
2007 Innovations Awards Program

APPLICATION
CSG reserves the right to use or publish in other CSG products and services the information provided in this Innovations Awards Program Application. If your agency objects to this policy, please advise us in a separate attachment to your program’s application. 
ID # (assigned by CSG):  07-S-22OKSOONERERUTILIZATION
Please provide the following information, adding space as necessary:  
State:  Oklahoma
Assign Program Category (applicant): Government Operations Administration 

1. Program Name:  SoonerCare Emergency Room Utilization Project (ERU)
2. Administering Agency:  Oklahoma Health Care Authority (OHCA)
3. Contact Person (Name and Title):  Rebecca Pasternik-Ikard, JD, MS, RN
4. Address  4545 N. Lincoln Boulevard, Suite 124   Oklahoma City, OK  73105
5. Telephone Number  405 522-7208
6. FAX Number  405 530-3300
7. E-mail Address  becky.pasternik-ikard@okhca.org
8. Web site Address  www.okhca.org
9. Please provide a two-sentence description of the program. 
The ERU project identifies and contacts SoonerCare members who use the emergency room frequently in order to ensure continuity of care through their medical home by providing care management for complex medical cases, assistance to members with other issues such as identifying a primary care provider (PCP) or access to care and, finally, education on appropriate use of emergency room services.  The project includes a provider component that offers ER utilization information to identified members’ PCPs as well as a referral system for providers to use to notify OHCA of members that may need intervention services.
10. How long has this program been operational (month and year)? Note: the program must be between 9 months and 5 years old on April 2, 2007, to be considered.

This project was phased in beginning in January 2004.

11. Why was the program created? What problem[s] or issue[s] was it designed to address? 
The inappropriate utilization of emergency room (ER) services is an ongoing quality of health care issue for Medicaid programs around the country.  By seeking out non-emergency care in ER facilities, patients are receiving care in an environment not suited to their needs.  Non emergency patients often encounter long waits for service as ER medical professionals are needed by patients in emergency situations.  Additionally, many times physicians are not able to spend the time necessary to educate them on appropriate use of the emergency room, leading to frustration for both the patients and the medical professionals.  Finally, the cost to the health care system of the state is significant.
12.   Describe the specific activities and operations of the program in chronological order.  
The Quality Assurance/Improvement department first analyzed data on ER usage for SoonerCare members with dates of service April through June 2004.  A database query was developed to identify members with six or more ER visits that did not result in an inpatient admission.  Additionally, a database was created to provide an efficient mechanism for documentation and tracking/trending of data.  This proved to be vital to the evolution of the project. OHCA applies the Plan-Do-Study-Act cycle for continuous improvement in testing and developing interventions. We have determined that simple interventions can have an impact. Significant time is devoted to data analysis, such as detailed review by age, frequency of office and ER visits, diagnoses groups, therapeutic drug classes with potential for abuse, health status, trend among facilities visited and PCP alignment. 
Each quarter an analysis of ER utilization of all qualified SoonerCare members in the previous quarter is completed using paid claims data. During the first four quarters of this project (July 2004 – June 2005), some 2,290 identified members who were still eligible for SoonerCare services were referred to the Care Management Department in the SoonerCare Program Operations & Benefits Division for informational and educational outreach by registered nurse exceptional needs coordinators. Care Management attempted up to three calls to contact those members with phone numbers in the system.  Members who could not be reached by phone or did not have a phone number in the system were sent a letter explaining the purpose of the project and contact information for the Care Management department. Staff applied additional efforts such as researching current claims and contacting providers for updated addresses and phone numbers when this information was needed for those without numbers and for members whose letters were returned for incorrect addresses.  
 
Issues addressed during contact with members included assistance with complex medical needs, assistance with specialist appointments and alignment with appropriate primary care providers, how to navigate the health care delivery system, and program benefits and resources, such as the non-emergency transportation program and the patient advice line, to facilitate self-management.  Also, education was provided on the appropriate use of emergency room services.
 
Subsequent data analysis indicated that a majority of the member needs identified during the course of the contact calls were within the scope and expertise of the Member Services department.  In order to allow Care Management to dedicate their attention to members requiring clinical nursing expertise, initial member contact was transitioned to Members Services.  Procedures were instituted to ensure members requiring coordination of complex medical care issues assistance were immediately transferred to Care Management.  This has proved to be extremely successful based on data indicating the small number of members referred to Care Management and the high number of members who needed assistance in identifying or changing their primary care provider (PCP) and / or experiencing difficulty obtaining appointments with their PCP.
 
