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Appendix 1 

Media Coverage and Press Releases on Health Transformation 

Don't think health reform's working? These numbers say you're wrong 
The first full year report on Oregon’s Coordinated Care Organizations confirms positive 
trends that began to come into view last year - emergency visits down, primary care visits up. 
http://www.bizjournals.com/portland/blog/health-care-inc/2014/06/dont-think-health-reforms-

working-these-numbers.html?page=all 
 

New resources improve states’ abilities to advance Medicaid payment and delivery system 
reform  
Health and Human Services Secretary Sylvia M. Burwell announced a new innovative 
collaboration with states to improve care for Medicaid beneficiaries by accelerating efforts in 
reforming their health care systems to improve health and care while reducing costs. The goals 
and activities of the Medicaid Innovation Accelerator Program build on many of the recent 
recommendations made by the National Governors Association’s (NGA) Health Care 
Sustainability Task Force. http://www.hhs.gov/news/press/2014pres/07/20140714a.html 

 

Press Release: Governor Kitzhaber: PEBB Decision Moves Toward Better Health and 
Better Care for Oregon Public Employees 
Governor Kitzhaber praised the Public Employees’ Benefits Board for rising to his challenge to 
create high quality, financially sustainable health plans for more than 130,000 public employees 
and their families statewide. Today PEBB approved final premium rates for new health plans. 
http://www.oregon.gov/gov/media_room/Pages/press_releases/press_061714a.aspx 

 

Local Oregon Health Plan group earns bonus 
In 2013, Oregon Health Plan patients went to the emergency room less often and were more 
satisfied with the care they received than in 2011, according to a quarterly report released 
Tuesday. Patients were more satisfied with the care they received, however. In 2013, 83.5 
percent of Oregon Health Plan patients in the local CCO said they “received needed information 
or help and thought they were treated with courtesy and respect” compared with 81 percent in 
2011. 

  http://www.bendbulletin.com/home/2187510-151/local-oregon-health-plan-group-earns-bonus 
 

E.R. visits fell 17% in first year of Oregon Medicaid changes 
Gov. John Kitzhaber's health reforms are at least partly succeeding at improving care for 
Medicaid patients.  
http://registerguard.com/rg/news/31775598-76/medicaid-care-oregon-visits-emergency.html.csp 

 

Report: Oregon Health Plan Shows Improvements 
The state tracked what coordinated care organizations (CCOs) are doing for Oregon Health Plan 
or Medicaid patients. It found that the number of outpatient primary-care visits increased by 11 
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percent in 2013, an indication that more people are getting care sooner and not at 
emergency rooms.  

http://www.publicnewsservice.org/2014-06-25/health-issues/report-oregon-health-plan-shows-

improvements/a40140-1 
 

Latest Oregon data show gains in cutting Medicaid costs 
Supporters of Medicaid expansion now have an Oregon report they can quote to counter a 
previous Oregon report opponents have cited repeatedly in their anti-expansion arguments. 
Lori Coyner, director of health analytics for the Oregon Health Authority, said that quality 
targets are being met and the state has kept its commitment to the CMS to reduce spending 
growth by 2 percentage points per member each year. The state has been releasing quarterly 

reports that provide updates on how well the effort is proceeding. The most recent report, 
released this week, includes 12 months of data that show CCO members’ emergency department 
visits have decreased 17% compared to 2011, leading to a 19% decrease in costs. 
http://www.modernhealthcare.com/article/20140626/NEWS/306269958/latest-oregon-data- show-

gains-in-cutting-medicaid-costs 
 

Q&A: Assessing Oregon's Reinvention Of Medicaid 
The Oregon Health Authority released the first full year report Tuesday on how the new 
Coordinated Care Organizations are doing. Reporter Kristian Foden-Vencil will be digging 
through it during the day. After a quick look, he joined OPB’s Geoff Norcross in the studio. 
http://www.opb.org/news/series/vitalsigns/qa-assessing-oregons-reinvention-of-medicaid/ 

 

Under New Oregon Medicaid System, Fewer Patients Hospitalized For Chronic Conditions 
Under Oregon’s new Medicaid system, fewer patients are being hospitalized for 
chronic conditions. That’s according to a report by the Oregon Health Authority, which looked 
at data from the first full year of the state’s new Medicaid program.  The new system combines 
health care providers into “coordinated care organizations,” or CCOs. They share a budget and 
work together. 
http://www.opb.org/news/article/under-new-ore-medicaid-system-fewer-patients- 

hospitalized-for-chronic-conditions/ 
 

To see the OHA report: 
http://www.oregon.gov/oha/Metrics/Documents/2013%20Performance%20Report.pdf 

 

First Steps and Second Chances 
Multnomah County Health Department administers two programs that demonstrate how 
innovative health care delivery models can be applied to urgent public health problems. 
https://www.nwpublichealth.org/archives/s2014/first-steps-and-second-chances 

 

Regional Roundup: ACA Updates 
A snapshot from each of the six states in our region about what is happening with health care 
reform. 
https://www.nwpublichealth.org/archives/s2014/regional-roundup-aca-updates 
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Salem CCO earns $5 million for care of Medicaid patients 
The Salem-area coordinated care organization that manages and pays for the care of Oregon 
Health Plan patients have received nearly $5 million in the state's first distribution of incentive 
payments since it has embarked on its health transformation experiment. 
http://stateofreform.com/news/industry/healthcare-providers/2014/06/coordinated-care-

organizations-earn-peformance-incentives-from-oregon/ 
 

Coordinated Care Organizations Earn Performance Incentives from Oregon 
Patients and coordinated care organizations (CCOs) are starting to see the benefits of Oregon’s 
new model for Medicaid, according to a report released today by the Oregon Health Authority. 
Speaking with Lori Coyner, Director of Health Analytics, the response is encouraging: “The 
OHA is very excited about the initial results and seeing 11 providers meet incentive payments 
during the first. Right now, we’re regrouping and focusing on how to improve the process 
further.” 
http://stateofreform.com/news/industry/healthcare-providers/2014/06/coordinated-care-organizations-
earn-peformance-incentives-from-oregon/ 

 

Moving the Needle 
Article reflecting positive outcomes related to SIM support. Heroin deaths have fallen by nearly 
half in Multnomah County since the law expanding access to naloxone went into effect, 
according to early numbers compiled by the county prevent project focused on reducing opiate 
overdoses and fatalities. 
http://www.wweek.com/portland/print-article-22428-print.html 

 

Portland Police May Carry Lifesaving Drug 
Police are considering carrying a potentially lifesaving drug designed to stop heroin and 
prescription pain killer overdoses after a dramatic reduction in overdose deaths. 
http://www.kgw.com/news/local/Police-may-carry-drug-to-stop-heroin-overdoses-264826251.html 
 

Opinion 
Oregon's Health Care Experiment off to a Promising Start 
One of the heaviest lifts for the Oregon Legislature in recent years was its narrow passage, in 
2012, of health care reform laws authorizing the creation of Coordinated Care Organizations to 
cut medical costs incurred by members of the Oregon Health Plan. Since few folks had ever 
heard of a CCO, the concept of rewarding medical providers for meeting state-set standards of 
care rather than volume of treatment was viewed by some as a threat to doctor income as well as 
attention to needy patients. Both proponents and opponents at the time talked about doctors and 
hospital systems "taking a haircut" to change reimbursement practices and emphasize disease 
prevention over expensive intervention. 
http://www.oregonlive.com/opinion/index.ssf/2014/06/oregons_health_care_experiment.html 

 

First year of Oregon Health Plan reforms shows some improvements, while other measures 
fell short 
A new state report found that in the first year of reforms to the Oregon Health Plan, some cost 
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and care measures improved while many remained short of goals. 
http://www.oregonlive.com/health/index.ssf/2014/06/first_year_of_oregon_health_pl.html#incart 
_m-rpt-1 
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Background: 

In a letter to the Oregon Health Policy Board (OHPB) dated June 3, 2013, Governor John Kitzhaber, M.D. 

requested recommendations for aligning the Oregon’s coordinated care model (CCM) principles to the Public 

Employees’ Benefit Board (PEBB), the Oregon Educators’ Benefit Board (OEBB), Cover Oregon (CO) and the 

broader market. This request builds on the success of Oregon’s broader health system transformation by using 

the state’s purchasing and purchasing facilitation lever to signal to the delivery system that there are higher 

expectations for enhanced care coordination and innovative methods for reducing costs, reducing disparities, 

and improving quality of care. To develop recommendations in response to the Governor’s request the OHPB 

approved a chartered workgroup, the Coordinated Care Model Alignment (CCMA) workgroup, and charged it 

with developing recommendations detailing specific CCM principles and attributes for adoption as well as 

timelines and outcomes which facilitate alignment within their respective organizations. 
 

 

The Director of the Oregon Health Authority (OHA) Bruce Goldberg, M.D. appointed two board members from 

PEBB, OEBB and Cover Oregon as members of the workgroup. Workgroup membership is listed below. 

 

Sean Kolmer (Chair), PEBB Steve McNannay, OEBB Gretchen Peterson, Cover Oregon 

Paul McKenna, PEBB Alison Little, OEBB Ken Allen, Cover Oregon 

 

Cover Oregon is Oregon’s state-based health insurance marketplace where individuals, families, and small 

employers (1-50 employees) can shop for, compare and enroll in health insurance plans and access financial 

assistance to help pay for coverage.  In 2016, Cover Oregon is expected to expand to employers with 51-100 

employees. Cover Oregon operates at no cost to the state. It is funded by federal grant dollars through 2014; 

after that, it will be self-sustaining through an administrative fee charged to insurance carriers. It is anticipated 

that over 200,000 Oregonians will purchase health insurance through Cover Oregon. 

 

PEBB designs, contracts and administers medical, dental, vision, life, accident, disability and long-term care 

insurance, flexible spending accounts, and an employee assistance program for state employees and their 

dependents. The Board also offers benefit plan options for retirees not yet eligible for Medicare and for 

individuals in other participating groups, such as certain self-pay groups and semi-independent state agencies. 

PEBB's total membership is approximately 127,000 individuals.  PEBB’s Benefit Budget for the 2013-2015 

biennium is $1,531,997,391. These funds are used to pay for all the covered benefit plans offered by PEBB for 

eligible members. 
 

 

OEBB was created in 2007 and, similar to PEBB, provides medical, dental, vision, life, accident, disability and 

long term care insurance, flexible spending accounts and an employee assistance program for 240 of Oregon’s 

educational employees, including employees at K-12 grade school districts, education service districts (ESDs), 

community colleges and some charter schools. OEBB also offers a health savings account. Currently, 145,785 

individuals are eligible to enroll in OEBB. OEBB’s Benefit Budget for the 2013-2015 biennium is $1,628,294,000. 

These funds are used to pay premiums for all the various benefit plan options offered by OEBB for members or 

educational entities that make selections on behalf of members. 
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Membership for OEBB and PEBB could expand in January of 2014 and 2015, respectively, as a result of Oregon 

House Bill 2279 (2013). HB 2279 amends PEBB’s and OEBB’s governing statutes to allow local governments or 

local government employees to voluntarily participate in the benefit plans offered by PEBB or OEBB. There are 

nearly 900 city, county, or special districts that are eligible to participate, with an estimated 50,000 employees. 
 

 

To date, OEBB has received notice from Josephine County that they will join OEBB and begin offering benefits to 

their employees and their families effective January 1, 2014. OEBB anticipates this would be approximately 700 

additional members eligible to enroll in benefit plans offered through OEBB. An employee group within Clatsop 

County has expressed interest in joining OEBB in January 2014, but there is no firm commitment at this time. 

PEBB will be able to enroll local government groups in its benefit plans beginning January 2015 and expects to 

know more about these groups’ level of interest over the next six to nine months. 
 

 

PEBB, OEBB, and Cover Oregon are responsible for offering high-quality and affordable health insurance plans to 

a vast number of Oregonians in all regions of the state. Increasing alignment and collaboration among these 

organizations creates a significant opportunity to positively impact the delivery system statewide. 
 

 

Recommendation 1: Each entity should adopt the principles of the coordinated care model. 
 

The overarching goal of each state purchaser and purchaser facilitator in the CCMA workgroup is to improve the 

health of those they serve, improve the quality of care delivered and control costs. Similarly the workgroup 

recognizes that spreading the coordinated care model principles into their respective organizations is a vital 

“next step" in Oregon’s Health System Transformation (se CCM principles below). Spreading the coordinated 

care model will help PEBB, OEBB, and Cover Oregon better meet the triple aim by identifying appropriate 

coordinated care model attributes for adoption and determining detailed opportunities for implementing those 

attributes within their respective organizations. The workgroup understands the need to help members  

improve their health through best practice care models such as those that emphasize preventive and primary 

care as well as the potential for their respective organizations to hold health plans and providers accountable for 

the money they spend by paying for and measuring achievement and process-related health outcomes. The 

group’s work establishes a higher standard of care for health plans and providers that prioritizes efficiency, 

coordination, and patient-centered care for the members for whom they facilitate the purchase of or purchase 

health coverage for. By jointly establishing common priorities in purchasing health care while simultaneously 

increasing active engagement and collaboration across agencies, these organizations will help build a   

sustainable healthcare delivery system and a healthier Oregon. 
 

 

By adopting principles of the coordinated care model throughout PEBB, OEBB, and Cover Oregon contracts with 

health insurers, a large percentage of commercial purchasing will be coordinated and aligned for the delivery 

system to begin changing its business model to achieve better health, better care and lower costs. For example, 

in the future, successful bids and definitions for request for proposals, qualified health plans or other contract 

relationships would demonstrate adoption of model features, such as fixed rates of growth that encourage 

flexibility and are outcome-based, delivery system integration and coordination, and performance 

measurement. 
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The coordinated care principles are below and can be implemented in different ways through different levers in 

each organization. 
 

 

1. Do what works. Use best practices to manage and coordinate care. 

Coordinating care through evidence-based best practices can support providers in attaining the highest 

quality of care in the most efficient manner. 
 

 

2. Share responsibility for health among providers, individuals and health plans. 

When providers, payers and consumers work together, improving health becomes a team effort. 

Informed, engaged, and empowered providers and patients/consumers can share responsibility and 

decision-making for care, while coming to joint agreement of accountability for individual health 

behaviors. 
 

 

3. Measure performance. 

Strengthening performance measurement alignment across purchasers eases the burden of reporting 

for providers and establishes an accurate picture of health and performance outcomes. 
 

 

4. Pay for outcomes and health. 

Alternative payment methodologies (APMs) such as value-based payments, shared savings, and offering 

incentives for quality outcomes instead of volume-based fee methodologies supports better care and 

better quality of care while providing flexibility without compromising access to care or services. 

 

5. Provide information so that patients and providers know price and quality. 

Readily available, accurate, reliable and understandable cost and quality data can help patients 

understand health care plan choices, and share responsibility in treatment, care management, and other 

health care decisions. Increased transparency on price and quality can also lead to increased 

accountability for providers. 

 
6. Maintain costs at a sustainable fixed rate of growth. 

Bending the cost curve is a vital component of the coordinated care model that fortifies all other 

principles. Preventing a cost shift to employers, individuals, and families and reducing inappropriate 

utilization and costs through a fixed rate of growth approach is foundational to health care 

transformation in Oregon. 
 

 

Recommendation 2: Each Board should adopt a shared timeline with accountabilities for 

implementation of coordinated care model alignment. 
 

 

Alignment with the principles of the coordinated care model will not be instantaneous, sequential nor happen in 

the exact same way across these entities. PEBB, OEBB, and Cover Oregon should begin to incorporate these 

principles in RFP development, contracts, renewals, and other means, where appropriate. These organizations’ 

respective boards are responsible for alignment and should begin their respective conversations using the 

timeline in Appendix C as a framework, which reflects key dates and opportunities for alignment over the course 

of the next four years. 
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Recommendation 3: PEBB, OEBB, and Cover Oregon should jointly charter a group to oversee 

continued alignment between the three organizations. 
 

 

It is essential that PEBB, OEBB, and Cover Oregon continue these alignment efforts following the completion of 

this workgroup. Actively coordinating and connecting this work across organizations will further enhance the 

sustainability and efficiency of the model while ensuring that best practices are shared. The following actions are 

recommended: 

 

1. Ensure that alignment across metrics is addressed by establishing it as the first priority for the jointly 

chartered group. 

 
2. Support collaborative and coordinated procurements among PEBB, OEBB, and Cover Oregon to allow 

these groups to explore where there might be efficiencies gained from undergoing joint or parallel 

processes for obtaining similar categories of professional services (e.g., contract one data analytic 

company to examine claims data for all three organizations). 

 
3. Convene staff and board leadership from PEBB, OEBB, Cover Oregon and the broader market through 

learning collaboratives, potentially through the OHA Transformation Center, where these organizations 

can continue to share opportunities, challenges, and innovative ideas for coordinated care model 

alignment in purchasing and purchasing-related issues. 
 

 

Recommendation 4: To the extent practical, alignment efforts in the future should consider the role 

of the Oregon Insurance Division as the regulator for the individual and small group markets in 

Oregon, which includes plans certified through Cover Oregon. 
 

 

The Oregon Insurance Division can facilitate the creation of a statewide health insurance market that is 

committed to the coordinated care model. 
 

 

Additional background information and analysis supporting these recommendations is available in the following 

attachments: 

Appendix A: Governor Kitzhaber’s June 2013 letter to the Oregon Health Policy Board 

Appendix B: The Coordinated Care Model Alignment work group charter 

Appendix C: Proposed contracting timelines for PEBB, OEBB, and Cover Oregon 

Appendix D: Expanded definitions, attributes, and examples of the Coordinated Care Model principles 

Appendix E: Crosswalk of current Coordinated Care Model alignment across PEBB, OEBB, and Cover Oregon 

Appendix F:  Comparison of quality measures to be reported by PEBB, OEBB, Cover Oregon QHPs, and CCOs 
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II.  Scope 
 

The Coordinated Care Model Aligmnent \Vorkgroup is charged with providing draft 
recommendation  and implementation action  for the consideration of the Oregon Health Policy 

Board . 
 

Purcha ser  to be coYered in recommendation  include but are not limited to: 
 

o PEBB (to include cunently tmdetway RFP proce for 201 - setYices) 

o OEBB  

o Cover Oregon  

o Other public and private organization  

 

OHA staff will provide workgroup members materials in advance of scheduled meeting  in order 

to ensure adequate review time and meaningful input. 
 

ll1e v.ork group will not be a ked to approve the ftnal Board recommendations to the 
Legi latme . 

 
 

 
III.  Deliverable 

 

The v.orkgroup will   ubmit recommendations in a repoti to the Boat·d before oYember 1. _ 013. 
 

 
 
 

IV.  Timino- Schedule 
 

ll1e Workgroup will complete it   work by November  2013: it will meet monthly at a location to 

be detennined . The workgroup will meet at the eli  cretion of the Board . 

 

 
Chair  :  TBD 

 

Staff: TBD. Jeff Scroggin 
 

 
 

VI.  Work Group Member hip 
 

Workgroup members are appointed by Director Bmce Goldberg. The  ·orkgroup will haYe a 

chair that will represent the group and present at Board meeting . 
 

 

Member  hip : TBD 
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Draft Proposed Timelines 
 
 

  PEBB OEBB Cover Oregon 

 

2
0

1
3

 

Sep Med/Pharmacy RFP issued for 2015   

Oct    
 
 
 

Enrollment period for 2014 plans 

Nov  

RFP closes, PEBB reviews proposals 
 

Dec  

 

2
0

1
4

 

 

Jan 
Competitive proposals selected and 

interviewed 

 
 

Med/Dental contract renewal period for 

Oct 2014 to Sept 2015 plan year 
Feb Final awards 

Mar  

Contract negotiations 
Apr  
May Contracts signed by 6/1  

Complete contract renewals for 

Med/Dental for Oct 2014 to Sept 2015 

plan year 

 
Jun  

Open enrollment planning 

 
Jul  

Aug  
Sep  

Enrollment period for 2015 plans 
Enrollment for Aug 2014-Sept 2015 plans  

Oct   
Nov    

 

Dec 
  RFA released for carriers for plan 

benefit year 2016 

 

2
0

1
5

 

 

Jan 
Contract initial plan year begins; initial 

2016 renewal letters sent* 

 

 
 

Med/Dental contract renewal period for 

Oct 2015 to Sept 2016 plan year 

 

Response to RFA due 

Feb  

2016 renewal responses due; reviewed 

by Board for approval of plan 

designs/rates 

CO reviews RFA responses for 

approval by early April Mar 
 

Apr 
Approved carriers file plans/rates 

with DCBS 

May    

 
 
 

Cover Oregon certifies plans 

 
Jun 

 

 
 
 

Contract amendment and member 

handbook update period 

Begin design process for 

med/dental/vision RFPs for Oct 2016 to 

Sept 2017 plan year 

 
Jul 

Complete contract renewals for 

med/dental plans for Oct 2015 to Sept 

2016 plan year 

Aug  

Enrollment for Aug 2015-Sept 2016 plans  
Sep  
Oct Complete contract renewals for 2016 

plan year 

 2016 plans publicly available 

Nov   
Dec  Release RFPs for med/dental/ vision for 

Oct 2016 to Sept 2017 

 

 

2
0

1
6

 

Jan   
Feb   

Selection process for med/dental/vision 

plans for Oct 2016 to Sept 2017 

 
Mar   
Apr   
May    
June    
July    
Aug  Contracts signed for Oct 2016 to Sept 

2017 plan year& Enrollment period for 

2016-17 plans 

 

Sep   

Note: PEBB and OEBB will jointly release an actuary RFP during mid-2014. PEBB may also release a wellness RFP in 2014 

*Timeline for PEBB contract renewals for subsequent plan year (2016) are modeled after the PEBB 2013 contract renewal 

timeline 



Appendix D 
15 

 

Principles of Oregon’s Coordinated Care Model 
Coordinated Care Model Alignment Work Group  

Examples and Descriptions 
 

1. Use best practices to manage and coordinate care 
 
Coordinating care through evidence-based best practices can support providers and health care facilities in 
attaining the highest quality of care in the most efficient manner. 

 
Examples: 

• Single point of accountability 
• Patient and family-centered care (e.g., patient-centered primary care homes PCPCH) 
• Increased coordinated care around long term care services and support (LTSS) 
• Team-based care across appropriate disciplines 
• Cost containment and quality improvement plans for managing care for 20 percent of population driving 

80 percent of costs 
• Plans for prevention and wellness, including addressing disparities among population served 
• Broad adoption and use of electronic health records 

 
Contract examples: 
“PHP agrees to continue developing and implementing the medical home concept and providing PEBB with data 
and findings related to the success or challenges learned from the implementation of medical home pilots. 
Programs will include: Asthma, Diabetes, Coronary Disease, Chronic Obstructive Pulmonary Disease, Heart 
Failure.” PEBB January 2013 contract 

 
2. Share responsibility for health 

 
When providers, payers and consumers work together, improving health becomes a team effort. Informed, 
engaged, and empowered providers and patients/consumers can share responsibility and decision-making for care, 
while coming to joint agreement of accountability for individual health behaviors. 

 
Examples: 

• Shared decision-making for care among patients and providers 
• Providers can increase education for consumers/patients on care management, personal health behaviors, 

treatment options, etc. 
• Payer can ensure screenings, well-child visits, other preventive care measures, supportive 

chronic care management techniques are incentivized 
• Payers can support patients/consumers in becoming accountable for personal health behaviors through 

evidence-based wellness incentives (e.g., gym membership subsidies, smoking cessation programs, 
weight loss programs, etc.), payment for preventive primary care, etc. 

 
Contract example: 
“Health Engagement Model. PHP will provide health tools that will allow PEBB members to comply with the 
required components of PEBB’s Health Engagement Model. HEM tools accessible through the online portal must 
include an Online Personal Health Assessment (PHA), Health Conversation modules, and other supporting 
information as required by PEBB.” PEBB January 2013 contract 
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3. Measure performance 
 
Strengthening performance measurement alignment across purchasers eases the burden of reporting for providers 
and establishes an accurate picture of health and performance outcomes. 

 
Examples: 

• Demonstrated understanding of population served can improve health outcomes at all levels and 
establishes a baseline dataset 

• Establish shared metrics with clear targets 
• Performance measurement should include metrics related to health care workforce issues with a 

demonstrated connection to health care quality, such as staff turnover rates, existence of labor- 
management partnerships, and availability of protection for whistleblowers. 

• Share strategies for improvement on quality, cost and access metrics 
• Using data from metrics can ensure adequate provider supply in needed areas is supported. 
• Utilize aligned metrics across purchasers 

 
Contract example: 
“Cover Oregon will identify a list of quality measures to be used to evaluate Carrier’s QHP performance and 
effectiveness and assign a QHP grade. The measures chosen will be measures already established by nationally or 
locally recognized entities such as NCQA, CMS, and Oregon Health Care Quality Corporation (Quality Corp). 
Cover Oregon will work with an independent contractor, Quality Corp, to collect all data necessary to assign a 
quality rating for each QHP. Carrier will join the Quality Corp measurement and reporting initiative and will 
submit its administrative claims data to Quality Corp on a regular schedule, at minimum biannually.” Cover 
Oregon Final Medical Contract 2013 

 
 
 

4. Pay for outcomes and health 
 
Alternative payment methodologies (APMs) such as value-based payments, shared savings, and offering 
incentives for quality outcomes instead of volume based fee methodologies supports better care and better quality 
of care while providing flexibility without compromising access to care or services. 

 
Examples: 

• Global budgets (e.g., CCOs are in part defined by a new payment model that holds them accountable for 
the total cost of care (behavioral, physical and dental health care) for enrolled members) 

• Tiered payments for PCPCHs 
• Value-based payments that providers are incentivized to provide high-quality, efficient care. 

 
Contract example: 
“PEBB endorses innovative payment models that move away from fee-for-service reimbursement and reward for 
cost and quality outcomes. PHP will develop and implement payment models that may include (but are not 
limited to) withhold, global budgets, capitation, and other reimbursement methods based on Patient Centered 
Primary Care Home Standards and Measurements as developed from time to time by the Oregon Health 
Authority.” PEBB January 2013 Contract 
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5. Provide information so that patients and providers know price and quality 
 

 

Readily available, accurate, reliable and understandable cost and quality data can help patients understand health 
care plan choices, and share responsibility in treatment, care management, and other health care decisions. 
Increased transparency on price and quality can also lead to increased accountability for providers. 

 
Examples: 
• Providing information to consumers that explains enrollment options and plan choice 
• Providers and plans working together to provide consumers with an estimated quote for a medical procedure 

in advance of treatment 
• Plans and providers sharing data back and forth on quality outcomes and price 

 
Contract examples: 
“Price and Quality Transparency: These innovations provide useful and easily accessible cost and quality 
information to guide enrollees in understanding their own out-of-pocket costs for services, and in comparing the 
quality and safety of providers. They may include decision-support tools to help enrollees understand the 
availability and potential risks of treatment options for their disease.” OEBB RFP Scope of Work 2009 

 
 
 

6. Establish a sustainable rate of growth 
 
Bending the cost curve is a vital component of the coordinated care model that fortifies all other principles. 
Preventing a cost shift to employers, individuals, and families and reducing inappropriate utilization and costs 
through a fixed rate of growth approach is foundational to health care transformation in Oregon. 

 
Examples: 
• Improving care coordination at all points in the system 
• Integrating health system delivery budgets across the spectrum 
• Testing, acceleration, and spread of effective delivery system & payment innovations 

 
Contract example: 
“The Contractor shall deliver to OEBB enrollees a care management process that fully integrates medical, 
behavioral, acute, chronic care and patient education into a seamless experience. Contractor’s program shall help 
enrollees manage their chronic conditions and diseases to achieve optimum health. Such a delivery model shall, to 
the extent possible, be evidence-based and produce clinical outcomes and financial impacts that can be measured 
quarterly and annually.” OEBB Contract 2009. 
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PEBB, OEBB, and Cover Oregon Alignment with the Coordinated Care Model Principles: 

November 2013 
 

 

The information below provides a picture of PEBB, OEBB, and Cover Oregon activities, programs, contract language and operations that already align 

under the Coordinated Care Model (CCM) principles, as well as opportunities for future alignment. 

 

Items indicated for PEBB are reflected in PEBB’s current medical contracts and should be furthered through its current Medical Request for Proposals 

(RFP) process. Items for OEBB were extracted from its current 2013-2014 medical contracts. Cover Oregon items were gathered from the generic 

medical contract for the 2014 plan year and for the Request For Applications (RFA) put out in 2013. 

 

Items were included based on whether the activity/program furthered the effort toward alignment with a CCM principle. Since many items can 

impact multiple CCM principles, the right-hand column indicates additional CCM principles that may be applicable to the item. For example, chronic 

disease case management is primarily a best practice for managing care (CCM Principle #1), but also can help share responsibility for health (CCM 

Principle #2), and may contribute to maintaining costs at a sustainable fixed rate of growth (CCM Principle #6). 
 

 

 
Coordinated Care 

Model Principle 

 
 

Program or Operation 

 
 

PEBB 

 
 

OEBB 

 
Cover 

Oregon 

 
 

Notes, Contract Language, and Examples 

Other 

applicable 

CCM 

Principles 

 
 
 
 
 
 

1. Do what 

works. Use best 

practices to 

manage and 

coordinate care 

 
 
 
 
 
 

Quality Improvement 

program or strategies 

 

 
 
 
 
 
 

X 

 

 
 
 
 
 
 

X 

 

 
 
 
 
 
 

X 

 
E.g., Aligning Forces for Quality, e-value8, Leap Frog. To 

participate in the Exchange, carriers are required to implement 

and report on a quality improvement strategy or strategies 

consistent with §1311(g) of the Affordable Care Act (ACA). Under 

§1311(g), a strategy is a payment structure that provides 

increased reimbursement or other incentives for improving care 

coordination, chronic disease management, prevention of 

hospital readmissions, improvement of patient safety, 

implementation of wellness programs, or reduction of health 

care disparities. 

 

 
 
 
 
 
 

3, 6 

 

 
PCPCHs or Medical Homes 

 

 
X 

 

 
X 

 

 
X 

 
Including adoption of the Patient-Centered Primary Care Home 

Standards and Measurements developed by OHA 

 

 
3, 4, 6 
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Coordinated Care 

Model Principle 

 
 

Program or Operation 

 
 

PEBB 

 
 

OEBB 

 
Cover 

Oregon 

 
 

Notes, Contract Language, and Examples 

Other 

applicable 

CCM 

Principles 

 
 
 
 
 
 
 
 
 
 
 
 
 

1. Do what 

works. Use best 

practices to 

manage and 

coordinate care 

Use of Electronic Medical 

Records and Health 

Information Exchange 

(HIE) 

 

 
X 

 

 
X 

 

 
X 

 

Contractor agrees to make commercially reasonable efforts to 

request its providers to adopt and demonstrate the meaningful 

use of certified EMRs and promote health information exchange. 

 

 
E-prescribing 

 
X 

 
X 

 Contractor supports the implementation of e-prescribing access 

for all providers 
 

Case management or 

chronic disease 

management programs 

 
X 

 
X 

 
X 

 

E.g., congestive heart failure, cardiovascular disease, asthma, 

diabetes and maternity management. 

 
2, 6 

 

 

Behavioral and Physical 

Health Integration 

   Develop and implement a health care delivery model that 

integrates mental health and physical health care and addictions. 

This should specifically address the needs of individuals with 

severe and persistent mental illness. 

 

 

 
 
 
 
 
 
 
 

Telehealth programs for 

members 

 
 
 
 
 
 
 
 
 

X 

 
 
 
 
 
 
 
 
 

X 

  
For PEBB: PHP, through Providence Health eXpress, will establish 

and maintain telehealth stations in state buildings for active 

PEBB Members enrolled in either a Providence Health Plan (PHP) 

or Kaiser medical plan. A “telehealth station” is defined as a 

confined and private room with a videoconferencing unit for the 

encounter and with a direct connection to a PHP intake 

specialist. 

 
For OEBB: Covered medical services, delivered through a 2-way 

video communication that allows a professional provider to 

interact with a member who is at an originating site, are covered. 

For OEBB: Covered medical services, delivered through a 2-way 

video communication that allows a professional provider to 

interact with a member who is at an originating site, are covered. 

 
 
 
 
 
 
 
 
 

2 



Appendix E 
20 

 

 

 
Coordinated Care 

Model Principle 

 
 

Program or Operation 

 
 

PEBB 

 
 

OEBB 

 
Cover 

Oregon 

 
 

Notes, Contract Language, and Examples 

Other 

applicable 

CCM 

Principles 
 

 
 
 
 
 
 
 
 

1. Do what 

works. Use best 

practices to 

manage and 

coordinate care 

 

 
 
 
 
 
 

Administrative 

simplification 

 
 
 
 
 
 

 
X 

 
 
 
 
 
 

 
X 

 
 

From OEBB and PEBB contracts: 

Contractor acknowledges that there are significant opportunities 

to improve the efficiency and timeliness of administrative 

processes and transactions between providers and health plans. 

Therefore, Contractor shall: (a) Continue its active participation 

in administrative simplification efforts undertaken by the OHA, 

DCBS and the Oregon Health Leadership Council;(b) Comply with 

the rules of DCBS requiring uniform standards for insurers; and, 

(c) Use commercially reasonable means, to include language in 

all its contracts with professional and institutional providers, as 

those contracts requiring them to conduct all administrative 

transactions electronically in accordance with standards... 

 

 

 
Language and cultural 

considerations for 

members 

   
 
 

X 

 
From Cover Oregon RFA: How do you communicate important 

information about your health benefit plans and company 

policies in a culturally and linguistically appropriate manner with 

members? 

 

 

Provider diversity and 

cultural competence 

   E.g., cultural competence training for providers; provider 

composition reflects Member diversity; non-traditional health 

care workers composition reflects member diversity 

 
1,2 

 
 

2. Share 

responsibility for 

health among 

patients, 

providers, and 

plans 

 
 

Health Risk Assessment, 

with incentives for 

members who participate 

 
 

 
X 

 
 

 
X 

 
 

 
 

E.g., Health Engagement Model (PEBB) and Health Futures 

(OEBB) 

 
 

 
5, 6 

Wellness program or 

activities for members 

 

X 
 

X 
 E.g., weight management program, smoking cessation program, 

diabetes management program, MoodHelper, etc. 

 

1, 5, 6 

Online team-based 

Worksite Wellness 

program 

 
X 

 
X 

  
E.g., Healthy Team, Healthy U 

 
1, 5, 6 
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Coordinated Care 

Model Principle 

 
 

Program or Operation 

 
 

PEBB 

 
 

OEBB 

 
Cover 

Oregon 

 
 

Notes, Contract Language, and Examples 

Other 

applicable 

CCM 

Principles 
 

 
 
 
 
 
 
 
 
 
 

2. Share 

responsibility for 

health among 

patients, 

providers, and 

plans 

 
Fitness Facility Subsidy 

program 

 
 

X 

  Provides partial reimbursement of fitness facility membership 

costs for participants that meet defined minimum attendance 

requirements for attending the qualifying fitness facility where 

they have a membership. New to PEBB in October 2013. 

 

Inclusion of preventive 

services at no-cost or low- 

cost to members 

 
X 

 
X 

 
X 

 

E.g., annual physical exams, mammograms, well-baby or well- 

child visits, immunizations, colorectal cancer screenings, etc. 

 
1, 6 

 
Shared decision-making 

tools 

 
 

X 

 
 

X 

 E.g., online tools for members and providers including health 

trackers, medical libraries, E-DOC, evidence-based information 

that can help members compare treatment options for common 

chronic conditions (e.g., low back pain or hypertension). 

 
 

5 

 
 
 

 
Value-Tier medications 

 
 
 

 
X 

 
 
 

 
X 

  
OEBB and PEBB instituted value tier medications for 5 chronic 

conditions: diabetes, asthma, heart conditions, high blood 

pressure and cholesterol. 

 
PEBB offers barrier-free prescription drugs for some mental 

health and behavioral health conditions 

 
 
 

 
4, 6 

 

 
Community Health 

Assessment and 

Improvement 

   Providers and plans can incorporate information from 

community health assessments and community health 

improvement plans, including those developed by Coordinated 

Care Organizations, as part of a strategic population health and 

health care system service plan for the community served by the 

plan and providers 

 

 

 
 

3. Measure 

performance 

 
C-Section goal 

 
X 

 
X 

 
X 

Attempt to use reasonable measures to reduce purely elective 

inductions and primary and repeat cesarean deliveries at <39 

weeks of gestation. 

 
4, 6 

 

Readmission goals 
 

X 
 

X 
 

X 
Contractor shall provide a goal of reducing re-admissions and 

report on its efforts to decrease re-admission rates 

 

4, 6 

 

HEDIS Reports 
 

X 
 

X 
 Report OEBB-specific and commercial book of business scores for 

selected HEDIS measures 

 

 

Large Claims Reports 
 

X 
 

X 
 Large Claims Report by case with diagnosis of aggregate claims 

over a $100,000 threshold by month for the Plan Year 
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Coordinated Care 

Model Principle 

 
 

Program or Operation 

 
 

PEBB 

 
 

OEBB 

 
Cover 

Oregon 

 
 

Notes, Contract Language, and Examples 

Other 

applicable 

CCM 

Principles 
 

 
 
 
 
 
 
 

3. Measure 

performance 

Enrollee Satisfaction 

surveys 

 

X 
 

X 
 

X 
  

2 

 
 
 
 
 

 
Metrics to be reported 

 
 
 
 
 

 
X 

 
 
 
 
 

 
X 

 
 
 
 
 

 
X 

 

E.g., Cover Oregon proposed metrics: Breast cancer screenings; 

Comprehensive diabetes screenings; Cholesterol management 

(LDL test) for patients with cardiovascular conditions; Flu shots; 

Annual monitoring for patients on persistent medications; 

Inpatient utilization – general hospital/acute care (IPU); Initiation 

and engagement of alcohol and other drug (AOD) treatment 

(IET); Antidepressant medication management; Prenatal and 

postpartum care; Well-child visits in the first 15 months of life, 

six or more; Getting needed care without delay; Overall rating of 

health care quality; and Overall rating of health plan. 

 
 
 
 
 

 
5 

 

Strategies and Evidence- 

based Outcomes 

Workgroup 

  
 

X 

 OEBB Strategies and Evidence-based Outcomes Workgroup 

(SEOW) in place to review data and make recommendations on 

benefit changes to improve cost and quality (not specifically in 

contract but all reports are reviewed by this group) 

 

 

 
 
 
 
 
 

4. Pay for 

outcomes and 

health 

Tiered payment for 

Patient-Centered Primary 

Care Homes (PCPCHs) 

 
X 

 
X 

  

PEBB and OEBB provide an age-adjusted, per-member-per- 

month incentive payment to Tier 2 or Tier 3 recognized PCPCHs 

 
1, 2 

 
 

Innovative Payment 

Reforms or Alternative 

Payment Methodologies 

(APMs) 

 

 
 
 

X 

 

 
 
 

X 

 

 
 
 

X 

Endorses innovative payment models that move away from fee- 

for-service reimbursement and reward for cost and quality 

outcomes. Contractor will develop and implement payment 

models that may include (but are not limited to) withhold, global 

budgets, capitation, reference pricing, bundled service  

payments, blended rates, pay-for-performance, and other 

reimbursement methods 

 

 
 
 

1, 6 

 

 
 

Patient Safety Reporting 

 

 
 

X 

 

 
 

X 

 

 
 

X 

 

Requires that contractor uses commercially reasonable means to 

include specific language in contracts with hospitals, such as 

requiring Adverse Events Reporting programs, surgical checklists, 

participation in Non-Payment for Serious Adverse Events, etc. 

