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2026 OAHP Pinnacle Awards:
Celebrating Innovation and Excellence

The Ohio Association of Health Plans and its member plans are working every
day to help Ohioans “get well, stay well, and live well.” Each year, OAHP draws
much deserved attention to these efforts through the annual Pinnacle Awards.

The 2026 OAHP Pinnacle Awards recognize health plans for their success in
addressing the challenges of a shifting healthcare environment. Despite the new
challenges Ohio’s plans face in this dynamic environment, they continue to inspire
creativity and bring improvement to the healthcare delivery system. The Pinnacle
Award serves as an emblem of excellence for plans that receive it.

Over the years, OAHP member plans have launched hundreds of programs
demonstrating creative approaches to solving problems and improving services
in operations, clinical services, disease management, and community outreach in
all sectors of the market — commercial, Medicare, and Medicaid.

As in years past, a panel of judges, comprising health industry professionals,
reviewed the submissions based on the stated criteria. This year, the judges

identified two winners of the Pinnacle Award and wish to acknowledge and thank
all health plans that made submissions to this year’s competition. Together, all
five submissions reflect the wonderful, innovative healthcare marketplace that is
serving Ohio so well today.
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Judges

The Ohio Association of Health Plans extends special thanks to the judges for the generous
contribution of their time and expertise.

* Melissa Wervey-Gittelman, Chief Executive Officer, Ohio Chapter, American Academy of Pediatrics
+ Loretta Medved, Policy Analyst, Ohio Department of Insurance

« Molly Mottram, Director of Healthcare Policy, Ohio Chamber of Commerce
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2026 PINNACLE AWARDS:
CELEBRATING INNOVATION AND EXCELLENCE

Buckeye Healthy Homes
Buckeye Health Plan

Summary - Health Homes Program

Buckeye Health Plan’s Healthy Homes program supports pediatric Medicaid members who have frequent asthma-related
emergency department (ED) visits and poor medication adherence. The program addresses clinical and environmental
asthma triggers through in-home visits, environmental interventions, education, and care coordination. Results have been
significant, including a 75% reduction in ED visits, an 87.3% decrease in asthma-related healthcare costs, and improved
medication adherence. These outcomes demonstrate a scalable, community-based approach that combines managed care
and environmental health strategies to improve health outcomes and advance health equity.

Identification of the Initiative and Need

The need for the Healthy Homes program was identified through Buckeye Health Plan’s analysis of pediatric asthma
outcomes among Medicaid members. Internal data revealed that children ages 5-17 with asthma were experiencing frequent
emergency department (ED) visits and had low adherence to controller medications based on NCQA standards. This analysis
also highlighted a subset of members with unmet social and environmental needs that could contribute to poor asthma control.
Coupled with evidence demonstrating the impact of housing conditions and environmental triggers on asthma exacerbations,
these findings revealed a gap in existing care approaches.

In response, Buckeye developed the Healthy Homes program as a targeted, home-based intervention designed to address
both the clinical and environmental factors driving asthma-related ED utilization and poor health outcomes.

Goals, Objectives, and Research Supporting the Initiative

The program aims to reduce asthma-related ED utilization, improve controller medication adherence, increase member
engagement, and reduce health disparities among high-risk pediatric populations. Research demonstrates that environmental
factors such as mold, pests, allergens, and poor indoor air quality contribute significantly to asthma symptoms and avoidable
healthcare utilization. Healthy Homes was designed to address these triggers directly while supporting evidence-based
asthma management and preventive care.

Implementation and Managed Care Principles

Buckeye partners with the Summit County Health Department (SCHD) and Community Action Pathways HUB to provide
coordinated clinical and social support. Community Health Workers (CHWSs) conduct home visits, complete environmental
assessments, provide asthma education, identify social needs, and coordinate referrals and care management services.

Based on assessment findings, members may receive interventions such as pest control, carpet cleaning, air purifiers,
dehumidifiers, HEPA vacuums, hypoallergenic products, and allergen-reducing bedding. These services are combined with
education, care coordination, preventive services, chronic disease management, and support for social determinants of
health, reflecting core managed care principles and advancing health equity.

Evaluation Methods

Program performance is evaluated through recurring data analyses that identify eligible members using defined clinical and
utilization criteria. Dashboards track key performance indicators, including asthma-related ED utilization, Asthma Control
Test (ACT) scores, and controller medication refill rates. Standardized tracking tools support consistent documentation and
oversight, while pre- and post-intervention analyses measure program impact on utilization, costs, and health outcomes.
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Expected and Actual Outcomes

Expected outcomes included improved asthma control, enhanced medication adherence, reduced ED utilization, increased
member engagement, and lower healthcare costs. Results exceeded expectations. Asthma-related ED visits decreased by
75%, from 48 to 12 visits, while ED-related healthcare costs declined by 87.3%, from $37,902.67 to $4,816.52. Controller
medication refill rates reached 72.2%, demonstrating improved adherence and disease management.

Healthy Homes is unique in its integration of environmental health interventions with managed care delivery through a
community-based HUB model. By addressing housing-related asthma triggers and social needs directly in the home, the
program improves health outcomes, reduces avoidable utilization, and strengthens engagement among high-risk populations.
This scalable approach demonstrates how cross-sector partnerships, preventive care, care management, and population
health strategies can improve member health, reduce costs, and advance equitable outcomes.

