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Qual i ty &  Program  I m provem ent



H.B. 1575 Sum m ar y 

MCOs and Thriving Texas Fam ilies (TTF)  screen pregnant  wom en 
for nonmedical health- related needs and coordinate services

Pregnant  wom en m ust  opt- in

MCOs and TTF share results with HHSC

Com munity Health Workers (CHW) and doulas will be new 
providers of Medicaid case managem ent  for Children and 
Pregnant  Women (CPW) services

Revised provider t raining for CPW services

Reports sent  to the Legislature every two years
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Dou las an d  CHW s

Å HHSC to begin stakeholder input  process for doula 
credent ialing cr iter ia

Å New provider t raining to be conducted over Sum mer 2024

Å Doulas and CHW begin PEMS enrollm ent  by Fall 2024

Upcoming Implementation Activi ties
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Thank  You
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HB12 ς Extended Postpartum Coverage
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Å Medicaid or CHIP recipients who are pregnant or become pregnant and women who enroll because they become pregnant. 

Å CHIP Perinatal (CHIP-tύ ǊŜŎƛǇƛŜƴǘǎ ŀǊŜ ƴƻǘ ŜƭƛƎƛōƭŜ ŦƻǊ мн ƳƻƴǘƘǎ ƻŦ ǇƻǎǘǇŀǊǘǳƳ ŎƻǾŜǊŀƎŜΦ ¢ƘŜȅΩƭƭ ŎƻƴǘƛƴǳŜ ǘƻ ǊŜŎŜƛǾŜ /ILt-P coverage 

through the end of the month when their pregnancy ends plus two postpartum visits. 

Å Medicaid or CHIP recipients who were enrolled while pregnant or are no longer pregnant but are still within their 12-month postpartum 

period.

Å Women who transitioned from Medicaid or CHIP to Healthy Texas Women (HTW) after their pregnancy ended and who are within 

their 12 months postpartum period will be reinstated to full coverage Medicaid or CHIP.

Å Women who received services while pregnant in Texas that would have been covered by Medicaid but who apply for Medicaid after their 

pregnancy ends. Medicaid applicants with unpaid medical bills can apply for coverage for up to three months before their application 

ƳƻƴǘƘΦ ¢Ƙƛǎ ŘƻŜǎƴΩǘ ŀǇǇƭȅ ǘƻ /ILt ŀǇǇƭƛŎŀƴǘǎΦ

The Texas Health and Human Services Commission (HHSC) extended its postpartum Medicaid coverage from two to 12 
months for eligible women, effective March 1, 2024. 

Eligible recipients include: 



HB12 ς Extended Postpartum Coverage

12

Å Current and former recipients do not need to reapply to have their postpartum coverage reinstated or extended. 

o Eligible recipients will receive notification of their postpartum coverage by mail or through their Your Texas Benefits 

account. 

o In most cases, women whose coverage is reinstated will be re-enrolled in their prior managed care plan. 

Å Eligible recipients will remain enrolled for the duration of their 12-month postpartum unless they:

o voluntarily withdraw;

o move out of Texas;

o are determined ineligible because of fraud, abuse or perjury; or

o die. 

Å Recipients will go through a renewal process about two months before the 12-month postpartum period ends. 



Resources

The extended postpartum toolkit can be found at the bottom of the Women and Children webpage on the HHS 
website. https://www.hhs.texas.gov/services/health/women-children 
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ÅStakeholders are talking about NMDOH interventions, but Medicaid 

enrollees remain absent from many conversations

ÅEHF, MSDF, MHM, and St. Davidôs Foundation partnered with 5 MCOs to 

gather member experiences and input from pregnant members

ÅEHF published a report summarizing key findings about their perspectives 

and thoughts on non-medical needs and supports by subject area: 

o Employment

o Housing

o Transportation

o Food

BACKGROUND



ÅEach MCO recruited enrollees who were or recently had been pregnant

ÅFocus groups conducted in cities throughout TX: Austin, Houston, San Antonio, Waco, 

