
© 2021 Optum, Inc. All rights reserved. United Behavioral Health operating under the brand Optum

Optum Alaska 
Case Management 
Services

Heather Brady

October 13, 2021

Presenter
Presentation Notes
Good Morning and welcome to this week’s Teleconference on Optum Alaska’s Case Management Services. 

My name is Heather Brady, and I am the Director of Operations for the Alaska ASO. I am located on the Kenai Peninsula. Something unique about our team members, is they are located in different areas of Alaska. 
I have been with Optum since July 2021. I hold an LPC in Alaska an Arizona. I have been working in behavioral health since 2004. Throughout my career, I have worked in corrections, pre-release, re-entry, Outpatient, COD, specialty courts, oversite of 30-day SUDS residential program, robust peer support program, MAT, Intake Assessment, preferred outpatient facility, tribal health agency and leadership. I have held many titles starting with psychosocial rehabilitation specialist to now. In every aspect of my career, case management has been an integrated and important role. 

My Name is Bonnie Hummel, and I am the Behavior Health Care Navigator for the Alaska ASO.  
I have been with Optum since May 2021.  I hold a registered nursing license in the state of Alaska (prev. in New Mexico, Texas, and Virginia).  I have worked with in health care and case management since 2008 and I have been working with the Behavioral Health population since 2014.  My background is as follows:  Medical Telemetry, Home Health, ER involuntary behavioral health patients, and a separate ER with voluntary psychiatric patients, and Hospice case manager (Texas, New Mexico, and Alaska), FMH/BHU in Fairbanks AK, and now Optum.  I am excited to be a part of the Optum team and to help our Medicaid participants to find needed resources throughout the state of Alaska. 
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Case Management Services Overview
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• Purpose of Optum Case Management

• Why Care Coordination Matters

• The Optum Team and Roles 

• Community and Provider Engagement

• Continuum of Care Coordination

• Resources

• Questions and Answers
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So, I’ll provide an overview of how Optum’s Case Management program works for Alaska Medicaid Participants and how we support state-approved behavioral health Medicaid providers.  First, we’ll talk about:

What Case Management is at Optum 

We’ll move into Why this type of Care Coordination Matters

Then we’ll touch on the Case Management Team’s Roles

We’ll also spend some time talking about Referrals 

And How the program works through a Continuum of Care

We’ll share some tools we frequently use that are also available on the Optum Alaska website

So, I have about 40-50 minutes of content to share. That’ll leave some time for gathering any insights from you that might improve your experience in receiving Case Management Support from us

as well as answering any questions you have as best I CAN.
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What is Optum Case Management

Alaskan 
Participant

Optum Case 
Management

Assessment
& Triage

Provider

Facility-
Based Care

• The Optum Alaska Case Management Program is 
a specialized service designed to aid Alaskans in 
the recovery process and increase their tenure in 
the community

• Our Program encourages the use of outpatient 
services and community supports with the goal of 
decreasing reliance on higher levels of care and 
avoiding unnecessary hospitalization

• No Billable Services are provided within Optum 
Case management, making it easier for us to really 
focus on the ENTIRE continuum of care
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Optum Case Management is an integrated service that supports Medicaid participants as they transition between levels of care to promote the right care, at the right time, in the right amount.  Optum CM supports treatment and discharge plans developed by Alaska Medicaid providers to prevent readmissions or escalation to higher levels of care. 

Our Care Coordination Services are a component of a larger Clinical Operations Program that receives oversite from our Chief Medical Officer and Licensed Psychiatrist Dr. Venezia Heuer.

Also, No Billable Services  are provided within Optum Case management, making it easier for us to really focus on the ENTIRE continuum of care.


Taking a “big picture” approach enables our team to: 

Define Risk -  to implement an Early Detection strategy 

Monitor Prevalence of Risk 

Strategize Outreach to Participants at risk: 
Individual who may not complete a course of treatment, 
may have chronic co-occurring conditions
or environmental barriers

Assess Systems
Use appropriate screening tools to determine level of engagement
evidence-based prevention modalities


We have 3 types of individuals that receive our services: 
Participant at the highest need likely to have frequent engagement with residential or inpatient care over the last 12 months or in the future are more closely followed by a licensed clinical Optum staff member
Participant’s who would benefit from impactable opportunities such as a Senior Wellness Coordinator and a Peer Support Specialist to provide support to those participants
Participant’s that have identified barriers and gaps in care qualify to receive our assistance as well.
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Why Care Coordination and Advocacy Matters
Improve Efficiency in Care, Effectiveness of Treatment
• Individuals with mental health and substance use disorders rely on many organizations to provide their 

care
• These individuals have complex and sometimes competing medical and psychosocial needs, notably 

among participants with severe and persistent mental health and/or substance use disorders
• Sharing treatment information among health care providers supports greater safety and improved 

outcomes for consumers
• Effective coordination of care can lead to improved health outcomes  
• Improved outcomes frequently result in reduced healthcare costs
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Keeping the Big Picture in mind, Optum Case Management thinks a lot about the support participants need the most– often immediately following discharge from a 24/hr treatment facility or emergency department visit.  


