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Defining Value

𝑉𝑎𝑙𝑢𝑒 =
𝑄𝑢𝑎𝑙𝑖𝑡𝑦

𝐶𝑜𝑠𝑡



>1000 locations serving >45,000 patients daily



MyHealth Patient Population



MyHealth Strategy

• Provide Infrastructure for:
– Improving Health

– Reducing costs

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

– Community Data Ecosystem including all social 
determinants

• Collaborate and partner extensively
– Reduce provider/services burden

– Reduce health IT costs to providers/services and State
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Critical Voices In Governance

Those who 
pay for care & 

services

Those who 
deliver care 
& services

Those who 
receive care 
& services



Health Systems , 6

Regional Health 
Systems, 3

Clinicians, 2Community, 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

Cloture Control :
6 seats can stop a vote

10 years of Public-Private (501c3) Partnership:
MyHealth Board is healthcare in Oklahoma
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VBPM’s: Critical Success Factors for 
Indiviudals, Providers and Payers

1. Multi-payer model if possible
2. Correct data scope: Person-centric and community-

wide
3. Point of care access to data
4. Clear understanding of attribution and risk 

stratification
5. Active alerting and panel monitoring
6. Community-wide eCQM’s and care gaps
7. Understanding Costs and Utilization
8. Managing care transitions and closing loops
9. Detect and address social needs



• 68 practices, 265 docs

• OK Payers require 
MyHealth Participation

• >30 hospitals affiliated

• Four payers (BCBS, CCOK, 
Medicaid, Medicare)

• >90% of covered lives

• Shared savings Y3-4

Comprehensive 
Primary Care “Classic”

$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
• All Cause Readmissions: Highest Benchmark
• CHF Admissions: First Benchmark
• COPD Admissions: First Benchmark

95% of all CPC Shared Savings 
realized in the Oklahoma Region
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Claims Data
Claimed diagnoses, procedures, medications
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Claims: 
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Claims: 
Commercial 1

Medicare

Commercial

Claims: 
Commercial 2

Claims: 
Commercial 4

Claims: 
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70% of attributed patients 
in MyHealth have records 
in 2 or more systems

Corroboration:
Average PCP must coordinate care with 
225 other providers in 117 other 
organizations

Pham, HH, NEJM 2007; 356: 1130-1139

70% UNKNOWN
30% 

KNOWN

Number of EHR Sources each patient has

%
 o

f 
Pa

ti
en

ts

Oklahoma’s Patient Data 
Fragmentation quantified



Diabetes patients with records 
elsewhere

Number of Healthcare Provider Organizations

86% of all diabetes 

patients have data in 2 or 
more other provider 
organizations



Data 
fragmentation 
by EHR Vendor

69% UNKNOWN
31% 

KNOWN
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Pre-Doc2Doc Care Transition Management

Consultant

Interview, 
Examine

Primary Care 
Provider

Specialist Clerk

PCP Clerk

Referral 
initiated

Schedule 
Patient?

• Understaffed

• No written procedures in place

• No quality monitoring or backup 
procedures

• Initial contact: 4-60 days

• 50 to 3,000 referrals behind

• Many simply dropped



ALL Observed Transitions Between Visit Request Statuses

Draft

Need 
Info 
from 

S.Prov

Complet
e Rpt 

Recv'd
Sch'd; 
S.Prov 

Notify Pt

Complet
e Rpt 

Pending

Accepte
d; W on 

Sch

Complet
e -S.Prov

Rejected 
by 

R.Prov

Sch'd; 
R.Prov 

Notify Pt

Complet
e Rpt 
Sent
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Notify PtFailed 
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send
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Sch'd, Pt 
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Pt to 
Manage

Accepte
d; W on 

Sch; 

S.Prov 
Notify Pt

Cncl'd 
by 

S.Prov

Cnc'd by 
Pt

Cons. 
Pending

Accepte
d; W on 

Sch; 

R.Prov 
Notify Pt

Req to 
R.Prov; 
No Ans 

Req'd

W on 
Ins. 

Auth.

