


Helping Organizations Improve Health,
Change Lives, and Lower Costs

At APS, we are passionate about changing healthcare for the good of the 
clients we serve, their members and the communities in which we work.

By bringing together the strength and synergy of people, process, data,
clinical expertise and technology, we deliver on our vision every day for
Medicaid Agencies, state and local governments, and health plans.

	 “I really like the Healthy Together program. I have 	
         	 	 used the nurse line at night instead of calling 	
  	 	 	 my doctor and they have really been of help.”

	 	 “My Health Coach has always listened 		
	 	 	 	 to my concerns and given me 	 	
	 	 	 	 positive suggestions to help me.”

“I was shocked that I was getting a call inquiring about 	
	 	 my health, I have never experienced this before. 	
	 	 To have a nurse call on the phone just to see how you 	
	 	 are doing is wonderful and I really appreciate it.”
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2010 Annual Report

This report presents the sixth annual report of the Healthy Together total population health 
management program. The Healthy Together program aims to positively impact clinical 
outcomes while reducing healthcare costs by improving care coordination and reducing the 
unnecessary exacerbation of acute and chronic illnesses. This goal is accomplished by helping 
clients understand and adhere to their provider’s plan of care.

In 2010, the Healthy Together program provided services to an increasing number of Medicaid 
clients, sustained the number of physicians/clinics actively engaged in referring their patients to 
the program, and broadened the scope of services provided. As noted in the pages that follow, 
the program continues to attain clinical care improvement targets, receive high levels  
of satisfaction from both clients and providers, and achieve reductions in utilization rates.

Since launch of the program in 2004, the Healthy Together program has established itself as 
an integral component of the Division of Healthcare Financing’s effort to provide the needed 
education and support to help clients achieve a better understanding of how to manage their 
health and wellness issues.

This report provides an in-depth look at the activities, outreach, and client involvement during 
the year. In addition, it highlights the ten quality measures that were financially at risk. APS 
Healthcare strives to improve efficiencies and processes in order to provide a valuable and 
high quality program for the Wyoming Medicaid clients. This report summarizes our efforts in 
meeting the goals and expectations of the Division of Healthcare Financing.

Please contact me if you have questions about this annual report.

Catherine Keene, Executive Director
APS Healthcare, Wyoming
ckeene@apshealthcare.com
307-433-0970
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Executive Summary

Health Coaches 
completed 7,761 assess-
ments in 2010. This is a 
44% increase from 2009.

Client Satisfaction, 
over 97% were satisfied 
with the overall quality 
and would recommend the 
Healthy Together program  
to others.

2010 HIGHLIGHTS

97%

Improved Clinical Care:
•	� Meeting 100% of the ten clinical indicator goals during the year.
•	� Increasing the number of preventive care visits by 29% through the 

Pay for Participation program.
•	� Increasing the number of children provided oral fluoride varnish treatments 

by 12% and decreasing the percentage of children receiving restorative 
dental care who had fluoride varnish by 37%.

•	� Increasing the number of cervical cancer screenings by 15% through the 
Pay for Participation program.

Increased Client Participation/Satisfaction:
•	� 98.8% of clients stated that the Health Coaches explained things in a way 

that they could understand and listened carefully to them.
•	� Completed 7,761 assessments in 2010—a 44% increase from 2009.

Increased Provider Participation/Satisfaction:
•	� Achieved a 97% satisfaction with courtesy and availability of the Healthy 

Together team.
•	� Increased satisfaction by 4.5% for courtesy and availability of the Healthy 

Together care team.

Decreased Unnecessary Utilization:
Decreasing fourteen (14) day hospital readmission rates by 2.7% from 2009 
to 2010, resulting in part to the Inpatient Census Report (ICR) discharge 
planning project.