We identify participants information available to us from:

Claims Data
Readmission Rates
Community Tenure


Care Coordination based on these resources makes it easier for us to identify participants who may be at-risk of:
a crisis
adverse health event
or if an individual is at a certain level of care with little progression towards a less restrictive level of care.

It also helps us to minimize parallel case management:
We look at where all participants may have received care within a certain period. Our team encourages sustained community-based engagement through warm handoffs where necessary
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Improve Medication Management
• Coordination of care is especially important when medications are prescribed, when there are co-

existing medical/psychiatric conditions, and whenever patients are hospitalized with co-existing 
conditions 

• Communication between treating providers can minimize the risk of adverse medication interactions for 
participants being prescribed psychotropic medications

• Coordination of care can help to reduce the risk of relapse for participants with substance use disorders 
or psychiatric conditions
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Why Care Coordination and Advocacy Matters cont.

Presenter
Presentation Notes
Coordination of care is especially important when medications are prescribed, when there are co-existing medical/psychiatric conditions, and whenever participants are hospitalized with co-existing conditions

Coordination of care can help to reduce the risk of relapse for patients with substance use disorders or psychiatric conditions

Improves Efficiency in Care, Effectiveness of Treatment

It is good for Medicaid Participants
It encourages practitioners to network
Care Coordination is an expected standard of practice
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Case Management Team Roles

• Work with Facility Staff 
• Assist with Development of a practical aftercare plan

Discharge 
Support

• Link to Additional Resources and Services
• Provide Stability for the Participant and/or Family Unit
• Direct Liaison between Optum BH and the Alaska Medicaid-Enrolled Providers
• Work with Alaska Medicaid-Enrolled Providers Services and Utilization 

Management to Identify Gaps in Resources/Services

Care 
Coordination

• Encourage participant engagement with aftercare plans
• Assist with the Removal of Barriers
• Promote least restrictive level of care
• Peer Support Services

Aftercare 
Follow-Up

© 2021 Optum, Inc. All rights reserved. United Behavioral Health operating under the brand Optum
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But what do we ACTUALLY DO?

DISCHARGE SUPPORT
Identify and anticipate Medicaid participants who need our help, ideally before a substance use, mental health, physical health crisis or adverse event 

CARE COORDINATION 
Link Medicaid participants with the medical, psychological, pharmacological care and community resources they need to support their overall health;

AFTERCARE FOLLOW-UP
Conduct follow-up Monitoring to promote least restrictive level of care –ideally before a substance use, mental health, physical health crisis or adverse event occurs;


� Examples of Barriers that we help participants to overcome:
Lack of transportation to get to appointments
Lack of understanding re: condition, diagnosis, treatments, medications, etc
Lack of insight re: resources in Alaska 



Participants that do not understand their conditions may be less likely to be compliant with things like:
Medication 
Therapy appointments
Doctor appointments



Here are some of the ways we may help with Barriers:
Help participants to understand their condition
Answer questions about behavioral health
Provide information about different types of treatment
Keep track of medicines to help avoid interactions or side effects
Help understand health care coverage and programs available
Find Alaska Medicaid-enrolled providers and therapists
Help schedule health care provider and therapy appointments
Connect with resources to help with billing or claims issues
Find and connect participants with local community resources that can help
Work on a plan with participants to reach their health goals
Transportation to and from doctor and therapy appointments
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Case Management and Liaison Team

Heather Brady, LPC
Director of Operations

Bonnie Hummel, RN
Behavior Health Care Navigator

Julie Houghton, RN
Behavior Health Care Navigator

Jessica Segato
Senior Wellness Coordinator

Rahne Smith
Peer Support Specialist

Optum team
Teisha Simmons, M.A.
Tribal Liaison

Carrie Triplett, MSW
Child Welfare Liaison
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Here is our Optum Team and their roles in the Case Management Department.
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• The Sr. Wellness Coordinator works collaboratively 
with Optum Alaska Care Navigator’s and Medicaid 
Providers to support  participants as they transition 
between levels of care (typically from residential or 
inpatient to lower levels of care) 

• Assists participants to find and access resources, 
traditional and non-traditional, that will support their 
recovery and mental health rehabilitation

Sr. Wellness Coordinator
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Let’s look a bit closer at our team roles and how they function in the care continuum. 
 
Our non-clinical Case Management roles are supported by several Clinical ones to achieve the best possible health outcomes for our participants.
 