Cncl'd

Symbol Interpretations
• Arrows represent transition from one referral status to another
• Arrow thickness  is proportional to # of transitions
• Status color represents relative length of time consults remain in each status (compared to 

others in this subset):  red = longest; green = shortest
• Status states are abbreviated



Specialist 
Physician

Interview, 
Examine

Doc2Doc Care Transitions Process 

Primary Care 
Provider

Specialist Clerk

PCP Clerk

Referral 
initiated

Schedule 
Patient

• All communications electronic and logged

• Status of referral events clear to all involved 
parties

• No faxes, no printing: All records sent 
electronically to receiving provider

• Sending providers given the software, 
trained in 0.5 days

• Enables sending and receiving provider to 
meet meaningful use for care coordination, 
with or without an HIE



Command and Control for all Care Transitions



Productivity Reporting



Clinic 2:

Results: A Tale of Two Clinics

Visit Request Status as of August 31, 2011 by Month Initiated:

N % N % N % N % N % N % N % N % N % N % N % N % N % N %

Total Number Initiated 813 882 927 721 825 657 610 530 936 892 817 751 853 10,214

Pending Appointment 58 7.1% 88 10.0% 105 11.3% 73 10.1% 123 14.9% 86 13.1% 73 12.0% 38 7.2% 122 13.0% 107 12.0% 140 17.1% 172 22.9% 253 29.7% 1,438 14.1%

Scheduled 53 6.5% 67 7.6% 86 9.3% 58 8.0% 64 7.8% 78 11.9% 49 8.0% 39 7.4% 107 11.4% 112 12.6% 113 13.8% 145 19.3% 194 22.7% 1,165 11.4%

Consult in Progress 0 0.0% 1 0.1% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 4 0.4% 6 0.7% 8 1.1% 12 1.4% 31 0.3%

Visit Occurred: Report Pending 17 2.1% 31 3.5% 24 2.6% 26 3.6% 44 5.3% 32 4.9% 24 3.9% 27 5.1% 50 5.3% 59 6.6% 31 3.8% 30 4.0% 40 4.7% 435 4.3%

Visit Occurred: Complete 417 51.3% 396 44.9% 455 49.1% 344 47.7% 345 41.8% 287 43.7% 295 48.4% 289 54.5% 428 45.7% 388 43.5% 340 41.6% 254 33.8% 222 26.0% 4,460 43.7%

Cancelled 268 33.0% 299 33.9% 257 27.7% 220 30.5% 249 30.2% 174 26.5% 169 27.7% 137 25.8% 229 24.5% 222 24.9% 187 22.9% 142 18.9% 132 15.5% 2,685 26.3%

     Cancelled by Patient 57 7.0% 55 6.2% 49 5.3% 46 6.4% 69 8.4% 42 6.4% 35 5.7% 39 7.4% 54 5.8% 52 5.8% 36 4.4% 23 3.1% 31 3.6% 588 5.8%

     Cancelled by Receiving Provider 31 3.8% 49 5.6% 34 3.7% 34 4.7% 30 3.6% 22 3.3% 18 3.0% 14 2.6% 32 3.4% 25 2.8% 42 5.1% 26 3.5% 14 1.6% 371 3.6%

     Cancelled by Sending Provider 77 9.5% 77 8.7% 58 6.3% 44 6.1% 37 4.5% 32 4.9% 54 8.9% 46 8.7% 50 5.3% 56 6.3% 43 5.3% 36 4.8% 25 2.9% 635 6.2%

     Failed Appointment 93 11.4% 96 10.9% 92 9.9% 82 11.4% 90 10.9% 70 10.7% 51 8.4% 28 5.3% 84 9.0% 76 8.5% 51 6.2% 37 4.9% 29 3.4% 879 8.6%

     Rejected by Receiving Provider 10 1.2% 22 2.5% 24 2.6% 14 1.9% 23 2.8% 8 1.2% 11 1.8% 10 1.9% 9 1.0% 13 1.5% 15 1.8% 20 2.7% 33 3.9% 212 2.1%

     Not Specified 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0%

JAN 2011 TOTALJUL 2010 AUG 2010 SEP 2010 OCT 2010 NOV 2010 DEC 2010 MAR 2011 APR 2011 MAY 2011 JUN 2011FEB 2011 JUL 2011

Visit Request Status as of August 31, 2011 by Month Initiated:

N % N % N % N % N % N % N % N % N % N % N % N % N % N %

Total Number Initiated 409 361 442 363 362 324 325 285 438 426 433 457 392 5,017

Pending Appointment 154 37.7% 172 47.6% 227 51.4% 210 57.9% 165 45.6% 171 52.8% 211 64.9% 199 69.8% 296 67.6% 272 63.8% 306 70.7% 314 68.7% 280 71.4% 2,977 59.3%

Scheduled 79 19.3% 49 13.6% 71 16.1% 55 15.2% 99 27.3% 65 20.1% 57 17.5% 37 13.0% 61 13.9% 75 17.6% 67 15.5% 90 19.7% 71 18.1% 876 17.5%

