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Friday, August 21, 2020

Mr. Kevin Corbett
Chief Executive Officer
Oklahoma Health Care Authority
4345 N. Lincoln Boulevard
Oklahoma City, Oklahoma 73105
Procurement@okhca.org
Re: Public Feedback on SoonerCare Comprehensive Managed Care Program Design, reference
number 80720200002
Dear Mr. Corbett,
Thank you for the opportunity to provide feedback on the Oklahoma Health Care Authority’s
(OHCA) SoonerCare Comprehensive Managed Care Program Design, reference number
80720200002 (MCO RFP).
Healthy Minds Policy Initiative (HMPI) is a non-partisan, non-profit organization addressing
mental health and substance abuse policy issues to support policymakers, schools, law
enforcement and community leaders with data-informed strategies that reduce poor outcomes
for people with mental illnesses and substance use disorders, and the costly financial and social
impact of these diseases on communities and the state. HMPI knows from data analysis and
research that health care coverage and integrated care greatly improve the lives of people with
mental health conditions or substance use disorders. As HMPI supports expanded health care
coverage for individuals, and integrated care to better address the physical and mental health
needs of Oklahomans with mental illnesses and substance use disorders, we wanted to share the
following feedback about the proposed SoonerCare Comprehensive Managed Care Program
Design, as presented.
Although commercial Managed Care Organizations (MCOs) have nationally demonstrated an
ability to deliver positive outcomes for some populations, they have generally struggled to deliver
outcomes for special populations, such as serious mental illness and substance abuse, foster
children and developmental disabilities. This can be attributed to the inherent difficulty in
managing complex needs in unfamiliar local systems; unique challenges for a commercial MCO
model in maintaining network adequacy for behavioral health providers whose workforce pools,
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geographic coverage and financial capabilities are already limited; and often a lack of
understanding of or commitment to evidence-based care for more challenging populations. With
approximately two-thirds of members experiencing access to specialty care issues, Oklahoma
should take particular care to understand the track record of MCOs in generating outcomes for
these populations. We also recognize that Oklahoma, a predominantly rural state with an
elevated prevalence of poor health problems, may have unique sustainability challenges in a
commercial MCO model. A relatively small statewide population with higher average costs
would, in principle, create challenges to spreading risk evenly across multiple MCOs as necessary
to ensure adequate market competition and appropriate networks of care.
Should Oklahoma move forward with a managed care model, Healthy Minds Policy Initiative
would be committed to ensuring positive cost and health outcomes for Oklahoma taxpayers and
residents with mental illness or substance use disorders. To that end, we offer the below
overview of the attached considerations. Importantly, many of the standards and strategies we
identify here can be implemented by the State to improve the physical and behavioral health of
Oklahomans and achieve efficiencies with or without utilizing commercial managed care
organizations; thus, it is our hope that these comments are helpful regardless of the model
chosen by the State to pursue value-based care:
Enrollees
 Phase-in ABD population in five years, after having developed multiple years of provider
networks to offer an adequate number of family and team-based intensive services. The
State and MCOs must anticipate the behavioral health needs of current enrollees, and
unknown behavioral health needs of the expansion population and provide a separate
MCO for the specific needs of foster children.
Benefits
 Require MCOs to provide strong evidence-based behavioral health care models--like the
Collaborative Care Model (CoCM), assertive community treatment (ACT), multisystemic
therapy and intensive in home family-based therapies for children and contract with the
NAVIGATE First Episode Psychosis program to provide Coordinated Specialty Care (CSC)1
for the early treatment of psychosis in young adults and continue using telemedicine
and telehealth in state plan services.
 MCOs should provide value-added and cost-effective services in lieu of more expensive
services and use current measures for ODMHSAS provider networks for adults, children
and youth.2
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Gingerich, S. (n.d.). First episode psychosis and the NAVIGATE treatment model in Oklahoma.
www.oklahoma.gov/odmhsas/documents/fep%20and%20nav%20model-ok.pptx
Mueseer, K. T., Pen, D. T., Addington, J., Brunette, M. F.,Gingerich, S. et al. (2015, July). The NAVIGATE program for first-episode psychosis: Rationale, overview, and
description of psychosocial components. Psychiatric Services, 66(7): 680–690. https://ps.psychiatryonline.org/doi/10.1176/appi.ps.201400413
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Oklahoma Department of Mental Health and Substance Abuse Services. (n.d.). Enhanced Tier Payment System (ETPS) — pay for performance.
www.odmhsas.org/eda/etps/
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Quality and Accountability
 Use the HEDIS measures. For BH conditions, build on the value-based purchasing
approach of Oklahoma Enhanced Tiered Payment System.3 Use the measures
developed for the Oklahoma CCBHCs, which meet national standards and provide
information for OHCA and ODMHSAS.4
Care Management and Coordination
 Require MCOs to assign utilization management staff knowledgeable on state plan
services and array of evidence-based practices. Use standardized behavioral health
care guidelines across MCOs, including ASAM patient criteria for SUD, follow length of
treatment guidelines for evidence-based practice and parity requirements while using
similar cost saving utilization strategies.
Provider Payments and Services
 MCOs should pay claims within 30 days; the State should encourage use of case rates
and alternative payment methods and require payments no less than current FFS rates
and ODMHSAS funding. Standardize credentialing across the MCOs by using a single
application and Credentialing Verification Organization (CVO).
 Track the pending Medicaid Fiscal Accountability Regulations5 for impact on the
current Supplemental Hospital Offset Payment Program payments to facilities. 6
Network Adequacy
 Require the MCOs to contract with safety net providers: Contracted ODMHSAS CMCH,
Certified Community Behavioral Health Clinics, Oklahoma Systems of Care providers,
and all licensed school-based mental health clinics within the MCO’s service area.
Conduct provider and stakeholder surveys to identify reimbursement challenges and
rate adequacy.
 Use behavioral health industry standards: 1 hour for emergency care, 24 hours for
urgent care and 14 days for routine care. Require same-day telehealth appointments
and access to ensure timely care. Ensure providers are located in 30 minutes or 30
miles for urban and suburban areas and within 60 minutes or 60 miles in rural areas.
The MCOs must assist providers to meet these standards by increasing provider
capacity and offering support for evidence based strategies, such as telehealth
appointments.
Grievances and Appeals
3

Fields, S., & English, K. (2011, December). The Oklahoma Enhanced Tier Payment System: Leveraging Medicaid to improve mental health provider performance and
outcomes. National Association of State Mental Health Program Directors.
www.odmhsas.org/eda/etps/The%20Oklahoma%20Enhanced%20Tier%20Payment%20System%20Final.pdf
4 A list of the CCBHC quality measures (the first nine are measures at the behavioral health center level and the last 13 are measures at the state level) can be found
at this link: .https://www.ok.gov/odmhsas/documents/CCBHC%20quality%20measures.pdf
5 Rudowitz, R. (2020, January 27). What you need to know about the Medicaid Fiscal Accountability Rule (MFAR). Kaiser Family Foundation.
https://www.kff.org/medicaid/issue-brief/what-you-need-to-know-about-the-medicaid-fiscal-accountability-rule-mfar/
6 Oklahoma Health Care Authority. (n.d.). SHOPP hospitals. http://www.okhca.org/providers.aspx?id=13568
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Establish a representative member advisory committee of individuals and/or families
that utilize all levels of care to review MCO reports and trends on grievances and
appeals. Require the MCOs to provide a monthly accounting of member grievances.

Administrative Requirements
 The State should require MCOs to share demographic, clinical and prescriptions
information with providers. MCOs should assist BH providers with technology
strategies for data sharing.