Buckeye SAFE Program (SSI/SSDI Assistance and Empowerment)
Buckeye Health Plan

Summary—Buckeye SAFE Program

The Buckeye SAFE (SSI/SSDI Assistance for Finances and Empowerment) Program supports members who are at risk
of homelessness or currently reside in nursing facilities by helping them obtain Social Security benefits. Once benefits are
secured, we then assist members with repatriation to assisted living facilities or apartments. The program has demonstrated
a reduction in long-term care costs while providing members with greater stability, increased independence, and improved
quality of life through ongoing advocacy and support.

Identification of the Initiative and Need

Buckeye Health Plan identified a significant barrier affecting members residing in skilled nursing facilities. Many members
remained in institutional care longer than necessary because 1.) They could not access community-based resources without
a reliable source of income, and 2.) Many members have serious cognitive conditions that make it extremely difficult to
navigate the complex Social Security disability application process.

To address this gap, Buckeye developed the SSI/SSDI Assistance for Finances and Empowerment (SAFE) Program. Using
the nationally recognized SSI/SSDI Outreach, Access, and Recovery (SOAR) model, SAFE helps eligible members secure
disability benefits and transition to more independent living.

Goals, Objectives, and Research Supporting the Initiative

Through the SAFE Program, Buckeye increased SSI/SSDI approval rates, reduced disability application processing times and
supported successful transitions to lower levels of care. The program also improved housing stability and enhanced member
independence and quality of life. The evidence-based SOAR model is recognized by the Social Security Administration
(SSA) for improving approval rates and accelerating disability determinations for individuals experiencing housing instability
and complex health conditions. Because SOAR applications receive priority review, disability determinations are typically
completed in three months compared to the national average of 18 months.

Implementation and Managed Care Principles

Certified SOAR specialists provide intensive, hands-on assistance. They gather medical documentation, coordinate with
providers, complete applications, and advocate directly with the SSA. Once benefits are approved, members become eligible
for community-based programs and services such as the Home Choice Program and Assisted Living Waiver. These services
support their transition from institutional settings to more independent living arrangements. The program incorporates key
managed care principles, including care management, preventive intervention, population health improvement, health equity
advancement, evidence-based practice, and addressing social determinants of health.
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Evaluation Methods

Program performance is evaluated using application approval rates, disability determination timelines, successful member
transitions to lower levels of care, and financial outcomes. Data is collected through case management activities, SSA
determinations, transition outcomes, and cost analyses comparing institutional care costs with community-based alternatives.
These measures help assess both member outcomes and the program’s impact on healthcare utilization and expenditures.

Expected and Actual Outcomes
Expected outcomes included faster disability determinations, increased benefit approvals, improved access to housing and
community resources, greater member independence, and reduced long-term care costs.

Actual outcomes exceeded expectations. In 2025, SAFE achieved a 100% approval rate for all submitted SSI/SSDI
applications. Members obtained stable income, gained access to community-based support, and successfully transitioned to
assisted living facilities and apartments.

These transitions generated an estimated $976,000 in cost savings through reduced reliance on prolonged institutional care.
In addition, members experienced increased housing stability, reduced financial stress, greater independence, and improved
overall quality of life. The program demonstrates how addressing social determinants of health through evidence-based care
management can improve member outcomes while reducing healthcare costs and advancing health equity.

CareSource’s Community Behavioral Health Worker Program
CareSource

CareSource Strengthens Behavioral Health Care Coordination by
Building a Specialized Community Health Worker Workforce

Project Summary
In 2024, CareSource identified a gap in traditional Community Health Worker training, which focused primarily on physical
health rather than behavioral health needs frequently encountered in the community.

CareSource initiated a partnership with Integrated Services for Behavioral Health (ISBH) to develop a specialized training
model that would better equip Community Health Workers to support members with behavioral health needs, strengthen
relationships, and improve referral coordination.

CareSource provided strategic direction and funding to support development of the Community Behavioral Health Worker
program and ISBH collaborated with Ohio University to design the curriculum, with support from the Ohio Board of Nursing
and the Ohio Department of Behavioral Health.

The first cohort launched in fall 2024, and the program has since produced 47 certified Community Behavioral Health Workers,
strengthening workforce capacity and improving care coordination for members across participating communities.

Project Narrative

People living with behavioral health conditions often face challenges that extend beyond clinical care. They may need help
navigating the health care system, accessing community resources and staying connected to treatment. Community Health
Workers play an important role in providing that support, but traditional training has focused primarily on physical health,
leaving frontline workers without specialized skills to address behavioral health needs.
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According to the Ohio Department of Behavioral Health, Ohio demand for behavioral health services in Ohio has grown by
350% since 2013, outpacing growth in the state’s behavioral health workforce.!

Through its workforce development strategy, CareSource led a partnership with Integrated Services for Behavioral Health
(ISBH) and Ohio University in 2024 to create an innovative Community Behavioral Health Worker (CBHW) program. The
initiative strengthens the workforce by providing Community Health Workers with behavioral health training to address needs
in real time and support care coordination for members with complex needs within the community.

The program addresses an operational challenge identified through ISBH’s frontline experience: Community Health Workers
regularly encounter clients with behavioral health needs that could benefit from clinical intervention, referrals or coordination
with clinical care teams. By incorporating behavioral health training into the existing Community Health Worker curriculum,
the program better prepares frontline staff to support whole-person care during community interactions.

CareSource provided strategic direction and funding for the initiative, ISBH identified workforce needs and participants and
Ohio University adapted its Ohio Board of Nursing-approved Community Health Worker curriculum to include behavioral health
competencies. Participants complete 100 hours of competency-based classroom instruction and a 130-hour supervised field
practicum, gaining applied experience while becoming eligible for Community Health Worker certification through the Ohio
Board of Nursing.