El Paso, Lubbock, Brazos Valley, Abilene

ÅParticipation voluntary, responses anonymized to maintain confidentiality, no names 

are included in the final report

ÅFunding from EHF reimbursed each participant for their time with a $50 gift card

o Baylor Scott and White Health Plan conducted two virtual discussions with 10 participants

o Community Health Choice conducted two virtual discussions with 14 participants

o Molina Health Plan conducted individual interviews with 5 participants

o Superior conducted 4 in-person discussions after baby shower events with a total of 10 

participants

o United Health Plan conducted two virtual discussion which included 10 members

METHODOLOGY



Besides housing, employment, transportation, and food; participants also 
identified:

KEY FINDINGS

Domestic Violence

Å Traumatic experience created instability, 

health threats to mother 

Childcare

Å Few had family, friends, neighbors, or 

community institutions to provide childcare

Å No childcare = harder to make medical 

appointments during pregnancy, return to 

work after pregnancy

English Proficiency

ÅAccessing services more difficult for 

women not fluent in English

Maternity Clothing & Baby Essentials

ÅRelied on garage sales, second-hand 

stores for maternity clothing

ÅWorried about getting to stores, affording 

baby essentials two months after delivery



Participants also identified critical health care barriers they faced:

KEY FINDINGS

Continuous Insurance Coverage

ÅDifficult to get Medicaid coverage (more 

hoops to jump through than SNAP and 

WIC)

Å Lost coverage before they could obtain 

coverage or even afford a new insurance 

plan 60 days after delivery

Access to OTC Medication

ÅMCOS not reimbursed for OTC 

medications for pregnant women unless 

prescribed & on Medicaid formulary

Pregnancy Education

ÅMost of pregnancy education came 

through word of mouth, could be 

unreliable



Social networks provided the most NMDOH support

KEY FINDINGS

Health Plans

ÅRole of health plan in 

NMDOH: 

o NOT surveying/asking 

questions

o Providing resources

o Providing info for 

assistance

Å MCOs provided significant 

non-medical support to 

enrollees

Social Networks

Å Family, friends, neighbors

o Getting to groceries, 

appointments, etc.

o Cover bills, rent, food

o Providing info for 

assistance

Å CBOs (limited resources, 

long wait times)

Å Concerned about finding 

postpartum social groups

Providers

ÅPCPs & OBGYNs

o Good medical care

o Rarely asked about 

NMDOH

o NMDOH resources 

available upon request, 

often didnôt think to ask

ÅWould like NMDOH 

resource info at kiosks in 

office to not need to ask



Challenges Faced 

ÅDifficult/impossible to work during 

pregnancy 

o Physically demanding, uncomfortable jobs

o pregnancy-related health complications

o workplace discrimination

ÅSome spouses/partners struggled with 

secure employment

ÅUnpaid maternity leave

o Spouses/partners need to make ends meet 

on single-family income

o Concerned that they or spouse/partner 

would have to take on a second job to make 

ends meet

EMPLOYMENT
Supports

ÅSupport finding employment from MCOs

o Job-hunting services

o Additional supports and services needed for 

employment security

Continuing Needs

ÅChildcare assistance set up before delivery 

to go back to work ASAP

ÅAdvocating for paternity leave to split 

burden of childcare without compromising 

income/risking employment security



HOUSING

Challenges Faced 

ÅWorried about having safe & stable housing

ÅInsecurity predominantly due to 

unemployment/insecure employment

Supports

ÅPredominantly from mothersô MCOs

o Finding safe, affordable housing

o Additional supports and services needed to 

reduce housing insecurity



TRANSPORTATION
Challenges Faced 

ÅTransportation to medical appointments, 

grocery stores, work, and school

o Those who did not have a car or shared car 

with spouse/partner

o Especially hard in rural areas

ÅCould not share partnerôs car due to 

partnerôs work

ÅPublic transportation

o Last mile problem

o Lack of accessibility features at bus stops

Supports

ÅMCOs ð transportation benefits

o Some could not use NEMT benefits ð did 

not have childcare to leave children at home

ÅFamily members

ÅSchool busses

ÅFacebook groups for rideshares

Continuing Needs

ÅUnsure how to find transportation support 

after coverage ends



FOOD
Challenges Faced 

ÅLow income -> food insecurity

o Running out of food before able to buy more

o Prioritize food or bills?

