
 

 

Oregon Health Policy Board 
AGENDA 

October 7, 2014 
OHSU Center for Health & Healing 

3303 SW Bond Ave, 3rd floor Rm. #4 
1:00 p.m. to 5:00 p.m. 

 
Live web streamed at: OHPB Live Web Streaming 

 

# Time Item Presenter 
Action 
Item 

1 1:00 
Welcome, call to order and roll 

- Action item: 
9/9/14 minutes 

Zeke Smith, Chair  
X 

2 1:05 Director’s Report Suzanne Hoffman, OHA 
 

3 1:15 

 Impacts of the Affordable Care Act on 
Health Insurance Coverage in Oregon 

 
 Oregon Qualified Health Plan Enrollment 

Survey 

Peter Graven, OHSU 
Bill Wright, Providence 
Lori Coyner, OHA 

 

4 1:45 
Update on activities related to the 2013 
OHPB Recommendations to the Governor 

Leslie Clement, OHA  

5 2:00 Public Health in Oregon Lillian Shirley, OHA  

6 3:00 Break Chair  

7 3:15 Behavioral Health System in Oregon Pam Martin, OHA  

8 4:00 Follow-up on High Cost Medications Tom Burns, OHA  

9 4:45 Public Testimony Chair  

10 5:00 Adjourn Chair  

 
Next meeting:  
November 4, 2014 
OHSU Center for Health & Healing 
3303 SW Bond Ave, 3rd floor Rm. #4 
8:30 a.m. to 12:00 p.m. 

http://www.ohsu.edu/edcomm/flash/flash_player.php?params=4%60/ohpbmtg.flv%60live&width=720&height=480&title=OHPB%20Meeting&stream_type=live


Oregon Health Policy Board 
DRAFT Minutes  
September 9, 2014 

SOU/RCC Higher Education Center Rm. 132 
101 S. Bartlett St. Medford, OR 97501 

8:30 a.m. to 12:30 p.m. 

Item 

Welcome and Call To Order 
 
Chair Zeke Smith called the Oregon Health Policy Board (OHPB) meeting to order. This was 
Zeke’s first meeting as Chair.  
 
Leslie Clement and Suzanne Hoffman were present from the Oregon Health Authority (OHA). 
 
Consent Agenda:  
The meeting minutes from August 5, 2014 were unanimously approved.  
 
Patrick Brunett was approved and seconded by Dr. Carla McKelvey as an additional member for 
the new Healthcare Workforce Committee.  

Panel: Coordinated Care Organizations 
Four coordinated care organizations (CCOs) that serve the surrounding communities presented 
to the Board. Each CCO presented for 10 minutes followed by a Question & Answer session with 
the Board. Discussion centered on PCPCHs, global budgeting, challenges for rural areas, 
enrollment data, and opioids.   
 
Lyle Jackson, MD 
Chief Medical Officer of AllCare Health Plan 
 
Bill Guest 
Former CEO of Cascade Health Alliance  
Current CEO of Willamette Valley Community Health CCO 
 
Jennifer Lind 
Regional Executive of Jackson Care Connect 
 
Jennifer Johnstun 
Director of Quality Improvement at Primary Health of Josephine County, LLC 
 
View available presentations here,  
Dr. Lyle Jackson, MD – starting on page 8 
 

Panel: Hospitals 
Two of the area hospitals presented to the Board, followed by a Question & Answer session. 
Discussion focused on innovative programs and initiatives, communication and IT challenges 
 
Patrick Hocking 
Chief Administrative and Finance Officer of Asante Hospital Group 
 
Christopher Pizzi 
Director of Finance of Providence Medford 
 
 

http://www.oregon.gov/oha/OHPB/2013MeetingMaterials/September%209,%202014%20Materials.pdf
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Panel: Patient-Centered Primary Care Homes (PCPCHs) 
Four patient-centered primary care homes presented to the Board, followed by a Question & 
Answer session. Discussion focused on integration of systems, opportunities for incentivizing 
primary care, and the need for strong partnerships across disciplines. 
 
Sarah Lamanuzzi, MD, FAAFP 
Director of Klamath Open Door FQHC 
 
Kristin Miller, MD 
Chief Medical Officer, Siskiyou Community Health FQHC  
 
Rick Williams, MD 
Mountainview Family Practice Clinic 
 
Mimi Choate, MD, MPH 
La Clinica 
 
View available presentations here, 
Dr. Sarah Lamanuzzi, MD, FAAFP – starting on page 12 
Dr. Mim Choate, MD, MPH – starting on page 11 

Panel: Behavioral Health 
The behavioral health panel included a range of experts practicing and overseeing behavioral 
health programs and facilities in the region. Discussion focused on partnership opportunities, 
opioid abuse, coordination across systems and practitioners and difficulties with behavioral 
health IT systems. 
 
Karla McCafferty 
CEO, Options for Southern Oregon 
 
Rita Sullivan, Ph. D. 
Executive Director, OnTrack 
 
Bob Lieberman 
CEO, Kairos NW 
 
Jim Shames, MD 
Medical Officer, Jackson County 
 
Mark Bradshaw, MD 
Behavioral Health Medical Director of AllCare Health Plan 
 
View available presentations here, 
Dr. Mark Bradshaw, MD – starting on page 16 
Karla McCafferty, CEO – starting on page 18 

Public Comment 

Michelle Glass 
Oregon Action 

 For the last several years, their focus has been on expanding access to quality affordable 
healthcare in Southern Oregon. They have done so by being involved with state and 
federal level conversations with the ACA and being involved with Cover Oregon.  

 There is a continued need of commitment by the state for sustained funding for those 

http://www.oregon.gov/oha/OHPB/2013MeetingMaterials/September%209,%202014%20Materials.pdf
http://www.oregon.gov/oha/OHPB/2013MeetingMaterials/September%209,%202014%20Materials.pdf
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individuals not housed in clinics that are in high need of coverage and struggle to gain the 
resources necessary to get it. Oregon Action’s role has been to help those individuals.  

 Would like the Board to consider the role of “Assistors” to help with processes and 
providing resources to those in rural areas with difficulty to access 

 
Renee Balcham  
Curry Community Public Health Board, Founder of Liberty Advocacy Group 

 Renee hopes to see the Board continue to sustain community health workers and thanked 
the Board for being present today 

 
Pat Crane 
Local judge (drug court) 

 Pat addressed a question that was asked during the meeting as to how those coming out 
of the correctional institutions are all required to do services and the A&D providers 
establish services for them.  

 There is not enough alcohol and drug treatment available 
 
Ron Cypress 
Family Advocate on the advisory committee of Welcare 

 Inclusion of families in the recovery process, family’s need to be included and this was not 
discussed very much during the meeting 

 Early intervention – help is needed early on for those suffering from drug and alcohol 
abuse. Something needs to be done; let’s stop talking and do something about it. 

Adjourn   

 
 
Next meeting:  

October 7, 2014    
1:00 p.m. to 5:00 p.m.     
OHSU Center for Health & Healing 
3303 SW Bond Ave 
Portland, OR. 97239 
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Impacts of the Affordable Care Act on 
Health Insurance Coverage in Oregon 

Presented to Oregon Health Policy Board  
October 7, 2014 

PPACA and Health Insurance Coverage: 
Legislation and Policy Levers 

• Access to Coverage 

– Carriers can no longer deny coverage due to pre-existing 
conditions 

– Most individuals required to have coverage, or will be subject to 
fine (mandate) 
 

• Coverage options 

– Medicaid eligibility expanded to most low-income adults (incomes 
less than 138% of Federal Poverty Line)  

– Subsidies for qualified direct purchasing  

 

2 
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PPACA and Health Insurance Coverage: 
Results 

• Medicaid enrollment increased 58% between December 2013 
and June 2014, from ~614,000 to ~971,000 
 

• ~ 80,000 individuals enrolled in direct purchase plans through 
Cover Oregon by April 2014 
 

• Net impact on uninsured population? 

– Uninsured rate typically derived from surveys: American 
Community Survey, Current Population Survey, Oregon 
Health Insurance Survey 

– Earliest survey data availability is late 2015 
 

• Estimate using other sources 
3 

Estimating Uninsured from Administrative Sources: 
SHADAC Methodology 

• “Early Impacts of the Affordable Care Act on Health 
Insurance Coverage in Minnesota” 
 

1. Assemble data by coverage type at two points in time (t1, t2) 
 

2. Estimate unknown sources coverage at t1 as residual from total 
population and known coverage sources (including uninsured) 
 

3. Estimate t1-t2 growth in unknown coverage 
 

4. Compare gains and losses by type of coverage to estimate 
change in uninsured population between time periods 

4 
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Oregon Department of Consumer and Business Services 
and Commercial Health Insurance 

5 

• Insurers, Oregon Public Entities, and licensed Third Party 
Administrators (TPAs) required to report all covered lives 
in Oregon 
 

• Reports made quarterly 
 

• Data is publicly available 
 

• (Self-insured plans administered by TPA or insurer 
required to report; self-insured self-administered plans 
exempt under ERISA) 

Oregon Health Insurance Types and Data Sources 

6 

• Group Insurance 

– Large & Small Group (DCBS) 

– Self-insured (DCBS & Estimated) 

– Associations/Trusts & MEWAs (DCBS) 
 

• Non-Group Insurance 

– Direct Purchase Individual Plans (DCBS) 

– Cover Oregon (DCBS) 

– Portability (DCBS) 
 

• Public Insurance 

– OHP and Other Medicaid Programs (OHA) 

– Medicare (CMS) 
 

• Uninsured (OHIS & Estimated) 
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Estimating Enrollment in Unreported  
Self-Insured Plans 

7 

• Enrollment in self-insured, self-administered plans is unknown 
 

• For 2013, estimated as the difference between total population, 
all known coverage sources and OHIS uninsured estimate 
 

• For 2014, first period enrollment increased at rate of 3% and 
then subtract 50% of increase in enrollment in reported self-
insured plans 

– Adjustment is employers switching from self-administered to 
third party administered plans (but still self-insured) 

– Based on analysis of carrier-level data, conversations with 
insurers 

Additional Adjustments 

8 

• Incomplete and delayed DCBS reporting 
 

• Multiple sources of coverage 

– Medicaid and Medicare 

– Commercial and public 

– Multiple commercial plans 

– (APAC enrollment data indicates multiple coverage rate 
among commercially insured is rare) 
 

• Actual/anticipated effects of Medicaid redetermination 
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Table 1: Shifts in Oregon Health Insurance Coverage 
June 30, 2013 – June 30, 2014 

9 

Number of people Percent of population
June 30, 2013 June 30, 2014 June 30, 2013 June 30, 2014

Type of insurance

Private
Group 1,894,438 1,847,348 48.2% 46.6%

Nongroup 180,883 217,563 4.6% 5.5%

Total, Private 2,075,321 2,064,911 52.8% 52.1%

Public insurance
OHP and Other Medicaid Programs 613,782 975,717 15.6% 24.6%

Medicare 690,962 718,940 17.6% 18.1%

Total, Public 1,304,744 1,694,657 33.2% 42.8%

Uninsured

   Uninsured 550,000 201,946 14.0% 5.1%

Total population 3,930,065 3,961,514

Table 2: Shifts in Commercial Group Coverage 

10 

Number of people Percent of population

Type of insurance

June 30

2013

June 30

2014 Difference % Change

June 30

2013

June 30

2014

Group

Small group 193,323 175,410 -17,913 -9.3% 4.9% 4.4%

Large group 651,666 634,872 -16,794 -2.6% 16.6% 16.0%

Self-insured, DCBS reporters 740,960 790,564 49,604 6.7% 18.9% 20.0%

Self-insured, imputed 162,096 128,366 -33,730 -20.8% 4.1% 3.2%

Associations & Trusts 146,393 118,135 -28,258 -19.3% 3.7% 3.0%

Total, Group 1,894,438 1,847,348 -47,090 -2.5% 48.2% 46.6%
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Table 3: Shifts in Commercial Non-Group Coverage 

11 

Number of people Percent of population

Type of insurance

June 30

2013

June 30

2014 Difference % Change

June 30

2013

June 30

2014

Nongroup

Direct purchase 167,308 140,994 -26,314 -15.7% 4.3% 3.6%

Cover Oregon 0 76,569 76,569 NA 0.0% 1.9%

Portability 13,575 0 -13,575 -100.0% 0.3% 0.0%

Total, Nongroup 180,883 217,563 36,680 20.3% 4.6% 5.5%

Table 4: Shifts in Public Insurance Coverage 

12 

Number of people Percent of population

Type of insurance
June 30

2013

June 30

2014 Difference % Change

June 30

2013

June 30

2014

Public insurance

OHP and Other Medicaid 

Programs
613,782 975,717 361,935 59.0% 15.6% 24.6%

Medicare 690,962 718,940 27,978 4.0% 17.6% 18.1%

Total, Public 1,304,744 1,694,657 389,913 29.9% 33.2% 42.8%



10/2/2014 

7 

Caveats and Limitations 

13 

• Unknown growth in unreported, self-insured plans 

– 4% of total population in 2013 
 

• Multiple coverage across commercial, commercial and public 
plans assumed to be constant 

– Analysis of APAC enrollment files suggests that multiple coverage 
rates are consistent, but data is pre-ACA 
 

• Unclear whether impact of redetermination on ACA Medicaid 
enrollment will follow historical patterns  

– Changes to process 

– Changes to caseload composition 

– Expansion population different than typical Medicaid population 

Acknowledgements 

14 

• SHADAC, analysts with DCBS, OHA and Cambia Health Solutions 
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QHP ENROLLMENT STUDY 
RESULTS FROM A SURVEY OF COVER OREGON ENROLLEES 

TODAY’S PRESENTATION 
 

Key Findings from a recent survey of 
Cover Oregon enrollees from the 2013-
2014 open enrollment period. 