 

 
 

1, 5 
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Coordinated Care 

Model Principle 

 
 

Program or Operation 

 
 

PEBB 

 
 

OEBB 

 
Cover 

Oregon 

 
 

Notes, Contract Language, and Examples 

Other 

applicable 

CCM 

Principles 

 
4. Pay for 

outcomes and 

health 

 
 

 
Additional Cost Tier Co- 

Pays (ACT) 

 
 
 
 

X 

 
 
 
 

X 

 ACT increases member cost-sharing for certain services often 

considered to be preference sensitive. Members are encouraged 

to start a dialogue with their provider and to explore less   

invasive treatment alternatives if possible. There is a $100 or 

$500 copayment for Additional Cost Tier procedures, plus the 

applicable deductible & copayment still apply (in contract benefit 

summaries and member handbook). 

 
 
 
 

1, 2,5,6 

 

 
 
 
 
 
 

5. Provide 

information so 

that patients and 

providers know 

price and quality 

data 

 

 
 

Web portal access for 

members 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 

 
 

Website dedicated to members with targeted communication 

and outreach 

 

Specific Treatment Cost 

Navigator and 

Prescription pricing tool 

  
X 

  

Cost calculators that OEBB members can enter a procedure or 

prescriptions into and find out the estimated cost 

 
2 

 
 
 

 
Plan comparison available 

to members 

  
 
 
 
 

X 

 
 
 
 
 

X 

Individuals will use Cover Oregon to make meaningful 

comparisons of QHPs. Carriers offering QHPs through Cover 

Oregon will report on networks, care coordination efforts, and 

quality measures. Individuals can view QHP performance in these 

areas to help them make choices among Carriers and QHPs. 

 
OEBB has partnered with Truven Health Analytics and MIT to 

implement and evaluate an informed decision making 

enrollment tool focusing on cost. Offered at open enrollment. 

 

 
6. Maintain costs 

at a sustainable 

fixed rate of 

growth 

 
 
 

2013-2015 budget 

 
 
 

X 

   

 
Caps PEBB expenditure growth Per Employee Per Month at 4.4% 

for 2013, 3.4% for 2014, and 3.4% for 2015 

 



Appendix F 
24 

 

Overlap Among 2014 Quality Measures: OHA CCO, Cover Oregon and PEBB 
 

 
 

 

Measure 
 

NQF Number CCO
1

 Cover Oregon
2

 PEBB/OEBB
3

 

MENTAL HEALTH, ALCOHOL AND DRUG USE     
Adherence to antipsychotics for 

individual with schizophrenia 

Unspecified X   

Alcohol and drug misuse, 

screening, brief intervention, 

and referral for treatment 

Unspecified X  X 

Alcohol and drug treatment 

success rate 

Unspecified   X 

Antidepressant medication 

management 

0105 X X  

Follow-up after hospitalization 

for mental illness 

0576 X  X 

Follow-up care for children 

prescribed attention deficit 

hyperactivity disorder 

medication 

0108 X   

Initiation and engagement of 

alcohol and other drug 

dependence treatment 

0004 X X X 

Penetration rate for mental 

health and chemical 

dependence treatment 

Unspecified   X 

Screening for clinical depression 

and follow-up plan 

0418 X  X 

PREGNANCY, CHILDREN, AND ADOLESCENTS     
Adolescent well child visits Unspecified X  X 

Annual pediatric hemoglobin 

A1c testing 

0060 X   

Antenatal steroids 0476 X   
Appropriate testing for children 

with pharyngitis 

0002 X   

Childhood immunization status 0038 X  X 

Cesarean rate for nulliparous 

singleton vertex 

0471   X 
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Measure 
 

NQF Number CCO
1

 Cover Oregon
2

 PEBB/OEBB
3

 

Developmental screening, first 

36 months of life 

1448 X  X 

Elective delivery 0469 X   
Immunization for adolescents 1407 X   
Oral health screening for 

children under 3 years 

Unspecified   X 

Pediatric central-line associated 

bloodstream infections, 

neonatal and pediatric intensive 

care units 

Unspecified X   

Percentage of live births with 

low birth weight 

0278, 1382 X  X 

Prenatal and postpartum care: 

postpartum care rate 

1391 X   

Prenatal and postpartum care: 

timeliness of prenatal care 

1517 X X  

Prevalence of early childhood 

carries 

Unspecified   X 

Child and adolescent BMI 

assessment 

Unspecified X   

Well-child visits, first 15 months 

of life 

1392 X X  

Well-child visits, 3rd, 4th, 5th, 

and 6th years of life 

1516 X   

SCREENINGS AND PREVENTIVE 

CARE 

    

Adult BMI assessment Unspecified X  X 

Annual HIV/AIDS medical visit 0403 X   
Annual monitoring for patients 

on persistent medications 

0021    

Breast cancer screening 0031 X X X 

Breast feeding exclusivity at 6 

months 

Unspecified   X 

Cervical cancer screening 0032 X  X 

Chlamydia screening in women 

age 21-24 

0033 X  X 

Colorectal cancer screening Unspecified X  X 
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Measure 
 

NQF Number CCO
1

 Cover Oregon
2

 PEBB/OEBB
3

 

Comprehensive diabetes 

screening 

Unspecified X X X 

Controlling high blood pressure 0018 X X X 

Dental visits Unspecified   X 

Fall risk screening Unspecified   X 

Flu shots for adults ages 50-64 0039 X X X 

Preventive service utilization Unspecified   X 

Medical assistance with smoking 

and tobacco cessation 

0027 X  X 

Total eligibles age 1-20 who 

received preventive dental 

services 

Unspecified X   

MEMBER HEALTH STATUS     
Effective contraceptive use 

among women who do not 

desire pregnancy 

Unspecified X   

Functional status improvement Unspecified   X 

Health status improvement Unspecified   X 

Member health status, adults Unspecified X   
Rate of obesity among CCO 

enrollees (state measure) 

Unspecified X  X 

Rate of tobacco use among CCO 

enrollees 

Unspecified X  X 

Skin injuries: stage 3 or 4 

pressure ulcers acquired after 

admission to healthcare facility 

Unspecified   X 

HOSPITAL RELATED     
All-cause readmissions 1789 X  X 

Ambulatory care: hospital 

admissions 

See Note 3 X X X 

Annual percentage of asthma 

patients age 2-20 with one or 

more asthma-related emergency 

department visit 

1381 X   

Hospital acquired infection rates Unspecified   X 

Hospital process of care Unspecified   X 
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Measure 
 

NQF Number CCO
1

 Cover Oregon
2

 PEBB/OEBB
3

 

Potentially avoidable emergency 

department visits 

Unspecified X  X 

CUSTOMER SERVICE     
Chronic disease self- 

management support 

Unspecified   X 

Customer Service: information Unspecified X X  
Customer service: courtesy and 

respect 

Unspecified X X  

Getting needed care and getting 

care quickly 

Unspecified X X X 

Overall rating of health care Unspecified  X X 

Primary provider or provider 

team 

Unspecified   X 

Shared decision making or 

participation in care planning 

Unspecified   X 

Wait time for dental visit Unspecified   X 

OTHER     
Advanced directives: percentage 

of members who have an 

advanced directive 

Unspecified   X 

Care transition: transition record 

transmitted to health care 

professional 

1391 X   

Child and adolescent access to 

primary care practitioners 

Unspecified X   

Coordination with long term 

care (for example, percentage of 

dual eligible discharged from 

acute care to home or 

community-based settings) 

Unspecified   X 

Electronic health record 

adoption 

Unspecified X   

End-of-life care preferences Unspecified   X 

Falls: patient death or serious 

physical injury associated with a 

fall while being cared for in a 

healthcare facility 

Unspecified   X 
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Measure 
 

NQF Number CCO
1

 Cover Oregon
2

 PEBB/OEBB
3

 

Healthy eating: for example, Unspecified   X 

percentage of adults and     
children who eat recommended     
number of fruit and vegetable     
servings     
Improvement in employment Unspecified   X 

status or school attendance for     
individuals with behavioral     
health diagnosis     
Improvement in housing status Unspecified   X 

for individuals with behavioral     
health diagnosis     
Kindergarten readiness Unspecified   X 

Medication errors Unspecified   X 

Medication reconciliation post- 0554 X  X 

discharge     
Mental and physical health Unspecified X   
assessment within 60 days for     
children in DHS custody (state     
measure)     
Patient-centered primary care Unspecified X   
home enrollment (state     
measure)     
Physical activity: percentage of Unspecified   X 

adults and children who meet     
recommendations for physical     
activity     
Physician Orders for Life- Unspecified   X 

Sustaining Treatment (POLST)     
forms: percentage of members     
who have a POLST form on file     
Physician Orders for Life- Unspecified   X 

Sustaining Treatment (POLST)     
forms: percentage of members     
whose end-of-life care matches     
preferences in POLST registry     
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Measure 
 

NQF Number CCO
1

 Cover Oregon
2

 PEBB/OEBB
3

 

Service engagement: Percentage 

of members who received no 

health services at all in a given 

period 

Unspecified   X 

Use of imaging studies for low 

back pain 

Unspecified   X 

Use of palliative or hospice care 

at the end of life 

Unspecified   X 

 
1 Oregon Health Authority. January 2013. Oregon Measurement Strategy. Accessed January 23, 2013 from 

http://www.oregon.gov/oha/Documents/MeasurementStrategy.pdf 
2 Oregon Health Care Quality Corporation. October 2013. Cover Oregon Year One Measure Specifications. 
3 Potential CCO Performance Measures by Category, PEBB & OEBB Alignment Discussion 
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Appendix 3 

 
HB 2118 (2013 Session) Health Plan Quality Metrics Work 

Group Progress Report to the Oregon Legislature February 

2014 

 

Background 

 
House Bill 2118 (2013) created the Health Plan Quality Metrics Work Group and charged the Work  

Group with recommending appropriate health plan quality measures for use by Cover Oregon, the 

Oregon Health Authority (OHA), the Public Employees’ Benefit Board (PEBB), and the Oregon Educators 

Benefit Board (OEBB). The Work Group will recommend a small number of quality measures that enable 

consumers, purchasers, and other stakeholders to meaningfully compare quality across coordinated   

care organizations (CCOs), qualified health plans available through Cover Oregon, and health plans that 

contract with PEBB and OEBB. Recommendations from the workgroup are due by May 31, 2014. 

 
Progress to Date 

 
Public agencies and quality measurement organizations have developed thousands of quality measures 

for health plans and providers. To select appropriate quality measures from the many measures 

available, the Work Group first developed a measure selection framework that includes statewide 

health goals and measure evaluation criteria. The Work Group then reviewed measure sets from other 

state and national quality measurement initiatives and identified candidate measures from these sets. 

 
Development of Measure Selection Framework 

 
To guide its work, the Work Group decided to focus on selecting quality measures that reflect progress 

toward Oregon’s unique goals for health care and population health. The Work Group identified four 

statewide goals needed to achieve the triple aim of better health, better care, and lower costs in 

Oregon: 

• Provide a better future for today’s kids by investing in the health of future generations. 

• Ensure access to high quality care. 

• Promote integration and holistic care. 

• Reduce costs and make health care sustainable. 

 
To ensure the recommended measures are relevant and useful to consumers, payers, and other 

stakeholders, the Work Group identified four criteria that all recommended measures should meet: 

• Actionable and linked to outcomes of interest (especially “hard” outcomes) 

• Reliable and valid, well specified, and feasible to report 

• Aligned with CCO measures and other key measure sets 

• Supports achievement of state policy goals, including the Triple Aim, cost containment, and 

sustainable rate of growth 

 
To identify goals and criteria for the measure selection framework, the Work Group reviewed measure 

domains and selection criteria used by key quality measurement efforts taking place in Oregon, as well 

as several efforts with national scope. 
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Review of Measure Sets from Other Quality Measurement Initiatives 

 
House Bill 2118 directs the Work Group to consider other state and national quality measures and 

methodologies in developing its recommendations. The Work Group reviewed 13 measure sets used by 

state and national quality measurement initiatives and identified the most commonly used measures 

across these sets. Measure sets reviewed include: measures used by OHA to evaluate CCOs; measures 

used by Cover Oregon to create health plan quality ratings, measures used by PEBB and OEBB to 

evaluate contracted health plans; and federal measure sets, including Medicaid measures, Medicare 

measures, and measures used to evaluate primary care practices. 

 
Because Oregon’s Medicaid waiver agreement requires OHA to use specific quality measures to evaluate 

CCOs, the Work Group started building its recommended measure set with measures from the CCO set: 

for its draft measure set, the Work Group has selected measures from the CCO set that are most 

commonly used in other measure sets, that reflect Oregon’s goals for health care and population health, 

and that meet the Work Group’s measure selection criteria. If additional measures are needed, the   

Work Group will select measures from outside the CCO set. 

 
Next Steps 

 
Having developed a framework for recommending health plan quality measures and identified highly 

aligned measures from measure sets used by state and national quality initiatives, the Work Group will 

take the following steps to deliver final recommendations to the Legislature: 

 
Month Step 

February 2014 Finalize draft recommended measure set. 

March 2014 Release draft recommended measure set and collect public comments. Invite health 

care consumer organizations, insurers, and other key stakeholders to provide 

feedback. Post recommended measure set on Cover Oregon’s website and encourage 

members of the public to submit feedback via email, web form, and other channels. 

April 2014 Review public comments and revise draft recommended measure set as needed. 

May 2014 Make final revisions to draft recommended measure set, and provide final measure set 

to the Legislature. 
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30-day mortality rate, risk adjusted 

(NQF 0229, 0230) 

          x 

3-item care transition measure 

(NQF 0228) 

          x 

Ability for providers with HIT to receive lab 

data electronically directly into their EHR 

system as discrete searchable data   

(NQF 0489) 

          x 

ACE inhibitor or ARB therapy – diabetes 

and/or LVSD (NQF 0066) 

          x 

Activity measure for post-acute care 

(AM-PAC) – CMS DOTPA short term, public 

domain version (NQF 0429, 0430) 

          X 

Adherence to antipsychotics for individuals 

with schizophrenia (NQF 1879) 

   x        

Adolescent well care visits x x   x x   x   

Adoption of Health Information Technology 

(NQF 0488) 

          x1 

Adoption of medication e-prescribing 

(NQF 0486) 

          x 

Adult BMI assessment    x  x      

 
1 

Conceptually similar to OHA’s EHR Adoption measure. 
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Adult weight screening and follow up 

(NQF 0421) 

        x  x 

Alcohol or other substance misuse (SBIRT) x x x    x  x2   

All-cause readmission (NQF 1789)   x     x   x 

Ambulatory Care: Outpatient and 

Emergency Department Utilization 

 
*indicates ED utilization only 

X* x x  x x X*     

Ambulatory-care sensitive hospital 

admissions (PQI #1, 14, NQF 272, 678) 

  x         

Annual HIV/AIDS medical visit    x        

Annual monitoring for patients on 

persistent medications 

   x        

Antidepressant medication management 

(NQF 0105) 

   x  x3  x    

Appropriate opioid dose       x     

Appropriate testing for children with 

pharyngitis (NQF 0002) 

 x   x    x   

Appropriate treatment for children with 

upper respiratory infection (NQF 0069) 

     x      

 

 

2 
RAND specifications? Unclear if this measure will align with OHA measures. 

3 
Effective continuation phase only. 
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Asthma assessment (NQF 0001)           x 

Asthma pharmacologic therapy 

(NQF 0047) 

          x 

Asthma related ED visits (ages 2-20) 

(NQF 1381) 

    x       

Avoidance of antibiotic treatment in adults 

with acute bronchitis (NQF 0058) 

     x      

Breast cancer screening 

(NQF 0031) 

   x4  x  x5  x  

CAHPS adult and child composite: 

Access to care 

x x x x   x6    x 

CAHPS adult and child composite: 

Satisfaction with care 

x x x x   x7    x 

CAHPS: Rating of Health Plan       x     

CAHPS adult member health status   x        x 

CAHPS: % of members (adults and children) 

who got appointments when they thought 

they needed them 

         x  

 

 

4 
For women ages 42-69. May not be comparable to other measures. 

5 
EHR-based quality measure. May not be comparable to PEBB/OEBB and CoverOregon measures. 

6 
Only adult members who “always” got care as soon as needed. 

7 
Only adult members who “always” were treated with courtesy and respect from customer service and who “always” got the information or help they needed. 
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CAHPS Surveys 

(NQF 0005-0009, 0517, 0691-0697, 0285) 

          x 

Care transition record transmitted to health 

care professional (NQF 0648) 

          x 

Care transition: transition record 

transmitted to health care professional 

   x        

CARE-F and CARE-C assessment tools for 

nursing facilities, day rehabilitation 

programs, and other ambulatory settings in 

the community 

          x 

Cervical cancer screening 

(NQF 0032) 

 x  x  x   X   

Cesarean rate for low-risk first birth women 

(NQF 0471) 

          x 

Child and adolescent access to primary care 

practitioners 

 x   x       

Childhood immunization status 

(NQF 0038) 

 x   x x x  x  x 

Chlamydia screening in women ages 16-24 

(NQF 0033) 

 x  x x x x     

Cholesterol management for patients with 

cardiovascular conditions: LDL-C screening 

     x      
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Cholesterol management for patients with 

cardiovascular conditions: LDL-C control 

     x      

Colorectal cancer screening x x    x8 x x9 x10  x11 

Comfortable dying: pain brought to a 

comfortable level within 48 hours of initial 

assessment (NQF 0209) 

          x 

Comprehensive diabetes care: Eye exams 

(NQF 0055) 

     x X    x 

Comprehensive diabetes care: Foot exams 

(NQF 0056) 

          x 

Comprehensive diabetes care: HbA1c 

control (NQF 0575) 

      X  x   

Comprehensive diabetes care: HbA1c 

testing (NQF 0057) 

 x  x  x X  x x  

Comprehensive diabetes care: LDL-C 

Screening (NQF 0063 

 x  x  x   x   

Comprehensive diabetes care: nephropathy      x X    x 
 
 

8 
HEDIS specifications. OHA specifications for the CCO incentive measures and “test” measure deviate significantly from HEDIS for CY 2013. These data will not 

be comparable. 
9 

NQF 0034. EHR-based quality measure. These data will not be comparable to OHA and PEBB/OEBB measures. 
10 

NQF 0034. These data will not be comparable to OHA and PEBB/OEBB measures. 
11 

NQF 0034. These data will not be comparable to OHA and PEBB/OEBB measures. 
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assessment (NQF 0062)            

Continuity assessment record and 

evaluation (CARE) tool 

          X 

Controlling high-blood pressure 

(NQF 0018) 

x x  x   x x12 x13  x14 

COPD: bronchodilator therapy 

(NQF 0102) 

          x 

Coronary Artery Disease (CAD) composite 

(NQF 0055, 0067, 0070, 0074) 

        x  x15 

Cost measures: 

*Total care (excluding PBM Rx, chiro, CAM, 

behavioral health) 

*Inpatient facility 

*Outpatient total (e.g., imaging, lab, other) 

*Professional total 

       x16  x17  

 
 

12 
EHR-based quality measure. These data will not be comparable to OHA measures. 

13 
EHR-based quality measure. These data will not be comparable to OHA measures. 

14 
EHR-based quality measure. These data will not be comparable to OHA measures. 

15 
Reported as separate measures. 

16 
May have some overlap with OHA cost/utilization reporting in the Health Systems Transformation Quarterly Progress report. Need additional details on the 

measure to confirm. 
17 

Cost and utilization by major category of service (e.g. inpatient, outpatient, Rx, etc.) 
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*Primary care 

*Specialty care/referral 

*Other 

           

Developmental screening in the first 36 

months of life (NQF 1448) 

x x x  x  x  x x  

Diabetes long-term complications 

(NQF 0274) 

          x 

Diabetes: Blood Pressure Control <140/90 

(NQF 0061) 

       x18 x   

Diabetes: HbA1c Poor Control (NQF 0059) x x    x  x19    

Diabetes: LDL-C Control (NQF 0064)      x  x20 x   

Effective contraceptive use among women 

not desiring pregnancy 

  x    x     

Electronic Health Record adoption x x          

Falls: screening for future falls risk 

(NQF 0101) 

       x    

Family evaluation of hospice (NQF 0208)           x 

Fibrinolytic therapy received within 30 

minutes of ED arrival (NQF 0288) 

          x 

 

 

18 
EHR-based quality measure. 

19 
EHR-based quality measure. These data will not be comparable to OHA measures. 

20 
EHR-based quality measure. 
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Fibrinolytic therapy received within 30 

minutes of hospital arrival (NQF 0164) 

          x 

Flu shots for adults age 50-64 (NQF 003)    x   x     

Follow-up after hospitalization for mental 

illness (NQF 0576) 

x x x x x x    x x 

Follow-up care for children prescribed 

ADHD medications (NQF 0108) 

x    x x   x   

Frequency of ongoing prenatal care 

(NQF 1391) 

    x    x  x 

HbA1c testing for pediatric patients ages 

5017 (NQF 0060) 

    x       

Healthy term newborn (NQF 0716)           x 

Heart failure: beta blocker therapy for left 

ventricular systolic dysfunction (NQF 0083) 

       x21   x 

Hospital ED visit rate that did not result in 

hospital admissions, by condition 

          x 

Immunization for adolescents (NQF 1407)  x   x x x  x   

Influenza immunization (NQF 0041)        x22 x  x 

Initiation and engagement of alcohol and 

other drug treatment (NQF 0004) 

  x x       x 

 
21 

EHR-based quality measure. 
22 

EHR-based quality measure. 



40  

Appendix 4 

Measures Matrix (Universal) 

July 8, 2014 

 
 
 
 
 
 

 
Measures  

 

C
C

O
 In

ce
nt

iv
e 

M
ea

su
re

s 

 

Q
ua

lit
y 

an
d 

A
cc

es
s 

“T
es

t”
 

M
ea

su
re

s 
 

O
H

A
 C

or
e 

P
er

fo
rm

an
ce

 
M

ea
su

re
s 

 

M
ed

ic
ai

d 
A

du
lt 

Q
ua

lit
y 

M
ea

su
re

s 
 

C
H

IP
R

A
 M

ea
su

re
s 

 

P
E

B
B

/O
E

B
B

 2
01

3 
M

ea
su

re
s 

 

H
B

 2
11

8 
R

ec
om

m
en

de
d 

M
ea

su
re

s 
(C

ov
er

O
re

go
n)

 
 

C
om

pr
eh

en
si

ve
 P

rim
ar

y 
C

ar
e 

In
iti

at
iv

e 
M

ea
su

re
s 

 

P
C

P
C

H
 Q

ua
lit

y 
M

ea
su

re
s 

 

O
ID

* 

 

C
M

M
I C

or
e 

M
ea

su
re

s 

Ischemic vascular disease: complete lipid 

profile and LDL control (NQF 0075) 

       x23   x 

Median time to transfer to another facility 

for acute coronary intervention (NQF 0290) 

          x 

Medical assistance with smoking and 

tobacco use cessation (CAHPS) (NQF 0027) 

 x  x  x24 x     

Medicare spending per beneficiary, risk- 

adjusted, and price standardized 

          x 

Medication management for people with 

asthma 

      x     

Medication reconciliation (NQF 0097)           x 

Medication reconciliation post-discharge 

(NQF 0554) 

  x         

Mental and physical health assessment 

within 60 days for children in DHS custody 

x  x25         

Optimal diabetes care 

(NQF 0729) 

          x 

 
 

 
23 

EHR-based quality measure. 
24 

Measure is a roll up of three CAHPS questions: advising smokers to quit, discussing smoking cessation medications, and discussing smoking cessation 

strategies. 
25 

Mental health assessments only. 
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Otitis Media with Effusion – Avoidance of 

Inappropriate Use of Systemic 

Antimicrobials in Children (ages 2-12) 

(NQF 0657) 

    x       

Patient safety for selected indicators 

(NQF 0531) 

          x 

Patient-Centered Primary Care Home 

(PCPCH) enrollment 

x x          

PC-01: Elective delivery before 39 weeks 

(NQF 0469) 

x x  x       x 

PC – 02: Cesarean section       x     

PC-03: Antenatal Steroids 

(NQF 0476) 

   x        

Pediatric Central-line Associated 

Bloodstream Infections–Neonatal Intensive 

Care Unit and Pediatric Intensive Care Unit 

(NQF 0139) 

    x       

Plan all-cause readmission (NQF 1768)  x  x x x x     

Pneumococcal immunization for older 

adults (NQF 0043, 0044) 

        x  x 

Post-discharge continuing care plan created 

(NQF 0557) 

          x 
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Post-discharge continuing plan transmitted 

to next level of care provider upon 

discharge (NQF 0558) 

          x 

Potentially avoidable emergency 

department visits (Medi-Cal methodology) 

  x         

Potentially avoidable hospital admissions 

for chronic conditions 

           

PQI 01: Diabetes, short term complication 

admission rate (NQF 0272) 

 x  x        

PQI 05: Chronic obstructive pulmonary 

disease admission rate (NQF 0275) 

 x  x    x   x 

PQI 08: Congestive heart failure admission 

rate (NQF 0277) 

 x  x    x   x 

PQI 11: Bacterial pneumonia admission rate 

(NQF 0279) 

          x 

PQI 12: Urinary tract infection admission 

rate (NQF 0281) 

          x 

PQI 15: adult asthma admission rate  x  x       x 

PQI 9: Low birth weight (NQF 0278)   x  x       

PQI 92 – Prevention quality chronic 

composite 

      x     



43  

Appendix 4 

Measures Matrix (Universal) 

July 8, 2014 

 
 
 
 
 
 

 
Measures  

 

C
C

O
 In

ce
nt

iv
e 

M
ea

su
re

s 

 

Q
ua

lit
y 

an
d 

A
cc

es
s 

“T
es

t”
 

M
ea

su
re

s 
 

O
H

A
 C

or
e 

P
er

fo
rm

an
ce

 
M

ea
su

re
s 

 

M
ed

ic
ai

d 
A

du
lt 

Q
ua

lit
y 

M
ea

su
re

s 
 

C
H

IP
R

A
 M

ea
su

re
s 

 

P
E

B
B

/O
E

B
B

 2
01

3 
M

ea
su

re
s 

 

H
B

 2
11

8 
R

ec
om

m
en

de
d 

M
ea

su
re

s 
(C

ov
er

O
re

go
n)

 
 

C
om

pr
eh

en
si

ve
 P

rim
ar

y 
C

ar
e 

In
iti

at
iv

e 
M

ea
su

re
s 

 

P
C

P
C

H
 Q

ua
lit

y 
M

ea
su

re
s 

 

O
ID

* 

 

C
M

M
I C

or
e 

M
ea

su
re

s 

Prenatal and postpartum care: Postpartum 

care rate (NQF 1517) 

 x  x  x26 x  x   

Prenatal and postpartum care: Timeliness 

of prenatal care (NQF 1517) 

x x   x x x  x   

Preventive Dental Services for children ages 

1-20 

    x       

Primary PCI received within 90 minutes of 

hospital arrival (NQF 0163) 

          x 

Prophylactic antibiotics discontinued within 

24 hours after surgery end time 

(NQF 0529) 

          x 

Proportion of days covered: 5 rates by 

therapeutic category (NQF 0541) 

          x 

Provider access questions (3) from the 

Physician Workforce Survey 

 x          

Rate of obesity among members   x    x     

Rate of tobacco use among members   x    x     

Reminder system for mammograms 

(NQF 0509) 

        x   

 

 
 

26 
Unclear if PEBB/OEBB measure is including both the prenatal and postpartum care elements of this measure. Documentation only lists “timeliness of 

prenatal care”. 
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Screening for clinical depression and follow- 

up plan (NQF 0418) 

x x  x   x x x  x 

Surgery patients who received appropriate 

VTE prophylaxis within 24 hours pre/post- 

surgery (NQF 0218) 

          x 

Surgical site infection (NQF 0299)           x 

Tobacco use assessment and tobacco use 

cessation intervention (NQF 0028) 

       x x  x 

Total Medicare Part A and B cost calculation 

recommendations 

          x 

Transition record with specified elements 

received by discharged patients (NQF 0647) 

/ Timely transmission of transition record 

      x    x 

Use of appropriate medications for people 

with asthma (NQF 0036) 

     x  x x   

Use of aspirin or another antithrombotic 

(NQF 0068) 

          x 

Use of imaging studies for low back pain 

(NQF 0052) 

     x      

Utilization buckets: 

*ED utilization/1,000 

*ED utilization/1,000 by top 10 diagnoses 

*Inpatient med/surg days/1,0000 

       x  x17  
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*Advanced imaging (i.e., PET, CT, MRI, 

nuclear medicine) 

*Primary care visits/1,000 

*Specialty care visits/1,000 

           

Weight assessment and counseling for 

nutrition and physical activity in children/ 

adolescents (NQF 0024) 

    x x x x x  x 

Well-child visits in the 3rd, 4th, 5th and 6th 

years of life (NQF 1516) 

    x    x  x 

Well-child visits in the first 15 months of life 

(NQF 1392) 

 x   x    x  x 

* For 2015 rate filings, OID has not required the data reported for these measures to be calculated with uniform specifications, so measure may not exactly match the NQF 

reference. 
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Appendix 5 

Payment REFORM 
in Oregon 

 
The Oregon Health Authority (OHA) has contracted the Center  
for Evidence-based Policy (Center) to research alternative payment 
methodologies (APMs) and solicit feedback on payment reform options 
from Oregon’s health transformation stakeholders. The goal of payment 
reform is to incentivize value over volume and ensure providers and 
payers are working together to achieve the Triple Aim. 

 

Oregon’s Coordinated Care Organizations (CCOs) are statutorily 
required to develop APMs. The Center’s findings will be available to 
CCOs and other organizations as they address the challenges of health 
care transformation. 

 

The Center conducted an evidence review of the effectiveness of APMs 
as well as interviews with 18 thought leaders across Oregon. The Center 
is currently analyzing this data and gathering feedback from stakeholder 
groups, and wants your input on the following preliminary findings: 

 

 
 

Evidence shows APMs can be effective in reducing utilization,  
costs, and improving quality of care  

 

The majority of the evidence focuses on pay-for-performance and shows that these programs have 
been successful in improving quality indicators while reducing costs and admission rates. Studies of 
bundled payments and capitation also show evidence of effectiveness given certain conditions. 

 
 
 

Thought leaders are engaged and committed to  
implementing payment reform  

 

Thought leaders were informed about payment reform methodologies and 
generally supportive of changing health care reimbursement methods in 
Oregon. They see potential to improve care and reduce costs, and they are 
interested in moving forward in reform. 

 
 
 

“We would like 
the flexibility that  
comes with [APM].”  

— Provider  

 

 
 

There is no “one size fits all” model for  
payment reform  

 

Different models will work in different situations, such as  
in rural versus urban settings and, primary versus specialty 
care. Fitting or blending models to the situation is critical for 
payment reform success. 

 

“Most of my conversations  
with people have been  

‘which model is going to  
work?’ and I think ... it’s a blend 
of models ... even for the big  

hospitals and the little hospitals.”  
— Hospital  
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Reform decisions need to be made at the  
local level and engage all stakeholders  
Thought leaders who had successfully implemented innovative 
payment strategies stressed that trust among participants and 
communication among providers were both essential to achieving 
desired outcomes. 

 

 

5 Specialists need to be at the table  
Most of the reform efforts in Oregon have focused on primary care. 
While primary care providers need to remain engaged it is our 
recommendation that specialists should also be involved in these 
conversations. 

 
 

6 Metrics are important  
Metrics need to measure something worthwhile, and providers 

 

“ [It’s] less to do with which is  
the best payment model, and  
more to do with how you’re  

having the conversations  
with constituents about the  

payment model.” — CCO 
 
 
 
 
 
 
 
 

“One of our primary  
care physicians ... has  

130 different metrics ...  
to measure.” — Health  

System  

need control over the measured outcome. Additionally, providers are 
overwhelmed with current metrics and reporting requirements, and it may be 
beneficial to find ways to reduce this burden. 

 

 
 

Reforming payment methodologies will require other system  
changes  

 

The current system relies on fee for service encounter codes and payment reform changes will 
require changes to state and federal actuarial and accounting systems. 

 
 
 

Sharing experiences, best practices, success strategies, and  
practices to avoid are essential  
Payment reform is still nascent and there are a range of strategies and methods. Thought leaders 
emphasized the need to communicate successes and setbacks to help each other through this 
process. 

 
 
 
 
 
 
 
 

Findings from the evidence review, interviews, and stakeholder feedback will be summarized in a final 
report to OHA. The final report will also include findings, models, tools and strategies for use in pay- 
ment reform. The Center and OHA would appreciate hearing your thoughts about payment reform 
and invite you to contact Allison Leof at leof@ohsu.edu . The Center will also have an online survey to 
collect feedback and will provide a direct link in the next OMA newsletter. We look forward to hearing 
from you! 
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Oregon Health Authority 
Innovative Payment Tools Project 
Preliminary Findings Presentation 
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Innovative Payment Tools Project  
 

 
 
 
 
 
 
 
 
 

Presentation Overview 
 

• Project background 
 

• Review of preliminary findings 
 

• Thought leader impressions of 6 APM 
models 

 

 
 
 
 
 
 
 
 
 
 
 
 

Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Project Background 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Background  
 
 
 
 
 
 
 

 

Oregon’s comprehensive health care reform 
initiative requires that CCOs provide quality care 
within a defined budget and reduce the annual 
growth in the cost of care. 

 

The CCOs are required by statute to adopt 
alternative payment methodologies (APMs) as 
part of their cost reduction and quality 
improvement strategies. 

 
 
 
 
 
 
 
 

Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Background  
 

 
 
 
 
 
 
 
 
 

The Oregon Health Authority (OHA) has 
contracted with the Center for Evidence-based 
Policy (the Center) to explore the effectiveness 
and feasibility of various APMs as well as 
identify and assist in the development of design 
and implementation tools for CCOs and other 
organizations. 

 

 
 
 
 
 
 
 
 
 
 

Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Project Background – So Far  
 

 
 
 
 
 
 
 
 
 

• Research staff at the Center have: 
 

– Completed an evidence review of APM 
models 

 

– Conducted interviews with Oregon thought 
leaders 

 

– Completed a preliminary analysis of findings 
 

• Preliminary findings will be addressed in 
this presentation 

 
 
 

Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Project Background – Next Steps  
 

 
 
 
 
 
 
 
 
 

• Research staff at the Center will: 
 

– Conduct facilitated discussions statewide with 
diverse stakeholders 

 

– Synthesize all findings and report them 
publically 

 

– Identify tools to assist CCOs and other entities 
design and implement APMs 

 
 
 
 
 
 
 
 

Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Preliminary Findings 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Finding 1: There is Evidence for Effectiveness  
 

 
 
 
 
 
 
 
 
 

Overall findings of literature review: 
 

• APMs show promise for 
 

– Reducing health care utilization 
 

– Reducing overall costs 
 

– Improving quality 
 

• Evidence is strongest for episodes of care 
and pay-for-performance 

 

 
 
 
 

Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Finding 1: There is Evidence for Effectiveness  
 
 
 
 
 
 
 
 
 
 

However 
 

• Study quality is uneven 
 

• Most studies have insufficient information to 
determine key implementation features 

 

• Many APMs are new, and have not been fully 
assessed 

 

• Effects in some cases may be due to 
shifting of care or patient selection biases 

 

 
 

Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Finding 2: Oregon Leaders Support Exploring 
APMs  

 
 
 
 
 
 

Overall, Oregon thought leaders were:  
 

– Experienced and knowledgeable about APMs 
 

– Willing to explore implementing new payment models. 
 

Respondents shared implementation concerns for 
each model and APMs in general 

 

No one model was clearly preferred over the others 
 
 
 
 
 
 
 
 
 
 
 
 
 

Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Finding 3: No “One size fits all” Model  
 

 
 
 
 
 
 
 
 
 

We presented six basic APM models and 
solicited feedback. 

 

Majority of respondents stated that: 
 

– Success of any given APM will depend on ‘set 
and setting’ 

 

– Flexibility in blending models and/or 
implementing several models will likely be 
needed 

 

 
 
 

Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Specific Models – Episodes of Care (EOC)  
 

 
 
 
 
 
 
 
 
 

• Overall, support for EOC 
 

– Has been used successfully in obstetrics care, 
cardiac and orthopedic procedures 

 

• Works best for 
 

– Elective or planned procedures or events with clear boundaries 
 

– Procedures and practices where there is sufficient volume to 
minimize risk 

 

• Advantages 
 

– Incentivizes efficiency and high quality care to minimize adverse 
events 

– Offers predictability for the purchaser 
 

Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Specific Models – Episodes of Care  
 

 
 
 
 
 
 
 
 
 

• Challenges 
 

– Accounting and payment systems aren’t set up to pay 
through episodes 

 

– Does not reduce administrative burden – there is still 
a need to record encounters 

 

– Risk of creating patient selection bias 
 

– Defining what is included in the EOC is challenge 
 

– Determining a proper payment rate and negotiating 
whether there are modifiers for high risk patients/co- 
morbid conditions can be challenging 

 
Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Specific Models: Bundled Payments  
 

 
 
 
 
 
 
 
 

Episodes of care were viewed more favorably than 
bundled payments due to the following challenges: 

 

– How do you determine who is accountable and who 
manages the bundled payment? 

 

– The need for the accountable party to subcontract 
services and assume risk 

 

– How do you align efficiency and quality incentives 
across multiple providers? 

 

Bundled payments seen as more likely to work in 
integrated systems. 

 

 
Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Specific Models – Shared Savings & Risk  
 

 
 
 
 
 
 
 
 
 

• Majority of respondents felt model needed 
both reward and risk 

 

• Providers must be able to “control” or affect 
the outcomes for which they are at risk 

 

• Successful models require trust and 
cooperation between providers and excellent 
communication 

 
 
 
 
 
 

 
Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Specific Models – Shared Savings & Risk  
 

 
 
 
 
 
 
 
 
 

Concerns include: 
 

• Defining population to be included (By 
practice? Geographic are? Diagnosis?) 

 

• Deciding how to share savings/risk across 
providers 

 

• Preventing denials of care or underutilization 
 

• Gains are likely to be realized in initial years 
and by less efficient and effective providers at 
baseline 

 

Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Specific Models – Shared Savings & Risk  
 

 
 
 
 
 
 
 
 
 

Suggested targets: 
 

– Top utilizers – identify team to manage patients 
and improve health outcomes/reduce 
inappropriate utilization 

 

– Identify DRGs that exceed defined cost 
threshold, work with providers to manage care 
and processes to reduce costs 

 

 
 
 
 
 
 
 
 
 
 

Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Specific Models – Pay-for-Performance  
 

 
 
 
 
 
 
 
 
 

Respondents were supportive of P4P with 
the following caveats: 

 

– Many rewards are for “process pay” and may not 
lead to cost reductions 

 

– Issues with metrics 
 

• Must actually measure significant outcomes 
 

• In need of standardization 
 

• In need of consistency over time 
 

– Lag time on claims data weakens provider 
behavior change 

Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Specific Models – Pay-for-Performance  
 

 
 
 
 
 
 
 
 
 

Suggested model: 
 

• Focus on primary care, reward providers for keeping 
patients out of the hospital or ED department 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Specific Models – Payment Penalties  
 

 
 
 
 
 
 
 
 
 

Respondents supportive of withholds or 
payment denials for “never events” 

 
 
 
 

 

Otherwise, there was general discomfort 
with the concept 

 
 
 
 
 
 
 
 
 
 
 
 

 
Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Specific Models – Capitation  
 

 
 
 
 
 
 
 
 
 

The Center did not present full capitation as a 
model for a discussion, but a significant number of 

respondents discussed it 
 

Advantages – 
 

– Allows for flexibility and creativity in delivering care 
 

– Puts providers at risk for overutilization 
 

Challenges – 
 

– Under-treatment 
 

– Risk shifting 
 

 

Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Specific Models – Capitation  
 

 
 
 
 
 
 
 
 
 

Suggested models: 
 

– Capitate primary care but use different 
mechanisms for specialty care 

 

– Sub-capitate with payer managing risk 
pool. Mix with shared savings and risk 

 

 
 
 
 
 
 
 
 
 
 
 
 

Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Finding 4: Local Control and Engagement  
 

 
 
 
 
 
 
 
 
 

• Decisions on APMs should be made at the 
local level 

 

• Providers need to participate in APM 
design decisions 

 

• Develop communication, trust and 
commitment among APM participants 

 
 
 
 
 
 
 
 

 
Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Finding 5: Specialists Needed  
 

 
 
 
 
 
 
 
 
 

• Health care transformation in Oregon has 
focused on primary care so far 

 

• Future efforts need to involve specialists 
 

• All stakeholders including specialists and 
PCPs need to work together in APMs and 
transformation in general 

 
 
 
 
 
 
 
 

 
Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Finding 6: Metrics are Important  
 

 
 
 
 
 
 
 
 
 

Many concerns about current metrics 
 

• Do they measure important outcomes? 
 