HMPI appreciates the opportunity to provide feedback on the proposed SoonerCare
Comprehensive Managed Care Program Design. Please do not hesitate to contact us with any
further questions on this matter.
Sincerely,

Zack Stoycoff, MPA
Executive Director
Healthy Minds Policy Initiative
Email: zstoycoff@healthymindspolicy.org
Phone: 918-500-0531
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Attachments: Healthy Minds Policy Initiative SoonerCare Comprehensive Managed Care Request
for Public Feedback

Healthy Minds Policy Initiative
SoonerCare Comprehensive Managed Care Request for Public Feedback
Healthy Minds Policy Initiative (HMPI) appreciates the opportunity to respond to the Request for
Public Feedback (RPF) on Medicaid managed care. We have compiled responses to each inquiry
in a manner that addresses industry-wide standards for Medicaid behavioral health managed
care, using information from other states, the Centers for Medicare and Medicaid Services (CMS)
requirements and accreditation organizations.
The standards presented by the Oklahoma Health Care Authority (OHCA) listed in the RPF under
each section are consistent with best practices in managed care, with a few exceptions. We focus
our comments on specific challenges and opportunities related to the care management of
Oklahomans with mental health and addiction treatment needs. In general, we applaud the State
for a strong recent history of care and cost management for behavioral health services, and we
advise support for and continuation of these successes. For example, under the oversight of the
Oklahoma Department of Mental Health and Substance Abuse Services’ (ODMHSAS), annual cost
growth for Medicaid’s behavioral health line has been held virtually level with inflation for nearly
a decade. Prior to ODMHSAS obtaining direct oversight of behavioral health Medicaid costs in
2012, these costs had increased 14 percent annually for a number of years.
In general, we also applaud the intent of managed care as represented in this RPF. However, we
offer a number of cautions and risk-mitigation considerations should Oklahoma proceed with the
proposed model. Nationally, commercial MCOs have not excelled at managing integrated care
for special populations, such as serious mental illness and substance abuse, foster children and
developmental disabilities. Substance use providers are often at particular risk for closure due to
radical changes in administrative and funding structures. As a result, commercial MCOs can
struggle to maintain adequate networks for addiction treatment, in particular. There would be a
special concern with providers’ administrative burden in transitioning to a commercial MCO
model simultaneously with Medicaid Expansion, as providers would be asked to comply with new
MCO requirements while increasing the number of people they serve. Providers would almost
certainly need additional administrative support to meet the standards outlined in this document
— particularly, funding to improve provider information technology for claims and quality
reporting, and adequate rates to deliver evidence-based practices.
Moreover, as a small-population state with generally poor health outcomes, it is important to
consider that Oklahoma may lack a sufficiently-large, relatively low-cost population to spread the
risk evenly across multiple MCOs as necessary to ensure adequate market competition and
appropriate networks of care. This would be a particular concern after enrolling the aged, blind,
and disabled (ABD) population and other special populations that have higher associated costs
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of care. It would not be difficult to impact a general collapse of commercial MCO model similar
to that seen in Oklahoma during the 1990s.
Should Oklahoma pursue a commercial MCO model, we offer a number of considerations and
recommendations to mitigate risks while improving the chances of positive health and cost
outcomes. It would also be important to note that many of the standards and strategies we
identify here can be implemented by the State to improve the physical and behavioral health of
Oklahomans and achieve efficiencies with or without utilizing commercial managed care
organizations (MCO); thus, it is our hope that these comments are helpful regardless of the model
chosen by the State to pursue value-based care.

Enrollees
1. How and when should OHCA transition aged, blind, and disabled (ABD) and other
initially excluded individuals to managed care?
If a managed care system is pursued, the State should focus on the initial Expansion population
to ensure implementation of any health care coverage meets their needs, including unforeseen
behavioral health needs, before transitioning the ABD population to an MCO. The ABD
population would result in even more members with serious mental illness (SMI)/serious
emotional disorder (SED) transitioning into the plans. Utilizing the TANF/MAGI and adult
Expansion groups to identify issues with SMI/SED behavioral health care delivery will be critical
to preventing larger issues later.
We understand that Oklahoma’s Expansion population will likely increase Medicaid enrollment
by 34 percent (between 178,000 and 233,000 Oklahomans). Of these new enrollees, 78 percent
will be adults without children, 64 percent will be individuals in a family with at least one worker,
and 73 percent will have incomes below the poverty level ($17,240 for a family of two). The racial
and ethnic composition will include 54 percent White, 11 percent Black, 9 percent Hispanic, and
26 percent other races or ethnicities.7
Previously uninsured and low-income populations will likely have a significant number of
individuals with SMI and SED, and their mental health conditions will not be known at enrollment.
Previous attempts to enroll these populations may have failed due of insufficient documentation
or follow-through in the application and enrollment process. In addition, the Temporary
Assistance for Needy Families/Modified Adjusted Gross Income (TANF/MAGI) populations will
also have a number of individuals with SMI and SED who may be unidentifiable in the current
Medicaid enrollment data. Thus, the State and the managed care organizations (MCOs) would
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Shin, P, & Martin, M. (2020, June 24). Medicaid expansion: Ten years of unparalleled return on investment,
improved outcomes. Oklahoma Policy Institute. https://okpolicy.org/medicaid-expansion-ten-years-ofunparalleled-return-on-investment-improved-outcomes/
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need to be prepared to manage the care for individuals SMI and SED at the implementation of
the managed care program.
Nationally, commercial plans experienced challenges managing integrated physical and
behavioral health Medicaid benefits. These challenges include: adapting best operational
practices for integrating SMI and SED populations, possessing a limited understanding of
evidence-based practices necessary to ensure positive outcomes for members and the ability of
MCOs to control costs.
There is no evidence of a multi-state evaluation of commercial plans, but there are provider and
stakeholder interviews, quality reviews and surveys suggesting inadequate performance
resulting in significant challenges for members and providers.8 These challenges focus on overly
aggressive utilization management strategies that do not consider the appropriate length of
treatment for evidence-based practices,9 delayed provider claims payments and poor
communications with primary care providers, among other concerns. Even commercial plans
with previous experience operating specialty behavioral health MCOs have experienced
challenges illustrating the need for close oversight to ensure delivery of adequate, evidencebased care.
To address these concerns, the State should anticipate the experience level MCOs must have
during the procurement process and be prepared to oversee the MCOs’ implementation of the
Expansion population, especially with the inevitable enrollment of SMI and SED populations.
If a managed care program is pursued, the State would need to take extra care to ensure MCOs
deliver adequate, evidence-based integrated care to SMI/SED populations with positive
outcomes. Our recommendations would include:
 Build a strong internal team to manage the procurement and oversight of MCOs and
develop strong working relationships with the Oklahoma Department of Mental Health
and Substance Abuse Services (ODMHSAS) to address these populations. Tennessee is
an example of a state Medicaid program that began with numerous challenges and over
the years has built its internal staff competencies to oversee MCOs’ operations by
focusing on strategies that obtain effective service outcomes and cost controls.
ODMHSAS should be deeply involved in addressing oversight of behavioral health care.
States that purchase MCO services without effective collaboration with their mental
health department, and with limited accountability strategies, have suffered the
consequence of poor MCO oversight, resulting in inadequate provider networks, limited
use of evidence-based practices that achieve better outcomes, and higher costs for
physical health care as well as behavioral health care over the long-term. Kansas is an
example of a state where oversight of behavioral health care and the disabled/ elderly
8

Associated Press. (2020, July 27). Survey shows Iowa providers don’t like privatized Medicaid. Modern Healthcare.
https://www.modernhealthcare.com/medicaid/survey-shows-iowa-providers-dont-privatized-medicaid
9

July 20, 2020, Interviews and focus groups with Nebraska providers serving the SMI and SUD populations.
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population under managed care was delegated to a state agency (KDADS) without
building the skill set of that agency. The overall oversight of the MCO program remains
with the Medicaid agency. The result is a patchwork of oversight resulting in poor
outcomes.10
Build on the example set by Oklahoma’s Health Homes to deliver effective integrated
care for the SMI/SED populations through Oklahoma’s Health Homes. OHCA, in
collaboration with ODHMSAS, has a solid foundation to further develop Health Homes.
Oklahoma was one of the first states to pilot Health Homes. Its Health Home models for
children and adults with serious behavioral health conditions provides a strong based to
build on. MCOs can contract with the Health Homes to address the Expansion population
members with SMI and SED and other children with multi-system involvement (child
welfare, juvenile justice, special education).
Require the MCOs to include any Certified Community Behavioral Health Clinics
(CCBHC) in their networks and to use the payment system developed by the State.
CCBHCs are clinics that have been validated through certification as meeting specific
standards and providing comprehensive services, including strong coordination of care
that addresses both physical health and behavioral health care services. Similar to
federally qualified health centers (FQHCs), CCBHCs have extensive experience engaging
and serving low income people with complex health conditions and will help ensure the
adequacy of the provider networks to meet the needs of Medicaid members.
Require the MCOs to offer contracts to all community mental health centers (CMHCs)
and publicly-funded providers of substance use disorder treatment services who are
doing business with ODMHSAS to ensure coordination of benefits and continuity of
care. The inclusion of these providers helps ensure engagement of members in services
and supports the state’s goals of improved health outcomes and cost containment.
People may roll on and off of Medicaid eligibility, therefore providing continuity of care
will lead to better health outcomes and lower costs to the state.
Reduce the administrative burden on providers. Anticipate the need for some providers
to prepare for billing multiple MCOs, rather than the State directly, and require MCOs to
coordinate and streamline credentialing and other administrative functions to reduce the
administrative burden on providers to participate in multiple networks. (See credentialing
recommendation later in this response.)
During the procurement, require MCOs to describe their strategies to work with
publicly-funded providers. Specifically, MCOs must assist providers to adapt to their
payment mechanisms and reporting methods, including fee-for-service or value-based
purchasing. Include this as a scored and weighted item in the application review tool.