 
 

Bill J. Wright 

Center for Outcomes Research & Education (CORE) 

Providence Health & Services 

Bill.Wright@Providence.Org 
 

 

 

 

 

OBJECTIVE #1: UNDERSTAND ENROLLMENT  

Who enrolled in Cover Oregon, why did they enroll, and how did they chose 
which plan to enroll in?    
 
 

OBJECTIVE #2  

OBJECTIVE #2: ASSESS CONNECTIONS TO CARE 

How connected to care were people before and after enrolling in coverage?  
How much trouble were they having accessing care before they enrolled?  
 
 
OBJECTIVE #3: PROFILE THE HEALTH OF ENROLLES  

What are the likely health and health care needs of new enrollees?   How do 
they compare to other insured or uninsured populations? 
 
 

KEY STUDY OBJECTIVES 

mailto:Bill.Wright@Providence.Org
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STUDY METHODS 

Note: A 21% response rate is low enough that these results should be interpreted with 
some caution.  Responders may not be completely representative of the entire 
enrollee population.   

Representative random Sample 
of Cover Oregon subscribers, 
taken just after open enrollment 
ended.

9,945
WHAT WE WANTED TO KNOW

1. Coverage status before enrolling
2. Why they left their old plan, if applicable
3. How they head about Cover Oregon
4. How they picked their new plan
5. Access to and use of care before signing up
6. Whether signing up improved care connections
7. Health challenges faced by new enrollees
8. Demographic information about the enrollees

HOW WE ANALYZED THE DATA

1. Overall snapshot of all enrollees
2. By geographic area of the state
3. By insurance status prior to signing up 
4. By respondent demographics, including race & 
    ethnicity, income, age, gender, & education.

2,114
Responded to the survey, a 21% 
response rate. 

MAIL SURVEY

KEY FINDING: MOST NEW ENROLLEES WERE UNINSURED BEFORE SIGNING UP 

UNDERSTANDING ENROLLMENT 

UNINSURED

SELF-PAY PLAN

EMPLOYER COVERAGE

OHP/MEDICAID

OTHER COVERAGE

53%

24%

13%

1%

9%

38% were uninsured for 12 months 
prior to coming to Cover Oregon

15% had at least some coverage in the 
prior 12 months

What Kind of Coverage Did 
QHP Enrollees Have Before?

Computed using responses from Q1-Q3 
on the enrollment survey (n = 2096).

CENTRAL OREGON

EASTERN OREGON

METRO PORTLAND

NORTH COAST

SOUTH COAST

52%

61%

49%

51%

54%

What Percent Were Uninsured 
at the Time of Enrollment?

Computed using responses from Q1-Q3 
of survey. Statewide average= 53%. 
(n=2066).

WILLAMETTE VALLEY53%

PROPORTIONAL “COVERAGE GAINS” 
WERE LARGEST IN THE RURAL AREAS:    
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KEY FINDING: COST WAS THE MOST IMPORTANT FACTOR IN CHOOSING 

The most common other responses were: 
Lower deductible or Total cost/out of pocket 
expenses.   

Quality ratings of the plans

Whether my doctor was in the plan

Something else

Whether certain types of care were covered

Premium amount 

WHICH OF THE FOLLOWING WAS MOST IMPORTANT TO YOU 
WHEN YOU CHOSE A HEALTH PLAN THROUGH COVER OREGON?

59%

7%

6%

9%

9%

Copayments

10%

All Enrollees
(n=1926)

54%

6%

8%

12%

10%

10%

 Insured at Baseline
(n=991)

WHY DID PEOPLE SWITCH? 

Affordability was a key 
reason people used Cover 
Oregon to switch plans. 
 
88% of those who already 
had some other coverage 
were paying a monthly 
premium for it.   
 
Of those, 77% said the 
premium in their old plan 
was sometimes or often 
difficult to afford.   

As a group, cost and out-of-pocket financial risk 
were the most important drivers of plan choice. 

UNDERSTANDING ENROLLMENT 

KEY FINDING: COVER OREGON’S VARIED OUTREACH EFFORTS WORKED WELL 

UNDERSTANDING ENROLLMENT 

The most common other responses:
Internet/Web/Online; Newspaper; 
Insurance Company/Agent.

TV Advertisement38%

TV or Radio News38%

Friends & Family33%

Radio Ad17%

Sign or Billboard14%

Community Organization8%

Employer7%

Other23%

HOW DID YOU HEAR 
ABOUT COVER OREGON?
MARK ALL THAT APPLY.

From survey Q8 (n=2114 respondents).

ANY KEY DIFFERENCES? 

Community partners, employers, and 
word of mouth were selected 
significantly more often by minority 
and low-income respondents.  
 
TV ads and TV news were selected 
less often by these same groups.  
 
Continuing to work through outreach 
channels other than mass media 
saturation will be important to 
reaching these communities.  
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KEY FINDING: COST WAS A MAJOR BARRIER TO CARE BEFORE ENROLLING 

CONNECTIONS TO CARE 

NO HIGH SCHOOL EDUC

LOW INCOME (138% FPL)

64%

78%

63%

Needed Care
(n=2054)

45%

48%

Of Those, Percent 
Who Went Without It

(n=1446)

NEED FOR & ABILITY TO GET MEDICAL CARE IN THE SIX MONTHS PRIOR TO ENROLLING

HISPANIC OR LATINO/A

ALL RESPONDENTS72% 37% Cost too much

No insurance

Didn’t have a doctor

Insurance wouldn’t cover it

I was denied coverage/care

76%

51%

13%

8%

8%

WHY DID YOU GO WITHOUT?

MARK ALL THAT APPLY. TOP FIVE SHOWN.

Computed using responses from Q16-Q18 on the enrollment survey.  See detailed data tables in the Appendix for 
more results on these questions.

48%

UNINSURED @ BASELINE68% 57%

Prior to enrolling, cost/affordability was a major barrier to getting health care,   
especially among low-income, minority, and previously uninsured enrollees.   

KEY FINDING: ENROLLING ENHANCED CONNECTIONS TO CARE 

CONNECTIONS TO CARE 

HISPANIC OR LATINO/A

LOW INCOME (138%FPL)

UNINSURED @ BASELINE

66%

69%

65%

59%

 73%*

77%*

 78%*

75%*

After Enrolling
N=2048

Computed using responses from Q11-Q13 on the enrollment survey.  See detailed data tables in the Appendix for 

more results on these questions.  *Percent increase is statistically significant (p<.05).

NO HIGH SCHOOL EDUC

Private Doctor’s Office

Public/Community Clinic

Hospital-Based Clinic

Urgent Care Clinic

Something Else/Don’t know

73%

8%

9%

2%

8%

WHERE DO YOU GO?

STATEWIDE73%  81%*

Before Enrolling
N=2055

After enrolling, people were more likely to say they now had a “usual place to 
go” to receive health care.  These connections were mostly to clinics and 
outpatient settings, not the ER, and improvements were particularly 
significant among traditionally vulnerable or underserved populations. 
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KEY FINDING: ENROLLEES WERE FAIRLY HEALTHY OVERALL 

HEALTH PROFILES 

New QHP enrollees were generally 
healthier than those on Medicaid or 
uninsured, according to similar surveys 
of Oregonians conducted recently in 
those populations.   

DIABETES

ASTHMA

HYPERTENSION

HIGH CHOLESTEROL

7%

7%

20%

18%

Percent Who Have Been Told by a 
Doctor They Currently Have….

DEPRESSION

ANXIETY DISORDER

13%

12%

PTSD3%

1 OR MORE PHYSICAL

1 OR MORE MENTAL 

32%

16%

1 OR MORE OF EACH 10%

Computed using responses from Q29-30 on the enrollment 
survey.  Total n=2114 respondents.  Comparison results are 
from the Oregon Health Study’s 2011 survey of a panel of 
17,677 low-income Oregonians on Medicaid or uninsured. 

10%

17%

28%

20%

42%

36%

n/a

53%

42%

28%

QHP Enrollees
Comparison Group 

(see note) QHP Enrollees Comparison Group 

OVERALL HEALTH DESCRIBED AS GOOD, 

VERY GOOD, OR EXCELLENT

ALL RESPONDENTS85% 55%

SELF-REPORTED SMOKING RATE

QHP Enrolles 

ALL RESPONDENTS9% 40%

Comparison Group 

DIABETES

ASTHMA

HYPERTENSION

HIGH CHOLESTEROL

7%

7%

20%

18%

Percent Who 
Have It

DEPRESSION

ANXIETY DISORDER

13%

12%

6%

5%

18%

14%

11%

10%

Percent Taking 
Meds for It 

Computed using responses from Q29-30 on the 
enrollment survey.  Total n=2114 respondents.  

CONTROL OF CHRONIC CONDITIONS 
AMONG RECENT QHP ENROLLEES

KEY FINDING: THOSE WITH CHRONIC CONDITIONS ARE MOSTLY TAKING MEDS FOR THEM 

HEALTH PROFILES 

New QHP enrollees who do 
have chronic conditions are 
mostly already well 
connected to appropriate 
medications, so likely aren’t 
coming in with conditions 
that are out of control.  
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OBJECTIVE #1: UNDERSTAND ENROLLMENT  

Most enrollees were uninsured before signing up.  Those who already had 
coverage most came to Cover Oregon looking for more affordable choices. 
Price and out-of-pocket risks were the biggest drivers of plan choice.  
 
 

OBJECTIVE #2  

OBJECTIVE #2: ASSESS CONNECTIONS TO CARE 

Unmet health care need due to costs were a problem prior to enrolling, 
especially for minority and low income populations.  Signing up helped 
improve connections to a usual place for care.   
 
 OBJECTIVE #3: PROFILE THE HEALTH OF ENROLLES  

Overall, new QHP enrollees looked healthier than populations who 
participated in recent studies of Medicaid or uninsured people in Oregon.   
 
 

SUMMARY OF KEY FINDINGS 
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Public Health in Oregon: Present and 

Looking to the Future 

October 7, 2014 

Oregon Health Policy Board 

 

Lillian Shirley, Public Health Director 

Oregon Public Health Division 

2 

What is Public Health? 

Public health refers to all organized measures to 

prevent disease, promote health, and prolong life 

among the population as a whole.  

 

Its activities aim to provide conditions in which people 

can be healthy and focus on entire populations, not 

on individual patients or diseases.  

 

-World Health Organization, 2014 
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Oregon Public Health Division 

3 

Population Health Definitions 

• Public health view 

– Defined by time, place, person 

– Indicators at community level 

 

• Health care delivery (clinical view) 

– Panel of patients: eligible, enrolled 

– Patients with specific conditions or utilization 

 

Oregon Public Health Division 

4 

What Does the Public Health 

System  Do? 
Three main public health functions are: 

• The assessment and monitoring of the health of 

communities to identify health problems and 

priorities. 

• The formulation of public policies designed to solve 

identified local and national health problems. 

• To assure that all populations have access to 

appropriate and cost-effective care, including health 

promotion and disease prevention services. 

 

-World Health Organization, 2014 
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Oregon Public Health Division 
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Population Health Data 

• Public health monitors diseases and health 

behaviors of the entire population. 

– Vital records: Birth and Death Data 

– Reportable diseases 

– Population-based surveys 

– Clinical service delivery data 

 

 

Oregon Public Health Division 

6 

Support to Policy Makers 

• Public health has an important role in protecting the 

health of everyone in Oregon. 

– Food and water safety 

– Health care facility licensing 

– Smokefree laws  

– Water fluoridation 

– Health Impact Assessments 
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Oregon Public Health Division 

7 

Promote Healthy People 

Across Sectors 

• Public health works to ensure all individuals can 

achieve optimal health. 

– Active and safe transportation; parks 

– Access to healthy foods 

– Healthy Environment –natural and built 

– Promotion of clinical preventive services and 

screenings (colorectal cancer; contraceptive 

services, immunizations, etc.) 

Oregon Public Health Division 

8 

Public Health in Oregon 

• Decentralized public health structure 

• State public health  

– OHA Public Health Division 

• Local public health 

– 34 local public health authorities (one three-county 

health district) 

– Local public health authorities may delegate public 

health authority to another entity (nonprofit 

organization, etc.) 
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Oregon Public Health Division 

9 

State Public Health Division 

Authority 
 
 

 

• Direct supervision and authority over public 
health in Oregon (ORS 431.110) 

• Ultimately responsible for enforcing public 
health laws (ORS 431.120, 431.150, 431.155, 
431.170, 432.262) 

• Enhanced authority during a public health 
emergency  (ORS 431.264, 433.443) 

• Distributes funds to local public health 
authorities (ORS 431.380) 

 

 
 

 

 
 

Oregon Public Health Division 
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Local Public Health Authority 
• Responsible for: 

 
– On-the-ground provision of public health services.   
– Minimum activities required in law (ORS 431.416): 
 

• Control of disease 
• Parent and child health services 
• Environmental health services 
• Health information and referral services 
• Collecting and reporting health statistics 

 
– Administering and enforcing state and local public health laws 

 
– Other activities specified in state/LPHA financial services 

contract  
 
ORS 431.150, 431.157, 431.262, 431.416, 446.425, 448.100, 
624.510 
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Public Health in Oregon: 

Funding 
OHA Public Health 

Division  

• Federal grants 

• Private grants 

• Fees 

• Tobacco tax 

• State General fund 

Local Public Health 

Authorities 

• Medicaid reimbursement 

• County general funds 

• Pass-through federal 

grants 

• Fees and donations 

 

Oregon Public Health Division 
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Public Health Regulatory and 

Enforcement Authority 

• State and local public health have authority to: 

      - Isolate and Quarantine 

– Investigate possible violations of law 

– Issue subpoenas, orders, civil penalties 

– Seek court orders to enforce public health law 

– Require removal or abatement of toxic substances 

– Refer matters for possible criminal prosecution 
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Oregon Public Health Division 
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OHA Public Health Division: 

Vision, Mission and Values 

• Vision: lifelong health for all people in Oregon. 

