,503,286		2,354,558,560		2,354,558,548						532,199,289				649,437,550				589,424,370				281,855				2,356,422,358		2,356,422,360						559,430,590				532,831,987				591,849,783				588,299,367				2,272,411,727		2,272,411,725

														 												(12)						- 0

																								 

						21,777,685.00				20,031,378.63														 
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I. OVERVIEW

The Oklahoma Health Care Authority (OHCA), Oklahoma’s single-state Medicaid agency,
administers the 1115(a) SoonerCare Choice Research and Demonstration waiver. The waiver is
currently in its twentieth year of operations and has been renewed by the Centers for Medicare
and Medicaid Services (CMS) seven times.

OHCA recently received CMS’s approval for the 2015 - 2016 demonstration extension period on
July 9, 2015, with the State acknowledging the approval of the renewal application and the
Special Terms and Conditions (STC) on August 6, 2015.

The State operates the SoonerCare Choice program as a means to address Oklahoman’s health
care needs by providing quality care, as well as increasing access to care. OHCA identifies five
objectives for the Choice demonstration in which to support program goals. The SoonerCare
Choice program objectives include:

e To improve access to preventive and primary care services;

e Increase the number of participating primary care providers, and overall primary care
capacity, in both urban and rural areas;

e To optimize quality of care through effective care management;

e To integrate Indian Health Service (IHS) qualified members and IHS and tribal providers
into the SoonerCare delivery system;

e To provide access to affordable health insurance for qualified low-income working
adults, their spouses and college students.

In accordance with section XIV of the STC, OHCA proposes this SoonerCare Choice Evaluation
Design for the 2015 - 2016 extension period to outline the hypotheses and reporting
methodologies the State will use to evaluate the demonstration as it relates to the program’s
objectives, as well as CMS’s Three-Part Aim.





I1. OVERVIEW OF SOONERCARE CHOICE PROGRAM

SoonerCare Choice

The SoonerCare Choice demonstration operates under a Primary Care Case Management
(PCCM) model in which the OHCA contracts directly with primary care providers throughout
the state who serve as Primary Care Medical Homes (PCMH) for SoonerCare Choice members.
PCMHs are paid monthly care coordination payments for each member on their panels.
Payments vary depending on the PCMH tier level services provided and the mix of adults and
children on the provider's panel. Providers may qualify for performance incentive payments
when certain quality improvement goals, defined by the State, are met. Aside from care
coordination, all other services provided in the medical home or by specialists, hospitals, or other
providers, are reimbursed on a fee-for-service basis.

The SoonerCare Choice demonstration serves children in mandatory state plan groups, pregnant
women and Aged, Blind and Disabled (ABD) members as well as, state plan populations
including 1931 low-income families, 1\VV-E foster care or adoption assistance children; the latter
with voluntary enrollment. In accordance with Senate Bill 741, OHCA serves individuals in need
of breast or cervical cancer treatment and children with disabilities in accordance with the Tax
Equity and Fiscal Responsibility Act of 1982 (TEFRA). The SoonerCare Choice program
currently serves approximately 540,000' members.

Insure Oklahoma Premium Assistance Program

The OHCA operates the Insure Oklahoma premium assistance program under the 1115(a)
SoonerCare Choice Research and Demonstration waiver. The Insure Oklahoma program
provides two avenues for individuals to receive premium assistance — the Employer Sponsored
Insurance (ESI) and the Individual Plan (IP) programs. Individuals in ESI enroll in an Insure
Oklahoma private health plan and pay up to 15 percent of the premium, with costs also divided
among the employee and the state and federal governments. Individuals in the IP program are
respons;ble for health plan premiums up to four percent of their monthly gross household
income*.

The Insure Oklahoma program serves non-disabled, low-income working adults, and their
spouses, who work for an employer with 250 or fewer employees; working disabled adults, and
their spouses (ages 19-64); foster parents, and their spouses; qualified employees of not-for-
profit businesses, and their spouses, who work for an employer with 500 or fewer employees;
full-time college students (ages 19-22); and (dependent children of parents in the Insure
Oklahoma program). The Insure Oklahoma program currently serves 13,518° individuals
enrolled in the ESI program and 3,920° individuals enrolled in the IP program for a total of
17,438 individuals.

! September 2015, SoonerCare Choice Fast Facts.

2 In accordance with Oklahoma Administrative Code 317:45-9-4 & 317:45-11-24, American Indians providing
documentation of ethnicity are exempt from premium payments.

® October 2015, Insure Oklahoma Fast Facts.





Health Access Networks (HANS)

OHCA has three health access network pilot programs under the 1115(a) SoonerCare Choice
Research and Demonstration waiver — the University of Oklahoma (OU) Sooner HAN, the
Partnership for a Healthy Canadian County (PHCC) HAN, and the Oklahoma State University
(OSU) Network HAN. Each HAN is a non-profit, administrative entity that works with affiliated
providers to coordinate and improve the quality of care provided to SoonerCare Choice
members. Health Access Networks receive a nominal $5 per member per month payment
(PMPM).

The HANs offer care management and care coordination to SoonerCare Choice members with
complex health care needs and co-manage individuals enrolled in the Health Management
Program. The HANSs also work to establish new initiatives to address complex medical, social
and behavioral health issues. An asthma specific protocol as defined by evidence based
guidelines, is one initiative that has been implemented by the HANS to assist members who have
uncontrolled asthma to move to controlled status. The OU Sooner HAN, the PHCC HAN and the
OSU HAN currently serves approximately 103,030* individuals, 3,380* individuals, and 13,112*
respectively.

Health Management Program (HMP)

The Health Management Program (HMP) is a statewide program under the 1115(a) SoonerCare
Choice Research and Demonstration waiver developed to manage SoonerCare Choice members
most at-risk for chronic disease and other adverse health care concerns. The program is
administered by the OHCA and is managed by a vendor obtained through competitive bid.

The SoonerCare HMP serves SoonerCare Choice beneficiaries ages 4 through 63 with chronic
illness who are at highest risk for adverse outcomes and increased health care expenditures. The
chronic illness for which the program provides care coordination includes, but is not limited to
asthma, chronic obstructive pulmonary disease, congestive heart failure, diabetes, and renal
disease.

The SoonerCare HMP program refocused their efforts after a process of examining the program
to see if the program could be enhanced to better benefit the members and the providers. They
moved from telephonic case management and decided to centralize the nurse care management
services in the physician practices. The new generation of HMP would work closely with the
practice staff to provide coaching services to members and practice facilitation to the providers.
The telephonic members were offered an opportunity to work on the Chronic Care Unit (CCU)
operated directly by the OHCA.

Through embedded health coaches into the Primary Care Practices (PCP) practices, the HMP
program is able to assist members to become more invested in their health outcomes and
improve self-management of chronic disease. Health coaches coordinate closely with the
providers on health-related goals, as well as allow providers to easily refer members to the health
coaches. With health coaches embedded in PCP practices more one-on-one care management is
possible.

* Oklahoma Medicaid Management Information System data as of October 2015.





In addition to embedded health coaches, the HMP program also incorporates Practice Facilitation
in each HMP participating practice. A Practice facilitator (PF) is assigned to each practice
participating in the program. Some of the essential functions and core components of the PFs
include; Practice Facilitator and Health Coach Integration, Foundation Intervention and
Academic Detailing. Practice facilitators have health coach training and certification.
Additionally, PFs work with the health coaches to coordinate efforts within the practices. There
are four tiers of practice facilitation: Tier 1 practices need full practice facilitation services before
deployment of a health coach; Tier 2 practices have received prior practice facilitation but
require additional training before deployment of a health coach; Tier 3 practices have received
full practice facilitation, are high-functioning practices and are ready for deployment of a health
coach. Tier 4 is for a High-functioning practice, but the practice still requests inclusion in
academic detailing and other educational services.

I1l. EVALUATION DESIGN PLAN

Since the program’s inception, OHCA has provided a set of waiver objectives for the
demonstration that establish the purpose and the goals of the SoonerCare Choice program. The
following Evaluation Design waiver objectives refer back to the still-relevant goals from the
program’s inception, as well as taking into consideration the program’s populations and goals for
the 2015 - 2016 extension period, and CMS’s three-part aim.

2015 - 2016 SoonerCare Choice Waiver Objectives:

1. To improve access to preventive and primary care Services;

2. Increase the number of participating primary care providers, and overall primary care
capacity, in both urban and rural areas;

3. To optimize quality of care through effective care management;

4. To integrate Indian Health Service (IHS) qualified members and IHS and tribal providers
into the SoonerCare delivery system;

5. To provide access to affordable health insurance for qualified low-income working
adults, their spouses and college students.

CMS’s Three Part Aim:
1. Improving access to and experience of care;
2. Improving quality of health care; and

3. Decreasing per capita costs.

All data reported will be based on the entire universe of SoonerCare Choice members being
evaluated within each hypothesis, unless a sample of the larger population is specified.





Each of the hypotheses targets a SoonerCare initiative for which there is no parallel initiative
whose effect must be isolated as part of the analysis. Therefore, OHCA did not deem it necessary
to develop specific steps to isolate the effects of the SoonerCare program from others in the state.

OHCA and the state’s External Quality Review Organization will be responsible for evaluation
and reporting on the hypotheses. OHCA will report interim evaluation findings and hypothesis
data in the quarterly operational reports.

In accordance with the Special Terms and Conditions, the State will submit to CMS a draft
evaluation plan 120 days after the award of the 2015 - 2016 extension.





Hypothesis 1

Hypothesis 1: Child Health Checkup Rates
This hypothesis directly relates to SoonerCare Choice waiver objective #1 and #2 of CMS’s Three
Part Aim.

The rate for age-appropriate well-child and adolescent visits will improve between 2015 - 2016.
A. Child health checkup rates for children 0 to 15 months old will be maintained at or above
95 percent over the life of the extension period.
B. Child health checkup rates for children 3 through 6 years old will increase by one
percentage point over the life of the extension period.
C. Adolescent child health checkup rates will maintain over the life of the extension period.

Research Methodology:

The visit rates will be calculated separately for each of the age cohorts (0 to 15 months, 3 to 6 years,
and 12 to 21 years) in accordance with each year’s HEDIS® guidelines, using administrative data
(paid claims and encounters).

Population Studied:
SoonerCare Choice members ages 0 to 15 months, 3 to 6 years, and 12 to 21 years.

Numerators:

A. The number of SoonerCare Choice members ages 0-15 months old during the measurement
year and who received one or more well-child visits with a primary care provider during
their first 15 months of life.

B. The number of SoonerCare Choice members who were three, four, five, or six years of age
during the calendar year and who received one or more well-child visits with a primary care
provider during the calendar year.

C. The number of SoonerCare Choice members who were twelve to twenty-one years of age
during the calendar year and who were due to receive one or more well-child visits with a
primary care provider during the calendar year.

The following primary care provider types are recognized under SoonerCare Choice:
- Physicians - Family Medicine Practitioner - General Practitioner - General Pediatrician
- General Internist - Clinics - EPSDT Clinic - Family Planning Clinic - FQHC/RHC
- Medical Clinic - Nurse Practitioner Clinic - Pediatric Clinic - Other
- Family Nurse Practitioner - Other Nurse Practitioner - Pediatric Nurse Practitioner
- Physician Assistant






Hypothesis 1

Denominators:

A. Number of children enrolled in SoonerCare Choice continuously from their date-of-birth
(DOB) + 31 days to their DOB + 15 months, allowing for a gap of one month, and who are
enrolled in SoonerCare on their “anchor date” (DOB + 15 months).

B. Number of children enrolled in SoonerCare Choice for 11 or 12 months in the measurement
year, including on the anchor date (December 31 of measurement year), with no more than
one gap in enroliment of up to 45 days during the continuous enroliment period.

C. Number of adolescents enrolled in SoonerCare Choice for 11 or 12 months in the
measurement year, including on the anchor date (December 31 of measurement year), with
no more than one gap in enrollment of up to 45 days during the continuous enrollment
period.

Data Source:
Oklahoma Medicaid Management Information System.

Baseline Data:
Demonstration year 2013 well-child visit rate.

Reporting Frequency:
OHCA compiles HEDIS® data on a calendar year basis and reports data six to nine months after the
close of the calendar year.

Statistical Analysis

OHCA will determine whether a change (increase or decrease) from one year to the following year is
statistically significant. The HEDIS® data will be analyzed using a statistical procedure called the test
of two independent proportions, or a z-test. The z-test determines the value of the number of standard
deviations between the two proportions.






Hypothesis 2

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

The rate of adult members who have one or more preventive health visits with a primary care provider
in a year will improve by one percentage point as a measure of access to primary care in accordance
with HEDIS® guidelines between 2015 - 2016.

Research Methodology:
Health visits will be calculated separately for each of the age cohorts (20-44 years and 45-64 years) in
accordance with HEDIS® guidelines, using administrative data (paid claims and encounters).

Population Studied:
SoonerCare Choice members ages 20-44 years and 45-64 years.

Numerator:

The number of SoonerCare Choice members ages 20 years through 44 years and 45 years through 64
years continuously enrolled during the measurement year that have had one or more preventive health
visits during the year. The only exclusions will be for inpatient procedures, hospitalizations,
emergency room visits, and visits primarily related to mental health and/or chemical dependency.

The following primary care provider types are recognized under SoonerCare Choice:
- Physicians - Family Medicine Practitioner - General Practitioner - General Pediatrician
- General Internist - Clinics - EPSDT Clinic - Family Planning Clinic - FQHC/RHC
- Medical Clinic - Nurse Practitioner Clinic - Pediatric Clinic - Other
- Family Nurse Practitioner - Other Nurse Practitioner - Pediatric Nurse Practitioner
- Physician Assistant

Denominator:

The number of adults ages 20 through 44 and 45 through 64 enrolled in SoonerCare Choice for 11 or
12 months of the calendar year, including on the “anchor date” (December 31 of the calendar year),
with no more than one gap in enrollment of up to 45 days during the continuous enrollment period.

Data Source:
Oklahoma Medicaid Management Information System.

Baseline Data:
Demonstration year 2013 preventive health access rate for adult age cohorts.

Reporting Frequency:
OHCA compiles HEDIS® data on a calendar year basis and reports data six to nine months after the
close of the calendar year.

Statistical Analysis:

OHCA will determine whether a change (increase or decrease) from one year to the following year is
statistically significant. The HEDIS® data will be analyzed using a statistical procedure called the test
of two independent proportions, or a z-test. The z-test determines the value of the number of standard
deviations between the two proportions.






Hypothesis 3

Hypothesis 3: PCP Enrollments

This hypothesis directly relates to SoonerCare Choice waiver objective #2 and #1 of CMS’s Three
Part Aim.

The number of SoonerCare primary care practitioners enrolled as medical home PCPs will maintain at
or above the baseline data between 2015 - 2016.

Research Methodology:
SoonerCare Choice PCPs are calculated by counting the number of service locations of individual

providers who are contracted as Choice PCPs and the number of members of group practices that are
contracted as Choice PCPs.

Population Studied:
Contracted SoonerCare Choice PCPs.

Data Source:
Provider Fast Facts

Baseline Data:
Demonstration year 2013. (December 2013 — 2,067)

Reporting Frequency:
The OHCA Reporting and Statistics unit compiles the Provider Fast Facts on a monthly basis.






Hypothesis 3b

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

The number of Insure Oklahoma practitioners enrolled as PCPs will maintain at or above the baseline
data between 2015 - 2016.

Research Methodology:

Insure Oklahoma PCPs are calculated by counting the number of service locations of individual
providers who are contracted as Insure Oklahoma PCPs and the number of members of group
practices that are contracted as Insure Oklahoma PCPs.

Population Studied:
Contracted Insure Oklahoma PCPs.

Data Source:
Oklahoma Medicaid Management Information System.

Baseline Data:
Demonstration year 2013. (January-March 2013 — 1,514)

Reporting Frequency:
The OHCA Reporting and Statistics unit compiles the data report from the Oklahoma Medicaid
Management Information System on a quarterly basis.

10






Hypothesis 4

Hypothesis 4: PCP Capacity Available
This hypothesis directly relates to SoonerCare Choice waiver objectives #1 and #2, and #1 of CMS’s
Three Part Aim.

There will be adequate PCP capacity to meet the health care needs of the SoonerCare members
between 2015 - 2016. Also, as perceived by the member, the time it takes to schedule an appointment
should improve between 2015 - 2016. The available capacity will equal or exceed the baseline
capacity data over the duration of the waiver extension period.

Research Methodology:
Capacity will be calculated in terms of total capacity and the average number of SoonerCare Choice
members per PCP.

Population Studied:
SoonerCare Choice members.

Numerators:
The total number of SoonerCare Choice members in each measurement month.

Denominators:
The total contracted capacity across SoonerCare Choice PCPs, as recorded in the provider subsystem
of the Medicaid Management Information System.

Data Resources:

The total contracted capacity, as recorded in the Medicaid Management Information System, as
derived from PCP contract data; and the average number of members per PCP, calculated by dividing
the total number of members in the measurement month by the total number of contracted PCPs in
that same month.

Data Sources:
Oklahoma Medicaid Management Information System.

Baseline Data:
December 2013 total contracted capacity (1,149,541) and average members per PCP (268.72).

Reporting Frequency:
The OHCA Reporting and Statistics unit compiles the Provider Fast Facts on a monthly basis.

Statistical Analysis:

The data will be analyzed using a statistical procedure called the test of two independent proportions,
or a z-test. The z-test determines the value of the number of standard deviations between the two
proportions.

11






Hypothesis 5

Hypothesis 5: PCP Availability
This hypothesis directly relates to SoonerCare Choice waiver objectives #1 and #2, and #1 of CMS’s
Three Part Aim.

There will be adequate PCP capacity to meet the health care needs of the SoonerCare members with
Children's Health Insurance Program (CHIP) eligibility between 2015 - 2016. Also, as perceived by
the member, the time it takes to schedule an appointment should improve between 2015 - 2016. As
perceived by the member, the time it takes for the member to schedule an appointment should exceed
the baseline data between 2015 - 2016.

Research Methodology:

The member’s perception of timeliness to schedule an appointment will be calculated using OHCA'’s
External Quality Review contractor who will conduct a CAHPS® member survey, and include a
question relating to the time it takes to schedule an appointment.

Population Studied:
A. SoonerCare Choice members.
B. A sample group from the SoonerCare Choice population, who meet certain eligibility
criteria.

Numerators:
The total number of qualified members who give a positive response to the CAHPS® survey question
relating to the time it takes to schedule an appointment.

Denominators:
The total number of qualified members who complete the CAHPS® survey question relating to the
time it takes to schedule an appointment.

Data Resources:

Survey responses collected through mail and telephone will be systematically entered into a central
database. Once the survey collection period ends, the statistical analysis software SAS® will be used
with the CAHPS® Analysis Program to complete the necessary cleaning and preparation of the data
as well as the analysis. The survey responses will be recorded in order to perform the necessary
calculations using assigned numeric values from the CAHPS® Survey and Reporting Kit.

Data Sources:
A. Oklahoma Medicaid Management Information System.
B. Consumer Assessment of Healthcare Providers and Systems (CAHPS®) 5.0 Medicaid Adult
or Child Member Satisfaction Surveys

Baseline Data:
CAHPS® survey, July 2013

Reporting Frequency:
A. The OHCA receives the data quarterly, no later than 90 days after close of the measurement
period.
B. The CAHPS® survey is reported annually on a state fiscal year basis.

12






Hypothesis 5

Statistical Analysis:

OHCA'’s vendor for the CAHPS® member survey will determine whether a change (increase or
decrease) from one year to the following year is statistically significant. The data will be analyzed
using a statistical procedure called the test of two independent proportions, or a z-test. The z-test
determines the value of the number of standard deviations between the two proportions.

13






Hypothesis 6

Hypothesis 6: Integration of Indian Health Services, Tribal Clinics, and Urban Indian Clinic Providers
This hypothesis directly relates to SoonerCare Choice waiver objective #4, and #1 of CMS’s Three
Part Aim.

The percentage of American Indian members who are enrolled with an Indian Health Services, Tribal,
or Urban Indian Clinic (I/T/U) with a SoonerCare Choice American Indian primary care case
management contract will improve during the 2015 - 2016 waiver period.

Research Methodology:
The American Indian SoonerCare Choice enrollment percentage will be calculated based on PCP
assignment data.

Population Studied:

American Indian SoonerCare Choice members who are enrolled with an Indian Health Services,
Tribal or Urban Indian Clinic (I/T/U) with a SoonerCare American Indian primary care case
management contract.