Program goals include strengthening Ohio’s behavioral health workforce, expanding Community Health Workers’ expertise
and enhancing support in community settings. Program evaluation includes tracking enroliment, course completion, field
practicum completion and certification rates, with ISBH expanding evaluation efforts to measure participant retention and
satisfaction.

Since launching in fall 2024, the program has graduated 47 Community Behavioral Health Workers across four cohorts,
creating a pipeline of specially trained professionals serving communities throughout southeastern and central Ohio, including
the Appalachian region where access to behavioral health services remains a significant challenge.

Beyond building individual skills, the CBHW Program is strengthening the behavioral health paraprofessional workforce
by preparing frontline staff to better recognize behavioral health concerns, identify client needs and connect individuals to
appropriate resources. In program evaluations, 85.7% of participants agreed the program improved their ability to connect
clients with resources, demonstrating the program’s impact on workforce readiness and care coordination.

This program is among the first in Ohio to integrate behavioral health specialization into Community Health Worker training.
This collaboration demonstrates how targeted workforce innovation can strengthen behavioral health care delivery by
preparing Community Health Workers to better support members with complex needs. By embedding behavioral health

specialization into training, CareSource, Integrated Services for Behavioral Health and Ohio University are improving care
coordination and enhancing how members are supported in community settings.

Supporting Materials Included

* Press Release (10/17/24) Grant from CareSource will help Integrated Services elevate the Behavioral Health workforce
in Ohio

1 Ohio Statehouse News Bureau, “Mental health treatment in high demand in Ohio, and not enough professionals to meet it”
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PRESS RELEASE

Grant from CareSource will help Integrated Services elevate the Behavioral Health workforce in Ohio
OCTOBER 17TH, 2024 | 3 MIN READ

DAYTON, Ohio (CARESOURCE) - Integrated Services for Behavioral Health (ISBH), a nonprofit behavioral health provider
in central and southeast Ohio, announced it received a $533,000 contribution from CareSource, a nationally recognized
nonprofit health plan, to help its employees become certified Community Health Workers, with a special focus on behavioral
health education. CareSource will also provide support to ISBH as it helps its employees pursue the advanced training.

“The investment from CareSource will be truly transformational for our region,” said Sam Shafer, chief executive officer of
ISBH. “Expanding access to the Community Health Worker training program enriches the skills and knowledge of our care
providers as well as supports positive health outcomes for all those living in our communities.”

The Community Health Worker certificate is issued by the Ohio Board of Nursing and prepares individuals to screen and
educate clients and patients about a variety of health issues to break down barriers they may have to accessing needed
health care. Training content includes information about social determinants of health, trauma-informed care, harm reduction,
chronic disease management and working with diverse populations.

ISBH partnered with CareSource, Ohio University, and the OHIO Alliance for Population Health to bring the training and
certification program to its employees in the southeast Ohio region. With this new training, ISBH employees will be able to
apply new, elevated skills in a behavioral health context to better help those in need.

“CareSource is dedicated to developing behavioral health career pathways to grow and further develop the workforce,” said
Stephanie Stitt, director, Behavioral Health Provider Relations &lnitiatives. “We are excited to partner with ISBH to implement
this Community Health Worker training program to support individuals’ career development and improve the health of the
community.”

Last month the first cohort of Community Health Workers were recognized for completing the 100-hour coursework portion of
the program. These individuals will continue their journey to Community Health Worker certification by completing 130 clinical
hours in the field.

For more information about Integrated Services for Behavioral Health, visit isbh.org.

About Integrated Services for Behavioral Health (ISBH)

Integrated Services for Behavioral Health (ISBH) is a nonprofit organization dedicated to providing comprehensive behavioral
health and social services across 21 counties in southeastern and central Ohio. Our mission is to promote well-being and
recovery through a range of integrated services that address mental health, addiction, housing, and community support
needs. Serving over 15,000 individuals annually, ISBH is committed to delivering person-centered care that strengthens
families, empowers communities, and improves quality of life for those we serve.

ISBH offers a diverse array of services, including Intensive Home-Based Behavioral Health treatments, housing supports for
those facing housing instability, and Behavioral Health Medicine to address the complex needs of individuals struggling with
mental health and substance use disorders. Our innovative programs also include youth and family residential services, out-

of-school time programming, recovery housing, and substance use disorder (SUD) services.

At ISBH, we are dedicated to fostering community well-being through a commitment to diversity, equity, and inclusion (DEI),
ensuring that every individual receives the support they need to thrive.

For more information, visit www.isbh.org or contact us atinfo@isbh.org.
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CareSource Housing Stability Program
CareSource

Preventing Homelessness Before it Happens: CareSource’s Housing Stability Program
Improves Health Outcomes and Reduces Costs

Project Summary

Housing instability can trigger a cascade of challenges that negatively impact physical and mental health. Given the long-
term impact, CareSource sought to identify opportunities to prevent homelessness before it occurred, recognizing that early
intervention could improve health outcomes and reduce reliance on costly medical care.

In May 2024, CareSource partnered with the United Way of Summit & Medina to develop a pilot program that would provide
housing-related financial assistance for CareSource members who were facing eviction or had recently lost their housing.

CareSource measured the programs effectiveness by comparing PMPM (per member per month) medical costs before and
after the intervention, using up to 18 months of claims data. Results showed a 41.8% decrease in PMPM medical costs for
Medicaid members and a 20.4% decrease for MyCare members.