 

• Mission: Promoting health and preventing the 

leading causes of death, disease and injury in 

Oregon. 

 

• Core values: service excellence, leadership, 

integrity, health equity, partnership 

 

Oregon Public Health Division 
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Regulatory and Enforcement 

Authority 
• Drinking Water Services 

• Environmental Public Health 

• Food, Pool and Lodging Health and Safety 

• Healthcare Regulation and Quality Improvement 

• Medical Marijuana 

• Radiation Protection Services 
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Oregon Public Health Division 
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Assess, Control , Contain 

• Acute and Communicable Disease 

• Isolation and Quarantine 

• Emergency Response 

• Center for Health Statistics 

• HIV, STD and TB 

• Health Security, Preparedness and Response 

• Immunization 

• State Public Health Laboratory 

• Registries (i.e. Cancer, Hospital Acquired Infections) 

Oregon Public Health Division 
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Promote Healthy People 

• Chronic Disease Prevention 

• Health Promotion  

• Injury and Violence Prevention 

• Promote Healthy Families (Maternal and Child Health) 

• Women, Infants and Children Nutrition  

• Adolescent Health (School Based Health Center, etc.) 

• Genetics and Reproductive Health 
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State Public Health Budget by 

Fund Type 
Total budget $523,079,350 

General Fund,  
$40 M, 7.7% 

Tobacco Tax,  
$16 M, 3.0% 

Fees, 
 $47 M, 9.0% 

Private Grants 
or Awards,   

$65 M, 12.5% 

Federal 
Funds,   

$354.7 M, 
67.8% 

2010 2012 2014 

Oregon’s Transformation : Moving toward               
community-based accountability 
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Public Health in a 

Transforming Health System 

• 95% of Oregonians now insured  

• Nationally, state and local public health has been 

overburdened and has struggled to be financially 

secure over time 

• Need for the public health system to focus on 

policies, systems and environmental changes to be 

the foundation for a successful health system 

Oregon Public Health Division 
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Intersection of Public Health 

and CCO’s 

• Community Health Assessments and 

Improvement Plans 

• Core CCO Performance Measures 

Population Focused  

• State Innovation Model Funds 
– MCH 

– Opioid Overdose 

– Tobacco 

– Pre-conception Health 
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Largest 

Impact 

Smallest 

Impact 
Examples 

Advice to eat healthy, 

be physically active 

Rx for high blood 

pressure, high 

cholesterol, diabetes 

Poverty, education, 
housing, inequality 

Immunizations, brief 

intervention, smoking 

cessation, colonoscopy 

Fluoridation, 0g trans 

fat, iodization, smoke-

free, cigarette tax  

Socioeconomic Factors 

Changing the Context 

to make individuals’ default  

decisions healthy 

Long-lasting Protective 

Interventions 

Clinical 

Interventions 

Counseling  

& Education 

Factors that Affect Health 

Oregon Public Health Division 
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Task Force on the Future of 

Public Health Services:  

HB 2348 (2013) 

• Introduced in 2013; would have created eight public 

health regions 

• Amended to become a task force studying the future 

of public health services in Oregon and to make 

recommendations for legislation. 

• Report sent to the Legislature Oct 1, 2014   
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• Assessment & epidemiology 

• Emergency preparedness & response 

• Communications 

• Policy & planning 

• Leadership & organizational competencies 

• Health equity & cultural responsiveness 

• Community partnership development 
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Foundational 

Capabilities 

Foundational 

Programs 

Additional 

Programs 

Conceptual Framework  for Governmental Public 

Health Services 

= Present @ every Health Dept.  

Oregon Public Health Division 
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Recommendations  

 

• The Foundational Capabilities and Programs be 

adopted in order for Oregon’s public health system to function 

efficiently and effectively, pending further refinement to allow for 

successful implementation 

• Adequate resources  for the governmental public 

health system be identified and allocated for proper 

operationalization of the Foundational Capabilities and Programs 

• Statewide implementation of the Foundational 

Capabilities and Programs occur in waves over a timeline to be 

determined after additional details of the current gaps in 

Foundational Capabilities and Programs are assessed 

• Local public health will have the flexibility to 

operationalize the Foundational Capabilities and Programs 

through a single county structure; a single county with shared 

services; or a multi-county jurisdiction 

• Improvements and changes in the governmental 

public health system be structured around state and local 

metrics, and that these metrics are established and evaluated by 

an enhanced Public Health Advisory Board, which will report to 

the Oregon Health Policy Board 

 

• The Foundational Capabilities and Programs should be 

adopted in order for Oregon’s public health system to 

function efficiently and effectively 

 

• Significant and sustained state funding  be identified and 

allocated for proper operationalization of the Foundational 

Capabilities and Programs 

 

• Statewide implementation of the Foundational Capabilities 

and Programs will occur in waves over a timeline to be 

determined 
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Recommendations  
(con’t) 

 

• The Foundational Capabilities and Programs be 

adopted in order for Oregon’s public health system to function 

efficiently and effectively, pending further refinement to allow for 

successful implementation 

• Adequate resources  for the governmental public 

health system be identified and allocated for proper 

operationalization of the Foundational Capabilities and Programs 

• Statewide implementation of the Foundational 

Capabilities and Programs occur in waves over a timeline to be 

determined after additional details of the current gaps in 

Foundational Capabilities and Programs are assessed 

• Local public health will have the flexibility to 

operationalize the Foundational Capabilities and Programs 

through a single county structure; a single county with shared 

services; or a multi-county jurisdiction 

• Improvements and changes in the governmental 

public health system be structured around state and local 

metrics, and that these metrics are established and evaluated by 

an enhanced Public Health Advisory Board, which will report to 

the Oregon Health Policy Board 

• Local public health will have the flexibility to operationalize 

the Foundational Capabilities and Programs through a 

single county structure; a single county with shared 

services; or a multi-county jurisdiction 

 

• Improvements and changes in the governmental public 

health system be structured around state and local metrics 

established and evaluated by the Public Health Advisory 

Board, which will report to the Oregon Health Policy Board 
 

Oregon Public Health Division 
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What This Means for Health 

System Transformation 

• Greater alignment between governmental public 

health and health system transformation 

• Greater consistency in available public health 

services across jurisdictions 

• Local flexibility in determining additional public health 

services 

• Improved sustainability for governmental public 

health services over time 
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Recommendation for Governance 

 

Oregon Public Health Division 
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Public Health and OHPB 
future direction 

• Role in Implementing the Modernization 

of Public Health In Oregon 

• Integration with the OHPB and Early 

Learning Council Recommendations 

• Leveraging the Public Health System 

assets to achieve Oregon’s Healthiest 

State goals 
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Discussion and Questions 

 

 



 
 

Public Health Division Strategic Plan 
2015-2019 

 
 

VISION: 
Lifelong health for all people in Oregon 

 
MISSION: 

Promoting health and preventing the leading causes of death, disease and injury in Oregon 
 

VALUES: 
Service Excellence, Leadership, Integrity, Partnership, Innovation, Health Equity 

Goal:  Improve quality of life and increase years  
of healthy life 

 
Objectives: 

• Prevent and reduce tobacco use 
• Improve nutrition, increase physical activity and reduce obesity 
• Reduce violence and suicide rates through prevention efforts 
• Prevent and reduce rates of communicable diseases 
• Support Addictions and Mental Health Division with public health 

tools to prevent and reduce alcohol and substance abuse 
• Promote healthy aging 

 

Goal:  Promote and protect safe, healthy and resilient 
environments 

 
Objectives:  

• Increase community preparedness and resilience 
• Prevent and reduce exposure to harmful environmental 

hazards and contaminants 
• Provide public health leadership on human health concerns 

related to the natural and built environment 

Goal:  Strengthen public health capacity to improve health outcomes 
 

Objectives: 
• Promote health equity in all programs and policies 
• Link public health and health care system to collaboratively achieve improved health outcomes 
• Develop and maintain strategic public and private partnerships that improve community health 
• Develop and maintain an organizational culture of continuous quality improvement 
• Invest in and maintain up-to-date systems and expertise for public health assessment, monitoring, and evaluation 
• Promote and develop a competent, skilled, and satisfied workforce 



 
    

September 2014

HB 2348 (2013): Task Force Report
Future of Public Health Services

Modernizing Oregon’s 
Public Health System
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Task Force on the Future of Public Health Services 

The Task Force on the Future of Public Health Services was created by House Bill 2348 in the 
2013 Legislature to study the regionalization and consolidation of public health services, the 
future of public health services in Oregon, and to make recommendations for legislation. 

Task Force membership 

As required by HB 2348, the Task Force is made up of 15 members appointed by the 
Legislature, Governor, director of the Oregon Health Authority (OHA) and director of the 
Department of Human Services (DHS).  
 
Task Force members are: 

Governor appointees 
Tammy Baney – Commissioner, Deschutes County, Task Force Chair 
Liz Baxter – Director, Oregon Public Health Institute, Task Force Vice-Chair 
Carrie Brogoitti – Public Health Administrator, Union County 
Carlos Crespo –Professor of Community Health and Director, School of Community Health,  
  Portland State University 
Charlie Fautin – Public Health Administrator, Benton County 
Nichole Maher – President, Northwest Health Foundation 
John Sattenspiel – Chief Medical Officer, Trillium Community Health Plan 
  
At-large members appointed by OHA and DHS directors 
Jennifer Mead – Healthy Aging Coordinator, Department of Human Services 
Gary Oxman – former Multnomah County Public Health Officer 
Alejandro Queral – Director of Systems Planning and Performance, United Way of the  
  Columbia-Willamette 
Eva Rippeteau – Political Coordinator, Oregon AFSCME Council 75 
  
Legislators 
Rep. Jason Conger (R-Bend) 
Rep. Mitch Greenlick (D-Portland) 
Sen. Bill Hansell (R-Pendleton) 
Sen. Laurie Monnes Anderson (D-Gresham) 
 
Executive sponsor  
Lillian Shirley - Public Health Director, Oregon Health Authority, Public Health Division 

Committee staff 
Cara Biddlecom, Renee Hackenmiller-Paradis, Stephanie Jarem, Catherine Moyer, Jeffrey 
Scroggin, Michael Tynan – Oregon Health Authority Staff  
Diana Bianco – Artemis Consulting 
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Executive summary 
Oregon is a leader in its innovative approach to health system transformation, which aims to 
provide better health and better care at a lower cost. This transformed health system requires a 
strong governmental public health system designed to support individuals outside of the clinical 
setting where they live, learn, work and play. 
 
There is growing recognition that the community environment is as important to health 
outcomes as medical intervention. Addressing the social determinants of health — improving 
educational opportunities, stable housing, improving access to healthy foods and creating 
walkable communities — are interventions that improve the public’s health.  While it is clear 
that addressing the social determinants of health is not the sole responsibility of governmental 
public health, it is critical that public health departments embrace new tools and train or retrain 
a workforce with appropriate skills in order to achieve measurable goals that improve 
population health.  
 
An effective public health system requires a focus on new health challenges, which include 
emerging and traditional infectious diseases and an increase in chronic diseases. Responding to 
this shift in disease trends requires a different approach in both the clinical and community 
settings. Influencing the quality and length of life requires a greater focus on the systems, 
policies and program changes that will reduce the prevalence of chronic diseases. There is also 
a need for governmental public health to be prepared to react and respond to known and 
unknown public health threats. This includes working to prevent, detect and respond to 
traditional and emerging infectious diseases and to increase the ability of state and local public 
health agencies to respond appropriately to disease outbreaks, natural and man-made 
disasters, and other public health incidents.  
 
Oregon’s current governmental public health system is primarily funded through county 
general funds and through categorical federal grants, which are often limited in flexibility and 
not always responsive to local need in Oregon. Because these federal funds are specific in 
project scope, these investments do not allow governmental public health to focus strategically 
on the types of public health programs that can help everyone in Oregon achieve optimal 
health. Any serious consideration of modernizing the public health system in Oregon must 
include a dedication of robust and sustained state funding to a core package of public health 
programs and capabilities. However, the current state investment into the public health system 
consistently ranks below the national median for per capita funding with Oregon currently 
ranked 46th in the country for per capita funding ($13.37 compared to a median of $27.40).  
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For these reasons, Oregon needs a modern public health system that can effectively and 
efficiently these protections for everyone in Oregon. 
 
The Task Force on Future of Public Health Services (Task Force) was created by House Bill 2348 
(2013) with the directive of providing recommendations for the future of public health. As 
indicated in HB 2348, the Task Force focused on recommendations that:  

• Create a public health system for the future. 
• Explore the creation of regional structures to provide public health services that are 

consistent with the distribution of population and established patterns of delivery of 
health care services. 

• Enhance efficiency and effectiveness in the provision of public health services. 
• Allow for appropriate partnerships with regional health care services providers and 

community organizations. 
• Consider cultural and historical appropriateness. 
• Are supported by best practices. 

 
The Task Force developed recommendations that will modernize Oregon’s governmental public 
health system. These changes focus on the need to achieve sustainable and measureable 
improvements in population health; continue to protect individuals from injury and disease; 
and be fully prepared for the governmental public health system in Oregon to respond to public 
health threats that may occur. The Task Force identified a framework set of Foundational 
Capabilities and Programs that are needed throughout the state and local public health system. 
These include a set of core staff capabilities and programmatic activities that should be 
delivered throughout Oregon at both the state and local level. The Task Force believes that 
implementation and full operationalizing of the Foundational Capabilities and Programs will 
achieve this modern public health system.  
 
The Task Force concludes that to begin to modernize the governmental public health system, 
legislation is necessary to establish the foundational capabilities as the minimum requirements 
for governmental public health in Oregon and charge the Oregon Public Health Division, in 
coordination with key partners, with developing a timeline, detailed implementation plan  
and budget for implementation of the Foundational Capabilities and Programs throughout  
the state. 
 