Introduction of New Programs and Projects: 
•	� APS PercolatorTM was implemented in July 2010.
•	� Weight Watchers® pilot program launched in April—total weight loss from 

participants in program in 2010 was 1,141 pounds.
•	� Pre-Admission Screening and Resident Review program was implemented 

in January 2010.
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Medicaid Eligibles

In 2010, approximately 88,000 clients had at least one month of eligibility. The increase may be reflective of 
the national economic recession in 2009 and carry- ing throughout 2010. Nationally, economic recovery and 
growth was projected to be very slow and financial strains have continued. According to the senior economist 
with the Wyoming Economic Analysis Division, job growth was hampered as many businesses were waiting to 
see what would happen and construction continued to be affected with tight budgets. Growth in those eligible 
for Medicaid may reflect that Wyoming’s population is aging and will continue to be a long term trend pressur-
ing medical services.
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cal Groups (ACG) Case-Mix System, APS 
analyzes claims data to sort a client popula-
tion into several health status categories to 
predict the population’s need for health ser-
vices or their illness burden. Illness burden 
is a measure of a population’s sickness level 
or medical complexity; the more medically 
complex the population is, the greater the 
illness burden.

Based on the determined illness burden, 
clients are assigned to a category called 
an adjusted clinical group (ACG). The prem-
ise behind the assignment is that clients 

assigned to an ACG should use a similar 
amount of healthcare resources. ACGs 
identify and stratify by risk those clients 
with behavioral and medical conditions who 
would benefit from health management 
education and interventions.

At the launch of the Healthy Together Pro-
gram in 2004, we identified over 10,000 
clients with a chronic condition in need of 
care coordination. These chronic condi-
tions include: Asthma, Diabetes, Chronic 
Obstructive Pulmonary Disorder (COPD), 
Depression, Coronary Artery Disease (CAD) 
and Congestive Heart Failure (CHF).
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Chronic Illness

Clients by Chronic Conditions
In 2010, there was a sharp decline in new clients with chronic conditions. This may be due, in part to the 
increase of the Temporary Assistance for Needy Families (TANF) and Poverty Medicaid eligible clients.  
There were 885 new clients identified and engaged in the Healthy Together program. There were 3.269 
clients identified with chronic conditions. The chart below depicts new clients by chronic condition.

Asthma; 452 

CAD; 29 
COPD; 40 

Depression; 169 

Diabetes; 171 

CHF; 15 

2010 New Clients by Chronic Condition           
(n=885) 
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Engagement Overview

Each year the Healthy Together program attempts to engage clients into the program. These clients include 
those with chronic conditions and others with cancer, pregnancy, trauma, and neurological issues etc. From 
2009 to 2010, the number of engaged clients increased by 10.8% resulting in an increase from 3,809 to 
4,222 clients. Providers making referrals directly into the program, increased assessments and new  
programs helped to increase client engagement rates.
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Health Effectiveness Data and Information Set (HEDIS) is a set of standardized performance 
measures that assess the quality of health care. Each year, ten quality variables are identified 
with the Department of Health to improve and provide greater emphasis on prevention. The 
quality variable specifications for 2010 include the ABD and TANF populations that had at 
least six months of eligibly during the year. There were six new quality variables identified for 
2010 and four that continued from 2009. The new variables for 2010 included: colonoscopy, 
pap smears, well child visits, fluoride varnishes, use of statins with diabetes, and chronic 
asthma. The revolving four included asthma, diabetes, flu shots, and mammography. The next 
several pages capture the ten variables, specific strategies that were implemented during the 
year, and the results of how APS performed in each of the variables. APS achieved the ten 
quality variables for the year. 
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Quality Variables

Strategies:
Healthy Together staff  
assist clients with asthma by:

•	�� Recommending activities 
to prevent asthma triggers. 

•	� Encouraging medication 
compliance.

•	� Developing an asthma 
action plan to identify 
potential triggers and 
follow-up care.

•	� Providing routine 
education on patient  
self-management.

•	� Encouraging appropriate 
follow-up with providers 
to prevent unnecessary 
emergency room visits for 
treatment.

•	� Mailing Krames edu-
cational tear sheets to 
clients which included 
topics such as Asthma 
and Exercise, Controlling 
Asthma Triggers, and How 
to Use a Peak Flow Meter. 