Consult in Progress 4 1.0% 2 0.6% 3 0.7% 3 0.8% 4 1.1% 4 1.2% 2 0.6% 0 0.0% 2 0.5% 8 1.9% 9 2.1% 10 2.2% 6 1.5% 57 1.1%

Visit Occurred: Report Pending 5 1.2% 3 0.8% 14 3.2% 4 1.1% 18 5.0% 14 4.3% 8 2.5% 9 3.2% 12 2.7% 13 3.1% 9 2.1% 5 1.1% 9 2.3% 123 2.5%

Visit Occurred: Complete 144 35.2% 103 28.5% 106 24.0% 77 21.2% 57 15.7% 52 16.0% 33 10.2% 22 7.7% 28 6.4% 21 4.9% 14 3.2% 15 3.3% 13 3.3% 685 13.7%

Cancelled 23 5.6% 32 8.9% 21 4.8% 14 3.9% 19 5.2% 18 5.6% 14 4.3% 18 6.3% 39 8.9% 37 8.7% 28 6.5% 23 5.0% 13 3.3% 299 6.0%

     Cancelled by Patient 6 1.5% 8 2.2% 5 1.1% 3 0.8% 3 0.8% 5 1.5% 1 0.3% 2 0.7% 3 0.7% 5 1.2% 3 0.7% 0 0.0% 1 0.3% 45 0.9%

     Cancelled by Receiving Provider 8 2.0% 2 0.6% 3 0.7% 0 0.0% 1 0.3% 1 0.3% 2 0.6% 2 0.7% 6 1.4% 3 0.7% 2 0.5% 4 0.9% 2 0.5% 36 0.7%

     Cancelled by Sending Provider 4 1.0% 15 4.2% 8 1.8% 4 1.1% 8 2.2% 5 1.5% 5 1.5% 2 0.7% 11 2.5% 8 1.9% 6 1.4% 3 0.7% 2 0.5% 81 1.6%

     Failed Appointment 4 1.0% 5 1.4% 2 0.5% 5 1.4% 4 1.1% 5 1.5% 5 1.5% 4 1.4% 2 0.5% 7 1.6% 7 1.6% 1 0.2% 2 0.5% 53 1.1%

     Rejected by Receiving Provider 1 0.2% 0 0.0% 3 0.7% 2 0.6% 2 0.6% 2 0.6% 1 0.3% 8 2.8% 16 3.7% 13 3.1% 9 2.1% 15 3.3% 6 1.5% 78 1.6%

     Not Specified 0 0.0% 2 0.6% 0 0.0% 0 0.0% 1 0.3% 0 0.0% 0 0.0% 0 0.0% 1 0.2% 1 0.2% 1 0.2% 0 0.0% 0 0.0% 6 0.1%

JAN 2011 TOTALJUL 2010 AUG 2010 SEP 2010 OCT 2010 NOV 2010 DEC 2010 MAR 2011 APR 2011 MAY 2011 JUN 2011FEB 2011 JUL 2011

Clinic 1:



Consultant

Interview, 
Examine

Add 
clinical 
story

Shared Care and Services Plans

Primary Care 
Provider

Specialist Clerk

PCP Clerk

Referral 
initiated

Need 
to see

Schedule 
Patient

Doc2Doc 
Interaction



Results: eConsultations

• Patients receiving an online consult had a significant 
reduction in PMPM cost of care when compared with 
themselves as historical controls:

– $140.53 Pre Consult vs. $78.16 Post Consult

– Net savings of $62.37, p=0.021

• Compared with patients who received a referral but 
NOT a consult:

Cost Type Mean PMPM 

Cost Change

Mean Percentage 

Change

Facility Costs (UB92) -$13.00 -20%

Professional Costs (HCFA 1500) -$108.04 -34%

Pharmacy Costs (PBM) -$9.14 -14%

Total Costs -$130.18



VBPM’s: Critical Success Factors for 
Indiviudals, Providers and Payers

1. Multi-payer model if possible
2. Correct data scope: Person-centric and 

community-wide
3. Point of care access to data
4. Clear understanding of attribution and risk 

stratification
5. Active alerting and panel monitoring
6. Community-wide eCQM’s and care gaps
7. Understanding Costs and Utilization
8. Managing care transitions and closing loops
9. Detect and address social needs



Funders: Governmental, Philanthropy
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MyHealth operates Oklahoma’s Route 66 Accountable Health Community Program 



Accountable Health Community: Route 66 Consortium

• A 2017 cooperative agreement 
between MyHealth (Bridge 
Organization) and CMS 

• Study to determine if identifying and 
addressing health-related social needs 
impacts health care cost and reduces 
health care utilization

• Focused on screening for 5 major 
social needs

• Housing Instability and Quality

• Food Insecurity

• Transportation Needs

• Utility Needs

• Safety/Interpersonal Violence

33

Social & 
Economic 

factors
40%

Health 
Behaviors

30%

Healthcare 
delivery

10%

Genes & 
Biology

10%

Physic
al 

enviro
nment

10%

Relative Impact on Health 
and Well-being

3 Tarlov, AR. Public policy frameworks for improving population 

health. Annals of NY Academy of Science, 1999. 896: 281-293.