Specifically the Task Force recommends: 

• The Foundational Capabilities and Programs be adopted in order for Oregon’s public 
health system to function efficiently and effectively, pending further refinement to 
allow for successful implementation. 
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• Significant and sustained state funding for the governmental public health system be 
identified and allocated for proper operationalization of the Foundational Capabilities 
and Programs. 

• Statewide implementation of the Foundational Capabilities and Programs occur in 
waves over a timeline to be determined after additional details of the current gaps in 
Foundational Capabilities and Programs are assessed. 

• Local public health will have the flexibility to operationalize the Foundational 
Capabilities and Programs through a single county structure; a single county with shared 
services; or a multi-county jurisdiction. 

• Improvements and changes in the governmental public health system be structured 
around state and local metrics, and that these metrics are established and evaluated by 
an enhanced Public Health Advisory Board, which will report to the Oregon Health  
Policy Board. 
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Background 

The Oregon Health Authority (OHA), under the authority of HB 2348 (2013), established the Task 
Force on the Future of Public Health Services (Task Force) to study the regionalization and 
consolidation of public health services and the future of public health services in Oregon and to 
endorse recommendations in a report to the Legislative Assembly no later than October 1, 2014. 

The Task Force was charged with providing recommendations for the future of public health. As 
instructed in HB 2348, the Task Force focused on recommendations that:  

• Create a public health system for the future.
• Explore the creation of regional structures to provide public health services that are

consistent with the distribution of population and established patterns of delivery of
health care services.

• Enhance efficiency and effectiveness in the provision of public health services.
• Allow for appropriate partnerships with regional health care services providers and

community organizations.
• Consider cultural and historical appropriateness.
• Are supported by best practices.

The recommendations are aimed at achieving sustainable and measureable improvements in 
population health delivered through governmental public health across Oregon. Collaboration 
and possible integration with Oregon’s health care transformation should be considered, and 
recommendations should promote the goals of Oregon’s triple aim: better health, better care 
and lower costs.  

Transformation landscape in Oregon 

The health delivery system in Oregon is transforming the way services are delivered through 
the Oregon Health Plan for better health, better care and lower costs. Instead of responding to 
trends over the last several years with one of the conventional approaches to reducing health 
care spending—reducing provider payments, the number of people covered, or covered 
benefits—Oregon has chosen a fourth pathway: improve the delivery system for better 
efficiency, value and health outcomes. Oregon has developed the Coordinated Care Model for 
this transformation; it is built on the triple aim (better health, better care, lower costs), and 
implemented in Medicaid through coordinated care organizations (CCOs). The model can be 
broken down into six basic concepts:  

1. Do what works. Use best practices.
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2. Have shared responsibility for health among providers, patients and health plans.
3. Measure performance.
4. Pay for outcomes and health.
5. Provide information so that patients and providers know price and quality.
6. Maintain costs at a sustainable level.

The Coordinated Care Model was the logical next step for Oregon‘s health reform efforts that 
began in 1989 with the creation of the Oregon Health Plan (OHP). The Coordinated Care Model 
design grew out of recognition that the services people need are not integrated, leading to 
poorer health and higher costs. Mental health, substance use and oral health were fragmented 
and insufficiently tailored to meet the diverse needs of Oregon‘s population. There is a sense of 
urgency in the state to rein in these costs or they will continue to overwhelm state, business 
and personal budgets. 

The future of governmental public health in Oregon will share many of the Coordinated Care 
Model concepts and attributes and will align with Oregon’s larger health system 
transformation. In addition to supporting health system transformation, governmental public 
health must maintain its separate and unique role in public health protection which falls 
outside the health care delivery system. As Oregonians gain increased access to care as a result 
of Oregon’s reforms and the Affordable Care Act, the governmental public health system must 
also adapt to improve outcomes and remove redundancy through enhanced flexibility, 
coordination and integration. For this reason, the foundational elements of governmentally 
assured public health require coordination and alignment with existing health system 
transformation initiatives. 

Public health in Oregon 

History and current structure 
The Oregon public health system comprises federal, state and local agencies, private 
organizations and other diverse partners working together to protect and promote the health 
of everyone in Oregon. Oregon’s Public Health Division (OPHD) is housed within the Oregon 
Health Authority (OHA), which is the organizational home for the state government’s health 
care programs, including Medical Assistance Programs (i.e., OHP), the Public Employees’ and 
Oregon Educators Benefit Boards, and Addictions and Mental Health Programs.  
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The public health system is responsible for three main functions:  
1) Assessment of the public’s health in Oregon through data collection and investigations  

of disease;  
2) Development of policies and programs that support improved health outcomes; and  
3) To assure those policies and programs are achieving the intended purpose. 
 
Oregon has a decentralized public health system meaning that fiscal, administrative, ownership 
and authority of public health lies with local public health departments rather than the state. 
There are 34 public health departments in Oregon — 33 county-jurisdiction departments and 
one public health district (covering Wasco, Sherman, Gilliam counties).  
 
Oregon laws relating to the administration of public health programs span a time frame of over 
100 years, and many of the laws were written at a time before the emergence of the current 
and modern government system in the state. Currently, the laws reflect the form of governance 
that existed at the time they were enacted by the Oregon Legislature. Few reflect the form of 
governance that exists today. These laws represent public health services that past Oregon 
Legislatures decided were essential. However, the fact that these laws were enacted over such 
a lengthy period has contributed to inconsistent provision of those services.         
 
In the current system, some key public health activities and programs are administered by the 
state component of the system, the OPHD. Others are delivered in collaboration with the 34 
local health departments, which have statutory authority to protect the public’s health in their 
counties (see ORS 431.405, 431.410 and 431.416).  
 
Each of the 34 public health departments are required to assure that the five mandated 
services in statute are provided or available in the community. The OPHD and the Conference 
of Local Health Officials (CLHO) negotiated a list of 10 programs that would meet the statutory 
definition and each public health department must assure are delivered in their county1. Many 
health departments provide more than the mandated services, while some health departments 
face difficulty in assuring essential services.  
 
  

1Five mandated services: 1) Epidemiology and control of preventable diseases and disorders; 2). Parent and child health 
services, including family planning clinics as described in ORS 435.205; 3) Collection and reporting of health statistics; 4) Health 
information and referral services; and 5) Environmental health services 
Ten Programs to Achieve Mandated Services: 1) Communicable disease investigation and control; 2) Tuberculosis case 
management; 3) Immunizations; 4) Tobacco prevention; 5) Emergency preparedness; 6) Maternal and child health services; 7) 
Family planning; 8) Women, infants and children services; 9) Vital records; and 10) Environmental health services  
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Funding 
Each local public health department has a two-year funding contract with the OHA (Financial 
Assistance Agreement) that includes program elements for funding dispersed by the OPHD. The 
vast majority of these dollars provided to counties by the OPHD are federal dollars in the form 
of grants and cooperative agreements from federal agencies.  
 
In addition to Financial Assistance Agreement (FAA funds), counties invest general fund 
resources into programs when there is not enough funding to meet the community need and to 
provide other prevention interventions when there is no state or other funding to support 
these activities. Additionally, some public health programs are supported by fees. However, the 
state investment to local public health departments consistently ranks below the national 
median for per capita funding with Oregon currently ranked 46th in the country with a funding 
level of $13.37 compared to a median of $27.40 (see Appendix D for a full list of state per capita 
contributions to governmental public health).  
 
The future of public health 
This is an unprecedented period of change and opportunity for governmental public health 
nationally and in Oregon. Oregon’s health system is undergoing significant transformation, 
driven by the need to create more integrated, efficient and effective approaches to prevention 
and primary care. In light of health system transformation, an assessment of the role of 
governmental public health is needed. The future and ongoing role of governmental public 
health should be determined in relationship to the larger health system of which both clinical 
health care and public health must be integral parts, along with nonprofit and for-profit 
organizations in the community.  
 
The major health challenge facing Americans in the 21st century is the increase in chronic 
disease. Responding to this shift requires a different approach in both the clinical and 
community settings. Influencing the quality and length of life will require a greater focus on the 
systems, policies and program changes that will reduce the prevalence of chronic diseases. 
However, there is also a need for public health to be prepared to react and respond to known 
and unknown public health threats. This includes working to prevent, detect and respond to 
traditional and emerging infectious diseases and to increase the ability of state and local public 
health agencies to respond appropriately to disease outbreaks; natural and man-made 
disasters; and other public health incidents.  
 
There is growing recognition that where people live, learn, work and play can be as important 
to health outcomes as medical intervention. Addressing the social determinants of health — 
improving educational opportunities, assuring stable housing, improving access to healthy 
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foods and creating walkable communities — are public health interventions, and governmental 
public health departments need to embrace new tools and train or retrain a workforce with 
new skills in order to achieve new goals.  
 
The decentralized system in Oregon results in significant variability across Local Health 
Departments (LHDs) in terms of population size served, per capita expenditures and capacity. 
The five mandated services and 10 programs listed in statute are broadly interpreted and 
therefore vary significantly in their delivery and funding priority from county to county. This has 
contributed to a public health system in Oregon that can look, feel and function at significantly 
different levels depending on where in the state you live.  
 
In addition to the system challenges, public health in Oregon faces many resource constraints. 
Relative to other states, Oregon ranks quite low in terms of median annual per capita LHD 
expenditures and state public health expenditures. Oregon has traditionally been successful in 
obtaining federal funding for public health. But the priorities for federal funding do not always 
align with the health needs of everyone in Oregon.  
 
Changing circumstances require governmental public health officials to be deft and flexible — 
in the face of current financially-austere times and in future times of adequate funding — in 
order to meet traditional and changing public health needs. Public health departments must 
possess foundational public health capabilities — those skills necessary to provide basic public 
protections critical to the health of their communities, such as clean air, safe food and water, 
and prevention of infectious diseases or bioterrorism,  while adapting to and effectively 
addressing changing health threats.  
 
The recognition of these circumstances and the challenges in continuing to provide 
governmental public health services within the current system prompted the passage of HB 
2348 that established and charged the Task Force with providing recommendations for the 
future of governmental public health.  
 
Task Force process and work products  

The Task Force held 10 meetings from November 13, 2013 to September 10, 2014. Meetings 
included presentations from state and local public health department staff, community 
partners, Oregon Health Policy Board members, representatives from the Early Learning 
Council, public health organizational experts, and others (see Appendix E for a full list of 
presenters). The opportunity for public comment was available at every meeting. All meeting 
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materials, including summaries, are available on the Task Force website 
(http://public.health.oregon.gov/About/TaskForce).  
 
The focus of the January, February, March and April meetings was to develop a shared 
knowledge of the current governmental public health system in Oregon including statutory 
requirements, governance structures and financing at both the local and state level. Additional 
discussion topics included health system transformation implementation, social determinants 
of health and health equity, and approaches to delivering governmental public health services 
in other states, including Washington. In addition to the presentations, the Task Force 
developed the Task Force Charter (Appendix F) and agreed to a set of Guiding Principles to use 
throughout the Task Force duration (Appendix G) 

 
Themes emerging from these presentations and discussions provided the foundation for the 
coming months including:  

• Funding is a consistent challenge for governmental public health. Oregon will need 
innovative ways to reduce the burden on local governments without simply finding 
more money. 

• Because categorical funding is unlikely to change, Oregon should embrace these funding 
streams to the extent possible while seeking opportunities to be innovative and allow 
for the flexibility necessary to address leading health issues in Oregon. 

• There is a need to leverage health system transformation in order to improve 
population health and use the innovations and flexibilities in the system to support 
public health. 

• The activities undertaken by governmental public health apply to the entire population 
of a jurisdiction or state and are focused on improving the health status and well-being 
of the population.  

• Governmental public health needs to be as upstream as possible, with a focus on 
changing policies, systems and environments to not only improve health, but also 
impact the social determinants of health. 

• Governmental public health objectives cannot be achieved without close collaboration 
between governmental public health and Oregon's system for delivering personal 
medical care services. 

 
Based on the presentations and discussions during the first Task Force meetings, a model of a 
minimum package of public health services that included foundational elements was developed 
for discussion at the May all-day work session in Bend. This model was ultimately developed 
into a guidance document that outlines the Foundational Capabilities and Programs contained 
in the Conceptual Framework for Governmental Public Health Services (see Appendix A). 

 

http://public.health.oregon.gov/About/TaskForce
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The Conceptual Framework for Governmental Public Health Services builds on 
recommendations put forward in the Institute of Medicine’s 2012 report For the Public's 
Health: Investing in a Healthier Future, and on work done in Washington, Ohio and other states 
on identifying the core foundational elements of a public health system. Oregon’s framework 
includes a number of program-specific skills and activities beyond those that are cross-cutting 
and also need to be considered “foundational” to governmental public health departments. 
These foundational elements are broken down into cross-cutting Foundational Capabilities and 
specific areas of public health expertise within Foundational Programs.  
 

 
 
The Task Force defined Foundational Capabilities as the critical knowledge, skills and abilities  
necessary to carry out public health activities efficiently and effectively. These Foundational 
Capabilities are needed to identify and analyze public health problems, and to address these 
problems through public health programs and policies. They are key to protecting and 
improving the community’s health, and achieving effective and equitable health outcomes. 
Foundational Capabilities include:  

• Assessment & Epidemiology;  
• Emergency Preparedness & Response;  
• Communications;  
• Policy & Planning;  
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• Leadership & Organizational Competencies;  
• Health Equity & Cultural Responsiveness; and  
• Community Partnership Development.   

 
Foundational Programs are basic areas of public health expertise and activity essential to 
assess, protect and improve the community’s health. These programs can be appropriately 
implemented at the state or local levels or as a state/local partnership. Foundational public 
health programs are considered the baseline services of our public health system. Foundational 
Programs include: communicable disease control, environmental public health, prevention and 
health promotion, and access to clinical preventive services.  
 