ÅLimited transportation to grocery store

ÅHard to get healthy food

o Expensive at store

o Time-intensive

o Spoils faster

o Not common at food banks

Supports

ÅWIC

o Easier than applying for Medicaid

o Increased access to fresh foods

ÅMCO support applying for WIC & SNAP

ÅChurches & food banks

ÅFree school lunches for school-aged children

Continuing Needs

ÅContinued WIC assistance

ÅTravel to grocery store after coverage ends

ÅGetting food right before & after delivery



Conclusion
CONCLUSION

ÅCritical to include voices of Medicaid beneficiaries in addressing health disparities & improving 

access to care

o CMS adopting rules that will reshape statesô MCAC & create a Beneficiary Advisory group

ÅReenforces need for policies like House Bill 1575  and HHSCôs NMDOH Action Plan

o Health care coverage after delivery addressed through passage and implementation of HB 12

ÅMCO investments in interventions provide needed support

ÅAdditional support & policies to explore:

o Develop partnerships between providers, MCOs, CBOs to provide NMDOH resources 

o Better connect pregnant women to community supports and resources

o Improve education about the Medicaid transportation benefit

o Medicaid coverage of transportation to additional locations

o Ensure providers, MCOs, others use a trauma-informed approach to care

o Provide a flag on MCO files indicating members receiving SNAP and/or WIC benefits 

o Allow greater OTC medication Medicaid coverage
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Center for Health Care Strategies 

Dedicated to strengthening the U.S. health care system 
to ensure better, more equitable outcomes, particularly 
for people served by Medicaid.

Together with our partners, our work advances:

Effective models for prevention and care delivery ǘƘŀǘ ƘŀǊƴŜǎǎ ǘƘŜ ŦƛŜƭŘΩǎ 
best thinking and practices to meet critical needs.

Efficient solutions for policies and programs that extend the finite 
resources available to improve the delivery of vital services and ensure 
that payment is tied to value. 

Equitable outcomes for people that improve the overall wellbeing of 
populations facing the greatest needs and health disparities. 
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Trend 1: More states will cover 
nutrition and housing supports through 
Medicaid, in response to CMS 
guidance. 

30



CMS Guidance on Coverage of HRSN Services
(November 2023)

ÅDiscusses 15 nutrition and housing interventions

ÅOutlines options under four approval pathways

ἍIn lieu of services (ILOS), home and community-based services (HCBS) programs, 
Section 1115 demonstrations, and CHIP health services initiatives (HSIs)

ÅToplines

Ἅ1115 demonstration authority is most flexible, but a lot can be done under other 
authorities like in lieu of services, HCBS programs, and CHIP HSIs!

ἍServices like pantry-stocking, food prescriptions, and grocery provisions can be added to 
1915(c) and 1915(i) HCBS programs 

31
https://www.medicaid.gov/sites/default/files/2023-11/hrsn-coverage-table.pdf 

https://www.medicaid.gov/sites/default/files/2023-11/hrsn-coverage-table.pdf


New Jersey: 1115 Waiver Demonstration (2023)

ÅNutrition counseling and education for managed long-term services and 
supports (MLTSS) members

ÅOne-time transition costs for MLTSS eligible members, including pantry 
stocking, who are transitioning from an institution into the community

ÅShort-term (no more than 30 days) grocery provision for an MLTSS members 
to avoid an unnecessary emergency department visit, hospital admission, or 
institutional placement

32



New York: 1115 Waiver Demonstration (2024)

ÅMedically tailored or nutritionally-appropriate food prescriptions, prepared 
meals, or fresh produce and non-perishable groceries.

ἍHigh-risk pregnant individuals may receive up to 11 months, including up to 2 months 
postpartum, in nutrition supports.