ASTHMA

Asthma is a disorder of the lungs found in youth and adults. It is important that 
people with asthma are compliant with their medications and under- stand 
and prevent triggers that may lead to an asthma attack. Interventions and 
education shared by the Healthy Together staff with Medicaid clients focus on 
adhering to nationally accepted evidence-based clinical guidelines. Because 
asthma attacks can happen at any time and can be life threatening, clients go 
to the emergency room for treatment and/or care. Health Coaches provide 
education to clients and families about the importance of managing their 
asthma and preventing complications that would lead to a visit to the emer-
gency room. The Healthy Together program met both of the asthma quality 
variables.

Quality Variable Measure Target Achieved
Number of clients (ages 5–56) with 
persistent asthma who had at least one 
dispensed prescription for inhaled corti-
costeroids, cromyln/nedocromil sodium, 
leukotriene modifiers or methylaxan-
thines during the measurement year.

Goal: To reach 50% or 
increase from the prior 
year.

There was an increase in the 
number of clients with mild 
asthma receiving at least one 
prescription for a preferred  
inhaler from 64% in 2009 to 
66% in 2010. Achieved goal. 

Quality Variable Measure Target Achieved
Number of clients (ages 5–56) with 
persistent asthma who had two or more 
dispensed prescriptions for inhaled corti-
costeroids, cromyln/nedocromil sodium, 
leukotriene modifiers or methylaxan-
thines during the measurement year.

Goal: To reach 50% or 
increase from the prior 
year.

56% of clients with severe asthma 
had two or more preferred  
prescription inhalers in 2009  
and 2010. Achieved goal.
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DIABETES

Quality Variables

According to the Centers for Disease Control and prevention, the number of 
people being diagnosed with diabetes is increasing each year in the United 
States. Daily and annual interventions can prevent long-term complications 
associated with diabetes. The Healthy Together program promoted self com-
pliance associated with diabetes by encouraging clients to obtain annual tests 
and to follow their providers’ plan of care. The most common education efforts 
with diabetic clients included monitoring blood sugars, dietary intake, medica- 
tion adherence, and in receiving preventive and annual testing. The Healthy 
Together program met the expectation of the two diabetes quality variables.

Strategies:
Healthy Together staff assist 
clients with diabetes by:
•	� Teaching clients the 

importance of monitoring 
their blood glucose daily 
and receive routine  
HbA1c tests.

•	� Encouraging regular visits 
with their primary care 
provider. 

•	� Providing education 
to clients about diet, 
exercise, carbohydrate 
counting and education 
adherence.

•	� Mailing Krames tear 
sheets with topics such 
as: Hyperglycemia, 
Importance of A1C 
Testing, Foot Care, 
Fitting Exercise into your 
Life, and Understanding 
Carbohydrates, Fats, and 
Proteins. 

Quality Variable Measure Target Achieved
Clients (ages 18+) who received 
at least one HbA1c test during 
2010.

Goal: To reach 65% or increase 
from prior year.

66% of clients received their 
HgA1c test in 2010. Achieved 
goal.

Quality Variable Measure Target Achieved
Clients (ages 18+) who received 
at least one prescription for a 
statin.

Goal: To reach 65% or increase 
from the prior year.

There was an increase in the 
number of diabetic clients who 
received a prescription for a 
statin from 36% in 2009 to  
38% in 2010. Achieve goal.
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Quality Variables

Strategies:
Healthy Together staff 
encourage clients to 
receive an age appropriate 
colonoscopy procedure by:
•	� Educating clients ages 

50 and older about the 
importance of having a 
colonoscopy.

•	� Calling men and women 
about getting the test 
completed if they haven’t 
had one scheduled. 

•	� Sending educational 
information to clients.