Our Senior Wellness Coordinator is the Point of Entry and first voice a participant encounters on our team.  
 
When compared to a community-based environment, the Sr. Wellness Coordinator role parallels with an intake coordinator.  Additional responsibilities of the Senior Wellness Coordinator is to confirm relevant discharge, contact information of the participant and introduce Optum program information to each participant. And finally, the Senior Wellness Coordinator refers enrollees as appropriate to other members of our Care Team as they transition between levels of care (typically from residential or inpatient to outpatient services).

Some other things Sr. Wellness Coord. does: 
Initial introduction to the program 
Link participants with office-based or telehealth state-approved Medicaid providers. 
Identify community-based resources and services providing material support and assistance to address gaps or concerns
Assesses participants for referral to a higher-level clinical support on our Optum team
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• Care Navigators are licensed clinicians that will 
typically initiate coordination services for individuals 
with the highest needs

• Conducts Assessments

• Develops goals and supports participants as they 
take steps in their own recovery

• Refers participant to Alaska Medicaid Providers 
and community resources

• Care Management

• Provides advocacy and support across every 
service level, engaging participant, family 
members, health care providers and community 
agencies

Behavior Health Care Navigator
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Care Navigators are licensed clinicians that will typically initiate coordination services for individuals with the highest needs. 
 
Optum Alaska does NOT provide direct services that are otherwise available in the community.  
Instead, we identify state-approved Medicaid providers and help participants engage those providers for their care needs.

BHCN’s can:
Assess discharging participants and determine those individuals who may have circumstances posing a barrier to using community-based services as they transition through levels of care. 

Enroll the Participant in the Care Coordination program

Completes the appropriate assessments so that the Behavior Health Care Navigator can determine  the needs and barriers of participants in order to refer them to Medicaid resources in the community and within Alaska.

Develop an Plan of Care – called an OPOC (OSSM-POC) A plan of Care can be as specific or general as the participant wishes.   It is not a Treatment Plan, but list of tasks the individual might complete.   A plan of Care can outline the steps a participant takes with the Care Navigator to understand the Recovery Supports in their community,  or ambivalence about unfamiliar state-approved Medicaid services offered
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• Our PSS is a mental health professional with lived 
experience who provides education, support and 
encouragement to individuals in recovery

• Teaches, models and practices life skills with 
participants, with respect for each participant’s
cultural identity/preferences

• Builds relationships with participant’s family 
whenever possible to strengthen natural supports 

• Collaborates with BH team to help prevent 
escalation of symptoms that lead to crisis

• Makes connections and referrals to Peer Support 
Specialist’s in the community with/for participants 

Peer Support Specialist
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Our DBH partners have worked very hard to help Medicaid providers develop the role of Peer Support Specialist.   Optum recognizes the importance of peer involvement toward successful treatment outcomes.  

PSS will engage participants discharging from inpatient and residential treatment facilities as they return to their home community. 

Peer support brings client voice into our clinical team, team meetings and recovery planning

Peer Outreach connects individuals to services sooner than they otherwise would.   
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• The Child Welfare Liaison engages with state 
agencies to support behavioral health service 
delivery to Alaska’s children and families

• The Child Welfare Liaison works with DBH, OCS, 
and Alaska Medicaid providers to support the 
complex needs of youth and families across the 
state

• The Child Welfare Liaison is involved in all aspects 
of Optum Alaska clinical services, including 
Utilization Management, Care Management, 
Provider Relations

Child Welfare Liaison 

© 2021 Optum, Inc. All rights reserved. United Behavioral Health operating under the brand Optum
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Tribal Liaison
• The Tribal Liaison supports strong communications and effective 

working relationships between Optum Alaska, Tribal Health 
Organizations (THOs), tribal participants, and other stakeholders in 
Alaska's behavioral healthcare delivery system 

• Meetings with THOs focusing on 1115 waiver opportunities 

• Work with THOs to ensure overall cultural competence throughout 
Optum’s policies and operations, including staffing, training, 
educational information, and provider support

• Developing and providing trainings on cultural competence and 
Alaska Native culture 

• Consultation with CM staff as needed regarding unique needs of 
Alaska Native and American Indian participants 

© 2021 Optum, Inc. All rights reserved. United Behavioral Health operating under the brand Optum
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Case Management Activities

Engage 
Participant’s

in their 

RECOVERY 
Journey

Link to 
Community 
Resources

Schedule 
Appointments

Provide 
Support

Provide 
Education

Development 
Community 

Partnerships

13
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We work to actively engage participants in the recovery process. We assist individuals with accessing clinically appropriate services which allow the participant to pursue recovery goals in the community and help to avoid hospitalizations: 