10

Marso, A. (2016, November 2016). Report: KanCare delivered on cost, not quality of care. Kansas Health Institute.
https://www.khi.org/news/article/report-kancare-delivered-on-cost-not-quality-of-care
Marso, A. (2018, May 9). Does KanCare work? The state’s data is so bad, legislative auditors can’t tell. The Kansas
City Star. https://www.kansascity.com/news/business/health-care/article210730674.html
Associated Press. (2018, May 14). Auditors unable to analyze KanCare data because documentation is so poor.
Lawrence Journal–World. https://www2.ljworld.com/news/2018/may/14/auditors-unable-analyze-kancare-databecause-docum/
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Require the MCOs to implement the Collaborative Care Model (CoCM) 11 for the
Expansion population and other Medicaid members with mild to moderate behavioral
health conditions. The CoCM, an evidenced-based practice for integrated care that
embeds behavioral health clinicians and case managers in medical provider practices,
allows timely consultations from psychiatrists and employs measurement-based care.
This model is effective in providing earlier treatment and good outcomes, circumventing
deterioration to more complex behavioral health conditions. As part of the MCO
approach to implementing CoCM, require MCOs to describe how it will work with
providers to use CoCM billing codes.
Phase in the full ABD population over time after success with the TANF/MAGI and
Expansion population members with SMI/SED. The State and the MCOs will have the
opportunity to assess the effectiveness of managed care for the Expansion population,
including the ABD-like population with SMI and SED. MCOs’ goal should be to enhance
the current Health Home model and build on their success to scale up working
mechanisms for the new, larger ABD population. Thus, MCOs should contract with Health
Homes during the initial implementation of managed care.
Provide adequate tools to assist providers with effectively integrating and managing
care. Behavioral health care providers have had limited opportunities to develop
electronic medical records nationally because of the emphasis on physical health care
medical record development. In recent years, there are more behavioral health
integrated electronic records with improved functionality. The State and the MCOs should
provide resources and incentives to providers to help them update their electronic
systems when necessary. Small, independent primary care providers in the Primary Care
Case Management Program (PCCM) likely face similar challenges in being able to share
information. Access to HIPAA-compliant electronic health records and reporting
protocols, and clearly identified policies and procedures to facilitate information sharing
and collaborative care, is essential for behavioral health care providers.
Phase in the ABD and other initially excluded populations. The timing of transitioning
these populations into managed care could occur in year five of the rollout. The successful
transition of the current fee-for-service (FFS) system to a contracted managed care
system involves numerous and significant adaptations at the state and local levels, as well
as at the MCO level once they are introduced into the Oklahoma Medicaid environment.
The state will, of course, need to organize to bring the right expertise into the planning
and procurement process, providers will need to tool up for the change, and MCOs will
have to develop networks that meet the Medicaid members’ needs and otherwise are
prepared to do business in Oklahoma.

Assuming a window for such a transition to managed care would require a minimum of one year
for procurement and contracting (this includes procuring MCOs, an enrollment broker, and an
External Quality Review Organization), another year once contracts are in place (e.g., readiness
11

AIMS Center. (2020). Collaborative care. University of Washington, Psychiatry &Behavioral Sciences Division of
Population Health. https://aims.uw.edu/collaborative-care
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reviews and implementation and contract approval from CMS, systems testing, provider
recruitment, member education and choice periods), and then at least three full years of
operation and evaluation of performance, the earliest it is feasible to transition ABD and other
special populations is in year five.
2. Should the state require each MCO to enroll all populations or should the state allow
specialty plans such that an MCO could propose to serve only certain populations, such
as children in foster care, American Indians/Alaska Natives, people with serious mental
illness, or other groups?
Specialty plans can be a very useful approach, but require careful analysis. Each special
population should be evaluated to determine its unique needs, the availability of specialized
providers needed in the network, and the actuarial implications of using one or more MCOs to
manage the care for the specific population. For example, if the specialty population and the
availability of qualified specialty providers is small, it is likely not feasible to spread the risk across
multiple plans while maintaining quality care and achieving improved health outcomes. Specialty
providers are often not prepared for the administrative burden of managing participation in
multiple MCO networks, and their lack of willingness to participate in managed care will be a
detriment to members.
Use a specialty plan for foster children. In neighboring states where foster children are enrolled
in multiple plans, experiences have not been very good, but Texas and Florida report success with
having a single plan for all children in foster care. The legal and policy requirements related to
child protective services and family interventions seems to work best when there is one
statewide MCO. Thus, we would recommend having one specialty plan for the approximately
8,600 Oklahoma children who are involved in the foster care system. (The specialty plan can serve
other populations as well.)
From the start of the managed care program, evaluate MCO performance with the Expansion
population that has behavioral health conditions. OCHA and ODMHSAS should indicate in its
initial procurement that it intends to evaluate the performance of the MCOs management of the
Expansion population with serious behavioral health conditions. (Some members of the
Expansion population with serious behavioral health conditions will not be known at the time of
enrollment.) The goal is to determine if a specialty MCO would be more effective in achieving the
desired outcomes for these populations. It will take at least three full years to evaluate the
effectiveness of the MCOs. Arkansas, Arizona and New York have reported good outcomes for
their specialty plans that serve people with serious behavioral health conditions after phasing in
these programs to integrated managed care.
3. How can MCOs better engage individuals in their health care and healthy behaviors,
such as seeing a doctor regularly, quitting smoking and eating healthier?
Check if adults with serious behavioral health conditions have metabolic syndrome. Using the
claims management and care management system information, identify individuals who have
metabolic syndrome and offer them education and monitoring tools in collaboration with their
Policy & projects for healthier minds in Oklahoma
healthymindspolicy.org

11

Health Home provider. This would include paying for high-fidelity, evidence-based programs that
promote (physical and mental) illness self-management, such as: Wellness Recovery Action Plan,
Whole Health Action Management, Enhanced Illness Recovery Management, InShape,
Dimensions: Wellbody, NEW-R and other tools developed to promote wellness for people with
serious mental illness.12
Provide incentives and help CMHCs and CCBHCs to track quality care metrics associated with
the delivery of health and wellness services and outcome monitoring, such as:
 Preventive Care and Screening: Adult Body Mass Index (BMI) Screening and Follow-Up
Plan
 Weight Assessment and Counseling for Nutrition and Physical Activity for
Children/Adolescents (WCC)
 Preventive Care and Screening: Tobacco Use: Screening and Cessation Intervention
 Preventive Care and Screening: Unhealthy Alcohol Use: Screening and Brief Counseling
 Diabetes Screening for People with Schizophrenia or Bipolar Disorder Who Are Using
Antipsychotic Medications
Pay for or provide financial support for gyms and exercise-focused memberships. Ideally, these
programs would be integrated with Health Home providers. Alternatively, financially support
private/public partnerships between Health Home providers and organizations providing fitness
and wellness resources such as the YMCA and local food banks.
Offer incentives and reward providers to engage in care coordination within team-based care
models, and care coordination with agencies/partners. Moreover, offer and promote easy
communication strategies and tools among CMHCs, CCBHCs, and primary care and specialty
physicians, such as use of protected/encrypted email systems and technology solutions that
bridge communication between electronic health records.
Provide incentives for continuous health information exchange. This includes information
exchange among CMHCs, CCBHCs, FQHCs, hospitals and emergency departments and urgent care
providers.
Use and provide incentives for automated communication. These include systems that provide
automated texting, emails, and phone calls to remind people of appointments.
Offer member incentives to complete health assessments. These include free blood pressure
cuff, scales, discounts for glycemic monitor test strips or other health aids and tools.