Project Narrative

Housing instability is a key social driver of health, influencing an individual’s ability to access health care, maintain employment,
secure nutritious food, and achieve long-term well-being. Instability contributes to chronic physical and behavioral health
conditions and creates barriers that can persist for years.!

CareSource identified housing instability as a recurring barrier among Medicaid and MyCare members, particularly individuals
experiencing short-term financial disruptions resulting in avoidable health care utilization and disrupted care continuity.

Recognizing this connection, CareSource focused on preventing housing loss through its Housing Stability Program which
provides targeted financial assistance designed to help individuals and families remain in their homes or secure stable
housing, thereby preventing the compounding challenges that lead to poorer health outcomes and higher medical costs.

Many of our Medicaid and MyCare members are employed but living paycheck to paycheck, so even a brief interruption can
put their housing at risk,” said Maura Klein, State Housing Strategy Lead, Ohio at CareSource. This program was designed to
provide timely support at a critical moment, helping members maintain stable housing and improve health outcomes.”

In May 2024, CareSource established a $300,000 Housing Stability Program through two $150,000 grants awarded to the
United Way of Summit & Medina. The pilot program provides housing-related financial assistance ranging from $500 to
$5,000 for CareSource members identified through the United Housing Hotline who are at risk of losing or have lost housing.

United Way administers the funds, verifies eligible housing-related expenses and issues payments directly to landlords and
other service providers on behalf of participating members, who must demonstrate a path to maintaining housing stability
following the intervention.

The Housing Stability Program’s goals were to prevent housing loss through timely financial intervention, improve housing
stability, and reduce avoidable medical costs.

CareSource conducted a retrospective claims analysis comparing per member per month (PMPM) medical costs for

participating members during the 18 months prior to and following receipt of assistance through the Housing Stability Program.
The analysis measured changes in total cost of care associated with housing stabilization and projected a 10% reduction in
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PMPM medical costs for Medicaid and MyCare members.

Since its inception, CareSource has invested more than $200,000 to assist 100 households through requests ranging from
$198 to $5,790, with an average award of $1,979.

After 18 months, PMPM medical costs for members receiving assistance continued to decline beyond CareSources projected
10% reduction. For Medicaid members, PMPM decreased 41.8%, while MyCare members experienced a 20.4% decrease.

United Way of Summit & Medina has tracked housing outcomes at six-month intervals. Among households that exited the
program at least six months earlier, 90% remained stably housed, and 86% continued to maintain stable housing after one year.

These results demonstrate the effectiveness of addressing housing instability as a social driver of health through targeted,
preventive intervention and care management for high-risk members, improving health outcomes while reducing total cost of care.

Building on this success, CareSource is actively pursuing partnerships across Ohio to expand the model, bringing this proven
approach to additional communities.

Supporting Materials Included
* News Article: Housing insecurity cure? Akron-area patients get help staying in homes (Akron Beacon Journal — April 26)
+ COHHIO Conference Presentation — Housing Stability Program (2026)
+ Housing Stability Program - Data Summary Report (June 2026)

Housing Stability Fund

The Housing Stability Fund is a pilot flex fund to support homeless or at-risk of homeless CareSource members who are
identified as high risk/high need. The fund is currently only available in Summit County and is managed through a third-party
contract by the United Way of Summit-Medina County (UWSM). Eligible households may access up to $3000 for housing-
related expenses. Members are identified when they call the United Way of Summit-Medina Homeless Hotline, are prioritized
through the VI-SPDAT and identify membership with CareSource. This list of high-risk members is referred to CareSource
weekly for Northeast Ohio Care Management team engagement and follow-up.

Smart Aim Of Hcqi Project
Smart Aim: Reduce Total Medical Cost PMPM for members identified as homeless by 10% (from $508.00 to $457.20 over
a 12-month period).

We believe the HCQIA will improve the health outcomes of Medicaid enrollees by providing them stable housing. By addressing
their housing needs, they have more capacity to address their healthcare needs and seek appropriate care. specific metrics
are listed in “outcomes reporting” above. We anticipate we may initially see that member experience increased spend/
utilization of healthcare services upon receiving stable housing- but that spend categories will shift (IE, less ED utilization and
more appropriate care utilization) over time. In addition to measuring quantitative outcomes, we also plan to survey members
about how they feel their QOL/health outcomes have changed in their own experience.

Outcome Reporting & Data Assumptions
Outcomes Reporting

- Demonstrate Reduction in Total Cost of Care by comparing claims data 6 months pre disbursement of housing dollars
with claims data 6 months and 12 months post disbursement.

1 Centers for Disease Control and Prevention. Social Determinants of Health at CDC.
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+ Demonstrate Reduction in inappropriate ED Utilization by comparing claims data 6 months pre disbursement of housing
dollars with claims data 6 months and 12 months post disbursement.

» Demonstrate Reduction in IP stays by comparing claims data 6 months pre disbursement of housing dollars with claims
data 6 months and 12 months post disbursement.

» Demonstrate increase in SUD Screening and SUD Follow-up by comparing UM data 6 months pre disbursement of
housing dollars with UM data 6 months and 12 months post disbursement.

» Demonstrate increase in Mental Health Screening and SUD Follow-up by comparing UM data 6 months pre disbursement
of housing dollars with UM data 6 months and 12 months post disbursement.

» Demonstrate improved medication adherence by comparing RX spend 6 months pre disbursement of funds with RX
spend 6- and 12-months post disbursement.