• Are they within the provider’s control? 
 

• Too many! 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Finding 7: APMs Require System Changes  
 

 
 
 
 
 
 
 
 
 

• Reimbursement still tied to fee for service 
accounting model (‘counting widgets’) 

 

– Creates administrative burden 
 

– Creates barriers to innovative care models (e.g., 
alternative providers, alternative models of delivery, 
additional services w/o CPT codes) 

 

• Need to examine and modify accounting and 
actuarial systems 

 

• Need better, faster data and more 
Centertforr aEvidnencse-bpasedaPorlicey ncy 
Addressing Policy Challenges With Evidence and Collaboration. 
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Finding 8: Share Experiences  
 

 
 
 
 
 
 
 
 
 

• APM development shouldn’t take place in 
a silo 

 

• We need to share: 
 

– Best practices 
 

– Success stories 
 

– Failures and how to avoid them 
 

 
 
 
 
 
 
 
 
 

Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Questions?  
 

 
 
 
 
 
 
 
 
 

If you have questions about this project, 
please contact: 

 

Allison Leof  
Center for Evidence-based Policy 
Oregon Health & Sciences University 
leof@ohsu.edu 
(503) 494-3805 

 
 
 
 
 
 
 
 

Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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Thank You!  
 
 
 
 
 
 
 
 
 
 
 
 
 

 

We look forward to hearing your thoughts on 
payment reform models during our 
upcoming conversation. 

 

By working together, we can achieve 
Oregon’s goals of high quality care in an 
efficient and cost effective system. 

 

 
 
 
 
 

Center for Evidence-based Policy  
Addressing Policy Challenges With Evidence and Collaboration. 
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STUDY GROUP REPORT ON 
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Executive Summary 
 

 

As part of the Special Terms and Conditions of the Section 1115 Demonstration 

implementing the Oregon Health Authority’s (OHA’s) work on Health System 

Transformation, Oregon agreed to conduct an exploratory stakeholder process 

regarding the integration of the Department of Human Services’ (DHS’) long term 

care (LTC) services into the global budgets of Coordinated Care Organizations 

(CCOs). This report to the Centers for Medicare & Medicaid Services (CMS) serves 

to meet the requirements of the agreement by describing the opportunities, 

barriers, and strategies for integration of long term care, along with issues of 

scope, process, and timeline. The framework depicted in this report represents 

the work of Oregon’s 2013 Study Group, and it is intended to foster greater 

coordination and integration between the CCO and long term services and 

supports (LTSS) systems while supporting Oregon Revised Statutes (ORS) Chapter 

410’s values and Oregon’s Triple Aim.
2

 

 

The Study Group explored opportunities and barriers to integration and 

coordination. In preparation for its discussions of an Oregon model, the Study 

Group also examined several Oregon pilots and initiatives for care coordination, 

national and state level data, and different systems of care coordination in other 

states. Many of these models prioritize the needs of high-risk beneficiaries, and 

the Study Group returned to that theme frequently during its deliberations. In its 

final three meetings, the Study Group developed a model framework for 

integration and coordination using the following domains: 

 

� Care team/Care plan and coordination across providers; 

� Financing/Contracting; 

� Performance, quality measurement, and monitoring; 
 

 
 

2 
ORS 410 establishes the principle of LTSS – and services more broadly for seniors and people with disabilities – to 

maximize one’s independence, choice and dignity: “The Legislative Assembly finds and declares that, in keeping 

with the traditional concept of the inherent dignity of the individual in our democratic society, the older citizens of 

this state are entitled to enjoy their later years in health, honor and dignity, and citizens with disabilities are 

entitled to live lives of maximum freedom and independence” (ORS 410.010). The Triple Aim refers to Oregon’s 

Health System Transformation’s goals of better health, better health care, at lower costs. 
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� Data and information sharing; 

� Public and stakeholder engagement; 

� Consumer engagement; and 

� Medicare. 
 

 

The Study Group identified recommendations to better integrate and coordinate 

LTSS and health systems and provide a road map for the future. The Study 

Group’s framework is based on Oregon’s Triple Aim and ORS 410 Values and 

includes: 

 

• Developing shared accountability and shared savings through flexible and 

outcome focused metrics, incentives and penalties, financial mechanisms to 

address inappropriate cost shifting, risk adjustments, alternative payment 

methodologies and other appropriate financial mechanisms. Yearly 

milestones, metrics development, base-lining, and financial mechanisms  

will be phased in over a four year period with full implementation before 

2018; 

• Emphasizing the importance and need for better coordination across 

systems using a team based approach, as well as duplication and 

inefficiency reduction through clearly defined interdisciplinary team roles 

and responsibilities; 

• Using local flexibility, risk bearing responsibility, capacity, links to Patient- 

Centered Primary Care Homes, and knowledge of an individual’s needs as 

criteria to select an entity responsible for care coordination across 

providers. 

• Supporting and encouraging local control through data-driven innovation, 

contract flexibility and innovative pilots; barriers to contracting are 

identified and removed as appropriate. 

 

While the Study Group spent significant energy and time examining integration of 

LTSS into CCO global budgets, the integrated and coordinated framework 

developed by the Study Group for Oregon does not recommend that LTSS be 

included into CCO global budgets. However, a minority opinion held that in the 
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future, such financial integration may be possible and in fact desirable, but only 

with strong protections for continued consumer choice, greatest independence, 

preservation of the dignity of individuals and a non-medical model. 

 

OHA and DHS support the Study Group’s recommendations and will build a 

project plan before 1 March 2014 to operationalize these concepts. 

Implementation of these recommendations should improve the outcomes and 

quality of life of those receiving Long Term Services and Supports. 
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Introduction 
 
 

In December 2012, Oregon reached agreement with the Centers for Medicare & 

Medicaid Services (CMS) on the Special Terms and Conditions of the Section 1115 

Demonstration implementing the Oregon Health Authority’s (OHA’s) work on 

Health System Transformation. Two requirements included in this agreement 

were: 1) an Accountability Plan and Expenditure Trend Review; and 2) a report on 

the integration of the Department of Human Services’ (DHS) Long Term Care (LTC) 

services in the global budgets of the newly-created Coordinated Care 

Organizations (CCOs): 
 

Oregon has agreed to conduct an exploratory stakeholder process 

that would result in a report to CMS regarding the integration of DHS 

Medicaid-funded long term care for seniors or people with  

disabilities into CCO global budgets. The report will identify 

opportunities, barriers, and strategies for integrating long term care, 

and address issues of scope, process and timeline for integration. The 

report will be submitted to CMS no later than December 31, 2013.
3

 

 

This report is submitted to CMS in fulfillment of the latter requirement. 
 

DHS Director, Erinn Kelley-Siel, announced this requirement to the department’s 

Aging and People with Disabilities (APD) stakeholder community on December 21, 

2012 and informed them that DHS and OHA would take steps to meet the 

requirement. The stakeholder process would be inclusive and would not have a 

pre-determined outcome or result. The approach would also be transparent, 

data-driven and focused on the needs of consumers. 
 

On January 30, 2013, Kelley-Siel and OHA Director, Bruce Goldberg, MD, called for 

nominations of APD and OHA stakeholders to serve on the stakeholder group that 

would develop recommendations for this report. In March, a group of 20 

stakeholders – known as the LTC/CCO Study Group (Study Group) – was selected 

to develop suggestions for an Oregon approach to integrating long term services 
 

3 
Centers for Medicare and Medicaid Services Amended Waiver List and Expenditure Authority, Numbers 21-W- 

00013/10 and 11-W-00160/10, p. 328. 
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and supports (LTSS)
4 

into the CCO model of care delivery. These 20 members 

were selected from approximately 120 applicants to represent a broad range of 

perspectives and included five representatives each of LTSS consumers, CCO 

consumers, LTSS providers, and CCO providers.
5 

Given the requirements of the 

Accountability Plan, the Study Group’s charge included the following: 
 

� Explore the integration of DHS’ Medicaid-funded LTC for seniors and 

people with disabilities into the CCO global budget;
6

 
 

� Identify strategies to improve outcomes and quality of services delivered 

to consumers of LTSS and consumers of the health system through better 

coordination, integration, and communication; 
 

� Address issues of scope, process, timeline, and feasibility for the 

integration of LTSS into the CCO global budget; and 
 

� Contribute to a report to CMS addressing the above. 
 

 

The Study Group met six times from May through October 2013. An additional 

optional meeting was held by phone in November to discuss the draft timeline. 

After an introductory meeting, the group first identified Oregon’s opportunities 

and barriers to integrating LTSS into CCO global budgets. Next, the Study Group 

explored other state models of integration and discussed what the Oregon 

definition of integration should look like. The Study Group then turned to general 

and Oregon-specific straw models for integration, each of which included a 

continuum ranging from no integration to full integration. Finally, the group 

sought agreement on what integration in Oregon would look like, including 

strategies and outcomes of integration that could overcome the barriers and seize 

the opportunities of LTSS-CCO coordination that the Study Group had previously 

identified. At nearly every meeting, there was a personal story from the consumer 
 

 
4 

In this report and in the Study Group deliberations, “LTSS” represents the set of services that are delivered 

through Oregon’s waivers and State Plan, including institutional and HCBS. “LTC” was the term used in the federal 

application for funds that support the work, so the group’s formal name uses the LTC acronym. In the charge to 

the group, “LTC” refers to Medicaid-funded services that support individuals in both institutional and community 

settings. 
5 

A roster of the Study Group is provided in Appendix I. 
6 

CCOs, created under federal authority in 2012, are given a global budget to manage a wide range of health and 

human services, including medical and mental health care. In Oregon, LTSS were specifically carved out of the 

global budgets by state legislation. 
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perspective regarding consumer experiences with the coordination of health care 

and LTSS. Public comment was taken at each of the meetings as well. Staff to the 

Study Group maintained a website so that the public could view all meeting 

materials, and a toll-free conference call line was available to any Study Group 

member or member of the public who could not attend meetings in person. The 

proposed final draft of this report was posted on the web for a two-week public 

comment period. 
 

In conjunction with this work, the Study Group formed a Shared Accountability 

Sub-Committee, which met five times from June through October 2013. The Sub- 

Committee’s charge was three-fold: 
 

� To identify opportunities, strategies, and barriers for monitoring and 

evaluation strategies for the model(s) proposed by the Study Group; 

� To recommend LTSS/CCO draft metrics and strategies for shared fiscal 

savings and incentive/penalty models for shared accountability between 

LTSS and CCO services; and 

� To undertake other tasks or work as decided by the Sub-Committee.
7

 

 

As the Study Group began, the members needed to factor two larger themes into 

their discussions. First, a growing number of states have either adopted or are in 

the process of integrating at least some LTSS into Medicaid managed care plans as 

a means of reducing fragmentation of care, improving care coordination, and 

rebalancing the provision of LTSS towards home- and community-based services 

(HCBS). As of 2012, 440,000 LTSS consumers were enrolled in managed long term 

services and supports (MLTSS) programs nationwide, with 17 states having some 

form of a MLTSS program operational and several more in the process of starting 

such a program.
8 

Particularly in states seeking to reduce institutional care as 
 

 
 

7 
These other tasks were associated with Oregon’s ongoing work on shared accountability between the medical 

and LTSS systems. In addition to creating a set of metrics, the strategies of shared accountability include 

Memoranda of Understanding (MOUs) between CCOs and LTSS local offices, requirements (through rules and 

contracts) to coordinate between the two systems, and eventually, strategies of shared financial accountability 

between CCOs and LTSS. 
8 

It is projected that 26 states will have an MLTSS program by 2014. See The Growth of Managed Long Term 

Services and Supports Programs: A 2012 Update, Truven Health Analytics for Centers for Medicare & Medicaid 

Services, July 2012. 
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Oregon has done and to rebalance spending on LTSS from skilled nursing facility 

care to HCBS, there has been a trend toward capitated models, especially for 

targeted populations (e.g., the financial alignment demonstration projects that 

integrate services for dual eligibles). The 2011 legislation that created Oregon’s 

CCOs (House Bill 3650) kept the budget and the administration of the Medicaid 

LTSS system under DHS’s Aging and People with Disabilities program, while CCO 

global budgets cover Medicaid-funded physical health, mental and behavioral 

health, and oral health care. 
 

Second, Oregon has achieved the following: 
 

� In OHA’s global budget system, sustainable fixed rates of growth and 

locally coordinated care; low hospitalization rates; and cost savings of 

$15 billion per federal evaluations of Oregon’s 1115 waiver/Medicaid 

budget neutrality since 1989; 
 

� In the LTSS system, low reliance on institutional care and a well- 

developed community-based model; 
 

� Among the highest rates of individuals in managed medical care, both in 

Medicaid (78 percent overall, 61 percent of individuals who are dually 

eligible for Medicaid and Medicare) and Medicare (40 percent overall, 47 

percent of individuals who are dually eligible).
9

 

 
 

Given the national trends and the separate administration and financing of LTSS, 

along with a mature medical managed care system in Oregon, the Study Group 

was encouraged to explore the opportunities and barriers with the understanding 

that they could define “integration” for Oregon without feeling constrained by 

existing models of integration in other states or programs. 
 

 
 
 
 
 
 
 
 
 
 

9 
Oregon Health Authority, “Proposal to the Centers for Medicare and Medicaid Services: Medicare/Medicaid 

Alignment Demonstration to Integrate Care for Individuals who are Dually Eligible,” 11 May 2012, p. 6. 
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Potential Opportunities and Barriers to Integration 
 
 

The Study Group first had to consider opportunities and barriers to care and 

services in the current model as it explored the integration of LTSS into CCO 

global budgets. The group recognized that not all solutions require financial 

integration. Prior to their second meeting, the Study Group members responded 

to a survey that helped to identify some of these opportunities and barriers.
10 

Their responses were used to help initiate open conversations that expanded and 

refined the list of opportunities and barriers originally created by the Study 

Group. Opportunities and barriers were grouped into the following categories: 
 

� Consumer outcomes and empowerment; 
 

� Capacity and access; 
 

� Coordination and communication; 
 

� Prevention; and 
 

� Financing and shared savings. 
 
 

Consumer Outcomes and Empowerment 
 

The Study Group thought that the best way to identify barriers to consumer 

outcomes and empowerment was to understand why some consumers are not 

getting the right care and the right services at the right time. One reason is that 

some consumers may not know what supports are available to them. If LTSS were 

integrated into CCOs, the Study Group felt strongly that the principles of the  

social model, with its commitment to consumer empowerment, should carry over 

into a new service delivery system. 
 

 
 
 
 
 

10 
Barriers included: lack of CCO experience with LTSS; potential reduction in quality of care; concerns regarding 

funding; difficulty changing the status quo; difficulty of program oversight; and concerns over workload. 

Opportunities included: more coordinated and comprehensive care without cost-shifting; consumer input would 

be more valued; care would be more innovative, patient/consumer-centered, and prevention-oriented; 

inappropriate service use would be reduced, and better prescription drug reviews for home- and community- 

based settings. 
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The Study Group found many possible opportunities that would come with 

integration. Integration may lead to the ability to offer flexible LTSS (and health) 

services in partnership with the CCO delivery model. If so, there would be an 

opportunity to offer LTSS not currently reimbursed by Medicaid, such as 

socialization services to help counter the isolation many LTSS consumers currently 

experience, which could also be offered via a collaborative approach. Integration 

may also provide the resources for more robust consumer satisfaction data 

collection and measures. This would enable the provision of more individual- 

centered services and supports that focus on the whole person – in terms of the 

consumer’s health, independence, and quality of life. 
 

 

Capacity and Access 
 

The Study Group identified both opportunities and barriers related to the topic of 

capacity and access to health and LTSS services. One barrier is the lack of CCO 

experience in providing LTSS services and in handling consumer transitions from 

acute and rehabilitative settings to their homes and communities. The lack of 

inclusion of Medicare-covered benefits in financial integration is also a barrier as 

unnecessary emergency room use, inappropriate hospitalizations, and 

prescription drug costs are major cost drivers of services for people dually 

eligible. 
 

Capacity barriers also include a lack of off-hours access to urgent care, a lack of 

access to mental health services for older adults, a lack of expertise in providing 

mental health services to older adults, general provider network concerns in 

some areas of the state, and low capacity of trained providers and case managers 

in some areas of the state. 
 

The opportunities for capacity and access include the potential to deliver medical 

services in LTSS settings and the flexibility to offer continuity of the personal care 

provider during acute stays in medical service settings. Study Group members 

discussed the fact that that the current medical system is organized according to a 

physician’s office model of service delivery in which patients must travel to  

receive services at a physician’s office. This model, however, does not fit with the 
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needs of many seniors and people with disabilities who do not have access to 

adequate transportation. Particular challenges are faced by consumers living in 

Oregon’s largely rural landscape, and the Study Group expressed concern about 

the ability of both systems to meet consumers’ needs in different parts of the 

state. CCOs, through flexible services, may have the ability to bring medical 

services to the LTSS consumer’s place of residence. 
 

 

Coordination and Communication 
 

Coordination and communication between medical and LTSS providers were two 

main focuses of opportunities and barriers presented by the integration of LTSS 

services into CCOs. The Study Group looked at the Program of All-Inclusive Care 

for the Elderly (PACE) model, which integrates medical and LTSS services for 

individuals age 55 and older. One barrier to integration is the use of different 

terminology between the two systems (much of which is attributed to the 

differences between the medical and social models of care and service delivery). 

Another barrier beyond language and terminology is the infrastructure of 

communication itself: the LTSS and medical systems have different information 

systems, and the interoperability barriers would require a substantial investment 

in resources to surmount. Financial barriers to coordination also exist because the 

two systems have different payers funding different benefits that consumers 

receive from LTSS and medical services. Moreover, when coordination of medical 

and LTSS services have been attempted through pilot programs, providers in each 

system found it difficult to sustain coordination over time. 
 
 

Given the barriers listed above, integration holds potential for coordination by 

breaking down the silos between the health and LTSS delivery systems, creating a 

common language between the two provider networks, and finding short-term 

and long term strategies for communication and information sharing between the 

two systems. In particular, the Study Group found that Oregon’s approach to 

coordination or integration created the groundwork for better transitions to  

home and community-based settings in which care and services are seamlessly 

delivered to address both the medical needs and the social needs and goals of 

consumers. 
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Prevention 
 

The barriers to integration related to prevention include a population not served 

by CCOs: seniors and people with disabilities who are at risk of Medicaid 

eligibility. For those eligible for Medicaid, prevention barriers include the ongoing 

problem of inappropriate hospital use. 
 
 

The Study Group found opportunities for integration through better coordination 

to prevent inappropriate hospitalization or use of other higher cost interventions. 

In particular, stronger community mental health services for seniors and people 

with disabilities would prevent inpatient psychiatric stays. Integration also 

presents the opportunity to consider flexible preventative services for 

populations at risk of Medicaid eligibility or to expand LTSS eligibility to those 

already receiving Medicare and medically-related Medicaid services, but not yet 

receiving LTSS. 
 

 

Financing and Shared Savings 
 

One of the biggest barriers to integrating LTSS and CCO services lies in the area of 

financing and shared savings. For example, Oregon’s LTSS program has been a 

national leader in financial savings because 84 percent of the LTSS population 

receives HCBS rather than institutional care. The Study Group wondered if the 

current efforts at shared accountability are not generating enough savings and 

whether further integration had any capacity to generate more savings. Other 

barriers include the effort that would need to be undertaken by CCOs to build a 

new LTSS provider network, the uncertainty of provider payments under a CCO 

global budget, and statutory barriers to financial integration. 
 
 

Given these barriers, the Study Group found some possible opportunities with 

integration for financing services. Opportunities include using shared savings 

gleaned from inappropriate hospitalizations and better coordination to fund 

flexible services and mental health services. Integration, if coupled with a 

Medicare-Medicaid demonstration, may also create the opportunity to change 

the three-day hospitalization rule for fee-for-service Medicare recipients and 
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enable them to gain access to Medicare coverage for services at skilled nursing 

facilities. 
 

While not all identified opportunities were adopted in the final recommendations, 

these ideas provided a wide variety of alternatives for the Study Group to accept 

or reject as a compatible and feasible vision of integration for Oregon. 
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Background Research into Integration Models 
 

Given the aforementioned opportunities and barriers related to integration, the 

Study Group engaged in a process that examined Oregon’s initiatives, programs, 

pilot programs and proposals, national and state data, and other state integration 

models through MLTSS. 
 

 

Oregon Programs, Pilots and Proposals of Integrated and Coordinated Care 
 

The Study Group was presented with several pilot programs and initiatives related 

to the coordination and integration of care in Oregon. These pilots and initiatives 

included: 
 

� Oregon’s PACE Program. This program offers coordinated health care and 

LTSS for approximately 1,000 individuals aged 55 and older in Portland. 

Almost all PACE participants are eligible for both Medicare and 

Medicaid.
11

 

 

� Collaborative work between a local Area Agency on Aging (AAA, Lane 

Council of Governments Senior and Disability Services) and a local CCO 

(Trillium). This collaborative work extends to AAA-CCO work on sharing 

information (including hospitalization), transitions to HCBS, and planning 

for Oregon’s Health System Transformation. 
 

� Trillium’s Institutional - Special Needs Plan (I-SNP) for individuals in 

institutional and home- and community-based care. The I-SNP model 

offers a disciplined model of care that can help pattern better 

integration.
12

 

 

� A pilot between a local managed care organization (CareOregon) and a 

local office (Washington County Disability, Aging, & Veteran Services) 
 
 
 

11 
“Providence ElderPlace Portland,” http://www.oregon.gov/dhs/cms/Meeting%20files/PACE%20Presentation%20-

%20May%202013.pdf,         accessed October 21, 2013. 
12 

“At the Table.” 

http://www.oregon.gov/dhs/cms/Meeting%20files/LTC_CCO%20Study%20Group%20Report%2012_20_13%20FI

NAL%20to%20CMS.pdf and “ISNP – 

Our Experience,” http://www.oregon.gov/dhs/cms/Meeting%20files/ISNP_Our_Experience.pdf, both accessed 

October 21, 2013. 
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that coordinates care for consumers in a community-based care setting 

through a co-located interdisciplinary team.
13

 

 

� The Neighborhood Housing and Care Project, an initiative administered 

by Our House, a residential care facility, which is a community program 

that integrates health and social services for individuals with HIV/AIDS so 

that consumers can remain in their own homes and prevent or delay the 

need for higher levels of care.
14

 

 

� Cedar Sinai Park’s Housing with Services proposal model of care and 

services for seniors and people with disabilities. In this model, consumers 

live in their own apartments in close proximity, and health care and LTSS 

services are provided at or near where the consumer lives.
15

 

 

� Bridges to Care, a recently-launched pilot project between a CCO (Family 

Care), an AAA (Multnomah Aging and Disability Services), and union- 

represented home care workers (ADDUS, whose workers are 

represented by the Service Employees International Union, Local 503). 

This pilot program will provide coordination of health care and services 

for the consumer through the CCO and a highly-trained home care 

workforce.
16

 

 

 

National and State Data 
 

The Study Group reviewed national and state data regarding Oregon’s LTSS and 

health systems. One source was the “Raising Expectations” scorecard report 

published by the AARP Public Policy Institute, The Commonwealth Fund and The 

SCAN Foundation. It provided rankings for state LTSS programs and placed 
 
 

13 
“CareOregon/APD Long Term Care Pilot,” 

http://www.oregon.gov/dhs/cms/Meeting%20files/CCO%20Subcommittee%20LTC%20presentation%20June%201 

1%202013x.pdf, accessed on October 21, 2013. 
14 

“Neighborhood Housing and Care Project,” 

http://www.oregon.gov/dhs/cms/Meeting%20files/Neighborhood%20Housing%20and%20Care%20Project.pdf, 

accessed on October 21, 2013. 
15 

“Housing with Services Initiative: Project Update,” 

http://www.oregon.gov/dhs/cms/Meeting%20files/Housing%20with%20Services%20Presentation%20-2.pdf, 

accessed on October 21, 2013. 
16 

“Bridges to Care Project: Empowering, Connecting, Working Together for Better Health,” 

http://www.oregon.gov/dhs/cms/Meeting%20files/09-02-2013%20BTC.pdf, accessed on October 21, 2013. 
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Oregon third nationally behind Minnesota and Washington.
17 

Another report, 

America’s Health Rankings, evaluated senior health outcomes by state and ranked 

Oregon fifteenth.
18   

From these national surveys, the Study Group determined 

that Oregon could improve its health outcomes on several indicators including: 
 

� Receipt of flu shots; 

� Depression screening; 

� Alcohol and substance use treatment; 

� Medical care provided at facilities; 

� Nutrition; and 

� Prevention of pressure ulcers. 
 

To assist the Study Group’s discussion, staff produced a factsheet that provided 

information on the demographics, costs, and administration of Oregon’s LTSS 

system and health system under CCOs.
19 

The Study Group also partnered with 

Oregon’s volunteer Long Term Care Ombudsman program to conduct a small 

survey of new consumers of community-based services regarding the current 

status of health care and LTSS coordination and outcomes. One preliminary 

finding was that individuals who felt they did not have a choice in the setting in 

which they received services reported negative responses when asked whether 

their providers care about their goals and desires and actively involve them in 

planning for their health and LTSS services.
20

 

 

 
 
 
 
 
 
 
 
 
 
 

17 
S. Reinhard, A. Houser, and R Mollica. Raising Expectations: A State Scorecard on Long Term Services and 

Supports for Older Adults, People with Physical Disabilities, and Family Caregivers. AARP, September 2011. 
18 

UnitedHealth Foundation. America’s Health Rankings: 2013 Senior Report. Available at: 

http://www.americashealthrankings.org/senior. 
19 

Factsheet on Medicare and Medicaid Services for Individuals Who Receive Long Term Services & Supports, 

http://www.oregon.gov/dhs/cms/Meeting%20files/Fact%20Sheet%20on%20LTSS%2007-02-2013x.pdf,          accessed 

on October 21, 2013. 
20 

Preliminary Study of New Entrants to Long Term Services and Supports in Oregon’s Community Based Care 

Settings, http://www.oregon.gov/dhs/cms/Meeting%20files/Consumer%20survey%20resultsx.pdf, accessed on 

October 21, 2013. 
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State Integration Models 
 

The Study Group examined the growth of MLTSS programs. States create MLTSS 

programs for several reasons. Some state legislatures regard MLTSS as a way to 

control and sustain LTSS budgets over a long period of time. In other states, 

MLTSS programs are seen as a mechanism to get more LTSS consumers out of 

institutional care and into home- and community-based settings. Finally, states 

may pursue MLTSS programs as a means to deliver better quality services – both 

medical services and LTSS services. Because Oregon already serves 84 percent of 

LTSS consumers in home- and community-based settings, the Study Group 

decided to look at the MLTSS programs of those states that have a similar 

percentage of consumers in HCBS, as well as states seeking sustainability of LTSS 

budgets over a long period of time. 
 

The Study Group also discovered that MLTSS programs typically do not cover the 

entirety of a state’s LTSS programs. Some states typically enroll certain 

populations (such as consumers age 65 and older), or carve out other  

populations. States vary as to whether consumer enrollment in MLTSS is 

mandatory or voluntary, and whether voluntary enrollment gives consumers the 

ability to opt-in or opt-out of enrollment. Further, state programs may either have 

plans take on the full risk of LTSS costs or have a shared risk and cost savings 

arrangement with the state. Underlying the justification for MLTSS programs are 

financial incentives to encourage person-centered, high quality care and use of 

HCBS and to control against cost-shifting between providers and systems. 
 

With the understanding that nearly all states (except Arizona) have only part of 

their LTSS systems under managed care, the Study Group examined a list of best 

practices gleaned from states with MLTSS programs: 
 

� MLTSS programs should have a clear vision and retain the core values of 

a state’s LTSS program; 
 

� Stakeholders are engaged early and often in designing the state MLTSS 

program; 
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� Effective MLTSS programs use a uniform assessment tool – consumers 

are screened using universal criteria in order to determine the consumer- 

centered services; 
 

� MLTSS benefit structures are designed to deliver the right services and 

care for the populations they serve; 
 

� Attendant care and/or family caregivers are incorporated in MLTSS 

program design; 
 

� Plans within state MLTSS programs are designed to ensure that needs are 

met and person-directed/centered interdisciplinary teams are used for 

care coordination; 
 

� MLTSS programs are designed with the recognition that risks may be 

adjusted over time, as there is very little actuarial experience with MLTSS 

programs; 
 

� MLTSS program goals include incentives for higher use of HCBS, and rates 

are set to make this goal realistic; 
 

� MLTSS programs have robust oversight and monitoring mechanisms, 

including new performance measures on top of medical/health metrics; 

and 

� MLTSS programs develop LTSS-focused performance measures.
21

 

 

These best practices are not an exhaustive list, nor are all necessarily appropriate 

for a given state. They do, however, constitute options for Oregon’s consideration 

of other state models of integration, acknowledging that for many states these 

efforts also are meant to achieve a rebalancing of systems modeled after Oregon. 
 

In discussing the models and practices of other states, the Study Group identified 

several considerations for better coordination of health and LTSS services in 

Oregon. These considerations include: 
 

 
 
 

21 
A. Lind, S. Gore, and S. Somers. Profiles of State Innovation: Roadmap for Rebalancing Long Term Supports and 

Services. Center for Health Care Strategies, November 2010. Available at: 

http://www.chcs.org/publications3960/publications_show.htm?doc_id=1261188 
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� Looking to best practices from Oregon programs/initiatives, pilots and 

proposals and other states – such as Minnesota, New Mexico, 

Washington, and Wisconsin – with similar HCBS populations in their LTSS 

programs; 
 

� Focusing on care coordination among providers and with consumer 

participation; 
 

� Accounting for cost drivers in the medical and LTSS systems, as well as 

any cost shifting that can be prevented through care coordination; and 
 

� Exploring the role of Medicare in care coordination, including the 

possibility of sharing savings of not only Medicaid costs, but Medicare 

costs as well. 
 

The following were identified as necessary components of a model that 

effectively coordinates and integrates the LTSS and medical systems: 
 

� Effective means to identify and provide care coordination to high-risk 

consumers; 
 

� A key role for care coordination; 
 

� Use of interdisciplinary teams and communication among team 

members, including the consumer; 
 

� Use of statutorily-defined (House Bill 3650 of 2011), traditional health 

workers, social service workers, and others to foster consumer 

engagement; 
 

� Better access to providers and 24/7/365 telephone access to prevent 

inappropriate hospitalizations of home- and community- based LTSS 

consumers; 
 

� Flexible use of funds and shared savings for reinvestment in care 

coordination and flexible services; and 
 

� Strong principles of consumer choice and empowerment, including 

robust end-of-life supports and services for consumers and their families. 
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Study Group members started with their individual perspectives and unique 

rankings. This was followed by group discussion and dialogue, which led to 

general consensus on many points; however, the facilitation approach attempted 

to honor individual viewpoints and not to achieve consensus at the risk of 

impeding diversity of opinion. 
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Strategies and Outcomes: Working through Straw Models Strategies and Outcomes: Working through Straw Models 
 
 

With these considerations in mind, the Study Group evaluated and discussed two 

sets of straw models: one general and one Oregon-specific. Each set of models 

consisted of a continuum of five individual models, ranging from a model with no 

coordination or integration of the medical and LTSS systems, to a model of full 

integration of medical and LTSS systems. Each model contained a description of 

the following domains: 
 

� Care coordination and care teams; 

� Financing and contracting; 

� Performance and quality measurement; 

� Data and information sharing; 

� Stakeholder engagement; 

� Consumer engagement; and 

� Medicare. 
 

For the general set of models, an iterative process was used as each Study Group 

member ranked where they thought Oregon was on a continuum of integration. 

Members then participated in extensive dialogue regarding the level of 

integration to which Oregon should aspire. The results of this iterative process are 

provided in Appendices II and III. 
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The Oregon Model Framework for Integration and Coordination The Oregon Model Framework for Integration and Coordination 
 

This framework represents the work of Oregon’s 2013 Study Group. It is intended 

to help foster greater integration between the CCO and LTSS systems while 

strengthening Oregon’s ORS 410 values and Oregon’s Triple Aim. It also attempts 

to address the fragmentation that currently exists for many low-income Oregon 

residents who use Medicaid and other publicly-funded medical care, behavioral 

health care, and LTSS. The Study Group acknowledges that the outcomes 

presented require change across many payers and providers, not all of whom 

were represented in the Study Group. 
 

The task before the Study Group was not simple. One of the thorny issues that 

arose was to define the population the model is trying to address: Medicaid-only 

consumers of LTSS and CCO services, consumers dually eligible for Medicare and 

Medicaid, or high-risk/high-needs consumers. Some of the strategies discussed do 

not fit all of these populations. 
 

The proposed framework is presented as a series of outcome statements that 

together represent the Study Group’s definition of integration. While not every 

outcome articulated within the framework is embraced by all Study Group 

members, they agree that it is inclusive of the majority while representing 

multiple viewpoints. In order to maintain a consumer-focused perspective in the 

model framework, each of the domains listed above had a consumer perspective 

that summarized the elements of these domains (Exhibit 1). 
 

Majority opinions were expressed throughout the Study Group meetings that 

certain aspects of the current system should be protected, for example: 
 

� LTSS funding should be commensurate with current projected population 

and service needs and sustainable, and funds devoted to LTSS should not 

be mingled or blended with funds for other healthcare services; 

� Priorities for LTSS users should be guided by previously articulated 

values, such as ORS 410 and the Oregon Triple Aim; and 

� Beneficiary protections should be maintained and/or strengthened. 
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Discussion of each domain’s elements included alternatives considered but not 

adopted in the final Oregon model for coordination and integration. In each of the 

domains, careful thought and discussion centered on feasibility, consumer 

outcomes, local flexibility, and accountability mechanisms to ensure better 

consumer outcomes. 
 

 

Care Team/Care Plan and Coordination across Providers 
 

The Study Group adopted a framework informed by the values of ORS 410 and 

Oregon’s Triple Aim and in which appropriate independent providers and the 

consumer or consumer’s representative participate on the care team.. Discussion 

considered several alternatives regarding the entity responsible for care 

coordination, as well as the primary consumer point of contact. Oregon’s medical 

system also relies on Patient Centered Primary Care Homes, and this role 

contributes to the care coordination model. The group agreed that the 

responsible entity would be determined by local flexibility, risk bearing 

responsibility, and capacity and knowledge of the individual’s needs. Further,  

after initially establishing a single point for consumer contact, the aspiration 

would be for a system of care coordination in which the consumer and provider 

would have “no wrong door” for contact for care team planning, implementation, 

and emergencies in the future. Given the varying capacity of different areas of the 

state, local areas may initially establish care teams and planning for consumers 

with a higher level of care and service needs. In areas with little capacity for 

intensive care coordination and/or management, targeting those at high risk is 

essential. The Study Group agreed to local flexibility in standards for coordinated 

care, with a focus on targeting limited resources while addressing consumer 

outcomes. 
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Exhibit 1: Domains in Oregon’s Integration Framework 
 

 

Domain 
Consumer Perspective of Oregon’s Coordinated and 

Integrated System 

Care Team/Care 

Plan and 

Coordination 

across Providers 

All people involved in my care treat me with dignity and 

respect. I am a valued member of the interdisciplinary team, 

and my choices for care and services are honored. The team 

coordinates across systems and providers to ensure that I 

receive the necessary and appropriate care, services, and 

supports, which lead to improved health outcomes and 

quality of life. 

Financing/ 

Contracting 

My government and my providers are accountable and 

transparent regarding the funding they expend on health 

and social services to serve Oregonians with the necessary 

and appropriate quality of care and services, while 

respecting individual choice, dignity, and independence. 

Performance, 

Quality 

Measurement and 

Monitoring 

State health and social services are monitored to ensure 

that I get the best quality of care, and quality results are 

reported so that I can make the best informed choices 

among providers, services, and care options. 

Data and 

Information 

Sharing 

My personal health/LTSS information is available to my 

providers as needed in order to provide the best care and 

services, and there are protections in place about sharing 

my personal health information. My personal health 

information is available to me and those family 

members/other individuals that I designate in a secure, 

accessible, electronic format. The responsibility for 

developing this system is shared. 

Public and 

Stakeholder 

Engagement 

The public has multiple avenues for participation and input 

in my community and at the regional and state levels, and 

there are multiple ways for the public and stakeholders to 

meaningfully participate. 

Consumer 

Engagement 

My service providers respect my dignity, choices, and 

values, and I have access to education and information that 

allow me to make the best choices for my care. 

Medicare As someone who is Medicare and Medicaid eligible, I have 

seamless access to all services, enrollment is easy, and I 

have the highest level of rights in grievances and appeals. 
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Financing and Contracting 
 

The Study Group discussed the alternatives of an integrated budget, as well as a 

conceptual “virtual global budget.” Virtual global budgeting is a concept in which 

health and LTSS systems are funded and administered separately, yet have a fixed 

rate of growth, and both systems are tied to a common set of incentives and 

financial penalties. These models of financing were considered and discussed in 

the Study Group, but in the end, rejected by the majority of members. Some  

Study Group members expressed interest in exploring these concepts further, and 

one avenue of exploration may be through existing state systems (perhaps 

through follow-up work of the Shared Accountability Sub-Committee); a majority 

expressed opposition and favored a shared accountability approach to financing 

coordination of LTSS and health care. Study Group members raised concerns 

regarding pooled and braided financing mechanisms because each system was 

subject to different rates of growth and some services would be vulnerable to this 

difference. The Study Group did accept other mechanisms of shared 

accountability between the health and LTSS systems, including incentives and 

penalties, shared savings, monitoring and addressing inappropriate cost shifting, 

monitoring the total cost of care per person, and the prioritization of care 

coordination for individuals with high costs of care and services. 
 

 

Performance, Quality Measurement, and Monitoring 
 

The Study Group acknowledged that performance and quality metrics underpin 

an effective system of coordination and integration, while acknowledging that 

these metrics must be actionable, not overly burdensome, and above all, focused 

on consumer outcomes. The Study Group agreed that these tools must prioritize 

consumer outcomes, including measures for consumer satisfaction and 

experience with care. They also agreed that metrics would drive a coordinated 

system of shared accountability, savings, incentive payments and penalties, and 

would use risk-adjusted methods when appropriate. 
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Data and Information Sharing 
 

Discussion in this domain centered around several issues: capacity and feasibility 

of data collection and analysis; access to data by consumers, providers, and other 

entities; timeliness of data and information sharing; and protection of consumer- 

level data. The Study Group agreed that an effective system of care coordination 

required better access to real-time data across providers, better access to 

Medicare data, and strong consumer protections against inappropriate data 

sharing. Data analysis in an effective system of care coordination would 

underscore better care coordination for high cost consumers, better preventative 

planning at the aggregate level, and stronger predictive modeling for improving 

the overall care coordination system. 
 