12

University of Illinois at Chicago Center on Mental Health Services Research and Policy. (2020). Our completed
research & evaluation studies. https://www.center4healthandsdc.org/knowledge-translation-from-our-completedresearch.html
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Provide incentives for the implementation of member data portals. The member portals should
focus on helping members communicate with their providers and monitor their health
information.
Provide incentives to providers for engaging members with behavioral health conditions in
wellness planning. This includes paying for Wellness Recovery Action Plan facilitation and other
tools developed to promote wellness for people with serious mental illness.13

Benefits
1. What would make it easier for individuals to access health care? How could managed
care plans help individuals resolve problems with accessing care?
Establish telecommunications technology to provide quick access to mental health care
through telemedicine and telehealth, including care coordination and peer support. In addition
to tele-video capacity, use of texting and telephonic applications will ensure the “high-touch”
many members need to self-manage their illnesses and follow through with provider
recommendations. The telehealth capacity should include access to digital evaluation and
management visits and digital telepsychiatry.
Coordinate transportation services that will show up at the designated times and place.
This will help individuals with SMI/SED who may not have a caregiver get to multiple
appointments consistently, improving treatment engagement.
Expand the behavioral health care provider network for delivery of evidence-based practices
to the Expansion population and underserved populations. There is a significant need for
additional providers who have the capacity to offer evidenced-based practices such as the
Collaborative Care Model (CoCM) and team- and community-based intensive in-home family
supports for children, youth, and their families, and rehabilitation services for adults, children,
and youth with serious behavioral health conditions.
2. What strategies would improve the integration of services (especially behavioral and
physical health), including through provider communication, shared assessments and
planning, and data sharing?
MCOs must make sure providers and members have incentives to stay engaged and activated
to stay healthy, and take preventative measures to avoid chronic disease. Facilitating access to
technology for providers and members will be helpful, especially as Oklahomans deal with health
issues such as the COVID-19 pandemic.
In response to COVID-19, CareOregon identified high-risk patients by incorporating social health
data (race, ethnicity, socioeconomic status, etc.) into their analytics and providing this
information to providers. This approach helps providers have a more holistic perspective of their
patients’ medical needs. The COVID-19 epidemic prompted CareOregon, a Medicaid managed
13

University of Illinois at Chicago Center on Mental Health Services Research and Policy. (2020).
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care plan, to more fully utilize population health data and share this information with providers.
CareOregon is a leader in using data to identify and coordinate care for its members with the
most complex needs.14 The data-sharing protocols require special attention, particularly when
sharing behavioral health and substance use information, but there are reportedly useful datasharing strategies available. OCHA could require MCOs to develop a similar population health
approach by identifying members with complex health needs and sharing this information with
Health Homes.
3. How could MCOs best facilitate referrals and track outcomes of referrals to social
services such as housing assistance, food security, education, and employment
assistance?
Document referrals to social service agencies and outcomes. Referrals to social service agencies
listed in the question should be part of the members’ medical records and case management
documentation through closed loop referral processes. According to CMS, closing the loop on a
referral involves the receiving provider sending a report to the referring provider after
completion of the visit that resulted from the referral. This is a long-standing common practice
in clinics, with specialists faxing encounter reports to the primary care provider after they see
one of the primary care provider’s patients.15
MCOs could contract with social service agencies to provide value added services. MCOs should
communicate the resources available to Health Homes, assuming individuals with complex
conditions will have access to Health Homes under the managed care model.16
4. How could OHCA measure MCO performance on social risk factor mitigation strategies?
The state and MCOs could use measures already in place in the ODMHSAS provider networks
for adults, children and youth.17 Further, MCOs should provide value-based purchasing
initiatives and cost-effective, in-lieu-of services that emphasize outcomes as well as provide
incentives to Health Homes that address social risk factor mitigation and improve employment
and education. The latter initiatives are especially important for members in the TANF/MAGI18
and Expansion populations who are experiencing first episode psychosis. Ensuring that MCOs are

14

Nuamah, A. (2020, August 6). How COVID-19 is expanding CareOregon’s approach to defining high-risk patients.
Center for Health Care Strategies, Inc. https://www.chcs.org/how-covid-19-is-expanding-careoregons-approachto-defining-high-risk-patients/?utm_source=CHCS+Email+Updates&utm_campaign=63a58cabcdAmit+Shah+blog+08%2F06%2F20&utm_medium=email&utm_term=0_bbced451bf-63a58cabcd-157186217
15
Pierson, B. (2018, July 17). CMS closed-loop referral: OCHIN ahead of the curve. OCHIN.
https://ochin.org/blog/blog/cms-closed-loop-referral
16
Nuamah, A. (2020, August 6).
17
Oklahoma Department of Mental Health and Substance Abuse Services. (n.d.). Enhanced Tier Payment System
(ETPS) — pay for performance. http://www.odmhsas.org/eda/etps/
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familiar with the existing Oklahoma models of care is crucial to the success of the
implementation.
5. How can MCOs improve access to evidence-based behavioral health care such as
Screening, Brief Intervention and Referral to Treatment (SBIRT), medication-assisted
treatment for opioid use disorder or Assertive Community Treatment?
OCHA could require MCOs to develop provider networks that can offer all the services in
Oklahoma’s state Medicaid plan for adults and children. Further, MCOs could provide valueadded services and cost-effective services in lieu of more expensive services such as Florida’s
plans that offer partial hospitalization in lieu of inpatient psychiatric services. The provider
network should include organizational providers that have the staffing to offer community-based
intensive services, such as intensive in-home, family-based services, Multisystemic Therapy and
other rehabilitation services listed in the state plan. These services are typically offered by
organizational providers such as CMHCs, CCBHCs and providers of specialty services for children.
MCOs should have a provider network that can offer all state plan services, including those
services usually associated with adults and children with serious behavioral health conditions, as
experience shows that commercial Medicaid plans frequently conclude many of these services
are not part of a health plan benefit for the general Medicaid population. Oklahoma recognizes
the importance of providing a full range of evidence-based services through the behavioral health
benefits listed in its state Medicaid plan. Many adults, children and youth who have not yet been
diagnosed with either an SMI, SED or substance use disorder have mild to moderate behavioral
health conditions. These conditions would benefit from early assessment and treatment with
evidence-based practices based on their behavioral health functioning at home, school or work.
Access to these services earlier than the average decade from onset of mental health conditions
to treatment would prevent the deterioration that occurs when anxiety, depression and other
conditions are left unattended.19 While MCOs may not have a lifetime service contract for each
member, there are both short-term and long-term savings associated with early treatment of
behavioral health conditions, including medical cost offsets. The savings generated from early
treatment will positively impact the state’s Medicaid program over the long-term. Further, as
mentioned previously, the Expansion population will likely include individuals with SMI and SED
who will require more intensive services.
Current gaps in services will increase with the Expansion population. Current service capacity
of state plan services is limited for all populations, particularly the evidence-based intensive
services for children and families. MCOs may have challenges in contracting with a providing
network that is able to offer all of these services, and paying adequate rates, especially if the
utilization in the capitation rates is low. The Expansion population will add to the demand for
these services. OHCA, in collaboration with ODMHSAS, should study current utilization through
Medicaid claims data and compare utilization to the prevalence of behavioral health conditions
19

Wang, P. S., Berglund, P. A., Olfson, M., & Kessler, R. C. (2004, February 20). Delays in initial treatment contact
after first onset of a mental disorder. Health Services Research, 39(2):393–415. doi:10.1111/j.14756773.2004.00234
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in the Medicaid program. OHCA, ODMHSAS, and the MCOs would need to collaborate to
determine how to ensure accessibility, given the small FFS provider network, in order to offer the
full range of state plan services, which would result in fewer inpatient and emergency
department services as more outpatient evidence-based practices become available. Provider
recruitment is an important MCO function, but it is equally important to use the public safety net
providers that have experience with SMI/SED for specialty behavioral health care services. The
State should require MCOs to contract with existing public providers, using a minimum state
Medicaid fee schedule based on adequate rates for evidence-based services. MCOs would also
need to add providers that fit into local systems of care for children and adults and are responsive
to local communities. MCOs must understand local systems and how to enhance rather than
disrupt them.
Screening should be available through all provider types, including office-based individual
providers, facilities, and organizational providers. This includes SBIRT and early screening for
behavioral health conditions such as depression, anxiety, and other conditions in order to provide
early identification and treatment. The Accountable Health Communities (AHC) Health-Related
Social Needs (HRSN) Screening developed by CMS, or another tool such as the well-researched
Protocol for Responding to and Assessing Patients’ Assets, Risks and Experiences (PRAPARE),20
should also be routinely used.21 MCOs should be required to develop value-based purchasing
initiatives aimed at increasing the penetration of SBIRT, medication-assisted treatment (MAT)
and Assertive Community Treatment that have documented cost-effective outcomes.
MCOs should offer all the Early and Periodic Screening, Diagnostic and Treatment services for
children and youth. These include children’s psychosocial rehabilitation intensive family
interventions (IFI) and intensive-in-home support skills training (IHH), and crisis intervention
services, including but not limited to mobile team and facility-based crisis stabilization. Early
identification, assessment and treatment may prevent the development of more serious
behavioral health conditions by offering these services early the child’s development.
Similarly, for the adult population, MCOs should also offer all the state Medicaid plans services.
For adults who have an SMI and require Programs for Assertive Community Treatment (PACT),
early access to that service through an MCO network provider is critical. If the State and the MCO
then want to disenroll the individual from the MCO and transfer them to the FFS system, there
should be a transition period of at least 60 days while maintaining the same PACT provider for
the course of treatment. MCOs can provide access to these services by contracting with the public
providers/CCBHCs and other safety net mental health and substance use treatment providers
that offer PACT.