COLONOSCOPY

The American Cancer Society recommends men and women should receive 
a screening test to find polyps and cancer when they reach the age of 50.  
Colonoscopy is the gold standard in colo-rectal screening and is designed to 
find cancer in early stages. Colon cancer is one of the most preventable and 
curable cancers. However, it is a test that many women and men don’t get or 
postpone because of not knowing about getting the test, cost, discomfort, 
and time to do the test. APS was responsible for showing an increase of men 
and women getting this test compared to the previous year. With continued 
efforts, the Healthy Together met this quality variable. 

Quality Variable Measure Target Achieved
Number of clients (ages 50–75) 
who received a colonoscopy 
procedure within the perfor-
mance year.

Goal: To reach 50% or increase 
from prior year.

There was an increase in the 
number of clients who received 
screening from 6% in 2009 to 
10% in 2010.
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Quality Variables

INFLUENZA  
VACCINE 

Strategies:
Healthy Together staff 
assist clients by:
•	� Educating clients about 

the importance of 
receiving the influenza 
vaccination annually.

•	� Providing information 
about health fairs and 
places to receive the 
influenza vaccination.

•	� Mailing educational tear 
sheets about who and 
when to get a flu shot. 

An important aspect of influenza prevention is to educate people about the 
importance of getting flu shots especially those with chronic conditions. The 
Healthy Together staff coordinated with the Wyoming Immunization Division to 
provide timely and relevant information to clients about flu shots. In addition, 
informational flyers regarding the importance of obtaining the flu vaccination 
for adults, children, pregnant women, etc. were mailed to clients throughout 
the flu season. The Healthy Together program met this quality variable. 

Quality Variable Measure Target Achieved
Number of clients receiving the 
influenza vaccination during the 
measurement year. (TANF and 
ABD population)

Goal: Increase over baseline  
(7% in year 2004) or prior year. 

16% of clients received their 
influenza vaccine in 2010, an 
increase of 9% over baseline. 
Achieved goal.
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Quality Variables

Strategies:
Healthy Together staff  
assist clients by:

•	� Providing education 
to women about the 
importance of having a 
pap smear. 

•	� Encouraging women 
between ages of 21–64  
to receive a pap smear.

PAP SMEAR

A pap smear test is a method to identify pre-cancerous or cervical cancer of 
the cervix. Cervical cancer is curable if it is identified early.  The American 
Cancer Society recommends women to start having a pap smear by the age 
of 21. APS Health Coaches called women to encourage them to schedule an 
appointment to get their Pap smear test. The Healthy Together program met 
this quality variable. 

Quality Variable Measure Target Achieved
Number of clients receiving the 
influenza vaccination during the 
measurement year. (TANF and 
ABD population)

Goal: Increase over baseline  
(7% in year 2004) or prior year. 

16% of clients received their 
influenza vaccine in 2010, an 
increase of 9% over baseline. 
Achieved goal.

Quality Variable Measure Target Achieved
Percentage of women (ages 
21–64) who received a pap 
smear procedure within the 
performance year.

Goal: To reach 50% or increase 
from prior year.

There was an increase in women 
receiving a pap smear from 5%  
in 2009 to 10% in 2010. 
Achieved goal.
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MAMMOGRAMS Wyoming ranks the lowest in the number of women getting yearly mammo-
grams. In 2010, Healthy Together continued their second year in encouraging 
and promoting mammograms for women. During the first year of outreach to 
women, it was discovered that there were several factors preventing women 
from obtaining a mammogram. The factors included: 

In 2010, APS staff developed techniques to address these issues during 
conversations with women. APS ensured they had correct information about 
the test and provided tips to prepare them for the test. In addition, APS Health 
Coaches assisted clients in finding locations to have the test. APS staff 
worked with providers to have posters displayed in their offices that promoted 
having a mammogram and clients were mailed reminder postcards. Mammo-
gram gift cards were sent to approximately 30 women in December 2010 as 
an additional incentive to increase screening mammograms. 