ἍAdditional support is permitted for high-risk households of at-risk children and pregnant 
individuals
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Wisconsin: CHIP HSI (2021/2022)

ÅHousing supports for children 18 and younger and individuals who are 
pregnant who have low income and do not have housing

ÅAsthma Care Program for children and pregnant women enrolled in or 
eligible for Medicaid, including: case management, in-home education, 
environmental assessment, provision of durables, and acute environmental 
hazard remediation totaling no more than $5,000. 
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Trend 2:

More organizations will screen for 
social needs, in response to new federal 
requirements and codes.
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New Medicare Codes (FY 2024 Fee Schedule)
ÅNew codes

ἍSDOH Risk Assessment (HCPCS code G0136)

ἍCommunity health integration (CHI) services performed by certified or trained auxiliary personnel, 
including CHWs ς 60 minutes (HCPCS code G0019)

ἍCHI services, each additional 30 minutes per calendar month (HCPCS code G0019)

ÅMedicaid programs can opt to cover new HCPCS codes, via small changes to medical 
policies and fee schedules. Others may consider using codes in alternative payment 
models (APMs).

Ἅ9ΦƎΦΣ /ƻƭƻǊŀŘƻ aŜŘƛŎŀƛŘ ƴƻǿ ŎƻǾŜǊƛƴƎ ǘƘŜǎŜ ƴŜǿ άaŜŘƛŎŀǊŜ ŎǊƻǎǎƻǾŜǊ ŎƻŘŜǎέ

ἍE.g., CHI Service implementation and potential APMs to be discussed via Community-Driven, Multi-Payer 
Health Equity Solutions: An ECHO Collaborative (>20 community-clinical teams participating)

36

https://www.cms.gov/newsroom/fact-sheets/calendar-year-cy-2024-medicare-physician-fee-schedule-final-rule ; 
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https://hcpf.colorado.gov/sites/hcpf/files/Bulletin_0124_B2400504_0.pdf
https://www.partnership2asc.org/healthequity/


New Models from the CMS Innovation Center (CMMI)

ÅHRSN Screening requirements in:

ἍTransforming Maternal Health Model (all states eligible to apply)

ἍStates Advancing All-Payer Health Equity Approaches and Development (AHEAD) Model 
(all states eligible to apply)

ἍMaking Care Primary model

ἍAccountable Care Organization Realizing Equity, Access, and Community Health (ACO 
REACH) Model (Texas participants)
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New CMS Measures

ÅTwo Measures

ἍScreening for Social Drivers of Health measure

ÅRates reported for five domains: food insecurity, housing instability, transportation needs, utility 
difficulties, or interpersonal safety

ἍScreen Positive Rate for Social Drivers of Health measure

ÅIncluded in:

ἍHospital Inpatient Quality Reporting Program (mandatory reporting in 2024)

Ἅ2024 MIPS (listed as a high priority process measure)

38

https://www.federalregister.gov/documents/2022/08/10/2022-16472/medicare-program-hospital-inpatient-prospective-payment-systems-for-acute-
care-hospitals-and-the 

https://www.federalregister.gov/documents/2022/08/10/2022-16472/medicare-program-hospital-inpatient-prospective-payment-systems-for-acute-care-hospitals-and-the
https://www.federalregister.gov/documents/2022/08/10/2022-16472/medicare-program-hospital-inpatient-prospective-payment-systems-for-acute-care-hospitals-and-the


Other HRSN Screening Requirements

ÅSpecial Needs Plan (SNP) Health Risk Assessments (effective 2024)

ÅJoint Commission Standards (effective 2023)

39

https://www.cms.gov/newsroom/fact-sheets/cy-2023-medicare-advantage-and-part-d-final-rule-cms-4192-f

https://www.jointcommission.org/our-priorities/health-care-equity/accreditation-resource-center/assess-health-related-social-
needs/#t=_StrategiesTab&sort=%40created%20descending 

 

https://www.cms.gov/newsroom/fact-sheets/cy-2023-medicare-advantage-and-part-d-final-rule-cms-4192-f
https://www.jointcommission.org/our-priorities/health-care-equity/accreditation-resource-center/assess-health-related-social-needs/
https://www.jointcommission.org/our-priorities/health-care-equity/accreditation-resource-center/assess-health-related-social-needs/


Social Needs Screening and Intervention (SNS-E) ς 
New Quality Measure for HEDIS® 2023

ÅMembers who were screened, using prespecified instruments, at least once 
during the measurement period for unmet food, housing and transportation 
needs, and received a corresponding intervention if they screened positive.
ÅFood Screening.Members who were screened for food insecurity.