Numerator:
The total number of SoonerCare Indian Health Services enrollees in December of each measurement
year who have an I/T/U PCP.

Denominator:
The total number of SoonerCare Indian Health Service’s enrollees in December of each measurement
year.

Data Resource:
The total 1/T/U contracted capacity, as recorded in the MMIS from PCP contract data. The member
PCP alignment data, as recorded in the eligibility subsystem of the MMIS.

Data Source:
Oklahoma Medicaid Management Information System.

Baseline Data:
Total contracted I/T/U capacity in December 2013 (99,400) and percentage of SoonerCare IHS
enrollees with an I/T/U PCP in December 2013 (22.48 percent).

Reporting Frequency:
The OHCA Reporting and Statistics unit compiles the Provider Fast Facts on a monthly basis as well
as data report from the Oklahoma Medicaid Management Information System on a quarterly basis.

14






Hypothesis 7

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

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

Research Methodology:

A. ER visits will be reviewed to identify ER visits related to an asthma diagnosis and compared to
HAN members with asthma identified as a problem in their medical records. ER visits for
unrelated illnesses will not be included in the measure.

B. Readmissions that occurred within 90 days of first admission will be reviewed to identify
readmissions related to an asthma diagnosis and compared to HAN members with asthma
identified as a problem in their medical records. Readmissions for unrelated illnesses will not
be included in the measure.

C. ER visits will be reviewed for all HAN members regardless of reason.

Population Studied:
Members in the HAN.

Numerator:

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

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

C. Total number of ER visits for HAN members.

Denominator:
A. All HAN members with an asthma diagnosis identified in their medical record.
B. All HAN members with an asthma diagnosis identified in their medical record and having at
least one inpatient stay related to asthma.
C. All HAN members.

Data Resource:

Claims data as recorded in the claims subsystem of the Medicaid Management Information System.
Patient data recorded in electronic medical records, community Health Information Exchange (HIE),
medical record or self-report by providers.

Data Source:
Oklahoma Medicaid Management Information System. Provider electronic medical record, medical
record, HIE, and self-report by providers in absence of access to EMR or HIE.

Baseline Data:
A. The number of ER visits for HAN members continuously enrolled in the HAN for at least 90
days with a related diagnosis of asthma for CY2013 will serve as the numerator for baseline

15






Hypothesis 7

data. The number of ER visits for HAN members continuously enrolled in the HAN for at least
90 days for CY2013 will serve as the denominator for baseline data.

The number of HAN members continuously enrolled in the HAN for at least 90 days with
asthma identified in their problem list who were readmitted to the hospital for an asthma
related illness within 90 days of a previous asthma related hospitalization for CY 2013 will
serve as the numerator for baseline data. The number of HAN members continuously enrolled
in the HAN for at least 90 days with an asthma diagnosis identified in their medical record and
having at least one inpatient stay related to asthma for CY 2013 will serve as the denominator
for baseline data.

The number of ER Visits for any cause for HAN members continuously enrolled in the HAN
for at least 90 days for CY 2013 will serve as the numerator for baseline data. The number of
ER Visits for any cause for HAN members continuously enrolled in the HAN for at least 90
days for CY 2013 will serve as the denominator for baseline data.

Reporti

ng Frequency:

The HANs will perform and submit quarterly data during each calendar year as well as evaluate
results annually.

In addition to the hypothesis, the HANs will include in their annual report an analysis of the
HANSs effectiveness in:

Improving access to and the availability of health care services to SoonerCare
beneficiaries served by the HAN;

Improving the quality and coordination of health care services to SoonerCare
beneficiaries served by the HAN with specific focus on the populations at greatest risk
including those with multiple chronic illnesses; and

Enhancing the state’s patient-centered medical home program through an evaluation of
PCP profiles that incorporates a review of utilization, disease guideline compliance, and
cost.

16






Hypothesis 8

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

Reducing costs associated with the provision of health care services to SoonerCare beneficiaries
served by the HANs. Average per member per month expenditures for members belonging to a HAN
affiliated PCP will continue to be less than those members enrolled with non-HAN affiliated PCPs
during the period of 2013-2015.

Research Methodology:
A PMPM comparison will be calculated between Choice members’ whose PCPs are in a HAN and
those members PCPs who do not participate in a HAN.

Population Studied:
SoonerCare Choice members’ whose PCPs are in a HAN and SoonerCare Choice members PCPs not
participating in a HAN.

Numerator:
A. The monthly total of paid claims, care coordination payments, HAN network payments, and
Sooner Excel payments for members whose PCPs belong to a HAN.
B. The monthly total of paid claims, care coordination payments, and Sooner Excel payments
for members whose PCPs do not belong to a HAN.

Denominator:
A. Member months for all PCPs in a HAN.
B. Member months for all PCPs not in a HAN.

Data Source:
Oklahoma Medicaid Management Information System.

Baseline Data:
PMPM comparison for SFY 2012.

Reporting Frequency:
Completed on a yearly basis three to four months after the end of each state fiscal year.
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Evaluation of the Health Management Program
OHCA discusses the goals, objectives, and specific hypotheses that are being tested through the
Health Management (HMP) program.

OHCA and the HMP contractor will partner together to evaluate the effectiveness of the HMP
program as it relates to the HMP program goals and CMS’s three-part aim.

2016 HMP program Objectives:

Improving health outcomes and reducing medical costs of the population served;
Reducing the incidence and severity of chronic disease in the member population;
Encouraging and enabling members to better manage their own health;

Improving the effectiveness of providers in caring for members with chronic disease or at
risk for such disease; and

Having the ability to provide services to providers and members in any area of the state,
urban or rural.

CMS’s Three Part Aim:

Improving access to and experience of care;
Improving quality of health care; and

Decreasing per capita costs.

18





Hypothesis 9a

Hypothesis 9a: Health Management Program (HMP); Impact on Enroliment Figures
This hypothesis directly relates to SoonerCare Choice waiver objective #3, HMP objective #3, and
#1 of CMS’s Three Part Aim.

The implementation of phase two of the SoonerCare HMP, including introduction of physician
office-based Health Coaches for nurse care managed members and closer alignment of nurse care
management and practice facilitation will maintain enrollment and active participation in the
program.

Research Methodology:

The number for population item A will be calculated using data provided by the program
contractor (Telligen) on the number of members identified as engaged in nurse care management.
The number for population item B will be calculated using data provided by overall PCP
assignment data provided by the OHCA.

Population Studied:
A. SoonerCare Choice members identified as engaged in nurse care management.
B. SoonerCare Choice members whose PCP has undergone practice facilitation.

Population Studied:
The number of members actively engaged in nurse care management.

Data Resource:
SoonerCare HMP contractor (Telligen) and OHCA.

Data Source:
Monthly rosters denoting PCP panel assignment and members engaged in nurse care management.

Baseline Data:
Participation data for SFY2013 (Phase Il of the SoonerCare HMP began).

Reporting Frequency:
Telligen will submit monthly reports to the OHCA and the OHCA will prepare quarterly PCP
assignment reports.
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Hypothesis 9b

Hypothesis 9b: Health Management Program (HMP); Impact on Access to Care
This hypothesis directly relates to SoonerCare Choice waiver objective #3, HMP objective #2, and
#1 of CMS’s Three Part Aim.

The incorporation of Health Coaches into primary care practices will result in increased PCP
contact with nurse care managed members for preventive/ambulatory care.

Research Methodology:

The contact rates will be calculated through analysis of visit activity, as derived from paid claims
data, for members identified by the program contractor (Telligen) as engaged in nurse care
management.

Population Studied:
SoonerCare Choice members who receive nurse care management.

Numerator:
SoonerCare Choice members who receive nurse care management and are 20 years old and older
who had an ambulatory or preventive care visit during the measurement year.

Denominator:
SoonerCare Choice members who receive nurse care management and are 20 years old and older.

Data Resource:
SoonerCare HMP contractor (Telligen) and MMIS contractor (HP).

Data Source:
Monthly roster of members engaged in nurse care management. Monthly paid claims extract.

Baseline Data:
SoonerCare Choice members who receive nurse care management and are 20 years old and older
who had an ambulatory or preventive care visit in SFY 14,

Reporting Frequency:

Telligen will submit monthly reports to the OHCA. The Telligen reports and paid claims extracts
will be provided to the SoonerCare HMP independent evaluator. Findings will be presented in the
annual progress report prepared by the evaluator.
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Hypothesis 9c

Hypothesis 9c¢: Health Management Program (HMP); Impact on Identifying Appropriate Target
Population

This hypothesis directly relates to SoonerCare Choice waiver objective #3, HMP objective #2,
and #2 of CMS’s Three Part Aim.

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

Research Methodology:
The type and number of physical and behavioral health chronic conditions for engaged members
will be analyzed using diagnosis codes from paid claims data.

Population Studied:
SoonerCare Choice members in nurse care management.

Numerator:
A. Number of members engaged in nurse care management at any time in a 12-month
period with 2, 3, 4, etc. chronic physical health conditions.
B. Number of members engaged in nurse care management at any time in a 12-month
period with at least one chronic physical health condition and one behavioral health
condition.

Denominator:
A. Total members engaged in nurse care management for the 12-month period.
B. Total members engaged in nurse care management for the 12-month period.

Data Resource:
SoonerCare HMP contractor (Telligen) and MMIS contractor (HP).

Data Source:
Monthly rosters denoting members engaged in nurse care management and monthly paid claims
extracts.

Baseline Data:
Same metrics for nurse care managed population in SFY2013.

Reporting Frequency:

Telligen will submit monthly reports to the OHCA. The Telligen reports and paid claims extracts
will be provided to the SoonerCare HMP independent evaluator. Findings will be presented in
the annual progress report prepared by the evaluator.
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Hypothesis 9d

Hypothesis 9d: Health Management Program (HMP); Impact on Health Outcomes
This hypothesis directly relates to SoonerCare Choice waiver objective #3, HMP objective #1,
and #2 of CMS’s Three Part Aim.

Health Coaches will improve quality measures for members who are engaged.

Research Methodology:

The percentage of engaged members documented as compliant on diagnosis-specific quality
measures and preventive health measures will be analyzed and trended over time. Measures will
be derived from the Initial Set of Health Care Quality Measures for Medicaid-Qualified Adults
and CHIPRA Core Set of Children’s Healthcare Quality Measures.

Population Studied:
SoonerCare Choice members who receive nurse care management.

Numerator:
Sum of measures across all reporting practices documented as compliant on each quality
measure (separate analysis for each measure).

Denominator:
Sum of members across all reporting practices.

Data Resource:
SoonerCare HMP contractor (Telligen), MEDai and MMIS contractor (HP).

Data Source:
Monthly extract from claims data.

Baseline Data:
Same metrics for nurse care managed population in SFY2013 for measures reported that year.
SFY2014 metrics for new measures.

Reporting Frequency:

Telligen will submit monthly reports to the OHCA. The Telligen reports, MEDai and MMIS data
runs will be provided to the SoonerCare HMP independent evaluator. Findings will be presented
in the annual progress report prepared by the evaluator.
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Hypothesis 9e

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

Nurse care managed members will utilize the emergency room at a lower rate than forecasted
without nurse care management intervention.

Research Methodology:
Emergency room utilization rates will be calculated through analysis of paid claims data as
reported on a per 1,000 member basis.

Population Studied:
SoonerCare Choice members who receive nurse care management (actual vs. forecasted).

Numerator:

Total emergency room visits over a 12-month period for members engaged in nurse care
management for at least a 3-month continuous period within the 12 months, starting in SFY2014
(actual).

Denominator:

Total emergency room visits over a 12-month period for members engaged in nurse care
management for at least a 3 month continuous period within the 12 months. Starting in SFY
2014 (forecasted).

Data Resource:
SoonerCare HMP contractor (Telligen), MEDai and MMIS contractor (HP).

Data Source:
Monthly rosters of members engaged in nurse care management. Monthly paid claims extract
and MEDai data runs.

Baseline Data:
Emergency room visit rate per 1,000 engaged members (actual vs. forecasted) group members in
SFY2014.

Reporting Frequency:

Telligen will submit monthly reports to the OHCA. The Telligen reports, MEDai and MMIS data
runs will be provided to the SoonerCare HMP independent evaluator. Findings will be presented
in the annual progress report prepared by the evaluator.
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Hypothesis 9f

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

Nurse care managed members will have fewer hospital admissions than forecasted without nurse
care management intervention.

Research Methodology:
Hospital admission rates will be calculated through analysis of paid claims data and reported on
a per 1,000 member basis.

Population Studied:
SoonerCare Choice members who receive nurse care management (forecasted vs. actual).

Numerator:

Total hospital admissions in a 12-month period for members engaged in nurse care
management for at least a 3-month continuous period within the 12 months, starting in
SFY2015 (actual).

Denominator:
Total hospital admissions in a 12-month period for members engaged in nurse care management
for at least a 3-month continuous period within the 12 months, starting in SFY 2014 (forecasted).

Data Resource:
SoonerCare HMP contractor (Telligen), MEDai and MMIS contractor (HP).

Data Source:
Monthly rosters of members engaged in nurse care management. Monthly paid claims extract
and MEDai data runs.

Baseline Data:
Hospital admission rate per 1,000 engaged members (actual vs. forecasted) in SFY2014.

Reporting Frequency:

Telligen will submit monthly reports to the OHCA. The Telligen reports, MEDai and MMIS data
runs will be provided to the SoonerCare HMP independent evaluator. Findings will be presented
in the annual progress report prepared by the evaluator.
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Hypothesis 99

Hypothesis 9g: Health Management Program (HMP); Impact on Satisfaction/Experience with
Care

This hypothesis directly relates to SoonerCare Choice waiver objective #3, HMP objective #3,
and #2 of CMS’s Three Part Aim.

Nurse care managed members will report high levels of satisfaction with their care.

Research Methodology:

Nurse care managed members will be surveyed regarding their satisfaction with their personal
provider and overall health care. The survey will include validated questions derived from the
CAHPS® instrument.

Population Studied:
SoonerCare Choice members who receive nurse care management.

Numerator:
Nurse care managed members surveyed in a 12-month period and reporting positive satisfaction
levels.

Denominator:
Total nurse care managed members surveyed in a 12-month period.

Data Resource:
SoonerCare HMP contractor (Telligen) and independent evaluator.

Data Source:
Monthly rosters denoting members engaged in nurse care management. Survey data collected by
independent evaluator.

Baseline Data:
Satisfaction rates for engaged members SFY2014.

Reporting Frequency:
Telligen will provide monthly rosters to the independent evaluator for use in contacting survey
respondents. Findings will be presented in the annual progress report prepared by the evaluator.
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Hypothesis 9h

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

Total and PMPM expenditures for members enrolled in HMP will be lower than would have
occurred absent their participation in nurse care management.

Research Methodology:

Actual expenditures for nurse care managed members will be calculated and compared to
forecasted expenditures as derived through MEDai predictive modeling software. In order to
measure the program’s true cost effectiveness, the actual expenditures will include both paid
claims and administrative expenses (vendor payments and OHCA salary/overhead expenses)
associated with the nurse care management portion of the HMP.

Population Studied:
SoonerCare Choice members who receive nurse care management (actual vs. forecasted).

Numerator:

Total and PMPM expenditures incurred over a 12-month period by members engaged in nurse
care management for at least a 3-month continuous period within the 12 months, starting in
SFY2014 (actual).

Denominator:
Total and PMPM projected health expenditures in the initial 12-month period for nurse care
managed members, as calculated by MEDai predictive modeling software (forecasted).

Data Source:

Monthly rosters of members engaged in nurse care management. Monthly MEDai expenditure
forecasts for the same population. Monthly paid claims extract. Vendor payment and OHCA
administrative expense data.

Baseline Data:
Total projected health expenditures in the initial 12-month period for nurse care managed
members.

Reporting Frequency:

Telligen will submit monthly reports to the OHCA. The Telligen reports, MEDai data runs and
paid claims extracts will be provided to the SoonerCare HMP independent evaluator. Findings
will be presented in the annual progress report prepared by the evaluator.
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Executive Summary

Background and Protocol

Background

CAHPS® measures health care consumers' satisfaction with the quality of care and customer service provided by their
health plan. Plans which are collecting HEDIS® (Healthcare Effectiveness Data and Information Set) data for NCQA
accreditation are required to field the CAHPS® survey among their eligible populations.

Protocol

For CAHPS® results to be considered in HEDIS® results, the CAHPS® 5.0H survey must be fielded by an NCQA
(National Committee for Quality Assurance)-certified survey vendor using an NCQA-approved protocol of administration
in order to ensure that results are collected in a standardized way and can be compared across plans. Standard NCQA
protocols for administering CAHPS® 5.0H include a mixed-mode mail/telephone protocol and a mail-only protocol.

The protocol includes the following:

Pre-notification Questionnaire with 1st reminder Replacement 2nd reminder Telephone
postcard mailed cover letter and postcard questionnaire with postcard interviews
(optional) business reply cover letter and mailed conducted with
envelop_e (BRE) BRE to all non- non-responders
mailed = = responders = (min of 3/max of 6
B '3 attempts)
1 - #2
B #1
9 Internet link Internet link
(- included on cover included on cover
:\\ letter (optional) letter (optional)
Oklahoma Health Care Authority chose the mail/telephone/Internet protocol.
( mMorpace
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Executive Summary

» NCQA originally designed this protocol with the goal of achieving a total response rate of at least 45%. In 2015, the average
response rate for all Child Medicaid plans reporting to NCQA was 27%, which is lower than the 2014 average (28%).

« In February, 2073 Oklahoma Health Care Authority members were randomly selected to participate in the 2016 CAHPS® 5.0H
Child Medicaid Survey. The survey results presented in this report are compiled from the 441 Oklahoma Health Care Authority
members who responded to the survey.

Oklahoma Health Care Authority

Sample Size

2073

Total
Completes

441

English
Completes

410

Spanish
Completes

31
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Executive Summar

Disposition Summary and Response Rate

A response rate is calculated for those members who were eligible and able to respond.

A completed questionnaire is defined as a respondent who completed three of the five required questions that all respondents are
eligible to answer (question # 3, 15, 27, 31, 36).

According to NCQA protocol, ineligible members include those who are deceased, do not meet eligible criteria, have a language barrier,
are either mentally or physically incapacitated, or duplicate household to another member selected in the sample.

Non-responders include those members who refuse to participate in the current year’s survey, could not be reached due to a bad
address or telephone number, members that reached a maximum attempt threshold without a response, or members that did not meet
the completed survey definition.

The table below shows the total number of members in the sample that fell into each of the various disposition categories.

Oklahoma Health Care Authority
2016 Disposition Summary

) Ineligible Number ) Non-response Number

Deceased (M20/T20) 0 Bad address/phone (M23/T23) 144
Does not meet criteria (M21/T21/121) 21 Partial complete (M31/T31/131) 7

Language barrier (M22/T22) 13 Refusal (M32/T32) 78
Mentally/physically incapacitated (M24/T24) 0 Maximum attempts made (M33/T33)
Sample duplicates (IDI/ID2) 10

Total Ineligible 44 Total Non-response

Ineligible surveys are subtracted from the sample size when computing a response rate (see below):

Completed mail, telephone and Internet surveys = Response Rate
Sample size - Ineligible surveys

Using the final figures from Oklahoma Health Care Authority’s Child Medicaid survey, the 2016 response rate is calculated using the
equation below:

Mail completes (247) + Phone completes (167) + Internet completes (27) 441
Total Sample (2073)- Total Ineligible (44) 2029

= Response Rate = 22%

(morpace
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Executive Summary
Summary of Key Measures

* For purposes of reporting the CAHPS®
results, the National Committee for Quality
Assurance (NCQA) uses 5 composite
measures and 4 rating questions from the

Oklahoma Health Care Authority

Trended Data
Composite Measures 2013 2014 2015 2016

Getting Care Quickly 93% 92% 92% 93%

Survey' Shared Decision Making NT NT 78% 78%

« Each of the Composite measures is the How Well Doctors Communicate 93% 97% 96% 97%
average of 2 - 4 questions on the survey, Craliing) N E2eEe) Came B0 o D B
Customer Service 84% 88% 86% 86%

depending on the measure, while each rating
score is based on a single question.