Ways Optum engages the participant in their recovery journey are: 
Link to Community Resources: Our Care Navigators help to refer our participants to State approved Medicaid resources throughout the state of Alaska.  
Schedule Appointments:  Our Care Navigators can schedule appointments for participants at State approved Medicaid provider locations, offices, etc. 
Provide Support: Our case management team and Peer Support Services are designed to provide support to our participants such as warm hand offs and encouragement. 
Provide Education: Our Care Navigators utilize and provide guidance for using Live and Work Well (LAWW) to explore all Medicaid providers and services offered in the participant’s community.  Some other examples of education we provide to participants are:  Diagnosis education and Treatment(s) education, etc. 
Development Community Partnerships:  Our case management team understands how important fostering a relationship with providers is and we do this in times like now with this presentation to inform you of our services and when we call you to ask about participants.   
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Case Management Team Holistic Approach 

CM Referral

Continue
Outreach 

Post
Discharge

Collaborate With 
State-Appointed 

Supports
Provide 

Referrals To 
Community-Based

Counselor

Identify 
Recovery Support 

Resources

Provide 
Follow-up 

On Service Referrals 
Post Discharge

Community Agency
Linkage

Participant
SUCCESS
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Each participant is unique in how they experience treatment and transition between levels of care.   
This is a visual example of solutions created in the hopes of addressing the issues identified. 
 
Participant Success is our primary goal!!! 
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Benefits of Partnering with Optum Case Management

•Support with discharge planning activities Consultation

•Referrals to Medicaid providers in the participant’s 
region

•Referrals to additional community resources
•Provide linkage between team members (State, 
Providers, Caregivers)

Care 
Coordination

•Provider agencies, treatment engagement 
•Participant’s BH Medicaid benefits

Current 
Information
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Here are some benefits of our services to the facility-based discharge planner

Consultation – Providing information about a discharging participants unique circumstances to identify how to best anticipate and mitigate barriers to engaging community-based care. 

Care Coordination – referrals to providers, psychiatrists, and therapist along with additional community resources like support groups.  Care Coordination will also help to bridge the gap between the different members of the Interdisciplinary Team such as: State, providers, caregivers, and participants

Current Information – We are able to supply the participant with up to date information re: AK Medicaid providers, treatment education, Medicaid benefits, with no cost to the participant for this program.
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How Providers benefit from partnering with 
Optum

Partners with Providers
• Provide education 
• Assist with Discharge Planning
• Link treatment team members
• Share treatment history 
• Provide Benefit Information

Partners with Participants
• Individual and family support
• Link to Community Resources
• Make referrals to providers
• Provide benefit information
• Schedule appointments

© 2021 Optum, Inc. All rights reserved. United Behavioral Health operating under the brand Optum
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PARTNERS WITH PROVIDER
Primarily through consultation - 
Referrals for Case Management are usually made immediately following discharge from a Residential, Inpatient, Emergency Department 24-hr Facility or an Outpatient Facility.  Our Case Management team follows up with participants within the first 72 hours, to confirm that they can identify by name, facility, location and date, their outpatient appointment. Also assessing any anticipated barriers post discharge and offering support to participants to follow-up with state-approved Medicaid Services. 



Optum provides participants with Medicaid approved community referrals for the following:
-safe and affordable housing, 
-access to education about social support and resources, and/or behavior management
-public safety, 
-providers,
-psychiatrists in the community via in person or telehealth, 
-therapists, 
-case management
-peer support services
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Optum is considered a business associate 
of the Division of Behavioral Health in DHSS
• Under the Health Insurance Portability and Accountability Act (HIPAA) of 

1996, the Department of Health and Social Services (DHSS) is considered a 
covered entity

• As a covered entity, all of the agencies within DHSS may contract with 
organizations to support them in the performance of their duties. These 
organizations are referred to under HIPAA as business associates

• Optum is considered a business associate of the Division of Behavioral 
Health in DHSS. As a business associate, Optum is permitted to receive, use 
and disclose protected health information in order to do its contracted work, 
which is to conduct operational activities for the Division’s Behavioral Health 
Program

• Written memo is available at the agency request

© 2021 Optum, Inc. All rights reserved. United Behavioral Health operating under the brand Optum
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Optum is considered a business associate of the Division of Behavioral Health DHSS and we do have this letter from DHSS that we can send to any providers that need documentation regarding discussing any participants with Optum and need HIPAA verification first. 




BH3596  10/2021

Participants who can benefit from Case 
Management Services

• Medicaid 
• Behavioral health and/or  

substance use disorder
• Participants with newly 

diagnosed SUD

• Inpatient 
admission at 
any time in past

• BH admission in  
past 12 months

• Participant for 
whom timely 
follow up cannot  
be identified 

• Recently discharged 
moderate to high level of 
care

• Low social support
• Participants with a history 

of noncompliance or 
frequent missed 
appointments

Participants to consider referring: 
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So, who is a good candidate for Optum Case Management services?
 