In the context of the Conceptual Framework for Governmental Public Health Services, 
Additional Programs are defined as public health programs and activities that are implemented 
in addition to foundational programs. Additional Programs are implemented to address specific 
identified community public health problems or needs. Additional public health programs are 
supported by the Foundational Capabilities and may be supported by and integrated with 
Foundational Programs. 
 
The Task Force agreed that for Oregon’s public health system to function well, the Foundational 
Capabilities and Programs need to be present broadly in Oregon’s state and local health 
departments. The benefits must be available to everyone in Oregon: these benefits are 
essential governmental public health capacities. 
 
The Task Force established a plan for how to operationalize the Conceptual Framework 
including governance, structure changes and regionalization. After discussion and refinement of 
several options, the Task Force decided an implementation by wave would be the most 
feasible way of to move forward with implementation of the Foundational Capabilities and 
Programs (see Appendix B).  
 
In addition, the Task Force developed a proposal for a governance structure, options for 
funding and criteria to select participants for the initial wave of implementation. In the 
implementation plan (see Appendix C), a repurposed PHAB 2.0 would serve an essential 
governance role by providing oversight, policy direction and guidance for implementation and 
continued delivery of the Foundational Capabilities and Programs.  
 
Prior to implementation by wave, population health outcome measures would need to be 
established by the PHAB 2.0 governance group. PHAB 2.0 establishes the activities, personnel 
and skills needed to assure foundational elements at both the local and state level. The 
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Foundational Capabilities and Programs will be defined with enough detail and clarity to allow 
for local and state public health to determine gaps and assure their provision.  
 
State and local governmental public health agencies receive direction from the governance 
group as to what shall be assured at the state versus local levels, and what shall be assured in 
partnership between state and local governmental public health. Technical assistance is 
provided to governmental public health to assess what foundational capabilities are currently in 
place, determine gaps and develop a plan to assure the foundational capabilities are available. 
 
Local public health authorities apply for the first wave to implement the Foundational 
Capabilities and Programs as 1) a single county, 2) a single county with cross-jurisdictional 
sharing, or 3) a multi-county district. The first wave of implementation begins with a limited 
number of counties that meet the identified criteria (see Implementation Plan, Appendix C). 
These entities receive ongoing training and technical assistance. The processes undertaken and 
implemented by local public health authorities are rigorously evaluated to determine 
effectiveness and level of efficiency gained within the governmental public health system. 
Implementation processes are refined through ongoing Plan Do Study Act cycles.  
 
Regardless of the implementation pathway chosen, successful implementation will require 
coordination and planning with community partners as outlined in the Foundational 
Capabilities. These partners include, but are not limited to: CCOs, community health NGOs, 
early learning hubs, Aging and Disability Resource Connections, academic institutions, 
community based organizations, medical care providers, etc.  
 
The Task Force recommends that the statewide implementation of the Foundational 
Capabilities and Foundational Programs happen in waves over a timeline to be determined 
after additional details of the current gaps in Foundational Capabilities and Programs  
are assessed. 
 
Development of an accurate timeline for implementation statewide will require additional 
analysis of the current skills and resources available to implement the Foundational 
Capabilities, a realistic assessment of additional state and local financial resources to support 
this future public health structure, and analysis of possible changes to existing statute.  
 
Given the high level at which the Task Force has been working, there are details that will need 
to be addressed prior to a statewide implementation of the Conceptual Framework. The areas 
that need additional details and research include, but are not limited to:  
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• The structure and function of the OPHD in a modernized public health system. 
• The structure and function of the CLHOs in a modernized public health system and its 

interaction and relations with the OPHD.  
• The PHAB 2.0’s role as the governing authority that provides oversight for Oregon’s 

public health system. 
• An implementation timeline is developed within the first two years of adoption  

of the Conceptual Framework, and includes incentive structures and criteria for  
wave participation.  

 
Potential pitfalls or concerns  

Implementation of the Foundational Capabilities and Programs will not be successful without 
significant state funding for state and local public health departments. Meaningful and 
successful implementation will require identification and dedication of ongoing and sustainable 
state funds to governmental public health in order to achieve population health outcomes for 
everyone in Oregon. 
  
In addition, implementation of the Foundational Capabilities and Programs will not be 
successful without appropriate partnerships. One of the foundational capabilities detailed in 
the Conceptual Framework is community partnership development. Governmental public 
health cannot succeed in isolation — establishing, nurturing and growing partnerships 
throughout every community will be essential for improvements in population health.  
 

Conclusions 

The Task Force concludes that legislation is necessary to establish the Foundational Capabilities 
as the minimum requirements for governmental public health in Oregon and charge OHA, in 
coordination with key partners, with developing a timeline, detailed implementation plan and 
budget for implementation by wave of the Foundational Capabilities and Programs throughout 
the state. 
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Specifically the Task Force recommends: 
• The Foundational Capabilities and Programs be adopted in order for Oregon’s public 

health system to function efficiently and effectively, pending further refinement to 
allow for successful implementation. 

• Significant and sustained state funding for the governmental public health system be 
identified and allocated for proper operationalization of the Foundational Capabilities 
and Programs. 

• Statewide implementation of the Foundational Capabilities and Programs occur in 
waves over a timeline to be determined after additional details of the current gaps in 
Foundational Capabilities and Programs are assessed. 

• Local public health will have the flexibility to operationalize the Foundational 
Capabilities and Programs through a single county structure; a single county with shared 
services; or a multi-county jurisdiction. 

• Improvements and changes in the governmental public health system be structured 
around state and local metrics, and that these metrics are established and evaluated by 
an enhanced PHAB 2.0, which will report to the Oregon Health Policy Board. 
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Appendix A 
Conceptual Framework for Governmental Public Health Services 

Public health is defined as “a set of organized interdisciplinary efforts to protect, promote, and 
restore the public’s health. It is the combination of assessment, policy development and 
assurance that is directed to the maintenance and improvement of the health of all the people 
through collective or social actions.”2 In this regard, governmental public health aims to 
improve the health of the entire population and to reduce health inequities among population 
groups. Governmental public health departments and health districts are responsible for 
activities that include, but are not limited to, preventing, identifying and responding to disease 
outbreaks and epidemics; establishing and maintaining standards for environmental health 
protections; and promoting healthy behaviors through policy, systems and environmental 
changes. The activities undertaken by governmental public health apply to the entire 
population of a jurisdiction or state and focus on improving the health status and well-being of 
the population. While this document focuses on governmental public health, it is clear these 
objectives cannot be achieved going forward without close collaboration between 
governmental public health and Oregon's system for delivering personal medical care services. 
 
The Conceptual Framework for Governmental Public Health Services is a narrative and visual 
description of the core, foundational elements of a governmental public health system. It is the 
role of governmental public health — through the combined efforts of state and local public 
health and in collaboration with coordinated care organizations (CCOs), community partners 
and others — to assure these functions. It is the role of governmental public health to maintain 
a population-wide perspective on improving, protecting and monitoring the health of everyone 
in Oregon.  
 
This document builds on recommendations put forward in the Institute of Medicine’s 2012 
report For the Public's Health: Investing in a Healthier Future and on work done in Washington, 
Ohio and other states identifying the core, foundational elements of a public health system. As 
with those works, this draft framework includes a number of program-specific skills and 
activities beyond those that are cross-cutting and also need to be considered “foundational” to 
governmental public health departments. 
 
 
 

 

2 Institute of Medicine (1988). The Future of Public Health. Washington, DC: National Academy Press.  
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FOUNDATIONAL CAPABILITIES 

• DEFINITION: Foundational capabilities are critical knowledge, skills and abilities 
necessary to carry out public health activities efficiently and effectively. They are 
needed to identify and analyze public health problems, and to address these problems 
through public health programs and policies. They are key to protecting and improving 
the community’s health, and achieving effective and equitable health outcomes. For 
Oregon’s public health system to function well, these foundational capabilities need  
to be broadly present in our state and local health departments: they are the  
essential capacities.  

• Foundational capabilities include:  
• Assessment & Epidemiology; 
• Emergency Preparedness & Response; 
• Communications, Policy & Planning; 
• Leadership & Organizational Competencies; 
• Health Equity & Cultural Responsiveness; and 
• Community Partnership Development.   

 
FOUNDATIONAL PROGRAMS 

• DEFINITION: Foundational programs are basic areas of public health expertise and 
activity essential to assess, protect and improve the community’s health. These 
programs can be appropriately implemented at the state or local levels or as a state-
local partnership. However these programs are implemented, their benefits must be 
available to all Oregon’s residents and visitors. Foundational public health programs are 
considered the baseline services of our public health system. 

• Foundational programs include: communicable disease control, environmental public 
health, prevention and health promotion, and access to clinical preventive services.  

• When available, best practices should be used to provide or establish a foundational 
capability or program. When evidence is lacking or an evidence-based practice is not 
appropriate for a given community, there also needs to be room for innovation to 
develop new or improve upon best practices.  

 
ADDITIONAL PROGRAMS 

• DEFINITION: Public health programs and activities implemented in addition to 
foundational programs to address specific identified community public health problems 
or needs. Additional public health programs are supported by the foundational 
capabilities and may be supported by and integrated with foundational programs. 
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• Additional programs are of two fundamental types:  
1. Enhancement or expansion of a foundational program. For example, a 

jurisdiction might decide it is important for the local health department to 
provide testing and/or treatment for certain sexually transmitted disease 
beyond those addressed by the foundational communicable disease program. 
This kind of program may not be necessary in other jurisdictions based on 
differing needs and/or other organizations’ roles, or commitment of resources 
to conduct related services.  

2. A new program to address a need not addressed by a foundational program. 
For example, a county might direct its health department to implement a 
program in partnership with the local CCO and other medical providers to 
reduce drug overdose and other harms resulting from prescription pain killers.  

 
FOUNDATIONAL CAPABILITIES - BASIC ELEMENTS 

Assessment & epidemiology  
This core capability includes the knowledge, skills and abilities to gather and analyze data to 
produce clear and usable understanding of the causes and contributors to important diseases, 
premature death and injury in the state. The focus of these activities may be statewide for all 
Oregonians, for a selected community or a specific population that may be at additional risk. 
Elements of this capability include the capacity to: 

• Identify and respond to disease outbreaks and epidemics. 
• Conduct and assess core health behavior surveys (e.g. Behavioral Risk Factor 

Surveillance Survey [BRFSS], or school-based youth surveys). 
• Collect and maintain vital records (birth and death certificates). 
• Use data from sources such as vital records, administrative data sets, electronic health 

records, insurance data, hospital data, and nontraditional community and 
environmental health indicators. 

• Analyze and provide timely, accurate statewide and locally-relevant data on the burden 
and cause of diseases, disability and death. 

• Analyze and respond to information based on reports to the notifiable conditions list 
and provide rapid detection when needed. 

• Analyze key health indicators for a state or community health profile. 
• Prioritize and respond to data requests. Translate data into basic information and 

reports that are accurate, statistically valid and usable by the requester.  
• Identify conditions and causes of death, injury and diseases that disproportionately 

affect certain populations, including race, ethnicity or socioeconomic status. 
• Conduct a basic community health assessment with partners and identify health 

priorities arising from that assessment. Use this data to develop community health 
improvement plans. Evaluate public health programs.  
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Emergency preparedness & response  
This core capability ensures the ability to protect the public by being able to respond to the 
public health aspects of natural and man-made disasters and emergencies. Elements for this 
capacity include the knowledge, skills and ability to: 

• Develop, exercise, improve and maintain preparedness and response plans.  
• Communicate and coordinate with medical care, emergency management and other 

response partners.  
• Activate staff for emergency events and recognize if public health has a primary, 

secondary or ancillary role in response activities. 
• Activate emergency response personnel and communications systems during a public 

health emergency. 
• Maintain and execute a continuity of operations plan that includes access to resources 

for emergency and recovery response.  
• Issue and enforce emergency health orders. 
• Be notified of and respond to potential public health events at all times. 
• Address needs of vulnerable populations in an emergency. 

 
Policy & planning  
This core capability includes the ability to identify, develop, implement and maintain policies 
necessary to protect and improve the public’s health. Elements for this capacity include the 
knowledge, skills and ability to: 

• Serve as a primary and expert resource for using science and best practices to inform 
the development and implementation of public health policies.  

• Provide guidance, participate in leadership and coordinate planning among partners to 
support development, adoption and implementation of public health policies. 

• Develop policy options as needed to protect and improve the health of the population in 
general or specifically for adversely-impacted populations. 

• Understand and use the principles of public health law for improving and protecting 
public health. 

• Analyze and disseminate findings on the intended and unintended public health impacts 
of policies and systems. 

• Develop, implement, monitor/evaluate and revise a community health improvement 
plan. These plans must be developed with partners, including CCOs, hospitals, 
behavioral health providers, schools and other community partners. 

 
Communications  
This core capability is based in the ability to communicate effectively with the diverse members 
of the public as well as a wide variety of governmental, business, and other NGOs to achieve the  
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identified public health outcomes. Elements for this capacity include the knowledge, skills and 
ability to:  

• Engage in two-way communication with members of the public through various 
communication channels. 

• Effectively use mass media and social media to transmit and receive routine 
communications to and from the public.  

• Communicate with a wide variety of community and organizational audiences in a 
manner that is culturally and linguistically appropriate. 

• Develop and implement proactive health education/health prevention strategies (e.g. 
health warnings in the event of disease outbreak, informational public service 
announcements, focused social media prevention messages). 

• During a disease outbreak or public health emergency, provide accurate, timely and 
understandable information, recommendations and instructions to the public through 
the media and other channels. 
 

Leadership & organizational competencies 
This core capability includes the ability provide leadership, direction and effective 
implementation to achieve public health goals and objectives. These competencies within all 
health departments are essential for effective and efficient action as well as good stewardship 
of public resources. Basic elements of this capacity include:  

• Organizational leadership and governance that defines the strategic direction and goals 
for public health, provides executive decision-making and direction for the agency and is 
able to align and lead internal and external stakeholders and leaders to achieve public 
health goals.  