ÅFood Intervention.Members who received a corresponding intervention within 1 month of screening positive for 
food insecurity.

ÅHousing Screening.Members who were screened for housing instability, homelessness or housing inadequacy.

ÅHousing Intervention.Members who received a corresponding intervention within 1 month of screening positive for 
housing instability, homelessness or housing inadequacy.

ÅTransportation Screening.Members who were screened for transportation insecurity.

ÅTransportation Intervention.Members who received a corresponding intervention within 1 month of screening 
positive for transportation insecurity
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Looking forward...

41



Persistent Questions
ÅHow can providers and plans coordinate their approaches?

ἍE.g., California will leverage its Population Health Management Service and Data 
Exchange Framework to help providers and plans share data, including screening data.

ÅHow can organizations ensure that their screening approach is effective and 
trauma-informed, and fosters trust? 

ἍE.g., Accountable Health Communities in Texas have a wealth of best practices.

ÅWhat infrastructure is needed to support partnerships with CBOs?

ἍStates and federal partners are increasingly thinking about required infrastructure 
supports and the role of community care hubs and other backbone organizations

42
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DATA SHARING WORKGROUP JOURNEY

ÅReview the data landscape for what is available with 
respect to NMDOH in Texas Medicaid.

ÅAttribution process for MCO assignment of Medicaid 
enrollees to primary care providers (PCPs) and other 
providers for alternative payment models (APMs).

ÅLearning more about the potential of Community and 
Health Information Exchange(s).

ÅThe importance of incentives.



NMDOH  DATA LANDSCAPE

December 1, 2023 Workgroup included CBO, provider, MCO and HIE 
speakers that described:

Å What NMDOH data are you collecting?

Å How is NMDOH data sharing occurring today?

Å Which types of organizations are you sharing with?

Å How does the data get there?

Å What entities are sharing data with you? And how?



KEY QUESTIONS 

Å What are federal incentives that can be built upon?

Å Are there reimbursement opportunities right now, or is this something 
that will be in the future?

Å How can enrollment in federally funded programs, such as SNAP and 
WIC, be optimized?

Å For NMDOH screenings, how can we leverage HIE to minimize 
duplication of efforts for multiple NMDOH screenings and track data, 
including for closed loop referrals?

Å For a state as large as Texas, what is a statewide strategy that can still 
have variation regionally?



Health Data Utility & Value 
Based Payment Models

David C. Kendrick, MD, MPH

CEO, MyHealth Access Network
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ÅOpportunities & Strategies to Consider
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Are we getting 
ǿƘŀǘ ǿŜΩǊŜ 
paying for?



US Healthcare Spending



Defining Value
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IŜŀƭǘƘŎŀǊŜΩǎ ŎƘŀƭƭŜƴƎŜΥ 
Many programs, common deliverables

SIM

CPC+

ACO

APM

MIPS



Odds that practice can 
report quality measures

Disadvantaged:
ÅSmaller practices
ÅClinician owned (independent)
ÅSuburban and rural practices
ÅAcademic practices
ÅNo Meaningful Use participation
ÅNot participating in an external 

payment program
ÅNot participating in demonstration 

project

doi: 10.1377/hlthaff.2017.1254. HEALTH AFFAIRS 37, NO. 4 
(2018): 635ς643



Claims Data
Claimed diagnoses, procedures, medications

Patient Out 
of Pocket

EHR 
1

EHR 
2

EHR 
3

EHR 
4

EHR 
5

EHR 
6

EHR 
7

EHR 
8

EHR
10

EHR 
9

In
d

e
p

e
n

d
e

n
t P

h
a

rm
a

ci
e

s

P
u

b
lic

 H
e

a
lt
h

 D
e

p
a

rt
m

e
n

t

S
u

re
S

cr
ip

ts

F
e

d
e

ra
l S

o
u

rc
e

  
(V

A
/D

o
D

/I
H

S
)

Patient A

Patient B

Patient C

Patient D



Claims Data
Claimed diagnoses, procedures, medications

Patient Out 
of Pocket

EHR 
1

EHR 
2

EHR 
3

EHR 
4

EHR 
5

EHR 
6

EHR 
7

EHR 
8

EHR
10

EHR 
9

In
d

e
p

e
n

d
e

n
t P

h
a

rm
a

ci
e

s

P
u

b
lic

 H
e

a
lt
h

 D
e

p
a

rt
m

e
n

t

S
u

re
S

cr
ip

ts

F
e

d
e

ra
l S

o
u

rc
e

  
(V

A
/D

o
D

/I
H

S
)