In conjunction with the incorporation of Member Services into the project, the decision was made to lower the visit threshold from six to four ER visits per quarter. This decision has resulted in 6,564 members requiring contact during the first four quarters of the lowered threshold.  Further development of intervention strategies for member contact included the development of an automatic initial letter for all members in the group.   Another significant advancement of the project has been the stratification of those with “persistently” high utilization defined as those individuals with 10 or more ER visits per quarter for three consecutive quarters. This has resulted in the design and incorporation of intense interventions targeted to the amount and type of utilization of this “persistent” population.  At this time, we are analyzing claims paid data in anticipation of the development of targeted interventions for highest cost members.  
  
Finally, this project has grown to incorporate a data collection process to indicate such demographic information as age, diagnosis and treatment.  In the future, this will allow for targeted health information to specific populations as well as projections of future utilization for various demographic populations.
 
In addition to the member contact part of the project, a provider profiling / contact program was initiated.  With the assistance of APS Health Care, Inc. staff, we designed a methodology for provider profiling that utilizes paid claims/encounters to calculate the number of office visits and ER visits for each member assigned to each provider and compared to an expected number of office visits and ER visits based on the average number from SoonerCare providers.  A ratio of observed to expected visits (O/E) was computed for each provider and compared with the mean O/E ratio for SoonerCare providers.  These ratios were risk-adjusted to control for differences in health status that would be expected to impact ER utilization.  During the development phase, OHCA staff utilized input from APS Health Care, Inc., internal staff and SoonerCare providers.  Provider education has been an ongoing process completed by multiple staff members.  In addition to the profiles, Care Management staff designed a referral form for external sources to use for the efficient referral of Medicaid members who are in need of a specialty referral and/or care coordination related to complex medical issues.  Providers were educated on the use of the new process through mailings, the provider newsletter, and the OHCA website.  The referral form is available on the OHCA website which has streamlined the referral process for providers. 
Over the past year, SoonerCare has experienced a cumulative decrease of 4,412 ER visits and 32 inpatient hospitalizations among the members in the Intervention Group (members with 6 or more ER visits that were referred to Care Management and were qualified members for the entire quarter following intervention).  This decrease alone resulted in an approximated reduction of total reimbursement in the amount of 1 million dollars.  Data for these members were trended for the quarter following the intervention.  However, if the trending of these clients had spanned the entire year, it is likely that the actual cumulative decrease in ER visits would have proven to be higher.  The resulting benefits to the members in terms of care coordination are immeasurable.
13. Why is the program a new and creative approach or method?  
This is creative because it is a statewide integrated approach incorporating multiple agency divisions and addressing both the member and provider community.  Multiple strategies have been developed targeting specific issues addressing the multiple reasons that members may inappropriately seek ER care. We are aware of some states that have been involved in pilot projects to reduce ER utilization. While many state Medicaid programs struggle with the issue of inappropriate utilization of the ER, we are not aware of any best practices or proven programs that reduce excessive or avoidable ER utilization. However, we believe this is one of the first programs in the nation to encompass such a comprehensive approach without imposing a fee on the member for inappropriate use of the ER. Instead, this approach seeks to align the member with an appropriate provider and to teach the member how to best use the services and benefits of SoonerCare.         
14. What were the program’s start-up costs? (Provide details about specific purchases for this program, staffing needs and other financial expenditures, as well as existing materials, technology and staff already in place.) 
The project was initiated with staff and technology already available. The Quality Assurance / Improvement unit developed the statistical analysis in house using the nationally recognized Certified Medicaid Management Information System.
15. What are the program’s annual operational costs?

The estimated annual operational costs of this program are $100,000.00. This includes four quarterly outbound calling periods of six weeks, dedicating three upper level member services coordinators for 20 hours per week. In addition, it incorporates four six-week periods with approximately four hours per week of telephone work these representatives devote to this project. It also includes five supervisors and two data analysts’ time spent in project management, data analysis and development.
16.  How is the program funded? 
Annual agency appropriations fund the operations of this program as an ongoing effort of the Quality Assurance / Initiative and SoonerCare Program Operations and Benefits Divisions.
17. Did this program require the passage of legislation, executive order or regulations?  If YES, please indicate the citation number. 
Originally, this project was implemented in response to agency concern about the inappropriate use of emergency room services.  It relied on existing staff in Quality Assurance/Improvement and Care Management. No additional funding was appropriated to implement this project.
Subsequently, the Oklahoma Legislature formed a task force to recommend potential Medicaid Reform which resulted in the passage of the comprehensive 2006 Oklahoma Medicaid Reform Act, commonly known as HB 2842.  Included in this Act was a provision addressing continued efforts related to proper use of emergency rooms. The agency received funding for an additional 31 FTE to fulfill the mandates of the Medicaid Reform Act.  The agency designated three of these FTEs for Member Services, Provider Services and Care Management to address the ER provision of this legislation. One FTE in the Waiver Reporting department now has designated responsibilities.  Thus, 4 FTEs have direct ER program responsibilities. 
18. What equipment, technology and software are used to operate and administer this program? 
The agency Medicaid Management Information System contains the claims data which is analyzed for this program. Additionally, the OHCA developed a database for documentation of interventions.  Each quarter, the data is refreshed with the referral group of members for intervention.  The database serves as an efficient mechanism for documenting, tracking and trending of ER utilization for referred members and provides standardized data for analysis.  This has resulted in a reduction in the number of staff hours required for completion of interventions, data analysis and reporting.