Data Assumptions
* Engagement Date was based off the “date invoice paid” on the tracker.
+ Pre-Engagement flag represents up to 18 months of data for the member prior to the engagement date. Post-Engagement
would be any data (up to 18 months once available) after the engagement date.
+ Claims data represents IP/OP/Prof claims in Facets. There is a filter to only pull claims through February 2026 to account
for run out.

Data And Summary

« Continued cost savings of 41.8% for Medicaid members pre vs. post engagement

+ Continued cost savings of 20.4% for MyCare members pre vs. post engagement

+ Medicaid reduction demonstrates significant sustained reduction in overall PMPM. Most notably with facility outpatient
showing the largest impact (63% reduction). Significant reductions in acute care and minor expected increases in delivery
and DME services (taking into account the target population).

« MyCare cost reduction at 18-months indicates successful engagement outcomes, with significant reductions in high-cost acute
care services (ED visits, observations) offset by appropriate increases in community-based services (HCBS, Home Health).

OH Medicaid Claims PMPM 18 Months Pre/Post Engagement
Row Labels Average PMPM
Pre-Engagement PMPM $856.66
Post-Engagement PMPM $498.33
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OH Medicaid Claims PMPM By Service Type |
ClaimSubTypeClassification ServiceType PRE-ENGAGEMENT POST-ENGAGEMENT Increase/(Des
Facility IP Delivery 80.14 83.13 2.99
Medical 29.33 - (29.33)
Psych 11.57 - (11.57)
Surgical 35.03 15.91 (19.12)
NF Intermediate 4.08 - (4.08)
Facility IP Total 160.16 99.04 (61.12)
Facility OP Emergency Department 77.87 56.19 (21.68)
Lab 13.83 10.07 (3.76)
Medical Visits 26.38 18.98 (7.40)
Observation 16.32 12.52 (3.80)
Other 1.07 0.21 (0.86)
Pharmacy 186.06 6.11 (179.95)
Radiology 10.00 5.35 (4.65)
Surgery 24.49 22.87 (1.63)
Testing 6.57 1.27 (5.30)
Urgent Care 0.30 0.29 (0.01)
PT_OT_ST 14.55 6.96 (7.58)
Facility OP Total 377.46 140.82 (236.63)
Professional Delivery 13.98 16.83 2.85
Emergency Department 24.69 20.77 (3.92)
Home Health 1.83 1.03 (0.79)
Lab 23.23 11.88 (11.35)
Medical 2.20 0.71 (1.49)
Medical Visits 204.61 165.13 (39.48)
Observation 3.83 2.62 (1.22)
Other 0.74 1.75 1.02
Pharmacy 2.55 0.75 (1.80)
Psych 0.96 - (0.96)
Radiology 6.19 3.74 (2.45)
Surgery 6.00 8.03 2.02
Testing 0.36 0.53 0.17
Urgent Care 7.61 5.91 (1.71)
Surgical 7.49 1.33 (6.16)
HCBS 2.98 1.27 (1.71)
DME 9.38 16.20 6.82
NF Intermediate 0.15 - (0.15)
PT_OT ST 0.27 - (0.27)
Professional Total 319.05 258.47 (60.58)
Grand Total 856.66 498.33 (358.33)

OH MyCare Claims PMPM 18 Months Pre/Post
Engagement

Row Labels Average PMPM
Pre-Engagement PMPM $1,289.47
Post-Engagement PMPM $1,026.05
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| OH MyCare Claims PMPM By Service Type |
ClaimSubTypeClassification ServiceType PRE-ENGAGEMENT POST-ENGAGEMENT Increase/(Decrease)
Facility IP Delivery 68.63 48.19 (20.44)
Medical 36.39 107.03 70.64
Psych 64.00 77.58 13.58
Surgical 96.86 - (96.86)
Facility IP Total 265.88 232.79 (33.09)
Facility OP Emergency Department 144.42 25.06 (119.36)
Lab 14.08 5.92 (8.17)
Medical Visits 17.94 17.14 (0.80)
Observation 97.33 22.12 (75.21)
Other 1.24 1.98 0.74
Radiology 18.43 4,12 (14.31)
Testing 11.23 3.54 (7.69)
Dialysis 27.97 6.79 (21.18)
332.65 86.67 (245.98)
Facility OP Total Delivery 21.56 5.85 (15.70)
Professional Emergency Department 54.03 15.84 (38.19)
Home Health 0.67 24.02 23.35
Lab 11.88 7.25 (4.63)
Medical 3.12 53.79 50.67
Medical Visits 323.01 108.03 (214.97)
Observation 13.73 3.08 (10.65)
Other 3.21 0.00 (3.21)
Pharmacy - 0.04 0.04
Psych 3.32 21.64 18.32
Radiology 5.28 1.72 (3.56)
Surgery - 3.52 3.52
Testing 0.26 0.23 (0.04)
Urgent Care 0.73 2.85 2.12
Surgical 20.50 - (20.50)
HCBS 215.99 451.18 235.18
DME 9.79 7.55 (2.25)
Dialysis 3.85 - (3.85)
Professional Total 690.94 706.59 15.65
Grand Total 1,289.47 1,026.05 (263.42)
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Progress To Date

+ Program launched mid-May 2024, and funding was renewed in June 2025.

« To date, the fund has served 98 households for a total of over $195K in expenditures. Average request is $1,979.42.
Requests have ranged from $198 to $5,790. These numbers have been consistent since the launch of the program.