• Access and appropriately use public health law principles and legal services in planning, 
implementing and enforcing public health initiatives, including relevant administrative 
rules and due process.  

• Performance management and quality improvement – maintain a performance 
management system to promote and monitor organizational objectives and sustain a 
culture of achievement and quality improvement. It emphasizes the knowledge, skills 
and abilities to implement new and revised activities and processes to achieve each 
health department’s objectives. 

• Information technology – implements and maintains the hardware and software 
needed to support the health department's operational needs. In doing this, it is  
critical to appropriately manage confidential health information and other protected 
personal information.  

• Maintain effective workforce –maintain a competent workforce, through recruitment, 
retention, training and succession planning to ensure continuity of operations.  
This includes: 

• Enhancing workforce capacity by providing ongoing continuing education and 
other training opportunities.  
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• Developing partnerships with institutions of higher education to continually build 
the public health workforce.  

• Ensuring all public health staff, officials and boards of health have training in 
public health. 

• Making efforts to ensure that public health staff, officials and boards of health 
reflect the community being served and the changing demographics in Oregon. 

• Financial management, contract and procurement services – ability to operate an 
effective overall financial system according to established accounting and business 
practices. Specific areas include budgeting, financial tracking, billing and auditing. This 
includes the ability to secure grants and other external funding, to distribute funds to 
other governmental and NGO partners, and to manage all funds as required by local, 
state and federal law.  

 
Health equity & cultural responsiveness 
This capability includes the knowledge, skills and abilities that promote understanding of 
factors within each culture that impact health and a commitment to achieving equitable 
outcomes for all populations in our communities. Basic elements for this capacity include:  

• A commitment to attaining health equity in all programs and supporting policies to 
promote health equity. This requires recognizing and addressing health inequities to 
realize the highest level of health for all people.  

• Transparent and inclusive communication with internal and external stakeholders 
(members and organizations of culturally-defined communities, staff, partner 
organizations, etc.), as well as the public at large. 

• Community access to data and to participation in community health planning processes. 
 
Community partnership development  
This core capability includes the ability to foster, leverage and maintain relationships with 
government and NGO partners both within and outside the governmental public health system. 
These partnerships are important to achieving the triple aim, realizing health equity and 
supporting other goals of public health. Elements for this capacity include the knowledge, skills 
and ability to:  

• Convene and sustain strategic relationships with traditional and nontraditional partners 
and stakeholders to collectively advance health. These relationships should be at the 
overall organizational level (not limited to a specific public health activity or program).  

• Engage community members in developing and monitoring a community health 
improvement plan that draws from community health assessment data and establishes 
a plan for addressing public health priorities. 

• Foster structures that support genuine community involvement and partnerships. 
• Develop, strengthen and expand connections across disciplines, including partnerships 

with the health care delivery, education systems and external groups with an interest or 
governance of public health including, boards of health, public health advisory boards 
and elected officials.  
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• Foster a culture of listening and an environment that honors the wisdom and multiple 
intelligences of communities with the greatest health disparities. Communities of 
diverse geographic, income and ethnic background often have the most practical, 
insightful and responsive strategies to improve health outcomes. The health of our  
state can only improve from listening and engaging these communities as assets  
and resources.  

 
FOUNDATIONAL PROGRAM – BASIC ELEMENTS 

Communicable disease control 
Communicable disease control programs work to promptly identify, prevent and control 
infectious diseases that pose a threat to health of the public. These diseases include well-
known infections, as well as new (“emerging”) and reappearing infections, pandemics and 
intentionally-caused infections (e.g., bioterrorism). Key activities of this foundational program 
include the knowledge, skills and ability to: 

• Recognize, identify and respond to communicable disease outbreaks.  
• Maintain a list of diseases that must be reported to public health. 
• Conduct (as part of the public health laboratory), receive and analyze laboratory results 

and physician reports for notifiable conditions according to local, state and national law. 
• Conduct disease investigations and interventions using the Oregon Investigative Guidelines.  
• Support recognition of outbreaks and illnesses of public health importance including 

rare and severe disease. 
• Conduct community-based prevention of communicable diseases. 

 
Environmental health 
Environmental health protects the public from illness, disability and death caused by exposure 
to physical, chemical or biological factors in the environment. Sources that can expose a large 
number of people (e.g. restaurants, drinking water) are especially important. Because of their 
historical long success, environmental public health interventions are not always recognized. 
But traditional environmental health efforts need to continue in order to maintain current 
results and also to evolve practices to take advantage of the latest scientific evidence. Core 
programmatic activities include: 

• Public health laboratory testing and analysis. 
• Licensure, inspection and education of operators of:  

• Restaurants and other food service establishments; 
• Recreation sites, lodging and swimming pools;  
• Septic systems; 
• Drinking water systems;  
• Radioactive materials and equipment (e.g. x-ray machines, tanning beds); 
• Animal bites and vector illnesses; and 
• Hospitals and other medical facilities.  
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• Environmental health hazard prevention and investigation activities that are able to 
provide timely and accurate information and recommendations on exposures and 
related health impacts to the public, health care providers and others as appropriate. 
Examples include, but are not limited to, identification and response to foodborne 
illness incidents, environmental toxics such as pesticides, lead and radon, and air quality 
issues related to air toxics, wildfires and other pollutants.  

• Participate in land use planning and sustainable development activities to encourage 
policies and actions that promote positive health outcomes. Areas for this work include 
housing and community development, recreational facilities and transportation systems. 

 
Prevention and health promotion 
Prevention and health promotion seeks to prevent disease before it occurs, detect it early or 
reduce disability when prevention isn’t fully effective. The leading causes of death and disease 
include chronic diseases, which can be prevented or managed in part by creating healthier 
community environments. These changes are often most effectively supported through 
changes in policies, the built and natural environment, and community systems. Based on data 
on current and anticipated future needs, the following activities are likely to be important 
focuses of prevention and health promotion for the next several years:  

• Reducing risk for heart disease, diabetes and other chronic conditions through tobacco 
use prevention and control, improving nutrition and increasing exercise/physical activity.  

• Decreasing the occurrence and impacts of intentional and unintentional injuries and 
deaths such as suicide and motor vehicle crashes.  

• Improving oral health.  
• Improving reproductive, maternal and child health using prevention activities that 

create healthy and safe children, families and communities.  
 

Programmatic activities should follow expertise and best practice guidelines for preventing the 
leading causes of death, disease and injury in Oregon. These programs will maintain core 
capability at a population-wide level and have the ability to: 

• Identify and implement evidence-based policy, systems and environmental changes that 
will improve related health outcomes at a population-wide level. 

• Develop and implement strategic goals and coordinate activities among partners. 
 

Access to clinical preventive services 
Clinical preventive services, such as immunizations, prenatal care, and screening for 
preventable cancers and sexually transmitted infections, are important for reducing 
preventable deaths and disability, and for improving the population’s health. These services are 
aimed at preventing illness and/or detecting illnesses in early, more treatable stages.  
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A key role for the public health system is to ensure Oregonians receive recommended cost-
effective clinical preventive services. Key activities include:  

• Assessing access to cost-effective, high impact preventive care services. 
• Ensuring access to laboratory services.  
• Addressing barriers to access and use of preventive services through partnership with 

the medical care delivery system and communities.  
 
 
SOURCES:  
 
Institute of Medicine. For the Public's Health: Investing in a Healthier Future. Washington, DC: 
The National Academies Press, 2012. http://iom.edu/Reports/2012/For-the-Publics-Health-
Investing-in-a-Healthier-Future.aspx 
 
RESOLVE - Public Health Leadership Forum. Defining and Constituting Foundational 
“Capabilities” and “Areas” Version 1 (V-1). March 2014. www.resolv.org/site-
healthleadershipforum/files/2014/03/Articulation-of-Foundational-Capabilities-and-
Foundational-Areas-v1.pdf 
 
Association of Ohio Health Commissioners, Inc. Public Health Futures: Considerations for a New 
Framework for Local Public Health in Ohio. June 15, 2012.  
www.aohc.net/aws/AOHC/asset_manager/get_file/70105?ver=435 
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Appendix B 
Operationalizing the Framework for Governmental Public Health Services: 
Implementation by Wave 

 
 
In this model: 

1. Population health outcome measures for governmental public health to achieve through 
implementation of the Framework for Governmental Public Health Services are 
established by the governance group. 

2. The governance group establishes the activities, personnel and skills needed to assure 
foundational elements at both the local and state level. The governance group will 
define the foundational capabilities and programs with enough detail and clarity to 
allow local and state public health to assure provision and determine if gaps exist. 
Information is provided to governmental public health agencies about the definitions of 
foundational capabilities and programs; state and local governmental public health 
agencies receive some direction from the governance group as to what shall be assured 
at the state versus local levels, and what shall be assured in partnership between state 
and local governmental public health. Technical assistance is provided to governmental 
public health to assess what foundational capabilities are currently in place, determine 
gaps and develop a plan to assure the foundational capabilities are available.  
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3. Local public health authorities apply for the first wave of implementing cross-
jurisdictional sharing, regionalization or consolidation to achieve the Foundational 
Capabilities and Programs included in the Conceptual Framework for Governmental 
Public Health Services. The procurement begins with a limited number of counties, 
defined either by capacity or other characteristics (primarily urban, primarily rural, etc.). 
These entities receive ongoing training and technical assistance. 

4. Processes undertaken and implemented by local public health authorities are rigorously 
evaluated to determine effectiveness and level of efficiency gained within the 
governmental public health system. Implementation processes are refined through 
ongoing Plan Do Study Act cycles. 

5. If proven successful, additional procurements are opened to local public health 
authorities, who also receive ongoing technical assistance and support. 

6. Local public health authorities provide the Foundational Capabilities and Programs 
described in the Conceptual Framework for Governmental Public Health Services and 
meet identified health outcomes. 
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Appendix C 
Future of Public Health Services Task Force 

IMPLEMENTATION PLAN 
 
The focus of this implementation plan — in combination with the foundational capabilities and 
programs — is establishing a new approach to providing Governmental Public Health (GPH) 
services in Oregon within the context of health system transformation, early learning reform, 
and community partnership. The public health system prevents and protects individuals from 
disease; promotes healthy behaviors; and identifies and responds to public health threats and 
emergencies. This requires taking a “public health system” perspective that aligns approaches 
and bridges differences in state/local, public/private, health care/population health, and 
interdisciplinary perspectives. The proposal promotes appropriate and efficient integration and 
coordination of GPH, medical care systems, early childhood systems, community goals, 
activities and leaders to improve the public’s health for people of all ages.   
 
It is the intention of the Task Force that the following details are critical and must be worked 
out prior to implementation of the Conceptual Framework for Governmental Public Health 
Services (Foundational Framework). This implementation plan provides guidance to inform the 
additional work that remains to be completed before the Foundational Framework can be 
implemented. Given the high level at which the Task Force has been working there are details 
that will need to be addressed prior to a statewide implementation of the Foundational 
Framework. The areas that need additional details and research include, but are not limited to:  

• The structure and function of the Oregon Public Health Division (OPHD) in a modernized 
public health system. 

• The structure and function of the Conference of Local Health Officials (CLHO) in a 
modernized public health system and its interaction and relations with the OPHD.  

• The Public Health Advisory Board 2.0’s (PHAB 2.0) role as the governing authority that 
provides oversight for Oregon’s public health system. 

• An implementation timeline is developed within the first two years of adoption  
of the Foundational Framework, and includes incentive structures and criteria for  
wave participation.  

 
GOVERNANCE 
See Figures 1, 2, and 3 at the end of the document for schematic representations.  
 
1. For GPH transformation to succeed and to maintain a public health system perspective, 

appropriate sharing of governance is necessary. Inclusion of three perspectives is essential: 
1) Community which includes medical care community, community members and 
organizations, and early childhood community; 2) State governmental public health, and 3) 
Local governmental public health.  

2. There are two underlying governance needs: 
a) To embrace a public health system perspective that is statewide in its scope, and 
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b) To address local governance challenges that arise from the differing implementation 
pathways described below. Adoption of a given pathway by a county or region will 
occur in the context of differing community situations with regard to operational 
approach, local political culture, history, community resources and other factors. As a 
result, it is appropriate to offer flexible governance approaches that allow for some 
variation while maintaining overarching commonalities across all localities to ensure a 
strong statewide public health system. 

 
State-level governance needs 
The main tasks of state-level governance are: 

• Participation in and adoption of a statewide community health assessment (CHA). 
• Approval of Community Health Improvement Plan, including prioritization of health 

improvement outcomes arising from the statewide CHA.  
• Approval and policy-level oversight of plans to address statewide health improvement 

outcome priorities. 
• Monitoring of progress towards meeting a) health improvement outcome targets, and 

b) foundational capability targets 
• Approval of funding/resource distribution proposals. 
• Advocacy for and actively pursue funding/resource support with the legislature, the 

governor, and external funders including federal funding.  
• Coordination and collaboration with federal partners.  
• Foster innovation and provide visionary leadership in collaboration with other statewide 

reform priorities such as early learning and health system transformation  
• Assure appropriate demographic representation and diverse expertise, including 

representation from rural and frontier counties on PHAB 2.0 
 
State-level governance structure 
Central to the approach is an expansion and repurposing of the PHAB 2.0. 
1. Expansion  

a) Group size as specified in ORS 431.195 (n=15) seems adequate. 
b) PHAB-2.0 membership must include appropriate demographic representation and 

diverse expertise, including representatives from rural and frontier counties. 
Additionally, PHAB 2.0 should have representation from the following groups: 
• At least one CCO representative 
• At least one non-CCO health system representative 
• Local public health (PH) administrator 
• Local PH association (CLHO) 
• Academic PH representative 
• State PH technical expert staff 
• State health officer 
• A local health officer 
• Population health metrics expert 
• Representative of front line PH worker 
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• OPHD Director, ex-officio 
• Remaining to be determined by governor 

2. Repurposing 
a) Address “State-level governance needs” identified above.  

 
Local governance structures 
 
Notes 

1. It is assumed that local governance approaches will be customized to address, a) the 
challenges of the chosen local implementation pathway, and b) the unique 
circumstances and arrangements of the community.  