In 2010, an additional barrier was identified that could have resulted in less 
women getting a screening mammogram. In November 2009, the United 
States Preventative Task Force recommendations based on new analysis 
recommended that screening start at age 50 and cease at age 75 in women 
who are not at increased risk for breast cancer by virtue of a known underlying 
genetic mutation or a history of chest radiation. Providers may not be recom-
mending a screening mammogram due to the increased harm from increased 
radiation exposure.

•	 Fear of pain during the procedure 
•	� Their provider did not tell them to 

have one 
•	 Lack of time

•	� Cost—they thought they would 
have to pay for it

•	� Distance—it was too far away 
to have the test

Strategies:
Healthy Together staff 
assist clients by:
•	� Encouraging women 

between ages of 42–69  
to receive a mammogram.

•	� Sending educational 
mailings to women 
about the importance of 
obtaining a mammogram 
and risks of breast cancer.

•	� Providing the Wyoming 
Healthy Together phone 
number for assistance in 
finding a place to get a 
mammogram.

•	� Mailing gift cards to 
women who received  
their mammogram. 

Quality Variable Measure Target Achieved
Breast cancer screening for 
women ages 42–69 who  
received a mammogram in 2010.

Goal: To reach 25% or increase 
from prior year.

29% of women received a  
mammogram in 2010.  
Achieved goal.
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Quality Variables

Strategies:
Healthy Together staff 
assist clients by:
•	� Educating parents about 

the importance of fluoride 
treatments. 

•	� Reviewing with parents 
the recommended period 
to receive fluoride 
treatments. 

•	� Ensuring that all children 
have a pediatrician or 
family doctor. 

•	� Encouraging parents to 
utilize the 24/7 toll-free 
APS nurse support line.

Another new quality measure for 2010 was to encourage and promote fluo-
ride treatment for children four years and younger. The fluoride treatment is 
a quick and easy application that can be provided in the doctor and/or dentist 
office. The varnish decreases risk for tooth decay in children. The Healthy 
Together program met this metric. 

FLUORIDE 
TREATMENTS

Quality Variable Measure Target Achieved
Number of clients (ages 0–4) 
who received a fluoride  
treatment within the  
performance year.

Goal: Increase from prior year. There was an increase in the 
number of children who receive 
fluoride varnish application from 
22% in 2009 to 28% in 2010. 
Achieved goal.
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Well Child Exams

It is important for the Department of Health and Wyoming that all youth receive 
well child visits. This was a new quality variable identified for 2010. The Healthy 
Together program encouraged all parents with youth to follow the recommended 
guidelines for well child visits. In addition, the maternity nurses provided educa-
tion to all pregnant women about the well child visit schedule.  

Strategies:
Healthy Together staff 
assist clients by:
•	 �Educating parents about 

the importance of well 
child visits.  

•	 �Reviewing with parents 
the recommended 
schedule to receive  
well child visits.  

•	 �Reviewing with parents 
the recommended ages 
to receive fluoride 
treatments.

•	 �Ensuring that all children 
have a pediatrician or 
family doctor. 

•	 �Encouraging parents to 
utilize the 24/7 toll-free 
APS nurse support line.

•	� Providing educational 
materials to clients on 
appropriate emergency 
room utilization.

Quality Variable Measure Target Achieved
Number of clients (ages 0-2) 
who received a well child visit 
within the performance year.

Goal: Increase from prior year. There was an increase in the 
number of well child exams from 
43% in 2009 to 47% in 2010.
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Health Coach  
Activities and Outreach

Outreach Strategies
The Wyoming Healthy Together program attempts to outreach to clients in several different 
ways. One of the challenges with outreaching to the clients is the number of clients without 
telephones or non-working phone numbers. A goal of the Healthy Together program is to 
engage clients, so Health Coaches often work with provider offices, Department of Family  
Services, facilities, and other resources to attempt to make contact with the client of the 
benefits of the Healthy Together program.