 

Public and Stakeholder Engagement 
 

In creating an effective environment for public and stakeholder engagement, the 

Study Group agreed to a framework in which there would be meaningful 

participation through robust governance structures at the state and local level for 

public and stakeholder input, as well as timely feedback in response to such input. 
 

 

Consumer Engagement 
 

The Study Group agreed that the consumer or the consumer’s representative 

needed to be an active member of the care team. As such, materials and 

information for consumers should be consistent, coordinated, and provided in 

language appropriate to the consumer. Like the public and stakeholders, 

consumers in a coordinated and integrated system should have access to the 

governance structures listed above, including local consumer advisory councils. In 

addition, it was suggested that consumers be engaged and activated in their own 

health care. 
 

 

Medicare 
 

Related to all domains above was the issue of Medicare. Most of the consumers 

in this system of care coordination are eligible for both Medicare and Medicaid. 

One consideration discussed thoroughly was the barrier to coordination if 
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Medicare was the primary payer for medical services. Other considerations 

included misaligned enrollment, grievance, and appeals processes between 

Medicaid and Medicare. The Study Group agreed to principles in which individuals 

dually eligible may have integrated consumer materials and grievance and 

enrollment processes, as well as the importance of further exploration into 

Medicare Advantage Special Needs Plans (MA-SNPs) as a way to further 

strengthen care coordination. The Study Group also agreed to a framework in 

which the total cost of care – including Medicare costs – could be monitored, with 

the possibility that shared savings – including savings to Medicare – may be  

shared in the future. 
 
 

The detailed description of the framework is found in Appendix III. 
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Timeline Timeline 
 

As part of this report to CMS, Oregon staff put together a timeline describing 

when some activities may occur (Exhibit 2). The Study Group did not have 

adequate time to explore these ideas in depth, but they are offered here for 

future consideration by stakeholders. For each domain in the framework, the 

following considerations were offered for which elements could be accomplished 

in the near-, mid-, or long term. Given Oregon’s commitment to health system 

transformation, current demands and opportunities, and uncertainty regarding 

future resources, any timeline needs to be adequately flexible to continue to 

move both the LTSS and health care systems towards desired outcomes. The 

leadership of state agencies will determine priorities and convey initial principles 

underlying improved care planning. 
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Exhibit 2: Timeline for Integration Activities 
 

 

Domain 
Timeline Considerations 

Near-Term Mid-Term Long Term 

Care 

Team/Care 

Plan and 

Coordination 

across 

Providers 

� Monitor current pilots of 

improved care planning/ 

coordinated care team models 

to identify best practices 

� Use coordination and care 

teams to ensure continuous 

improvement around care 

� Outline coordination 

standards (developed by 

state with stakeholder input) 

� Develop statewide training 

program 

� Link locally-flexible, statewide 

standards with accountability 

mechanisms as needed 

� Assess readiness before 

implementation 

Financing/ 

Contracting 

� Develop data systems to 

identify high-risk/high-needs 

users; shared information 

platforms for care 

management 

� Develop high level financial 

model, shared savings 

mechanisms, and begin 

analytic work for shared 

accountability 

� Establish baseline costs 

� Continue financial modeling, 

shared accountability 

framework, and shared 

savings mechanisms 

� Develop any necessary 

contract language 

� Develop readiness criteria 

� Identify barriers for shared 

accountability, shared savings 

mechanisms, and Medicare/ 

Medicaid alignment 

� Identify/apply for CMS or 

legislative authority, if 

needed 

� Implement shared 

accountability framework and 

shared savings mechanisms 
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Domain 
Timeline Considerations 

Near-Term Mid-Term Long Term 

Performance, 

Quality 

Measurement 

and 

Monitoring 

� Elicit stakeholder input on 

potential LTSS metrics 

� Establish accountability for 

achieving performance goals 

� Establish baselines of 

performance measures 

� Develop contract language 

for reporting data and/or 

measures, shared 

accountability, and shared 

savings mechanisms 

� Introduce requirements into 

contracts as needed 

� Begin reporting 

Data and 

Information 

Sharing 

� Engage stakeholders on the 

needs and requirements for a 

shared information efforts 

� Plan around information 

sharing to facilitate a 

coordinated care system 

� Begin data reporting and 

refine reporting process 

� Develop short-term solutions 

and easy wins to support 

coordinated care 

� Plan for long-range data 

utilization 

� Evolve efforts for shared 

information sharing 

� Begin reporting of integrated 

data analysis 

� Implement care coordination 

information sharing 

infrastructure 

� Implement long-range plan for 

data integration and analytics 

Public and 

Stakeholder 

Engagement 

� Plan for ongoing stakeholder 

input into model development 

and implementation at the 

state and local level 

� Develop continuous feedback 

loops to stakeholder and 

public input at the state and 

local levels 

� Ensure ongoing involvement of 

stakeholders during 

implementation 

Consumer 

Engagement 

� Plan for model elements to be 

included 

� Develop consumer education 

and materials 

� Support pilots for consumer 

engagement on care teams 

and ways to promote self- 

care 

� Implement model elements 

� Share and disseminate best 

practices of consumer 

engagement statewide 
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Domain 
Timeline Considerations 

Near-Term Mid-Term Long Term 
  � Establish consumer feedback 

to systems changes at the 

state and local levels 

 

Medicare � Identify barriers and benefits 

for shared savings strategy 

with Medicare Advantage 

Special Needs Plan flexibility 

� Continue 

integration/alignment 

activities 

� Establish baseline costs for 

dual eligibles and high cost 

utilizers 

� Develop partnership with 

plans for any new, potential 

alignment strategies 

� Integrate Medicare data into 

analytic data systems 

� Engage in fuller 

implementation of alignment 

strategy and implementation 

of shared savings strategy with 

Medicare 
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Shared Accountability Shared Accountability 
 

 

Early in its deliberations, the Study Group recognized the critical importance of a 

clearly-defined plan for shared accountability between CCOs and LTSS. Measures 

of a more coordinated system are notoriously lacking in uniform standards  

despite efforts on a national level to identify measures that are important to 

consumers, including those of care coordination, quality of life, and outcomes in a 

person-centered plan of care.
22 

Absent standard measures for such priorities and 

local stakeholder concerns about preserving consumer values, the Study Group 

recognized the need for a more intensive, comprehensive study on shared 

accountability. As a result, a Sub-Committee was formed to focus on this work  

and bring recommendations to the full Study Group. 
 

 

Major accomplishments of the Shared Accountability Sub-Committee include: 

� Agreeing to start from previous accomplishments from workgroups over 

the past several years. For example, in support of the CCO model and the 

Dual Eligible Demonstration; 

� Creating a framework for evaluating potential metrics; 

� Researching and exploring national measures to inform local 

recommendations; 

� Creating recommendations for CCO reporting at a subpopulation level for 

people whose eligibility is related to aging and disabilities; 

� Identifying that shared accountability includes a broader definition of 

LTSS, not just institutional LTC; 

� Proposing an initial draft of LTSS specific metrics including: 

o Percentage of consumers living and dying in their preferred setting 

o Percentage of consumers with an interdisciplinary team in place and 

an integrated care plan 

o Percentage of consumers with Physician’s Orders for Life Saving 

Treatment and/or Advance Directive completed 
 

 
22 

National Quality Forum Measures Application Partnership. Measuring Healthcare Quality for the Dual Eligible 

Beneficiary Population. June 2012. Available at: 

http://www.qualityforum.org/Publications/2012/06/Measuring_Healthcare_Quality_for_the_Dual_Eligible_Benefi 

ciary_Population.aspx and National Committee for Quality Assurance. Integrated Care for People with Medicare and 

Medicaid: A Roadmap for Quality. March 2013. Available at: 

http://www.oregon.gov/dhs/cms/Meeting%20files/Draft%20Report%2010%2028%2013.pdf 
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O Total cost of care 

� Beginning work across OHA and DHS in metrics development and in 

understanding and aligning CCO and LTSS measures; 

� Modifying the existing timeframe for continuing shared accountability 

work; 

� Aligning and supporting broader stakeholder group input on shared 

accountability; 

� Recommending next steps in shared accountability work including 

broader stakeholder involvement, especially by current consumers of 

LTSS services; and 

� Agreeing to continue involvement in future shared accountability work 

beyond the Study Group timeframe. 
 

 

The full Study Group supported the work of the Shared Accountability Sub- 

Committee. See Appendix IV for the full report of the Sub-Committee. 
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Conclusion Conclusion 
 

DHS and the OHA appreciate this opportunity to discuss, plan, and eventually 

implement a strategy of coordination and integration of LTSS and health care with 

this Study Group of stakeholders. This recommended framework is one of many 

steps toward a system that is more accountable, transparent, and focused on 

consumer outcomes of better health, health care, and lower costs, as well as 

consumers living lives with independence, choice, and dignity. In planning for the 

future of LTSS and Health System Transformation, it is the consumer on whom all 

of these efforts are based, and DHS and OHA will continue its work with 

stakeholders as the proposed timeline unfolds. DHS and OHA welcome any 

feedback CMS may have. 
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Appendix I: Study Group Roster Appendix I: Study Group Roster 
 

Study Group Members: 
 

Ruth Bauman, ATRIO Health Plan, Member of Umpqua Health and WVCHP 

Liz Baxter, MPH, We Can Do Better 

Donald Bruland, Consumer Advisory Councils for Jefferson Regional Health 

Alliance, Jackson Care Connect, and AllCare 

Carol Burgdorf-Lackes, FamilyCare CCO 

Jim Carlson, Oregon Health Care Association 

Jerry Cohen, AARP Oregon 

Terry Coplin, Trillium Community Health Plan 
 

Stephanie Dockweiler, Malheur County Health Department 
 

Chris Flammang, Coos/Curry Area Aging on Aging Advisory Council 

Ellen Garcia, Providence ElderPlace Portland 

Mary Guillen, Medical Interpreter 
 

Ruth Gulyas, LeadingAge Oregon 
 

Tim Malone, LCSW, Deschutes County Behavioral Health 

Ruth McEwen, Oregon Disabilities Commission 

Wayne Miya, Our House of Portland 
 

Meghan Moyer, Service Employee International Union, Local 503 

Margaret Rowland, MD, CareOregon 

Rodney Schroeder, Oregon Association of Area Agencies on Aging and Disabilities 

Tina Treasure, State Independent Living Council 

Michael Volpe, Intercommunity Health Network CCO Consumer Advisory 

Committee 



116  

Staff: 
 

Center for Health Care Strategies: 

Alice Lind, Facilitator 

Brianna Ensslin 
 
 

 

Oregon Health Authority and Department of Human Services: 

Jeff Scroggin, OHA Lead 

Bob Weir, DHS Lead 

Max Brown 

Selina Hickman 
 

Chelas Kronenberg 

Naomi Sacks 

Daniel Amos 

Jeannette Hulse 

Ann McQueen 

Chris Sanchez 
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Appendix II: Aspiration Rankings of Oregon Straw Model 
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Appendix III: Oregon’s Coordinated & Integrated LTSS & CCO Framework Appendix III: Oregon’s Coordinated & Integrated LTSS & CCO Framework 
 

This framework represents the work of Oregon’s 2013 Study Group. It is intended 

to help lead the way to greater integration and coordination between the CCO 

and LTSS systems while remaining consistent with and strengthening Oregon’s 

ORS 410 values and Oregon’s Triple Aim. 
 

The framework is presented as a series of outcome statements that together 

represent the Study Group’s definition of integration and coordination. Although 

not every outcome articulated within the framework is embraced by all members 

of the Study Group, group members agree that this work is inclusive of the 

majority while representing multiple viewpoints reached thorough debate and 

discussion. The Study Group report outlines areas where a key minority opinion 

was expressed by members of the group. 
 

The Study Group acknowledges that the outcomes presented require change 

across many payers and providers, not all of which were represented in the Study 

Group’s membership. 
 

For more information on the Study Group please visit: 

http://www.oregon.gov/DHS/cms/pages/index.aspx 
 

 

Care Team/Care Plan and Coordination across Providers 
 

� All people involved in my care treat me with dignity and respect. I am a 

valued member of the interdisciplinary team, and my choices for care 

and services are honored. The team coordinates across systems and 

providers to ensure that I receive the necessary and appropriate care, 

services, and supports, which lead to improved health outcomes and 

quality of life. 
 
 

� All parties/participants involved with care team planning and 

implementation shall apply Oregon ORS Chapter 410 values and priorities 

and use Oregon’s Triple Aim in decision making. (Oregon’s Triple Aim is 

to: (1) improve the lifelong health of all Oregonians; (2) increase the 
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quality, reliability, and availability of care for all Oregonians; and (3) 

lower or contain the cost of care so it is affordable for everyone.) 
 
 

� Independent partners (including direct service providers from health and 

LTSS as well as consumer/consumer representatives) create, develop, 

and participate in integrated care plans and serve on care teams. 
 
 

� Duplication and inefficiency are reduced through clearly defined 

interdisciplinary team roles and responsibilities. 
 
 

� Local flexibility, risk bearing responsibility, capacity, and knowledge of  

the individual’s needs are criteria used to select the entity responsible for 

care coordination across providers. Linkage to Patient-Centered Primary 

Care Homes will be considered when identifying care coordination 

responsibilities. 
 
 

� For consumer clarity, there is a clearly identified and communicated 

point of contact for consumers/consumer representatives and/or 

advocates to access the care team for planning, implementation, and 

emergencies (24/7/365) with aspirations to have “no wrong doors” for 

consumers and providers in the future. 
 
 

� Clear communication and care coordination is achieved through shared 

terminology/training that is developed across systems, for example, a 

single shared care plan. 
 
 

� Administrative barriers to service delivery are removed to ensure better 

care coordination across systems (e.g., overcoming CMS payment 

restrictions on allowing LTSS providers to care for consumers while they 

are hospitalized). 
 
 

� The expansion of MA-SNP models, which improve care coordination, is 

explored through innovative waivers that remove barriers. 
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Financing/Contracting 
 

� My government and my providers are accountable and transparent 

regarding the funding they expend on health and social services to serve 

Oregonians with the necessary and appropriate quality of care and 

services, while respecting individual choice, dignity, and independence. 
 
 

� High quality services, lower costs, and transparency are improved through 

care coordination; there is a focus upon identifying and addressing high 

need individuals. 
 
 

� Care providers and LTSS staff have the resources they need to fully 

participate in care planning and service delivery. Resources are prioritized 

and re-directed to the greatest extent possible, as needed to effectively 

participate in care coordination, including care conferences. 
 
 

� Local control is supported through data-driven innovation and contract 

flexibility, and innovative pilots are encouraged. 
 
 

� Mechanisms for shared accountability are in place and include, but are not 

limited to: 

o Performance-based contracting;  

o Incentive payments and penalties; 

o Quality pools; 

o Risk adjustments (based on case mix, etc.); 

o Shared savings; 

o Cost shift monitoring; 

o Cost of care coordination monitoring; 

o Identifying high cost utilizers; 

o Monitoring the total cost of care per person; 

o Alternative payment methodologies; and 

o Developing mechanisms for addressing inappropriate cost shifting. 
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� The total cost of health care and LTSS, including Medicare, Medicaid and 

LTSS, is sustainable, accountable and predictable; there is shared 

responsibility for transparency. 
 
 

� CCOs, MA-SNPs, the state, AAAs, and both licensed and non-licensed 

providers (individual and/or union represented) are encouraged to enter 

into negotiated contracts including but not limited to evidence-based care 

supports and services, such as case management/coordination for non-LTSS 

consumer case management/coordination. Barriers to contracting are 

identified and removed as appropriate. 
 
 

� MA-SNPs which increase consumer choice, meet Oregon’s Triple Aim, 

protect the values of ORS 410, and maximize efficiency are supported by 

federal flexibility and investments for mutual shared savings. 
 
 

� Oregon will work with its federal partners to seek federal investment and 

guidance in order to implement this integrated and coordinated shared 

savings framework. 
 

 
 
 

Performance, Quality Measurement, and Monitoring 
 

� State health and social services are monitored to ensure that I get the 

best quality of care, and quality results are reported so that I can make 

the best informed choices among providers, services, and care options. 
 

 

� The quality measures and monitoring tools chosen are consistent with 

consumer health, choice, independence, and values and priorities across all 

systems and providers, and they include measures of consumer satisfaction 

and experience of care. 
 
 

� Systems are held accountable to aligned metrics that are well-defined, 

actionable, least burdensome, non-duplicative, and focused on outcomes. 

Systems have broad flexibility to achieve outcomes. 
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� Metrics drive a coordinated system of shared accountability, savings, 

incentive payments, and penalties. 
 
 

� Risk-adjusted methodology will be applied to compare the performance of 

responsible entities where appropriate. 
 

 

� CCOs and LTSS systems are accountable through comprehensive plans, 

including shared accountability metrics, evaluation, and performance based 

contracts where appropriate. 
 
 

� There are quality improvement and performance incentives and penalties 

aligned across systems, with a focus on flexibility to achieve outcomes. 
 

 
 
 

Data and Information Sharing 
 

� My personal health/LTSS information is available to my providers as 

needed in order to provide the best care and services, and there are 

protections in place about sharing my personal health information. My 

personal health information is available to me or my designated decision 

maker in a secure, accessible, electronic format. The responsibility for 

developing this system is shared. 
 

 

� Care coordination, public reporting, and consumer choice are informed by 

population-level data that are relevant, actionable, and provided in as 

timely a manner as possible. Data reflects appropriate mechanisms to 

identify and minimize cost shifting and to improve outcomes. 
 
 

� Trends are identified through analysis, and prevention programs are 

implemented on the basis of data that are proactively used and shared 

within and between each system. Data analysis is comprehensive, and 

encompasses LTSS, CCO, and provider information. 
 
 

� The state can better understand and share information about complex 

utilization patterns through access to Medicare Advantage and Medicare 
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Part A, B, and D data, as well as real time information on high cost 

utilization services such as hospital, emergency department, and inpatient 

hospital stays. There is a recognized need for shared responsibility for data 

collection. 
 

 

� The state and stakeholders develop a long-range plan for data integration 

and collection, including: cost, quality, clinical, outcomes, and utilization 

which is comprehensive and features updates in real time when feasible. 

Integrated, comprehensive data is accessible to consumers, providers, 

health plans, CCOs, advocates, and the public, within privacy guidelines, 

and this data may be used for predictive modeling. 
 

 
 
 

Public and Stakeholder Engagement 
 

� The public has multiple avenues for participation and input in my 

community and at the regional and state levels, and there are multiple 

ways for me to meaningfully participate. 
 
 

� Meaningful public engagement is supported through APD/AAA local offices, 

CCOs’ local and state governance structures, including advisory councils, 

and public meetings held at the local and state level. Each structure is 

responsible for establishing timely feedback mechanisms to the engaged 

public. 
 
 

� Stakeholders are encouraged and invited to be fully engaged and 

participatory through policy-making and implementation processes. 
 

 
 
 

Consumer Engagement 
 

� My service providers respect my dignity, choices, and values, and I have 

access to education and information that allow me or my designated 

decision maker to make the best choices for my care. 
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� The consumer and/or the consumer’s representative are invited to 

participate in care planning and are active members of the care team. 
 
 

� Information provided to consumers across CCOs and LTSS shall be 

coordinated, consistent in content, and provided in consumer-friendly 

language. 
 
 

� Consumers are empowered at the systems level by having access to 

multiple channels for feedback, participation, and input across all systems 

through the mechanisms of public engagement and feedback described 

above. Local agreements should reflect consumer participation on advisory 

councils. 
 
 

� Systems for continuous quality improvement across LTSS/CCOs integrate 

consumer feedback obtained through satisfaction surveys, grievance 

information, advisory councils’ reports and other means of understanding 

delivery shortcomings are used to inform continued system improvement. 
 
 

� Consumer preferences for health and LTSS are respected, and they have 

options so they can choose the right care at the right place, at the right 

time. 
 

 

� Consumers, CCO’s, and LTSS share responsibility for personal health and 

LTSS outcomes. 
 

 
 
 

Medicare 
 

� As someone who is Medicare and Medicaid eligible, I have seamless 

access to all services, enrollment is easy, and I have the highest level of 

rights in grievances and appeals. 
 

 

� Oregon will seek to reduce duplicative and/or inefficient administrative and 

regulatory burdens related to MA-SNPs. 
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� Oregon will explore the benefits to consumers of CCOs having or 

contracting for MA-SNPs for consumers eligible for Medicare, Medicaid, 

and/or LTSS with enrollment consistent with House Bill 3650. 
 
 

� Planning and care are improved through tracking, analyzing, and reporting 

Medicare and Medicaid (including LTSS) claims data. 
 
 

� Medicare costs are monitored, along with other costs, to understand total 

spending, to understand and report areas of cost shifting, and to determine 

opportunities for shared savings and increases in benefit flexibility. 
 
 

� Oregon will continue its work through the State Innovations Model grant to 

integrate member materials, align grievances and enrollment processes, 

and explore other areas of alignment. 
 
 

� Oregon’s Transformation Center will facilitate learning collaboratives that 

focus on high-cost utilizers. This may include MA-SNP focused 

collaboratives, which align models of care and spread best practices to 

coordinate care for those who are dual and triple eligible for Medicaid, 

Medicare, and LTSS services. 
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Appendix IV: Shared Accountability Sub-Committee Report Appendix IV: Shared Accountability Sub-Committee Report 
 
 

Sub-Committee Formation, Composition, and Goals 
 

Volunteers representing key Study Group stakeholders from medical, social 

services, consumers and advocates were sought. The final Sub-Committee roster 

of six stakeholders included consumers, consumer advocates, CCOs and LTSS 

providers with experience in program evaluation and with pilot programs for 

ongoing health and LTSS coordination. The Sub-Committee reported and 

discussed its work as well as obtained approval of its recommendations monthly 

at the full Study Group meetings. 
 

The Sub-Committee adopted three goals: 
 

1. Identify opportunities, strategies and barriers for monitoring, and 

evaluation strategies for the coordination model proposed by the Study 

Group; 

2. Provide recommendations for the current shared accountability model and 

current shared accountability activities including: LTSS/CCO draft metrics 

and strategies for shared fiscal savings and incentive/penalty models; and 

3. Address other tasks the Sub-Committee assigned to itself. 
 

Over the course of its meetings, the Sub-Committee focused on the second goal 

and completed work on recommendations for sub-population reporting of CCO 

incentive metrics by LTSS populations and developing draft LTSS centric metrics. 

Related to the third goal, the Sub-Committee began its work by discussing and 

adopting criteria for selecting metrics. The Sub-Committee was interested in 

continuing to meet or being part of future shared accountability workgroups as it 

was unable to accomplish its first goal since the final version of the coordination 

model was not completed until after the final Study Group meeting. 
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Previous Work on Shared Accountability 
 

The Sub-Committee started with agreement to build off of previous shared 

accountability work in Oregon. This included a Budget Note Workgroup report,
23 

a 

strategic framework for Coordination and Alignment between Coordinated Care 

Organizations and Long Term Care
24 

developed as part of a Duals Demonstration 

grant application and a subsequent internal workgroup developing draft materials 

on shared accountability. In addition, the group gained an appreciation for earlier 

work performed and determined their role was to build upon and strengthen 

earlier developed concepts, including contracts requiring an MOU between LTSS 

offices and CCOs and the MOUs themselves. 
 

 

Key Sub-Committee Findings and Discussion 
 

The Sub-Committee began by discussing criteria for metrics and exploring Oregon 

and national models. Guidance on metric selection was captured in a CHCS- 

originated document entitled, "Performance Measures Selection Criteria for 

Shared Accountability" (Appendix V). Stated overarching guiding principles 

reflected Oregon’s priorities of better health, better health care, lower costs; 

Oregon statute protecting consumer independence, dignity and choice; and LTSS 

future planning emphasis on right services, right time, and right place. Attributes 

for selection named were consistent with national trends including being 

evidence based, important to identifying gaps and areas for improvement, valid, 

reliable and feasible among other attributes. 
 

The Sub-Committee considered OHA CCO metrics and data reporting, including 

incentive metrics. The Sub-Committee recommended priorities for CCO incentive 

metrics to be reported by LTSS sub-populations (older adults and adults with 
 

 
 
 
 
 

23 
Oregon Department of Human Services, “Budget Note Report on Oregon’s Long Term Care System,” January 

2012,  http://www.oregon.gov/DHS/aboutdhs/budget/2011-2013/docs/ltc-budget-note-rpt.pdf, accessed 16 

October 2013. 
24 

Oregon Health Authority, “Strategic Framework for Coordination and Alignment between CCOs and Long Term 

Care,” February 2012,http://www.oregon.gov/OHA?OHPB/meeting/2012/2012-0214-ccp-strategic-

framework.pdf accessed 16 October 2013. 
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disabilities).
25 

Some of the highest priority metrics for sub-population reporting 

include: 
 

• High cost service use (i.e., emergency department and hospitalization): 

• Consumer Assessment of Healthcare Providers and Systems experience of 

care and health and functional status measures; 

• Prevention measures such as flu shots, smoking cessation and initiation 

and engagement in alcohol and drug treatment; 

• Care plans and care transition record transmission; and 

• Planning for end of life care. 
 

The emerging but as yet unclear national consensus on LTSS metrics was a topic 

of Sub-Committee discussion. The Sub-Committee considered and used Stephen 

Kaye’s inventory on Quality of Life measures,
26 

CMS guidance on MLTSS,
27 

the 

State of Health and Aging in America,
28 

The SCAN foundation LTSS scorecard,
29 

overview materials from CHCS on national trends in LTSS measurement,
30 

and 

other sources to inform their work. 
 

In drafting LTSS metrics, the Sub-Committee weighed the need to reflect 

performance on the LTSS side around areas of shared accountability, the difficulty 
 

 
25 

The OHA workgroup is defining the population of adults with disabilities to be included in sub-population 

reporting. In October 2013 it started to define the population of adults with disabilities to be included in sub- 

population reporting of CCO metrics. 
26 

H.S. Kaye, Selected Inventory of Quality of Life Measures for Long Term Services and Supports Participant 

Experience Surveys, Center for Personal Assistance Services, University of California San Francisco, December 2012. 

Funded by the California Department of Rehabilitation (Interagency Agreement #28316) and the National Institute 

on Disability and Rehabilitation Research (Grant'#H133B080002).  Available at: http://dredf.org/2013-

documents/Guide-LTSS-Outcome-Measures.pdf accessed October 23, 2013. 
27 

National Senior Citizens Law Center, Summary of CMS Guidance on Managed Long Term Services and Supports. 

May 2013.  Also available at: 

http://www.oregon.gov/dhs/cms/SharedAccountability/Summary%20of%20CMS%20Guidance%20on%20MLTSS.pdf or 

http://www.nsclc.org/wp-content/uploads/2013/05/MLTSS-Guidance-052313.pdf, accessed October 23, 2013. 
28 

Centers for Disease Control and Prevention. The State of Aging and Health in America 2013. Atlanta, GA: Centers 

for Disease Control and Prevention, US Dept. of Health and Human Services; 2013.   Available at 

http://www.cdc.gov/features/agingandhealth/state_of_aging_and_health_in_america_2013.pdf,         accessed 

October 23, 2013. 
29 

AARP, The Commonwealth Fund & The SCAN Foundation, Raising Expectations: A State Scorecard on Long Term 

Services and Supports for Older Adults, People with Physical Disabilities and Family Caregivers. 2011. Available at 

http://www.longtermscorecard.org/, accessed October 23, 2013. 
30 

A. Lind. “Performance Measures and Metrics: Oregon Subgroup on Shared Accountability.” 
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of measuring some key LTSS factors for which new data collection methods would 

need to be developed, the need for risk adjustments for small scale LTSS  

providers to be fairly held accountable and the need to be sensitive to the  

current, heavy metrics expectations for CCOs. 
 

While the Sub-Committee recognized that there are many significant measures of 

coordination, identifying a small core set of feasible measures was critical to 

propose for initial work with the expectation of continued review and evolution 

over time. These particular measures were of the highest priority for the following 

reasons. Living and dying in preferred locations addresses and measures 

performance related to the overarching values of ORS 410, of upholding 

independence, dignity and choice for older adults and adults with disabilities, 

which are woven throughout the integration discussion. Care coordination 

(including interdisciplinary teams and integrated care plans) and financing 

(including tracking of high service use and cost shifting) were two of the Study 

Group’s key focus areas for integration work. 
 

A final product of the Sub-Committee was to develop a timeline for further 

development and implementation of shared accountability work. 
 

 

Next Steps 
 

The Sub-Committee suggested a number of actions to continue shared 

accountability work including to: 
 

� Seek additional stakeholder input on LTSS metrics, particularly from 

consumers using LTSS services rather than their advocates; 

� Re-convene the Sub-Committee to consider additional stakeholder 

feedback; 

� Present the recommendations of the Sub-Committee to the Metrics and 

Scoring Committee for integration into OHA and DHS accountability work; 

� Continue work with OHA’s Health Analytics unit to operationalize sub- 

population reporting, LTSS metrics and other related work; 



130  

� Form a workgroup, either through the SB 21/LTC 3.0 initiative or other 

means, inviting the Study Group Sub-Committee to participate by 

continuing to provide guidance on shared accountability tools; and 

� Use this workgroup to: 1) address opportunities, strategies and 

barriers for monitoring and evaluation approaches for the 

coordination model proposed by the study group; and 2) provide 

recommendations on strategies for shared fiscal savings and 

incentive/penalty models. 
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Appendix V: Performance Measures Selection Criteria for Shared 

Accountability Metrics 

Appendix V: Performance Measures Selection Criteria for Shared 

Accountability Metrics 
 

 

Overall guiding principles for measure selection are: 
 

1) Oregon’s Triple Aim: “Better health, better health care, lower cost” 

2) ORS 410: Choice, dignity and independence values 

3) Long Term Care 3.0: “Right services, right time, right place” 
 
 

 

Attribute Description 

Importance  � Impact on health, costs of care 

� Potential for improvement, existing gaps in care, disparities 

Evidence  Scientific evidence for what is being measured 
 

Validity Does the measure capture the intended content? 

Reliability Precision, repeatability 

 Meaningful 

differences 

 Is there variation in performance? Is there room for improvement? 

Include both qualitative and quantitative measures 
 Feasibility  Susceptibility to errors or unintended consequences 

 

 

(Note that outside expertise may be needed to determine feasibility 

of potential measures) 

 

 Costs of data 

collection 

 Burden of retrieving and analyzing data 
 

 Usability  Testing to see if users understand the measure 

� Results should be usable as strategies for improving care  

Actionable  Results of measurement should be used for quality improvement 
 

Standardized Measures should be based on national standards and calculated 

using consistent methods 



132  

Appendix VI. Public Comments Appendix VI: Public Comments 
 

 

This appendix summarizes the public comments received on this draft report. 
 

Date Received Commenter Comment 

November 16, 

2013 

Amanda Johnson, 

Member, Elders in 

Action Commission 

on Aging, Health, 

Security 

Subcommittee 

Dental health services are 

inadequately covered under the 

Oregon Health Plan. Please consider 

structuring dental health benefits to 

be more comprehensive and based on 

current practice standards. Both the 

services provided and coverage limits 

need to be brought into parity with 

physical health services. Plan language 

should also be written in a way that is 

understandable to consumers. 

December 2, 2013 Jim McConnell, Chair, 

United Seniors of 

Oregon and Steve 

Weiss, Chair, Oregon 

State Council for 

Retired Seniors 

This report to CMS should: 

� Challenge the assumption that 

integration of LTC services and 

budgets under the CCOs would 

improve the delivery of health care 

or LTC services to the consumer; 

� Request that Oregon’s LTC system 

remain intact while changes are 

made to its health care system; 

� Support the creation of seamless 

linkages between the health and 

LTC systems (e.g., care 

management teams; health care 

access to the LTC services and 

supports for the functions of daily 

living; LTC access to health care 

consultants, prevention and 

treatment services in community 

settings); 

� Support collaborative DHS and 

OHA planning to connect and 
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  coordinate services between the 

health and LTC systems, rather 

than LTC being absorbed by the 

medically-oriented CCO system; 

� Assure that the CCO model in 

Oregon meets basic community 

standards for collaborative 

planning and development e.g. 

strong consumer involvement, 

transparency in policy and 

budgeting decisions; and 

� Request a waiver to allow Oregon 

to develop a “collaborative” model 

rather than an “integration” model 

of service and accountability to 

assure the highest quality of 

community living for consumers of 

the system. 



134  

Appendix 8 
 
 
 
 
 
 
 
 
 
 

April 15, 2014 

 
TO: Oregon’s 32 Type A/B Hospitals 

Coordinated Care Organizations 

 
FROM: Tina Edlund 

Acting Director, Oregon Health Authority 

 
RE: Rural Health Reform Initiative – Decision regarding transitioning A/B hospitals 

 

 

As you know, Oregon is engaged in comprehensive health system transformation, and hospitals 

are an integral part of that transformation. In 2011, the Oregon Legislature passed HB 3650 

directing the Oregon Health Authority (OHA) to begin transitioning rural (Type A/B) hospitals to 

alternative payment methodologies consistent with coordinated care. 

 

OHA was also charged with identifying and transitioning only those rural hospitals that could 

remain financially viable after changing their basis for payment, which historically is based on 

their cost. To determine which hospitals should transition and which should not, OHA convened 

an advisory work group with representatives from coordinated care organizations (CCOs), the 

Office of Rural Health (ORH) and Type A/B (rural) hospitals through the Oregon Association of 

Hospitals and Health Systems (OAHHS). 

 
Working with three independent consultants and an independent actuarial firm (Optumas), the 

advisory work group developed a method to evaluate a hospital’s readiness to transition to the 

new payment methodology. The advisory work group agreed to base its recommendation on 

the following: 

 

1) A baseline analysis that assessed the payment relative to expected cost risk of adopting 

a prospective payment system (PPS); 
 

2) The Medicaid relevance in relationship to the hospital’s entire book of business; 
 

3) The Financial Strength Index of each hospital; and 
 

4) Demographic/community characteristics in which the hospitals are located. 
 

The advisory work group developed a decision tree based on these factors through an iterative 

process guided by Optumas. Using this decision tree, the advisory work group recommended 

that of the 32 rural hospitals in Oregon: 
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• 18 should transition to an alternative payment methodology aligned with coordinated 

care; and 
 

• 14 should maintain cost-based reimbursement. 
 

To see the list of hospitals, please refer to Appendix C of the final report issued by Optumas 
 

As the acting director of the Oregon Health Authority, I have accepted these recommendations. 

 
OHA is committed to supporting the transitioning rural hospitals and CCOs as they negotiate 

new contracts. The goal is to have new contracts reflecting new payment methodologies in 

place by January 1, 2015. 

 

In addition, OHA will work to further support a hospital glide path to the alternative payment 

model. Through the budget process and in collaboration with hospitals and other stakeholders, 

OHA will explore with the Legislature the creation of a temporary, one-time transition fund to 

ensure access to health services in rural areas. 

 

While the decision has been made for this coming year, transitioning rural hospitals is an 

ongoing process. OHA will review the decision tree every two years to reevaluate which 

hospitals should continue with an alternative payment methodology. However, to allow some 

flexibility after the first year, OHA will re-evaluate hospitals again by the end of the first quarter 

of 2015 for the January 1, 2016, contracts. 

 

The next step is the rule-making process, which OHA will begin in May. To provide continuity, 

OHA will use the Rural Health Reform Initiative advisory group as its Rules Advisory Committee. 

 

If you have any questions, please contact OHA Finance Director Jeff Fritsche at 

jeffrey.p.fritsche@state.or.us 
 

In closing, I want to thank the advisory group for its hard work, and I want to reiterate how 

important this initiative is. For those hospitals that are able, transitioning to an alternative 

payment methodology is an essential part of Oregon’s health system transformation and 

achieving our goals of better health, better care at lower costs for all Oregonians. 
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May 2, 2014 

TO: All stakeholders of Oregon’s behavioral health system  

FROM: Pamela A. Martin, Ph.D.,                                                       ABPP

 
Director, Addictions and Mental Health Division 

 

 
 

RE: Invitation to Town Hall Meetings on the Statewide Behavioral Health 

System Strategic Plan 
 

Please join us for a series of town hall meetings to discuss the state’s behavioral health 

system hosted by the Oregon Health Authority (OHA). Our goal is to create a shared 

vision for building and expanding an integrated, coordinated and culturally competent 

behavioral health system that provides better health, better care and lower cost for all 

Oregonians. 
 

The behavioral health system, both addiction and mental health services, is an essential 

part of Oregon’s health system transformation efforts. Addictions and Mental Health 

(AMH) stakeholders have already done a lot of planning around the state’s behavioral 

health system, but a lot has changed since the last time we came together. As we 

continue to implement the coordinated care model, now is the perfect time for OHA to 

bring everyone to the table to develop a comprehensive strategic plan for the statewide 

behavioral health care system. 
 

Through the hall meetings, stakeholders from across the state will discuss the current 

state of the behavioral health system, develop a shared vision of where we want to go 

and establish guiding principles for how we get there. OHA will take the feedback 

garnered through the town hall meetings to develop a two to five-year strategic plan 

and present it back to stakeholders. 
 

There will be six meetings in six locations throughout the state. Please choose the one 

that is most convenient for you and RSVP to amh.planning@state.or.us. 
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Date City Time Location 
 
 
 

May 19, 2014 

 
 
 

Portland 

 
 
 

1-4 p.m. 

DoubleTree By Hilton 

Broadway Conference Room 

1000 NE Multnomah 

Portland, OR 97232 

503-281-6111 
 
 
 

May 28, 2014 

Bend 

 
 
 

Bend 

 
 
 

9 a.m.-12 p.m. 

DoubleTree By Hilton 

Mt. Bachelor Conference Room 

300 NW Franklin Avenue 

Bend, OR 97701 

541-317-9292 
 
 
 
 

June 6, 2014 

 
 
 
 

Seaside 

 
 
 
 

1-4 p.m. 

Best Western Oceanview Resort 

Seaside/Sandpiper Conference 

Room 

414 N Prom 

Seaside, OR 

503-738-3334 
 

 
June 9, 2014 

 

 
Salem 

 

 
1-4 p.m. 

Red Lion Hotel Salem 

Jefferson I & II Conference Room 

3301 Market Street NE 

Salem, OR 97301 
 
 
 

June 11, 2014 

 
 
 

Roseburg 

 
 
 

9 a.m.-12 p.m. 

Douglas County Fairgounds 

Complex 

Cascade Hall Conference Room 

2110 SW Frear 

Roseburg, OR 97471 
 
 
 
 

June 16, 2014 

 
 
 
 

Pendleton 

 
 
 
 

9 a.m.-12 p.m. 

Red Lion Hotel Pendleton 

Cayuse Umatilla Conference 

Room 

304 SE Nye Avenue 

Pendleton, OR 97801 

541-276-6111 
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We are looking for participants from all stakeholder groups, including: 
 

• Advocate and peer organizations 
 

• Behavioral health providers and contractors, including culturally specific and 

faith-based providers 

• Community mental health organizations 
 

• Coordinated care organizations 
 

• County and city governments 
 

• County public health 
 

• Criminal and juvenile justice 
 

• Department of Human Services 
 

• Early learning hubs 
 

• Education 
 

• Elected officials 
 

• Housing and community action agencies 
 

• Hospitals and emergency departments 
 

• Law enforcement 
 

• Prevention coalitions 
 

• Primary care providers and health homes 
 

• Tribes 
 

We hope you will be a part of this important process as we outline the next steps for 

Oregon’s behavioral health system. 
 