+ At the 18-month mark, Medicaid members continue to show a meaningful decline in overall PMPM costs. The strongest
improvement appears in facility outpatient spending, with additional reductions across acute care categories and modest,
anticipated increases in delivery and DME utilization that align with the needs of this population.

» For MyCare members, the 18-month results also suggest positive program impact, including lower use of costly acute care
settings such as emergency department visits and observations, alongside greater use of supportive community-based
services like HCBS and Home Health.

+ UWSM has been tracking recidivism and diversion rates (return to homelessness) on all the families every six months
over a 2.5-year time span. Of the 87 member households who exited the program 6+ months ago, 90% remained stably
housed (did not re-enter Centralized Intake/Homeless System). After one year, 86% continue to remain stable in housing.
Some households served were already homeless, of those remaining households 76% successful diversion rate (they did
not ever enter the homeless system) for these families because of receiving the Housing Stability Funds.

« CareSource’s Life Services remains a key component in successful outreach to these households during their housing
crisis. The UWSM-CareSource team has often been able to gather additional, critical information about the household to
better address the need and provide long-term stability.

Member Stories from staff at UWSM

+ We completed a Full Term- First Birthday 211 call which took us to a client who was pregnant and homeless with her
fiancé. They were either living in their car or finding money for hotels. The client’s fiancé was working full-time, but they
couldn’t afford security deposits and first month’s rent at one time. We talked with CareSource and were able to use those
funds to help the client, and fiancé move into an apartment. We also helped with baby items, and several referrals outside
of housing.

R.H. with her 2 teen daughters was referred to us by the city after having court mediation for an eviction after owing 3
months of back rent. Initially, the landlord was not willing to work with us and was demanding he receive full payment
($7000) by the next day or else he would file the writ. The client was understandably very upset. Despite having a good job
at Summa, she was behind in rent due to having her wages garnished for back taxes with her ex and her ex owing over
$130,000 in spousal + child support. When the landlord was not willing to work with us, | told her we could assist her with
the cost to move into a new place. | also provided her with other resources that meant a lot to her including mental health
resources, an allergy friendly food pantry as her daughter has food allergies and was struggling with not being able to eat
the items they were getting at food pantries, and LGBTQ+ support resources for her 19-year-old daughter. Surprisingly,
the next day her landlord contacted us and said that he was willing to work with us as he realized it was his best option to
get paid what he was owed. When | called the client to tell her the news, she was SO relieved. She told me her daughter
was just having a meltdown before | called about having to move. They had only moved into this place in February after
being evicted from their previous place and being 1 night away from having to sleep in their car. She said: “I could hug
you right now.” “You are an angel.” As of this week, CareSource is paying for her remaining Security Deposit from when
she moved in and March’s rent. This will put her 2 months behind and eligible for TANF and I've already been in contact
with Crystal to coordinate on the TANF side. | am thankful for the great collaboration we have with our MCO partners, the
city and within Housing Services!

Centralized Intake started working with a client in November 2024 who was in jeopardy of losing subsidized housing.
Leesa, the central intake Manager, collaborated with CareSource to secure assistance with rental arrears, but the current
landlord was not willing to accept 3rd party payments. The client struggled with severe mental health issues and physical
health issues including depression that ware heightened by housing uncertainty. As time went on, Leesa continued to
work with the client to find affordable housing. In March 2025, affordable housing for clients was secured with a CoC
provider in permanent supportive housing. CareSource paid the deposit and first two months’ rent and she has stabilized
in her new home and is receiving important services.
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Housing insecurity cure? Akron-area patients get help staying in homes
Lauren Cohen, Akron Beacon Journal/Signal Akron, Updated April 24, 2026, 7:46 p.m. ET

Key Points
The Housing Stability Fund is a pilot program created and funded by the health insurer CareSource.
Since May 2024, the fund has provided financial aid to 87 local households.

When Akron resident DeAngelo Guest was diagnosed with a kidney disease in June 2023, he didn’t know that getting healthy
would mean losing his apartment.

About two months after he started dialysis, he lost his job as a customer success manager for an engineering company
because of how long he needed for recovery from treatments. Four months later, he had completely exhausted his savings.

“l was so stressed out,” said Guest, who has end-stage renal disease, or permanent kidney failure. “... | could see the turmoil
coming and the downhill spiral coming.”

After dialysis treatment, he would have to sleep the rest of the day, he said. It was hard to find work to rebuild his savings. In
the meantime, he was at risk of losing the apartment in downtown Akron where he had lived for four years.

That’s where United Way of Summit & Medina’s Housing Stability Fund stepped in. Since the housing assistance program
launched in May 2024, it has provided financial assistance to 87 local households, including Guest’s.

The pilot program was created and paid for by CareSource, a national nonprofit that manages and provides health insurance
plans. The goal is to prevent CareSource members from becoming homeless due to health circumstances.

“It completely helped me find somewhere stable to live, somewhere stable to do my treatments at,” Guest said. “It alleviated
so much stress for the next couple months.”

Alleviating stress with housing help
Dr. Amy Lee, a professor of family and community medicine at Northeast Ohio Medical University, said unstable housing can
be detrimental to a person’s health.

“If you’re constantly worried, you've got a lot of anxiety about your housing, you can’t take care of your health,” said Lee, who
is also the program director for the Consortium of Eastern Ohio Master of Public Health program.

Often, people with insecure housing may go to the hospital for shelter, said Leesa Bruback, centralized intake manager for
the diversion program at United Way of Summit & Medina.