Bridge Organization Responsibilities

• Provide screening for 75,000 patients 
annually to assess their social needs

• Minimize the burden of screening for 
clinics

• Use a standardized screening tool to 
measure study outcomes

• Provide an individualized Community 
Resource Summary to every patient 
with an identified social need

• Refer high-risk patients for navigation 
services provided by the Tulsa and 
Oklahoma City Health Departments

• Build relationships with community 
resource agencies to ensure a quality 
referral processes



Accountable 
Health 
Communities
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Accountable Health Communities: Statewide Screening for Social Needs



Accountable 
Health 
Communities
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4,857 Resources in CRS Database, All 77 Counties in OK Covered by CRS Database 

Accountable Health Communities: CRS



Accountable 
Health 
Communities
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Accountable Health Communities: CRS



Accountable 
Health 
Communities
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Accountable Health Communities:
Social Needs Data

*  We have provided resources to 1,388 people who have social needs. * We have had 119 Navigation cases.

45%

Medicaid 
Social Needs

Patients with Social Needs

Patients with no Social Needs

28%

Medicare 
Social Needs

Patients with Social…
Patients with no…

21%

Commercial Ins
Social Needs

Patients with Social…
Patients with no…

51%

No Insurance
Social Needs

Patients with Social…
Patients with no…



Social Needs Early Screening Results
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Social Needs Type by Payor
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BEST CHILD Project

• Birth to Eight Strategy for 
Tulsa
– Funded by GKFF and Blue 

Meridian Partners

• Building the CHILD 
community data 
ecosystem
– Integrate data from all 

services needed by 
children (and their 
families) from birth to 8

– Governance
– Policy
– Technology



Infrastructure for Community Change

SS = 
Dependability

Projects = 
Innovations

Technologies = Efficiencies

Policies = Transparency

Governance = Permanence, Accountability

41



Innovations can drive risks + instability
Policies can drive protection + stability

INNOVATION – RISKS

• Baseline community 
technical infrastructure

• Sharing records advances 
capabilities

• Information transparency 
might risk unintended 
negative outcomes

POLICY – PROTECTS

• Governance – shared data 
and technology decisions

• Legal compliance, risks & 
mitigations

• Neutral facilitator (mediates 
concerns)

42



Legal references - potentially pertinent 
laws

• HIPAA – 45 CFR Parts 160, 162, 164 as amended by ARRA/HITECH
• FERPA – 20 USC §1232g + accompany regs, 34 CFR Part 99
• Head Start Performance Standards, 45 CFR §1301-1311
• Individuals with Disabilities in Education Act, 20 USC §§1400, et seq, 

34 CFR §§300, et seq
• COPPA (Children’s Online Privacy Protection Act), 15 USC §§6501-6506

– Description: Details privacy protection guidelines for website operators 
who collect information online from children under the age of 13, 
including specific requirements for the privacy policy and for parent 
inclusion in decision making.

– Applies? Because CHILD is in the category of a non-profit organization for 
non-profit purposes and is different from the profile organization COPPA 
is designed for, this law is not believed to be applicable to this project.



Partner data capability assessment

2 
organizations

3 
organizations

1 
organization



Rolling Out Four Initial Use Cases

UC0: Community-wide identity resolution using 
master person index with consent process

UC1: Client lookups and historical demographics

UC2: Client Services Utilization History

UC3: Analytics on demographics and services 
utilization



Accountable 
Health 
Communities

Take-aways

• Trust build on strong and appropriately representative 
Governance is the first and most important basic 
ingredient

• Process and policies matter
• Each organization will come along at their own pace
• Cross cutting technologies that are centralized are 

most helpful
– Identity resolution
– Credentials management
– Consent management
– Data normalization



Discussion

David.Kendrick@MyHealthAccess.net

MyHealth@MyHealthAccess.net

www.MyHealthAccess.net

mailto:David.Kendrick@MyHealthAccess.net
mailto:MyHealth@MyHealthAccess.net
http://www.myhealthaccess.net/