If you have any questions, please contact Project Manager LuAnn Meulink at 

luann.e.meulink@state.or.us or 503-945-6289. You can also find information about the 

Town Hall meetings at http://www.oregon.gov/oha/amh/Pages/strategic.aspx 

 



V1.0 Page 1 of 2 01/06/2014 
139 

 

Appendix 10 

 
HB 2118 (2013 Session) Health Plan Quality Metrics Work 

Group Progress Report to the Oregon Legislature February 

2014 

Background 

 
House Bill 2118 (2013) created the Health Plan Quality Metrics Work Group and charged the Work  

Group with recommending appropriate health plan quality measures for use by Cover Oregon, the 

Oregon Health Authority (OHA), the Public Employees’ Benefit Board (PEBB), and the Oregon Educators 

Benefit Board (OEBB). The Work Group will recommend a small number of quality measures that enable 

consumers, purchasers, and other stakeholders to meaningfully compare quality across coordinated   

care organizations (CCOs), qualified health plans available through Cover Oregon, and health plans that 

contract with PEBB and OEBB. Recommendations from the workgroup are due by May 31, 2014. 

 
Progress to Date 

 
Public agencies and quality measurement organizations have developed thousands of quality measures 

for health plans and providers. To select appropriate quality measures from the many measures 

available, the Work Group first developed a measure selection framework that includes statewide 

health goals and measure evaluation criteria. The Work Group then reviewed measure sets from other 

state and national quality measurement initiatives and identified candidate measures from these sets. 

 
Development of Measure Selection Framework 

 
To guide its work, the Work Group decided to focus on selecting quality measures that reflect progress 

toward Oregon’s unique goals for health care and population health. The Work Group identified four 

statewide goals needed to achieve the triple aim of better health, better care, and lower costs in 

Oregon: 

• Provide a better future for today’s kids by investing in the health of future generations. 

• Ensure access to high quality care. 

• Promote integration and holistic care. 

• Reduce costs and make health care sustainable. 

 
To ensure the recommended measures are relevant and useful to consumers, payers, and other 

stakeholders, the Work Group identified four criteria that all recommended measures should meet: 

• Actionable and linked to outcomes of interest (especially “hard” outcomes) 

• Reliable and valid, well specified, and feasible to report 

• Aligned with CCO measures and other key measure sets 

• Supports achievement of state policy goals, including the Triple Aim, cost containment, and 

sustainable rate of growth 

 
To identify goals and criteria for the measure selection framework, the Work Group reviewed measure 

domains and selection criteria used by key quality measurement efforts taking place in Oregon, as well 

as several efforts with national scope. 
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Review of Measure Sets from Other Quality Measurement Initiatives 

 
House Bill 2118 directs the Work Group to consider other state and national quality measures and 

methodologies in developing its recommendations. The Work Group reviewed 13 measure sets used by 

state and national quality measurement initiatives and identified the most commonly used measures 

across these sets. Measure sets reviewed include: measures used by OHA to evaluate CCOs; measures 

used by Cover Oregon to create health plan quality ratings, measures used by PEBB and OEBB to 

evaluate contracted health plans; and federal measure sets, including Medicaid measures, Medicare 

measures, and measures used to evaluate primary care practices. 

 
Because Oregon’s Medicaid waiver agreement requires OHA to use specific quality measures to evaluate 

CCOs, the Work Group started building its recommended measure set with measures from the CCO set: 

for its draft measure set, the Work Group has selected measures from the CCO set that are most 

commonly used in other measure sets, that reflect Oregon’s goals for health care and population health, 

and that meet the Work Group’s measure selection criteria. If additional measures are needed, the   

Work Group will select measures from outside the CCO set. 

 
Next Steps 

 
Having developed a framework for recommending health plan quality measures and identified highly 

aligned measures from measure sets used by state and national quality initiatives, the Work Group will 

take the following steps to deliver final recommendations to the Legislature: 

 
Month Step 

February 2014 Finalize draft recommended measure set. 

March 2014 Release draft recommended measure set and collect public comments. Invite health 

care consumer organizations, insurers, and other key stakeholders to provide 

feedback. Post recommended measure set on Cover Oregon’s website and encourage 

members of the public to submit feedback via email, web form, and other channels. 

April 2014 Review public comments and revise draft recommended measure set as needed. 

May 2014 Make final revisions to draft recommended measure set, and provide final measure set 

to the Legislature. 
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Office of the Director 
 

John A. Kitzhaber, M.D., Governor 

Appendix  11 e, alth  
-----i\nthurily 

 

 
 

November 1, 2013 
 
 
 
 

Senate Interim Committee on Health Care and Human Services 
House Interim Committee on Health Care 
Oregon  Legislative Assembly 

 
Dear Senator Laurie Monnes Anderson  and Representative Mitch. Greenlick, 

500 Summer Street NE E20 
Salem, OR 97301 

Voice:  503-947-2340 
Fax:  503-947-2341 

TTY: 503-947-5080 

 

The Oregon Health Authority (OHA) recognizes that achieving the Triple Aim of improving health, health 
care, and lowering costs by transforming  health care delivery relies on the full engagement of individuals, 
their families and caregivers, and communities. As OHA continues to be a partner in transformation  and 
the spread of innovation through its Transformation Center, a concerted effort to foster engagement 
among members of the Oregon Health Plan (OHP) is a key priority. 

 

The Task Force on Individual Responsibility and Health Engagement was created by House Bill 2859 
(2013) and chartered to develop recommendations to the legislature to establish mechanisms that 
meaningfully engage members of the Oregon Health Plan (OHP) in their health and health care. The task 
force met in the fall of 2013. Under the direction of the Governor and guided by principles in support of the 
Triple Aim, the task force extensively reviewed evidence-based  and person- and family-centered 
approaches to patient engagement,  including: 

• Roles that incentives and disincentives play in patient engagement including cost-sharing in 
Medicaid, 

• Health behavior change science as it relates to patient engagement,  and 
• Patient-engagement strategies effective in but not limited to Medicaid populations. 

 
The task force's recommendations support coordinated care organizations  (CCOs) and members of the 
Oregon Health Plan. The recommendations aim to further realize OHP members' full potential for 
improving and maintaining their health and for serving as active partners in a transformed health system. 
The recommendations put forward in this report, when implemented and supported by OHA, will help 
further health system transformation  in support of all Oregonians. 

 
Enclosed are the task force's recommendations. 

 

 

----....:::Sincerely, 
 
 
 
 

Bruce Goldberg, M.D. 
Director 
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John A. Kitzhaber, M.D., Governor 
 

 
 

Individual Responsibility and Health Engagement Task Force 
Summary Report to the Oregon Legislature 

 
Introduction 

In 2013, the Oregon Legislature passed House Bill 2859 that established the Task Force on Individual 

Responsibility and Health Engagement. The task force was chartered to develop recommendations for 

the legislature to establish mechanisms that meaningfully engage members of the Oregon Health Plan 

(OHP) in their health and health care. Under the direction of the Governor and guided by principles in 

support of the Triple Aim, the task force convened on four occasions over two months during the fall of 

2013 to review evidence-based and person- and family-centered approaches to patient engagement. 

The task force consisted of 11 members, including bi-partisan representation from the Oregon State 

House of Representatives and the Oregon State Senate, two OHP members, a patient health navigator, 

and four health care professionals, with representation from both urban and rural communities. This 

document describes the task force, the process used, and rationale for the final recommendations. This 

document should be used to inform specific next actions that may include additional stakeholder input 

and review as detailed action plans are developed. 

 
Task Force Process 

Staff with the Oregon Health Authority (OHA) provided the task force with an overview of Oregon’s 

Medicaid delivery system, information on the OHP, and data on expenditures and utilization in 

Oregon’s state Medicaid program (i.e. OHP). The task force thoroughly considered federal and state 

policy that governs Medicaid cost-sharing, including expanding options for cost-sharing in OHP. A 

national expert on patient engagement, Dr. Susan Butterworth, provided background and evidence on 

a broad array of patient engagement strategies, including how incentives and disincentives can affect 

patient engagement and health behavior change. She also presented on a range of other evidence- 

based strategies that seek to engage patients in their health and promote appropriate use of health 

care services. 

 
Task Force Recommendations 

The task force concluded that health engagement is not achieved solely through use of financial 

incentives or cost-sharing. Evidence shows that financial incentives work for simple health behavior 

change; however, complex behavior change requires a more comprehensive approach. The task force’s 

recommendations seek to leverage existing health reform efforts and align with Oregon’s commitment 

to local accountability and flexibility among coordinated care organizations (CCOs) and their 

community partners. Furthermore, the task force decided that imposing further legislative 

requirements on CCOs was not appropriate at this time. As an alternative approach, the task force 

recommends OHA adopt the recommendations below in an effort to provide targeted resources and 

technical assistance to CCOs, which will allow them to further support OHP members as active 

participants in their own health. 
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Expand Options for Member Cost-sharing in the Oregon Health Plan. As part of comprehensive health 

reform, recent federal rules provide state Medicaid programs greater flexibility to vary enrollee cost- 

sharing. The task force identified an opportunity to expand options for cost-sharing in OHP through a 

Value-based Benefit Design (VBBD)  model. VBBD aligns  consumer incentives by  reducing  barriers 

(through no or low cost-sharing) to high-value health services such as preventive care, and 

discouraging (through higher cost-sharing) the use of low-value health services. These can include non- 

emergent use of the emergency department when an alternative for care is available, or the 

discouraged tests and procedures outlined in the evidence-based Choosing Wisely Campaign. 
 

Recommendation—OHA request federal approval to expand options for cost-sharing in OHP at the 

service level to promote the use of appropriate and cost-effective care modeled after a Value- 

based Benefit Design, in alignment with Oregon’s approved 1115 Medicaid Demonstration Waiver. 
 
 

Provide Resources and Support for CCOs. To foster innovative local solutions for CCOs to best serve 

their patient population and support individual members in meeting their needs and health goals, the 

task force recommends that evidence-based resources and technical assistance be made available to 

CCOs to facilitate the implementation of patient engagement strategies. 
 

Recommendation—by the end of 2014, the OHA Transformation Center shall work with other 

OHA partners, as appropriate, to: 

� Develop a resource guide for CCOs for adoption, implementation, and measurement of 

evidence-based member engagement strategies that target the use of appropriate and 

high-value health services, prevention, self-management, and individual empowerment. 

� Work with CCOs to incorporate in their Transformation Plans a plan for member 

engagement, including identifying indicators for success, and foster information sharing of 

best practices across CCOs. 

� Promote the use of the Choosing Wisely campaign as a shared decision-making tool to 

facilitate engagement among OHP members, providers and CCOs. 

� Identify a list of standardized and validated health appraisal tools that CCOs may use with 

their members as part  of their strategy  to prevent disease, promote health and self- 

management, target interventions, and evaluate success in managing and improving health 

over time. 

� Conduct a formal assessment to identify barriers to CCOs’ use of traditional health workers 

to foster engagement, and take steps to address these barriers. 
 

 

Foster Statewide Strategies to Engage and Support OHP Members. The task force recommends that 

OHA leverage resources and activities statewide to disseminate best practices for health engagement 

that are appropriate for OHP members and their families, and are sensitive to and account for the 

needs of diverse communities. 
 

Recommendation—by the end of 2014, the OHA Transformation Center shall: 

� Work with traditional health workers, community-based organizations, and CCOs to identify 

strategies to support partnerships between these groups to foster health engagement. 

� Work with professional health licensing boards to make available a list of evidence-based 

patient  engagement  training  materials  for  use  as  part  of  their  licensing  or  continuing 

education requirements. 

� Ensure health engagement strategies are integrated within other OHA initiatives, such as 

health information technology. 



148 

4 
 

Charter: Task Force on Individual Responsibility and 

Health Engagement 
 

Authority 

HB 2859 (2013) established the Task Force on Individual Responsibility and Health Engagement. Under 

the direction of the Governor, the task force shall develop recommendations for legislation to establish 

mechanisms that meaningfully engage members of the Oregon Health Plan (OHP). 

Guiding Principles 

The following principles will guide the Task Force to prioritize recommendations that: 

• Align with Oregon’s Triple Aim and leverage existing efforts underway by Coordinated Care 

Organizations (CCOs). 

• Represent best practices, are evidence-based, and support person- and family-centered 

engagement and appropriate utilization of health services among OHP members including 

prevention, wellness and disease management. 

• Empower individuals on OHP and their families/caregivers to engage in their care in ways that are 

meaningful to them, that offer actual and perceived benefits, and allow participation as fully 

informed partners in health system transformation. 

• Are appropriate to the characteristics of OHP members—including their cultural, geographic and 

economic circumstance—to improve health equity, reduce health disparities, and avoid creating 

barriers to care for OHP members. 

• Leverage available community resources and align with community-based priorities. 

• Can be implemented rapidly upon receipt of any necessary federal approval. 

Scope 

This task force is responsible for developing recommendations for legislation that will establish 

mechanisms to meaningfully engage OHP members in their own health, disease prevention and 

wellness activities. Key areas of focus for the task force may include, but are not limited to: types/uses 

of incentives/disincentives to encourage healthy behavior(s); effective utilization of health care 

services; evidence-based patient-engagement strategies effective in but not limited to Medicaid 

populations; and other innovative approaches to encourage individual responsibility and health 

engagement. The task force will take into consideration the health status of Oregon Health Plan 

members, their needs, and potential policy impacts on the health care delivery system. 

Membership, Roles & Responsibilities 

Executive Sponsors: 

Mike Bonetto, Governor’s Office 

Tina Edlund, Chief of Policy, Oregon Health 

Authority 

 
Staff: 

Chris DeMars, OHA 

Oliver Droppers, OHA 

Jeannette Nguyen-Johnson, OHA 

Task Force Members: 

Senator Brian Boquist 

Senator Betsy Johnson 

Representative Alissa Keny-Guyer 

Representative Jim Thompson 

Melinda J. Muller, MD (Chair) 

Kay Dickerson 

E. Maurice Evans 

Melissa T. Lu 

Joyce Powell Morin, MSN 

Janet E. Patin, MD 

Evelyn P. Whitlock, MD, MPH 
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Major Deliverables 

Recommendations for legislation in the form of an executive summary that will establish mechanisms 

to meaningfully engage medical assistance recipients in their own health, disease prevention and 

wellness activities. 

Exclusions or Boundaries 

Recommendations are to be submitted by the task force in the manner provided in ORS 192.245, to the 

appropriate interim committees of the Legislative Assembly no later than November 1, 2013. Policy 

implementation will not be carried out by the Task Force. 

Schedule 

The taskforce will meet on four separate occasions. The frequency of meetings may be altered to fit 

legislative timelines and/or other needs that arise. The task force charter will end by November 2013. 

• 9/10/13 – First Task Force meeting: Appoint chair; adopt charter; overview of the Oregon Health 

Plan and health reform; overview of Medicaid Advisory Committee report on Person- and Family 

Centered Care and Engagement; introduce background and conceptual framework on patient 

engagement. 

• 9/27/13 – Second Task Force meeting: Review menu of options; rate each option based on guiding 

principles. 

• 10/8/13 – Third Task Force meeting: Review straw proposal for recommendation(s); develop draft 

recommendations. 

• 10/22/13 – Fourth & Final Task Force meeting: Revise and adopt final recommendations/executive 

summary. 

• 11/1/12 – Recommendations due: Submit recommendations to the appropriate interim 

committees of the Legislative Assembly no later than November 1, 2013. 
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Cost Sharing in Medicaid 
 

This brief provides an overview of cost sharing in Medicaid (can include premium, deductibles, 

copayments, and coinsurance) including a summary of the federal guidelines and recent changes, 

describes Oregon’s Medicaid program, the Oregon Health Plan (OHP), and outlines states’ experiences 

with cost sharing in Medicaid. 

 
Federal Guidelines on Cost Sharing in Medicaid 

The Centers for Medicare and Medicaid Services (CMS) regulates cost sharing in Medicaid. Federal law 

limits the amounts that states can charge Medicaid beneficiaries for premiums, deductibles, 

copayments, and coinsurance (see page 7 for descriptions of terms). States have flexibility to impose 

cost sharing on certain children and adults with incomes between 100% and 150% of the Federal 

Poverty Level (FPL) and to impose higher cost sharing for beneficiaries with incomes above 150% FPL. 

Cost sharing for individuals below 100% FPL is generally limited to nominal amounts established in 

federal regulations (see Table 1 for federal cost sharing guidelines). Federal regulations on cost sharing 

include exemptions of a number of vulnerable groups and certain types of services. In addition, states 

must ensure that the total cost sharing for all family members does not exceed 5 percent of a family’s 

income on a quarterly or monthly basis (see Table 2 for examples of allowed cost sharing by income 

level).1
 

 
Over the years, states have opted to use cost sharing to control costs in Medicaid, expand coverage by 

modifying income eligibility standards, encourage more personal responsibility for health care choices, 

and to better align public coverage with private coverage, particularly where states have expanded 

coverage.2 The Deficit Reduction Act of 2005 provided states new flexibility to implement cost sharing 

in Medicaid beyond existing authority, by allowing states to vary their cost sharing by eligibility group 

and to make cost sharing enforceable, i.e. a provider could deny services if the cost-sharing is not paid. 

The Affordable Care Act (ACA) streamlines Medicaid cost sharing regulations and gives states 

additional flexibility (see Table 1). If a state opts to create a cost sharing structure beyond the federal 

limits, they need to meet the following requirements through a demonstration waiver approved by 

CMS3
: 

• Test a unique and previously untested use of copayments 

• Limited to a period of not more than 2 years 

• Provide benefits to the recipients reasonably expected to be equivalent to the their risks 

• Based on a reasonable hypothesis which the demonstration is designed to test in a 

methodologically sound manner, including the use of control groups of similar recipients of 

medical assistance in the area 

• Voluntary, or make provision for assumption of liability for preventable damage to the health of 

recipients of medical assistance resulting from involuntary participation 
 

 
1 

Robin Rudowitz and Laura Synder of the Kaiser Commission on Medicaid and the Uninsured. Premiums and Cost-Sharing 

in Medicaid. February 2013. 
2 

Ibid. 

3 Section 1916(f) of the Social Security Act 150 
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Oregon Health Plan 

Oregon’s Medicaid program, the Oregon Health Plan (OHP), provides health care coverage to low- 

income Oregonians and is administered by the Oregon Health Authority (OHA). Today, the OHP has 

two main benefit packages. OHP Plus is a full benefit package that primarily serves Oregon’s 

mandatory Medicaid populations, including low-income seniors, people with disabilities, low-income 

families, children, and pregnant women. OHP Standard is a limited benefit package that provides 

health coverage to low-income uninsured adult Oregon residents who are ages 19 and older. Federal 

authority to offer Standard will expire at the end of 2013 due to the Affordable Care Act’s (ACA) 

Medicaid  Essential  Health  Benefits  (EHB)  provision  that  requires states  to  offer  a  comprehensive 

package of services.4
 

 

 

The ACA allows states to expand their Medicaid programs in 2014, to adults under age 65, up to 138 

percent of the Federal Poverty Level (FPL).5 For the first three years (2014 through 2016), federal funds 

will pay 100 percent of the costs for people who are eligible under the increased income limit. Federal 

funding will gradually decline to 90 percent in 2020, where it will remain. In 2013, Governor Kitzhaber 

and the State Legislature approved opening OHP to more low-income Oregonians as allowed under the 

ACA. In 2014, a projected 240,000 newly eligible low-income Oregonians who are currently uninsured 

could be covered through OHP by 2016. Many of these adults are uninsured and work part-time or in 

low-wage jobs without access to health insurance.
6

 

 
Starting in January, all members in the OHP will receive one benefit package, OHP Plus. Oregon’s 

current OHP Standard population will become part of the newly eligible Medicaid expansion 

population and receive the same health benefits package as current OHP Plus members. The OHP Plus 

benefit package for adults includes access to preventive care, access to primary care doctors, check- 

ups and mental health treatment. In addition, members will receive management of chronic conditions 

like diabetes, heart disease and cancer. It also includes some vision and dental and benefits. Pregnant 

women and children in OHP Plus receive fuller vision and dental benefits. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

4 
10 federal EHB Categories: (1) ambulatory patient services; (2) emergency services;(3) hospitalization; (4) maternity and 

newborn care;(5) mental health and substance use disorder services including behavioral health treatment; (6) prescription 

drugs; (7) rehabilitative and habilitative services and devices;(8) laboratory services;(9) preventive and wellness services  

and chronic disease management; and (10) pediatric services, including oral and vision care. 

5 The ACA establishes 133% FPL as the income eligibility threshold for the Medicaid expansion population, but because it 

also provides that the first 5% of income is automatically disregarded, the effective income eligibility threshold is 138% FPL. 
6 

Michael Perry and Naomi Mulligan with Lake Research Partners and Samantha Artiga and Jessica 

Stephens with the Kaiser Commission on Medicaid and the Uninsured. Faces of the Medicaid Expansion: Experiences of 

Uninsured Adults who Could Gain Coverage. November 2012. 
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Cost Sharing for the Oregon Health Plan 

Currently, the OHP does not impose premiums or deductibles, but does require nominal copayments 

($1-$3) for a range of covered services that include: 

• Office and home visits 

• Certain prescription drugs 

• Hospital emergency services where 

there is no emergency 

• Outpatient hospital services and 

outpatient surgery 

• Outpatient treatment for mental health 

and chemical dependency 

• Occupational, physical and speech 

therapy 

• Restorative dental work and vision 

exams 
 

In compliance with federal regulations, certain populations and services in OHP are exempt from cost 

sharing, and include the following groups7: 

• Children under 19, including preventive services provided to children, regardless of income 

• Foster children (through age 20) 

• Pregnant women (all services related to pregnancy or a medical condition that might 

complicate pregnancy, e.g. smoking cessation)8
 

• Services to terminally ill beneficiaries receiving hospice care 

• Services to institutionalized individuals (inpatients in a hospital, nursing facility, intermediate 

care facility, or other medical institute for individuals with developmental disabilities) who are 

required to spend most of their income for medical care costs 

• Emergency services in an emergency situation as defined by law 

• Family planning services and supplies 

• Individuals receiving services under a federal home- and community-based CMS waiver 

• American Indian/Alaska native populations in a federally recognized Indian tribe or receiving 

services through a tribal clinic 

• Individuals receiving Medicaid coverage through the federal Breast and Cervical Cancer 

Treatment program (BCCTP) 

• Each service may only be subject to one type of cost sharing 

 
Today, the CMS 5 percent cap on cost sharing must be calculated individually for each member and 

taken into account by the Oregon Health Authority (OHA) and Coordinated Care Organizations (CCOs), 

creating administrative difficulties for clients in OHP and as incomes changes. As of July 2013, the 

majority of individuals in OHP are now enrolled in one of the 15 Coordinated Care Organizations 

(CCOs); most of which have elected not to collect copayments as of September 2012.9 Only one of the 

fifteen OHA approved CCOs elected to collect copayments.10
 

 
 
 
 
 
 

 
7 

Section 1916A of the Social Security Act 
8 

All services provided to pregnant women will be considered as pregnancy-related unless excluded in State Plan. 
9 

http://www.oregon.gov/oha/healthplan/pages/managed-care/plans.aspx#choose 
10 

Ibid. 
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States Experiences with Cost Sharing in Medicaid 

Applying cost sharing in Medicaid creates administrative complexities at multiple levels—for the state 

agency administering the program, health plans, and providers—and can create unintended barriers to 

accessing care for Medicaid enrollees. For example, collecting copayments may be difficult because at 

the time of service a provider may not know the Medicaid reimbursement rate, or whether the 

individual has met the 5 percent family cap specified in the federal cost sharing rules. For states, the 

expense of administering cost-sharing may exceed anticipated state savings. For example, Arizona’s 

state Medicaid agency concluded that the state would incur almost $16 million in administrative costs 

to collect just $5.6 million in copayments and other cost sharing measures. The Arizona study also 

noted that the administrative costs of collecting the copayments do not take into account increased 

healthcare costs that result from reduced use of medications by patients in need.11
 

 

 

Out-of-pockets expenses for a service can affect a patient's access to care on account that low-income 

individuals are particularly sensitive to such costs. Research shows cost sharing can act as a barrier in 

obtaining, maintaining, and accessing health coverage and health care services, particularly for 

individuals with low incomes and significant health care needs.12 These barriers can result in 

unintentional consequences such as increased emergency care utilization, unmet health care needs, 

and adverse, avoidable health outcomes.13 As individuals are unable to afford copayments and forego 

care, they often become sicker and eventually visit costly sites such as emergency rooms, increasing 

the state’s overall health care expenses.14 Although cost sharing can be appealing for states looking to 

reduce Medicaid expenditures, such cost sharing mechanisms may actually cost states more. 

 
Oregon’s Experience 

In 2003, Oregon increased premiums and imposed copayments for federally allowable adults in OHP. 

As a result, approximately 50 percent of these enrollees lost coverage. Of those who lost coverage, two 

thirds became uninsured. An additional 24 percent reported not having the ability to pay the co- 

payment, and 17 percent reported being unable to receive needed health care because they owed 

their provider money. Increased premiums and copayments had the potential to generate revenue for 

the state. However, the amount the state received actually decreased due to lowered enrollment. A 

2008 study conducted by Oregon researchers concluded that applying copayments to OHP Standard 

clients in 2003-2004 shifted treatment patterns but did not provide expected savings.15  The study 

suggested that if copayments are to be applied successfully in Medicaid programs, there is a clear need 

for a greater understanding of how they work in this context and greater attention paid to the details 

of co-pay policies. 
 

 
 

11 
Fiscal Impact of Implementing Cost Sharing and Benchmark Benefit Provisions of the Federal Deficit Reduction Act of 

2005. Arizona Health Care Cost Containment System. December 13, 2006. 
12 

Laura Snyder Robin Rudowitz of the Kaiser Commission on Medicaid and the Uninsured. Premiums and Cost sharing in 

Medicaid: A Review of Research Findings. February 2013. 
13 

Ibid. 
14 

Basini, Leigha O.; What a Difference a Dollar Makes: Affordability Lessons from Children’s Coverage Programs that can 

Inform State Policymaking under the Affordable Care Act; NASHP; April 2011 
15 

Wallace, Neal T, McConnell, John, Gallia, Charles A., and Smith, Jeanene A.; How Effective Are Copayments in Reducing 

Expenditures for Low-Income Adult Medicaid Beneficiaries? Experience from the Oregon Health Plan; Health Serv Res. 2008 

April; 43(2): 515–530; © 2008 Health Research and Educational Trust. 
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Table 1: Federal Cost Sharing Requirements Compared to OHP Cost Sharing Policy 

 Federal Cost sharing Requirements 
 

Oregon Policy 

All FPL levels 
< 100 percent 

FPL** 

 

101-150 percent FPL** 
 

>150 percent FPL 

Aggregate Cap 5% of family income on monthly or quarterly basis (cap on total premium and cost sharing charges for all family members) 

Premiums Not allowed Not allowed Allowed, with exemptions and 

limitations 

None 

Cost sharing (may include deductibles, copayments, or coinsurance) 

Most services $4 maximum Up to 10 percent of cost the 

agency pays 

Up to 20 percent of cost the 

agency pays 

$3 for non-diagnostic 

outpatient services; $0 co- 

pay for other services 

Prescription drugs (all) $4 or $8 maximum depending on the drug $0, $1 or $3 depending on the 

drug 

Inpatient stay $75 maximum 10 percent of total cost the 

agency pays for entire stay 

20 percent of total cost agency 

pays for entire stay 

$0 

Non-Emergency Use of 

the ER 

$8 maximum $8 maximum No limit $3 

May service be denied 

for nonpayment of 

cost sharing? 

No Yes, state option Yes, state option No 

Provider option to 

reduce or waive cost 

sharing? 

Yes, on case-by-case basis Yes 

Tracking 

Requirements 

If the state adopts premiums or cost sharing rules that could place beneficiaries at risk of 

reaching the aggregate family limit, the state plan must indicate a process to track each 

family’s incurred premiums and cost sharing through an effective mechanism that does not 

rely on beneficiary documentation. 

State’s cost sharing rules do 

not place beneficiaries at risk 

of reaching the aggregate 

family limit 
*”Maximum Nominal Out-of-Pocket Costs” are $2.65 deductible, $3.90 copayment, or 5% coinsurance. The maximum copayment that Medicaid may charge is based on what the 

state pays for that service. Source: http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Cost sharing/Cost sharing-Out-of-Pocket-Costs.html 

**To be increased each year, beginning October 1, 2015, by the percentage increase in the medical care component of the CPI-U 

*** May be imposed on individuals otherwise exempt from cost sharing. Due to additional information requirements under the ACA for non-emergency ED visits, Oregon may wish 

to reconsider this particular co-pay. 
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Table 2: OHP Individual and Family of Four, Income and Monthly Aggregate Cap on Cost Sharing 

 Individual Consumer Family of Four 
 

FPL Level 
 

Annual Income 
5% of Monthly 

Income 

 

Annual Income 
5% of Monthly 

Income 

100% $11,490 $48 $23,550 $98 

138% $15,856 $66 $32,499 $135 

150% $17,235 $72 $35,325 $147 
 
 
 
 

Terminology 

Co-insurance: A defined percentage of total charges for a service. 

Co-payment: Payment made for a health care service or product by an individual who has health 

insurance coverage. The payment is usually made (or billed) at the time a service is received. 

Copayments are charged to offset some of the cost of care and to control unnecessary utilization 

of services. The amount can vary by the type of covered health care service. 

Cost sharing: Patient exposure to out-of-pocket costs associated with health services delivery. 

This term generally includes deductibles, coinsurance and copayments, or similar charges, but it 

doesn't include premiums, balance billing amounts for non-network providers, or the cost of non- 

covered services. 

Deductibles: Flat dollar amounts for medical services that have to be paid by the patient before 

the insurer or health plan picks up all or part of the remainder of the prices for services. 

Out-of-Pocket Costs: An individual’s expense for medical care that aren't reimbursed by their 

insurance. Out-of-pocket costs include deductibles, coinsurance, and copayments for covered 

services plus all costs for services that aren't covered. 

Out-of-pocket limit: The total amount of cost sharing allowed to be charged to a family or 

individual for health care services provided over a specified period of time. 

Premium: The amount that must be paid for an individual’s or family’s health insurance or health 

plan coverage, usually paid monthly, quarterly or yearly. 
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Additional Resources 
 

 

Artiga, S. (2005, May). Increasing premiums and cost sharing in Medicaid and SCHIP: Recent state 

experiences. Retrieved from: 

http://kaiserfamilyfoundation.files.wordpress.com/2013/01/increasing-premiums-and-cost- 

sharing-in-medicaid-and-schip-recent-state-experiences-issue-paper.pdf. 
 

Carlson, M. and B. Wright (2005). The Impact of Program Changes on Enrollment, Access, and 

Utilization in the Oregon Health Plan Standard Population. The Office for Health Policy and 

Research. Retrieved    from:    http://www.oregon.gov/oha/OHPR/docs/OHREC-cohortflwup-Report-  

03.2005.pdf 
 

 

Gardner, M. and J. Varon (2004, May). Moving Immigrants from a Medicaid Look-Alike Program to 

Basic Health in Washington State: Early Observations. Kaiser Commission on Medicaid and the 

Uninsured. Retrieved from: http://www.kff.org/medicaid/7079a.cfm 

 

Guyer, J. (2010, August). Explaining health reform: Benefits and cost sharing for adult Medicaid 
 

beneficiaries. Retrieved from http://www.kff.org/healthreform/upload/8092.pdf 
 

 

Hines, P., et al., (2003, December). Assessing the Early Impacts of OHP2: A Pilot Study of Federally 

Qualified Health Centers Impacts in Multnomah and Washington Counties. The Office for Oregon 

Health Policy and Research. Retrieved from: 

http://www.oregon.gov/oha/OHPR/RSCH/docs/safetyne.pdf 
 

Hudman and O’Malley, (2003, March). Health Insurance Premiums and Cost sharing: Findings from the 

Research on Low-Income Populations, Kaiser Commission on Medicaid and the Uninsured. 

Retrieved    from:    http://kaiserfamilyfoundation.files.wordpress.com/2013/02/8417.pdf. 
 

 

LeCouteur, G., Perry, M., Artiga, S., and D. Rousseau (2004, December). The Impact of Medicaid 

Reductions in Oregon: Focus Group Insights. Kaiser Commission on Medicaid and the 

Uninsured. Retrieved from: 

http://kaiserfamilyfoundation.files.wordpress.com/2013/01/increasing-premiums-and-cost-sharing-

in-medicaid-and-schip-recent-state-experiences-issue-paper.pdf 
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Value-based Benefit Design 
 

Introduction 

In the commercial market, health plans have been working to address behavior, lifestyle, and person 

engagement through new and innovative health insurance benefit designs. In an effort to promote 



158 
13 

 

personal responsibility, and quality- and cost-conscious decision-making, health plan are encouraging 

individuals to take ownership of their health and health care. Several of these consumer-directed 

approaches use mechanisms that focus on benefit design and the use of financial levers to urge 

individuals to make more cost-sensitive decisions. The underlying premise of many of these new 

benefit designs is to place the consumer in more control of his or her health care costs; and thus be 

better engaged, and make more appropriate health and health care utilization decisions.16 While such 

approaches originated mainly in the commercial and Medicare markets, state Medicaid programs have 

started to experiment with consumer-directed approaches as well. 

 
A relatively new approach, value-based benefits places a priority on preventive care and other 

effective (or high-value) health services. The intent is to restructure cost-sharing in a way that provides 

incentives for individuals around the use of appropriate and cost-effective care. This benefit structure 

also uses financial disincentives for less effective services or ones that have little impact on health. 

Traditional cost-sharing can reduce the use of appropriate and inappropriate care in “almost equal 

measure.”17,18 The valued-based benefit model, however, aims to increase health care quality and 

decrease costs by using financial incentives to promote cost efficient health services and consumer 

choices. 

 
What is Value-based Benefit Design? 

The value-based benefit model is intended to incentivize individuals to use low-cost, evidence-based 
services (i.e. value-based services). The model ties cost-sharing to high-value services, which are 

evidence-based, using financial incentives to reduce demand for certain kinds of medical care.19 Value- 

based benefit design often eliminates cost-sharing for preventive services,20 such as periodic 
screenings; vaccinations; screening for breast, cervical, colon, and prostate cancer; use of preferred 

providers; and participation in wellness programs.21,22  The model may also offer full coverage for 

 
 

16 
Dixon, A., Greene, J., and Hibbard, J. Do Consumer-Directed Health Plans Drive Change In Enrollees’ Health Care 

Behavior? Health Affairs, Vol. 27, No. 4 (2009): 1120-1131. 
17 

Lohr, K. Brook, R., Kamberg, C., Goldberg, G., Leibowitz, A., Keesey, J, et al. (1986). Effect of cost sharing on use of 

medically effective and less effective care. Medical Care, 24(9), 531-8. 
18 

Thompson, S., Schang, L., & Chernew, M. (2013). Value-based cost sharing in the United States and Elsewhere can 

Increase Patients Use of High-value Good and Services. Health Affairs, 32(4), 704. 
19 Shah, N., Naessens, J., Wood, D., Stroebel, R., Litchy, W., Wagie, A., et al. (2011). Mayo Clinic Employees Responded to 

New Requirements for Cost Sharing by Reducing Possibly Unneeded Health Services Use. Health Affairs, 30(11), 2134-2141. 
20 The Affordable Care Act (ACA) eliminates cost-sharing for preventive services. 
21 

See Thompson (2013). 
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tobacco and weight management and require coverage of generic drugs for chronic conditions such as 

to control blood pressure or diabetes at no cost. The approach can include incentives to encourage 

healthy behaviors, chronic illness management, and use of ambulatory clinics, rather than emergency 

departments, for non-emergency care. The intentional design feature is to create incentives by 

reducing or eliminating copays for valued-based services. The model uses disincentives as well, such as 

cost-sharing for health choices that may be unnecessary or repetitive (i.e. low value), or when the 

same outcome can be achieved at a lower cost, while not impeding access to essential care or making 

treatment unaffordable. 

 
Value-based Benefit Design in Oregon 

Oregon has been nationally recognized in its efforts to develop innovative ways to deal with increasing 

health care costs in an environment of limited resources while working to improve health. In 1991, 

Oregon pioneered an early form of value-based benefit design by adopted the Prioritized List of Health 

Services, which ranks health services from the most important to the least important. The List is used 

to specify covered benefits for OHP enrollees. Two decades later, the Oregon Health Fund Board 

(2008)23 and the Oregon Health Policy Board (2010)24 identified the concept of value-based services as 

a potential way to further Oregon’s Triple Aim: 

• Improves health without increasing overall costs 

• Improves quality by encouraging most effective services 

• Controls costs by discouraging less effective services 

 
In 2010, Oregon adopted the use of value-based insurance design by implementing it in its public 

employee health plans. The Oregon Educators Benefit Board (OEBB) and Public Employees Benefit 

Board (PEBB), with a combined total of approximately 265,000 Oregonians have both incorporated 

value-based insurance deign in their health plans. The goal of Oregon’s use of value-base services in 

PEBB and OEBB is to remove the barriers to proven effective and preventive care. In other words, 

promote positive health choices and create financial disincentives for poor health choices by applying 

minimal out-of-pocket costs for individuals. 

 
Cost-sharing is used on a tiered basis for preventive care, medication for treating chronic disease, and 

emergency services. For example, in PEBB25 copays are waived for provider visits at a recognized 

patient-centered primary care home (PCPCH), and for chronic conditions and use of generic drugs. 

Alternatively, cost-sharing through the use of copays are applied for overused or preference-sensitive 

services of low relative value. Preference-sensitive services are treatments that involve significant 

trade-offs for individuals. An example of a preference-sensitive service is back surgery for pain that 

could be treated by physical therapy or emergency room visits for minor illnesses. PEBB has increased 

copays for some of the these types of procedures such as some knee and hip surgeries to avoid over- 

utilization  and  encourage  education  and  consideration  of  other  potential  treatments  that  might 
 

 

22 
Ibid. 

23 Oregon Health Fund Board (2008). Benefits Committee – Final Recommendations. 

http://www.oregon.gov/oha/OHPR/HFB/docs/benefitcommitteefinal.pdf 
24 Oregon Health Policy Board (2010). Comparative Pricing of Value-based Essential Health Benefit. 

http://www.oregon.gov/oha/OHPB/meetings/2010/agenda-pk-1010.pdf 
25 Varies among individual plans offered in PEBB. 
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improve health and quality of life before proceeding with a surgical procedure. These could be further 

connected to requirements of using shared decision-making tools as part of a pre-authorization 

process. Key to this benefit design is to remove barriers around the use of effective services and 

treatments. Services eligible for reduction or elimination of cost-sharing include: 

• Ambulatory services (i.e. outpatient), and include medications, diagnostic tests, procedures, 

and some office visits 

• Primarily offered in the medical home 

• Primarily focused on chronic illness management, preventive care, and/or maternity care 

• Of clear benefit, strongly supported by evidence 

• Cost-effective 

• Reduce hospitalizations or Emergency Department visits, reduce future exacerbations or illness 

progression, or improve quality of life 

• Low cost up front 

• High utilization desired 

• Low risk of inappropriate utilization 

 
The Health Services Commission, the predecessor to the current Health Evidence Review Commission 

identified 20 services that have over-whelming evidence that there should be no barriers to care. See 

Appendix A for the full list of Value Based Services. 

 
A key objective in value-based benefit design is to empower individuals to understand and make 

choices based on the risks, costs, and potential outcomes of treatment options (HA 2010, p. 2032). In 

order for this model of benefit design to be effective, consumer education is critical. Individuals need 

clear, understandable and trusted information about what is covered and what their costs would be for 

a given service. Some techniques, which might be used, include promotional and educational materials 

and shared decision-making tools to facilitate conversations between individuals and their providers or 

care teams. In order to make good choices, individuals need access to accurate cost information as well 

as an adequate understanding of the benefits and risks of various treatment options. In the best case, 

this information will come from a source that is independent and trusted. 