19. To the best of your knowledge, did this program originate in your state?  Yes. 

If YES, please indicate the innovator’s name, present address, telephone number and e-mail address. 
                                   Oklahoma Health Care Authority
                                    4545 N. Lincoln Avenue, Suite 124
                                    Oklahoma City, OK   73105
                                    (405) 522 – 7300
                                    www.okhca.org
 
This project was originally developed under the supervision of:
 
                                    Angela Shoffner, R.N., M.L.S.
                                    Director, Quality Assurance
                                    (405) 522 – 7355
                                    Angela.Shoffner@okhca.org
 
Further development during the contact phase was conducted under the supervision of:
 
                                    Rebecca Pasternik-Ikard, J.D., M. S., R.N.
                                    Director, SoonerCare Program Operations and Benefits
                                    (405) 522 – 7208
                                    Becky.Pasternik-Ikard@okhca.org
 
                                                                        and
 
                                    Marlene Asmussen, R.N.
                                    Director, SoonerCare Care Management and Medical Authorization
                                    (405) 522 – 7123
                                    Marlene.Assmussen@okhca.org
 
                                     
These divisions fall report directly to:
                                    Dr. Lynn Mitchell, M.D.
                                    Medical Director/State Medicaid Director
                                    (405) 522 – 7365
                                    Lynn.Mitchell@okhca.org
 
20. Are you aware of similar programs in other states?  If YES, which ones and how does this program differ?  
No.
21. Has the program been fully implemented?  If NO, what actions remain to be taken?          While this program has been fully implemented, we continue to refine interventions and strategies for member and provider activation, in addition to leadership and systems innovations.
22. Briefly evaluate (pro and con) the program’s effectiveness in addressing the defined problem[s] or issue[s].  Provide tangible examples. 
Potentially, members educated about their health care delivery system, its infrastructure and resources, as well as aligned with an accessible, appropriate medical home will experience access to and continuity of care by utilizing their Primary Care Providers instead of the Emergency Room for non-emergent health care needs. Members with complex medical issues receive the support of a Member Services Coordinator or Exceptional Needs Coordinator to assist them with specialty care alignment and other needs. These contacts establish rapport between the member and the SoonerCare program. In addition, this program has resulted in cost savings in Emergency Room services as noted above.
A program of this magnitude requires not only dedicated staff resources to ensure sustainability and expansion, but a high degree of committed leadership.  Intense targeted interventions for high-cost / high-utilization members necessitate additional staff time particularly to accomplish face-to-face interviews, education and follow-up.  As a result of this initiative, we have documented a 43% decrease in the aggregate number of ER visits in the quarter following intervention for the first group identified with persistently high utilization (those with 10 or more ER visits per quarter for 3 consecutive quarters.).  

In addition, transferring the responsibilities for initial contact from Care Management to Member Services has resulted in a sustainable program and appropriate use of staff expertise. 
23. How has the program grown and/or changed since its inception?
The program has grown as we have decreased the threshold from six to four ER visits per quarter. Members who have 10 or more ER visits for three quarters in a row have been identified for specific, targeted interventions. Physician notifications of their members with four or more visits and the admitting diagnoses have been identified. An analysis of the January-March diagnoses pointed to flu and upper respiratory illnesses. The program initiated a flier recommending that members seek flu shots from their Primary Care Providers so they would enjoy a healthy winter.  Most recently, an analysis of frequent ER utilizers by paid claims has revealed that this is a different group than those identified with persistently high ER utilization.  
24. What limitations or obstacles might other states expect to encounter if they attempt to adopt this program? 
Other states will want to validate their data before proceeding and ensure executive management support. They will also want to consider the staff resources they have available to make these educational calls before determining the threshold used to identify members. It is recommended that the calling script and outcome tracking be embedded in the outreach interventions database for ease of reporting results and workload management. Generating letters from the database provides an additional tracking mechanism. Letters should be developed with a sixth grade comprehension level. Collaboration on the letters is advisable. In Oklahoma’s case, an administrative workgroup was formed to carry this program forward. Participation from all participating areas is vital.
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