Anyone who has Medicaid and is discharging from Residential Treatment Services, Inpatient Services, a Behavioral Health Unit or Emergency Department

Participants that have the following barriers which can be complicated by:
co-occurring disorders, 
social determinants of health, 
OCS-involvement  



What are the benefits?
Our CM teams is here to help participants improve physical, mental and overall health working to reach participant health goals.

Ways we can help:
• Help understand condition�• Answer questions about behavioral health�• Provide information about different types of treatment�• Keep track of medicines to help avoid interactions or side effects�• Help understand health care coverage and programs available�• Find Alaska Medicaid-enrolled providers and therapists�• Help schedule health care provider and therapy appointments�• Connect with resources to help with billing or claims issues�• Find and connect with local community resources that can help�• Work on a plan to reach health goals
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Care Coordination and Advocacy Continuum

Assessment

• BHCN and Peer 
Support Specialist 
conduct assessments 
to find gaps or barriers 
the participant may be 
experiencing

• Assessments of 
needed Health 
education

Connecting

• Outreach Call
• Occurs at discharge
• Promotes best 

practices
• Support provider’s 

treatment plan
• Focus on closing 

gaps in care
• Outreach to 

participants with 
newly dx SUD 
conditions

Peer Support

• PSS will engage 
participants 
discharging from 
inpatient and 
residential treatment 
facilities as they 
return to their home 
community

• PSS will refer to 
community PSS if 
available

Plan of Care

• Identify participant 
goals, barriers and 
development of a 
crisis plan

• Integrated use of 
referrals

• Direct referral to 
comprehensive 
support

Engagement

• On-going 
communication with 
participants

• Modeling Behaviors
• Encouraging  

participants to use 
the right care at right 
time (providers 
instead of ED where 
appropriate)

Individualized approach to guiding participants to appropriate level interventions
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We provide an individualized approach to guiding participants to the appropriate level of care through Telephonic outreach

Identify and Solve for Access Issues – What prevents a discharging participant from receiving outpatient services from a state-approved Medicaid Provider?

Support a Discharge Planning including timely follow up and identify barriers to care to promote engagement with a transition plan – Work with Participants to remove barriers to accessing community-based providers

Manage Transitions of Care – Outreach and support participant on their path to recovery 

Conduct follow-up Monitoring – Confirm and support individual in keeping follow-up appointments, understanding their benefits and providing advocacy where needed.

Our team supports the discharge plan activities initiated by the discharging facility.  We focus on supporting participants that are transitioning to the least restrictive levels of appropriate care.  
 
CONNECTING:  Outreach call within 72 hours of anticipated discharge from inpatient, residential, emergency.  
The initial contact or Point of Entry will be with our Senior Wellness Coordinator who screens participant (confirming discharge information), explaining our Case Management program  and enrollment process. 

ASSESSMENT:  Assessments are based on the identified gaps the participant experiences in the care.  An OSSM Plan of Care may then be created:

PLAN OF CARE:  An OSSM Plan of Care is Descriptive, not prescriptive or proscriptive. It’s used to guide the participant in:    

Addressing Problems that could pose a risk to recovery
Current Signs and Symptoms
Interventions
Goals-Both Long and Short-term
Can be discussed
OSSM Plan of care is managed by the participant and is intended for that individual’s personal use.  They may choose to share it with family and/or others involved in their care.  

ENGAGEMENT:   Is On-going; Our goal is to follow participant post-discharge to ensure community-based linkage and address any additional identified barriers to:

engaging community-based care, 
keeping appointments 
progressing through their care journey  

Optum Peer Services may be offered through assessment or request.  
Individuals interested in Peer Support Services will receive assistance in identifying state-approved Medicaid Peer Services in their area. 
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Additional Considerations

20

• The CM Team Member can also assist the family members with locating resources when the 
participant is home (and with the participants consent)

• The Case Management Team will engage with a participant from 30 day’s to longer than 90 days

• We do not provide any service authorizations

• We provide case management services however; we work to identify community-based resources 
to refer the participant to. We provide intense case management services when a participant 
discharges from a facility until they are connected within the participant’s community

• When we are identifying providers and services in the community, we specifically identify state 
approved Medicaid providers. We can also provide resources of a non-clinical nature such as food 
pantries, clothing closets, etc

© 2021 Optum, Inc. All rights reserved. United Behavioral Health operating under the brand Optum
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Additional Considerations

21

• Our CM Team would not start working with the participant until they are officially discharged, 
however, conversations with the CM/Discharge personnel and the Optum CM Team regarding the 
discharge plan, concerns, gaps, etc. have been beneficial and expedient for participant care