Overall Rating Measures

Health Care 82% 85% 87% 88%
CAH PS® scores are most commonly shown Porsonal Doctor 65% 86% 89% 89%
using Summary Rate scores (percentage of Specialist 8904 8004 88% 8306
positive responses). Health Plan 84% 86% 86%  86%
-]
Health Promotion & Education 68% 69% 67% 70%
Coordination of Care 77% 82% 86% 89%
Sample Size 1650 1650 1980 2073
# of Completes 549 357 500 441
Response Rate 34% 22% 25% 22%
\ J

Legend: 4 A Statistically higher/lower compared to prior year results.
NT=Data not trendable
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Executive Summary
Scoring for NCQA Accreditation (Includes How Well Doctors Communicate)

A National Accreditation Comparisons*

Below 25th
Nat'l 25th Nat'l 50th Nat'l 75th Nat'l 90th Nat'l

Accreditation
Points

Approximate Approximate

Composite Scores Percentile Score
Threshold
Getting Care Quickly (n=237) 2.662 75th 2.54 2.61 2.66 2.69 1.43
How Well Doctors Communicate (n=305) 2.783 9ot 2.63 2.68 2.72 2.75 1.63
Getting Needed Care (n=213) 2.554 75t 2.39 2.47 2.53 2.58 1.43
Customer Service (n=121) 2.424 Below 25th 2.50 2.53 2.58 2.63 0.33
e S
Q13 Health Care (n=340) 2.591 9Qth 2.49 2.52 2.57 2.59 1.63
Q26 Personal Doctor (n=389) 2.697 90th 2.58 2.62 2.65 2.69 1.63
Q30 Specialist*** (n=83) 0.000 NA 2.53 2.59 2.62 2.66 NA
Accreditation ;g 1.30 2.21 2.86 3.25
Points
Q36 Health Plan (n=434) 2.622 75t 251 2.57 2.62 2.67 2.86

Estimated Overall

CAHPS® Score: L

NOTE: NCQA begins their calculation with an unadjusted raw score showing six digits after the decimal and then compares the adjusted score to their benchmarks and thresholds (also calculated to
the sixth decimal place). Starting in 2015, NCQA will no longer use an adjusted score. This report displays accreditation points and scores with only two digits after the decimal. Therefore, the
estimated overall CAHPS® score may differ from the sum of the individual scores due to rounding and could differ slightly from official scores provided by NCQA. The CAHPS® measures account
for 13 points towards accreditation.

*Data Source: NCOA Memorandum of January 21, 2016. Subject: 2016 Accreditation Benchmarks and Thresholds.

*** Not reportable due to insufficient sample size.
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Executive Summary
Scoring for NCQA Accreditation (Includes Care Coordination)

A National Accreditation Comparisons*

Below 25th
Nat'l 25th Nat'l 50th Nat'l 75th Nat'l 90th Nat'l

Accreditation
Points

Approximate Approximate

Composite Scores Percentile Score
Threshold

Getting Care Quickly (n=237) 2.662 75t 2.54 2.61 2.66 2.69 1.43

Getting Needed Care (n=213) 2.554 75t 2.39 2.47 2.53 2.58 1.43

Customer Service (n=121) 2.424 Below 25t 2.50 2.53 2.58 2.63 0.33

Care Coordination (n=136) 2.463 75th 2.36 241 2.46 251 1.43

Overall Ratings Scores
Q13 Health Care (n=340) 2.591 9ot 2.49 2.52 2.57 2.59 1.63
Q26 Personal Doctor (n=389) 2.697 90th 2.58 2.62 2.65 2.69 1.63
Q30 Specialist*** (n=83) 0.000 NA 2.53 2.59 2.62 2.66 NA
AEEEIENED g o 1.30 221 2.86 3.25
Points
Q36 Health Plan (n=434) 2.622 75th 2.51 2.57 2.62 2.67 2.86

Estimated Overall

CAHPS® Score: el

NOTE: NCQA begins their calculation with an unadjusted raw score showing six digits after the decimal and then compares the adjusted score to their benchmarks and thresholds (also calculated to
the sixth decimal place). Starting in 2015, NCQA will no longer use an adjusted score. This report displays accreditation points and scores with only two digits after the decimal. Therefore, the
estimated overall CAHPS® score may differ from the sum of the individual scores due to rounding and could differ slightly from official scores provided by NCQA. The CAHPS® measures account
for 13 points towards accreditation.

*Data Source: NCOA Memorandum of January 21, 2016. Subject: 2016 Accreditation Benchmarks and Thresholds.

*** Not reportable due to insufficient sample size.
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Executive Summary
Comparison to Quality Compass®

Oklahoma 2015 Child Medicaid Quality Compass® Comparisons*
Health Care

Authority 5th Nat’l 10th Nat’l 25th Nat'l 50th Nat'l 75th Nat'l 90th Nat'l 95th Nat'l

Composite Scores % % % % % % %
Getting Care Quickly (% Always/Usually) 93.01% 79.93 82.51 85.94 89.61 92.30 93.65 94.33

Shared Decision Making (% Yes) 78.41% 68.18 72.77 75.76 78.91 80.88 82.61 83.50

How Well Doctors Communicate (% Always/Usually) 97.14% 89.33 89.91 91.84 93.53 94.64 95.65 96.02

Getting Needed Care (% Always/Usually) 89.28% 76.72 78.92 81.38 85.01 87.83 89.67 90.65
Customer Service (% Always/Usually) 86.03% 82.09 83.31 85.96 87.67 89.43 91.06 91.63

Overall Ratings Scores

Q13 Rating of Health Care (% 8, 9, 10) 87.94% 83.39 85.39
Q26 Rating of Personal Doctor (% 8, 9, 10) 88.95% 86.89 89.66
Q30 Rating of Specialist (% 8, 9, 10) 83.13% 84.81 87.27
Q36 Rating of Health Plan (% 8, 9, 10) 85.71% 81.95 87.05

*Data Source: 2015 Child Medicaid Quality Compass®. Scores above based {1 = Plan score falls below 5th Percentile
on 95 public and non-public reporting health plan products (All Lines of Business excluding PPOs).
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Executive Summary

Action Plan — Rating of Health Plan

A Key Driver Analysis is conducted to understand the impact that different aspects of plan service and provider care have on members'
overall satisfaction with their health plan, their personal doctor, their specialist, and health care in general. Two specific scores are
assessed both individually and in relation to each other. These are:

1. The relative importance of the individual issues (Correlation to overall measures)

2. The current levels of performance on each issue (Percentile group in Quality Compass®)

Items that are a High Priority for Improvement are those measures that are highly correlated to the overall measure, and the plan’s
scores are below the 50t percentile of Quality Compass®. Below is a list of items that are considered a High Priority for Improvement to
the Overall Rating of Health Plan as well as the Primary Recommendation for improving this measure. For more ideas on how to
Improve your scores, please see the Action Plans for Improving CAHPS® Scores section of this report.

High Priority for Improvement

(High correlation/Relatively low performance)

Overall Rating of Health Plan

Primary Recommendation

Q33 - Treated You with Courtesy and Respect

l

Operationally define customer service behaviors for Call Center representatives as well as all
staff throughout the organization. Train staff on these behaviors.

e Q32 - Got Information or Help Needed

l

On a monthly basis study Call Center reports for reasons of incoming calls and identify the
primary drivers of calls. Bring together Call Center representatives and key staff from related
operational departments to design interventions to decrease call volume and/or improve
member satisfaction with the health plan.

( mMorpace
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Executive Summary
Key Driver Analysis — Health Plan

Health
Sample Plan's Plan’s . —
Q36. Rating of Health Plan Composite Size Score Percentile High Priority for Improvement
(High Correlation/
Lower Quality Compass® Group
Q28. Easy to Get Appointment for Child with Specialist 0.34 e 87 86.21% 85th .
Q33 - Treated You with Courtesy and Respect
Q33. Treated You with Courtesy and Respect 0.32 e 121 90.91% 17th Q32 - Got Information or Help Needed
Q32. Got Information or Help Needed 0.29 e 122  81.15% 41st
Q12. Asked Preference for Medicine 0.23 O 105 75.24% 23rd
Q14. Easy to Get Care Believed Necessary for Child 0.20 e 340 92.35% 78th
Q6. Getting Appointment for Child as Soon as Needed 0.19 o 300 92.33% 88th
Continue to Target Efforts
Q10. Discussed Reasons to Take Medicine 0.13 O 105 93.33% 60th (High Correlation/@
Higher Quality Compass Group
Q11. Discussed Reasons Not to Take Medicine O 105  66.67% 57th Q28 - Easy to Get Appointment for Child with
. Specialist
Q22. Spend Enough Time with Child Q 306 94.77% 99th
Q17. Explain Things in a Way You Could Understand o 305 98.69% 100th
Q19. Show Respect for What You Had to Say o 306 98.37% 98th
Q18. Listen Carefully to You Q 306  96.73% 88th
Q4. Getting Care for Child as Soon as Needed 0 174  93.68% 73rd
0.5 1.0
Use caution when reviewing scores with sample sizes less than 25. Getting Care Shared  How Well  Getting ~ Customer
Quickly  Decision Doctors Needed Service
"Health Plan's Score" is the percent of respondents that answered "Always", "Usually"; "Yes" Making Communicate Care
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Executive Summary
Key Driver Analysis — Health Care

Health
Sample Plan's Plan’s . —
013. Rating of Health Care Composite Size  Score Percentile High Priority for Improvement

(High CorrelationA
Lower Quality Compass Group

Q12 - Asked Preference for Medicine

87 86.21% 85th

Q28. Easy to Get Appointment for Child with Specialist 0.53

Q14. Easy to Get Care Believed Necessary for Child 0.38 340 92.35% 78th

Q12. Asked Preference for Medicine 105 75.24% 23rd

Q18. Listen Carefully to You 306 96.73% 88th

Q22. Spend Enough Time with Child 306 94.77% 99th

Q32. Got Information or Help Needed 122 81.15% 41st

Continue to Target Efforts

300 92.33%  88th ~ (High Correlation/
Higher Quality Compass ~ Group

306 98.37% 98th Q28 - Easy to Get Appointment for Child with
Specialist
121 90.91% 17th Q14 - Easy to Get Care Believed Necessary for Child

Q6. Getting Appointment for Child as Soon as Needed

Q19. Show Respect for What You Had to Say
Q33. Treated You with Courtesy and Respect

Q17. Explain Things in a Way You Could Understand 305 98.69% 100th

Q11. Discussed Reasons Not to Take Medicine 105 66.67% 57th

Q4. Getting Care for Child as Soon as Needed 174  93.68% 73rd

Q000000000 OO

Q10. Discussed Reasons to Take Medicine 105 93.33% 60th

1.0
Use caution when reviewing scores with sample sizes less than 25. Getting Care Shared How'iell Geting Customsr
"Health Plan's Score" is the percent of respondents that answered "Always", "Usually"; "Yes" Quickly Decision  Doctors  Needed Service

Making Communicate Care
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Executive Summary
Key Driver Analysis — Doctor and Specialist

Health Health
Plan's Plan’s Plan's Plan’s
Q26. Rating of Personal Doctor Score Percentile Q30. Rating of Specialist Score Percentile

1
1
1
1
1
Q22. Spend Enough Time with Child 0.64 94.77% 99th : Q28. Easy to Get Appointment for Child with Specialist 86.21% 85th
1
i
Q18. Listen Carefully to You 0.56 96.73% 88th 1 Q14. Easy to Get Care Believed Necessary for Child 92.35% 78th
1
i
Q17. Explain Things in a Way You Could Understand 0.52 98.69% 100th : Q33. Treated You with Courtesy and Respect 90.91% 17th
1
1
Q19. Show Respect for What You Had to Say 98.37% 98th : Q19. Show Respect for What You Had to Say 98.37% 98th
1
i
Q14. Easy to Get Care Believed Necessary for Child 92.35% 78th 1 Q11. Discussed Reasons Not to Take Medicine 66.67% 57th
1
i
Q12. Asked Preference for Medicine 75.24% 23rd : Q18. Listen Carefully to You 96.73% 88th
1
1
Q33. Treated You with Courtesy and Respect 90.91% 17th : Q12. Asked Preference for Medicine 75.24% 23rd
1
i
Q32. Got Information or Help Needed 81.15% 41st 1 Q17. Explain Things in a Way You Could Understand 98.69% 100th
1
i
Q6. Getting Appointment for Child as Soon as Needed 92.33% 88th : Q22. Spend Enough Time with Child 94.77% 99th
1
1
Q28. Easy to Get Appointment for Child with Specialist 86.21% 85th : Q6. Getting Appointment for Child as Soon as Needed 92.33% 88th
1
i
Q4. Getting Care for Child as Soon as Needed 93.68% 73rd 1 Q32. Got Information or Help Needed 81.15% 41st
1
i
Q10. Discussed Reasons to Take Medicine 93.33% 60th : Q4. Getting Care for Child as Soon as Needed 93.68% 73rd
1
1
Q11. Discussed Reasons Not to Take Medicine 66.67% 57th : Q10. Discussed Reasons to Take Medicine 93.33% 60th
1
0.0 0.5 1.0 0.0 . 1.0

"Health Plan's Score" is the percent of respondents that answered "Always", "Usually"; "Yes"
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Executive Summary

Action Plans for Improving CAHPS® Scores

Morpace has consulted with numerous clients on ways to improve CAHPS® scores. Even though each health plan is unique and
faces different challenges, many of the improvement strategies discussed on the next few pages can be applied by most plans with

appropriate modifications.

In addition to the strategies suggested below, we suggest reviewing AHRQ’s CAHPS® Improvement Guide, an online resource

located on the Agency for Healthcare Research and Quality website at:

www.cahps.ahrg.gov/quality-improvement/index.html

Getting Needed Care
Ease of obtaining appointment with specialist

— Review panel of specialists to assure that there are an adequate
number of specialists and that they are disbursed geographically to
meet the needs of your members.

— Conduct an Access to Care survey with either or both of 2 audiences:
physician’s office and/or among members.

— Conduct a CG-CAHPS survey including specialists in the sample to
identify the specialists with whom members are having a problem
obtaining an appointment.

— Include supplemental questions on the CAHPS® survey to determine
whether the difficulty is in obtaining the initial consult or subsequent
appointments.

— Include a supplemental question on the CAHPS® survey to determine
with which type of specialist members have difficulty making an
appointment.

— Utilize Provider Relations staff to question PCP office staff when
making a regular visit to determine with which types of specialists
they have the most problems scheduling appointments.

— Develop materials to promote your specialist network and encourage
the PCPs to develop new referral patterns that align with the network.

( mMorpace

Getting Needed Care

Ease of obtaining care, tests, or treatment you needed
through your health plan

— Include a supplemental question on the CAHPS® survey to identify
the type of care, test or treatment for which the member has a
problem obtaining.

— Review complaints received by Customer Service regarding inability
to receive care, tests or treatments.

— Evaluate pre-certification, authorization, and appeals processes. Of
even more importance is to evaluate the manner in which the policies
and procedures are delivered to the member, whether the delivery of
the information is directly to the member or through their provider.

Members may be hearing that they cannot receive the care, tests, or
treatment, but are not hearing why.

— When care or treatment is denied, care should be taken to ensure
that the message is understood by both the provider and the
member.

'

M
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Executive Summary

Action Plans for Improving CAHPS® Scores (cont’d)

Getting Care Quickly

Obtaining care for urgent care (iliness, injury or condition that
needed care right away) as soon as you needed

Obtaining an appointment for routine care/check-ups
— Conduct a CG-CAHPS survey to identify offices with scheduling
issues.
— Conduct an Access to Care Study
+ Calls to physician office - unblinded
+ Calls to physician office — blinded (Secret Shopper)
+ Calls to members with recent claims
» Desk audit by provider relations staff
— Develop seminars for physicians’ office staff that could include
telephone skills (answering, placing a person on hold, taking

messages from patients, dealing with irate patients over the phone,
etc.) as well as scheduling advice. Use this time to obtain feedback

concerning what issues members have shared with the office staff
concerning interactions with the plan.

» These seminars could be offered early morning, lunch times or evenings so
as to be convenient for the office staff. Most physicians would be
appreciative of having this type of training for their staff as they do not have
the time or talents to train their employees in customer service and practice
management.

( mMorpace

How Well Doctors Communicate

Doctor explained things in a way that was easy to
understand

Doctor listened carefully
Doctor showed respect for what member had to say

Doctor spent enough time with member

— Conduct a CG-CAHPS survey to identify lower performing physicians for
whom improvement plans should be developed.

Conduct focus group of members to identify examples of behaviors
identified in the questions. Video the groups to show physicians how
patients characterize excellent and poor physician performance.

Include supplemental questions from the Item Set for Addressing Health
Literacy to better identify communication issues.

Develop “Questions Checklists” on specific diseases to be used by
members when speaking to doctors. Have these available in office waiting
rooms.

Offer in-service programs with CMEs for physicians on improving
communication with patients. This could be couched in terms of motivating
patients to comply with medication regimens or to incorporate healthy life-
style habits. Research has shown that such small changes as having
physicians sit down instead of stand when talking with a patient leads the
patient to think that the doctor has spent more time with them.

Provide the physicians with patient education materials, which the
physician will then give to the patient. These materials could reinforce that
the physician has heard the concerns of the patient or that they are
interested in the well-being of the patient. The materials might also speak
to a healthy habit that the physician wants the patient to adopt, thereby
reinforcing the communication and increasing the chances for compliance.

Provide communication tips in the provider newsletters. Often, these are
better accepted if presented as a testimonial from a patient.
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Executive Summary

Action Plans for Improving CAHPS® Scores (cont’d)

Shared Decision Making

Doctor talked about reasons you might want to take a
medicine

Doctor talked about reasons you might not want to take a
medicine

Doctor asked you what you thought was best

— Conduct a CG-CAHPS survey and include the Shared Decision
Making Composite as supplemental questions.

Develop patient education materials on common medicines described
for your members explaining pros and cons of each

medicine. Examples: asthma medications, high blood pressure
medications, statins.

Develop audio recordings and/or videos of patient/doctor
dialogues/vignettes on common medications. Distribute to provider

panel via podcast or other method.

( mMorpace

Health Plan Customer Service

Customer service gave the information or help needed

Customer service treated member with courtesy and respect

— Conduct Call Center Satisfaction Survey. Implement a short IVR
survey to members within days of their calling customer service to
explore/assess their recent experience.

— At the end of each Customer Service call, have your representative
enter/post the reason for the call. At the end of a month, synthesize the
information to discern the major reasons for a call. Have the customer
service representatives and other appropriate staff discuss ways to
address the reason for the majority of the calls and design
interventions so that the reason for the call no longer exists.
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Executive Summary
Demographics

CHILD’S HEALTH STATUS HILD’S ME L/EMOTIONAL HEALTH STATU

Fair/Poor Fair/Poor
5% 6%

Excellent/Very
good
79%

Excellent/
Very good
79%

CHILD’S AGE CHILD’S GENDER CHILD’S RACE / ETHNICITY

1uyr:dir:d Hispanic or Latino
1%
White 73%
2-5
15-18 14% African American
24%

Female Asian

69 49%

28% Native Hawaiian or other Pacific Islander

American Indian or Alaska Native

Other

0% 20% 40% 60% 80%

Data shown are self reported.
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Executive Summary
Child Demographics

2015 Quality
Compass®
Q37. Child's Health Status
Excellent/Very good 80% 7% 79% 79% 75%
Good 17% 20% 18% 17% 20%
Fair/Poor 3% 3% 3% 5% 5%
Q38. Child's Mental/Emotional Health Status
Excellent/Very good 79% 7% 79% 79% 73%
Good 16% 16% 15% 16% 18%
Fair/Poor 5% 7% 6% 6% 9%
Q39. Child's Age
1 yr and under 2% 1% 3% 1% NA
2-5 15% 11% 14% 14% NA
6-9 27% 24% 26% 28% NA
10-14 33% 39% 34% 34% NA
15-18 23% 26% 23% 24% NA
Q40. Child's Gender
Male 52% 54% 50% 51% 52%
Female 48% 46% 50% 49% 48%
Q41/42. Child's Race/Ethnicity
Hispanic or Latino 21% 17% 21% 26% 29%
White 68% 71% 73% 73% 44%
African American 11% 9% 12% 12% 19%
Asian 5% 3% 5% 3% 5%
Native Hawaiian or other Pacific Islander 1% 2% 1% 0% 2%
American Indian or Alaska Native 22% 23% 19% 17% 3%
Other 10% 6% 9% 10% 11%

Data shown are self reported.
NA = Data not available
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Executive Summary
Respondent Demographics

2015 Quality
Compass®
Q7. Number of Times Going to Doctor's Office/Clinic for Care
None 23% 23% 23% 21% 24%
1time 26% 26% 30% 29% 26%
2 times 24% 21% 24% 23% 23%
3 times 13% 14% 13% 13% 12%
4 times 6% 7% 5% 7% 6%
5-9 times 6% 8% 4% 7% 6%
10 or more times 1% 2% 1% 0% 2%
Q16. Number of Times Visited Personal Doctor to Get Care
None 22% 24% 23% 21% 20%
1time 31% 30% 36% 36% 32%
2 times 23% 21% 21% 21% 23%
3 times 13% 13% 11% 12% 12%
4 times 4% 6% 5% 4% 6%
5-9 times 5% 6% 1% 5% 6%
10 or more times 1% 1% 1% 1% 1%
Q43. Respondent's Age
Under 18 5% 7% 3% 4% 8%
18to 24 5% 1% 3% 2% 7%
25t0 34 35% 27% 33% 32% 32%
35to 44 33% 41% 38% 43% 31%
45 to 54 18% 17% 14% 14% 15%
55 to 64 4% 7% 6% 3% 5%
65 or older 1% 1% 1% 2% 2%
Q44. Respondent's Gender
Male 12% 15% 16% 15% 12%
Female 88% 85% 84% 85% 88%
Q45. Respondent's Education
Did not graduate high school 15% 14% 15% 17% 20%
High school graduate or GED 34% 34% 30% 32% 33%
Some college or 2-year degree 37% 36% 40% 34% 33%
4-year college graduate 10% 11% 10% 11% 9%
More than 4-year college degree 5% 5% 5% 6% 5%

Data shown are self reported.
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Executive Summary
General Knowledge about Demographic Differences

The commentary below is based on generally recognized industry knowledge per various published sources:

Age Older respondents tend to be more satisfied than younger respondents.