 
As part of comprehensive health reform, the concept of value-based services could be further explored 

as a possible model to redesign cost-sharing in the Oregon Health Plan (OHP) for federally allowable 

population groups. To better motivate desired behavior, cost-sharing could be placed strategically 

rather than across the board. Whether the concept could have a similar effect in OHP—complimenting 

the use of the Prioritized List of Health Services as it has in the commercial health insurance market is 

unknown. Value-based benefit design is a potential option to align individual and provider incentives, 

as well as align benefit design among public and commercial insurance plans to foster the delivery of 

“high-value” care. 
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Appendix A: Value-Based Services 
 

Proposed “Barrier-Free” services for use within a value-based benefit package 
Diagnosis Medications Labs Imaging/Ancillary  Other 

 
Asthma 

Medications according to 
NICE 2008 stepwise 
treatment protocol 

 
None 

 
Diagnostic spirometry 

 
None 

 

 
 

Bipolar Disorder 

 

 
 

Lithium, valproate 

Lithium – lithium level (q3 
months); creatinine and TSH 
(q6 months) 
Valproate -LFTs and CBC 
(q6 months) 

 

 
 

None 

 

 
 

Medication management 

 
Cancer Screening 

 
None 

 

Pap smears 
Fecal occult blood testing 

Mammography 
Colonoscopy/Flexible 
sigmoidoscopy 

Per USPSTF 
recommendations, “A” and 
“B” recommendations only 

 
Chemical 

Dependency 
Treatment 

 

Buprenorphine for opioid 
dependence 
Acampromsate for alcohol 
dependence 

 

 
 

None 

 

 
 

None 

Brief behavioral 
intervention to reduce 
hazardous drinking (SBIRT) 
Methadone maintenance 
treatment 

Chronic 
Obstructive 
Pulmonary 

Disease(COPD) 

 
Short-acting inhaled 
bronchodilator 

 
 

None 

 
 

None 

 
 

None 

 

Congestive Heart 
Failure (CHF)  

 

Beta-blockers, ACE 
inhibitors, diuretics 

CBC, CMP, lipid profile, 
urinalysis (annually) 
TSH once 

 

EKG, Diagnostic 
echocardiogram 

 
Nurse case management 

 

Coronary Artery 
Disease (CAD) 

 

Aspirin, statins, beta 
blockers 

 
Lipid profile (annually) 

 
EKG 

Cardiac rehabilitation for 
post-myocardial infarction 
(MI) patients 

 
 

Dental Care, 
Preventive 

Fluoride supplements (age 6 
months to age 16), if 
indicated 
Professionally applied 
fluoride varnish (twice 

 

 
 

None 

 
Pit and fissure sealants in 
permanent molars of 
children and adolescents 

 

 
 

None 
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Appendix A: Value-Based Services 
 

 

Diagnosis Medications Labs Imaging/Ancillary  Other 
 yearly in children aged 12 

months to16 years old who 
are at high risk), if indicated 

   

 

 
 

Depression, 
Major in Adults 
(Severe Only) 

 
 
 
 

SSRIs 

 
 
 
 

None 

 
 
 
 

None 

Cognitive Behavioral 
Therapy (CBT) or 
Interpersonal Therapy 
(subject to limit, e.g. 10 per 
year) in conjunction with an 
antidepressant 
Medication management 

Depression, 
Major in Children 
and Adolescents 

(Moderate to 
Severe) 

 

 
 

None 

 

 
 

None 

 

 
 

None 

 
Psychotherapy (CBT, 
interpersonal, or shorter 
term family therapy) 

 
Diabetes – Type I 

Insulin (NPH and regular 
only), insulin supplies, ace 
inhibitors 

 
HgA1c (annually) 

 
None 

 

Diabetic retinal exam for 
adults (annually) 

 
 

Diabetes – Type II 

Metformin, sulfonyureas, 
ACE inhibitors, insulin 
(NPH and regular only), 
insulin supplies 

 
HgA1c, lipid profile 
(annually) 

 
 

None 

 
Diabetic retinal exam for 
adults (annually) 

 
Hypertension 

Diuretics, ACE inhibitors, 
Calcium channel blockers, 
Beta blockers 

 

Fasting glucose, fasting 
lipids (annually) 

 
None 

 
None 

 
Immunizations 

 

Routine childhood and adult 
vaccinations 

 
None 

 
None 

Follow ACIP 
recommendations for non- 
travel vaccinations 

 
 

Maternity Care  

 

Folic acid, Rh 
immunoglobulin (when 
indicated) 

Screening for hepatitis B, Rh 
status, syphilis, chlamydia, 
HIV, iron deficiency anemia, 
asymptomatic bactiuria, 

 
 

None 

 
 

None 
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Appendix A: Value-Based Services 
 

 

Diagnosis Medications Labs Imaging/Ancillary  Other 
  rubella immunity, screening 

for genetic disorders 
  

 
Newborn Care 

Ophthalmologic gonococcal 
prophylaxis, Vitamin K 
prophylaxis 

Sickle cell, congenital 
hypothyroidism, PKU (cost 
borne by the state) 

 
None 

 
None 

 
 

 
Reproductive 

Services 

Condoms, combined oral 
contraceptives, intrauterine 
devices, vaginal rings, 
Implanon, progesterone 
injections, female 
sterilization, male 
sterilization 

 
 

 
See STI screening and 
maternity care 

 
 
 
 

None 

 
 
 
 

None 

 
 

Sexually 
Transmitted 
Infections 

Syphilis – Penicillin  IM or 
doxycycline 
Chlamydia – azithromycin 
or doxycycline 
Gonorrhea – ceftriaxone IM 
or cefixime po 

 
 

In certain populations: 
chlamydia, gonorrhea, HIV, 
syphilis 

 
 

 
None 

 
According to USPSTF 
guidelines for appropriate 
populations to screen (A and 
B recommendations only) 

 

Tobacco 
Dependence 

Nicotine replacement 
therapy, nortryptiline, and 
buproprion 

 
None 

 
None 

 
None 

 
Tuberculosis (TB) 

Per CDC guidelines – 
standard drug treatment for 
latent and active TB 

Screening and diagnostic 
algorithm according to CDC 
guidelines 

 

Chest x-ray per CDC 
guidelines 

 
None 

 

Guidelines based on empirical evidence (systematic reviews and health technology assessments), from trusted sources such as: 
ACIP, AHRQ, Cochrane Collaboration, CDC, OHSU Center for Evidence-Based Policy, NICE, NIH, Ontario, SIGN, USPSTF, WHO 

 
General principles 
For medications 

1) Generics unless no equivalent available 
2) Medications for ≤ $4 per month are preferred to more expensive medications 
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Appendix A: Value-Based Services 
 

 
 

Glossary 
ACE: angiotension converting enzyme 
ACIP: Advisory Committee on Immunization Practices 
AHRQ: Agency for Healthcare Research and Quality 
CBC: complete blood count 
CDC: Centers for Disease Control and Prevention 
CMP: complete metabolic panel 
EKG: electrocardiogram 
HgA1c: hemoglobin A1c 
HIV: human immunodeficiency virus 
IM: intramuscularly 
LFTs: liver function tests 
NICE: National Institute for Health and Clinical Excellent 
(England) 

 
 
 

NIH: National Institutes of Health 
OHSU: Oregon Health & Science University 
PKU: phenoketonuria 
SIGN: Scottish Intercollegiate Guidelines Network 
SBIRT: screening, brief intervention, and referral to treatment 
SSRIs: serotonin specific reuptake inhibitors 
STI: sexually transmitted infection 
TSH: thyroid stimulating hormone 
USPSTF: US Preventive Services Taskforce 
WHO: World Health Organization 
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Dear Chairs Parsons and Shirley and members of the Board: 
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Salem, OR 97301 
503-373-1779 
503-378-5511 

www.oregon.gov/OHA/OHPR/ 

 

The Medicaid Advisory Committee strongly believes that person- and family- centered 

engagement in health and health care serves as the most direct route to achieving Oregon’s 

three-part aim for individuals served by the Oregon Health Plan (OHP). This conviction is 

reinforced by an increasing body of evidence that indicates individuals who are more engaged 

in their own health and health care experience better health outcomes, better experience of 

care, and incur lower medical costs. This is particularly the case when services and supports 

are tailored to their individual needs, goals, preferences, and circumstances with the input of 

the member and their families, in partnership with their health care team. 
 

Recognizing the importance of OHP members’ willingness and ability to engage in and manage 

their own health and health care, the Committee spent six months exploring a range of 

strategies to support this goal. The process comprised an extensive review of research and 

testimony from  a diverse range of stakeholders and national experts on approaches and 

experiences from both commercial and state Medicaid programs. The Committee determined 

that strategies focused on cost-sharing, or the use of financial disincentives could have 

negative and unintended effects for OHP members. Furthermore, there is limited evidence 

that supports the use of financial incentives/disincentives in Medicaid, and is restricted by 

federal law. 
 

The Committee opted to focus on a set of strategies and actions designed to coordinate, align 

and promote person- and family-centered activities statewide aimed at engaging OHP 

members in their health and health care. The goal is to further realize OHP members’ full 

potential for improving and maintaining their health and for serving as active partners in a 

transformed health system that spans the Oregon Health Authority (OHA), Coordinated Care 

Organizations (CCOs),  Patient-Centered Primary Care Homes (PCPCHs), other health care 

settings, and members’ homes and communities. 
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Anchoring the Committee’s work is the recognition that in order to think about health and 

health care differently policy makers, legislators, health care executives, providers, 

community leaders, and other key stakeholders participating in Oregon’s historic Health 

System Transformation need to both think and talk about it differently. This entails continuing 

to shift away from the conventional medical model focused on disease treatment to thinking 

about, and caring for, the whole person, focusing on prevention and promoting health and 

wellness. For this reason, the Committee adopted preferred language, using the terms person 

(or individual) and family when talking about those who engage or are engaged in their health 

and health care. 
 

The Committee also explicitly acknowledges that the prevailing nomenclature used in health 

care too often refers to individuals as patients instead of persons (i.e. individuals by categories 

as dual eligibles, patients, and consumers, rather than person). Examples include patient- 

engagement, patient-activation, and patient-centered care. In opting to move away from using 

the term “patient” and toward “person-centered” when possible, the Committee is also 

conscious of the undesirable and unintended connotations associated with the term patient. 

This subtle distinction recognizes that the term “patient” may connote passivity, as well as the 

historical patient-provider relationship, wherein a patient is one who relies on his or her 

providers to make health related decisions on his or her behalf. The Committee believes the 

preferred terminology, “person and family,” transcends the varying roles and responsibilities 

individuals, their families, and representatives/advocates have regarding their health and 

well-being, and the characterization of those roles, which are often heavily influenced by their 

audience and context, are of particular importance for OHP members. This is an intentional 

effort to both encompass and respect an individual’s needs, values, ability to engage, cultural 

traditions and family situation. 
 

In closing, while concepts and strategies discussed in this report are applicable to a variety of 

populations, the Committee is charged with developing strategies for individuals enrolled as 

members in the Oregon Health Plan. The Committee believes the strategies put forward in this 

report, if implemented, will help further health system transformation in support of all 

Oregonians. 
 

Sincerely, 
 

 
Janet E. Patin, MD                                                            Karen Gaffney, MS 

Co-Chair, Medicaid Advisory Committee                 Co-Chair, Medicaid Advisory Committee 
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August 6, 2013 
 
 

 
Chairs, Oregon Health Policy Board 

Oregon Health Authority 
 

 

Dear Chairs Parsons and Shirley and members of the Board: 
 

The Medicaid Advisory Committee thanks the Oregon Health Policy Board for the 

opportunity to share its work on Person- and Family-Centered Care and Engagement, and 

appreciates the Board’s support in its efforts to develop a framework for enhancing policies 

that support this work. Based on the Board’s feedback and request, the Committee 

narrowed the initial set of strategies and actions to two recommendations, which serve as 

the desired starting point for this work over the next 6-12 months. The full list of strategies 

and actions1 provide a broader framework as the Oregon Health Authority (OHA) works to 

align and spread models of coordinated and integrated care across the agency’s health care 

programs, including Oregon’s commercial marketplace. 
 

The  Committee  prioritized  its  final  recommendations  in  accordance  with  the  Board’s 

guidance summarized below: 

• Consider  the  roles  of  all  actors  in  the  system  and  how  responsibility  can  be 
appropriately assigned across the different parts of the health system. 

• Leverage existing infrastructure and health system transformation efforts already 
underway, specifically the OHA Transformation Center and the Patient-Centered 
Primary Care Institute. 

• Assure expectations placed on providers, practices, and the health care system is 
balanced with similar expectations and notions of accountability for local and state 
officials, communities, individuals, and their families/representatives. 

 
1 For the complete list of strategies and actions, please see the July 2013 MAC Report on 

Person- and Family-Centered Care and Engagement. 
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Recommendation #1: Each CCO and their delivery system partners empower individuals 

by providing education and support in how to navigate the delivery system and manage 

their own health by providing timely, complete, unbiased and understandable information 

in accessible and appropriate formats on health conditions and treatment options, taking 

into account cultural, linguistic, and age appropriate factors. 
 

Recommendation #2: OHA partners with CCOs through the Transformation Center to 

achieve economies of scale to make the use of the Patient Activation Measure (PAM), 

shared decision-making tools, and health literacy tools more affordable to all practices and 

works with the Patient Centered Primary Care Institute to train and educate practices on 

the implementation of such tools. 

 

With the upcoming expansion of Medicaid to low income adults up to 138% of the Federal 

Poverty Level, approximately 240,000 newly eligible low-income Oregonians are projected 

to enroll in the Oregon Health Plan (OHP) by the end of 2016. This is in addition to the 

660,000 individuals currently eligible for the OHP that are projected to enroll within the 

same timeframe. This presents a historic opportunity to redefine the relationship, 

expectations, and roles of individuals on the OHP as active participants in Oregon’s 

reformed health system. The overarching goal is to promote deeper engagement across all 

levels of the health system, and simultaneously encourage individual responsibility for 

managing one’s own health and health care. The recommendations are intended to support 

individuals as equal partners in and accountable for their own health. 
 

The Committee believes its report and recommendations should serve as a foundation for 

the Task Force on Individual Responsibility and Health Engagement, whose work will occur 

over the Fall of 2013. We appreciate the opportunity to create a new understanding of the 

roles and responsibilities of CCOs, health care professionals, local and state officials, 

communities, and individuals and families/representatives in support of person- and 

family-centered care. 
 

 
 
 

Sincerely, 
 

 
 

Janet E. Patin, MD                                                            Karen Gaffney, MS 
 

Co-Chair, Medicaid Advisory Committee                          Co-Chair, Medicaid Advisory Committee 
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Executive Summary 
 
 

The Oregon Medicaid Advisory Committee (MAC) believes that engaging a person and their 

family in their own health and health care is a critical aspect of achieving Oregon’s three-part 

aim of: 

�  Improving the lifelong health of Oregonians; 

�  Increasing the quality, reliability, and availability of care for all Oregonians; and 

�  Lowering or containing the cost of care so it's affordable to everyone. 
 

 

In an  effort to  build on  the  foundation of Oregon’s health  reform efforts, the Committee 

developed a set of strategies and key actions that will support Oregon Health Plan (OHP) 

members to become more engaged and informed decision-makers, enhance their ability to 

manage their health and health care, and support individuals in becoming more active 

participants in Oregon’s health system.† The strategies, critical to improving health outcomes 

among less advantaged Oregonians, are presented as a framework for enhancing policies and 

interventions aimed at supporting person and family engagement at all levels of Oregon’s 

Health System Transformation.1 The actions are designed specifically to address the diverse 

backgrounds and complex needs of current and future OHP members. 
 

 

In developing the strategies, the Committee carefully reviewed and identified gaps as well as 

opportunities to build on existing activities  already supported by OHA’s Patient Centered 

Primary Care Home (PCPCH) Program, Coordinated Care Organizations (CCOs), and other key 

reform efforts. The Committee’s full report includes background information, an overview of 

the committee process, key policy considerations, and supporting evidence for the proposed 

set of strategies and actions. The executive summary provides a synopsis of the key 

recommended strategies, rationale and actions for each strategy, and is intended to inform 

and guide Oregon’s transformation to a high-performance health system. 
 

 

Committee Process 

The Committee began its work by examining strategies designed to encourage individuals to 

take ownership of their health and health care by promoting personal responsibility and 

quality- and cost-conscious decision-making. Starting with the commercial market, the 

Committee reviewed consumer-directed approaches that use mechanisms focused on benefit 

design and the use of financial levers to urge individuals to make more cost-sensitive 

decisions. A common form of this approach is a health savings account linked with a high 
 

† Broadly inclusive of groups such as Oregon Health Plan members, their families and/or representatives, 
providers, practices, community clinics, hospitals, local health departments, the Oregon Health Authority and 
Department of Human Services, other culturally and linguistically diverse community members (such as 
race/ethnicity, Limited English Proficient individuals, people with disabilities, across the life-span, people with 
mental health and/or addictions issues, social services organizations, consumer advocacy groups, the 
community-at-large, etc.). 
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deductible health plan. Proponents of this approach believe that a consumer in control of, and 

at greater risk for, his or her health care costs will be better engaged, and may make more 

appropriate health and health care utilization decisions.2 

 

 

Early in the Committee’s work, however, the MAC recognized that even nominal cost-sharing 

including premiums and co-pays, can serve as a barrier to accessing necessary preventive and 

primary care services for low-income and other vulnerable populations. Cost-sharing can also 

result in unintended consequences such as increased use of the emergency department after 

delaying care.3,4 Furthermore, past experience in Oregon and in other states demonstrates 

that implementing cost-sharing in Medicaid is complex and administratively burdensome, 

wherein costs often outweigh anticipated state savings.5 Finally, federal law imposes strict 

cost-sharing limitations and benefit design requirements for all Medicaid populations. Thus, 

federal requirements currently restrict the use of such approaches in Oregon’s current health 

care environment.6 

 

 

Subsequently, the Committee reviewed available research and information from state 

Medicaid incentive programs that use a variety of approaches, including financial and non- 

financial incentives, to promote healthy behavior and appropriate utilization of health care 

among their members. Examples include Florida’s Enhanced Benefits Reward$ Program and 

Idaho’s Preventive Health Assistance program. Early findings from these states indicate that 

program effectiveness would be improved by better addressing the challenges Medicaid 

members face to participating in such programs, such as lack of awareness and understanding 

of the program, and barriers to adopting healthy behaviors, such as limited transportation 

options to access both health care services and healthy activities. To date, there is limited 

evidence on the efficacy and cost-effectiveness of such approaches within state Medicaid 

programs.7 
 

 

The Committee considered a growing body of evidence that shows individuals who are more 

engaged in their own health and health care, experience better health outcomes and incur 

lower medical costs.8,9 Individuals that are more highly engaged and activated are less likely 

to have unmet medical needs; more likely to have regular check-ups, including screenings and 

immunizations; adhere to treatment and obtain regular chronic care services; and, engage in 

health behaviors such as eating a healthy diet, regular exercise, and avoid adverse behaviors 

such as smoking and illegal drug use.10,11,12 This is particularly the case when services and 

supports are tailored to their individual needs, goals, preferences, and circumstances.13 The 

Committee believes that innovative approaches, designed to improve individual engagement 

and accountability for one’s own health in a person-and family-centered health system, will 

ultimately support the achievement of Oregon’s three-part aim for all OHP members. 
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Recommendations 
The recommended policy strategies seek to enhance alignment, coordination and create 

synergy among person- and family-centered efforts already underway through Oregon’s 

Health System Transformation. The key is to effectively and equitably engage individuals and 

their families across all levels of the health system. Paramount to this is addressing the unique 

barriers and challenges experienced among OHP members. The continuum of person- and 

family-centered engagement in care is characterized across three levels: (1) direct patient 

care and partnership(s), (2) integration of patients’ values in the design and governance of 

health care organizations, and (3) shared leadership and policy making that’s responsive to 

patients’ perspectives.14 

 

 

The MAC envisions a number of key actors to help adopt and implement these strategies. Key 

partners include members of the OHP and their families and/or representatives; providers 

and practices, especially those in recognized, patient-centered primary care homes; the 

Patient-Centered Primary Care Institute (PCPCI); Coordinated Care Organizations (CCOs) and 

their community partners; the Oregon Health Authority and its Transformation Center, in 

addition partners such as Cover Oregon, health professional associations, and  other 

stakeholders. 

 
Strategy #1: OHP members provide information to providers and the OHA about how to 

effectively address barriers to individual and family engagement and improve the 

health system. 
Rationale: To better understand how best to support individuals’ efforts to participate in their 

health, there is a need to systematically and regularly collect information from OHP members 

on their level of engagement in their health and health care, their experience of care and 

satisfaction. This will identify specific opportunities, facilitators, and barriers for individuals 

to improve and maintain their health. The goal is to solicit information and understand 

members’ barriers to accessing care, ability for self-management, and fostering shared 

responsibility for health. 

� Action: Providers routinely and consistently engage OHP members and their families 

as key partners and participants in the health care process by providing timely, 

complete, unbiased and understandable information in accessible and appropriate 

formats on health conditions and treatment options, taking into account cultural, 

linguistic, and age appropriate factors. 

� Action: Practices recognize and utilize members’ experiences through outreach efforts 

including surveys, focus and advisory groups, and social media to guide practice level 

improvement. 

� Action: OHP members and families directly partner with care teams, non-traditional 

health care workers, and community-based organizations to access and engage in 

community-based self-management programs. 
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� Action: OHA coordinates and aligns use of patient satisfaction and experience of care 

surveys statewide to address such things as purchasing strategies to assist practices 

and CCOs, preferred survey types (e.g. Picker, Press Ganey; HCAHPS, CG, & PCMH), use 

of benchmarks, survey timelines and redundancies with administration, and public 

reporting of information. 

 
Strategy #2: Ensure ongoing education and training on evidence-based best practices 

for person- and family-centered engagement in health and health care. 
Rationale: To fully support OHP members and their families in their own health and health 

care, practices and health care professionals, including community-based organizations, 

require education and sustained training in this arena. Such efforts should focus on effective 

use of techniques and best practices that create opportunities for individuals to make 

informed decisions and support health improvement of OHP members in their communities 

across Oregon. 

� Action: Practices and providers receive regular and ongoing education and training 

from technical experts such as the Patient-Centered Primary Care Institute (PCPCI) and 

other learning forums on approaches to support person- and family-centered care. 

Examples include use of the Patient Activation Measure (PAM), shared decision- 

making and the use of decision aids, how to address low literacy and health literacy 

skills, and support for community-based self-management and wellness programs. 

� Action: CCOs receive ongoing training and technical  assistance from the OHA 

Transformation Center on how to work with practices to implement use of patient 

level data to inform practice and system level improvements. 

 
Strategy #3: Leverage resources that support evidence-based best practices for person- 

and family-centered engagement and activation in health and health care. 
Rationale: The Committee concluded that several evidence-based tools that would be helpful 

to sustain practice-level engagement efforts might not be affordable, individually, particularly 

for resource-limited small or rural practices. 

� Action: PCPCI develop and disseminate practice-level tools for providers to routinely 

ask members and their families about their values, needs, knowledge, preferences and 

circumstances in culturally and linguistically appropriate ways. This will allow greater 

member feedback to be integrated into individually tailored and appropriate care 

plans. 

� Action: OHA should work with CCOs and their delivery system partners to achieve 

economies of scale in order to make evidence-based tools more affordable and 

available to practices of all sizes throughout the state such as: 

o Patient   Activation   Measure   (PAM)‡ or   other   evidence-based activation 

measurement tool(s), to assess the skills and readiness of the individuals for 
 

 

‡ The Patient Activation Measure®  (PAM®) assessment gauges the knowledge, skills and confidence 
essential to managing one’s own health and health care. 
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engagement. Results can be used to determine the appropriate levels of 

intervention and allocation of resources. For example, a patient with complex 

and chronic health needs and low activation level may need the most intense 

interventions and resources versus someone with low acuity and a high level of 

activation. 

o Shared Decision Making tools that are evidenced based, to engage individuals 

and their families about discrete health conditions and support medical 

decisions by providing information, helpful strategies, and other supports. 

� Action: OHA works with community stakeholders to develop a sustainable system for 

evidence-based self-management program delivery and financing to ensure broader 

availability of community-based programs, such as Living Well with Chronic 

Conditions, across the state. The work should ensure linkages with PCPCHs and CCOs 

to the extent possible, working with the PCPCI and through the OHA Transformation 

Center to coordinate and align resources, provide targeted technical assistance and 

learning collaboratives. 

 
Strategy #4: Create opportunities across all levels of the health system to support OHP 

members as integral partners in Oregon’s Health System Transformation. 
Rationale: A comprehensive person- and family-centered transformed health system will need 

to encompass patients, families, their representatives, health professionals, and community 

partners working in active partnership at various levels across the system—direct care, 

organizational design and governance, and policy making—to improve members’ health and 

health care. 

� Action: CCOs systematically and meaningfully engage representatives of diverse 

populations (including but not limited to cultural, language and age considerations) 

and community stakeholders to develop their community health assessments (CHAs) 

and community health improvement plans (CHIPs). For example, OHA should work 

closely with CCOs and their Community Advisory Councils to ensure the resources and 

support of person- and family-centered care strategies are available to foster the needs 

and primary goals of the members and community served by their CCO. 

� Action: OHP members and their families serve as “equal and active partners” by 

fostering meaningfully and sustained participation in CCO advisory panels, 

provider/practice level advisory groups, and in local and state committees, councils, 

and boards, as OHP member advocates. 

 
Strategy #5: Coordinate the adoption and spread of evidence-based best practices for 

person- and family-centered engagement in health and health care. 
Rationale:  Critical  to  this  effort  will  be  the  promotion  and  alignment  of  multi-payer 

approaches to increase spread across provider practices and communities. OHA should work 

to ensure coordination and alignment of person- and family-centered models of care across 

the OHA, including CCOs, Public Employees’ Benefit Board (PEBB), Oregon Educators Benefit 



 

Board (OEBB), the PCPCH Program, Cover Oregon and other payers. The goal is for OHA to 

leverage resources and activities statewide to disseminate best practices appropriate for OHP 

members and their families. 

� Action:  OHA  should  incentivize  and  disseminate  the  use  of  evidence-based  best- 

practices for person- and family-care models of care that are sensitive to and account 

for the needs of diverse communities. This may be accomplished through the OHA 

Transformation Center coordinating with Innovator Agents, CCOs, regional learning 

collaboratives, and recognized PCPCHs to incentivize and disseminate the use of 

evidence-based best-practices for person- and family-centered models of care that are 

sensitive to and account for the needs of diverse communities. 

� Action: OHA works with CCOs to increase the number of recognized PCPCH practices; 

modify existing PCPCH Standards to support of more robust person- and family- 

centered care and engagement models; and consider alternative payment 

methodologies to incentivize practices with resources to adopt and sustain patient 

engagement activities. 
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Introduction 
As state policymakers, legislators, and health care 

leaders endeavor to improve a key determinant of 

health—the delivery system—individuals, families 

and communities must serve as key partners in 

reforming the system.  By placing individuals, 

families and their communities at the center of 

health reform, efforts to increase access and quality, 

and to ensure that the health care system is held 

accountable, will be optimized. In Oregon, as new 

and innovative models of health care emerge, it will 

“The most direct route to the 

Triple Aim is through 

implementation of patient and 

family-centered care in its fullest 

form.” 

Don Berwick, former 

administrator for CMS 

be important to design and test policy interventions that also influence factors beyond the 

delivery system, thus leveraging the critical work already led by CCOs. New policy 

approaches are needed to modify other determinants of health as an extension of broader 

health reform efforts, specifically addressing behavior and lifestyle determinants.15 

 

 

Dozens of states are earnestly working to implement broad health reforms—addressing 

the financing, payment and delivery of  health care services, both in Medicaid and the 

commercial marketplace—many of which are directly supported by the federal Affordable 

Care Act (ACA). Paramount to these reform efforts is the recognition by policy makers that 

an individual’s health status and well-being are determined to a large extent by factors 

outside of insurance coverage and access to high-quality health care services. 

 
Increasingly understood is that the health of a community and its residents is determined 

by a number of factors including access to, and use of primary and preventive health care 

services. Altogether, health care accounts for approximately 10 percent of an individual’s 

health.16,17,18 Therefore, comprehensive health reform efforts must also target broader 

social determinants of health such as education, housing and social cohesion, and personal 

behaviors such as diet, physical activity, tobacco  use, substance abuse and addictions, 

approaches to safety, and coping strategies to stress. Combined, behavior and lifestyle 

account for over half the factors that influence one’s health status, including premature 

mortality.19 

 

 

In the commercial market, health plans have begun to fold in efforts to address behavior, 

lifestyle, and person engagement through new wellness programs, such as Oregon's Public 

Employee Benefit Board’s (PEBB) Health Engagement Model. Many such efforts tie 

financial penalties to non-participation in such programs. However, due to federal 

restrictions, these types of approaches cannot be fully replicated in state Medicaid 

programs. Nevertheless, opportunity remains in directing limited federal and state 

resources for Medicaid to support the design of new programs that target preventable and 
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healthy behaviors through novel interventions aimed at increasing individual 

responsibility and engagement of the individual in their own health and health care. 

 

As Oregon works to transform its health system, 

an important factor in achieving the three-part 

aim is supporting providers along with individuals 

and their families to engage in improving and 

maintaining their health. The desired outcome is 

for individuals and families to adopt preventive 

and healthy behaviors, such as reducing tobacco 

use, modifying poor diet by increasing intake of 

nutritious foods, increasing physical activity, and 

reducing substance abuse. Oregon’s transformed 

 

 
“Person-centeredness is needed if 

we are really going to improve 

health and if we want a 

partnership with the person whose 

health we are trying to improve.” 
 

Gary Christopherson, former CMS 

Senior Adviser 

health system can benefit by encouraging and empowering individuals to take ownership 

of their health, particularly outside the clinical setting. 
 

 

This report includes key background information, an overview of the committee process, 

review of the literature and evidence, key policy considerations, as well as the rationale 

and supporting evidence for the set of recommended strategies and actions. 
 
 
 

Background 
Oregon, along with other states can benefit by experimenting with interventions that seek 

to address behavioral and social circumstances by influencing and increasing participation 

of Medicaid beneficiaries in their own health care, make informed decisions as a member of 

their care team, increase efforts and support in disease management and wellness 

programs, and take part in preventive health behaviors. Over the long-term, these efforts 

may contribute to improved population health and curb the growth rate of health care 

expenditures. 
 

 

States have begun to explore new opportunities to provide individuals with low-income 

and other vulnerable populations, access to resources and coverage of community-based 

services and supports. A good example in Oregon includes the use of non-traditional health 

workers (NTHWs), who are experts in providing culturally competent care and are 

uniquely placed to work with community members to identify and resolve their own most 

pressing health issues by addressing the social determinants of health; thus, contributing to 

reducing health inequities in Oregon. Accordingly, NTHWs can assist individuals in 

overcoming barriers to engaging and sustaining in preventive and healthy behaviors. 
 

 

Among the more than 65 million individuals served by Medicaid, the notion of individual 

responsibility and the use of  penalties or incentives  to encourage  healthy behaviors  is 
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complex and not well understood.20 There are several key policy considerations in trying to 

foster approaches designed to encourage individuals to take ownership of their health care by 

promoting personal responsibility and quality- and cost-conscious decision-making. Such 

considerations are of particular importance for those insured through Medicaid. For example, 

the use of incentive programs aimed at promoting healthy behavior and controlling costs 

must be designed so that the proposed interventions do not result in unintended 

consequences and inadvertently discriminate those covered by Medicaid. States have a 

responsibility to ensure and protect against policy interventions that insufficiently account for 

community-based and socioeconomic factors associated among low-income and other 

vulnerable population groups that affect an individual’s ability to engage in healthy behaviors 

and disease management. 
 

 

To learn from and build on the foundation of recent health reform efforts the Oregon Medicaid 

Advisory Committee (MAC) examined evidence and best practices around person- and family- 

centered care and engagement. The Committee spoke with experts both in Oregon and in 

other states to develop a set of strategies and key actions that will support OHP members to 

become informed decision-makers, enhance their ability to manage their health and health 

care, and support individuals in becoming more active participants in Oregon’s health care 

system (*Please see Appendix A on page 18 for complete list of invited speakers). 
 
 
 

What’s the Issue? 

The landmark Institute of Medicine report (2001), Crossing the Quality Chasm: A New Health 

Systems for the 21st Century, called for reforms to achieve a patient-centered health care 

system. The report described a future state in which the U.S. health care delivery system “is 

respectful of and responsive to individual patient preferences, needs, and values, and ensuring 

that patient values guide all clinical decisions.”21 The “new chasm” is bridging the loci of 

health care services for individuals through person-and family-centered care by linking the 

delivery system to the community. The next major step in federal and state health reform is 

transitioning to a system of person- and family-centered care. 
 

 

For decades, Oregon has been working towards comprehensive reform of its financing, 

payment, and delivery system, with notable accomplishments in its Medicaid program. From 

the creation of the Prioritized List of Health Services in 1988; expansion of the OHP to adults 

up to 100% of the federal poverty level (FPL) in 1994; the creation of the Oregon Health 

Authority, the Health Policy Board, and the Patient-Centered Primary Care Home Program in 

2009; and most recently, Coordinated Care Organizations (CCOs)—Oregon is now committed 

to its three-part aim: 

�  Improving the lifelong health of Oregonians; 
 

�  Increasing the quality, reliability, and availability of care for all Oregonians; and 
 

�  Lowering or containing the cost of care so it's affordable to everyone. 
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Historically, individuals have not served as equal 

partners in health care or been involved in systems- 

level reforms.22 A key challenge is to redesign Oregon’s 

health care system, including Medicaid, with the 

individual as the nucleus in a transformed system. 

Fundamental to this is recognizing and  valuing 

individuals not as patients, or  recipients of care, but 

rather as “partners” across all levels of the health care 

system. This includes interactions with providers and 

care    teams,    at    the    practice-level,    in    hospitals, 

 

 

“Recognize that we are the most 

important part of the care team, 

and that we are ultimately 

responsible for our overall health 

and wellness.” 
 

Oregon Patient Centered Primary 

Care Home (PCPCH) Program 

Core Attribute 

community-based organizations, in local and state directed programs, CCOs, and by public 

bodies that engage in regional and state directed policy development and oversight functions 

governance).   The   new   model   must   move   beyond   any   restrictions   or   nominal 

representation in these redesigned structures and processes. In other words, individuals and 

families need opportunities for meaningful engagement and for their input to be encouraged 

and valued across the continuum. 
 

 

Fortunately, Oregon is well positioned to identify additional opportunities to build on what 

has already been accomplished and continue to work towards the ultimate goal of better 

health, better care and lower costs for Oregonians. It will be important to leverage efforts 

already underway including: 

�  Health System Transformation Center: provision of technical assistance and other 

support to CCO and their provider networks to help them meet their incentive 

measures, that include patient satisfaction and contract requirements that must 

demonstrate progress in provider- and patient-engagement, in addition to other 

critical patient-and family-centered care areas. 

�  Patient-Centered Primary Care Institute (PCPCI): fostering medical home 

transformation. The Institute has hosted several webinars relating to person- and 

family-centered care and engagement, as well as the tremendous work being led CCOs 

and PCPCHs across the state. 
 

 

The next building block of health reform can be achieved—person- and family-centered 

care—for members of by Oregon Health Plan (OHP). The redesign of Oregon’s health system 

emphasizes local accountability for health care and allocation of resources by each CCO. The 

next step is to address personal responsibility and engagement of the individual and their 

family. First, there are important challenges experienced by low-income populations, often 

covered by Medicaid that must be addressed prior to proposing policy recommendations. 



Page 5 182  

Challenges Faced by Low-income, Vulnerable Populations 

As states and policy makers consider policies aimed at improving individual engagement and 

influencing behavior  modification, it is critical to account for the unique challenges low- 

income and other vulnerable populations experience with accessing, improving and 

maintaining their health and health care. Given limited financial resources, often poorer 

health status, complex health needs, and other barriers such as education and physical 

environment—strategies to engage low-income vulnerable populations including those  in 

Medicaid in their health and health care—must take into careful consideration the unique 

challenges and barriers experienced by these populations.23 

 

 

Frequently experienced challenges Medicaid beneficiaries encounter, include but are not 

limited to:24 

�  Limited education 

�  Limited literacy and health literacy 

�  Lack of resources 

�  Access to child care services 

�  Appropriate transportation 

�  Unhealthy physical environment 

�  Chronic stress 

�  Social exclusion/isolation 

�  Survival mentality 

�  Physical and mental capacity 

− Health care professionals lack of 
cultural sensitivity toward low- 
income, diverse populations 

 

 

Framework for Observations and Recommendations 

The lexicon that encompasses person- and family-centered care is multidimensional, multi- 

layered, and expands across a continuum of engagement.25 The term is also used synonymously 

with patient engagement and patient activation, which are related concepts but do not have an 

identical meaning. To help clarify the committee’s work, these concepts first need to be defined 

to avoid confusion and increase comprehension. 
 

 
Person- and Family-Centered Care 

Person- and family-centered careD is an approach to the planning, delivery and evaluation of 

health care that is grounded in mutually beneficial partnerships among health care providers, 

individuals, families and communities. It redefines the relationships in health care by placing an 

emphasis on collaboration with individuals and families of all ages, at all levels of care, and in all 

settings—shifting from the traditional approach of “doing to and for” them to partnering “with” 

them.26 It acknowledges that individuals and families are essential allies for quality and safety 

within any health care setting. Person-and family-centered care also acknowledges that 

emotional,  social,  and  developmental  supports  are  integral  components  of  health  care.  It 
 

 
D The Committee adapted the term “patient- and family-centered care” to use the word “person” or in lieu of 
“patient,” in keeping with our approach of using person first language when possible and appropriate. The definition 
is from the Institute for Patient- and Family-Centered Care. 
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promotes the health and well-being of individuals and families and restores dignity and control 

to them. 

 

Person and family-centered care offers a new framework 

for bringing about transformational change to health 

care by shaping policies, programs, facility design, 

provider and organizational culture, and staff day-to-day 

interactions.27 It leads to better health outcomes, 

improved patient satisfaction, quality of care, improved 

allocation of resources, while reducing health care costs 

and disparities in health care.28 

 

 

“Research has shown that 
patient- and family-centered 
care that incorporates shared 

decision-making can reap 
potential healthcare savings of 

$9 billion over 10 years.” 
 

Commonwealth Fund 2013 

 

The core concepts of person- and family-centered care are: 

�  Respect and Dignity: Health care providers  invite,  listen  to  and  honor  individual  and 

family perspectives and choices. Individual and family knowledge, values, beliefs and 

cultural backgrounds are incorporated into the planning and delivery of care. 

�  Information Sharing: Health care providers communicate and share complete and 

unbiased information with individuals and families in ways that are affirming and useful. 

Individuals and families receive timely, complete, and accurate information in order to 

effectively participate in care and decision-making. 

�  Participation: Individuals and families are encouraged and supported in participating in 

care and decision-making at the level they choose. 

�  Collaboration: Individuals and families are also included on an institution-wide basis. 

Health care leaders collaborate with individuals and families in policy and program 

development, implementation, and evaluation; in health care facility design; and in 

professional education, as well as in the delivery of care. 
 