After receiving Housing Stability Fund money, CareSource members who are on Medicaid have seen a 53% decrease in their
medical costs, according to Vicki McDonald, director of media relations for CareSource.

Additionally, she said 71% of households who received aid have maintained stable housing.

The aid has taken stress off of Guest’s shoulders as he undergoes dialysis three times per week. His health has improved,
and he got a new job working at an insurance company.

CareSource gave Guest, 35, guidance on finding housing, and he found a new apartment on Akron’s west side.
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The fund paid his first month’s security deposit and about three months of rent, totaling around $2,800. Guest is now able to
maintain rent payments himself.

“l just needed that little bit of help to get someone to trust me and be able to work with me,” he said.

How the Housing Stability Fund works

Maura Klein, CareSource’s housing strategy lead for Ohio, said the idea for the fund came after the organization identified
a gap in immediate housing needs for homeless and at-risk for homelessness CareSource members. She came up with the
idea to have a flexible pot of money that could be used to address those needs.

“Folks who are falling into this situation that we’re talking about with housing instability are your neighbors,” Klein said.

“They’re working families, struggling and living paycheck to paycheck, and an unexpected expense can hit, and prevention
programs like this can stop the cycle of homelessness before it starts and are cost-effective.”

The program has distributed more than $173,000 so far. CareSource initially invested $300,000 to support the program locally.
Klein said when households contact United Way of Summit & Medina, they are assessed for needs. United Way can then

connect them to CareSource’s Life Services program, which offers life coaching and holistic support, including resources for
employment, food insecurity and housing.

Only CareSource members who are high risk and either homeless or at risk of homelessness can access the fund. Members
who are qualified for the program include people who are:

- Dealing with a medical condition that would make them more susceptible to overutilizing the medical system if they were
to become homeless.

* Pregnant.

+ Over the age of 60.

* Behind on rent because they are dealing with a medical condition.

+ In need of help to secure shelter in a place they have already located.

A client must verify they have a steady income stream and can sustain rent after receiving assistance, Bruback said. Once
they find a place to move into, Bruback ora United Way representative works with the landlord to ensure they accept third-
party funds.

“It’s supposed to be a one-time light touch,” Bruback said.

There is an upper barrier of around $3,000 per household, but the program is flexible, Klein said.

“We run into hiccups ... in our lives a lot,” she said. “If folks are already living paycheck to paycheck, and that one thing
happens, I'm so glad that this fund has been there and been so flexible for us to be able to provide that assistance to keep
families from entering the homeless system.”

How housing and health relate

The stress that a looming eviction could cause may lead to a negative impact on someone’s physical health, Bruback said.
With stable housing, much of this stress is taken away, and a family or individual can focus on taking their medicine, cooking
food and getting healthy instead of worrying about their water or lights being cut off.

Sometimes people are one emergency away from not being able to pay their rent or mortgage, Lee said. Having a program

like the Housing Stability Fund can reduce stress and respond to basic needs every human requires to live a fulfilled life.
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“Everything just compounds if you’re worried about where you’re going to be living,” she said.

Guest said that, since securing stable housing, his health has improved.

“l honestly believe | don’t get sick after treatment anymore because I'm not stressed out,” he said. “It has helped me
tremendously, also with allowing me to take my medications and take those on time daily, having somewhere to live and put

my medications.”

Program successes so far
Since the program launched, it has resulted in a 65% successful diversion rate from the homeless system, McDonald said.

Klein said she’s seen a decrease in hospital and emergency room stays. She’s also seen program participants take their
prescribed medications, see their primary care physicians and visit mental health practitioners more often.

Klein hopes to soon expand the program statewide to assist as many CareSource members as possible, hopefully starting in
Franklin and Hamilton counties.

Guest encouraged those struggling to pay rent not to be afraid to ask for and accept help.
“Do the work, do the research, figure out what’s out there and what'’s available,” he said. “Don’t give up.”

To receive assistance, CareSource members can call Member Services, and anyone else can call United Way of Summit &
Medina at 211 to begin the assessment process.

Lauren Cohen is a community reporting intern for the Akron Beacon Journal and Signal Akron. The position is funded through
a grant from the Knight Foundation, which is a financial supporter of Signal Akron.

Molina Community Engagement Analytics Suite (CEAS):
Driving Health Equity Through Data-Informed Community Interventions
Molina Healthcare of Ohio

Summary

Molina Healthcare of Ohio developed the Community Engagement Analytics Suite (CEAS) to connect HEDIS data,
SDOH, predictive analytics, and the Ohio Opportunity Index to identify and address health disparities at a local level. CEAS
revealed significant hypertension (CBP) gaps among Black men in Cuyahoga County and in Jefferson County, where rates
fall 40% below the state average, particularly in Steubenville. In response, Molina launched targeted interventions, including
a barber shop-based pilot with the American Heart Association and MetroHealth System, featuring blood pressure kiosks and
community-based education. Additional outreach events in Jefferson County focus on screening and engagement. CEAS
aligns Quality, Health Equity, Population Health, Care Management, and Outreach teams around shared data, enabling
coordinated, culturally relevant interventions. By linking community engagement directly to clinical outcomes, CEAS improves
care coordination, enhances member experience, and drives measurable improvements in population health.