People who rate their health status as ‘Excellent’ or ‘Very good’ tend to be more satisfied than people who rate

Health Status their health status lower.

Education More educated respondents tend to be less satisfied.

Race and ethnicity effects are independent of education and income. Lower income generally predicts lower satisfaction with coverage

and care.
Whites give the highest ratings to both rating and composite questions. In general, Asian/Pacific Islanders and
American Indian/Alaska Natives give the lowest ratings.

REES Growing evidence that lower satisfaction ratings from Asian Americans are partially attributable to cultural
differences in their response tendencies. Therefore, their lower scores might not reflect an accurate comparison of
their experience with health care.

Ethnicity Hispanics tend to give lower ratings than non-Hispanics. Non-English speaking Hispanics tend to give lower

ratings than English-speaking Hispanics.

Note: If a health plan’s population differs from Quality Compass® in any of the demographic groups, these differences could account for the plan’s
score when compared to Quality Compass®. For example, if a plan’s population rates themselves in better health than the Quality Compass®
population, this could impact a plan’s score positively. Conversely, if a plan’s population rates themselves in poorer health than the Quality
Compass® population, the plan’s scores could be negatively impacted.
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Executive Summary
Composite & Rating Scores by Demographics

Respondent’s

X Child’s
Educational Health Status
Level

Age
: HS
2-5 6-9 | 10-14 | 15-18 . African Al : Non- Some | Excellent/
White : Hispanic| . . | Grad or
yrs yrs yrs yrs American | other Hispanic Less College+ |Very Good

Composites (% Always/Usually)

Child’s

Child’s
Ethnicity

Demographic

Getting Care Quickly 100 | 86 | 95 | 91 | 99 94 96 89 | 85 96 91 94 93 9 | 98
g;)‘f;‘;gd Decision Making | 159 | 64 | 73 | 79 | 84 80 67 so | 75 79 77 79 75 84 | 81
gg"r;’]r\r’\vfr']'i?a‘;gms 88 | 100 | 98 | 96 | 97 97 98 98 | o5 98 97 97 98 9% | 84
Getting Needed Care 100 | 94 | o1 | 85 | o2 92 92 84 | 86 91 90 90 93 83 | 81
Customer Service o | 88 | 79 | 87 | 91 86 97 80 | 80 89 85 88 87 78 | 95
Overall Ratings (% 8,9,10)

Health Care 100 | 86 | 93 | 88 | 84 89 89 g4 | 92 87 91 86 89 89 | 81
Personal Doctor 100 | 87 | 87 | 89 | 92 89 89 82 | o1 88 93 85 89 92 | 71
Specialist 00| 50 | 9 | 76 | 88 83 86 83 | 100 80 89 80 85 84 | 80
Health Plan 00| 85 | 88 | 87 | 81 87 83 79 | 95 82 88 83 87 82 | 81
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2017 Executive Highlights

Summary Rate Scores (% Positive Response) 2017 NCQA Accreditation CAHPS Points

2017 Score Approx. 2017 2017 2016 Difference
COMPOSITE SCORES 2017 2016 versus 2016 Percentile Approx. Approx. from 2016
Quality Compass Threshold Points Points
Getting Care Quickly 92% 93% 77t 75t 1.430 1.430 0.000
How Well Doctors Communicate 96% 97% 94th NA NA NA NA
Care Coordination 86% 89% 83rd 75t 1.430 1.430 0.000
Getting Needed Care 81%+% 89% 25th W 1.430 -0.780
Customer Service 91% 86% 88th 75t 1.430 0.325 1.105
Shared Decision Making 80% 78% 69t NA NA NA NA
OVERALL RATING SCORES
Health Care 84% 88% AL 50t 1.105 1.625 -0.520
Personal Doctor 88% 89% 39th 90t 1.625 1.625 0.000
Specialist 81% 83% 13t NA NA NA NA
Health Plan 87% 86% 72nd 75t 2.860 2.860 0.000
=relative strength Red (dark) shade = relative weakness 10.530 10.725 -0.195 |  Total Possible
CAHPS Points =
A 13.00

Key Learnings from these tables:

The Summary Rate Scores show the proportion of members who rate the plan favorably on a measure - 100% is the highest.

Comparing the plan's percentages for the current year against last year, you can quickly see where the plan improved or declined.

Colored arrows denote significant changes from last year, and likely play a role in changes to the plan's overall CAHPS accreditation points.
The Quality Compass percentiles provide an indication of how the plan fared against last year's national average - 100t is the highest.

The NCQA Accreditation CAHPS Points are approximated due to rounding because NCQA provides only two digits after the decimal but uses six
digits in their actual calculation.

NCQA awards CAHPS points based on the percentile in which the plan places for each measure. The maximum total points for all measures is 13.
By measure, the plan earns maximum points when ranked 90" percentile or above, and minimum points for falling below the 251 percentile.
Importantly, the Health Plan Overall Rating measure earns double points so it always plays a key role in the plan's Total CAHPS Points.
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Background, Protocol and Sample

Background
CAHPS® measures health care consumers' satisfaction with the quality of care and customer service provided by their

health plan. Plans which are collecting HEDIS® (Healthcare Effectiveness Data and Information Set) data for NCQA
accreditation are required to field the CAHPS® survey among their eligible populations.

Protocol

For CAHPS® results to be considered in HEDIS® results, the CAHPS® 5.0H survey must be fielded by an NCQA
(National Committee for Quality Assurance)-certified survey vendor using an NCQA-approved protocol of administration
in order to ensure that results are collected in a standardized way and can be compared across plans. Standard NCQA
protocols for administering CAHPS® 5.0H include a mixed-mode mail/telephone protocol and a mail-only protocol.

The protocol includes the following:

Pre-notification Questionnaire with 1st reminder Replacement 2nd reminder Telephone

postcard mailed cover letter and postcard questionnaire with postcard interviews
(optional) business reply mailed cover letter and mailed conducted with
envelope (BRE) BRE to all non- non-responders

mailed = responders = (min of 3/max of 6
g & attempts)

#1

Internet Ii'nk Internet Iihk

included on cover included on cover
letter (optional) letter (optional)

Oklahoma Health Care Authority chose the mail/telephone/internet protocol.
Sample

Total . English Spanish

Sample Size Completes Completes Completes

Oklahoma Health Care Authority
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Disposition Summary and Response Rate

A response rate is calculated for those members who were eligible and able to respond.

A completed questionnaire is defined as a respondent who completed three of the five required questions that all respondents are
eligible to answer (question #3, 15, 27, 31, 36).

According to NCQA protocol, ineligible members include those who are deceased, do not meet eligible population criteria, have a
language barrier, or are either mentally or physically incapacitated.

Non-responders include those members who refuse to participate in the current year’s survey, could not be reached due to a bad
address or telephone number, members that reached a maximum attempt threshold without a response, or members that did not meet
the completed survey definition.

The table below shows the total number of members in the sample that fell into each of the various disposition categories.
Oklahoma Health Care Authority

2017 Disposition Summary

Ineligible Number

Deceased 0 Partial complete 11
20 Refusal 21
Maximum attempts made
Do Not Call list

Does not meet eligible population criteria
Language barrier 6
Mentally/physically incapacitated 0

Total Ineligible 26 Total Non-response

Ineligible surveys are subtracted from the sample size when computing a response rate (see below):

Total completed surveys = Response Rate
Sample size - Ineligible surveys

Using the final figures from Oklahoma Health Care Authority's survey, the 2017 response rate is calculated using the equation below:

Memo:
Mail (282 + Phone(170) + Internet (44 496

Response Rate = (282) (170) — S = 24% 2016 NCQA AVg_-
Total Sample (2063) - Total Ineligible (26) 2037 Response Rate = 23%
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Summary of Key Measures

For purposes of reporting the CAHPS® results in
HEDIS® (Healthcare Effectiveness Data and
Information Set) and for scoring for health plan
accreditation, the National Committee for Quality
Assurance (NCQA) uses 5 composite measures
and 4 rating questions from the survey.

Each of the composite measures is the average of
2 - 4 questions on the survey, depending on the
measure, while each rating score is based on a
single question. CAHPS® scores are most
commonly shown using Summary Rate scores
(percentage of positive responses).

tH Statistically higher/lower compared to prior year results.
NA=Data not available

( mMorpace

Oklahoma Health Care Authority

Trended Data

Composite Measures 2015 2016

Getting Care Quickly 92% 92% 93% 92%

Shared Decision Making NA 78% 78% 80%
How Well Doctors Communicate 97% 96% 97% 96%
Getting Needed Care 89% 85% 89% 81% ¥
Customer Service 88% 86% 86% 91%

Overall Rating Measures

Health Care 85% 87% 88% 84%
Personal Doctor 88% 89% 89% 88%
Specialist 89% 88% 83% 81%
Health Plan 86% 86% 86% 87%

Health Promotion & Education 69% 67% 70% 67%
Care Coordination 82% 86% 89% 86%
Sample Size 1650 1980 2073 2063
# of Completes 357 500 441 496
Response Rate 22% 25% 22% 24%
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Comparison to Quality Compass®

Oklahoma 2016 Child Medicaid Quality Compass® Comparisons*
Health Care

Authority 5th Nat’l 10th Nat’l 25th Nat'l 50th Nat'l 75th Nat'l 90th Nat'l 95th Nat'l

Composite Scores % % % % % % %
Getting Care Quickly (% Always/Usually) 92.26% 79.02 82.62 85.91 89.23 | 92.02 | 93.59 94.56

Shared Decision Making (% Yes) 80.10% 73.28 7415 7628 80.56 82.51 84.04
How Well Doctors Communicate (% Always/Usually) ~ 95.90% 89.20 90.83  91.94 93.26 94.78 96.28
Getting Needed Care (% Always/Usually) 81.06% 75.49 76.78 84.25 87.07 89.19 90.23
Customer Service (% Always/Usually) 91.43% 83.05 84.02 86.38 88.16 91.84 92.57

Overall Ratings Scores

Q13 Rating of Health Care (% 8, 9, 10) 84.17% 81.48 83.87 85.85 88.14 90.10

Q26 Rating of Personal Doctor (% 8, 9, 10) 87.79% 85.06 86.81 88.56 90.40 91.82

Q30 Rating of Specialist (% 8, 9, 10) 80.95% 79.65 83.33 86.24 88.14 89.47

Q36 Rating of Health Plan (% 8, 9, 10) 87.42% 78.77 82.34 85.16 87.87 90.55

*The 2016 Child Medicaid Quality Compass® consists of 129 public and non-public reporting health plan products L___! = Plan score falls below 5th Percentile
(All Lines of Business excluding PPOs).
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Accreditation Detalils
Scoring for NCQA Accreditation (Includes How Well Doctors Communicate)

Below 25th
Nat'l 25th Nat'l 50th Nat'l 75th Nat'l 90th Nat'l

Accreditation

. 0.325 0.650 1.105
Points

Approximate

Approximate

Composite Scores Percentile Score
Threshold

Getting Care Quickly (n=267) 2.662 75th 2.54 2.61 2.66 2.69 1.430

How Well Doctors Communicate (n=329) 2.795 9Ot 2.63 2.68 2.72 2.75 1.625

Getting Needed Care (n=237) 2.388 25t 2.37 2.46 251 2.56 0.650

Customer Service (n=105) 2.581 75th 2.50 2.53 2.58 2.63 1.430

Overall Ratings Scores

Health Care (n=379)  2.559 50t 2.49 252 257 259 1.105
Personal Doctor (n=434) 2.719 9Qth 2.58 2.62 2.65 2.69 1.625
Specialist*** (n=84)  0.000 NA 253 2.59 2.62 2.66 NA
AGGIeItaH OIS ey 1.300 2.210 2.860 3.250
Points
Health Plan (n=485)  2.639 75t 251 257 2.62 2.67 2.860

Estimated Overall

CAHPS® Score: Aoz

NOTE: NCQA begins their calculation with an unadjusted raw score showing six digits after the decimal and then compares the adjusted score to their benchmarks and thresholds (also calculated to
the sixth decimal place). Starting in 2015, NCQA will no longer use an adjusted score. This report displays accreditation points and scores with only two digits after the decimal. Therefore, the
estimated overall CAHPS® score may differ from the sum of the individual scores due to rounding and could differ slightly from official scores provided by NCQA. The CAHPS® measures account
for 13 points towards accreditation.

*Data Source: 2017 Initial Benchmarks and Thresholds.

*** Not reportable due to insufficient sample size.
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Accreditation Detalils
Scoring for NCQA Accreditation (Includes Care Coordination)

2017 NCOA National Accreditation Comparisons*

Below 25th
Nat'l

25th Nat'l 50th Nat'l 75th Nat'l 90th Nat'l

Accreditation

. 0.325 0.650 1.105 1.430 1.625
Points

Approximate :
SEI0 Mean Percentile Approximate

S Threshold RIS

Composite Scores

Getting Care Quickly (n=267) 2.662 75t 2.54 2.61 2.66 2.69 1.430
Getting Needed Care (n=237) 2.388 25th 2.37 2.46 251 2.56 0.650
Customer Service (n=105) 2.581 75t 2.50 2.53 2.58 2.63 1.430
Care Coordination (n=147) 2.517 75th 2.36 2.42 2.48 2.52 1.430

Overall Ratings Scores
Health Care (n=379) 2.559 50t 2.49 2.52 2.57 2.59 1.105

Personal Doctor (n=434)  2.719 90t 258 2.62 265 2.69 1.625
Specialist** (n=84) 0.000 NA 253 259 262 2.66 NA
REHEIIELEE 1.300 2.210 2.860 3.250
Points
Health Plan (n=485)  2.639 75 251 257 262 267 2.860

Estimated Overall

CAHPS® Score: HLEE

NOTE: NCQA begins their calculation with an unadjusted raw score showing six digits after the decimal and then compares the adjusted score to their benchmarks and thresholds (also calculated to
the sixth decimal place). Starting in 2015, NCQA will no longer use an adjusted score. This report displays accreditation points and scores with only two digits after the decimal. Therefore, the
estimated overall CAHPS® score may differ from the sum of the individual scores due to rounding and could differ slightly from official scores provided by NCQA. The CAHPS® measures account
for 13 points towards accreditation.

*Data Source: 2017 Initial Benchmarks and Thresholds.

*** Not reportable due to insufficient sample size.
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Key Driver Analysis and Action Plans
Action Plan — Rating of Health Plan

A Key Driver Analysis is conducted to understand the impact that different aspects of plan service and provider care have on members'
overall satisfaction with their health plan, their personal doctor, their specialist, and health care in general. Two specific scores are
assessed both individually and in relation to each other. These are:

1. The relative importance of the individual issues (Correlation to overall measures)
2. The current levels of performance on each issue (Percentile group in Quality Compass®)

Plans should take action to improve items that are both highly correlated to the overall measure, and currently rated low when compared
to national averages (Quality Compass®). Below is a list of items that are considered a High Priority for Improvement to the Overall
Rating of Health Plan as well as the Primary Recommendation for improving this measure. For more ideas on how to improve your
scores, please see the Action Plans for Improving CAHPS® Scores section of this report.

High Priority for Improvement
(High correlation/Relatively low performance)

Overall Rating of Health Plan Primary Recommendation

None
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Key Driver Analysis — Health Plan

Health
Sample Plan's Plan’s Hiah Priority for | t
Q36. Rating of Health Plan Composite Size Score Percentile '9 ”O_” ytor mp_rovemen
(High Correlatloncl
Lower Quality Compass Group)
Q14. Easy to get care believed necessary for child 0.41 g 379  91.29% 70" None
Q19. Show respect for what you had to say 0.32 o 329 97.87% g2nd
Q17. Explain things in a way you could understand 0.25 o 330 95.15% 72M
Q18. Listen carefully to you o 330 96.97% 8g™"
Q22. Spend enough time with child 0 328 93.60% 93"
Q6. Getting appointment for child as soon as needed o 334  91.02% 79" Continue to Target Efforts
(High Correlatlon(é
Q28. Easy to get appointment for child with specialist e 96 70.83% gt Higher Quality Copass Group)
Q14 - Easy to Get Care Believed Necessary for
Q32. Got information or help needed 6 105 85.71% 76t Child
Q19 - Show Respect for What You Had to Say
Q33. Treated you with courtesy and respect e 105 97.14% 95
Q10. Discussed reasons to take medicine O 132 96.21% 88t
Q4. Getting care for child as soon as needed 0 200  93.50% 71
Q12. Asked preference for medicine O 130 76.15% 28t
Q11. Discussed reasons not to take medicine O 131 67.94% 750
0.0 0.5 1.0
Use caution when reviewing scores with sample sizes less than 25. Geg[.”iﬂkc.j"e Sé‘f.ﬁgn H.S’cﬁt\ﬁlfs” 1\(1;:;;2% Csuesrt\?iT:r
"Health Plan's Score" is the percent of respondents that answered "Always", "Usually"; "Yes" MakingiiCGommunicatelscare

Red Text indicates measure is 25t percentile or lower.
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Key Driver Analysis — Health Care

Health
Sample Plan's Plan’s i —
013. Rating of Health Care Composite Size Score  Percentile High Priority for Improvement
(High Correlation(
Lower Quality Compass Grou
Q14. Easy to get care believed necessary for child 0.46 @ 379 91.29% 70" None Q Y D 2
Q17. Explain things in a way you could understand 0.38 u 330 95.15% 72nd
Q18. Listen carefully to you 0.37 o 330 96.97% 8gh
Q6. Getting appointment for child as soon as needed 0.32 o 334  91.02% 79"
Q19. Show respect for what you had to say 0 329 97.87% g2nd
Q22. Spend enough time with child 0 328  93.60% 93" Continue to Target Efforts
(High CorrelationL
g . ®
Q28. Easy to get appointment for child with specialist e 96 70.83% G Higher Quality Compass Group)
Q14 - Easy to Get Care Believed Necessary for
Q4. Getting care for child as soon as needed o 200 93.50% 71 Child
Q17 - Explain Things in a Way You Could
Q12. Asked preference for medicine O 130  76.15% 2g™ Understand
Q18 - Listen Carefully to You
Q32. Got information or help needed e 105 85.71% 76t
Q11. Discussed reasons not to take medicine O 131 67.94% 75"
Q33. Treated you with courtesy and respect e 105 97.14% 95"
Q10. Discussed reasons to take medicine O 132 96.21% 88
0.0 0.5 1.0
Use caution when reviewing scores with sample sizes less than 25. Geg[,”iﬂkc,j“e ng‘,’s‘fﬂn ”.;’cﬁt‘ﬁ’fs” S:SJ{;?, Csuesrt\?iT:r
"Health Plan's Score" is the percent of respondents that answered "Always", "Usually"; "Yes" MakingiiCGommunicatelscare

Red Text indicates measure is 25t percentile or lower.
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Key Driver Analysis — Doctor and Specialist

Q26. Rating of Personal Doctor

Q18. Listen carefully to you 0.52
Q19. Show respect for what you had to say 0.47
Q17. Explain things in a way you could understand 0.44
Q22. Spend enough time with child 0.44

Q14. Easy to get care believed necessary for child 0.37

Q6. Getting appointment for child as soon as needed

Q33. Treated you with courtesy and respect

Q28. Easy to get appointment for child with specialist

Q32. Got information or help needed

Q12. Asked preference for medicine

Q11. Discussed reasons not to take medicine

Q4. Getting care for child as soon as needed

Q10. Discussed reasons to take medicine

0.0 0.5

Health : Health

Plan's Plan’s | Plan's Plan’s

Score Percentile : Q30. Rating of Specialist Score Percentile
1
1

h

96.97% 8g" : Q33. Treated you with courtesy and respect 0.49 97.14% 95"
1
i

97.87% 92" ' Q18. Listen carefully to you 0.45 96.97% 88"
1
{ h

95.15% 72" : Q28. Easy to get appointment for child with specialist 0.44 70.83% 9'
1
i

93.60% 931 1 Q19. Show respect for what you had to say 0.39 97.87% 92"
1
i

91.29% 70" : Q17. Explain things in a way you could understand 0.36 95.15% 72"
1
1

91.02% AN Q12. Asked preference for medicine 0.34 76.15% 28"
1
i

97.14% 95 1 Q6. Getting appointment for child as soon as needed 0.32 91.02% 79"
1
1
1

70.83% g : Q11. Discussed reasons not to take medicine 67.94% 750
1
i

85.71% 761 1 Q14. Easy to get care believed necessary for child 91.29% 70"
1
i

76.15% 2g™h : Q32. Got information or help needed 85.71% 76"
1
1

67.94% 75t : Q10. Discussed reasons to take medicine 96.21% agth
1
i

93.50% 71 1 Q22. Spend enough time with child 93.60% 93
1
1
1

96.21% ggth : Q4. Getting care for child as soon as needed 93.50% 71
i

1.0 1 0.0 0.5 1.0

"Health Plan's Score" is the percent of respondents that answered "Always", "Usually"; "Yes"

Red Text indicates measure is 25t percentile or lower.
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Action Plans for Improving CAHPS® Scores

Morpace has consulted with numerous clients on ways to improve CAHPS® scores. Even though each health plan is unique and
faces different challenges, many of the improvement strategies discussed on the next few pages can be applied by most plans with
appropriate modifications.