20

National Association of Community Health Centers, Inc. (2019). PRAPARE: Protocol for Responding to and
Assessing Patients’ Assets, Risks, and Experiences. https://www.nachc.org/research-and-data/prapare/
21
Center for Medicare and Medicaid Innovation. (n.d.). The Accountable Health Communities Health-Related Social
Needs Screening Tool. U.S. Centers for Medicare & Medicaid Services.
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
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For youth and adults with opioid use disorders (OUD), MCOs should contract with public
providers and other licensed opioid treatment programs (outpatient and residential) to provide
the full continuum of American Society of Addiction Medicine (ASAM) services, including
withdrawal management and induction of MAT in residential settings prior to discharge. To
help expand access, MCOs should assist physician practices and health systems by providing
information on the federal/state rules and requirements for delivering MAT and offer higher
rates to physicians who provide these services. The State should require MCOs to offer MAT for
opioid use disorders as the first treatment approach in outpatient or residential treatment, rather
than require multiple relapses prior to prescribing MAT.
The State should work closely with ODMHSAS to encourage the number of CCBHCs that by
definition will provide a comprehensive array of evidence-based services and supports.
6. What types of value-added services would be most impactful for members in terms of
improving health outcomes, prevention, and member satisfaction?
MCOs could contract with the NAVIGATE First Episode Psychosis program (FEP) to provide
Coordinated Specialty Care (CSC)22 for the early treatment of psychosis in young adults. CSC is
an evidence-based service that identifies young people in the early stages of psychosis, minimizes
barriers to treatment and facilitates successful engagement in treatment while fostering
resilience. CSC helps them transition to lower intensity services and supports.23 With about a
third of all people with a first episode psychosis enrolled in Medicaid, it is important for MCOs to
offer this service, which has significant benefits because it changes the trajectory of
schizophrenia for youth and young adults by helping them manage their conditions. If CSC is not
available at the time of the first episode of psychosis, the typical course of illness involves
multiple episodes of acute mental illness, with accumulating disability between periods of active
psychosis and increases in long-term health care costs.24
MCOs can make this service available by contracting with the NAVIGATE programs, using a case
rate model that covers the cost of this evidence-based practice. Under managed care, MCOs can
22

Gingerich, S. (n.d.). First episode psychosis and the NAVIGATE treatment model in Oklahoma.
https://oklahoma.gov/odmhsas/documents/fep%20and%20nav%20model-ok.pptx
Mueseer, K. T., Pen, D. T., Addington, J., Brunette, M. F.,Gingerich, S. et al. (2015, July). The NAVIGATE program for
first-episode psychosis: Rationale, overview, and description of psychosocial components. Psychiatric Services,
66(7): 680–690. https://ps.psychiatryonline.org/doi/10.1176/appi.ps.201400413
https://www.bing.com/search?q=Oklahoma+Navitate+program+for+Fep&cvid=c2a735072a75420b94c7650f97e2d
187&pglt=299&FORM=ANSPA1&PC=LCTS
23

Heinssen, R. K., Goldstein, A. B., & Azrin, S. T. (2014, April 14). Evidence-based treatments for first episode

psychosis: Components of coordinated specialty care. National Institute of Mental Health.
https://www.nimh.nih.gov/health/topics/schizophrenia/raise/nimh-white-paper-csc-for-fep_147096.pdf
24
Meadows Mental Health Policy Institute. (2019, December). Payment strategies for Coordinated Specialty Care.
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develop a case rate that covers the full cost of services and achieve better outcomes for youth
and young adults with emerging psychosis. Guidance on how to construct an alternate payment
rate for CSC, and coding options, are readily available.25
Individual Placement and Support (IPS) is another added-value service that would be useful for
individuals with SMI. IPS programs help individuals find jobs that pay competitive wages in
integrated settings (i.e., with other people who do not necessarily have disabilities) in the
community. The job supports provided by IPS programs vary from person to person, based on
need and desire. IPS can be covered by Medicaid because of its focus on rehabilitation skillbuilding and helping individuals manage their illnesses in the workplace. The procedure code for
Supported Employment is H2024 for a per diem rate with the expectation of 12 sessions on
average per month. Oklahoma can pursue authority for this service through the 1115 waiver for
populations with SMI or substance use disorders.
Wellness Recovery Action Plan (WRAP) facilitation services are effective and highly sought by
adults with SMI. WRAP is a manualized group intervention that members can use to develop
wellness action plans to self-mange symptoms and illness.26
7. How can MCOs improve access to transportation for SoonerCare members?
Often, a common problem for Medicaid members is obtaining timely transportation to
appointments, particularly in rural, frontier and densely populated/higher crime areas. It may be
useful to have performance contracts that provide incentives for timely responses and
transportation in densely populated/higher crime areas. The use of telehealth for services that
do not require in-person visits should be routinely offered to people who have difficulty obtaining
transportation.
8. Should ride-sharing services like Uber and Lyft continue to be options for rides to
medical appointments?
Yes. Other ride-sharing opportunities should be reimbursed through the MCO. Other states have
been successful when MCOs are permitted to reimburse the ride-sharing services, as long as
protections for members are in place.

Quality and Accountability
1. What mechanisms should the state use to incentivize MCOs to improve member
outcomes?
For Medicaid enrollees with behavioral health conditions who receive services from CMHCs and
CCBHCs, build on the Oklahoma Enhanced Tiered Payment System developed in 2011 by
ODMHSAS in collaboration with the National Association of State Mental Health Directors.27 This
25

Meadows Mental Health Policy Institute. (2019, December).
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is a value-based purchasing approach that can be a foundation for future efforts to incentivize
MCOs and their providers. Indicators used by the CMHCs/CCBHC include standard HEDIS
measures, which are considered baseline measures for behavioral health care.
2. What are the most important indicators of MCO performance? Why?
Use the standard HEDIS measures because these offer the opportunity to not only compare
performance across Oklahoma’s MCOs, but also provide information that can be used to
compare MCOs’ performance nationally. The CCBHC performance measures in use by CCBHCs
should also be reviewed to determine final performance measures.
3. What measures of health outcomes should be tracked?
Use the measures developed for the Oklahoma CCBHCs, which meet national standards and
provide useful information for OHCA and ODMHSAS.28