• We recently sent out an email “blast” regarding our services to providers. If you did not receive this 
email or are interested in receiving future emails, please leave your company name, your name, 
title, and email address for communications

• We are telephone-based. If a participant has access to a telephone, they can still receive our 
service

• Optum Case management services are only available for Medicaid recipients

© 2021 Optum, Inc. All rights reserved. United Behavioral Health operating under the brand Optum



BH3596  10/2021

Consider the following factors when reviewing the 
upcoming case examples

22

Does this participant have
•Shelter
•Food 
•Shelter 
•Food 
•Transportation to get to appointments 
•A support system 
•Traumatic life events 
•Barriers to care

Social Determinants of Health
•Social norms and attitudes 
•Economic stability 
•Education 
•Social and community context 
concentrated poverty and the stressful 
conditions that accompany it
•Health and health care
•Neighborhood and built environment -
geographic isolation
•Limited access to technology

© 2021 Optum, Inc. All rights reserved. United Behavioral Health operating under the brand Optum

Presenter
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I wanted to add some case examples to kind of paint a picture of what some participant cases can look like.

When I read the case studies to you, think of the following factors as possible barriers to care: 

Shelter – does the participant need/or will need shelter in the upcoming future?  Many instances this issues needs to be solved immediately.  
Food – Same as Shelter, this is a basic need that is essential.
Transportation to get to appointments – some participants need to be referred to Medicaid transportation systems and need guidance for this process.
A support system – we provide overall support networks through our BHCN and our PSS
Traumatic life events – are defiantly contributing factors to needing this type of program 
What barriers will arise from an assessment of this participant – we assess to find gaps in care and barriers so that the participant can be as successful as possible in their care.  
Will this participant need follow up calls from a behavioral health care navigator and/or a peer support specialist to help overcome barriers to care, get referrals to needed providers?


SOCIAL DETERMINANTS OF HEALTH 

Health and Health Care
Education 
Social and Community Context
Economic Stability
Neighborhood and Built Environment




BH3596  10/2021

Case Background: Albert

23

Albert is a 33-year-old single male who reports experiencing an increasingly 
depressed mood following the dissolution of a 5-year romantic relationship. 
Albert describes feeling overwhelmed with feelings of “emptiness” and is 
convinced that he will be “alone forever.” He additionally reports being “in and 
out” of psychosocial treatment for suicidal thoughts though denies ever 
having made any suicide attempts. He also denies engagement in non-
suicidal self-injurious behaviors. Other factors to consider:

• Six admissions in the last four months
• History of Arrests for Drug Charges
• Periodic Homelessness since the dissolution of his relationship
• No identified support system
• Separated 6 months ago from his wife of 5 years

© 2021 Optum, Inc. All rights reserved. United Behavioral Health operating under the brand Optum
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Albert has had 6 Admissions for:

Major Depressive D/O and Polysubstance Dependence, and recently tested positive for Hepatitis C, 
He has been Court-Ordered to participate in Substance Use Counseling, 
Psychosocial Stressors include – 
Homelessness, 
No Local Support System, 
Separated from his Wife 6mo ago 
Loss of 19-year-old daughter due to Motor Vehicle Accident, 
No Personal Identification Documents
No Medical Providers - No History of Mental Health Counseling, 
No Transportation

Albert is functioning as a participant with highest needs: He’s  likely to have readmissions with residential or inpatient care over the next year and would be supported by licensed clinical staff

He most likely would benefit from community referrals for the following:
safe and affordable housing, 
access to education about social support and resources, and/or behavior management
public safety, 
Peer Support
Medicaid approved providers for court ordered substance use disorder treatment
Community base Case Management
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Case Background: Becky
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Becky is a 62-year-old single woman who says that her substance 
dependence and her bipolar disorder both emerged in her late teens.  
She says that alcohol and cocaine are a natural part of her manic 
episodes. She also notes that coming off the cocaine and binge drinking 
contribute to low mood, but she has not responded well to referrals to AA 
and past inpatient stays have led to only temporary abstinence. Becky 
has had a recent death of her father and does not have a car to get to the 
doctor. Other factors to consider: 

• Temporarily living with her sister due to separation
• Transportation – Unable to drive and no access to public 

transportation
• Access to Care - Has not seen his psychiatrist in over two months due 

to proximity
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Presentation Notes
Let’s take a look at an example of how Care Coordination intervenes and supports a Participant starting off with an emergent risk that escalates: 

Becky is a 62-year-old single woman with a history of Substance Use Disorder, as well as prior SUD- related hospitalizations and has a diagnosis of bipolar disorder.  

The most recent episode has been further complicated by marital stress from a separation. 

She is temporarily living with her sister and grieving the loss of her father. 