In addition to the strategies suggested below, we suggest reviewing AHRQ’s CAHPS® Improvement Guide, an online resource
located on the Agency for Healthcare Research and Quality website at:

http://www.ahrg.gov/cahps/quality-improvement/improvement-quide/improvement-quide.html

GETTING NEEDED CARE (1 of 2)

Easy to get appointment with specialist

+ Develop referral guidelines to identify which clinical conditions the PCPs should manage themselves and which should be referred to the
specialists.

+ Review authorization and referral patterns for internal barriers to member access to needed specialists. Include Utilization Management staff in
the review process to assist in barrier identification and process improvement development.

+ Review Complaint and Grievance information to assess if issues are with the process of getting a referral/authorization to a specialist, or if the
issue is the wait time to get an appointment.

* Include supplemental questions on the CAHPS® survey to determine whether the difficulty is in obtaining the initial consult or subsequent
appointments.

* Include a supplemental question on the CAHPS® survey to determine with which type of specialist members have difficulty making an
appointment.

+ Perform a GeoAccess study of your panel of specialists to assure that there are an adequate number of specialists and that they are dispersed
geographically to meet the needs of your members.

+ Instruct Provider Relations staff to question PCP office staff regarding which types of specialists they have the most problems scheduling
appointments for their patients.

+ Conduct an Access to Care survey to validate appointment availability of specialist appointments.

* Include specialists in a CG-CAHPS Study to determine ease of access as well as other issues with specialist care.

» Develop a worksheet which could be completed and given to the patient by the PCP explaining the need and urgency of the referral as well as
any preparation on the patient’s part prior to the appointment with the specialist. Including the patient in the decision making process improves
the probability that the patient will visit the specialist.

+ Develop materials to introduce and promote your specialist network to the PCPs and encourage the PCPs to develop new referral patterns
that align with the network.

(morpace k
2017 CAHPS® 5.0H Child Medicaid Survey

Oklahoma Health Care Authority
M170004 June 2017 14




http://www.ahrq.gov/cahps/quality-improvement/improvement-guide/improvement-guide.html



Action Plans for Improving CAHPS® Scores

GETTING NEEDED CARE (2 of 2)

Easy to get care believed necessary

+ Evaluate pre-certification, authorization, and appeals processes. Of even more importance is to evaluate the manner in which the decisions are
communicated to the member. Members may be told that the health plan has not approved specific care, tests, or treatment, but are not being
told why. The health plan should go the extra step to ensure that the member understands the decision and hears directly from them.

Additional recommendations

* Include a supplemental question on the CAHPS® survey to identify the type of care, test or treatment which the member has a problem
obtaining.

» Review complaints received by Customer Service regarding inability to receive care, tests or treatments. Identify the issues generating the
highest number of complaints and prioritize improvement activities to address these first.

* When care or treatment is denied, care should be taken to ensure that the message is understood by both the provider and the member.
Evaluate language utilized in denial letters and scripts for telephonic notifications of denials to make sure messaging is clear and appropriate for
a lay person. If state regulations mandate denial format and language in written communications, examine ways to also communicate denial
decisions verbally to reinforce reasons for denial.
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Action Plans for Improving CAHPS® Scores

GETTING CARE QUICKLY

Getting care as soon as you needed

+ Distribute to members listings of Urgent Care/After Hours Care options available in network. Promote Nurse on Call lines as part of the
distribution. Refrigerator magnets with Nurse On-Call phone numbers and names of participating Urgent Care centers are very effective in this
population.

Getting appointment as soon as needed

» Encourage PCP offices to implement open access scheduling — allowing a portion of each day to be left open for urgent care and follow-up
care.

Additional recommendations
* Include in member newsletters articles regarding scheduling routine care and check ups and informing members of the average wait time for a
routine appointment for your network.
+ |dentify for members, PCP, Pediatric and OB/GYN practices that offer evening and weekend hours.
* Encourage PCP offices to make annual appointments 12 months in advance
» Conduct an Access to Care Study
+ Calls to physician office - unblinded
» Calls to members with recent claims
» Desk audit by provider relations staff
* Conduct a CG-CAHPS survey to identify offices with scheduling issues

mMorpace
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Action Plans for Improving CAHPS® Scores

HOW WELL DOCTORS COMMUNICATE

Explain things in a way you could understand
* Include supplemental questions from the Item Set for Addressing Health Literacy to identify communication issues.
Listen carefully to you

» Provide the physicians with patient education materials. These materials could reinforce that the physician has heard the concerns of the patient
and/or that they are interested in the well-being of the patient. The materials might also speak to a healthy habit that the physician wants the
patient to adopt, thereby reinforcing the communication and increasing the chances for compliance. Materials should be available in
appropriate/relevant languages and reading levels for the population.

Show respect for what you had to say
» Conduct focus group of members to identify examples of behaviors identified in the questions. Video the groups to show physicians how
patients characterize excellent and poor physician performance.
Spend enough time with you

+ Develop “Questions Checklists” on specific diseases to be used by members when speaking to doctors. Have these available in office waiting
rooms or provided by office staff prior to the patient meeting with the doctor. The doctor can review and discuss the checklist during the office
Visit.

Additional recommendations
» Conduct a CG-CAHPS survey to identify physicians for whom improvement plans should be developed.
» Provide communication tips in the provider newsletters. Often, these are better accepted if presented as a testimonial from a patient.
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Action Plans for Improving CAHPS® Scores

SHARED DECISION MAKING

Discussed reasons to take medicine

» Develop patient education materials about common medicines described for your members explaining pros of each medicine.
Examples: asthma medications, high blood pressure medications, statins.

Discussed reasons not to take medicine

» Develop patient education materials about common medicines described for your members explaining cons of each medicine.
Examples: asthma medications, high blood pressure medications, statins.

Asked preference for medicine
* Conduct a CG-CAHPS survey and include the Shared Decision Making Composite as supplemental questions.

Additional recommendations

» Develop or purchase audio recordings and/or videos of patient/doctor dialogues/vignettes with information about common mediations.
Distribute to provider panel via podcast or other method.
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Action Plans for Improving CAHPS® Scores

HEALTH PLAN CUSTOMER SERVICE

Got information or help needed

* On a monthly basis, study Call Center reports for reasons of incoming calls and identify the primary drivers of calls. Bring together Call Center
representatives and key staff from related operational departments to design interventions to decrease call volume and/or improve member
satisfaction with the health plan.

Treated you with courtesy and respect

» Operationally define customer service behaviors for Call Center representatives as well as all staff throughout the organization. Train staff on
these behaviors.

Additional recommendations

+ Conduct Call Center Satisfaction Survey. Implement a short IVR survey to members within days of their calling customer service to
explore/assess their recent experience.

» Implement a service recovery program so that Call Center representatives have guidelines to follow for problem resolution and atonement.

+ Acknowledge that all members who respond that they have called customer service have actually talked to plan staff in other areas than the Call
Center. Promote the idea of customer service is the responsibility for all staff throughout the organization.
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Action Plans for Improving CAHPS® Scores

CARE COORDINATION

Personal doctor informed and up-to-date about the care you got from other doctors or other health providers

* Institute process where the plan notifies the PCP when a member is admitted/discharged from a hospital or SNF. Upon discharge, send a copy
of the discharge summary to the PCP.

Care Coordination is an area in which the health plan can be seen as the partner to the physician in the management of a member’s care. A
plan’s words and actions can emphasize the plan’s willingness to work with the physician to improve the health of their members and to assist the
physician in doing so.

+ Offer to work with larger/high volume PCP groups to facilitate EMR connectivity with high volume specialty groups.

» Conduct a referring physician survey with PCPs via the Internet to ascertain the level of communication between PCPs and specific specialists.
» Investigate how the plan can assist the PCP in coordinating care with specialists and ancillary providers.

+ Institute a policy and procedure whereby copies of MTM information is faxed/mailed to the member’s assigned PCP.

+ Have Provider Relations staff interview PCP office staff as to whether they communicate with Specialist offices to request updates on care
delivered to patients that the PCP referred to the Specialist.

* Encourage PCP offices to assist members with appointment scheduling with specialists and other ancillary providers and for procedures and
tests.
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General Knowledge about Demographic Differences

The commentary below is based on generally recognized industry knowledge per various published sources:

Age Older respondents tend to be more satisfied than younger respondents.

People who rate their health status as ‘Excellent’ or ‘Very good’ tend to be more satisfied than people who rate

Health Status their health status lower.

Education More educated respondents tend to be less satisfied.

Race and ethnicity effects are independent of education and income. Lower income generally predicts lower satisfaction with coverage
and care.

Whites give the highest ratings to both rating and composite questions. In general, Asian/Pacific Islanders and
American Indian/Alaska Natives give the lowest ratings.

Race Growing evidence that lower satisfaction ratings from Asian Americans are partially attributable to cultural
differences in their response tendencies. Therefore, their lower scores might not reflect an accurate comparison of
their experience with health care.

Hispanics tend to give lower ratings than non-Hispanics. Non-English speaking Hispanics tend to give lower

Ethnicity ratings than English-speaking Hispanics.
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Demographic Profile
Child Demographics

Oklahoma Health Care Authority

2016 Quality
Compass®
Q37. Child's Health Status
Excellent/Very good 77% 79% 79% 81% 76%
Good 20% 18% 17% 17% 19%
Fair/Poor 3% 3% 5% 3% 5%
Q38. Child's Mental/Emotional Health Status
Excellent/Very good 77% 79% 79% 77% 75%
Good 16% 15% 16% 18% 17%
Fair/Poor 7% 6% 6% 5% 8%
Q39. Child's Age
1 yr and under 1% 3% 1% 3% NA
2-5 11% 14% 14% 11% NA
6-9 24% 26% 28% 19% NA
10-14 39% 34% 34% 29% NA
15-18 26% 23% 24% 39% NA
Q40. Child's Gender
Male 54% 50% 51% 49% 52%
Female 46% 50% 49% 51% 48%
Q41/42. Child's Race/Ethnicity
Hispanic or Latino 17% 21% 26% 30% 34%
White 71% 73% 73% 66% 46%
African American 9% 12% 12% 8% 20%
Asian 3% 5% 3% 4% 5%
Native Hawaiian or other Pacific Islander 2% 1% 0% 0% 1%
American Indian or Alaska Native 23% 19% 17% 20% 3%
Other 6% 9% 10% 13% 13%

Data shown are self reported.
NA = Data not available
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Demographic Profile
Respondent Demographics

Oklahoma Health Care Authorit

014 2015 2016 2017

2016 Quality
Compass®

Q7. Number of Times Going to Doctor's Office/Clinic for Care
None 23% 23% 21% 22% 25%
1 time 26% 30% 29% 29% 26%
2 times 21% 24% 23% 24% 22%
3 times 14% 13% 13% 14% 12%
4 times 7% 5% 7% 5% 6%
5-9 times 8% 4% 7% 5% 6%
10 or more times 2% 1% 0% 1% 2%
Q16. Number of Times Visited Personal Doctor to Get Care
None 24% 23% 21% 23% 21%
1time 30% 36% 36% 36% 32%
2 times 21% 21% 21% 21% 23%
3 times 13% 11% 12% 10% 12%
4 times 6% 5% 1% 3% 6%
5-9 times 6% 4% 5% 5% 5%
10 or more times 1% 1% 1% 1% 1%
Q43. Respondent's Age
Under 18 7% 3% 4% 3% 6%
18 to 24 1% 3% 2% 3% 6%
25t0 34 27% 33% 32% 26% 32%
35to0 44 41% 38% 43% 42% 34%
45 to 54 17% 14% 14% 16% 15%
55 to 64 7% 6% 3% 5% 5%
65 or older 1% 1% 2% 3% 2%
Q44. Respondent's Gender
Male 15% 16% 15% 15% 12%
Female 85% 84% 85% 85% 88%
Q45. Respondent's Education
Did not graduate high school 14% 15% 17% 17% 21%
High school graduate or GED 34% 30% 32% 37% 34%
Some college or 2-year degree 36% 40% 34% 32% 32%
4-year college graduate 11% 10% 11% 9% 8%
More than 4-year college degree 5% 5% 6% 4% 5%

Data shown are self reported.
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Composite & Rating Scores by Demographics

Oklahoma Health Care Authority

Child’s Child’s Child’s
Age Ethnicity Health Status

: yrl 25 | 6.9 |10-14 | 1518 Atrican | Al || Non- | .S | some |Exceiient Fair/
Demographic and : Hispanic | .. . | Grad or Good
under | V'S yrs American | other Hispanic Less College+ | Very Good Poor

Composites (% Always/Usually)

Respondent’s
Educational Level

Getting Care Quickly 92 | 96 | 92 | 94 | 90 93 93 90 85 95 89 96 93 92 | 100
(SOA??;S)d DecisionMaking | g5 | g1 | 78 | 82 | s0 84 76 74 77 81 80 80 79 79 | 96
(H:g"n‘:::’fr']'i?;gtors 98 | 99 | 96 | 96 | 95 97 08 96 92 97 94 08 97 91 | 89
Getting Needed Care 79 | 92 | 82 | 75 | 80 80 89 81 73 84 81 81 86 68 | 79
Customer Service 80 | 95 | 90 | 91 | 92 90 94 91 91 92 94 89 90 94 | 100
Overall Ratings (% 8,9,10)

Health Care 100 | 95 | 87 | 80 | 81 86 87 85 85 84 83 85 87 71 | 75
Personal Doctor 100 | 93 | 87 | 85 | 88 88 87 87 90 87 86 90 89 83 | 83
Specialist 67 | 8o | 80 | 81 | 82 80 100 88 86 80 93 71 84 70 | 83
Health Plan 92 | 90 | 88 | 89 | 85 88 93 86 89 87 88 87 89 78 | 79
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Executive Summary

Background and Protocol

Background

CAHPS® measures health care consumers' satisfaction with the quality of care and customer service provided by their
health plan. Plans which are collecting HEDIS® (Healthcare Effectiveness Data and Information Set) data for NCQA
accreditation are required to field the CAHPS® survey among their eligible populations.

Protocol

For CAHPS® results to be considered in HEDIS® results, the CAHPS® 5.0H survey must be fielded by an NCQA
(National Committee for Quality Assurance)-certified survey vendor using an NCQA-approved protocol of administration
in order to ensure that results are collected in a standardized way and can be compared across plans. Standard NCQA
protocols for administering CAHPS® 5.0H include a mixed-mode mail/telephone protocol and a mail-only protocol.

The protocol includes the following:

Pre-notification Questionnaire with 1st reminder Replacement 2nd reminder Telephone
postcard mailed cover letter and postcard questionnaire with postcard interviews
(optional) business reply cover letter and mailed conducted with
envelop_e (BRE) BRE to all non- non-responders
mailed = = responders = (min of 3/max of 6
B '3 attempts)
1 M #2
B #1
9 Internet link Internet link
(- included on cover included on cover
:\\ letter (optional) letter (optional)
Oklahoma Health Care Authority chose the mail/telephone/Internet protocol.
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Executive Summary

« NCQA originally designed this protocol with the goal of achieving a total response rate of at least 45%. In 2015, the average
response rate for all Adult Medicaid plans reporting to NCQA was 27%, which is lower than the 2014 average (29%).

« In February, 1823 Oklahoma Health Care Authority members were randomly selected to participate in the 2016 CAHPS® 5.0H
Adult Medicaid Survey. The survey results presented in this report are compiled from the 474 Oklahoma Health Care Authority
members who responded to the survey.

Sample Size Total English Spanish
P Completes : Completes Completes
Oklahoma Health Care Authority 1823 474 471 3
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Executive Summary

Disposition Summary and Response Rate

A response rate is calculated for those members who were eligible and able to respond.

A completed questionnaire is defined as a respondent who completed three of the five required questions that all respondents are
eligible to answer (question #3,15, 24, 28, 35).

According to NCQA protocol, ineligible members include those who are deceased, do not meet eligible criteria, have a language barrier,
are either mentally physically incapacitated, or duplicate household to another member selected in the sample.

Non-responders include those members who refuse to participate in the current year’s survey, could not be reached due to a bad
address or telephone number, members that reached a maximum attempt threshold without a response, or members that did not meet
the completed survey definition.

The table below shows the total number of members in the sample that fell into each of the various disposition categories.

Oklahoma Health Care Authority
2016 Disposition Summary

Ineligible Number Non-response Number

Deceased (M20/T20) 16 Bad address/phone (M23/T23) 155
Does not meet criteria (M21/T21/121) 14 Partial complete (M31/T31/131) 16
Language barrier (M22/T22) 4 Refusal (M32/T32) 62
Mentally/physically incapacitated (M24/T24) 21 Maximum attempts made (M33/T33) 1061
Sample duplicates (ID1/ID2) 0

Total Ineligible 55 Total Non-response 1294

Ineligible surveys are subtracted from the sample size when computing a response rate (see below):

Completed mail, telephone and Internet surveys = Response Rate
Sample size - Ineligible surveys

Using the final figures from Oklahoma Health Care Authority’s Adult Medicaid survey, the 2016 response rate is calculated using the
equation below:

Mail completes (344) + Phone completes (112) + Internet completes (18) 474
Total Sample (1823) - Total Ineligible (55) 1768

= Response Rate = 27%
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Executive Summary

Summary of Key Measures Oklahoma Health Care Authority
Trended Data
Composite Measures 2013 2014 2015 2016
For purposes of reporting the CAHPS® results Getting Care Quickly 79% 82% 86% 84%
in HEDIS® (Healthcare Effectiveness Data Shared Decision Making NT NT 77% 77%
and Information Set) and for scoring for health How Well Doctors Communicate 87% 90% 90% 91%
plan accreditation, the National Committee for etdlliceucdiCals EOL P B )
Customer Service 90% 82% 92% 87%

Quiality Assurance (NCQA) uses 5 composite
measures and 4 rating questions from the

Overall Rating Measures

Health Care 64% 68% 72% 74%
survey.