Care Management and Coordination
1. How can utilization management tools work best for members and providers?
Require MCOs to assign utilization management staff who are knowledgeable about
Oklahoma’s Medicaid state plan services and array of evidence-based practices. In addition to
having standardized behavioral health care utilization guidelines (see below), MCOs should assign
utilization/care managers with behavioral health expertise. Care managers should have a specific
understanding of Oklahoma’s Medicaid state plan services like intensive family interventions and
in-home support skills, Programs for Assertive Community Treatment (PACT), Multisystemic
Therapy and other evidence-based practices. Staff providing utilization management and
continuing care authorizations should be knowledgeable on treatment guidelines for each
evidence-based practice.
2. How should the state encourage or require consistency across MCOs in the utilization
management process to reduce provider administrative burden?
Use standardized behavioral health care guidelines, including ASAM patient criteria for
substance use disorders, and follow length of treatment guidelines for evidence-based
practice. For behavioral health care services, the state adopt a standard set of utilization
guidelines developed in collaboration with MCOs, providers, ODMHSAS, and OHCA that are
based on the service definitions in the state plan. MCOs should not use their own utilization
guidelines. All utilization management should comply with requirements that service
authorizations must be sufficient in amount, duration and scope to reasonably achieve its
purposes.29 For individuals with SMI/SED, that might mean initial authorizations for three months
for Multisystemic Therapy services for children and six-month authorization periods for adult
Directors.
http://www.odmhsas.org/eda/etps/The%20Oklahoma%20Enhanced%20Tier%20Payment%20System%20Final.pdf
28
A list of the CCBHC quality measures (the first nine are measures at the behavioral health center level and the
last 13 are measures at the state level) can be found at this link:
.https://www.ok.gov/odmhsas/documents/CCBHC%20quality%20measures.pdf
29
Utilization management must be consistent with §§440.230.
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members using PACT. Utilization review should focus on making sure Multisystemic Therapy
meets medical necessity requirements at initial authorization. Authorization time periods should
ensure the initial course of treatment is adequate (e.g., 30 days), with further reauthorization
time periods being of sufficient duration that the term of expected treatment could be
accomplished, (e.g., 30 days) , unless the youth uses more emergency and inpatient care, which
would suggest a different level of care may be needed.
MCO contract language should require the use of utilization management procedures that
emphasize person- and family-centered, individualized services and address mental health
parity. MCOs should not employ cost saving measures that are independent of the individual
member’s needs. Mental health parity should be integral to all utilization management
processes.
3. What specific network development, care delivery, and care coordination approaches
should MCOs be required to employ to better meet enrollees’ behavioral health needs?
Contract with behavioral health care specialty providers. MCOs should be required to contract
with the following behavioral health care specialty providers:
 Community mental health centers currently under contract with ODMHSAS,
 Certified Community Behavioral Health Clinics,
 FQHCs and rural health clinics,
 Clinics that serve American/Indians/Alaska Natives,
 Oklahoma Systems of Care providers, and
 All licensed school-based mental health clinics within the MCO’s service area.
4. How can MCOs improve the management and coordination for members with chronic
or complex health conditions?
MCOs should design and support information sharing among the Health Homes and other
providers. Care delivery and coordination are best done in collaboration with comprehensive
providers like CCBHCs. However, providers do not have access to all claims, prescriptions and
other information to coordinate care for members across physical and behavioral health care
services. By sharing information, MCOs can inform care coordination plans and work with
physical and behavioral health providers and members to develop and implement plans. MCOs
should be required to create and lead such collaborations for high-need members.
The State should conduct readiness reviews and ongoing monitoring of MCOs, which would
include management of members with complex health conditions. The State should monitor
and assess MCOs’ performance of collecting and sharing physical and behavioral health data and
its availability to providers serving members with complex needs and comorbid conditions as part
of readiness reviews.
5. What should MCOs do to reduce barriers to care and improve coordination for
populations such as children in foster care, AI/AN members, individuals with serious
mental illness, justice, and others whose needs present unique considerations?
Policy & projects for healthier minds in Oklahoma
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MCOs should be required to designate staff to work with existing initiatives in place in the
communities that target these populations. For the justice-involved population, the designated
staff should demonstrate knowledge of the Sequential Intercept Model,30 use of Oklahoma’s
evidence-based screening and assessment tools31 and participate in state and community-based
coalitions focused on providing behavioral health care services to justice-involved members.
Arizona’s Complete Care RFP for integrated care provides relevant information on staffing and
outreach regarding other populations of interest.32

Member Services
1. What metrics should be used to measure MCO performance with regards to member
services?
 Telephone abandonment rates from first ring;
 Telephone hold rates from first ring;
 Number of languages for which oral interpretation was available compared to number of
languages requested for oral transportation;
 Number of languages with written translation documents compared to the number of
prevalent languages in the MCO service area;
 Number of requests for auxiliary aids and disposition;
 Number of grievances logged by category of grievance (e.g., provider rudeness, quality of
care, no access to translation, appointment wait times) and referred the appropriate
party for resolution;
 Number and type of inquiries and disposition by category (e.g., grievance, appeal, referral
information); and
 Number of individuals using suicidal language or expressing intent and disposition, by
category (transferred to crisis line, transferred to licensed clinician, etc.).
2. How can MCOs best serve individuals who primarily speak a non-English language?
Individuals who may not understand health care terminology?
Provide information and customer service in languages other than English that are most often
spoken by ethnic groups in the state. For example, the Spanish language may be different for
populations from Puerto Rico, Mexico or Central America. Look at both current and future
demographics to anticipate growth in new immigrant groups.
Ensure that all information is written at a 6th to 8th grade reading level.

30

University of Illinois at Chicago Center on Mental Health Services Research and Policy. (2020). Sequential
Intercept Model: Jail diversion and alternative justice interventions.
https://www.center4healthandsdc.org/sequential-intercept-model.html
31
Oklahoma Department of Mental Health and Substance Abuse Services. (2020, February 7). Offender screening
page. https://www.ok.gov/odmhsas/Substance_Abuse/Criminal_Justice_Services_/Offender_Screening.html
32 Arizona Cost Containment System. https://www.azahcccs.gov/PlansProviders/HealthPlans/YH19-0001.html
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Use culturally relevant language in messaging. For many non-European ethnic groups and recent
immigrants, messaging aimed at self-care may not be effective and should instead be focused on
taking better care of oneself as a way to take care of family. Messages to stop smoking, eat better
or get in to see your primary care provider such as, “Do it for your grandkids,” may be more
effective than, “You owe it to yourself.”
3. How can MCOs use technology (such as web-based applications and mobile phones) to
help members with their health care needs?
Use simple and engaging apps that work really well from phones, with “buttons” to push rather
than fields to fill in.
4. How can MCOs best communicate with members who do not have a mobile phone,
computer, or reliable internet service?
MCOs can finance low-cost technology to members as part of a wellness plan for those
members who do not have access to reliable communications. For example, Grand Lake CCBHC
successfully used technology to create better access to care and reduced expensive use of
psychiatric inpatient care. Also, use surveys by text, email, phone, and community outreach—
send out community health workers with surveys on tablets to flea markets, farmer’s markets,
Walmart, and other similar places in local communities.
5. How can MCOs communicate with members and receive regular input and feedback on
program improvements?
For members with SMI and SED, identify self-help peer support networks and family support
networks to do focus groups on access and quality issues.
6. What tools and resources would help members search for providers? What information
should be provided?
Using web-based and mobile apps with current information would be a benefit to members.
Many times, provider directories are out of date and difficult to use.
Provide easy-to-use search engines, apps and a mailings alerting them to these tools.

