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What is Optum Case Management
•

•

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.
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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 patients 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

4

Why Care Coordination and Advocacy Matters

(Cont.)

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 coexisting conditions
• Communication between treating providers can minimize the risk
of adverse medication interactions for patients being prescribed
psychotropic medications
• Coordination of care can help to reduce the risk of relapse for
patients with substance abuse disorders or psychiatric conditions
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Case Management Team Roles
Discharge
Support

• Work with Facility Staff
• Assist with Development of a Practical Aftercare Plan

• Link to Additional Resources and Services
• Provide Stability for the Recipient and/or Family Unit

Care
Coordination

• Direct Liaison between Optum BH and the Alaska Medicaid-Enrolled Providers
• Visit Facilities and Outpatient Practices to Advocate for Recipients and provide
educational information
• Work with Alaska Medicaid-Enrolled Providers Services and Utilization
Management to Identify Gaps in Resources/Services

Aftercare
Follow-Up

• Provide Aftercare Follow-Up to our Participants
• Assist with the Removal of Barriers
• Promote least restrictive level of care

Sr. Wellness Coordinator
Jessica works collaboratively with

Optum Alaska Care Advocates 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
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Care Navigator

Siobhan Cunningham,
LCSW

Siobhan is a Licensed Clinical Social
Worker in Alaska
Conducts assessments, develops
goals and supports participants as
they take steps in their own recovery
Refers participant to Alaska Medicaid
providers and community resources
Provides advocacy and support
across every service level, engaging
participant, family members, health
care providers and community
agencies
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Peer Support Specialist

Rahne Smith

Rahne 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, always with respect for
each participant’s cultural frame
Builds relationships with participant’s
family whenever possible to strengthen
natural supports
Collaborates with BH team to help
participant prevent escalation of symptoms
that leads to crisis
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Case Management Activities
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Case Management Team Holistic Approach

Community Agency
Linkage

CM Referral

Continue
Outreach
Post
Discharge
Collaborate with
State-Appointed
Supports

RECIPIENT
SUCCESS

Provide
Referrals to
community-based
Counselor

Provide
follow-up
on service referrals
post discharge

Identify
Recovery Support
resources
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Benefits of Partnering with Optum Case
Management
Consultation

• Support with discharge planning activities

• Referrals to Medicaid providers in the recipient’s region
Care
Coordination

Current
Information

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

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

How Optum Provides Support to Participants

Link
providers

Assist participants to
keep appointments

Identify and remove barriers
to aftercare appointments

How Providers benefit from partnering with Optum
Partners with Providers

Partners with Recipient

• Provide education

• Individual and family support

• Assist with Discharge
Planning

• Link to Community
Resources

• Link treatment team members

• Make referrals to providers

• Share treatment history

• Provide benefit information

• Provide Benefit Information

• Schedule appointments
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Recipients can benefit from Case Management
Services
All ages are welcome! People to consider referring:

• Medicaid
• Co-occurring medical
and/or substance abuse
disorder

• Inpatient
admission at
any time in past

• Recently discharged
moderate to high level of
care

• BH admission in
past 12 months

• Low social support
• SED/SPMI diagnoses
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Care Coordination and Advocacy Continuum

Individualized approach to guiding participants to appropriate level interventions

Connecting
• Outreach Call
• Occurs at discharge
• Promotes best
practices
• Support provider’s
treatment plan
• Focus on closing
gaps in care

Plan of Care

Assessment
• Case Management
and Peer Support
• Integrated clinical &
non-clinical services
• Health education
referrals

• Integrated use of
referrals
• Direct referral to
comprehensive
support
• Depression & wellchild focus
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Implementation

Readmissions

• On-going
communication with
participants
• Modeling Behaviors
• Encouraging
participants to use
the right care at right
time (providers
instead of ED where
appropriate)

• Focus on supporting
readmitted
participants in
accessing supports
& resources within
their communities.
• Reducing
readmissions by
reaching out to
participants at
highest risk for
readmission.
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Case Background: Joseph
Joseph is a 56 year old male with monthly income in the amount of $710
with multiple inpatient hospital admissions; drug related arrest charges
and a variety of other psychosocial stressors.
•

Six admissions in the last four months

•

History of Arrests for Drug Charges

•

Homeless

•

No identified support system

•

Separated from wife for the 5 years
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Case Background: Bonnie
Bonnie is a 47 -year old woman with a history of
SPMI, as well as prior SUD- related
hospitalizations. Bonnie’s behavioral health
challenges have been further complicated by:
 Marital stress - Separated from her husband
 Grief - recent death of her father
 Temporarily living with her sister
 Transportation – Unable to drive and no
access to public transportation
 Access to Care - Has not seen her
psychiatrist in over two months due to
proximity
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Frequently Asked Questions
1.

Can the CM Team member assist the family
members with locating resources when the
recipient is home?

2.

How long does a member of the Case
Management Team follow the person?

3.

Can the CM Team provide authorizations for
Outpatient Treatment?

4.

Are you the patient’s case manager? If not, how
are you different?

5.

Will the services/resources you recommend be
covered by the recipient’s benefit?
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A Helping Partnership
Our Questions for Alaska Medicaid Providers
What is the best way to communicate
with you?

In what ways can we better partner with
you to serve the clients?

How else can we be of assistance?
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alaska.optum.com
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Thank you
Wroksie Jackson
Director of Clinical Operations
wroksie.jackson@optum.com
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