Personal Doctor 71% 79%1 80% 81%
Each of the composite measures is the Specialist 75% 83% 78% 83%
average of 2 - 4 questions on the survey, Health Plan 61% 73%T  73% 67%
depending on the measure, while each rating
score is based on a single question. Flu Vaccinations™* NA 45%  46%  43%
CAHPS® scores are most commonly shown Advising Smokers and Tobacco Users to Quit* 76% 75% 74% 76%
using Summary Rate scores (percentage of Discussing Cessation Medications* 45% 48% 49% 50%

. Discussing Cessation Strategies* 42% 44% 46% 48%

positive responses). -

Aspirin Use** NR NR NR NR

Discussing Aspirin Risks and Benefits** NR NR NR NR

Health Promotion & Education 70% 71% 71% 70%

Coordination of Care 7% 83% 79% 79%

Sample Size 1350 1350 1823 1823

# of Completes 414 309 426 474

Legend: 4 /3 Statistically higher/lower compared to prior year results. \ Response Rate 32% 23% 24% 27% _J

NA=Data not available = NT=Data not trendable = NR=Data not reportable

*Measure is reported using a Rolling Average Methodology. The score shown is the reportable score for the corresponding year.
**Measure is reported using a Rolling Average Methodology and is not reportable in 2016.
**Question text and age range changed in 2014. This is a single year measure.
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Executive Summary
Scoring for NCQA Accreditation (Includes How Well Doctors Communicate)

2016 NCOA National Accreditation Com

Below
25th
Nat'l 25th Nat'l 50th Nat'l 75th Nat'l 90th Nat'l

Accreditation

. 0.29 0.58 0.98 1.27 1.44
Points

Sample Approximate Approximate

Composite Scores . Mean Percentile
Size Score
Threshold

Getting Care Quickly (n=305) 2.458 50t 2.36 2.42 2.46 2.49 0.98
How Well Doctors Communicate  (n=357) 2.634 75th 2.48 2.54 2.58 2.64 1.27
Getting Needed Care (n=312) 2.391 50t 2.31 2.37 2.42 2.45 0.98
Customer Service (n=106) 2.509 25th 2.48 2.54 2.58 2.61 0.58
Overall Ratings Scores :

Q13 Health Care (n=383) 2.366 50t 2.31 2.36 2.42 2.45 0.98
Q23 Personal Doctor (n=407) 2.548 75t 2.43 2.50 2.53 2.57 1.27
Q27 Specialist (n=225) 2,573 75t 2.48 251 2.56 2.59 1.27

ABETEENENON ) o 1.16 1.96 2.54 2.89
Points
Q35 Health Plan (n=458) 2.293  Below 25t 2.37 2.43 2.49 2.55 0.58

Estimated Overall

CAHPS® Score: [

NOTE: NCQA begins their calculation with an unadjusted raw score showing six digits after the decimal and then compares the adjusted score to their benchmarks and thresholds (also calculated to
the sixth decimal place). Starting in 2015, NCQA will no longer use an adjusted score. This report displays accreditation points and scores with only two digits after the decimal. Therefore, the
estimated overall CAHPS® score may differ from the sum of the individual scores due to rounding and could differ slightly from official scores provided by NCQA. The CAHPS® measures account
for 13 points towards accreditation.

*Data Source: NCOA Memorandum of January 21, 2016. Subject: 2016 Accreditation Benchmarks and Thresholds.

*** Not reportable due to insufficient sample size.
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Executive Summary
Scoring for NCQA Accreditation (Includes Care Coordination)

A National Accreditation Comparisons*

Below 25th
Nat'l 25th Nat'l 50th Nat'l 75th Nat'l 90th Nat'l

Accreditation

Points 2

Approximate Approximate

Composite Scores Percentile Score
Threshold

Getting Care Quickly (n=305) 2.458 50t 2.36 2.42 2.46 2.49 0.98

Getting Needed Care (n=312) 2.391 50th 2.31 2.37 2.42 2.45 0.98

Customer Service (n=106) 2.509 25t 2.48 2.54 2.58 2.61 0.58

Care Coordination (n=221) 2.321 Below 25t 2.33 2.39 2.43 2.49 0.29

Overall Ratings Scores :

Q13 Health Care (n=383) 2.366 50t 231 2.36 2.42 2.45 0.98
Q23 Personal Doctor (n=407)  2.548 75 2.43 2.50 2.53 2.57 1.27
Q27 Specialist (n=225)  2.573 75 2.48 2,51 2.56 2.59 1.27
freeraelicion 0.58 1.16 1.96 2.54 2.89
Points
Q35 Health Plan (n=458)  2.293  Below 25t 2.37 2.43 2.49 2.55 0.58

Estimated Overall

CAHPS® Score: aisk

NOTE: NCQA begins their calculation with an unadjusted raw score showing six digits after the decimal and then compares the adjusted score to their benchmarks and thresholds (also calculated to
the sixth decimal place). Starting in 2015, NCQA will no longer use an adjusted score. This report displays accreditation points and scores with only two digits after the decimal. Therefore, the
estimated overall CAHPS® score may differ from the sum of the individual scores due to rounding and could differ slightly from official scores provided by NCQA. The CAHPS® measures account
for 13 points towards accreditation.

*Data Source: NCOA Memorandum of January 21, 2016. Subject: 2016 Accreditation Benchmarks and Thresholds.

*** Not reportable due to insufficient sample size.
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Executive Summary

Comparison to Quality Compass®

Composite Scores
Getting Care Quickly (% Always/Usually)

Shared Decision Making (% Yes)
How Well Doctors Communicate (% Always/Usually)
Getting Needed Care (% Always/Usually)

Customer Service (% Always/Usually)

Overall Ratings Scores
Q13 Rating of Health Care (% 8, 9, 10)

Q23 Rating of Personal Doctor (% 8, 9, 10)
Q27 Rating of Specialist (% 8, 9, 10)

Q35 Rating of Health Plan (% 8, 9, 10)

Oklahoma 2015 Adult Medicaid Quality Compass® Comparisons*

Health Care

Authority 5th Nat’l  10th Nat’l 25th Nat'l 50th Nat'l 75th Nat'l 90th Nat'l  95th Nat'l

% % % % % % %

84.22% 72.32 73.99 78.73 81.55 83.48 85.26 86.61
76.64% 74.21 74.93 76.65 78.56 80.41 82.28 83.94
90.82% 86.99 88.13 89.21 90.70 92.17 93.29 94.23
84.53% 72.97 74.95 77.94 81.35 84.18 85.41 86.46
87.22% 82.77 83.25 85.32 87.34 88.70 90.56 91.67
73.89% 63.55 66.67 70.15 72.82 75.50 77.68 79.00
81.33% 73.07 75.00 77.69 80.00 82.06 84.17 86.28
83.11% 73.95 75.14 78.05 80.67 82.82 85.34 86.19
67.25% 65.23 67.85 72.44 76.15 78.65 81.16 83.25

*Data Source: 2015 Adult Medicaid Quality Compass®. Scores above based
on 155 public and non-public reporting health plan products (All Lines of Business excluding PPOs).

( Mmorpace
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Executive Summary
Action Plan — Rating of Health Plan

A Key Driver Analysis is conducted to understand the impact that different aspects of plan service and provider care have on members'
overall satisfaction with their health plan, their personal doctor, their specialist, and health care in general. Two specific scores are
assessed both individually and in relation to each other. These are:

1. The relative importance of the individual issues (Correlation to overall measures)

2. The current levels of performance on each issue (Percentile group in Quality Compass®)

Items that are a High Priority for Improvement are those measures that are highly correlated to the overall measure, and the plan’s
scores are below the 50t percentile of Quality Compass®. Below is a list of items that are considered a High Priority for Improvement to
the Overall Rating of Health Plan as well as the Primary Recommendation for improving this measure. For more ideas on how to
Improve your scores, please see the Action Plans for Improving CAHPS® Scores section of this report.

High Priority for Improvement

(High correlation/Relatively low performance)

Overall Rating of Health Plan Primary Recommendation
. : Operationally define customer service behaviors for Call Center representatives as well as all
e Q32 - Treated You with Courtesy and Respect staff throughout the organization. Train staff on these behaviors.
Conduct focus group of members to identify examples of behaviors identified in the questions.
u Q19 - Show Respect for What You Had to Say =) Video the groups to show physicians how patients characterize excellent and poor physician

performance.

Evaluate pre-certification, authorization, and appeals processes. Of even more importance is
to evaluate the manner in which the decisions are communicated to the member. Members
e Q14 - Easy to Get Care Believed Necessary =) may be told that the health plan has not approved specific care, tests, or treatment, but are
not being told why. The health plan should go the extra step to ensure that the member
understands the decision and hears directly from them.

Provide the physicians with patient education materials. These materials could reinforce that
the physician has heard the concerns of the patient and/or that they are interested in the well-
being of the patient. The materials might also speak to a healthy habit that the physician
wants the patient to adopt, thereby reinforcing the communication and increasing the chances
for compliance. Materials should be available in appropriate/relevant languages and reading
levels for the population.

O Q18 - Listen Carefully to You —)

(morpace ) -
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Executive Summary
Key Driver Analysis — Health Plan

Health - —
Sample  Plan's Plan's High Pno_n;y for IrlnprO\//ement
035. Rating of Health Plan Composite  Size Score Percentile (High Correlation

Lower Quality Compass® Group)

. Q32 - Treated You with Courtesy and Respect
Q32. Treated You with Courtesy and Respect 0.56 e 107 91.59% 20th Q19 - Show Respect for What You Had to Say
Q19. Show Respect for What You Had to Say o 356 91.57% 36th Q14 - E.asy to Get Care Believed Necessary
Q18 - Listen Carefully to You
Q20. Spend Enough Time with You o 357 89.64% 70th
Q14. Easy to Get Care Believed Necessary @ 388  82.99% 49th
Q18. Listen Carefully to You o 356  90.73% 43rd
Continue to Target Efforts
Q4. Getting Care as Soon as Needed 0 229 86.03% 71st (High Correlation/
. . ®
e Gl —_ Higher Quality Compass ™ Group)
i i i . r n 3
Q17. Explain Things in a Way You Could Understand o (] Q20 - Spend Enough Time with You
Q6. Getting Appointment as Soon as Needed 0 381  82.41% 84th Q4 - Getting Care as Soon as Needed
Q31. Got Information or Help Needed e 105  82.86% 66th
Q25. Easy to Get Appointment with Specialist @ 237 86.08% 94th
Q12. Asked Preference for Medicine 0 194 73.71% 21st
Q11. Discussed Reasons Not to Take Medicine 0 194 61.34% 11th
Q10. Discussed Reasons to Take Medicine 0 195 94.87% 85th

00 05 10 O O

U ti h iewi ith le si | than 25 Getting Care  Shared How Well  Getting Customer
Se caution when reviewing scores with sample sizes Iess than . Quickly el ks o e

"Health Plan's Score" is the percent of respondents that answered “Always”, “Usually”; “Yes” WENIP EomumieDs  E5e
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Executive Summary
Key Driver Analysis — Health Care

Health : —
Sample Plan's Plan's High P“o'“[t-]y for Irpproyement
Q13. Rating of Health Care Composite Size  Score  Percentile (High Correlation,

Lower Quality Compass® Group)
_ Q18 - Listen Carefully to You
0.52 ‘ ) 357  89.64% 70th Q19 - Show Respect for What You Had to Say

Q20. Spend Enough Time with You .
Q14 - Easy to Get Care Believed Necessary

Q18. Listen Carefully to You 0.51 O 356 90.73% 43rd
Q19. Show Respect for What You Had to Say 0.50 0 356 91.57% 36th
Q17. Explain Things in a Way You Could Understand 0.47 0 358  91.34% 53rd
14. Easy to Get Care Believed Necessal 0.46 e 388  82.99% 49th _
Q 4 i Continue to Target Efforts
Q6. Getting Appointment as Soon as Needed 0 381  82.41% 84th . (ngh Correlatlon(é
Higher Quality Compass Group)
Q31. Got Information or Help Needed e 105 82.86% 66th Q20 - Spend Enough Time with You
Q17 - Explain Things in a Way You Could
Q4. Getting Care as Soon as Needed o 229  86.03% 71st Understand
Q32. Treated You with Courtesy and Respect e 107 91.59% 20th
Q25. Easy to Get Appointment with Specialist e 237 86.08% 94th
Q12. Asked Preference for Medicine 0 194 73.71% 21st
Q10. Discussed Reasons to Take Medicine 0 195 94.87% 85th
Q11. Discussed Reasons Not to Take Medicine 0 194 61.34% 11th

0 0O

. S . . Getting Care  Shared HowWell  Getting Customer
Use caution when reviewing scores with sample sizes less than 25. Quickly  Decision Doctors  Needed Service

"Health Plan's Score" is the percent of respondents that answered “Always”, “Usually”; “Yes” WMEMNDE Commviese R
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Executive Summary
Key Driver Analysis — Doctor and Specialist

Health : Health
Plan's Plan's Plan's Plan's
023. Rating of Personal Doctor Score Percentile 1 027. Rating of Specialist Score Percentile
1
i
0,
Q19. Show Respect for What You Had to Say 91.57% 36th : Q19. Show Respect for What You Had to Say 0.61 91.57% 36th
1
. . 1
Q20. Spend Enough Time with You 89.64% 70th : Q20. Spend Enough Time with You 0.52 89.64% 70th
1
. 1
Q18. Listen Carefully to You 90.73% 43rd : Q32. Treated You with Courtesy and Respect 0.52 91.59% 20th
1
. . . 1
Q17. Explain Things in a Way You Could Understand 91.34% 53rd : Q18. Listen Carefully to You 90.73% 43rd
i
Q14. Easy to Get Care Believed Necessary 82.99% 49th : Q25. Easy to Get Appointment with Specialist 86.08% 94th
i
Q32. Treated You with Courtesy and Respect 91.59% 20th : Q17. Explain Things in a Way You Could Understand 91.34% 53rd
i
Q6. Getting Appointment as Soon as Needed 82.41% 84th : Q14. Easy to Get Care Believed Necessary 82.99% 49th
i
Q4. Getting Care as Soon as Needed 86.03% T1st : Q12. Asked Preference for Medicine 73.71% 21st
i
Q12. Asked Preference for Medicine 73.71% 21st Q31. Got Information or Help Needed 82.86% 66th
1
1
Q25. Easy to Get Appointment with Specialist 86.08% 94th : Q4. Getting Care as Soon as Needed 86.03% 71st
1
1
Q10. Discussed Reasons to Take Medicine 94.87% 85th : Q10. Discussed Reasons to Take Medicine 94.87% 85th
1
1
Q31. Got Information or Help Needed 82.86% 66th : Q6. Getting Appointment as Soon as Needed 82.41% 84th
1
1
Q11. Discussed Reasons Not to Take Medicine 61.34% 11th : Q11. Discussed Reasons Not to Take Medicine 61.34% 11th
i
0.0 X 1.0 1 0.0 1.0

"Health Plan's Score" is the percent of respondents that answered “Always”, “Usually”; “Yes”
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Executive Summary

Action Plans for Improving CAHPS® Scores

Morpace has consulted with numerous clients on ways to improve CAHPS® scores. Even though each health plan is unique and
faces different challenges, many of the improvement strategies discussed on the next few pages can be applied by most plans with

appropriate modifications.

In addition to the strategies suggested below, we suggest reviewing AHRQ’s CAHPS® Improvement Guide, an online resource

located on the Agency for Healthcare Research and Quality website at:

www.cahps.ahrg.gov/quality-improvement/index.html
Getting Needed Care

Ease of obtaining appointment with specialist

— Review panel of specialists to assure that there are an adequate
number of specialists and that they are disbursed geographically to
meet the needs of your members.

— Conduct an Access to Care survey with either or both of 2 audiences:
physician’s office and/or among members.

— Conduct a CG-CAHPS survey including specialists in the sample to
identify the specialists with whom members are having a problem
obtaining an appointment.

— Include supplemental questions on the CAHPS® survey to determine
whether the difficulty is in obtaining the initial consult or subsequent
appointments.

— Include a supplemental question on the CAHPS® survey to determine
with which type of specialist members have difficulty making an
appointment.

— Utilize Provider Relations staff to question PCP office staff when
making a regular visit to determine with which types of specialists
they have the most problems scheduling appointments.

— Develop materials to promote your specialist network and encourage
the PCPs to develop new referral patterns that align with the network.

( Mmorpace

Getting Needed Care

Ease of obtaining care, tests, or treatment you needed
through your health plan

— Include a supplemental question on the CAHPS® survey to identify
the type of care, test or treatment for which the member has a
problem obtaining.

— Review complaints received by Customer Service regarding inability
to receive care, tests or treatments.

— Evaluate pre-certification, authorization, and appeals processes. Of
even more importance is to evaluate the manner in which the policies
and procedures are delivered to the member, whether the delivery of
the information is directly to the member or through their provider.
Members may be hearing that they cannot receive the care, tests, or
treatment, but are not hearing why.

— When care or treatment is denied, care should be taken to ensure
that the message is understood by both the provider and the

)Y
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Executive Summary

Action Plans for Improving CAHPS® Scores (cont’d)

Getting Care Quickly

Obtaining care for urgent care (iliness, injury or condition that
needed care right away) as soon as you needed

Obtaining an appointment for routine care/check-ups
— Conduct a CG-CAHPS survey to identify offices with scheduling issues.
— Conduct an Access to Care Study
Calls to physician office - unblinded
Calls to physician office — blinded (Secret Shopper)
Calls to members with recent claims
Desk audit by provider relations staff
— Develop seminars for physicians’ office staff that could include
telephone skills (answering, placing a person on hold, taking messages
from patients, dealing with irate patients over the phone, etc.) as well as
scheduling advice. Use this time to obtain feedback concerning what

issues members have shared with the office staff concerning
interactions with the plan.

* These seminars could be offered early morning, lunch times or evenings so
as to be convenient for the office staff. Most physicians would be
appreciative of having this type of training for their staff as they do not have
the time or talents to train their employees in customer service and practice
management.

( Mmorpace

How Well Doctors Communicate

Doctor explained things in a way that was easy to understand
Doctor listened carefully
Doctor showed respect for what member had to say

Doctor spent enough time with member

— Conduct a CG-CAHPS survey to identify lower performing physicians for
whom improvement plans should be developed.

Conduct focus group of members to identify examples of behaviors
identified in the questions. Video the groups to show physicians how
patients characterize excellent and poor physician performance.

Include supplemental questions from the Item Set for Addressing Health
Literacy to better identify communication issues.

Develop “Questions Checklists” on specific diseases to be used by
members when speaking to doctors. Have these available in office waiting
rooms.

Offer in-service programs with CMEs for physicians on improving
communication with patients. This could be couched in terms of motivating
patients to comply with medication regimens or to incorporate healthy life-
style habits. Research has shown that such small changes as having
physicians sit down instead of stand when talking with a patient leads the
patient to think that the doctor has spent more time with them.

Provide the physicians with patient education materials, which the
physician will then give to the patient. These materials could reinforce that
the physician has heard the concerns of the patient or that they are
interested in the well-being of the patient. The materials might also speak
to a healthy habit that the physician wants the patient to adopt, thereby
reinforcing the communication and increasing the chances for compliance.

Provide communication tips in the provider newsletters. Often, these are
better accepted if presented as a testimonial from a patient.

2016 CAHPS® 5.0H Adult Medicaid Survey
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Executive Summary

Action Plans for Improving CAHPS® Scores (cont’d)

Shared Decision Making

Doctor talked about reasons you might want to take a
medicine

Doctor talked about reasons you might not want to take a
medicine

Doctor asked you what you thought was best
— Conduct a CG-CAHPS survey and include the Shared Decision Making
Composite as supplemental questions.

Develop patient education materials on common medicines described
for your members explaining pros and cons of each
medicine. Examples: asthma medications, high blood pressure

Health Plan Customer Service

Customer service gave the information or help needed

Customer service treated member with courtesy and respect
— Conduct Call Center Satisfaction Survey. Implement a short IVR

survey to members within days of their calling customer service to
explore/assess their recent experience.

At the end of each Customer Service call, have your representative
enter/post the reason for the call. At the end of a month, synthesize the
information to discern the major reasons for a call. Have the customer
service representatives and other appropriate staff discuss ways to
address the reason for the majority of the calls and design
interventions so that the reason for the call no longer exists.

medications, statins.

Develop audio recordings and/or videos of patient/doctor
dialogues/vignettes on common medications. Distribute to provider
panel via podcast or other method.