 

Person- and family-centered care and cultural competence are inextricably linked. Respect for 

the beliefs, values, practices, preferences, needs and approaches to decision-making for 

individuals and families from diverse cultures and backgrounds are an essential aspect of 

person- and family-centered practice.29
 

 

 
Individual Engagement and Activation 

The term “patient engagement” encompasses patients, families, their representatives, and health 

professionals working in active partnership at various levels across the health care system— 

direct care, organizational design and governance, and policy-making—to improve health and 

health care.30 Furthermore, engagement activities range along a continuum, from consultation to 

partnership with the willingness and ability of patients to engage being affected by multiple 

factors.31 
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There is a growing body of research that indicates individuals who are more engaged, experience 

better health outcomes and help control health care costs.32 This is particularly the case when 

services and supports are person- and family-centered. Meaning they are respectful of and 

responsive to individual and family preferences, needs, and values, and ensuring that individual 

values guide all clinical decisions. Research consistently finds that those who are more activated 

are more likely to:33 

�  Engage in preventive behaviors 

�  Engage in healthy behaviors 

�  Avoid health damaging-behaviors 

�  Engage in more disease specific self-management behaviors 

�  Engage in more health information seeking behaviors 
 

 

Another important concept is patient activation, which refers to an individual’s knowledge, skills, 

ability and willingness to manage his or her own health and health care.34 Activation differs from 

compliance, where the emphasis is on getting individuals to follow medical advice. Individuals 

who are more activated have better health outcomes and experience of care. Activation is one 

aspect of an individual’s capacity to engage in his or her own health. This term, however, does 

not address an individual’s external context, nor does it focus on behavior.35 (*Please see 

Appendix B on pg. 19 for additional information on evidence-based tools related to engagement, 

activation, and shared-decision making.) 
 

 

The Committee adapted a multidimensional framework for patient engagement, developed by 

Carman et al. (2013), that reflects the Oregon context. See Figure 1 on the following page. 

Activities along the continuum of engagement remain the same, but the levels of engagement 

were modified to reflect the specific actors in Oregon’s health care environment: individuals and 

their families; health care teams, including providers, front-office staff, non-traditional health 

workers, etc.; the medical home; CCOs; community-based organizations; and finally, state 

governance and policy. 
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Figure 1: Multidimensional Framework for Individual and Family Engagement 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Committee Process and Rationale 

Recognizing the importance of OHP members’ willingness and ability to engage in, participate, 

and manage their own health and health care, the Committee spent six months (January-June 

2013) exploring a range of strategies to support this goal. The process comprised of an extensive 

review of research and hearing from a diverse range of stakeholders and national experts on 

approaches and experiences from both commercial and state Medicaid programs. (*Please see 

Appendix A on pg. 18 for a full list of invited experts that presented to the Committee.) 

 
The Committee determined that strategies focused on cost-sharing or the use of financial 

incentives and disincentives could have negative or unintended effects for OHP members. 

Furthermore, there is limited evidence that supports the effectiveness of such approaches in 

Medicaid, which are restricted by federal law, and are summarized in the next section. 
 

 

The proposed strategies, important to improving health outcomes among less advantaged 

Oregonians, are presented as a framework for enhancing policies and interventions aimed at 

supporting person- and family-engagement at all levels of Oregon’s Health System 

Transformation.36 The actions are designed, specifically, to address the diverse background and 

complex health care needs of current and future OHP members. 
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The committee’s overall deliberation process and key steps are summarized as follows: 

�  Examined a broad range of strategies designed to encourage individuals to take 

ownership of their health and health care by promoting personal responsibility and 

quality- and cost-conscious decision-making. 

�  Recognized even nominal cost-sharing including premiums and co-pays can serve as a 

barrier to  accessing necessary preventive  and primary care  services  for low-income, 

vulnerable populations. 

�  Reviewed available research from state Medicaid incentive programs that use a variety of 

approaches, including financial and non-financial incentives, to promote healthy behavior 

and appropriate utilization of health care among their members. 

�  Concluded there is insufficient evidence on the efficacy and cost-effectiveness of incentive 

based approaches within state Medicaid programs. 

�  Focused on innovative approaches designed to improve individual engagement and 

accountability for one’s own health, using person- and family-centered approaches to care 

and engagement. 

− Adopted a set of strategies and actions to enhance alignment, coordination and create 

synergy among person- and family- centered care efforts already underway through 

Oregon’s Health System Transformation. 
 
 
 

Key Considerations: What’s the Evidence? 

The Committee gathered input from a diverse group of stakeholders and representatives from 

various agencies within the Oregon Health Authority that included Addictions and Mental Health 

Division, Division of Public Health, and the Office of Equity and Inclusion, local and national 

experts on patient engagement and activation, non-traditional and community-based health 

workers, providers, and officials with Florida’s Medicaid Program. The committee was provided 

with peer-reviewed articles on national and state-level patient engagement activities, evidence- 

based strategies, and relevant literature highlighting available research. Information shared by 

the stakeholders as well as current research informed the set of strategies developed by the MAC 

for consideration by the Oregon Health Policy Board (OHPB). 

 

Consumer-Directed Health Care and Cost-Sharing 

The Committee began its work by examining strategies designed to encourage individuals to take 

ownership of their health and health care by promoting personal responsibility and quality- and 

cost-conscious decision-making. Starting with the commercial market, the Committee reviewed 

consumer-directed approaches that use mechanisms focused on benefit design and the use of 

financial levers to urge individuals to make more cost-sensitive decisions. A common form of this 

approach is a health savings account linked with a high deductible health plan. Proponents of 

this approach believe that a consumer in control of, and at greater risk for, his or her health care 

costs will be better engaged, and may make more appropriate health and health care utilization 
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decisions.37 While such approaches originated in the commercial and Medicare market, state 

Medicaid programs have started to experiment with these approaches. [See next section for 

more information.] 
 

 

Policy approaches reviewed by the Committee related to consumer-directed health care in the 

context of Medicaid programs include:38 

�  Allocation of control over Medicaid funds to recipients – Medicaid recipients have greater 
exposure to the cost of their health care, which is believed to promote more cost-effective 
utilization decisions. 

�  Provision of financial and non-financial incentives for engaging individuals in healthy 
behaviors,  chronic  disease  self-management  programs,  and  cost-effective  health  care 
utilization. 

�  Requirements of beneficiaries to make financial contributions to care – require cost- 
sharing at nominal ($3-5) or substantive levels. 

�  Removal of barriers to high value care – individuals receive more high value, appropriate 
health care. 

�  Provision of assistance with decision support – provide individuals in Medicaid support, 
information, education and advice, facilitating informed choices they make related to their 
health and health care and assisting them to implement healthy lifestyle choices. 

�  Offering incentives to individuals to use “Centers of Excellence” providers shown to 
provide quality care at reasonable cost. 

 

 

Early in the Committee’s process, and informed by its previous work in developing the 

recommended Essential Health Benefit Benchmark Plan for Oregon’s Medicaid expansion 

population(s), the MAC understood that even nominal cost-sharing, including premiums and co- 

pays can serve as a barrier to accessing necessary preventive and primary care services for low- 

income, vulnerable populations. Furthermore, evidence indicates that nominal cost-sharing can 

lead to unintended consequences such as increased use of the emergency department after 

delaying care.39,40 Past experience in Oregon and in other states have demonstrated that 

implementing cost-sharing in Medicaid is complex and administratively burdensome, and costs 

can often outweigh anticipated state savings.41 Federal law also imposes strict cost-sharing 

limitations and benefit design requirements for all Medicaid populations. Thus, federal 

requirements currently restrict the use of certain consumer-directed health care approaches in 

Oregon’s current health care environment.42 

 

Medicaid Incentive Programs to Encourage Healthy Behavior 

Subsequently, the Committee reviewed information from state Medicaid incentive programs that 

use a variety of approaches, including financial and non-financial incentives, to promote healthy 

behavior and appropriate utilization of health care among their members. Several state Medicaid 

programs are offering economic rewards (i.e. financial incentives) for healthy behavior based on 

the assumption that financial incentives will improve the health of individuals enrolled in 

Medicaid and help control health care costs. A key challenge is to incentivize individuals to 

modify unhealthy behaviors and maintain those modified behaviors over the long-term. 
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According to a 2011 report, commissioned by CMS, a panel of national experts recommended 

that states consider adopting a broad definition of “incentive” (p. 3). The notion of incentives in 

terms of person- and family-centered care should surpass providing financial incentives or 

money to Medicaid beneficiaries for certain health promotion behaviors.43 

 

 

According to the report, incentives can include but are not limited to:44 

�  Waiving premiums,  deductibles, coinsurance payments for participation  in health 

improvement programs and activities or achieving certain positive health outcomes; 

�  Reimbursement for community-based programs designed to target behaviors of interest 

(e.g.  paying  for  physical  activity  classes,  completion  of  a  certified  smoking  cessation 

program, or paying for Weight Watchers); 

�  Transportation to and from medical appointments; and 

�  Gasoline debit cards or phone cards. 
 

 

The report also recommends that states consider a tiered incentive approach to participation in 

programs in an effort to sustain behavior changes over the long-term, especially in the areas of 

physical activity, nutrition, and smoking cessation. For example: 

�  Engaging in counseling aimed at teaching individuals how to quit smoking, attempts at 

behavior change (e.g., completing a smoking cessation program), actual behavior change 

(e.g., not smoking one week after completing the program), and finally achievement of 

health goals (e.g., remaining “quit” after 6 months). 

�  Rewarding appointments with providers to discuss health improvement goals, making 

attempts to improve behavior (e.g., becoming more physically active, eating a more 

nutritious diet), and finally attaining a behavior change goal (e.g., losing weight, lowering 

cholesterol levels).45
 

 

 

When considering a  broad definition of “incentive,” the report asserts  a “penalty” or “stick” 

approach to incentives is counterproductive.46 Based on review of available evidence, 

individuals, generally, respond better to a “rewards” program instead of a program perceived to 

be punitive in nature. Another policy issue is ensuring that any “incentive” program is responsive 

to the needs of a particular community including ensuring available resources and programs. 

The report concluded by raising the issue around individuals with co-morbidities who often have 

limited ability and resources to engage in health improvement programs outside the medical 

system.47 

 

 

The most frequently cited Medicaid incentive based programs are Florida’s Enhanced Benefits 

Reward$ Program, Idaho’s Preventive Health Assistance program and West Virginia’s Mountain 

Health Choices Program. (*Please see Appendix C on pg. 21 for additional information on state 

Medicaid programs.) 
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Lessons learned by examining findings from these states indicate that program effectiveness 

would be improved by: 

�  Addressing lack of program awareness, perceived need for insurance, and misconceptions 

about program eligibility due to historic lack of eligibility for coverage, particularly among 

low-income adults, all served as barriers to enrollment. 

�  Educating Medicaid beneficiaries about new initiatives can be challenging due to the low 

literacy and health literacy levels of the population, and the difficulty of reaching them 

through traditional communication channels, such as phone, mail and email.48,49,50 

�  Ensuring that the behaviors tracked are relevant. While it is easier to track wellness visits 

than lifestyle behavior changes, lifestyle behavior changes offer the greatest potential for 

Medicaid savings. States have yet to identify effective systems to track recipients’ 

engagement in these behaviors and it is more administratively burdensome to do so. 

�  Addressing recipients’ barriers to engaging in healthy behaviors by design programs to 

help beneficiaries overcome barriers, such as transportation or cost to participate in 

sports and exercise programs. 

 

Current Experiments with Incentives for Medicaid Recipients 

There is limited evidence to date on the impact and cost-effectiveness of such approaches within 

state Medicaid programs.51 This may change soon due to the Affordable Care Act’s (ACA) section 

4108 that provides an opportunity to test the effectiveness of incentives in engaging Medicaid 

enrollees in preventive health behavior and improving clinical outcomes. In September 2011, 

CMS awarded 10 states $85 million over five years to design, implement, and evaluate Medicaid 

incentive programs. Key goals of the ACA’s section 4108 include: increasing tobacco cessation, 

controlling or reducing weight, lowering cholesterol and blood pressure, and preventing the 

onset of diabetes or improving diabetes management. [*See Appendix D on pg. 25 for a complete 

list of the 10 grants including key characteristics.] 
 

 

Based on a broad definition of “incentive” as described including provisions in the ACA designed 

to encourage behavior modification, states may also be interested in programs that aim to: 

�  Create healthier school environments, including increasing healthy food options, physical 

activity opportunities, promotion of health lifestyle, emotional wellness, prevention 

curricula, and activities to prevent chronic diseases; 

�  Create infrastructure to support active living and access to nutritious foods in a safe 

environment; 

�  Develop and promote programs to increase access to nutrition, physical activity and 

smoking cessation, enhance safety in a community; 

�  Assess and implement worksite wellness programs and incentives; 

�  Work to highlight health options at restaurants and other food venues; 

�  Address special population needs, including all age groups and individuals with 

disabilities, and individuals in urban and rural areas. 
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The federal opportunity highlights the importance of rigorous evaluation for each of the 

2011 Medicaid incentive state programs. Early findings from these programs indicate that 

Medicaid incentive programs should be better designed so that enrollees can understand 

them and incentives are attractive enough to motivate participation. Ideally, each of the ten 

states will address central questions about the relationship between reward magnitude 

and effectiveness.52 Collectively, these efforts will help determine the degree to which 

incentive programs change health behavior, improve related health outcomes and are cost- 

effective within Medicaid programs. The Committee recommends tracking these efforts 

overtime to inform future work in Oregon that may consider the use incentives within OHP 

to improve health in a cost-effective manner. 
 

 
Conclusion 

Individuals who are more highly engaged and activated are less likely to have unmet 

medical needs; more likely to have regular check-ups, including screenings and 

immunizations; adhere to treatment and obtain regular chronic care; and, engage in health 

behaviors such as eating a healthy diet, regular exercise, and avoid adverse behaviors such 

as smoking and illegal drug use.53,54,55,56,57 This is particularly the case when services and 

supports are tailored to their individual needs, goals, preferences and circumstances.58 The 

Committee believes that such innovative approaches, designed to improve individual 

engagement and accountability for one’s own health in a person-and family-centered 

health system, will ultimately support the achievement of Oregon’s three-part aim for all 

Oregonians. 
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Recommendations in Full 
The recommended policy strategies seek to enhance alignment, coordination and create 

synergy among person- and family-centered efforts already underway through Oregon’s 

Health System Transformation. The key is to effectively and equitably engage individuals 

and their families across all levels of the health system. Paramount to this is addressing the 

unique barriers and challenges experienced among OHP members. The continuum of 

person- and family-centered engagement in care is characterized across three levels: (1) 

direct patient care and partnership(s), (2) integration of patients’ values in the design and 

governance of health care organizations, and (3) shared leadership and policy making 

that’s responsive to patients’ perspectives.59 

 

 

The MAC envisions a number of key actors that could help adopt and implement these 

strategies. Key partners include members of the OHP and their families and/or 

representatives; providers and practices, especially those in recognized, patient-centered 

primary care homes; the Patient-Centered Primary Care Institute (PCPCI); Coordinated 

Care Organizations (CCOs) and their community partners; the Oregon Health Authority and 

its Transformation Center, in addition partners such as Cover Oregon, health professional 

associations, and other stakeholders. 
 

 

According to Carmen et al. (2013), it is difficult to “develop interventions at one level, such 

as direct care, when supports are needed at the levels of organization design and 

governance and of policy making to increase those interventions’ effectiveness” (p. 227). 

The set of strategies and actions described below were developed based on available 

evidence and designed to target all three levels of the continuum. Ultimately, the strategies 

and actions recognize the new roles of health care professionals, policy makers, and 

individuals and families in working towards creating an accountable high-performance 

health system that meaningfully and effectively engages OHP members. 

 
Strategy #1: OHP members provide information to providers and the OHA about how 

to effectively address barriers to individual and family engagement and improve the 

health system. 
Rationale: To better understand how best to support individuals’ efforts to participate in 

their health, there is a need to systematically and regularly collect information from OHP 

members on their level of engagement in their health and health care, their experience of 

care and satisfaction. This will identify specific opportunities, facilitators, and barriers for 

individuals to improve and maintain their health. The goal is to solicit information and 

understand members’ barriers to accessing care, ability for self-management, and fostering 

shared responsibility for health. 

� Action: Providers routinely and consistently engage OHP members and their 

families as key partners and participants in the health care process by providing 

timely,  complete,  unbiased  and  understandable  information  in  accessible  and 
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appropriate formats on health conditions and treatment options, taking into account 

cultural, linguistic, and age appropriate factors. 

� Action:  Practices  recognize  and  utilize  members’  experiences  through  outreach 

efforts including surveys, focus and advisory groups, and social media to  guide 

practice level improvement. 

� Action: OHP members and families directly partner with care teams, non-traditional 

health care workers, and community-based organizations to access and engage in 

community-based self-management programs. 

� Action: OHA coordinates and aligns use of patient satisfaction and experience of 

care surveys statewide to address such things as purchasing strategies to assist 

practices and CCOs, preferred survey types (e.g. Picker, Press Ganey; HCAHPS, CG, & 

PCMH), use of benchmarks, survey timelines and redundancies with administration, 

and public reporting of information. 

 
Strategy #2: Ensure ongoing education and training on evidence-based best practices 

for person- and family-centered engagement in health and health care. 
Rationale: To fully support OHP members and their families in their own health and health 

care, practices and health care professionals, including community-based organizations, 

require education and sustained training in this arena. Such efforts should focus on 

effective use of techniques and best practices that create opportunities for individuals to 

make informed decisions and support health improvement of OHP members in their 

communities across Oregon. 

� Action: Practices and providers receive regular and ongoing education and training 

from technical experts such as the Patient-Centered Primary Care Institute (PCPCI) 

and other learning forums on approaches to support person- and family-centered 

care. Examples include use of the Patient Activation Measure (PAM), shared 

decision-making and the use of decision aids, how to address low literacy and health 

literacy skills, and support for community-based self-management and wellness 

programs. 

� Action: CCOs receive ongoing training and technical assistance from the OHA 

Transformation Center on how to work with practices to implement use of patient 

level data to inform practice and system level improvements. 

 
Strategy  #3:  Leverage  resources  that  support  evidence-based  best  practices  for 

person- and family-centered engagement and activation in health and health care. 

Rationale:  The  Committee  concluded  that  several  evidence-based  tools  that  would  be 

helpful to sustain practice-level engagement efforts might not be affordable, individually, 

particularly for resource-limited small or rural practices. 

� Action: PCPCI develop and disseminate practice-level tools for providers to 

routinely ask members and their families about their values, needs, knowledge, 

preferences and circumstances in  culturally  and linguistically appropriate  ways. 
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This will allow greater member feedback to be integrated into individually tailored 

and appropriate care plans. 

� Action: OHA should work with CCOs and their delivery system partners to achieve 

economies  of scale  in order  to  make  evidence-based tools more  affordable  and 

available to practices of all sizes throughout the state such as: 

o Patient Activation Measure (PAM)** or other evidence-based activation 

measurement tool(s), to assess the skills and readiness of the individuals for 

engagement. Results can be used to determine the appropriate levels of 

intervention and allocation of resources. For example, a patient with complex 

and chronic health needs and low activation level may need the most intense 

interventions and resources versus someone with low acuity and a high level 

of activation. 

o Shared Decision Making tools that are evidenced based, to engage individuals 

and their families about discrete health conditions and support medical 

decisions by providing information, helpful strategies, and other supports. 

� Action: OHA works with community stakeholders to develop a sustainable system 

for evidence-based self-management program delivery and financing to ensure 

broader availability of community-based programs, such as Living Well with 

Chronic Conditions, across the state. The work should ensure linkages with PCPCHs 

and CCOs to the extent possible, working with the PCPCI and through the OHA 

Transformation Center to coordinate and align resources, provide targeted technical 

assistance and learning collaboratives. 

 
Strategy #4: Create opportunities across all levels of the health system to support 

OHP members as integral partners in Oregon’s Health System Transformation. 

Rationale: A comprehensive person- and family-centered transformed health system will 

need  to  encompass  patients,  families,  their  representatives,  health  professionals,  and 

community partners working in active partnership at various levels across the system— 

direct  care,  organizational  design  and  governance,  and  policy  making—to  improve 

members’ health and health care. 

� Action: CCOs systematically and meaningfully engage representatives of diverse 

populations (including but not limited to cultural, language and age considerations) 

and community stakeholders to develop their community health assessments 

(CHAs) and community health improvement plans (CHIPs). For example, OHA 

should work closely with CCOs and their Community Advisory Councils to ensure 

the resources and support of person- and family-centered care strategies are 

available to foster the needs and primary goals of the members and community 

served by their CCO. 

� Action: OHP members and their families serve as “equal and active partners” by 

fostering   meaningfully   and   sustained   participation   in   CCO   advisory   panels, 
 

** The Patient Activation Measure®  (PAM®) assessment gauges the knowledge, skills and confidence 
essential to managing one’s own health and health care. 
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provider/practice level advisory groups, and in local and state committees, councils, 

and boards, as OHP member advocates. 

 
Strategy #5: Coordinate the adoption and spread of evidence-based best practices for 

person- and family-centered engagement in health and health care. 
Rationale:  Critical  to  this  effort  will  be  the  promotion  and  alignment  of  multi-payer 

approaches to increase spread across provider practices and communities. OHA should 

work to ensure coordination and alignment of person- and family-centered models of care 

across the OHA, including CCOs, Public Employees’ Benefit Board (PEBB), Oregon 

Educators Benefit Board (OEBB), the PCPCH Program, Cover Oregon and other payers. The 

goal is for OHA to leverage resources and activities statewide to disseminate best practices 

appropriate for OHP members and their families. 

� Action: OHA should incentivize and disseminate the use of evidence-based best- 

practices for person- and family-care models of care that are sensitive to and 

account for the needs of diverse communities. This may be accomplished through 

the OHA Transformation Center coordinating with Innovator Agents, CCOs, regional 

learning collaboratives, and recognized PCPCHs to incentivize and disseminate the 

use of evidence-based best-practices for person- and family-centered models of care 

that are sensitive to and account for the needs of diverse communities. 

� Action: OHA works with CCOs to increase the number of recognized PCPCH 

practices; modify existing PCPCH Standards to support robust person- and family- 

centered care and engagement models; and consider alternative payment 

methodologies to incentivize practices with resources to adopt and sustain patient 

engagement activities. 
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Appendix B: Evidence Based Tools 
 

Tool Description 

Patient The Patient Activation Measure (PAM) is a tool for measuring the level of an 
Activation individual’s capacity to manage his or her own health and health care. PAM is 

Measure assessed through a series of answers to questions that gauge a person’s self- 
concept as a manager of his or her health and health care. The measure is 
scored on a 0-100 scale, and people are categorized into four levels of 
activation, with level 1 the least activated and level 4 the most activated. The 
score incorporates responses to 13 statements about beliefs, confidence in 
managing health related tasks, and self-assessed knowledge. The measure has 
been proven to be reliable and valid across different languages, cultures, 
demographic groups, and health statuses.f 

 

For more information on activation and PAM see: 
http://www.insigniahealth.com/solutions/patient-activation-measure 

Shared Shared decision-making occurs when provider and individuals exchange 
Decision- important information: providers help individuals understand medical 

Making evidence about the decisions they are facing, and individuals help providers 
understand their needs, values, and preferences concerning these decisions.g,h 

Then, ideally after allowing time for reflection, individuals and providers 
decide together on a care plan consistent with medical science and 
personalized to each individual’s needs, values, and preferences.i 

 

For more information on shared decision-making and decision aids see: 
http://sdmtoolkit.org/ 

Health Improving health outcomes relies on patients’ full engagement in prevention, 
Literacy decision-making, and self-management activities. Health literacy, or “the 

degree to which individuals have the capacity to obtain, process, and 
understand basic health information and services needed to make appropriate 
health decisions”j is essential to those actions. However, relatively few 
Americans are proficient in understanding and acting on available health 
information.k Health literacy has also been described as “a shared function of 
social and individual factors such as education, culture, and language. 
Additionally, health care providers need to have strong communication and 
assessment skills, as do the media, the marketplace, and government 
agencies—to provide health information in a manner appropriate to the 

 
 

f 
Hibbard, J. and Greene, J. What the Evidence Shows About Patient Activation: Better Health Outcomes and Care 

Experiences; Fewer Data on Costs. Health Affairs, 32, No.2 (2013):207-214. 
g 

Fowler, F., Levin, C., and Sepucha, K. Informing And Involving Patients To Improve The Quality Of Medical 

Decisions. Health Affairs, Vol. 30, No. 4 (2011): 699–706. 
h 

Charles C., Gafni A., & Whelan T. Shared Decision-Making in The Medical Encounter: What Does It Mean? (Or It 

Takes At Least Two To Tango). Soc Sci Med, Vol. 44, No. 5 (1997):681–92. 
i 
Friedberg, M., et al. A Demonstration of Shared Decision-Making In Primary Care Highlights Barriers To Adoption 

And Potential Remedies. Health Affairs, Vol. 32, No. 2 (2013): 268-275. 
j 
Ratzan, S. and Parker, R. Introduction. Selden, C., Zorn, M., Ratzan, S., Parker, R., Editors. In: National Libraries of 

Medicine Current Bibliographies in Medicine: Health Literacy. Vol. NLM No. CBM 2000-1. Bethesda, MD: National 

Institutes of Health, U.S. Department of Health and Human Services. 
k 

Kutner, M., Greenberg, E. Jin, Y., and Paulsen, C. The Health Literacy of America’s Adults: Results From The 2003 

National Assessment Of Adult Literacy. Washington (DC): National Center for Educational Statistics; 2006 Sep. 
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Appendix A: Evidence Based Tools 
 

 

Tool Description 
intended audience. The complexity of the health care system and the way 
patients experience it contribute to the difficulty of being health literate. 
Addressing health literacy is no less daunting than the task of addressing 
disparities.”l 

 

For more information on health literacy see: 
http://content.healthaffairs.org/content/32/2/357.abstract 

Self- Self-management is a core requirement for person- and family-centered care. 

management Individuals are empowered through education and information that help them 
to navigate the delivery system and seek appropriate and timely care.60 The 
available evidence is relatively strong and suggests that expanding education 
and self-management support can be beneficial towards improving patient  
care outcomes and patient satisfaction at all levels of the delivery system.61 For 
example, self-management leads to improved health outcomes and reduced 
hospitalizations for patients with chronic disease; self-management also  
results in better adherence to medications and improved chronic disease 
control without incurring higher costs.m 

 
The Oregon Health Authority and the Department of Human Services support 
several evidence-based self-management programs. The programs are also 
considered evidence-based by the US Centers for Disease Control and 
Prevention and/or the Administration on Aging. These programs provide 
individuals with the tools and connect them to resources to support self-and 
family-management or case management on a variety of issues such as 
nutrition, fitness, tobacco cessation, chronic health conditions, fall prevention, 
family violence, suicide prevention, and care transitions. 

 
For more information on community-based self-management programs see: 

http://public.health.oregon.gov/PreventionWellness/SelfManagement/Pages/ 
index.aspx 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

l 
IOM (Institute of Medicine). 2009. Toward Health Equity and Patient-Centeredness: Integrating Health Literacy, 

Disparities Reduction, and Quality Improvement: Workshop Summary. Washington, DC: The National Academies 

Press. 
m 

Epstein, M. A Review of Self-Management Interventions Targeting Academic Outcomes for Students with 

Emotional and Behavioral Disorders. Journal of Behavioral Education, Vol. 14, No. 3 (2005): 203-221. 



 

Appendix C: Medicaid Programs Designed to Increase Individual Engagement and 

Personal Responsibility 
 

Characteristics of Healthy Indiana Plan (HIP) 

Characteristics Details 

Authority • State legislation; CMS 1115 Medicaid Demonstration Waiver  (2008-2012) 

Start date • January 1, 2008 

Financing • Increased cigarette tax 

• As a Medicaid waiver, the program is eligible for federal matching funds but must be budget 

neutral to the federal government. 

Eligibility and • Adults 19-64 years of age. 

Enrollment • Parents and caretaker relatives between 22%-200% FPL. 
• Adults without children up to and including 200% FPL. 
• Individuals above 200% FPL who are uninsured for six-months and do not have access to ESI 

are allowed to purchase the plan at full cost.62
 

Goals Put program enrollees in greater control of and at greater risk for his or her health care costs to 

promote engagement and more appropriate health and health care utilization decisions. 

Coverage • Coverage for preventive services up to $500 a year at no cost to participants. 
• A high deductible health plan that covered state-specified benefits up to $300,000 per year or 

$1 million of lifetime expenses, with no cost-sharing after the $1,100 deductible was met.n
 

• A POWER account valued at $1,100 to pay for the deductible, available in full to the member 

after his or her first contribution was made. 

• A  P OWER  Acco unt “Ro ll Over ” for HIP enrollees who met all of their preventive service 

requirements, the entire remaining balance of their POWER account rolled over to the 

following year, reducing the required contribution for that year. For enrollees who did not 

meet the preventive service requirements, only the individual’s portion, based on his or her 

percent contribution, rolled over. 

Cost-sharing • POWER Account Monthly Contributions were made by enrollees on a sliding scale, from 2%-5% 

of income,o and could be reduced by payments from an enrollee’s employer.p The State and 
the federal government subsidized the remaining amount at the state’s regular match rate. 

• Co-pays of $3-$25 were required for all nonemergent use of the emergency department.q
 

Results Results from the first three years of the demonstration show HIP had served a total of 

77,466 members; 87% of those eligible made monthly contributions to their POWER Account; 

established enrollees were more likely to use preventive services, compared to new enrollees: 

69% compared to 28%; 94% of members said they were satisfied with HIP and 99% indicated 

they would re-enroll. 

Comments In order to meet the Affordable Care Act’s Medicaid expansion requirements, HIP would have to 

add vision, dental and maternity benefits. The enhanced HIP would cost 44% more than 

traditional Medicaid, totaling $1.85 billion for 336,500 HIP enrollees during the first full year of 

the expansion. It is undetermined whether CMS will approve HIP as the coverage vehicle for 

Indiana’s Medicaid expansion populations in 2014. 
 
 

 
n 

HIP’s benefits differ from those offered through the Medicaid state plan as it does not provide coverage for maternity services, 

vision or dental services, and has annual and lifetime benefits. 
o 

HIP policy requires that individuals make their monthly contributions within 60 days or face expulsion from the program for 12 

months. 
p 

While these employers did not offer health insurance to their employees their contributions supported “the program’s goals to 

provide affordable consumer directed coverage.” Employers are also allowed to contribute up to 50% of the required 

contribution. 
q 

The copayment for caretakers is $3 to $25, depending on income, and is $25 for non-caretakers regardless of income. 
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Appendix C: Medicaid Programs Designed to Increase Individual Engagement and Personal Responsibility 
 

 

Characteristics of Florida’s Enhanced Benefits Reward$ Program 

Characteristics Details 

Authority Florida’s Agency for Health Care Administration's (AHCA), the agency responsible for the 

 administration of its Medicaid program received approval to implement a CMS 1115 Research 

 and Demonstration Waiver in Oct. 2005; the Legislature approved implementation of the 

 waiver in Dec. 2005. 

Start date Began pilot program in Broward and Duval counties in September 2006; and expanded to 

 Baker, Clay, and Nassau counties in September 2007. 

Financing AHCA assesses 2% of the monthly risk-adjusted capitated rate paid to each health 

 maintenance organizations (HMOs) participating in the demonstration. 

Eligibility and Medicaid beneficiaries in five pilot counties; required groups include disabled beneficiaries 

Enrollment receiving Supplemental Security Income (SSI), parents, and children; other beneficiaries could 

 participate on a voluntary basis. All Medicaid beneficiaries were automatically enrolled in the 

 program and sent information after they chose a health plan. 

Goals Providing incentives (credits) for people to engage in healthy behavior 

Target behavior Receiving routine checkups, immunizations, and cancer screening; attending health 

 appointments; adhering to medication regimens; and 

 participating in programs for tobacco cessation, weight loss, diabetes 

Incentive $7.50–$25 per payment, $125 per year maximum 

magnitude  

Incentive type • Credits are earned for specific health care utilization and wellness and prevention visits 

outside of a clinical setting 

• Credits are used to purchase approved health-related products and supplies at a Medicaid 

participating pharmacy (using Medicaid gold card or Medicaid ID number and government 

issued photo ID) 

• Credits may be carried over but if the enrollee loses Medicaid eligibility for one year, all 

credits are forfeited 

Results Since implementation of the program in Sept. 2006 through June 30, 2012, a total of 499,209 

 recipients have earned $53.8M in credits; just over half redeemed; majority of credits earned 

 were for childhood preventive care (45%) or adult/child office visits (25%), with <1% earned 

 for participating in weight loss or tobacco cessation programs; lack of participation in 

 programs that decrease chronic disease.r
 

Comments Compliance, participation, success poorly defined; majority of credits (81%) earned by keeping 

 routine physician visits and/or immunizations; < 1% earned for participating in a disease 

 management program; none were earned for participating in other types of health 

 improvement activities; analysis of program noted that most behaviors would have taken 

 place in the absence of the program;s credit redemption rate of 50% suggests that credit 

 amounts were too small and not salient to beneficiaries, or that participants had insufficient 

 knowledge of program; qualitative interviews with health plans participating in the EBR 

 program indicated that the program emphasized passive, more routine behaviors, rather than 

 active behaviors requiring lifestyle changes.t
 

 

 
 

r 
Florida Medicaid Reform: Year 6 Annual Report (July 1, 2011 – June 30, 2012). 1115 Research and Demonstration Waiver. 

Florida Agency for Health Care Administration. 
s 

Medicaid Reform: Beneficiaries Earn Enhanced Benefits Credits But Spend Only a Small Proportion. OPPAGA. July 2008. 
t 
Duncan, P. Florida’s Enhanced Benefits Reward$ Program. Presentation to the Oregon Medicaid Advisory Committee. January 

23, 2013. 
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Appendix C: Medicaid Programs Designed to Increase Individual Engagement and Personal Responsibility 
 

 

Characteristics of Idaho’s Preventive Health Assistance (PHA) Benefits Programu,v
 

Details 

Characteristics Behavioral PHA Wellness PHA 

Authority Two State Plan Amendments; authority Amendment to the state’s Children’s 

 granted under the Deficit Reduction Act of Health Insurance Program 

 2005 

Start date January 2007 

Financing Unpublished Unpublished 

Eligibility and 

Enrollment 

Adult Medicaid beneficiaries are sent a health Children in families with income 
questionnaire at the time of initial Medicaid between 134-185% FPL, who are also 
eligibility determination and annually required to pay monthly premiums 
thereafter; each beneficiary may only 

participate in one program at a time and may 

participate in the: 

• Tobacco cessation program if questionnaire 

indicates the individual or their child wants to 

quit using tobacco; or the 

• Weight management program if 

questionnaire indicates the individual or their 

child (> age 5) has a Body Mass Index in the 

obese or underweight range, and wants to 

improve their health through weight 

management. 

Goals Promoting healthy behavior Promoting child wellness with financial 

 premium support for child’s CHIP 

 coverage. 

Target behavior Weight management and tobacco cessation Staying up-to-date on well-child visits 

Incentive $200 maximum in vouchers per beneficiary 10 points per month maximum 

magnitude (equivalent to $10) 

Incentive type Vouchers for weight management programs Points exactly offset the $10/mo. 

or tobacco cessation products premium for children between 

134-149% FPL, and offset two-thirds of 

the $15/mo. premium for children 

between 150-185% FPL 

Results Only 1,422 of the approximately 185,000 Significant increase in proportion of 

beneficiaries participated after 2 years CHIP children up-to-date on well-child 

visits, compared to control 

Comments Limited impact on tobacco cessation and Children requiring only one annual visit 

 weight management; no data on success. had largest increase in adherence 
 
 

 
u
Greene J. Using consumer incentives to increase well-child visits among low-income children. Med Care Res Rev, Vol. 68 No. 5. 

(2011): 579–93. 
v 

Idaho Department of Health and Welfare. Facts, figures, trends, 2008–2009. Available from: 

http://healthandwelfare.idaho.gov/AboutUs/FactsFiguresTrends/tabid/1127/Default.aspx 
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Appendix C: Medicaid Programs Designed to Increase Individual Engagement and Personal Responsibility 
 

 

Characteristics of West Virginia’s Mountain Health Choices Programw
 

Characteristics Details 

Authority State Plan Amendment under the Deficit Reduction Act of 2005 

Start date May 2006 

Financing Regular FMAP 

Eligibility and 

Enrollment 

Certain eligibility groups were moved to “Secretary approved” coverage. The affected 

groups were: 

• Infants with incomes below 150% FPL, 

• Children age one to six with incomes below 133% FPL, 

• Children age six to nineteen with incomes below 100% FPL, 

• Working parents with incomes below 37% FPL, and 

• Non-working parents with incomes below 19% FPL. 
 

 

To qualify for the enhanced plan, individuals have to sign a member responsibility 

agreement and enter into a health improvement contract with their physician that 

includes a wellness plan. 

Goals Providing incentives for people to take more responsibility for their health with a 

 choice between an “enhanced” or “basic” plan. The objective is to steer participants 

 into the lower cost basic plan unless they adhere to behavioral commitments to 

 improve health. 

Target behavior Signing a member responsibility agreement and developing a wellness plan with 

 physician to enroll in enhanced plan, which offers beneficiaries more extensive 

 coverage than the basic plan; adhering to member agreement to maintain coverage 

 under enhanced plan. 

Incentive Maintaining access to enhanced plan 

magnitude  

Incentive type More extensive coverage, including unlimited prescriptions, tobacco cessation 

 services, diabetes and weight management programs. 

Results Only 10% of eligible adults enrolled in enhanced plan; enhanced plan members were 

 more likely than others to have more doctor visits and take their medications, and to 

 have physicians involved in decision to enroll. 

Comments Criteria for determining adherence and continued eligibility were ambiguous; low- 

 literacy patients at risk of being assigned to basic plan by default. 
 
 
 
 
 
 
 
 
 
 

 
 

w 
West Virginia Department of Health and Human Resources. Mountain Health Choices. Available from: 

http://www.dhhr.wv.gov/bms/mhc/Pages/default.aspx. 



x 
CMS.gov. MIPCD: the states awarded [Internet]. Baltimore (MD): Centers for Medicare and Medicaid Services. Available from: 

http://innovation.cms.gov/initiatives/MIPCD/MIPCD-The-States-Awarded.html. 
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Appendix D: ACA Medicaid Incentives CDC Grants for States 
 

Affordable Care Act: Medicaid Incentives for Prevention of Chronic Diseases Grants (10 states received 5- 

year grants in 2011)
x
 

 

State Goal Incentive Evaluation 
California Tobacco cessation and diabetes $10–20 per activity Two evaluations: RCT and cost- 

 management  effectiveness 

Connecticut Tobacco cessation $5–15 per activity Evaluation of the effect of the 

   incentives on smoking cessation 

   rates, receipt of evidence-based 

   smoking cessation treatments, health 

   care use, cost savings, incremental 

   cost-effectiveness 

Hawaii Diabetes prevention, detection, $20–25 per activity Pre- versus post-intervention 

 and management  comparison; analysis using non- 

   Medicaid patients with 

   diabetes as control group 

Minnesota Increased weight loss and diabetes $10–50 per activity Prospective group RCT; evaluation of 

 prevention, improved  effectiveness of group versus 

 cardiovascular health, reduced  individual incentives; cost- 

 health care spending  effectiveness evaluation 

Montana Increased weight loss, reduced lipid $320 maximum per Crossover design will enable 

 and blood pressure levels, diabetes Beneficiary evaluation of process and health 

 prevention  outcome measures in relation to 

   incentives 

New Increased exercise; improved Unknown Evaluation using an Equipoise 

Hampshire nutrition; modification of risk  stratified randomization design; cost 

 factors for cardiovascular disease  effectiveness evaluation 

New York Tobacco cessation, hypertension $250 maximum per Four separate RCTs; evaluation of 

 control, diabetes prevention, beneficiary effectiveness of process versus 

 diabetes self-management  outcome incentives in each RCT to be 

   conducted by the University of 

   Pennsylvania 

Nevada Increased weight loss, lowered Unknown RCT, evaluation of effectiveness to be 

 cholesterol and blood pressure,  conducted by the University of 

 diabetes prevention and  Nevada, Reno 

 management   

Texas Improved health self management $1,150 maximum Longitudinal RCT; cost-effectiveness 

 among Medicaid patients with SSI (flexible spending evaluation to be conducted by the 

 or a mental health or substance account) per beneficiary University of Florida 

 abuse diagnosis   

Wisconsin Tobacco cessation (with focus on $595 maximum for RCT 

 pregnant women) pregnant women, $350  

  maximum for other  

  beneficiaries  
NOTES: Incentive values based on publicly reported information. RCT is randomized controlled trial. SSI is Supplemental Security 

   Income.   
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PURPOSE & SCOPE OF WORK 

 

The purpose of this endeavor is to introduce options or mechanisms for patient engagement to the Task Force 

on Individual Responsibility and Health Engagement with the objective of assisting them in recommending the 

best strategies to incorporate for Oregon Health Plan members. After a brief overview of the health behavior 

change science that relates to patient engagement, a review of literature is provided on the role that 

incentives, disincentives and other evidence-based interventions play, including advantages and efficacy, 

disadvantages and selected references. This review is not intended to be an exhaustive review of the  

literature in its entirety nor is it intended to serve as a definitive guide on which options to use. 