Overview and Description of Initiative

Molina Healthcare of Ohio developed the Community Engagement Analytics Suite (CEAS) to transform how community-
based interventions are identified, deployed, and measured across our Medicaid population. CEAS integrates HEDIS clinical
data, social determinants of health (SDOH), predictive analytics, and the Ohio Opportunity Index to deliver a hyper-
local understanding of member needs and target interventions where they will have the greatest impact. Through CEAS,
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Molina identified critical disparities in hypertension control (CBP) across Ohio. In Cuyahoga County, Black men in our
Medicaid population experience disproportionately high rates of uncontrolled blood pressure. Using CEAS, Molina drilled
down to the zip code level to identify neighborhoods with the highest concentration of CBP gaps. These insights were
overlaid with data from the MetroHealth System to pinpoint areas in and around Cleveland with the greatest unmet need,
ensuring interventions were both population-specific and geographically precise.

Leveraging this analysis, Molina partnered with the American Heart Association and MetroHealth to launch a barber shop-
based blood pressure control pilot. At Major League Barbershop, a blood pressure kiosk and culturally tailored educational
materials will be deployed. The barber, trained as a Certified Community Health Worker (CHW), will provide real-time
education and reinforce preventive care through trusted, community-based engagement.

CEAS also identified Jefferson County as a significant outlier, with CBP performance approximately 40% below statewide
averages, particularly in Steubenville, where opportunity index indicators reflect substantial socioeconomic barriers. In
response, Molina launched targeted community outreach events focused on screening, education, and direct engagement,
bringing services into the community to address access challenges and build trust.

A key strength of CEAS is its ability to align cross-functional teams around a shared, data-driven strategy. Quality, Health
Equity, Population Health, Care Management, Member Outreach, and Provider Engagement teams all leverage CEAS
insights to guide interventions. Quality teams track HEDIS performance and gap closure, Health Equity and Population Health
teams identify disparities and prioritize high-risk populations, Care Managers use predictive insights to guide individualized
outreach, and Provider and Member Engagement teams tailor strategies to community needs.

This coordinated approach ensures insights translate into collective action, improving both efficiency and effectiveness while
addressing root causes of disparities. CEAS creates a unified framework that enables teams to understand not only where
gaps exist, but why—and how to intervene in a culturally relevant, community-centered way.

The program advances OAHP criteria by ensuring continuity and coordination of care, delivering evidence-based
interventions, producing measurable improvements in clinical outcomes, and enhancing the member experience
through trusted, accessible care models.

CEAS represents a scalable, data-driven framework for advancing health equity and improving population health outcomes.

By aligning advanced analytics with coordinated community-based action, Molina Healthcare of Ohio is redefining how health
plans engage members and deliver meaningful, measurable improvements in care.
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About OAHP
The Ohio Association of Health Plans (OAHP) represents 16 member plans providing health
insurance coverage to over 9 million Ohioans. Ohio’s health plans include commercial y
insurers, Medicaid managed care plans and Medicare Advantage Plans. OAHP also partners AVAULTCARE
with Affiliate and Supporting members to further support the mission of the association.

Anthem

As the statewide trade association for the health insurance industry, OAHP actively promotes buckege
and advocates for quality health care and access to a variety of affordable health care health plan
benefits for all consumers in Ohio.
Our Board of Directors CarefSource“
The OAHP Board of Directors is made up of representatives from member plans elected
by the Delegates. Board members serve three-year terms and the Board elects its officers o
each year. f_‘(_i Ci gna.
Chair: Board Members:
Justin Loudon, Buckeye Heath Plan  Ami Cole, Molina Healthcare of Ohio

Kathie Mancini, Humana Healthy Horizons in Ohio HUMANA.
Vice Chair: Jane Peterson, Anthem | Elevance Health Guidanca sicsmmen e=Tioes:
Bill Epling, SummacCare Alexandra Weingarth O’Bryant, AmeriHealth Caritas
Secretary: Gregory Young, Medical Mutual of Ohio Humanﬂ
Kurt Lewis, UnitedHealthcare of Ohio  Ex.Officio Members: Healthy Horizons.

Jonathan Fausey, CareSource
Treasurer: Beejadi Mukunda, MD, CareSource @
Dee Yocum, CareSource

MEDICAL MUTUAL

Our Focus
Legislative & Regulatory Issues
Through OAHP, member health plans have a significant voice in the development of state o 22 MOLINA
health care policy. OAHP members offer innovative benefits to over 9 million Ohioans “‘HEALTHCARE

through employer-sponsored coverage, the individual market, and public programs such
as Medicare and Medicaid. OAHP is an active visible leader in developing public policy

solutions to health care access, affordability and quality. Oscor

Partnerships & Opportunities
OAHP actively engages in coalition building with diverse stakeholders and advocacy o%e

groups to foster cooperation and a better understanding of the important role of providers, Q!D PH P
health plans, and consumers in Ohio’s health care system. In addition to collaborating with
stakeholders to address common areas of interest, OAHP also serves as the public voice —_—
for the industry in Ohio. Lo\t sidecar health

Educational Programs

OAHP sponsors educational programs that provide valuable, up-to-date information about
national trends, policy implementation and best practices. The most prominent educational SummacCare.
event of the year is the Annual Convention and Trade Show.

Theyz

Your OAHP Team o (HedlthPlan
Kelly O’Reilly Megan Richwine N

President and CEO Director of Government Affairs

Stacy Bewley Joe Stevens ﬂJ UnitedHealthcare
Senior Director of Association Services OAHP External Lobbyist

Ann Hollins Angela Weaver lw UnitedHealthcare
Manager of Member and Sponsor Relations Director of Regulatory Services Community Plan
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