(morpace , -
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Executive Summary
Demographics

HEALTH STATUS MENTAL/EMOTIONAL HEALTH STATUS

Excellent/
Excellent/
Fair/Poor Vegflog/?od
39%
Fair/Poor
51% Good
32%
Good
30%
~ MEMBER'SAGE = GENDER EDUCATION

More than

A-yr
college / 4-year
graduate _ —— college
4% degree

12;/204 2%
25-34 Some Did not
12% college or graduate
65 or older PRV R high school

[
31% 23% 32%

High

School

graduate or
GED
39%

55-64
23%

RACE / ETHNICITY

Hispanic or Latino
White

African American
Asian

Native Hawaiian or other Pacific Islander
American Indian or Alaska Native

Other

0% 20% 40% 60% 80% 100%

Data shown are self reported.
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Executive Summary
Demographics

2015 Quality
Compass®
Q36. Health Status
Excellent/Very good 25% 24% 20% 17% 34%
Good 27% 30% 27% 32% 33%
Fair/Poor 48% 46% 52% 51% 33%
Q37. Mental/Emotional Health Status
Excellent/Very good 32% 35% 30% 31% 44%
Good 28% 26% 37% 30% 28%
Fair/Poor 40% 39% 33% 39% 28%
Q52. Member's Age
18to 24 18% 18% 7% 8% 15%
2510 34 21% 15% 11% 12% 20%
35to 44 15% 16% 12% 11% 17%
45to 54 24% 25% 17% 16% 20%
55 to 64 21% 24% 23% 23% 22%
65 or older 1% 2% 30% 31% 6%
Q53. Gender
Male 32% 32% 33% 35% 35%
Female 68% 68% 67% 65% 65%
Q54. Education
Did not graduate high school 32% 30% 31% 32% 25%
High school graduate or GED 46% 46% 41% 39% 38%
Some college or 2-year degree 19% 20% 22% 23% 28%
4-year college graduate 2% 3% 2% 4% 6%
More than 4-year college degree 1% 1% 3% 2% 3%
Q55/56. Race/Ethnicity
Hispanic or Latino 6% % 5% 5% 17%
White 74% 71% 71% 76% 53%
African American 15% 14% 13% 11% 23%
Asian 1% 1% 2% 1% 5%
Native Hawaiian or other Pacific Islander 0% 1% 0% 1% 2%
American Indian or Alaska Native 18% 18% 21% 19% 1%
Other 5% 6% 4% 3% 9%

Data shown are self reported.
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Executive Summary
General Knowledge about Demographic Differences

The commentary below is based on generally recognized industry knowledge per various published sources:

Age

Health Status

Education

and care.

Race

Ethnicity

Older respondents tend to be more satisfied than younger respondents.

People who rate their health status as ‘Excellent’ or ‘Very good’ tend to be more satisfied than people who rate
their health status lower.

More educated respondents tend to be less satisfied.

Race and ethnicity effects are independent of education and income. Lower income generally predicts lower satisfaction with coverage

Whites give the highest ratings to both rating and composite questions. In general, Asian/Pacific Islanders and
American Indian/Alaska Natives give the lowest ratings.

Growing evidence that lower satisfaction ratings from Asian Americans are partially attributable to cultural
differences in their response tendencies. Therefore, their lower scores might not reflect an accurate comparison of
their experience with health care.

Hispanics tend to give lower ratings than non-Hispanics. Non-English speaking Hispanics tend to give lower
ratings than English-speaking Hispanics.

Note: If a health plan’s population differs from Quality Compass® in any of the demographic groups, these differences could account for the plan’s
score when compared to Quality Compass ®. For example, if a plan’s population rates themselves in better health than the Quality Compass®

population, this could impact a plan’s score positively. Conversely, if a plan’s population rates themselves in poorer health than the Quality Compass ®
population, the plan’s scores could be negatively impacted.

( Mmorpace
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Executive Summary
Composite & Rating Scores by Demographics

Ethnicity Educational Level Health Status

HS Grad| Some [Excellent/
Hispanicjor Less | College+|Very Good

sl olel 7 [ow [ 15w [ o [w_

Composites (% Always/Usually)

American

Getting Care Quickly 76 83 81 86 86 78 82 83 85 84 85 87 84 84
a‘ﬁ‘;gd Decision Making 80 | 81 | 81 | 75 76 76 78 80 76 76 79 82 73 | 77
How Well Doctors

Communicate 93 86 92 91 92 90 90 88 91 90 92 93 92 90
Getting Needed Care 85 79 78 86 87G 79 78 77 86 83 87 91 86 82
Customer Service 63 89 81 91A 87 86 90 83 88 86 90 95 85 87

Overall Ratings (% 8,9,10)

Health Care 61 66 67 77 75 67 67 78 74 74 74 87MIN 73 72
Personal Doctor 78 76 79 83 83 80 78 79 82 82 81 87 81 80
Specialist 75 71 83 85 86 80 85 64 84 85 80 83 83 84
Health Plan 50 59 60 72A 68 63 64 61 68 68 66 76M 61 68

Significance is noted by UPPERCASE letters for columns significantly HIGHER at 95% confidence level

( Mmorpace
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HEDIS® Measures

Flu Vaccinations for
Adults Ages 18 — 64

Medical Assistance with
Smoking and ——
Tobacco Use Cessatione.. ..

S—

-

Aspirin Use and
Discussion
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Flu Vaccinations for Adults Ages 18 — 64

In 2014, the Flu Vaccinations for Adults Ages 18-64 Measure (FVA) was added to the Medicaid product line.

The Flu Vaccinations for Adults Ages 18-64 Measure is designed to report the percent of members:

— who are between the ages of 18-64 as of July 1st of the measurement year

— who were continuously enrolled during the measurement year, and

— who received an influenza vaccination or flu spray between July of the measurement year and the date on which the survey was completed
Results for this measure are calculated using data collected during the measurement year.

All members in the sample are asked to answer this question but only the members that meet the age criteria will be included in the results for this
measure. Below are the 2016 Reported Results. See Technical Notes for Accreditation Scoring.

2016

Reported Results*

'Q38. Have you had either a flu shot or flu spray in the nose since July 1, 2015?

Members that meet age criteria 316
(results are not reportable if less than 100)

Members that meet age criteria and received a flu vaccination 137

Flu Vaccinations for Adults Rate 43%

2015 Quality Compass®

Mean 5th 10t 251 50t 75t 9ot 95t
39.49 | 27.42 | 30.04 | 35.14 | 39.04 | 44.83 | 48.96 | 50.52

* The 2016 Reported Result is calculated using results collected during the measurement year. There must be a total of 100 or more respondents eligible for calculation in the
measurement year for the rate to be reportable. This measure became eligible for public reporting in 2015.
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Medical Assistance with Smoking & Tobacco Use Cessation
Advising Smokers and Tobacco Users to Quit

* In 2010, the Medical Assistance with Smoking Cessation measure was revised and is now called the Medical Assistance with Smoking and Tobacco Use
Cessation (MSC) measure. The scope of the measure was expanded to include smokeless tobacco use and revised the question response choices. This
measure consists of the following components that assess different facets of providing medical assistance with smoking and tobacco use cessation:

— Advising Smokers and Tobacco Users to Quit
— Discussing Cessation Medications
— Discussing Cessation Strategies

+ Criteria for inclusion in this measure are members who are at least 18 years old, who were either current smokers, tobacco users, or recent quitters, who were
seen by an MCO practitioner during the measurement year, and who received advice on quitting smoking/tobacco use.

l 2016 Reported Results*

|Q40. Advising Smokers and Tobacco Users to Quit

Members that meet criteria (results are not reportable if less than 100) 148 160 308

Members that meet criteria and were advised to quit smoking or using tobacco 110 125 235

\O\dvising Smokers and Tobacco Users to Quit Rate 74% 78% 76% /
) 2015 Quality Compass®

Mean 5t 1ot 25th 50th 75t 9oth g5th
75.79 | 65.20 | 67.57 | 73.60 | 76.74 | 79.41 | 81.91 | 84.18

*The Reported Results are calculated using a rolling average methodology, using results collected during two consecutive years of data collection. The Reported Results
were calculated for the first time in 2011.
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Medical Assistance with Smoking & Tobacco Use Cessation
Discussing Cessation Medications

+ Criteria for inclusion in this measure are members who are at least 18 years old, who were either current smokers, tobacco users, or recent quitters, who were
seen by an MCO practitioner during the measurement year, and who discussed smoking/tobacco use cessation medications.

~

l2016 Reported Results*

|Q41. Discussing Cessation Medications

Members that meet criteria (results are not reportable if less than 100) 146 159 305
Members that meet criteria and discussed medications to quit smoking or using tobacco 69 82 151
Discussing Cessation Medications Rate 47% 52% 50%

) 2015 Quality Compass®

Mean 5t 1ot 25th 50th 75t goth g5th
46.75 | 34.29 | 36.31 | 41.76 | 46.70 | 51.91 | 57.45 | 58.61

*The Reported Results are calculated using a rolling average methodology, using results collected during two consecutive years of data collection. The Reported Results
were calculated for the first time in 2011.
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Medical Assistance with Smoking & Tobacco Use Cessation
Discussing Cessation Strategies

* Criteria for inclusion in this measure are members who are at least 18 years old, who were either current smokers, tobacco users, or recent quitters, who were
seen by an MCO practitioner during the measurement year, and who discussed smoking/tobacco use cessation medications or strategies with their doctor.

IQ42. Discussing Cessation Strategies

l 2016 Reported Results*

Members that meet criteria (results are not reportable if less than 100) 149 158 307
Members that meet criteria and discussed methods & strategies to quit smoking or using tobacco 66 80 146
Discussing Cessation Strategies Rate 44% 51% 48%

\_ J

| 2015 Quality Compass®

Mean 5t 10t 25t 50t 75t 9ot g5t
42.46 | 29.79 | 33.59 | 38.18 | 42.50 | 47.60 | 51.21 | 53.27

*The Reported Results are calculated using a rolling average methodology, using results collected during two consecutive years of data collection. The Reported Results
were calculated for the first time in 2011.
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Aspirin Use and Discussion (ASP)

In 2010, Aspirin Use and Discussion (ASP) was added to assess different facets of managing aspirin use for the primary prevention of
cardiovascular disease.

This measure is not yet approved to be publicly reported for Adult Medicaid plans. The Aspirin results are calculated
using a rolling average methodology, using results collected during two consecutive years of data collection.
Criteria for inclusion in the Aspirin Use measure are:

— Women 56-79 years of age with at least two risk factors for cardiovascular disease

— Men 46-65 years of age with at least one risk factor for cardiovascular disease

— Men 66-79 years of age, regardless of risk factors
Criteria for the Discussing Aspirin Risks/Benefits measure are:

— Women 56-79 years of age
— Men 46-79 years of age

l 2016 Rolling Average

Results*

Q43. Aspirin Use

Members that meet criteria (results are not reportable in 2016) 44 40 84
Members that meet criteria and use aspirin for preventative measures 21 10 31
Aspirin Use Rate 48% 25% 37%

DA5. Discussing Aspirin Risks and Benefits

Members that meet criteria (results are not reportable in 2016) 87 98 185
Members that meet criteria and provider discussed risks/benefits of aspirin use for preventative 46 40 86
measures

Discussing Aspirin Risks and Benefits Rate 53% 41% 46%

*The Reported Results are calculated using a rolling average methodology, using results collected during two consecutive years of data collection. The Rolling Average was
calculated for the first time in 2011 and is not yet approved for public reporting.

(morpace ) »
2016 CAHPS® 5.0H Adult Medicaid Survey

Oklahoma Health Care Authority
M160003 June 2016 26











SoonerCare Demonstration Renewal and 
Post Award Forum

Sherris Harris-Ososanya

Waiver Reporting Coordinator, Federal and State Policy 







SoonerCare Choice/Insure Oklahoma
Section 1115 Demonstration Overview

Allows flexibility to design and improve Medicaid programs

Uses innovative service delivery systems that improve care, increase efficiency and reduce costs 

SoonerCare Demonstration period is from January 2016 to December 2018





Post Award Forum


Opportunity to provide meaningful comment on progress of current demonstration programs 



Looking forward





SoonerCare Choice 
Current Program

		Access		Medical home

		Optimize		Integrate

		Health Insurance		



		Access		Quality

		Decreasing Cost		



SoonerCare Choice Waiver Objectives:

Three-Part Aim of Centers for Medicare & Medicaid Services (CMS):





PROVIDE DEFINITION OF EACH

Because OHCA’s programs, including SoonerCare and Insure Oklahoma, are critical in providing care to Oklahomans, the performance and administration of these programs must be continuously examined and evaluated.

4



SoonerCare Choice and Insure Oklahoma


Waiver administrative update:	



Renewal of the Demonstration Waiver for three years – January 1, 2019, through December 31, 2021



Continue services provided under the waiver 





Provide brief information on each section
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SoonerCare Choice Demonstration




For more information, please visit  www.okhca.org.





Where they can find it. 
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Questions








Open to feedback and follow up on any questions that we may have gotten from website. 
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Contact Information


Sherris Harris-Ososanya MHR, LPC

Federal and State Policy 

Waiver Reporting Coordinator 

Phone: 405-522-7507

Fax: 405-530-3273 

Sherris.Harris-Ososanya@okhca.org 





End!
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References


OHCA-CMS Special Terms and Conditions September 9, 2015

OHCA Monthly Fast Facts (www.okhca.org/research)

www.Medicaid.gov





More information and resources
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Waiver Projects Currently Undergoing Application, Renewal, or Amendment

o 2019-2021 SoonerCare Choice and Insure Oklahoma 11 15(a) Demonstration Waiver
Public Notice and Amended Application

Purpose of this Webpage

In accordance with federal and state law, the Oklahoma Health Care Authority as a single state Medicaid agency,
must notify the public of its intent to submit to the Centers for Medicare and Medicaid Services (CMS) any new
1115 demonstration waiver project or extension renewal or amendment to any previously approved demonstration
waiver project and must make available at least a 30-day public comment period at minimum 30 days prior to
submitting to CMS the new | | |5 demonstration waiver project or extension renewal or amendment.

Public notices, including the description of the new | | |5 Demonstration Waiver project or, extension renewal or
amendment to an existing demonstration waiver project to be submitted to CMS, will be posted here along with
links to the full public notice and the application/extension/amendment document to be submitted to CMS.

The full public notices will include:

e The address, telephone number and internet address where copies of the new demonstration waiver
project or extension or amendment document is available for public review and comment,

e The postal address where written comments can be sent,

e  The minimum 30-day time period in which comments will be accepted,

e  The locations, dates and times of at least two public hearings convened by the State to seek input, (At least
one of the two required public hearings will use telephonic and/or Web conference capabilities to ensure
statewide accessibility to the public hearing.)

e andalink to the CMS website to access comments (HTML, new window) received by CMS during their
30-day public comment period after the application/extension/amendment has been submitted to CMS.

Comments may be provided during scheduled public hearings or in writing during the public comment period. To
submit comments, write to

Oklahoma Health Care Authority
Federal and State Policy Division
4345 N. Lincoln Blvd,

Oklahoma City, OK.73105

Locations, dates and times for public hearings will be published on the upcoming public hearings page of this
website.

If you need this material in an alternative format, such as large print, please contact the Communications Division at
405-522-7300

SoonerCare Choice and Insure Oklahoma [ | 15 Demonstration Waiver Public
Notice and Amended Application



https://www.medicaid.state.ar.us/general/comment/demowaivers.aspx#finalapp

http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/Waivers.html?filterBy=1115#waivers



Added 09/01/17
View or print the extension renewal request application to be submitted to CMS for SoonerCare Choice and Insure

Oklahoma | | I5 Demonstration Waiver (PDF, new window)

Public Notice

Added 09/01/17
View or print public comments regarding SoonerCare Choice and Insure Oklahoma | | |5 Demonstration Waiver

extension renewal request application (PDF, new window)

Added 09/01/17
View or print the SoonerCare Choice and Insure Oklahoma | | |5 Demonstration Waiver and Post Award Forum

Public Hearing Presentation (PDF, new window)

Added 09/01/17
View or print the public notice regarding the extension renewal request for the SoonerCare Choice and Insure

Oklahoma | | |5 Demonstration Waiver (PDF, new window)

The Okilahoma Health Care Authority (OHCA) as the single state Medicaid agency is providing public notice of its
intent to submit to the Centers of Medicare and Medicaid Services (CMS) a written request to amend the
SoonerCare Choice and Insure Oklahoma | /15 Demonstration waiver and to hold public hearings to receive
comments on the extension renewal request to the Demonstration.

The State will request an amendment to the SoonerCare Choice and Insure Oklahoma | | |5 Demonstration waiver
to remove the pilot status of the Health Access Networks (HAN) to allow the possibility of statewideness.
Statewideness in accordance with Section 1902(a)(1) will also be removed from the waiver list.

The State does not request any additional waivers to implement the changes to the Demonstration:

The State will seek to eliminate the following waiver and expenditure authorities related to its Health Access
Network statewideness:

e  Statewideness/Uniformity Section
§ 1902(a)(I)
To enable the state to provide Health Access Networks (HANSs) only in certain geographical areas of the
State.

In addition, the second, of two public meetings described below, will also serve as the 2017 Post Award Forum to
allow any discussion or feedback regarding the waiver.

Waiver List

e §1902(a)(23)(A)
To enable the state to restrict beneficiaries’ freedom of choice of care management providers, and to use
selective contracting that limits freedom of choice of certain provider groups to the extent that the
selective contracting is consistent with beneficiary access to quality services. No waiver of freedom of
choice is authorized for family planning providers.

e §1902(a)(34)
To enable the state to waive retroactive eligibility for demonstration participants, with the exception of
Tax Equity and Fiscal Responsibility Act (TEFRA) and Aged, Blind, and Disabled populations.

Expenditure Authorities





e Demonstration Population 5. Expenditures for health benefits coverage for individuals who are “Non-
Disabled Low Income Workers” age 19-64 years who work for a qualifying employer and have no more
than 200 percent of the federal poverty level (FPL), and their spouses.

e Demonstration Population 6. Expenditures for health benefits coverage for individuals who are “Working
Disabled Adults” 19-64 years of age who work for a qualifying employer and have income up to 200
percent of the FPL.

e Demonstration Population 8. Expenditures for health benefits coverage for no more than 3,000 individuals
at any one time who are full-time college students age |9 through age 22 and have income not to exceed
200 percent of the FPL, who have no creditable health insurance coverage, and work for a qualifying
employer.

e Demonstration population 10. Expenditures for health benefits coverage for foster parents who work for
an eligible employer and their spouses with household incomes no greater than 200 percent of the FPL.

e  Demonstration Population | |. Expenditures for health benefits coverage for individuals who are
employees and spouses of not-for-profit businesses with 500 or fewer employees, work for a qualifying
employer, and with household incomes no greater than 200 percent of the FPL.

e Demonstration Population 12. Expenditures for health benefits coverage for individuals who are “Non-
Disabled Low Income Workers” age 19-64 years whose employer elects not to participate in the Premium
Assistance Employer Coverage Plan, who are self-employed, or unemployed, and have income up to 100
percent of the FPL, and their spouses.

e Demonstration Population 3. Expenditures for health benefits coverage for individuals who are “Working
Disabled Adults” 19-64 years of age whose employer elects not to participate in the Premium Assistance
Employer Coverage Plan, as well as those who are self-employed, or unemployed (and seeking work) and
who have income up to 100 percent of the FPL.

e Demonstration Population 14. Expenditures for health benefits coverage for no more than 3,000
individuals at any one time who are full-time college students age 19 through age 22 and have income not
to exceed 100 percent of the FPL, who have no creditable health insurance coverage, and do not have
access to the Premium Assistance Employer Coverage Plan.

e Demonstration Population 15. Expenditures for health benefits coverage for individuals who are working
foster parents, whose employer elects not to participate in Premium Assistance Employer Coverage Plan
and their spouses with household incomes no greater than 100 percent of the FPL.

e Demonstration Population 16. Expenditures for health benefits coverage for individuals who are
employees and spouses of not-for-profit businesses with 500 or fewer employees with household incomes
no greater than 100 percent of the FPL, and do not have access to the Premium Assistance Employer
Coverage Plan.

e Health Access Networks Expenditures. Expenditures for Per Member Per Month payments made to the
Health Access Networks for case management activities.

e  Premium Assistance Beneficiary Reimbursement. Expenditures for reimbursement of costs incurred by
individuals enrolled in the Premium Assistance Employer Coverage Plan and in the Premium Assistance
Individual Plan that are in excess of five percent of annual gross family income.

e  Health Management Program. Expenditures for otherwise non-covered costs to provide health coaches
and practice facilitation services through the Health Management Program.

e Work Force Development Supplemental Payments to State Teaching Universities.