Provider Payments and Services
1. What metrics should be used to measure MCO performance with regards to provider
services?
For individuals with behavioral health conditions, use the HEDIS measures plus additional
measures, building on the existing reporting infrastructure installed by ODMHSAS.
2. Should OHCA require MCOs to maintain a minimum level of reimbursement? How
should this be accomplished? How should the state sustain provider compensation?
For behavioral health care services, the State should indicate that the payment for behavioral
health care services should be no less than the current FFS rates and ODMHSAS funding.
Providers and stakeholders currently report that the current rates do not cover the delivery of
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evidence-based practices. The State should encourage the use of case rates and other alternative
payment methods.
The State must be prepared to continually assess network adequacy and determine if rates are
preventing providers from meeting the mental health and substance use treatment needs of
members. The State could regularly survey MCO network providers, professional associations,
and other stakeholders to identify reimbursement challenges.
An upcoming challenge is the potential impact of managed care on the Supplemental Hospital
Offset Payment Program (SHOPP) program.33 The State will have to address the pending
requirements of the new Medicaid Fiscal Accountability Regulations (MFAR), 34 which are
forthcoming within 60-90 days. If these regulations eliminate SHOPP payments in FFS (which is
a distinct possibility), then the state must work with providers to develop a workable, federallyapprovable solution to help hospitals. The introduction of managed care may or may not help
the situation.
3. What is appropriate for timely payment of claims?
Provider claims should be paid within a maximum of 30 days. MCOs should track and trend
provider claims disputes by type of service and their disposition, and provide a report to the State
quarterly.
The State should reward MCOs with claims systems that produce rapid payments to providers
and track provider satisfaction with claims payment.
4. What provider services functions or processes should be standardized across MCOs?
How should this be accomplished? What are the barriers to standardizing the function
and how should these be addressed?
Use a single Credentialing Verification Organization (CVO). The State should consider requiring
the use of a single CVO across Medicaid MCOs to minimize the burden of duplicative credentialing
requirements for physicians and other health care providers. Many MCOs already have a
credentialing unit or subcontract out this function, a standard approach facilitates provider
engagement and promotes more robust provider networks. All Medicaid provider types would
use the CVO.
OHCA should monitor the timeliness of provider credentialing. The State should track the length
of time the MCOs take to complete provider credentialing and require rapid cycle improvement
processes to address problem areas. If the State requires the use of a CVO, there are additional
steps to the credentialing process that the MCO must perform, including review of all credentials
by a physician-led committee.
33
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Current gaps in services are barriers and these gaps will increase with the Expansion
population. OHCA and ODMHSAS should study current service use through Medicaid claims data,
comparing use to prevalence of behavioral health conditions in the Medicaid program. OHCA,
ODMHSAS and the MCOs will need to collaborate to determine how to improve service
accessibility in order to offer the full range of state plan services. If additional outpatient
evidence-based services were available, the demand for inpatient and emergency department
services could decrease significantly.
Current provider and service capacity of state plan services is limited for all populations,
particularly the evidence-based intensive services for children and families. MCOs may have
challenges in contracting providing networks with all necessary services, and paying adequate
rates, especially if the utilization in the capitation rates are low. The Expansion population will
add to the demand for these services.
Provider recruitment is an important MCO function, and it is equally important to use the public
safety net providers that have experience with SMI/SED for specialty behavioral health care
services for the Expansion population. The State should require MCOs to contract with existing
public providers, using a minimum state Medicaid fee schedule based on adequate rates for
evidence-based services. MCOs must also add providers that fit into local systems of care for
children and adults and are responsive to local communities. MCOs must understand local
systems and how to enhance rather than disrupt them.
7. How can MCOs best communicate to providers about updates and changes to plan
policies?
Notify providers of updates and changes to policies using regular dated and numbered
electronic provider bulletins, and posting notification of changes on the MCO and State
websites. If the change or update requires substantial modification of workflows or other
operations, the State and the MCOs should identify staff to support implementation through
technical assistance, and allow a reasonable implementation period for changes that require
modifications to information systems or other technology.
8. How can MCOs help providers navigate plan administrative requirements for activities
such as submitting claims or resolving billing issues?
The staffing of the MCO should include a Provider Claims Educator(s), located in Oklahoma,
who facilitate(s) the exchange of information between the grievances, claims
processing/disputes, and provider relations systems staff to resolve disputes and:
 Educate contracted and non-contracted providers (professional and institutional)
regarding appropriate claims submission requirements, coding updates, electronic claims
transactions, and electronic fund transfer;
 Educate contracted and non-contracted providers on available contractor resources such
as provider manuals, website, fee schedules, etc.;
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 Interface with the contractor’s call center to compile, analyze, and disseminate
information from provider calls;
 Regularly review MCO reports on grievance and appeals trends and guide the
development and implementation of strategies to improve provider satisfaction; and
 Frequently communicate with providers, including conducting on-site visits, to ensure the
effective exchange of information and gain feedback regarding the extent to which
providers are informed about appropriate claims submission practices.
For new providers to Medicaid and especially for peer- or family-run services, MCOs should
offer technical assistance on Medicaid reporting and billing requirements, such as training on
HIPPA, billing and coding, revenue cycle management and other provider contract
requirements. Peer- or family-led organizations often need technical assistance to develop an
early warning system set of indicators for monitoring financial viability. Family- and peer-run
services throughout the nation have struggled with Medicaid productivity levels that are too high
for the service model and staffing capacity. The Medicaid rates for these services should not
require more than 50 percent productivity for each peer or family specialist to allow for training,
orientation, supervision, and ongoing development of peer and family support services
consistent with evidence-based interventions.
For MCOs that subcontract with a specialty behavioral health MCO to manage behavioral
health care, provide a claims processing strategy that allows providers to submit the claims to
the master MCO. This MCO can either forward the behavioral health care claims to the
behavioral health MCO for payment or pay the claim directly. Providers should not have to submit
claims to multiple MCOs.
9. Beyond contracting and billing issues, what kinds of supports could MCO provider
services staff offer to network providers?
MCOs should have an adequate provider relations staff that regularly communicates with
providers to help them understand operational procedures. The provider relations
administrator should receive a set of standardized monthly reports that inform the development
of provider education strategies. Reports should provide summary information on provider
quality, grievances, appeals and claims processing/disputes.
MCOs, in collaboration with the State, should provide transparent information on provider
Medicaid enrollment and the MCO credentialing process. Special attention should be paid to
helping providers understand the scope of Medicaid state plan services, particularly those for
children listed under the Early and Periodic Screening, Diagnostic and Treatment section
Attachment 3.1-A, 4.b, and contracting with providers that can offer these services as well as
evidence-based practices.
MCOs, in collaboration with the State, should also provide transparent information on member
Medicaid enrollment to facilitate enrollment in Medicaid when a provider has initial contact with
a person who is potentially eligible for Medicaid.
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10. What can OHCA and MCOs do to prepare and help providers to successfully participate
in shared accountability models that reward providers for quality and improved health
outcomes?
Reinvest a percentage of MCO/provider savings into services. Past Pennsylvania and Iowa
behavioral health care carve-outs successfully used models where savings generated through
achieving good outcomes for behavioral health care services were reinvested into additional
services. These additional services addressed social determinants of health through supportive
housing, supported employment and social support agencies to assist with food security and
other basic needs. Shared savings models that allow for reinvestment has worked well in
managed care programs and improved provider trust.
11. How can MCOs support primary care providers in caring for their patients? What
infrastructure, programs, training or coaching would be useful?
Implement the Collaborative Care Model in all MCOs. For behavioral health, technical assistance
on the implementation and delivery of the Collaborative Care Model (CoCM) is vital. CoCM, an
evidence-based integrated treatment practice, is an important strategy for primary care
providers in helping adult patients with the treatment of mild to moderate behavioral health
conditions. CoCM relies on trained primary care providers and embedded behavioral health
professionals who provide evidence-based treatments, supported by regular psychiatric case
consultation and treatment adjustment for patients not progressing as expected. MCOs and
providers can assist with implementation of CoCM by utilizing the resource material available, at
no cost, through the University of Washington’s Aims Center.35 Coding and billing guidance,
including separate guidance for FQHCs and rural clinics, are available at the AIMS Center.36,37
Implement Child Psychiatry Access Programs for children and youth throughout Oklahoma. The
best strategy to assist pediatricians and family medicine physicians is providing ready access to
consultation from child psychiatrists and behavioral health clinicians who can provide follow-up
specialty behavioral health care when needed. The shortage of child psychiatrists nationally has
prompted states to implement Child Psychiatry Access Programs (CPAP) based on the work of
the Massachusetts Child Psychiatry Access Project, which, in 2004, established regional
behavioral health consultation hubs, each with a child psychiatrist, a licensed therapist, and a
care coordinator. Each hub operates a dedicated hotline that can include the following services:
timely over-the-phone clinical consultation, expedited face-to-face psychiatric consultation, care
coordination for referrals to community behavioral health providers, and ongoing professional
education designed for primary care providers. It supports over 95 percent of the pediatric
35

AIMS Center. (2020). Collaborative care. University of Washington, Psychiatry &Behavioral Sciences Division of
Population Health. https://aims.uw.edu/collaborative-care
36
AIMS Center. (2020, March). Basic coding for integrated behavioral health care. University of Washington,
Psychiatry &Behavioral Sciences Division of Population Health.
https://aims.uw.edu/sites/default/files/Basic%20Coding%20for%20Integrated%20BH%202020_March.pdf
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AIMS Center. (2020, April 10). Summary sheet on payments for behavioral health integration services in federally
qualified health centers and rural health clinics. University of Washington, Psychiatry &Behavioral Sciences Division
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primary care providers in Massachusetts. Other states have implemented similar models attuned
to the state’s resources and needs.
Texas law established the Texas Child Mental Health Care Consortium (TCMHCC), which in turn,
developed the Child Psychiatry Access Network (CPAN), a collaboration of all 13 of the state’s
public health-related institutions. CPAN supports primary care providers who provide services to
children and youth with mental health issues throughout each center’s geographic region.38 After
a simple enrollment process, providers are connected with a psychiatric consultant within 30
minutes. A statewide data management system measures need, evaluates responsiveness and
improves services and outcomes. Additionally, TCMHCC is working to provide telemedicine
support to schools, expand the behavioral workforce in Texas, and fund research projects.
The Partnership Access Line (PAL), offers another leading model of integrating behavioral health
care into primary care for children and youth. PAL is a telephone-based mental health
consultation system available to primary care physicians, nurse practitioners, and physician
assistants. PAL can assist with identifying local resources, assessment locations based on
insurance provider and can provide telemedicine appointments. Primary care providers reported
that in 87 percent of their consultation calls, they usually received new psychosocial treatment
advice. They also reported that children with a history of foster care placements experienced a
132 percent increase in outpatient mental health visits after the consultation call. Surveyed
primary care providers reported “uniformly positive satisfaction” with PAL.39 Following the
implementation of PAL, antipsychotic prescriptions for children enrolled in Washington State’s
Medicaid program decreased by nearly half.40

Network Adequacy
1. How should MCOs work with providers to ensure timely access to care standards are
met?
Suggested language for telehealth and telemedicine: MCOs should promote the use of
telemedicine to support timely access to an adequate provider network. Telemedicine should
not replace provider choice or member preference for in person services. MCOs should be
responsible for the oversight, administration and implementation of telemedicine services and
ensure telehealth and telemonitoring comply with state and federal laws as well as contract
requirements and all incorporated references. MCOs should ensure telemedicine is available and
used, when appropriate, to ensure geographic accessibility of services to members. In addition,
MCOs should be responsible for developing and expanding the use and availability of
telemedicine services, when indicated and appropriate. Telemedicine should include the delivery
38