2. Local governance has some tasks that parallel those of state-level governance. It also 
has some distinct tasks, largely related to implementation, and related monitoring and 
modification of implementation. 

 
Local governance tasks 

• Participation in and adoption of a local community health assessment (CHA). 
• Prioritization of local health improvement outcomes (i.e., beyond common 

statewide outcomes).  
• Policy and operational-level oversight of plans to address statewide health 

improvement outcome priorities. 
• Approval, and both policy and operational-level oversight of plans to address local 

health improvement outcome priorities. 
• Monitoring of progress towards locally meeting, a) health improvement outcome 

targets, and b) foundational capability targets. 
• Acceptance and policy-level accountability for funds provided by the state, local 

government and other funders. 
• Advocacy for and actively pursue funding/resource support with local government, 

and other local external funders. 
• Involvement of a local entity with knowledge of public health issues in the 

community that can serve an advisory function. 
• Actively coordinate with local CCOs (CACs) and early learning hubs 

 
IMPLEMENTATION PATHWAYS 
Assumptions:  
Technical assistance will be available to help determine current gaps in foundational capabilities 
and to ensure localities are able to implement the Foundational Capabilities and Programs 
within an established timeline.  
 
All implementation pathways mandate coordination and planning with community partners as 
outlined in the Foundational Capabilities. These partners include, but are not limited to: CCOs, 
community health NGOs, early learning hubs, Aging and Disability Resource Connections, 
academic institutions, community based organizations, medical care providers, etc.  
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Local health authorities (LHAs) and their local health departments (LHDs) will submit an 
application to determine their eligibility to receive funding and assistance to support 
implementation of the Foundational Capabilities and Programs. The goal of the implementation 
plans will be to achieve population health outcomes determined by PHAB 2.0. LHAs and LHDs 
will receive funding and technical assistance for implementation. There are three primary 
pathways that localities could propose to implement the Foundational Capabilities and 
Programs. All of these pathways are intended to allow for significant local flexibility.   
 
1. Single county. A single county may implement the Foundational Framework approach in a 

way that the local health department (LHD) is solely responsible for assuring that 
foundational capabilities and foundational program services/activities are available within 
that jurisdiction. While community partners are still critical in this pathway, jurisdictional 
governance rests with a single LHA (e.g., board of county commissioners, county judge). 
Program services/activities that the state has been identified as having primary 
responsibility will remain under state responsibility.  

 
2. Single county with shared features. A single county may implement the Foundational 

Framework approach in a way that the LHD is primarily, but not solely responsible for 
foundational capabilities and foundational program services/activities. However the LHD 
shares responsibility for certain operations (e.g., communicable disease control program, 
tobacco control program) or supports (e.g., epidemiology, health officer, health education) 
with other jurisdictions (state/OPHD or other LHDs) or other organizations. Jurisdictional 
governance rests with the LHA with participation of other entities in governance as 
specified in intergovernmental agreements (IGAs) or other contracts. 

 
3. Multi-county district. Two or more counties may implement the Framework for 

Governmental Public Health Services through forming a legally binding partnership (e.g., 
IGA or similar mechanism). The operating organization (“district”) created by the IGA is 
solely responsible for foundational capabilities and foundational program services/activities 
in all participating counties. The operating organization may rely on a variety of approaches 
to sharing responsibility for services and supports (e.g., a single district structure, a 
consortium with certain services and supports provided by one or more specified counties, 
or other structures as determined by the participating LHAs). Jurisdictional governance is 
shared among the LHAs of the participating counties with terms of sharing defined by the 
negotiated intergovernmental agreement. Under this implementation pathway, counties 
can also join an existing health district.  
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CRITERIA: Choosing participants for ongoing implementation 
• Desire one or more qualified applicants for each Implementation Pathways 
• Balance of sizes of jurisdictions 
• Balance of rural and urban jurisdictions  
• Varying levels of current availability of foundational capabilities/programs and a 

spectrum of current/historical comprehensiveness of GPH services:  
• Basic services only 
• Basic plus limited additional services 
• Comprehensive services 

• Geographic balance 
• A spectrum of current/historical local investment levels:  

• Low 
• Medium 
• High 

• Existence of a local resource that will serve an advisory role for implementation and 
continued delivery of foundational capabilities and programs.  

 
FUNDING AND INCENTIVES 
Goals of funding approach are to: 
1) Develop an accountable public health system that encourages shared responsibility by  

NGO partners to achieve health improvement goals.   
2) Maintain current local funding and policy/political investment. 
3) Increase state funding to support GPH with an emphasis on measuring and paying  

for performance. 
4) Maintain or increase current federal funding and promote flexibility on how federal funds 

can be used. 
 
Incentive-based approach to funding: 
1) Establish an equitable baseline state investment in GPH.  
2) Establish an equitable baseline for local investment in GPH while maintaining existing local 

public health investments. 
3) Establish a state match for local investment above the established baseline. 
4) Using PHAB 2.0 governance structure, establish consequences for inadequate operational 

performance, while continuing to assure the public’s health through continuity of services. 
Options could include:  
a) Payback of state funding (base and/or incentive match funds); 
b) Decreased eligibility for state funding for a defined future period;   
c) Establish a quality pool and hold back a percent of state funding to be paid out based on 

achievement of defined outcome metrics; and  
d) Develop corrective action plans that include technical assistance.  

5) Use a global budgeting approach to avoid fragmentation/siloing and promote a focus on 
achieving foundational capability and health improvement outcomes.  
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ASSUMPTIONS AND DEFINITONS: 
This implementation plan was guided by the following assumptions:  

1. Regardless of implementation pathway chosen by a county or district, it is desirable to 
deliver most GPH services by: 

a. Responding to community context, characteristics and needs; and 
b. Engaging local communities and their leaders participating and investing in 

public health. 
2. All implementation pathways must incorporate “learning organization” principles and 

mechanisms (e.g., continuous improvement cycles and structured approaches to 
learning/improvement). 

3. All implementation pathways must incorporate accountability by: 
a. Clearing articulating community health problems and plans to address them 

including specific health outcome goals; using quality improvement techniques 
that involve monitoring and improving process, programs and interventions; and 
reporting to the community and its leaders on progress and shortcomings.  

b. Defining financial and organization incentives for successes and mechanism for 
addressing shortfalls/failures. 

c. Embracing an epidemiologic approach to planning that features robust health 
data analysis and clear expressions of the causes and potential interventions to 
address health problems.  

d. Using SMART capability and health improvement objectives (Specific, 
Measurable, Achievable, Relevant, Time-bound). 

4. Initial implementation wave will test and evaluate multiple implementation pathways so 
future waves can benefit from the lessons learned. 

5. Initial wave will: 
a. Be substantial in scale (e.g., 10–30% of state’s counties and/or population), 
b. Embrace the diversity of Oregon’s communities - rural/urban, 

small/medium/large populations, etc.). 
c. Be organizationally and financially sustainable through a period long enough  

to allow implementation at the chosen scale, and for evaluation of process  
and outcomes. 

6. Definitions: 
a. Local health authority (LHA): The entity with political authority and responsibility 

to provide GPH services in a given county. 
b. Local health department (LHD): The operating department responsible for 

providing GPH services under the direction of the LHA.   
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Appendix D 
State Investment in Public Health: Per Capita State Investment in Public Health 

 
Levi J, Segal LM, St. Laurent R, Lang A. Investing in America’s Health: A state-by-state look at public 
health funding and key health facts. Trust for America’s Health, www.healthyamericans.org. 2013;1–40.  

 

http://www.healthyamericans.org/
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Appendix E 
Presentations made before the Future of Public Health Services Task Force 

 
  

Meeting Date Presentations  

January 21, 2014 Role of Governmental Public Health in Oregon (and Society) 
Lillian Shirley Public Health Division Director 
 
How and Why Public Health Departments Work, Panel of Speakers from Oregon Counties 
Marilynn Sutherland, Klamath County Public Health 
Teri Thalhofer, North Central Public Health District  
Muriel DeLaVergne-Brown, Crook County Public Health  
Dana Lord, Clackamas County Public Health 
 

February 19, 2014 Social Determinants of Health and Health Equity 
Tricia Tillman, Oregon Health Authority Office of Equity & Inclusion  
 
Health Transformation Panel Part 1: Historical Context  
Tina Edlund, Oregon Health Authority Acting Director 
Eric Parsons, Oregon Health Policy Board Chair 
 
Health Transformation Panel Part 2: Implementation  
Cathy Kaufmann, Oregon Health Authority Transformation Center  
Pat Luedtke, Lane County Public Health  
Jennifer Pratt, Oregon Primary Care Association  

March 19, 2014 Governmental Public Health Financing, Part 1  
Jayne Bailey, Public Health Division Acting Deputy Director  
 
Governmental Public Health Financing, Part 2: Program Implementation from OHA Public 
Health Programs 
Cate Wilcox , Paul Cieslak, and Mike Skeels  
Section Managers Public Health Division  
 
Approaches to Delivering Governmental Public Health Services 
Pat Libbey, Consultant  

April 16, 2014 County Public Health Financing 
Muriel DeLaVergne-Brown, Crook County 
 
Approaches to Delivering Governmental Public Health Services—Part Two 
David Fleming, Director and Health Officer King County, WA  

May 12, 2014 Early Childhood Presentation: Building an Understanding of Oregon’s Early Childhood  
Priorities 
Dana Hargunani, Oregon Health Authority Child Health Director 
Teri Thalhofer, North Central Public Health District 
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Appendix F 
The Task Force on the Future of Public Health Services Charter 

 
Approved by the Task Force on January 27, 2014 

I. Authority 
The Oregon Health Authority (OHA), under the authority of HB 2348 (2013), is establishing The Task 
Force on the Future of Public Health Services to study the regionalization and consolidation of 
public health services and the future of public health services in Oregon and to endorse 
recommendations in a report to the Legislative Assembly no later than October 1, 2104. 
 
The Task Force shall focus its work on governmental public health, which works to prevent 
disease and injury and promote and protect health. The charge of public health includes, but is 
not limited to, vital records, disease surveillance and evaluation; infectious disease control; 
outbreak response; immunizations; child and parental health, public health preparedness; 
regulation of healthcare facilities, restaurants and water systems; and promotion of healthy 
environments and behaviors. The task force recognizes that there are local, state, and national 
standards that guide the work of governmental public health. 
 
The goal of the Task Force is to make recommendations which create a public health system for 
the future, including an exploration of the regionalization and consolidation of public health 
services. If the task force determines that legislation is necessary, the report shall include 
recommendations for legislative concepts. 
 
This work is collaborative and carried out through federal, state, local, private and community 
partners. A strong partnership among Oregon’s 34 county health departments and health districts 
to the Oregon Health Authority is critical to the effectiveness of the public health system.  
 
This charter shall expire on the date of the convening of the 2016 regular session of the 
Legislative Assembly. 
 
II. Scope 
The Task Force is charged with providing recommendations for the consideration of the future 
of public health. As indicated in HB 2348, the Task Force shall focus on recommendations that:  

• Create a public health system for the future. 
• Explore the creation of regional structures to provide public health services that are 

consistent with the distribution of population and established patterns of delivery of 
health care services. 

• Enhance efficiency and effectiveness in the provision of public health services. 
• Allow for appropriate partnerships with regional health care services providers and 

community organizations. 
• Consider cultural and historical appropriateness. 
• Are supported by best practices. 
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Recommendations put forth will focus on achieving sustainable and measureable 
improvements in population health delivered through governmental public health across 
Oregon. Collaboration and possible integration with Oregon’s health care transformation 
should be considered, and recommendations should promote the goals of Oregon’s triple aim: 
better health, better care, and lower costs.  
 
OHA staff will provide Task Force members materials in advance of scheduled meetings in order 
to ensure adequate review time and meaningful input.  
 
A majority of the voting members of the Task Force constitutes a quorum for the transaction of 
business during Task Force meetings.  
 
The Task Force will be asked to approve the final recommendations to the Legislature. This 
official action by the Task Force requires the approval of a majority of all the voting members of 
the Task Force.  
 
III. Deliverables 
The Task Force will submit recommendations to an interim committee of the Legislative Assembly 
related to public health before October 1, 2014 in the manner provided by ORS 192.245.  
 
IV. Timing/Schedule  
The Task Force will submit or endorse a report to an interim committee of the Legislative 
Assembly related to public health before October 1, 2014; it will meet at times and places 
specified by the call of the chairperson or of a majority of the voting members of the Task Force.  
 
V. Chairs and Staff Resources 
Chair: Tammy Baney, County Commissioner, Deschutes County 
Vice-Chair: Liz Baxter, Executive Director, Oregon Public Health Institute 
Executive Sponsor: Lillian Shirley, Director, Oregon Public Health Division 
 
Staff:  
OHA, Director’s Office: Jeff Scroggin  
OHA, Oregon Health Policy and Research: Stephanie Jarem 
OHA, Public Health Division: Michael Tynan, Cara Biddlecom, Renee Hackenmiller-Paradis, 
Sandra Potter-Marquardt, Catherine Moyer 
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VI. Task Force Membership 
 

GOVERNOR APPOINTEES 
Tammy Baney Commissioner Deschutes County 

Charlie Fautin Public Health Administrator Benton County 

Carrie Brogoitti Public Health Administrator Union County 

John Sattenspiel, M.D. Chief Medical Officer Trillium Community Health Plan 

Liz Baxter Director Oregon Public Health Institute 

Nichole Maher President Northwest Health Foundation 

Carlos Crespo Director and Professor of 
Community Health  

School of Community Health, 
Portland State University 

AT-LARGE MEMBERS 
Gary Oxman Former Public Health Officer Multnomah County 

Alejandro Queral Director of Systems Planning 
and Performance 

United Way of the  
Columbia-Willamette 

Jennifer Mead Coordinator of Healthy Aging Department of Human Services 

Pending Member (In Process)  

LEGISLATORS 
Mitch Greenlick Representative D-Portland 

Jason Conger Representative R-Bend 

Laurie Monnes Anderson Senator D-Gresham 

Bill Hansell Senator R-Pendleton 
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Appendix G 
The Future of Public Health Services Task Force 

February 2014 
 

Summary of principles to guide Task Force recommendations: 

• Promoting efficient, effective, accessible, high quality and financially sustainable 
governmental public health system for Oregon. 