APS Healthcare CareConnection®

To enhance the effectiveness and efficiency of our outreach efforts and improve outcome 
analysis, APS augmented the capabilities of our member stratification and Health Coach 
workflow platform. The new care management platform provides better integration of data 
and coordination of services. CareConnection went live with Wyoming in January 2009. The 
transition to the new platform was seamless to clients and providers. In 2010, the patent 
pending APS PercolatorTM platform was added to CareConnection.
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Health Coach Activities and Outreach

Educational Materials and Telephonic Outreach
APS made over 26,700 successful calls to clients and sent over 30,000 educational mailings in 2010. Health 
Coaches reported that more clients were utilizing cell phones, prepaid cell phones, and discontinuing home 
land phone lines. This change affected the success rate of reaching clients. 
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Health Coach Activities and Outreach

Program Growth and Cases Opened
In 2010, APS identified 10,477 new referrals into the Healthy Together program. Of those referrals 3,459 
were identified from claims and 7,018 were identified from other resources. Out of those referred, 3,103 or 
approximately 35%, were engaged into the program.
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Health Coach Outreach and Activities

Clinical Assessments
General and disease specific assessments are completed with the clients upon engagement into the  
Healthy Together program. There were 7,761 health and disease specific assessments completed in 2010. 
This shows a sharp increase from 2009, partially attributed to increased engagement, special projects  
and required annual reassessments.
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Health Coach Outreach and Activities

Educational Interventions
There were 15,376  educational discussions with clients to promote self management. The most common 
education  topics included Nutrition/Obesity/Weight management. Other topics are shown in the graph below. 
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Health Coach Outreach and Activities

Inpatient Census Report and Discharge Planning Project
Healthy Together continued the discharge planning  project where Health 
Coaches contacted the  hospital discharge planners weekly to identify clients 
who needed coordination of services. Health Coaches contacted clients by 
telephone after discharge to ensure that they understood their plan of care, 
medications, and discharge instructions. Hospital readmission rates within 
fourteen (14) days of discharge were reduced by 2.7% between 2009 and 
2010, in part possibly due to the increased client assistance at discharge. The 
graphs below show the trend from 2003 to 2010 for hospital readmissions 
for fourteen (14) days and thirty (30) days of discharge which  resulted in cost 
savings for Wyoming.

Strategies:
Healthy Together staff 
assist clients by:
•	� Continuing a program 

focusing on adherence to 
discharge plans in order to 
prevent readmissions.

•	� Calling clients to 
review their discharge 
instructions with them.

•	� Ensuring clients have 
follow-up appointments 
scheduled as needed.
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Health Coach Outreach and Activities

Easy-to-use telehealth 
technologies.
•	� Relays secure clinical 

information databases.
•	� Web-based decision 

support tools.
•	� Health management 

programs.
•	� Customizable content 

and development tools.

The System includes: Telehealth Monitoring Solution
The Healthy Together program utilizes telehealth technology to assist in the 
care management of high-risk chronically ill clients.

“Health Buddy®”—a remote telehealth monitoring solution interfaces with the 
client’s home phone line—collects symptomatic and behavioral information 
and vital signs from clients on a daily basis. The information is transmitted to 
Health Coaches who analyze the clients’ conditions, determine if they may be 
at risk of complications and relays the information to clients’ treating physi-
cians/providers, if necessary.

Health Coaches review information entered into the Health Buddy® device 
from the client every day. When the data indicates that there was a possible 
health risk, the Health Coach contacts the client to review the client’s status. 
Depending on the circumstance, providers may be notified about the change in 
the client’s status. At any one time, there were about 37–50 devices deployed 
throughout the state in 2010. 

Available Health Buddy® Programs:

•	 Depression	
•	 Coronary Artery Disease
•	 Adult Diabetes
•	� Congestive Heart Failure/

Hypertension
•	 Pediatric Diabetes
•	 Congestive Heart Failure

•	 COPD
•	 Adult Asthma
•	 Pediatric Asthma
•	 Hypertension
•	 Weight Management/Diabetes
•	 Weight Management/Obesity

HEALTH BUDDY 
PROGRAM

HEALTH BUDDY is the registered trademark of Robert Bosch Healthcare, Inc.