Texas Child Mental Health Care Consortium, Child Psychiatry Access Network and Telemedicine and Telehealth
Programs, § 113.0151 (2019).
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of diagnostic, consultation and treatment services that occur in person on a real-time basis
through interactive audio, video, and data communications, as well as the transfer of medical
data on a store and forward basis for consultation. Telemedicine services may be offered by
telemedicine organizations located in the U.S. that have a contractual arrangement with the MCO
or a local provider licensed by the state of Oklahoma.
Provider payments for behavioral health in-person and telehealth services should be
equivalent. The federal guidance for Medicaid and Medicare indicates that telehealth services
during the COVID-19 pandemic should be paid for at the same rate as face-to-face services.
A robust array of telehealth behavioral health care services beyond hotlines and internet apps
for general wellness should be available through the MCOs. Telehealth should cover virtual
visits for members to support continuity in connecting with their established clinician or remain
connected to ongoing therapy.
MCOs should offer easily accessible, transparent, and detailed information about telehealth
behavioral health care services, clearly identifying the services that will be covered.
All licensed and certified behavioral health care providers, and other qualified behavioral
health personnel defined by state rules, should be allowed to provide telehealth services. This
permission should include psychologists, psychiatric and mental health nurse practitioners, social
workers, licensed marriage and family therapists, licensed professional counselors, certified or
licensed alcohol and drug counselors, certified peer support specialists, occupational therapists
and other qualified mental health personnel defined by state rules such as case managers.
Telehealth services offered by providers who are not licensed for independent practice can be
provided under the supervision of a licensed professional in a hospital or provider organization
that is licensed or approved by the state, such as Certified Community Behavioral Health Centers,
FQHCs, Indian Health Centers and rural health clinics.
2. What are reasonable time and distance standards in Oklahoma by provider type?
Behavioral Health. Industry standards typically include: 1 hour for emergency care, 24 hours for
urgent care and 14 days for routine care. For behavioral health care, 60 days for scheduling a
routine appointment is too long. Individuals discharged from psychiatric inpatient care should
have access to an outpatient provider for follow-up care within 7 days. Behavioral health care
telehealth appointments and same-day access should be available to ensure timely access to
care. The MCOs must assist providers to meet these standards by increasing provider capacity
and offering support for evidence based strategies, such as telehealth appointments.
For Psychotropic Medications. MCOs should provide appointments, immediately if clinically
indicated, to ensure members do not run out of necessary medications nor decline in behavioral
health condition, even prior to starting medications. Consider operating medication groups for
members where there is a shortage of psychiatric prescribers, and same-day access to prescribers
through telehealth.
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3. How should MCOs recruit more health care providers in Oklahoma to participate in
Medicaid?
Pay adequate rates that cover the cost of delivering evidence-based practices. At first glance,
some intensive services are more costly than regular treatment-as-usual outpatient care.
However, there is an abundance of research that supports the cost effectiveness of evidencedbased care.41 Timely provision of intensive-family based interventions for children and youth
have good outcomes that reduced the use of emergency departments, other crisis services and
residential treatment and inpatient care. These services also produce cost offsets to the state for
juvenile justice, child welfare agencies and school districts. However, services will not achieve the
desired outcomes if the financing does not support the staffing model, training and ongoing
supervision and fidelity monitoring. The same advice applies to adult behavioral health care
services.
Address the high cost of graduate and other training for physicians, psychiatrists, and other
health care and behavioral health care specialists and underrepresented minority students and
graduates who have high debts. The educational costs associated with health professions leaves
many professionals with high debts. For students and graduates who are willing to work in the
public sector, strategies such as loan forgiveness or lower tuition in state colleges and universities
is likely to boost the behavioral health care workforce, resulting in increased access to care for
the Medicaid populations.
Work with local universities and community colleges to provide training programs for family and
peer support specialists that addresses certification requirements.
4. How should MCOs support workforce development for different types of providers,
including pediatric dentists, pediatric psychiatrists, primary care providers, and
behavioral health providers?
As previously mentioned, implement Child Psychiatry Access Programs statewide. See
“Member Services,” point eleven’s second bullet point.

Grievances and Appeals
1. How can MCOs and the state receive feedback and be accountable for addressing
member concerns? Are there proactive approaches that should be explored?
Require the MCOs to report on the following items:
Provide a monthly accounting of member grievances by type, timeliness of resolution, and
disposition.
Provide a monthly accounting of members and provider appeals of care by level of service,
number of denials, timeliness of resolution, and disposition, including the Fair Hearing process.

41

Substance Abuse and Mental Health Services Administration. (2019, July 19). Finding evidence-based programs
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Require the MCO to assign resolution, tracking and trending quality of care grievances and
appeals to the MCOs quality improvement (QI) department and have reports reviewed by the QI
committee. Behavioral health grievances and appeal data should be reviewed by quality
improvement staff with expertise in behavioral health conditions and services.
Establish a member advisory committee that is representative (whenever possible) of
individuals and/or families that utilize all levels of care. The MCO’s quality improvement staff
should present unidentified data summarizing the types of grievances and appeals, timeliness of
resolution, and disposition and invite feedback on strategies to mitigate challenges. To create
fidelity, at least 51 percent of the members should have received some level of care through the
MCO provider network. At least two individuals with behavioral health conditions should be
represented on the committee. The State should review the meeting minutes and compare the
discussion and recommendations to the MCO’s reports on grievances and appeals.
2. How can the state and MCOs use appeals data to improve utilization management and
access?
OHCA and the MCOs should track and trend appeals data by level of care, timeliness of review,
and reason for denials. Within the MCO, a physician-led utilization management committee
should review all appeals data, by level of care, to identify gaps in services and review the reasons
for denials to identify administrative and service delivery challenges (e.g., appeal denied for
inadequate information offered by the provider; lack of inpatient bed availability; does not meet
utilization criteria, but needs a different level of service that does not exist in Oklahoma). For
behavioral health and other specialty services, physician advisors in the specialty, like
psychiatrists should participate on the utilization management committee.

Administrative Requirements
1.

How can OHCA and MCOs streamline data sharing but still maintain appropriate
patient privacy and security? What data should be shared between MCOs and
providers to facilitate patient care?
MCOs should be required to share data for high-quality coordination of care, particularly for
people with complex needs and populations with comorbid physical health and behavioral
health conditions, including key demographic, clinical information, and prescriptions. Some
MCOs have electronic systems for data sharing among providers with policies in place that
provide guidance on data sharing like universal release of information forms42 that members sign
with providers. Data sharing practices must align with the most recent rules related to mental
health and substance use information confidentiality.
2.

What are the barriers to data sharing and how can they be overcome, including for
providers with limited resources and technology?

42
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High variability in provider information systems and capacity to share information is a
significant barrier. The burden for information sharing cannot fall largely on providers without
the MCO providing them with necessary resources. Provider payment arrangements that
combine flexibility with accountability allow providers to build capacity to manage data sharing
and use data for the benefit of the members they serve.
3.

How can MCOs help identify member and provider fraud? What methods of fraud
prevention and detection should be deployed?
Strengthen the program integrity capacity of OHCA and emphasize the need for strong program
integrity initiatives in the MCOs and provider network. The State will need a strong internal
program integrity plan and staff to oversee fraud prevention and detection. Experienced MCOs
will come with procedures and methods for identifying fraud. The State has existing procedures
and should collaborate with MCOs to detect and address fraud. MCOs typically have program
integrity functions that can flag potential fraud throughout their operations such as analysis of
service utilization trends and outliers, credentialing providers, enrolling members, implementing
claims review and quality assurance functions, conducting site visits to network providers, and
reviewing medical records. The availability of integrated databases and advanced claims analytics
can assist the State with identifying claims and provider outliers that flag further analysis. These
strategies can help OHCA and the MCOs detect and prevent fraudulent claims. Providers should
also have robust program integrity plans and conduct quality assurance of claims and medical
records, to make sure the services provided are covered by Medicaid and match the diagnosis,
clinical condition and meet medical necessity.
4.

Should the state require MCOs to offer health plans on the Oklahoma Health
Insurance Marketplace?
It might make sense to encourage and give extra credit to MCOs that are on the Marketplace
or would be willing to be on it. When it comes to the ABD and other special populations, MCOs
that specialize in serving these populations may not have product lines that fit the exchange, and
these populations may not be likely to change eligibility and, therefore, need the Marketplace. If
a high-quality plan applies and scores well but does not want to be on the Marketplace, it would
not necessarily make sense to exclude them, particularly if they can do a good job with the ABD
and other special populations.
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