She does not have transportation and has missed several Med Management and behavioral health counseling appointments.
 
Assess Problems – Let’s say our first interaction with Becky was on a Friday, contacting her within 72 hrs. following a discharge from residential treatment.   
She confirmed that an aftercare appointment at Outpatient Services was scheduled on the following Monday afternoon, as part of her discharge plan from Residential Treatment.    
However, over the weekend following her discharge, she had a disagreement with her husband.  Becky missed Monday’s scheduled appointment, having moved in with her sister over the weekend after a visit to the Emergency Department.  
The following Wednesday, Optum Case Management placed a follow-up call at her previous address. Naturally, Becky was not available to accept that call or the one that occurred the following week. 
 
The Care Navigator sent a card of encouragement to Becky in case she had missed her appointment. Becky called in directly to the Care Navigator two weeks later, who was able to update Becky’s new contact information and address.  
Becky identified problems to create a Plan of Care.    
Becky was able to list Areas of concern with a clinician about her Environmental, Psychosocial, Physiological, and Health-Related barriers
The Care Navigator was able to support Becky in identifying state-approved Medicaid Telehealth services.   
Becky also received Optum Peer Support linking her to a state-approved Medicaid peer recovery service in her community. 
The Care Navigator and Peer Support Specialist both worked with Becky to identify community resources and opportunities connect her to community-based Medicaid providers. 

Once Becky’s problems/barriers have been assessed, the BHCN will: 
 
Plan Intervention  
Implement Intervention
Participant Collaboration
Evaluate Progress – Has Becky successfully connected to Medicaid providers for Medication Management by following up with Becky and the provider to be sure there are no barriers in care that Becky may need our assistance with providing referrals.
� 
Becky began as an Emerging Risk, however circumstances occurred that escalated to a Complex situation.
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Why is a relationship between Optum and Providers and 
Participants an important factor to the participants success

Providers
• Supporting access to 

administrative resources
• Provider Trainings
• Updates
• Resources and Tools
• Service Authorizations 

Participants
• Resources and Tools
• Participant handbook
• ROI form
• Print Materials
• Rights and Responsibilities 
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By fostering a relationship with providers, Optum can assist participants, in order to close gaps in care and help eliminate barriers so that the participant is successful.
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Optum Alaska Website https://alaska.optum.com
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If you aren’t familiar with our Optum Alaska Home Page, we encourage our providers and our participants to use it.  

Take notice of the Grey Navigation Bar:
Participant, Provider, Community Partners, About Us and Contact us
All staff email addresses can be found under Contact Us

Live & Work Well: Liveandworkwell.com is Optum’s online site for Medicaid Participants. This external site offers information and resources for balancing work, family and personal life. Live and Work Well Provides accurate, evidence-based content, tools and resources, that are aligned with a participant’s Medicaid Plan. 

Participants will register and log in with their HealthSafe ID. This will personalize their experience and give the secure access to their personal health benefits, special areas of interest and more:
Referrals: Participants can Search for a (State-approved Medicaid provider or facility, by name or State-Approved Medicaid Tenemental Health services by using the zip code, City and State)
Benefits: Benefits can be viewed.
Complaints/Grievances process is found here
Release of Information : ROI  is available online at www.Liveandworkwell.com
 
Take Aways 
Participants need to access Live & Work Well through Optum Alaska site
In order to access information anonymously on the website, participants will need a Guest Access Code: OptumAK. 


https://alaska.optum.com/
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Optum Alaska Website – Live and Work Well
https://www.liveandworkwell.com
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Here is an example of the Live and Work Well website where a participant would use to start a provider search

You can Access Live and Work Well through our main Alaska Website (from the previous slide) to get the most accurate Alaska specific information 
 


https://www.liveandworkwell.com/
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Live and Work Well https://www.liveandworkwell.com
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Participant will type in what type of service they are looking for and an area/zip code of where they are to find a provider nearest to them.  A list of providers will appear with address information and phone numbers for the participant to decide which provider they want to contact and set an appointment with.


https://www.liveandworkwell.com/
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Optum – Live and Work Well https://www.liveandworkwell.com

• Confidential Exchange of Information 

• Managing Your Healthcare Information

• Wellness Assessment
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Some examples of resources for the participant, using Live and work well from our Optum Alaska website:

Confidential Exchange of Information - Use this form to give permission for the behavioral health provider to contact the participant’s medical doctor. 

Managing Your Healthcare Information - The Health Insurance Portability and Accountability Act of 1996 (HIPAA) Privacy Rule gives the participant rights over protected health information (PHI), including the right to get it, change it, share it and monitor it. 