Claims: 
Medicaid

Claims: 
Commercial 1

Medicare

Commercial

Claims: 
Commercial 2

Claims: 
Commercial 4

Claims: 
Commercial 3

Patient A

Patient B

Patient C

Patient D



Data 
fragmentation 
by health 
system

Corroboration:
Average PCP must coordinate care 
with 225 other providers in 117 
other organizations
 Pham, HH, NEJM 2007; 356: 1130-1139
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Fragmentation 
by EHR Vendor



Funders: Governmental, Philanthropy
Client Out 
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Client A

Client B

Client C

Client D

MyHealth now working with social needs and early childhood 
programs, where data is even more fragmented . . . 



Agenda

ÅNeed for HIE/Health Data Utility
ÅHealth Data Utility vs. Health Information Exchange

ÅhƪƭŀƘƻƳŀΩǎ IŜŀƭǘƘ 5ŀǘŀ ¦ǘƛƭƛǘȅ

ÅOutcomes and Impact on Value based payment models

ÅOpportunities & Strategies to Consider



Which methods of interoperability offer proactive, 
pushed data to enable communities, agencies, 
research and innovation?

X
X
X X

XX Health Data Utilities
Regional Health Improvement



Health Data Utility vs. Health Information Exchange

HDU is more than a Health Information Exchange

ÅLike an HIE:
ÅGovernance with transparency, broad participation of stakeholders
ÅTrust of stakeholders
ÅCommitted service to a specific geography (i.e. state or region)
ÅSubstantial if not 100% connectivity of health data within service area
ÅCleaning and organization of individual identities and data for secondary uses

ÅA Utility that is more than an HIE:
ÅSimilar to other types of Utilities (electric, water, etc.), support broad range of use cases
ÅUse cases can be implemented within the HDU or through a range of partnerships
ÅIntegrate data from sources beyond healthcare (social services, education, crime, etc.)
ÅWork with stakeholders beyond healthcare (state agencies, tribal governments, 

employers, policy-makers, etc.)



Agenda

ÅNeed for HIE/Health Data Utility
ÅHealth Data Utility vs. Health Information Exchange

ÅhƪƭŀƘƻƳŀΩǎ IŜŀƭǘƘ 5ŀǘŀ ¦ǘƛƭƛǘȅ

ÅOutcomes and Impact on Value based payment models

ÅOpportunities & Strategies to Consider



MyHealth Vision & Mission (2009)

Vision

¢ƘŜ bŜǘǿƻǊƪΩǎ Ǿƛǎƛƻƴ ƛǎ ǘƻ ŘǊŀƳŀǘƛŎŀƭƭȅ ƛƳǇǊƻǾŜ ƘŜŀƭǘƘ ƻǳǘŎƻƳŜǎ ŀƴŘ 
healthcare value for the individuals and whole communities which it 

serves.

Mission

¢ƘŜ bŜǘǿƻǊƪΩǎ Ƴƛǎǎƛƻƴ ƛǎ ǘƻ ŀŎƘƛŜǾŜ ŀƴŘ ǎǳǎǘŀƛƴ ǘƘŜ ƘƛƎƘŜǎǘ ǉǳŀƭƛǘȅ 
healthcare at the best value in the nation using health information 

resources, technology and expertise. 