Expenditures for reimbursement to state teaching universities to grow and improve the healthcare
workforce in Oklahoma.

The State continues to evaluate whether it will request other waivers or expenditure authorities.

The extension renewal to the Demonstration will further the objectives of Title XIX by providing a medical home
and premium assistance insurance across the continuum of coverage. The removal of the pilot status of the Health
Access Networks, this will allow for statewideness of the program.





This extension renewal will be statewide and will operate from calendar years 2019 through 2021. The State
anticipates that this extension renewal will affect most of the approximately 545,858 SoonerCare Choice individuals
covered under the Demonstration as of June 2017.

The Demonstration extension renewal, including the proposed amendment, will test hypotheses related to access
to care, quality of care management, integration of Indian Health Services, and access to affordable health insurance.
The State expects that, over the life of the Demonstration, covering SoonerCare Choice enrollees will be
comparable to what the costs would have been for covering the same group of Oklahomans using traditional
Medicaid. The State does not anticipate that the extension renewal to the Demonstration will affect its current
waiver trend rate or per capita cost estimates, which can be found in the Demonstration Populations table below.

The information in the table below is provided by The Pacific Health Policy Group (PHPG) which has been retained
by the OHCA as an independent contractor. The information is pulled from the Budget Neutrality exhibits which
incorporate full-year enrollment and expenditure data through calendar year 2016 (demonstration year 21).
Expenditures reflect C-Report amounts.

Projections for the remainder of the current extension period are based on Medicaid Eligibility Group (MEG)
specific assumptions, as described in detail throughout the chapter. Updates to worksheets previously submitted
are described in text boxes included at the top of each worksheet (where applicable). Traditional MEG projections
for 2018 incorporate the CMS-mandated rebasing methodology, with 1) the budget neutrality PMPM set equal to
the 2016 actual PMPM, trended to 2018 and 2) savings limited to a five-year look back period. Annual aggregate
savings/ (deficit) projections for 2019 — 2021 are capped at 25 percent of actual prior to being added to cumulative

savings/ (deficit) projections.

DY 23 DY 24 DY 25 DY 26
. . 2018 2019 2020 2021
Demonstration Populations pr(ojecti)on pr(oiectiZm pr(oiectiZm pr(ojecti)on
PMPM PMPM PMPM PMPM
TANF-Urban 440% | $256.79 | $268.56 | $280.43 | $292.82
TANF-Rural 440% | $226.92 | $23832 | $248.75 | $259.64
ABD-Urban 420% | $1,121.61 | $1,170.14 | $1219.23 | $1270.38
ABD-Rural 4.20% | $1,091.15 | $1,138.39 | $1,186.15 | $1,235.91
Non-Disabled Working Adults (Employer Plan) 440% | $326.90 | $341.28 | $356.29 | $371.97
Disabled Working Adults (Employer Plan) ' 4.20% $0 $0 $0 $0
TEFRA Children 420% | $777.48 | $810.14 | $844.16 $879.62
CHIP Medicaid Expansion Children* $0 $0 $0 $0
Full-Time College Students (Employer Plan) 440% | $261.27 | $272.76 | $284.77 | $297.30
Foster Parents (Employer Plan) * $0 $0 $0 $0
Not-for-Profit Employees (Employer Plan)? $0 $0 $0 $0
Non-Disabled Working Adults (Individual Plan) $592.84 | $618.93 | $646.16 | $674.59
Disabled Working Adults (Individual Plan) $4,737.34 | $4,936.31 | $5,143.63 | $5,359.66
Full-Time College Students (Individual Plan) $197.21 $205.88 | $214.94 | $224.40
Foster Parents (Individual Plan)’ $0 $0 $0 $0

L Al WDA enrollment has occurred within the IP component of the program.
> One additional population, CHIP Medicaid Expansion, is reported separately in the Budget Neutrality per PHPG.
*The OHCA is not projecting any enrollment for this MEG during the renewal period.






| Not-for-Profit Employees (Individual Plan)? | | $0 [ $0 | s$0 | $0

e Demonstration Year (DY)
e Per Member Per Month (PMPM)

View or print the extension renewal request application to be submitted to CMS for SoonerCare Choice and Insure
Oklahoma | | |5 Demonstration Waiver (PDF, new window)

The Demonstration application may also be viewed from 8 AM — 4:00 PM Monday through Friday at:

Oklahoma Health Care Authority
Federal and State Policy Division
4345 N. Lincoln Blvd,

Oklahoma City, OK.73105
Contact: Sherris Harris-Ososanya

Public comments may be submitted until midnight on Friday, September 22, 2017. Comments may be submitted by
agency blog to comments box or by regular mail to

Oklahoma Health Care Authority

Federal and State Policy Division
4345 N. Lincoln Blvd, Oklahoma City, OK.73105

View comments that others have submitted.

Comments may also be viewed at the OHCA public webpage www.okhca.org at any time

Oklahoma Health Care Authority
Federal and State Policy Division
4345 N. Lincoln Blvd, Oklahoma City, OK.73105

The State held two public hearings during the public comment period.

SoonerCare Choice and Insure Oklahoma Waiver Extension Renewal Public Hearing
July 11,2017 at 5:00p.m.

The Child Health Workgroup,

OU Robert Bird Library

First Floor Conference Room

Oklahoma City, OK 73104.

Videoconferencing will be available for this meeting:
e OU College of Medicine, Tulsa;
e Northwestern Oklahoma State University, Enid;
e  Eastern Oklahoma State University, Wilburton and
e  Stillwater Medical Center

SoonerCare Choice and Insure Oklahoma Waiver Extension Renewal Public Hearing
September 21, 2017 at 1:00p.m.

Medical Advisory Committee Meeting

Ed McFall Boardroom

Oklahoma Health Care Authority

4345 N. Lincoln Blvd, Oklahoma City, OK.

Videoconferencing will be available for this meeting.



http://www.okhca.org/




1115a SoonerCare Choice and Insure Oklahoma 2019 – 2021 Renewal Application Comments

		DATE

		FROM

		COMMENT

		AGENCY RESPONSE / MISC. FOLLOW UP



		07/12/17

		Melinda Thomason

		I wondered if the 2019-2021 application is going to have pages added for the budget neutrality calculations mentioned as attachments one and two on page 27. 

		The attachments are currently included with the document from the date of post. 



Thank you so very much for taking the time to thoroughly go through our 2019 - 2021 demonstration waiver renewal application. We will take any and all feedback under consideration and make sure to include your feedback in our final document to CMS. 



We take all feedback seriously and appreciate when our co-workers contribute to our work.



		7/11/17

		[bookmark: _GoBack]Mary McCaffree, MD

		Does the Soon-2-Be-Sooner program Still exist?

		Yes, but it is not part of the Demonstration Waiver. 



		7/11/17

		Mary McCaffree, MD

		How can individuals attend I/T/U vs. a SoonerCare Choice Provider? IF they qualify for choice, are they not required to attend a choice provider or do they have an option to attend either?

		If an individual is a Native individual member that qualifies for SoonerCare choice, they can elect to receive service from an I/T/U provider that qualifies as a Choice provider or a traditional I/T/U provider. Participation for the Native member is elective. 



		7/11/17

		Mary McCaffree, MD

		How can you obtain information on how many Indian Health Providers there are available with the OHCA?

		The OHCA has data known as fast facts that is available for public access. We will be more than happy to provide you with website information. Did follow up with an email to this individual. 



		7/11/17

		Paul Darden, MD

		Number of Oklahoma’s that would have received health care if the state would have expanded Medicare versus the number of individuals that currently receive the health care on the Insure Oklahoma program you talked about?

		I have actual fast fact information collected from the OHCA on Insure Oklahoma numbers, but will defer to someone in the room on numbers for the potential for the ACA if Oklahoma would have expanded. Someone shared around 104, 000. Close to five times that of the current IO program.  
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PUBLIC NOTICE
Pursuantto 42 CFR § 431.408,
the Oklahoma Health Care
Authority (OHCA) is providing
public notice of its plan to
submit a renewal application
for the SoonerCare Choice
and Insure Oklahoma 1115(a)
demonstration waiver to the
Centers for Medicare and
Medicaid Services (CMS) for
the period of January 1,
2019, to December 31,2021,
The waiver allows the state to
offer managed care in a
Primary Care Case
Management (PCCM) model
in which the OHCA contracts
directly with providers
throughout the state to
provide SoonerCare Choice
members a Patient-Centered
Medical Home (PCMH) and
also to operate the Insure
Oklahoma program. The
demonstration provides
additional services such as the
Health Management
Program, Health Access
Networks and Workforce
Development for Teaching
Universities. The renewal of
the demonstration waiver
requires approval from our
federal partners, CMS, to
continue services provided
under the waiver.
The Special Terms and
Conditions (STC) require the
state to annually afford the
public an opportunity to
provide public comment on the
progress of the SoonerCare
Choice and Insure Oklahoma
demonstration. The second, of
two public meetings described
below, will serve to discuss the
renewal of the 2019 -2021
demonstration waiver, and as
the 2017 Post Award Forum to
allow any discussion or
feedback regarding the
waiver.
The State will apply no later
than October 10, 2017 to
renew the demonstration
waiver in its existing form with
no current changes.
Public meetings will be held at
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July 11,2017 at 5:00n m
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Medical Advisory Committee
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Ed McFall Boardroom
Oklahoma Health Care
Authority

4345 N. Llincoln Blvd,
Oklahoma City, OK.
Videoconferencing is also
available for this meeting:
The OHCA welcomes
comments from the public
regarding the renewal of
SoonerCare Choice and Insure
Oklahoma 1115(a)
Demonstration Waiver
programs. The application
waiver will be posted online at
http://www.okhca.org from
July 10, 2017 through
September 22, 2017.
Comments and questions may
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PUBLIC NOTICE

Pursuant to 42 CFR § 431.408, the Oklahoma Health Care Au-
thority (OHCA) is providing public notice of its plan to sub-
mit a renewal application for the SoonerCare Choice and In-
sure Oklahoma 1115(a) demonstration waiver to the Centers
for Medicare and Medicaid Services (CMS) for the period of
January 1, 2019, to December 31, 2021.

The waiver allows the state to offer managed care in a Pri-
mary Care Case Management (PCCM) model in which the
OHCA contracts directly with providers throughout the state
to provide SoonerCare Choice members a Patient-Centered
Medical Home (PCMH) and aiso to operate the Insure Okla-
homa program. The demonstration provides additional serv-
ices such as the Health Management Program, Health Access
Networks and Workforce Development for Teaching Universi-
ties. The renewal of the demonstration waiver requires ap-
proval from our federal partners, CMS, to continue services
provided under the waiver.

The Special Terms and Conditions (STC) require the state to
annually afford the public an opportunity to provide public
comment on the progress of the SoonerCare Choice and In-
sure Oklahoma demonstration. The second, of two public
meetings described below, will serve to discuss the renewal
of the 2019 -2021 demonstration waiver, and as the 2017 Post
Award Forum to allow any discussion or feedback regarding
the waiver.

The State will apply no later than October 10, 2017 to renew
the demonstration waiver in its existing form with one
change. The OHCA wishes to remove the pilot status of the
Health Access Networks (HAN) to allow the possibility of
statewideness. Statewideness in accordance with Section
1902(a) (1) will also be removed from the waiver list.

Public meetings will be held af the following locations:

July 11, 2017 at 5:00p.m.

Oklahoma Perinatal Quality Improvement Collaborative
(OPQIC) Meeting,

Stephenson Cancer Center

Fifth Floor Conference Room

Oklahoma City, OK 73104.

Videoconferencing is also available for this meeting:
* OU College of Medicine, Tulsa;

* Northwestern Oklahoma State University, Enid;

* Eastern Oklahoma State University, Wilburton and
» Stillwater Medical Center.

September 21, 2017 at 1:00p.m.

Medical Advisory Committee Meeting

Ed McFall Boardroom

Oklahoma Health Care Authority

4345 N. Lincoln Bivd, Oklahoma City, OK.
Videoconferencing is also available for this meeting:

The OHCA welcomes comments from the public regarding
the renewal of SoonerCare Choice and Insure Okiahoma
1115(a) Demonstration Waiver programs. The application
waiver will be posted online at http://www.okhca.org from
July 10, 2017 through September 22, 2017.

Comments and questions may be submitted online at http://ok
hca.org/PolicyBlog.aspx or by contacting Sherris Harris-
Ososanya, OHCA Federal & State Reporting Coordinator by
Telephone 405-522-7507.
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PUBLIC NOTICE

Pursuant to 42 CFR § 431.408, the Oklahoma Health Care
Authority (OHCA) is providing public notice of its plan to
submit a renewal application for the SoonerCare Choice
and Insure Oklahoma 1115(a) demonstration waiver to
the Centers for Medicare and Medicaid Services (CMS)
for the period of January 1, 2019, to December 31, 2021,

The waiver allows the state to offer managed care in a
Primary Care Case Management (PCCM) model in
which the OHCA contracts directly with providers
throughout the state fo provide SoonerCare Choice mem-
bers a Patient-Centered Medical Home (PCMH) and also
to operate the Insure Oklahoma program. The demon-
stration provides additional services such as the Health
Management Program, Health Access Networks and
Workforce Development for Teaching Universities. The
renewal of the demonstration waiver requires approval
from our federal partners, CMS, to confinue services
provided under the waiver.

The Special Terms and Conditions (STC) require the
state to annually afford the public an opportunity to pro-
vide public comment on the progress of the SoonerCare
Choice and Insure Oklahoma demonstration. The second,
of two public meetings described below, will serve to dis-
cuss the renewal of the 2019 -2021 demonstration waiver,
and as the 2017 Post Award Forum to ailow any discus-
sion or feedback regarding the waiver.

The State will apply no later than October 10, 2017 to re-
new the demonstration waiver in its existing form with
one change. The OHCA wishes to remove the pilot status
of the Health Access Networks (HAN) to allow the possi-
bility of statewideness. Statewideness in accordance with
IS.e;:ﬁon 1902(a)(1) will also be removed from the waiver
ist.

Public meetings will be held at the following locations:
July 11, 2017 at 5:00p.m.

Oklahoma Perinatal Quality Improvement Collaborative
(OPQIC) Meeting,

Stephenson Cancer Center

Fifth Floor Conference Room

Oklahoma City, OK 73104.

Videoconferencing is also available for this meeting:
* OU College of Medicine, Tulsa;

* Northwestern Oklahoma State University, Enid;

* Eastern Oklahoma State University, Wilburton and
o Stillwater Medical Center.

September 21, 2017 at 1:00p.m.

Medical Advisory Committee Meeting

Ed McFall Boardroom

Oklahoma Health Care Authority

4345 N. Lincoln Blvd, Oklahoma City, OK.
Videoconferencing is also available for this meeting:

The OHCA welcomes comments from the public regard-
ing the renewal of SoonerCare Choice and Insure Oklaho-
ma_1115(a) Demonstration Waiver programs. The appli-
cation waiver will be posted online at hftp:/Wwww.okhca.o
rg from July 10, 2017 through September 22, 2017.

Comments and questions may be submitted online at htt
p:/fokhca.org/PolicyBlog.aspx or by confacting Sherris
Harris-Ososanya, OHCA Federal & State Reporting Coor-
dinator by Telephone 405-522-7507.

Tulsa Business and Legal News of Tulsa, Oklahoma, a Daily
newspaper of general circulation in Tulsa, Oklahoma, a

newspaper qualified to publish legal notices, advertisements and
publications as provided in Section 106 or Title 25, Oklahoma
Statutes 1971 and 1982 as amended, and thereafter, and complies
with all other requirements of the laws of Oklahoma with
reference to legal publications. That said notice, a true copy of
which is attached hereto was published in the regular edition of
said newspaper during the period and time of publication and not
in a supplement, on the DATE(S) LISTED BELOW

07/06/2017

Newspaper reference: 0000384921

W.MM&[/

Legal Representative

Sworn to and subscribed before me this date:
TL-20 17

(/ Notary Public

/2 DF - 20/F

My Commission expires:

NOTARY PUBLIC-STATE OF OKLAHOMA

NANCY CAROL MOORE
COMMISSION # 06011684
TULSA COUNTY





(Published in The Norman Transcript
July 6, 2017, 1t)

PUBLIC NOTICE
Pursuant to 42 CFR § 431.408, the Okla-
homa Health Care Authority (OHCA) is
providing public notice of its plan to sub-
mit a renewal application for the Sooner-
Care Choice and Insure Oklahoma
1115(a) demonstration waiver to the Cen-
ters for Medicare and Medicaid Services
(CMS) for the period of January 1, 2019,
to December 31, 2021.
The waiver allows the state to offer man-
aged care in a Primary Care Case Man-
agement (PCCM) model in which the
OHCA contracts directly with providers
throughout the state to provide Sooner-
Care Choice members a Patient-Cen-
tered Medical Home (PCMH) and also to
operate the Insure Oklahoma program.
The demonstration provides additional
services such as the Health Management
Program, Health Access Networks and
Workforce Development for Teaching
Universities. The renewal of the demon-
stration waiver requires-approval from our
federal partners, CMS, to continue serv-
ices provided under the waiver.
The Special Terms and Conditions (STC)
require the state to annually afford the
public an opportunity to provide public
comment on the progress of the Sooner-

Care Choice and Insure Oklahoma dem-
onstration. The second, of two public
meetings described below, will serve to
discuss the renewal of the 2019 -2021
demonstration waiver, and as the 2017
Post Award Forum to allow any discus-
sion or feedback regarding the waiver.
The State will apply no later than October
10, 2017 to renew the demonstration
waiver in its existing form with one
change. The OHCA wishes to remove the
pilot status of the Health Access Net-
works (HAN) to allow the possibility of
statewideness. Statewideness in accor-
dance with Section 1902(a)(1) will also
be removed from the waiver list.

Public meetings will be held at the follow-
ing locations:

July 11, 2017 at 5:00p.m. 3
Oklahoma Perinatal Quality Improvement
Collaborative (OPQIC) Meeting,
Stephenson Cancer Center

Fifth Floor Conference Room

Oklahoma City, OK 73104.
Videoconferencing is also available for
this meeting:

+ OU College of Medicine, Tulsa;

+ Northwestern Oklahoma State Univer-
sity, Enid;

« Eastern Oklahoma State University, Wil-
burton and

+ Stillwater Medical Center.

September 21, 2017 at 1:00p.m.

Medical Advisory Committee Meeting

Ed McFall Boardroom

Oklahoma Health Care Authority

4345 N. Lincoln Bivd, Oklahoma City,
OK.

Videoconferencing is also available for
this meeting: g

The OHCA welcomes comments from the
public regarding the renewal of Sooner-
Care Choice and Insure Oklahoma
1115(a) Demonstration Waiver programs.
The application waiver will be posted on-
line at http://Awww.okhca.org from July 10,
2017 through September 22, 2017.
Comments and questions may be submit-
ted online at
http://okhca.org/PolicyBlog.aspx or by
contacting  Sherris  Harris-Ososanya,
OHCA Federal & State Reporting Coordi-
nator by Telephone 405-522-7507.
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PROOF OF PUBLICATION

In the Pistriet-Conrtof-Clevetand County, State of Oktatomnma

PN - oncA

Affidavit of Publication

State of Oklahoma, County of Cleveland, ss:

I, the undersigned publisher, editor or Authorized Agent of the
Norman Transcript, do solemnly swear that the attached
advertisement was published in said paper as follows:

1% Publication ) L. o L, 2o
2" Publication
3" Publication
4" Publication

That said newspaper is Daily, in the city of Norman, Cleveland
County, Oklahoma, a Daily newspaper qualified to publish
legal notices, advertisements and publications as provided in
Section 106 of Title 25, Oklahoma Statutes 1971, as amended,
and complies with all other requirements of the laws of
Oklahoma with reference to legal publications.

That said Notice, a true copy of which is attached hereto, was
published in the regular edition of said newspaper during the
period and time of publications and not in a supplement, on the
abqve noted dates. -

thuna Bennett

Signature
Subscribed and sworn before me on this 6” day of July, 2017.

{ ‘,‘,’ A M’fy/_‘ — L5 \’/%:/»/c",.
My commibgion expires ““/ﬁotary Public Commission #
/' 6/26/20 12005942
OFFICIAL SEAL

¥ 2 . JESSICA TROWBRIDGE
PUBLIC  ¢oromission # 12005942
' Expires June 26, 2020

PAY TO:

The Norman Transcript
P.O. Drawer 1058
Norman, OK 73070
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