• Continuing to serve and collaborate; supporting community priorities. 
• Enhancing transparency and flexibility. 
• Aligning with Oregon’s Health System Transformation and the triple aim better health, 

better health care and lower costs. 
• Focusing on data driven outcomes, health equity and prevention. 
• Measuring performance and using best practices. 

 

 



 
    
   
   

This document can be provided upon request in alternative formats 
for individuals with disabilities or in a language other than English 
for people with limited English skills. To request this publication 
in another format or language, contact us at 503-378-3486, or 
711 for TTY, or email DHS-OHA PublicationRequest@state.or.us.
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October 7, 2014 

Oregon Health Policy Board 

Pamela Martin, Ph.D., ABPP 

Addictions and Mental Health Director 

 

 

Behavioral Health in Oregon: 
Present and Future 

 
2 

 

 

 

What is behavioral health? 
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Substance Use Disorders and 
Mental Illness in Oregon 

 

• 283,000 aged 12+ misused alcohol 

• 123,000 aged  12+ misused or abused drugs 

• 4,182 died from drug overdose 2000-2012 

• 4.6% aged 18+ have Severe Persistent Mental 
Illness ( SPMI) 

• 21% aged 18+ have some mental illness 

• 6-12% of children 9-11 have serious emotional 
disorders (SED) 

 

 

 

 

Addictions and Mental Health 
(AMH) Mission  
• Assist Oregonians to achieve optimum physical, 

mental and social well-being 

• Provide access to health, mental health and 
addiction services and supports 

• Meet the needs of adults and children to live, be 
educated, work and participate in their communities 
 

 

  

 

4  
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Addictions and Mental Health 
Overview 
• $ 978 million biennial budget  

• Oregon State Hospital  

• 1 secure residential treatment facility 

    Contracts with: 

• 36 community mental health programs 

• 16 coordinated care organizations  

• Other community providers 

 
 

 

  

 

5  

AMH Funding Sources 2013-2015 

6 

General 
Funds 
68% 

Federal - 
Grants 

6% 

Medicaid 
19% 

Other 
6% 

Lottery 
1% 
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OHA Funding Sources 2013-2015 

7 

How funding turns into services 

8 

Behavioral Health Care for Oregonians 

   Addictions & Mental 
Health 

Coordinated Care 
Organizations 

Community Mental 
Health Programs 

 Oregon Health Plan 

Providers 

• Service Coordination Agreements 
• Common Outcome Measures 

Medicaid Funding State & Federal Funds  
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Top diagnoses kids 
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Top diagnoses adults 

 

 

10 
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Intervention Spectrum 

Universal - 
General Population 

Selective - 
Health Risk  
Groups 

Indicated - 
Diagnosed 

Case 
Identification 

Standard 
Treatment 
for Known 
Disorders 

Compliance 
with Long-Term 
Treatment 
(reduce relapse 
and recurrence) 

Aftercare 
(including 
rehabilitation) 

Treatment 

Conference Edition Fall 2000-revised 
Prepared by 

Mental Health Promotion 

Institute of Medicine (IOM) Spectrum of 
Intervention – An Organizing Framework 

11 

Prevention and Early Intervention 

Prevention and Behavioral Health Promotion 

• Substance abuse and problem gambling prevention 

• Parent Child Interaction Therapy (PCIT) 

• Mental Health First Aid 
 

Early Identification and Intervention 

• Systematic efforts to identify people with early signs of mental health, 
substance use, and gambling problems 

– Early Assessment and Support Alliance (EASA) 

– Youth Hubs 

– Screening, Brief Intervention and Referral to Treatment (SBIRT)   

– ACES screening for trauma 

 

 

 
12 
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Residential Treatment 
 

• Adult Foster Homes 

• Mental Health Residential Homes 

•  Substance Abuse Residential Treatment 

• Oxford Houses 

• Victims of Sex Trafficking – New Program 
 

 

13 

Community Treatment 
 

• Regular  and Intensive outpatient 

• Medications and Medication Assisted Treatment 

• Oregon Psychiatric Access Line for Kids ( OPAL-K) 

• Care Coordination/Case Management 

• School Health  

• Day Treatment 

• Wraparound Services 

• Assertive Community Treatment  ( ACT) 

• Behavioral Health Homes 

14 
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Oregon State Hospital 

• 2,200 FTE – 90% of AMH Staff are at OSH 

• Current locations  in Salem and Portland 

• Total licensed capacity =  659 beds 

– 40 % Guilty Except for Insanity (GEI) 

– 25%  ORS 161.370 forensic evaluations  

– 25 % Civil Commitment 

– 8% Geriatric 

– 1% Other 

 

 

 
 

 

  

 

15  

Crisis Services 
 

• Psychiatric Boarding in Emergency Depts. 

• Acute psychiatric treatment in local hospital 
specialty units – civil commitment  

• Detoxification services 

• 24-Hour Hot Lines 

• Mobile Crisis Units 
    

16 



10/3/2014 

9 

Support for Recovery 

• Supported housing  

• Employment services 

• Education services 

• Rental Assistance Program 

• NAMI/ORPA/AMH Housing Project 

• Peer-to-peer recovery support programs 
    

17 

 
18 

Strategic Planning 

Stakeholder Input 

• Six town hall meetings statewide 

• Webinar  

• Tribal Consultation 

• Formal and ad hoc groups 

• Six Strategic Initiatives 
 

 



10/3/2014 

10 

 
19 

Strategic Planning  

Advisory Groups 

• AMH Planning and Advisory Council ( AMHPAC) 

• Children’s System Advisory Committee (CSAC) 

• Oregon Consumer Advisory Council (OCAC) 

• Oregon State Hospital Advisory Board 

New! AMH Office of Consumer Activities ( 2014) 

 
 

 

 
20 

Strategic Planning Initiatives 
• Support health equity for all Oregonians 

• Provide access to a full continuum of evidence 
based care 

• Promote healthy communities and prevent chronic 
illness 

• Support recovery and a life in the community 

• OSH resources are used wisely; discharge is timely 

• AMH operations support the plan 
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Strategic Initiative Goal 5.3 
Decrease the number of individuals who are admitted to 
OSH under ORS 161.370 for misdemeanors. 

• Seek a change in the 161.370 statute to assess and treat 
people with a misdemeanor or Class C felony in the 
community. 

• Develop jail diversion programs in communities. 

• Support Crisis Intervention Training ( CIT) for law 
enforcement  

• Support mobile crisis teams. 

OHA Partners 
 

• Consumers 

• Families 

• Providers 

• CCOs 

• Education 

• Primary Care 

• Hospitals 

• Emergency Depts. 

• MAP, PH, OEI, DHS 
 

 

 

• Law enforcement 

• Jails 

• Corrections 

• Legislators 

• Federal Government 

• Tribal Governments 

• County Governments 

• City Governments 

• Faith Based 

 

  
22 
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Goals and Challenges  
 

• AMH Strategic Plan Implementation 

• USDOJ Agreement 

• ORS 161.370 Forensic Evaluations 

• Psychiatric Boarding / Oregon State Hospital 

• Data Sharing/42 CFR Part 2 
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Discussion 

Questions? 
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Prescription Drug Cost Control 

Options and Limitations 

 

Thomas A Burns 

Director Pharmacy Programs 

 

2 

Current Pressures 

• Cost of prescription drugs as percentage of health 
care have remained relatively stable over time. 

• Many brand name drugs have gone generic 

• State rebate percentages have leveled off as new 
drug prices increase 

– State does not currently share rebates with CCOs 

• New and very expensive drugs are coming to a 
pharmacy near you 
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Pharmacy 101 

Commonly Used Terms 
• Pharmacy Benefit Manager (PBM)—private company that 

adjudicates all prescription claims, enforces preferred drug list, and, 

in many cases negotiates rebates on behalf of the payer. 

• Payer—The entity that is paying the bill and setting the policies 

around prescription drugs.  This might include OHA, CCOs, PEBB, 

OEBB, private insurance company. 

• Prescriber—the person, usually a physician, who writes the 

prescription for a drug 

• Pharmacy—store where a patient has a prescription filled 

• Pharmaceutical Company or Manufacturer—company that makes 

the drugs and pays rebates.  

• Rebates—amount paid by a manufacturer to a payer to bring the 

cost of the drug down to the amount agreed to between the two. 

 

 

 

(Enter) DEPARTMENT (ALL CAPS) 

(Enter) Division or Office (Mixed Case) 
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Pharmacy 101 

Commonly Used Terms 

• Federally Mandated Rebates—amount set in federal law that a 

manufacturer must pay for the manufacturer’s drugs to be paid for 

by Medicaid.  Minimum amount is 23.1% 

• State Supplemental Rebates—rebates (above and beyond the 

federal rebate) between the manufacturer and the state 

• Pharmacy and Therapeutics (P&T) Committee—a committee of 

experts that reviews the evidence about prescription drugs and 

recommends their placement on a PDL 

• Preferred Drug List (PDL)—a list of preferred drugs that is 

established by the P&T Committee. 

• Health Evidence Review Committee (HERC)—establishes the “line” 

for coverage within the OHP program 

(Enter) DEPARTMENT (ALL CAPS) 

(Enter) Division or Office (Mixed Case) 

 4 
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Pharmacy 101 

• Patient is handed prescription by a doctor  

• Patient takes prescription to pharmacy or e-prescription is sent to 

pharmacy 

• Pharmacy checks with Pharmacy Benefit Manager to assure: 

– Patient is covered by insurance company 

– The prescription is on the payer’s Preferred Drug List 

– If there are Prior Authorization requirements (established by 

the payer) that must be met 

– The amount of co-payment or co-insurance to collect from 

patient 

– Gives patient drug, collects co-payment and send patient 

home 

• PBM sends check to Pharmacy for agreed up on reimbursement 

of cost of drug and a dispensing fee. 

 

 

 

5 

Pharmacy 101 

• PBM notifies payer of amount sent to pharmacy 

• Payer sends check to PBM 

• Payer notifies drug manufacturer that their drug has been paid 

for. 

• Drug manufacturer sends payment to payer equal to negotiated 

rebate to payer. 

• Example: 

– $100 cost of drug 

– 10% co-payment paid by patient 

– $90 sent to pharmacy 

– Payer sends $90 to PBM---PBM is now whole 

– $50 rebate from Drug manufacturer sent to payer 

– $40 net cost to payer 

6 
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Options for better management of 

prescription drugs--Medicaid 

• Set up formal process to review drugs prior to 
approval 

– Can be done administratively 

– Discuss with provider groups on appropriate use 

– Develop Prior Authorization criteria using input from 
provider groups 

• Require diagnosis code on prescriptions as means 
to assure appropriate use. 

– Can be done administratively 

– Assures drugs used on label only 

– Many doctors don’t know codes 

– Getting easier with e-prescribing 

 
 

7 

Options for better management of 

prescription drugs--Medicaid 

• Limit coverage of new drugs for six months while 
staff develops policy around appropriate use 

– Requires legislative approval 

– Provides breathing room to accomplish above after 
drug on market 

– Common among private payers 

– Some other states follow this option 

 
 

8 
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Increase Purchasing Power of State 

• Consolidate all drug purchases under one operation 

– Medicaid FFS 

– Medicaid CCO 

– State Hospital 

– Public Employees Benefit Board 

– Oregon Education Benefit Board 

– Department of Corrections 

– Youth Authority 

– Local governments health clinics and jails 

– Offer to other private entities 

• Around 1.3 million state paid for lives, more with local governments 

• Larger pool better purchasing power 

 
(Enter) DEPARTMENT (ALL CAPS) 

(Enter) Division or Office (Mixed Case) 
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Increase Purchasing Power of State 

• Align formularies on certain high cost drugs. 

– Can be done administratively 

– Dramatically changes negotiating strategy 

– Requires CCOs, PEBB and OEBB to agree to 

statewide standards. Others may follow 

– Process to share rebates may need to be developed 

– Makes doctor’s life easier 

 

 

10 
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6 

Increase Purchasing Power of State 

• Utilize 340B pharmacy network for certain high cost 

drugs 

– Can be done administratively 

– All payers could take advantage 

– Lowest prices in market 

– Doctor and pharmacy must be connected 

– Expensive specialty drugs most logical 

– Getting drug to patient may be problematic 

– Replenishment model to address location 

11 

Increase Purchasing Power of State 

• Establish state run specialty pharmacy for high cost 

drugs 

– Can be done administratively 

– All payers can be included 

– May require a RFP 

– Issue around mandating use for FFS 

– Removes pharmacy mark-up 

– Some purchasing power advantage 

– Better utilization controls 
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10/6/2014 

7 

Increase Purchasing Power of State 

• Build a state run PBM 

– May require legislative change 

– All payers may be included 

– State builds contract, entities would contract using 

state terms. 

– Some increase in purchasing power (won’t solve 

Solvaldi problem) 

– Pharmacies will be nervous 

– Would lead to single statewide formulary 

– Rebates may continue to be issue 
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Discussion 

• Are there other options? 

• Which direction should we head? 

• Who should be invited to play? 

• Will any of these protect against the coming tidal wave? 

• What will these save? 

• How quickly can they be implemented? 

(Enter) DEPARTMENT (ALL CAPS) 

(Enter) Division or Office (Mixed Case) 
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