3/7/2024



MyHealth membership is healthcare in 
Oklahoma: >600 organizations including

Å INTEGRIS

ÅOU

ÅOSU

ÅStillwater

ÅMercy

ÅSaint John

ÅSaint Francis

ÅSaint Anthony

ÅNorman

ÅHillcrest

ÅMcAlister

Å Lawton

ÅOptometrists

ÅRed Rock Behavioral Health

ÅVariety Care

ÅDuncan

ÅPPOK pharmacists

ÅMorton

ÅVariety Care

Å BCBS

ÅCommunityCare of Oklahoma

ÅHumana

ÅOHCA

ÅEMSA

Å Long Term Care facilities

ÅCherokee

ÅChoctaw

ÅChickasaw

ÅMuscogee/Creek

ÅOSDH

3/7/2024



>2200 locations serving >130,000 patients daily



MyHealth Patient Population



MyHealth HDU Strategy

ÅProvide Infrastructure for:
ÅImproving Health

ÅReducing costs

ÅSupporting transitions to Value-based payment models (and any other 
models)

ÅCollaborate and partner extensively
ÅReduce provider burden

ÅReduce health IT costs to providers and State

3/7/2024



Medicaid Annual ROI

Units HIE Impact

Cost of 
Item Being 
Saved

Current 
Event 
Count

Events At 
Scale

Care Benefit 
(Care Delays 
Avoided in 
days) Effort Saved Current Cost SavingsCost Savings at Scale

$/chart pull $(26.92) $53.85 19200 150000 30 2 FTE $(516,923) $(4,038,461)

ER visits Saved per 
1,000 member 
months (20.37) $990.00 10000 340139 $(2,419,560) $(82,298,672)

Inpatient Admission 
Saved Per 100K 
Members months (359.30) $5,513.29 10000 111916 $(2,419,552) $(27,078,664)

Readmissions 
Avoided -10% $5613 235 7051 $(125,642) $(3,769,301)

Total Cost Savings $(5,481,677) $(117,185,098)

ϝ{ƻǳǊŎŜΥ  tItDΩǎ {ǘǳŘȅ ƻƴ IŜŀƭǘƘ /ƻŀŎƘƛƴƎ ŦƻǊ Iat tƻǇǳƭŀǘƛƻƴ

Unwinding Months of 
Coverage Avoided (1.0) $300 272000 272000 ($81,600,000) ($81,600,000)



Å68 practices, 265 docs

ÅOK Payers require 
MyHealth Participation

Å>30 hospitals affiliated

ÅFour payers (BCBS, CCOK, 
Medicaid, Medicare)

Å>90% of covered lives

ÅShared savings Y3-4

Comprehensive 
tǊƛƳŀǊȅ /ŀǊŜ ά/ƭŀǎǎƛŎέ

$100M in Care 
Management 
and Practice 
Transformation 
fees to PCPs



CMS Experience CPC:
56-60 practices, ~50,000 Medicare pts

Oklahoma CMS Shared Savings

Year Gross 
Savings

% Gross 
Savings

Net 
Savings

Net Savings 
Percentage

Dollars shared with 
practices

2013 ~$30 M 7% ~$21 M 5% 1st year no payments

2014 ~$20M 4.7% ~$11 M 2.4% $900,000

2015 $33M 7.1% $25 M 5.4% $10,800,000

2016 $26 M 5.7% $18 M 4.0% $9,127,320

Totals ~$110 M 6.1% ~$65M ~5% $21,827,320

+ $56M in Care Management Payments over 4 years

Quality Measures: Exceeded Benchmarks for all three measures
Å All Cause Readmissions: Highest Benchmark
Å CHF Admissions: First Benchmark
Å COPD Admissions: First Benchmark



TOTAL 
EXPENDITURE

INPATIENT 
ADMISSIONS

READMISSIONS

PRELIMINARY AHC OUTCOMES
Outcomes reported by CMS evaluation team

ED VISITS

Medicaid Beneficiaries

Medicare Beneficiaries



Critical Voices In Governance

Those who 
pay for care & 

services

Those who 
deliver care 
& services

Those who 
receive care 
& services



Governance: 13 Years of Public-Private (501c3) Partnership

Health Systems , 6

Regional Health Systems, 3

State agencies, 3

Clinicians, 2
Community, FQHC's, Safety 

nets, schools, 2

Private payers, 2

Universities, 2

Tribal organizations, 2

Patients, 1

Public Health, 1

Employers / Funders, 1

Rural Hospitals, 1

First Responder / Optometry, 
1

LTC, PA, SNF, 1

Board Composition

Cloture Control :
6 seats can stop a vote



CAPABILITIES

Real-time 
Notifications 

(CoP)

Care Coordination/ 
Records Aggregation

Quality/Care 
Gap Mgmt.