Wellness Assessment - Complete this brief pre-visit questionnaire about the participants emotions and feelings. The participant can review it with the provider and clinician to help get services to best meet their needs.


https://www.liveandworkwell.com/
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Optum – Live and Work Well https://www.liveandworkwell.com
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A couple of items that are available in the participant handbook are: 
Benefit information
Complaints/Grievances process


https://www.liveandworkwell.com/
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Optum Live and Work Well website for Participants
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• Participant can:
 Find a Medicaid provider in Alaska

• Use the “Find a Resource” tab to:
 Gain access to certain forms (as needed):

 Confidential exchange of information form 
 Managing Your Healthcare Information links
 Release Of Information Form
 Wellness assessment 
 Grievance Form
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Some more detailed information Live and Work Well:

A participant can access the following information and forms:

Confidential Exchange of Information - Use this form to give permission for behavioral health provider to contact medical doctor. 
Managing Your Healthcare Information - The forms under this page will help participants manage their healthcare information.
Release of Information - Participant must complete the release of information form, include all necessary documentation and electronically sign before information will be provided or discussed with family or caregivers.
Wellness Assessment - Complete this brief pre-visit questionnaire about their emotions and feelings. Take and review it with clinician to help get services to best meet their needs. Also available for parent to evaluate child’s emotions/feelings. Also available is the EAP wellness assessment. 
Grievance form - Participants use this form to file a Behavioral Health related complaint. 
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Provider Information – Optum Alaska Website

Drop Down Menu Highlights

For Alaska Medicaid Providers (optum.com)

Our Optum Alaska Provider area contains 
important information regarding:

• Provider Education & Trainings

• Updates

• Service Authorization Forms

… and much more
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*Guidelines and Policies 
In this section you can find the Quick Reference Guide (QRG) and the Provider Manual
QRG = contact information for call center, information on website, eligibility inquiries, ASAM criteria, LOC guidelines, appeals, CM team
Provider Manual = Covered services, SAs and medical necessity, claim submission, appeals and complaints

*Provider Trainings
Information on Technical Assistance Teleconferences (previous trainings, as well as registration for future trainings)
Information on our annual collaborative (including previous collaboratives)
OptumHealth Education – Accredited medical education platform with free CEUs

*Updates
Provider alerts are sent via email and archived here for future reference; you can sign up for alerts from this page

*Resources and Tools
Here you will find information on registering for and accessing Provider Express

* Service Authorizations
SA forms for when the time comes …. Trainings coming soon


https://alaska.optum.com/content/ops-alaska/alaska/en/providers.html
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Optum Alaska – For Alaska Medicaid Providers
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When clicking on the “For Alaska Medicaid Providers” drop down menu from the Optum Alaska website you can find the following additional helpful documents:

Best Practice Guidelines
Quick Reference Guide
Level of Care Guidelines
Alaska Medications for Addiction Treatment Resources (such as)
Alaska Medications for Addiction Treatment Guide
Alaska Medications for Addiction Treatment Toolkit
Provider Manual
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Participant Information – Optum Alaska Website

The landing page of the participant area includes information on Case Management, 
covered Alaska Medicaid Behavioral Health Services and important external links.

The Resources and Tools page has PDF links to the 
Participant Handbook as well as Print Materials. 

The Participant Rights and Responsibilities page 
includes important information for Alaska Medicaid 
Participants regarding the choices they have when 
seeking care. 

For Participants (optum.com)
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Optum Alaska Website - Participant Section: Contains important information for the populations you serve

The Participant landing page
Contains links to the Division of BH, Health Care Services, OCS, Senior and Disability Services, Division of Public Assistance
General information on CM services

Resources and Tools page includes 
*The Participant Handbook, which contains information for Alaska Medicaid Participants on:
How Alaska Medicaid Works
Covered Alaska Medicaid Behavioral Health Services
Managing Behavioral Health Care
Complaints and Fair Hearings
Helpful Websites and Phone Numbers, including Public Assistance Offices
 
*Print Materials regarding CM services include:
Overview of Optum Alaska Case Management Services
Contact Information for the Optum Alaska Case Management Team
Overview of Covered Alaska Medicaid Services

If you would like to request Optum Alaska print materials, please reach out to a member of our team. 

The Participant Rights and Responsibilities page includes important information for Alaska Medicaid Participants regarding the choices they have when seeking care. 




https://alaska.optum.com/content/ops-alaska/alaska/en/participants/resources.html
https://alaska.optum.com/content/ops-alaska/alaska/en/participants/rights-responsibilities.html
https://alaska.optum.com/content/ops-alaska/alaska/en/participants.html


Heather Brady
Director of Operations

heather.brady@optum.com

Thank you 
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I would like to take this time to ask if there are any additional questions?

We thank you for your time and attendance and wish you a safe and joyful day.


mailto:heather.brady@optum.com
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