Provider and 
Relationship Registry

Clinical and 
Claims

Data Integration

Public Health 
Reporting

Portal & EMR Integrated Access

Non -Medical 
Drivers of Health



Data Quality: Chain of evidence

Data entry
Data 

mapping in 
EHR

Data export 
in CCDA, 

ADT, ORU, 
etc.

Data 
Transport

Data 
Extraction 
from CCDA, 
ADT, ORU, 

etc.

Data trans-
formation

Data load to 
Central Data 
Repository

Automated 
Code 

Normal-
ization

Manual 
Code 

Normal-
ization

Display/Use 
of data

Provider
/Practice

EHR 
Vendor

MyHealth Access Network

Right data 
in the right 

fields + 
sign-offs

Data in XML portion 
of CCDA, proper 

triggers in place to 
ensure data 

integrity

sFTP, 
WSDL, 

VPN, etc., 
LIVE or 
BATCH

Resolve identity in eMPI, 
process messages in to 

relational DB, organizations, 
providers and visits identified

Correct bad or 
missing codes to 

support measures

Perform 
analytics 

and 
present
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Value 
Proposition :

ÅFind the most 
complete 
records 
immediately.

ÅNo need to 
read separate 
documents 
from every org.

ÅClose loops on 
referrals.



Rich Clinical Data

ÅDiagnoses

ÅMedications

ÅAllergies

ÅVital signs

ÅClinical documents
ÅH&P

ÅD/C summary

ÅOperative/Procedure notes

ÅProgress notes

ÅLab Results

ÅInsurance

ÅDispensed Medications

ÅEquipment Devices

ÅRelated Persons

ÅSocial History

ÅFamily History

ÅRadiology 



How does this model scale nationwide?



Patient Centered Data Home rapid growth



Net Promoter Score

USER SATISFACTION SURVEY
Q4 2023

+42

DETRACTORS PASSIVES PROMOTERS

17% 24% 59%

Years ActiveResponses 

232



Net Promoter Score

USER SATISFACTION SURVEY

Q1 2021 Q2 2022 Q3 2022 Q1 2023

Q4 2023

-11 +5 +18 +19

It  allows me to not duplicate studies and get valuable 

information on patients from outside facilities.

 -Clinician

Our patients are able to talk to a nurse anytime after hours who uses 

evidence based decision making to provide our patients the best 

advice and make them feel comfortable which helps to decrease 

unnecessary ER visits.
-Clinician

It is easy to access medical records for hospital follow-ups.

- Care Coordinator 

I t assist our organization with being able to find 

lost to follow up clients because of the updated 

contact information.

- Care Coordinator 

Q2 2023

+22

Q3 2023

+9

Q4 2023

+42

A client came in with psychosis and said they had no medication allergies. However, after looking in 

MyHealth, I was able to confirm a medication allergy. We have this medication in our inventory and 

could have administered it  had we not had this information available. 
-Care Manager

It allows me to better serve by members by allowing me to read provider notes and elaborate 

instructions with members. It also assists with medication reconciliation and lab inquiries.

- Care Coordinator 

I was able to find a 

discharge summary & 

clarify medications with 

a member after they 

discharged from 

hospital. 

- Home Health Nurse



Value 
Proposition:

ÅDetect and 
address social 
needs without 
added staff 
burden.

ÅComply with 
The Joint 
Commission, 
other  contract 
requirements.

ÅFactor social 
needs into risk 
and treatment 
planning.

Needs Rates by Payer Type
(August 2018 ðAugust 2022)

N
on

-M
ed

ic
al

 
D

riv
er

s 
of

 H
ea

lth



9 5  |  O K L A H O M A  H E A L T H  C A R E  A U T H O R I T Y

MyHealth now working with social needs and early childhood 
programs, where data is even more fragmented... 

Funders: Governmental, Philanthropy
Client Out 
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Screening & Referral Efforts Are Expensive

ÅAHC Instrument Time & Motion Study:
Screening: 12-15 minutes per patient

Tailored Referral: 5-10 minutes per patient

+ EHR documentation

ÅProviders (inpatient, outpatient, ER) willing to take on 
added burden: ZERO

96



Mobile 
Screening