 

METHODOLOGY 
 

Research sources included comprehensive searches in Medline, Google Scholar, RAND and Cochrane 

databases. In addition, the author has access to NIH and CHCS research findings as Primary/Co-Investigator in 

several research studies. In considering the evidence, more weight was given to comprehensive review 

articles and well-performed meta-analyses. Research findings from large well-controlled clinical trials are 

frequently highlighted and, occasionally, innovative or unique research findings/cases from smaller, less well- 

controlled studies are mentioned. In addition, research studies that targeted Medicaid populations were also 

given priority. Lastly, in considering lifestyle changes, there is a special focus on presenting smoking cessation 

efforts that have used engagement strategies, as this is a significant issue for the Medicaid population in 

Oregon. 

 

GLOSSARY OF TERMS 
 

The following terms are key to understanding and applying the concepts covered in this review: 
 

1. Complex behavior change: A behavior that requires sustained change; usually a lifestyle change or 

treatment adherence1
 

2. Contingent: Having a cause-and-effect (causal) relationship with the occurrence of something else; 

conditional; provisional2 

3.   Cost-sharing: Any contribution consumers make towards the cost of their healthcare as defined in their 

health insurance policy3
 

4. Cultural competence: The acceptance of the value of other perspectives and beliefs, along with the need 

to accommodate the patient by offering alternative options or modifying procedures4
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5. Disincentive: Mechanisms such as fees, policies, procedures, rules or taxes that intentionally or 

unintentionally, directly or indirectly, discourage or prevent desirable or undesirable actions, behavior or 

decisions2
 

6. Health Literacy: The degree to which individuals have the capacity to obtain, process, and understand 

basic health information and services needed to make appropriate health decisions4
 

7. Incentive: Inducement or supplemental reward that serves as a motivational device for a desired action or 

behavior2
 

8. Noncontingent: Not attached with any conditions; not provisional upon anything 2 

 

9. Patient Activation: The knowledge, skills, beliefs and behaviors that a patient needs to become a 

successful manager of his or her health and health care5
 

10. Personal Agency: The understanding of oneself as an agent who is capable of having an influence over 

one’s own motives, behavior, and possibilities4
 

11. Self-efficacy: An individual’s confidence in managing his/her health or changing a health habit4
 

 

12. Simple behavior change: A behavior that can be accomplished directly; usually in a single visit or session1
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INTRODUCTION 

 

Although there are few more timely topics in health care today, patient engagement has not been well- 

defined or measured and involves numerous patient behaviors, depending on the stakeholder’s interest. For 

the limited scope of this paper, per the framework suggested by Gruman et al.1, patient engagement can be 

divided into two distinct sets of behaviors: (1) actively managing or navigating the health care system; and (2) 

actively managing one’s own health. However, Carmen et al.6 make a compelling case that we need to expand 

our scope to include both patient and family engagement in a multidimensional framework that occurs across 

the health care system, from the direct care setting to incorporating patient engagement into organizational 

design, governance and policy making. Moreover, the consideration and implementation of effective patient 

engagement strategies must be considered within the context of organizational and community milieu that 

consistently supports a person-centered approach. 

 

BACKGROUND ON HEALTH BEHAVIOR CHANGE THEORY 
 

Although there is little definitive literature that directly relates to patient engagement, there are theories and 

models in health behavior science that can be applied to health care settings and practice. There are basic and 

common traits in human nature such as the quest for autonomy and self-determination, the valuing of 

physical and emotional well-being, the ambivalence about change, the tendency to push back against forces 

that are perceived as controlling or demanding, and the motivation to take a difficult path only if the benefits 

are perceived as worth it4. Then there are variables that can be barriers to behavior change, such as mental 

illness, readiness to change, patient activation, self-efficacy, learned helplessness, and personal agency – all 

which are influenced by socioeconomic and education levels, as well as cultural, gender and age factors4. 

There are also barriers imposed by practitioners to patient activation that include lack of cultural competency, 

failure to accommodate low health literacy, failure to assess/adjust for the patient’s readiness to change or 

activation level, use of an authoritarian approach and the absence of incorporation of best practices in patient 

engagement and health behavior change7. 

 
 

Layer the multiple risk factors and chronic conditions that many patients face on top of the complexity of 

motivation and self-regulation, and it’s no wonder that health care providers are challenged to influence 

treatment adherence and preventive practices. In recent years, more attention has been placed on the role 
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that incentives, disincentives and cost-sharing can play in engaging patients and inducing more individual 

responsibility for self-management and personal health8. 

 

OVERVIEW OF RESEARCH ON PATIENT ENGAGEMENT 
 

There is literature in the health psychology and behavior change science realms that can be applied to the 

health care setting, as well as current findings about patient engagement issues in the health management 

literature. This section provides a brief overview of some of the most relevant data, along with ramifications 

for health care interventions to address patient engagement. 

1. Patient with low activation generally do not engage easily. Patient activation is defined as knowledge, 

skills, beliefs and behaviors that a patient needs to become a successful manager of his or her health and 

health care5. Typical stressors of a low SES population, along with mental illness and addictions, act as 

barriers to activation5. When a patient is not empowered to take charge of his/her health, has low self- 

confidence about his/her ability to manage chronic conditions, and/or has low health literacy, it is not 

surprising that engagement levels are correlated with patient activation level9. 

2. Activation is developmental. Judy Hibbard has identified four clear levels of patient activation, along with 

characteristics of each5. Like self-esteem, patient activation is influenced in part by experiences, example, 

educational level, economic means and the environment; likewise, the level also tends to be consistent 

over multiple activities or conditions and can develop over time. 

3. Patient activation can be addressed and improved with the proper intervention.  In a quasi- 

experimental design10 over an eight-month period, employees with chronic conditions at a large medical 

university were enrolled into a health management program and received two to three health coaching 

sessions, based on an evidence-based approach. As compared to a similar control group, the treatment 

group had statistically significant improvement in patient activation levels, among other psychosocial 

outcomes, along with clinical outcomes. 

4. There are important similarities and differences between individuals who typically enroll in health 

management programs and those that do not. In a follow-up evaluation study to a large clinical trial11, 

the similarities and differences between full-, partial- and non-adopters were teased out via focus groups, 

interviews and surveys. Similarities between non-adopters and the adopters included: they were just as 

concerned about their health; the benefits of good health were more important to them then incentives; 

they wanted program variety, convenience and options for types of programming formats (online, health 
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coach, social group, class, etc.). Differences were that full adopters had a much deeper understanding of 

their motivations for engagement in health management programs as compared to non-adopters; non- 

adopters expressed more perceived barriers to engagement; non-adopters needed more persistent (but 

not pushy) invitations to join health management programs; and opt-out provisions were more important 

to non-adopters than adopters. 

5. Engagement rates improve when practitioners use a patient-centered approach. A recent correlation 

study showed a positive correlation between enrollment rates of nearly 5000 members of a commercial 

health plan and evidence-based health coaching skills of 52 nurses in a disease management program12. 

6.   Practitioners can inadvertently evoke resistance during patient interactions and decrease engagement. 
 

Most individuals who are not following their treatment plan or making health lifestyle choices are 

ambivalent – they know what they “should” be doing, but it’s challenging to make these lifestyle changes. 

A practitioner’s interactions with the patient about these issues can evoke counter-change talk or discord 

from the patient if a directive, authoritative or confrontational approach is used, if the practitioner gently 

scolds, if s/he does not validate challenges/barriers, or if s/he repeats instructions the patient already 

knows13. As individuals defend their point of view, this perceived resistance to the behavior (which is 

actually an interpersonal tension that resulted from the practitioner’s behaviors) leads to an increase in 

the confrontational behaviors of the practitioner7. This discord or interpersonal tension is actually a 

predictor of poor clinical outcome; the more discord during the session, the less likely the patient is to 

make the behavior change or engage in the practitioner’s point of view7. Therefore, the least desirable 

situation in health care if we want to engage the patient is for the practitioner to argue for the change 

while the member argues against it. Yet, this type of interaction is a highly common one when patients 

are struggling to follow their treatment plan4. 

 
 

We can apply these insights directly to health care settings by training practitioners in an evidence-based 

health coaching approach and encouraging them to address important constructs such as patient activation, 

self-efficacy and personal agency. In addition, organizations may need to implement a workplace initiative to 

identify job aids, patient materials, policies and procedures that work against patient engagement and 

implement those that support it instead. 
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THE ROLE OF DISINCENTIVES AND INCENTIVES IN PATIENT ENGAGEMENT 

 

Disincentives 
 

Disincentives are mechanisms such as fees, policies, procedures, rules or taxes that intentionally or 

unintentionally, directly or indirectly, discourage or prevent desirable or undesirable actions, behavior or 

decisions2. Currently, cost-sharing is the most prominent form of disincentive being considered in the health 

care setting14.  Cost-sharing practices for Medicaid include: deductibles, copayments, coinsurance, premiums 

or enrollment fees. 

 
 

On one hand, individuals can be significantly influenced in their health behaviors by policy changes that are 

widely marketed and/or if penalties are perceived as likely and unpleasant15. Examples include smoking 

cessation rules in workplaces and public arenas, drinking and driving laws, the seat belt law, and the 

motorcycle helmet law. There are numerous examples of successful compliance in employer-sponsored 

wellness programs to participant in health risk assessments and health screenings when additional health 

insurance premiums are required for non-participants16. In addition, a review of past cost-sharing practices 

clearly demonstrates that they significantly decrease utilization of health services and result in decreased 

health care spending17,18,19, although there has been mixed results in the Medicaid population regarding 

emergency room and hospital utilization14. There doesn’t appear to a negative effect on quality of care for 

individuals who are relatively healthy and have economic means – at least in the short-term follow-up 

studies14,20,21. Participants in cost-sharing plans have self-reported that they worry less about their health, 

have fewer restricted-activity days and generally are satisfied with care20. 

 
 

However, on the other side, the research is clear that premiums and enrollment fees act as barriers to 

obtaining and maintaining coverage for low-income groups14,20,22,23. Penalty fees also cause resentment on the 

part of participants and can damage relationships between payers and patients22,24. Penalty fees are also not 

effective for risky, entrenched behaviors or for changing complex behaviors on a long-term basis, such as 

weight loss25,26. A controlling, authoritarian approach also diminishes intrinsic motivation and is negatively 

correlated with behavior change27,28. In fact, even positive feedback given in what is perceived as a controlling 

manner, negatively affects intrinsic motivation27. 
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The benefits that have been seen in the literature for cost-sharing measures appear to be limited to those 

who are healthy and have means14,21,23. Seemingly, many patients cannot distinguish the differences between 

low and high value and necessary and unnecessary services; in some studies, using cost-sharing to reduce 

spending in low value areas has caused a rebound effect of patients substituting high cost services or going 

without needed care14,29,30. Since the spending cuts under cost-sharing practices were consistently across the 

board, regardless of the high or low value of the service, the result was decreased quality of care for the 

sickest and poorest, as well as a decrease in preventive services and medication compliance14,21,23. 

Beneficiaries forgo preventive care and medications under these practices21,31, even when preventive services 

are fully covered, leading to higher incidents of serious medical conditions requiring more expensive care. In a 

review of CHHPs (Consumer Directed Health Plans), for every $10 increase in copay for statin medications, 

there was a five-point drop in medication compliance for those under Medicaid coverage21. There are 

concerns that changes in cost-sharing and premiums can result in increased demand and additional pressure 

on safety-net providers, as noted by a 20% increase in ER visits by the uninsured in Oregon after cost-sharing 

measures were enacted. This rebound effect would likely result in lower reimbursement rates for providers, 

contributing to the reluctance of providers to add individuals with Medicaid coverage to their practices14. 

 
 

In theory, using cost-sharing principles more deliberately could intentionally reduce health care spending in 

high cost, low value treatments/services20,21,23; however, even proponents of cost-sharing measures urge 

policymakers to consider unintended consequences20. 

 
 

Incentives 
 

Incentives are an inducement or supplemental reward that serves as a motivational device for a desired 

action or behavior2. There are many different types of incentives including cash, gifts, lotteries, vouchers and 

point systems. 

 
 

There is strong evidence that attractive and immediate financial incentives can increase initial participation in 

health management and community programs, such as health risk assessments, health screenings, health 

competitions and lifestyle management programs16,32. Economic incentives also appear to be effective for 

encouraging individuals to complete simple preventive care tasks  (e.g. vaccinations, screenings) and for 

distinct, well-defined behavioral goals (at least short-term), with strong evidence for populations with low 



10 
215 

 

Review of Literature: Patient Engagement – The Role That 

Disincentives & Incentives Play 
 

socioeconomic status16,19,33. Although understudied, the use of financial incentives to encourage medication 

adherence has some support in the literature, including those individuals with mental illness or addictions34. 

 
 

In a pooled, systematic review, researchers report that smokers are more than twice as likely to quit if they 

have full coverage for quit interventions versus having partial coverage32. In a review of six controlled clinical 

trials, researchers found systematic use of financial incentives had promise as an efficacious intervention for 

promoting smoking cessation among economically disadvantaged pregnant women (improving birth 

outcomes), as well as among recently postpartum women35. There is more evidence about the effectiveness  

of incentives in smoking cessation for short-term versus long-term outcomes, although in one smoking 

cessation clinical trial, with a significant amount of incentives ($750), the treatment group demonstrated long- 

term outcomes months after the incentives ceased29. 

 
 

There is insufficient evidence to suggest that economic incentives or competitions, by themselves, are enough 

to sustain the long-term complex behavior changes required for health promotion, such as exercising, losing 

weight and medication adherence, as the effect of the incentives diminishes as the reward disappears16,18,19,33. 

In a large clinical trail for weight loss36, there was no correlation between weight loss and external incentives; 

rather greater weight losses were consistently associated with increases in autonomous (intrinsic) motivation 

instead. The research is mixed for smoking, with incentives mostly failing to elicit long-term change, and the 

most studied populations for long-term changes in smoking cessation are high SES, white and employed 

populations37. Although “social privilege” models exit in educational and correctional settings, as well as in the 

airline industry, there is a dearth of research about the application of this strategy in the health care setting. 

 
 

Perhaps the most concerning findings for incentives lies in the research that has examined the effect that 

incentives have on intrinsic motivation. A large meta-analysis27, followed later by well-controlled study38 

applying the same variables to the health care realm, demonstrated strong evidence that expected tangible 

rewards significantly decreased intrinsic motivation, particularly for task-contingent tangible rewards. In other 

words, in certain conditions, incentives could very well undermine individuals’ taking responsibility for 

motivating or regulating themselves27,38. This effect runs directly oppositional to the goal of activating or 

empowering individuals with chronic conditions. And even unexpected and task-noncontingent rewards have 

a neutral effect on intrinsic motivation, compared with positive feedback (given in an informational versus a 
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controlling manner), which enhances intrinsic motivation27. 
 

 
 

Although more research is needed to identify the mechanics of how incentives work and the size needed to 

induce different behaviors; in general: (1) the amount of the cash incentive is positively correlated to the 

response rate16,19; (2) coupons are preferred to gifts, lotteries, or points16,19; and (3) unexpected (random) and 

task-noncontingent rewards do not seem to worsen intrinsic motivation as task contingent-based incentives 

do27. 

 
 

Combination 
 

While it seems intuitive to use various options that complement each other, unfortunately, the literature is 

sparse in this area. There are some positive findings in the workplace – when incentives and competitions are 

coupled with client education, smoking cessation groups and telephone cessation support, there is significant 

increase in number of workers who quit using tobacco18. Additionally, incentives, disincentives and 

interventions have also been successfully used in various combinations in employer-sponsored wellness 

programs to increase participation and lower health risks16. However, in another clinical trial for smoking 

cessation39, feedback for intrinsic motivation significantly outperformed both the group receiving external 

motivation (incentives) and the group receiving both external and internal reinforcement, leaving a question 

mark as to the value of adding the incentives to the intervention. All in all, there is inadequate well-controlled 

research regarding a combination of incentives, disincentives and interventions to make a definitive 

statement about the efficacy and cost-effectiveness of this option, especially within a Medicaid population. 

 

THE USE OF OTHER EVIDENCE-BASED APPROACHES TO ENGAGE THE PATIENT 
 

Although the main scope of this project is directed towards a review of using of disincentives and incentives 

with a Medicaid population to increase patient engagement, it would be untoward not to include a mention 

of other evidence-based strategies to engage patients. One such evidence-based communication approach 

originated in the addictions and counseling field and does not rely on either incentives or disincentives to 

engage individuals. Motivational Interviewing is a “…collaborative, goal-oriented style of communication with 

particular attention to the language of change”28. Although there are limited well-controlled studies with a 

Medicaid population, there are over 200 clinical trials that demonstrate efficacy of the MI approach with 

topics common to a Medicaid population, such as addiction, mental illness and multiple chronic conditions40. 
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In a recent systematic review and meta-analysis of MI in medical care settings, researchers found that MI 

produced a statistically significant and positive impact on a range of outcome measures, including dental 

caries, death rate, cholesterol level, blood pressure, HIV viral load, obesity, physical strength, quality of life, 

amount of alcohol consumed, dangerous drinking, smoking abstinence, marijuana use, self-monitoring, 

sedentary behavior, patient confidence, intention to change, and engagement in treatment41. Other variables 

which support this approach as a viable option for engaging Medicaid patients are: (1) it tends to be most 

helpful for less ready, unmotivated, less activated individuals; (2) it is a standardized approach that can be 

taught and measured by validated assessment tools; and (3) it is a single framework with which to address 

shared decision-making, self-efficacy, personal agency and patient activation28,42. The downside of this 

approach rests in the complexity of the skill-set – it takes a concerted effort to train health care providers to a 

proficiency level linked with outcomes and an organizational change initiative is generally needed in addition 

to ongoing staff training28. 

 
 

While MI is the most studied and standardized approach for patient engagement, there is a growing body of 

evidence that addresses the importance of constructs such as patient activation, shared decision-making and 

health literacy4,5,9. Health coaching approaches have been developed for each of these areas, although none 

has been fully developed to the point where there is a validated instrument to measure fidelity to a certain 

set of criteria. However, as mentioned above, there is evidence that, with additional training, health care 

workers can use the MI approach to address these important variables and clinics may identify them as 

targeted behaviors in their health coaching interventions10,43. 

 
 

Another important area of consideration in addressing strategies to engage patients is the value of marshaling 

community support and resources. Oregon has made a concerted effort to build a health workforce (formerly 

called non-traditional health workers) that is comprised of community health workers, peer wellness 

specialist, patient health navigators, and doulas. The literature is clear about the success that these 

community resources play in engaging individuals, especially those underserved individuals who have not had 

a positive experience in previous health care experiences or who may not trust those in authority44. 

 
 

For a summary table of this review of patient engagement strategies see Appendix A. 
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CONCLUSION 
 

As more definitive research emerges on the value and efficacy of using various strategies to engage patients, 

it is clear that stakeholders must take into account the complexity of human nature and behavior change. It 

may be helpful to study what other states have incorporated to date to engage their Medicaid population. A 

recent review by Blumenthal et al.8 of Medicaid incentive programs, whose objective was to encourage 

healthy behaviors, reflected mixed results to date. For an overview of this review see Appendix B. 

 
 

In conclusion, this task demands that we think creatively and continue to pilot programs that test reasonable 

theories, so that we can develop new models of best practice for the health care system of the future. 
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OPTION 

 

ADVANTAGES & EFFICACY 

 

DISADVANTAGES 
SELECTED 

REFERENCES 

Disincentives 

�  Policy 

�  Penalty fees 

�  Cost-sharing 

� Deductibles 

� Copayments 

� Coinsurance 

� Premiums 

� Enrollment fees 

�  Demanding/ 

controlling approach 

• Individuals can be significantly influenced in their health behavior 

by policy changes that are widely marketed and/or affect them 

adversely; smoking cessation, drinking and driving, wearing seat 

belts
34

 

• Successful compliance in employer-sponsored wellness programs 

to participate in health risk assessments and health screenings
13,23

 

• Cost-sharing significantly decreases utilization of health services 
and results in decreased health care spending, with mixed results 

regarding ER visits and hospitalization
3,25,26,27

 

• Cost-sharing does not seem to have effect on quality in care short- 

term on majority of patients
3,25,26

 

• Participants in cost-sharing plans have self-reported that they 
worry less about their health, have fewer restricted-activity days 

and generally are satisfied with care
25

 

• In theory, using cost-sharing principles more deliberately could 
intentionally reduce health care spending in high cost, low value 

treatments/services
14,25,27

 

• Penalty fees cause resentment on part of participants and can damage 

relationship between payer and patient
17,19

 

• Premiums and enrollment fees act as barriers to obtaining and maintaining 

coverage for low-income groups
3,17,25,27

 

• Cost-sharing results in equal cuts for both highly effective and less effective 

services, including emergent and non-emergent ER visits
3,25,26

 

• Decreased quality of care for sickest and poorest; decrease in preventive 

services occur even when fully covered 
3,25, 26

 

• Beneficiaries forgo preventive care and medications leading to higher 

incidences of serious medical conditions requiring more expensive care
2,26

 

• Penalty fees not effective for risky, entrenched behaviors or for changing 

complex behaviors on long-term basis; especially those that are challenging 

or entrenched, such as weight loss
1,7

 

• In a review of CHHPs (Consumer Directed Health Plans), every $10 increase 
in copay for statin medications equaled 5-point drop in medication 

compliance for Medicaid population
26

 

• State savings from cost-sharing and premiums may accrue due to declines 

in coverage and utilization more so than from increases in revenues
3

 

• Changes in cost-sharing and premiums can result in increased demand and 
additional pressure on safety-net providers, as noted by 20% increase in ER 

visits by uninsured in Oregon; can result in lower reimbursement rates
3

 

• [Many] patients cannot distinguish between low/high value and 

necessary/unnecessary services; in some studies, using cost-sharing to 

reduce spending in low value areas has caused a rebound effect of patients 

substituting high cost services or going without needed care
3,14,15

 

• A controlling, authoritarian approach diminishes intrinsic motivation and is 

negatively correlated with behavior change
11.16

 

1
John et al., 2011 

2
Wood vs. Betlach, 2013 

3
Kaiser Commission, 2013 

7
Jeffery et al., 1984 

11
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13
Madison et al., 2013 

14
Volpp et al., 2012 

15
Loewenstein et al., 2012 

16
Miller & Rose, 2009 

17
Schmidt et al., 2010 

19
Thomson Reuters, 2011 

23
Mattke et al., 2013 

25
RAND HIE, 2006 

26
Lowsky et al., 2012 

27
Rezayatmand et al., 2013 

35
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OPTION 

 

ADVANTAGES & EFFICACY 

 

DISADVANTAGES 
SELECTED 

REFERENCES 

Incentives 

�  Waiver of fees 

�  Reimbursement of fees 

�  Gifts 

�  Gift cards 

�  Cash payments 

�  Vouchers 

�  Lotteries 

�  Point system 

�  Special privilege 

• In pooled, systematic review, researchers report that smokers 
more than twice as likely to quit if full coverage versus partial 

coverage
29

 

• In seminal smoking cessation clinical trial with $750 in incentives, 
treatment group demonstrated long-term outcomes, months 

after incentives had ended
18

 

• In review of six controlled trials, researchers found systematic  

use of financial incentives has promise as efficacious intervention 

for promoting smoking cessation among economically 

disadvantaged pregnant and recently postpartum women and 

improving birth outcomes
22

 

• In large review to determine whether competitions and 

incentives lead to higher longer-term quit rates, some evidence 

found that recruitment rates can be improved by rewarding 

participation, which may result in higher absolute numbers of 

individuals who quit
29

 

• Economic incentives appear to be effective for simple preventive 

care (e.g. vaccinations, screenings) and short-term for distinct 

well-defined behavioral goals, with strong evidence for 

vulnerable low SES populations
6,9,24

 

• Incentives increase participation in employer- and community- 
sponsored health risk assessments, health screenings, health 

competitions and other health management programs
13,23

 

• Although more research is needed to identify mechanics of how 

incentives work and size needed for different behaviors, in 

general: (1) amount of cash incentive correlated with response 

rate to incentive; and (2) coupons are preferred to gifts, lotteries, 

or points
6,24

 

• Unexpected and task-noncontingent rewards do not worsen 

intrinsic motivation as other incentives do
11

 

• Although understudied, incentive-based medication adherence 
interventions are promising, even among individuals with mental 

illness or addiction
20

 

• Insufficient evidence to suggest economic incentives by themselves are 
enough to sustain the long-term lifestyle changes required for health 

promotion, such as quitting smoking, exercising, and losing weight
5,6,9,24

 

• In seminal smoking cessation clinical trial with $750 in incentives, the 

cost-benefit ratio is questionable; 30% drop-out rate from treatment 

group and only 9% abstinence rates after 6 months (compared with 4% 

information-only control group)
18

 

• In recent rigorous review of smoking cessation and incentive research in 

workplace, authors concluded that studies to date simply have been 

inadequately powered to address the question of whether incentives 

increase long-term smoking cessation rates; most studied populations for 

incentives and smoking cessation are high SES, white, employed
21

 

• In large review to determine whether competitions and incentives lead to 
higher long-term quit rates, it was concluded that they did not (with 

exception of one study)
29

 

• In large clinical trial for weight loss, no correlation with external incentive; 
rather greater weight losses consistently associated with increases in 

autonomous (intrinsic) motivation
10

 

• A large meta-analysis, followed later by well-controlled study applying 

same variables to health care realm, demonstrated strong evidence that 

expected tangible rewards significantly decreased intrinsic motivation, 

particularly for task-contingent tangible rewards; i.e., reward 

contingencies undermine people's taking responsibility for motivating or 

regulating themselves
11,12

 

• Although promising results applying incentives for medication adherence, 

little research to support outcomes that last beyond incentive period
20

 

• Positive feedback (given in informational vs. controlling manner) 
enhances intrinsic motivation; unexpected and task-noncontingent 

rewards do not
11

 

• Although ‘special privilege’ models exist in school and prison systems, as 

well as in airline industry, there is dearth of research about application in 

health care setting 

27
Kaper et al., 2005 

5
Leeks et al., 2010 

6
Kane et al., 2004 

9
Lynagh, 2013 

10
Crane et al., 2011 

11
Deci et al., 1999 

12
Moller et al., 2012 

13
Madison et al., 2013 

18
Volpp et al., 2009 

20
DeFulio & Silverman, 

2012 
21

Troxel & Volpp, 2012 
22

Higgins et al., 2012 
24

Mattke et al., 2013 
23

Blumenthal et al., 2013 
29

Cahill & Perera 2010 
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OPTION 

 

ADVANTAGES & EFFICACY 

 

DISADVANTAGES 
SELECTED 

REFERENCES 

Motivational Interviewing 

− A collaborative, goal- 

oriented style of 

communication with 

particular attention to 

the language of 

change
32

 

• >200 clinical trials demonstrate efficacy of MI approach; include 
topics common to Medicaid population such as addiction, mental 

illness and multiple chronic conditions
34

 

• In recent systematic review and meta-analysis of MI in medical 

care settings, researchers found that MI produced a statistically 

significant and positive impact on range of outcome measures: 

dental caries, death rate, cholesterol level, blood pressure, HIV 

viral load, obesity, physical strength, quality of life, amount of 

alcohol consumed, dangerous drinking, smoking abstinence, 

marijuana use, self-monitoring, sedentary behavior, patient 

confidence, intention to change, and engagement in treatment
31

 

• Most helpful for less ready, unmotivated, less activated 

individuals
16,32

 

• Standardized approach that can be taught and measured by 

validated assessment tools
20,32

 

• Single framework to address shared decision-making, self- 

efficacy, personal agency and patient activation
32,33

 

• Limited well-controlled studies with Medicaid population where MI 

proficiency was evaluated/assured 

• Complex skill-set and concerted effort needed to train health care 

providers to proficiency level linked with outcomes
16,32

 

• Organizational change initiative generally needed in addition to ongoing 

staff training
32

 

16
Miller & Rose, 2009 

30
Butterworth et al., 2007 

31
Lundahl et al., 2013 

32 
Miller & Rollnick, 2012 

33 
Linden, Butterworth & 

Prochaska, 2010 
34

Mid-Atlantic ATTC, 2012 

    
Combination 

�  Incentives 

�  Disincentives 

�  Interventions 

• When coverage of drugs is conditional on participation in health 

coaching, Medicaid population did not decrease use of drug 

benefit as compared with control group
4

 

• When incentives and competitions are coupled with client 

education, smoking cessation groups and telephone cessation 

support, there is significant increase in number of workers who 

quit using tobacco
5

 

• Incentives, disincentives and interventions have been  

successfully used in various combinations in employer-sponsored 

wellness programs to increase participation and lower health 

risks
23

 

• In clinical trial for smoking cessation, feedback for intrinsic motivation 

significantly outperformed group receiving external motivation (incentives) 

and group receiving both external and internal reinforcement
8

 

• Inadequate well-controlled research with combination of incentives, 

disincentives and interventions to make definitive statement about efficacy 

and cost-effectiveness, especially with Medicaid population 

4
Halpin et al., 2006 

5
Leeks et al., 2010 

8
Curry et al., 1991 

23
Mattke et al., 2013 
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APPENDIX B: MEDICAID PILOT PROGRAMS OF INCENTIVES FOR PREVENTION OF CHRONIC DISEASES, 2011
23*

 

 

STATE GOAL INCENTIVE RESEARCH SUPPORT OUTCOMES 

 

California 
Tobacco cessation and diabetes 

management 

 

$10-20 per activity 
 

Low 
 

NA 

Connecticut Tobacco cessation $5-15 per activity Low NA 

 

 
Florida 

Routine checkups, Immunizations, 

cancer screening, Clinic attendance, 

medication adherence, tobacco 

cessation, weight loss, diabetes 

management 

 

 

$7.50 - $25; $125/year 

maximum 

 

 

High (simple) 

Low (complex) 

Only half of credits redeemed (200,000); majority for 

childhood preventive care (43%) or adult/child office visits 

(28%); <1% earned for weight loss or tobacco cessation; 

lack of participation in programs that decrease chronic 

disease 
 

Hawaii 
Diabetes prevention, detection and 

management 

 

$20 - $25 per activity 
 

Low 
 

NA 

 

 
Idaho 

 

I. Weight management and tobacco 

cessation 

II. Well-child visits 

I. $200 maximum in 

vouchers 

II. 10 points ($10)/ 

month 

 
I. Low 

II. Medium 

 

I. <1% participation; no data on success 

II. Significant increase in well-child visits as compared to 

control group 

 
Minnesota 

Weight loss, diabetes prevention, 

improved CV health, reduced health 

care spending 

 
$10 - 50 per activity 

 
Low 

 
NA 

 

Montana 
Weight loss, reduction in lipids and 

blood pressure, diabetes prevention 

 

$320 maximum 
 

Low for long term 
 

NA 

New 

Hampshire 

Increased exercise, improved 

nutrition, reduced CV risk factors 

 

Unknown 
 

?? 
 

NA 

 
New York 

Tobacco cessation, hypertension 

control, diabetes prevention and self- 

management 

 
$250 maximum 

 
Low 

 
NA 

 
Nevada 

Weight loss, lowered cholesterol and 

blood pressure, diabetes prevention 

and management 

 
Unknown 

 
?? 

 
NA 

 
Texas 

Improved health self-management 

among patients with SSI or mental 

health or substance abuse diagnosis 

 
$1150 maximum (FSA) 

 
Medium 

 
NA 

 
West Virginia 

Sign a contract and develop wellness 

plan; adhere to agreement to 

maintain coverage 

 

Maintain access to 

enhanced plan 

 
Low 

Only 10% of eligible adults enrolled in enhanced plan; 

enhanced plan members more likely to have more doctor 

visits and to have physicians involved in decision to enroll 

 
Wisconsin 

 

Tobacco cessation with focus on 

pregnant women 

I. $595 maximum/ 

pregnant women; II. 

$350 maximum/other 

 

I. High for short-term 

II. Low for long-term 

 
NA 

 

*Table adapted from Blumenthal et al., 2013
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Appendix 12 - Oregon’s Governance of State Improvement Model (SIM) Grant/Health System Transformation Activities 
 

Governor Kitzhaber 

Governor’s Health Policy Advisors and Lead Agencies Group on Transformation 
Vision: A healthy Oregon                                                                                                          Mission: 

Helping people and communities achieve optimum physical, mental and social well- being 

through partnerships, prevention and access to quality, affordable health care. 
 

 
 

Oregon Health Policy Board (OHPB) 

Oregon Legislature 
 

Enabling Legislation 

 

 
Dept of Human 

Services 
 

Director: Erinn Kelly 

Siel 
 

• Adults and 

Division of Consumer and 

Business Services 

Director: Lou Savage 

(Includes Oregon 

Project Lead Agency 
 

Oregon Health Authority (OHA)  
Director: Suzanne Hoffman 

 

Cover Oregon      (Oregon’s 

Health Insurance 

Exchange) 
 

Director: Aaron Patnode 

Persons with 

Disability 

(Includes Long 

Term Care) 

Insurance Division) OHA Chief Sponsor 
Leslie Clement– OHA Chief of Policy 

SIM Grant Principal Investigator:    

Jeanene Smith- OHA Chief Medical Officer 

 
 
 
 

 
Federal Partners 

 

• Center for Medicare 
 

Transformation Center 

Director: Cathy Kaufmann 

Accelerate and Spread Innovation and Rapid Learning 

Accelerate and Spread Delivery Models 

Innovator Agents and TC staff 

Transformation Center Advisory Committee (?name) 

OHA internal Partners: 

• PCPCH program 

• Office of Health equity & Equity Coalitions 

• Health Evidence Review Commission 

• Chief Medical Officer/Clinical Services 

• Division of Medical Assistance 

• Division of Addictions and Mental Health 

• Public Health Division 

• PEBB and OEBB 

Others: 

• PCPCH Institute 

• Quality Corporation 

• OHSU Center for Evidence Based Policy 

• Institute for Healthcare Improvement 

• Other consultants 

SIM Grant Steering Committee 
 
 
 

Testing, Analysis and 

Evaluation 
 

• Office of Health Analytics 

• Office of Information 

Systems 

• OHA Director of 

Accountability and 

Quality 

• OHPR, Dir of Policy and 

Evaluation 

• Chief Medical 

Officer/Clinical Services 

Improvement 

Others: 

Local researchers 

Quality Corporation 

Consultants 

 
 
 
 

Grants Management 

 
• Project Director Beth 

Crane 

• SIM grant Steering 

Committee 

• Office for Oregon Health 

Policy and Research 

(OHPR) with OHA Central 

Services 

and Medicaid 

Innovation 

• Centers for Medicare 

and Medicaid 

• CDC 

• HRSA 

• ONC 

 
 
 
 
 

Local Oregon Delivery 

System Partners 
 

• CCOs 

• Commercial Health 

Plans 

• Hospitals 

• Clinics/Provider 

Offices 

• Nursing Homes & LTC 

facilities 
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Appendix  13 
OHA Director's Message- Mission: Keep moving forward- May 16,2014 

 

 

Page 1 of2 
 
 
 
 
 
 
 
 

 

Director'§: 
suzanne 1-fi'ifl'mnf 

 
 
 

May 16, 2014 OHA Director's messages on the web  
 

To: All OHA employees  
From: Suzanne Hoffman, Interim Director  

 

 
 

Mission: Keep moving forward  
 

 
 
 

"Be courageous! Have faith! Goforward!" 
Thomas Alva  Edison 

 

 
 
 

Hello, OHA. 
 

 

In my first weekly message Iam pleased to be able to talk about the 
face-to-face meetings with agency leadership that started today. Leslie 
Clement, chief of policy, Linda Hammond, interim chief operating officer 
and Imet with staff from the Office of Equity and Inclusion, 
Transformation Center, Office of Analytics and other parts of the 
agency. 

 

We had a great discussion and Iwas able to share our very clear 
mission in the days, weeks and months to come. It's simple really: keep 
moving forward. Keep moving forward on health system transformation. 
Keep moving forward on improving community mental health services. 
Keep moving forward on the improvements that are happening in Public 
Health, Oregon State Hospital, and across the agency. 

 
 

 
 
 

''"'"''\   '0: 

We have a depth of experience and knowledge at OHA. Iknow we have 
what it takes to up the batons that have been handed to us. 

 

 
 

231 
 

http://www.oha.state.or. us/oha/dir-rnsg/20 14/2014-0516.htrnl 7/15/2014 



 

WE 

ORA Director's Message- Mission: Keep moving forward- May 16,2014 Page2  of2 
 
 
 
 

And Ialso know that the core values we 
established when this agency was 

founded will continue to be our 
foundation. As we move forward into 
the next phase of OHA, we have new 
posters and other materials that 

highlight the core values and our goals 
of better health, better care, lower 
costs. You will start to see the posters 
hanging across all parts of the agency 
next week and you can also download 

and print smaller versions here. 

 
 
 
 

 

ARE    OHA 
He'<llth coRe vALUEs: 

Service Excellence 
lead<>TShip 

Integrity 

Partnership 

Innovation 
Health Eqvily 

 

Ihope you will join us at one of the 
upcoming face-to-face meetings. Ilook 
forward to meeting you, answering your 
questions, and learning more about how 
you use the core values in your work every day. 
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Appendix 14 
 

Select connections between Oregon health system transformation stakeholders 
 
 
 

Qualified 

Health Plans        

(QHPs) 

 

 
For 2014, 5/11 QHP 

carriers are involved       

in CCOs 

4/6 of the PEBB 2015 

carriers and 2/2 of 

OEBB’s current carriers 

also offer QHPs 

 
 

 
Most CCOs have 

affiliated 

Medicare 

HB 2118 

metrics WG 

(complete) 

Cover Oregon 

Board of 

Directors 

CCM 

   Alignment 

Workgroup 

Coordinated 

Care 

Organizations 

Advantage or 

commercial lines 

of business 

 
 

All PEBB and OEBB 
PEBB and medical carriers are 

OEBB plans involved in CCOs 
 

 
 

Cover Oregon (in 

partnership with 

federal hub) 

 

Oregon Health 

Authority 

Multiple 

CCO work- 

groups 

PEBB & 

OEBB 

Boards 

Medicaid 

Advisory 

Committee 

Oregon 

HIT 

Taskforce 

 

 
Governor 

    Kitzhaber and 

Staff 

 

Including Medicaid, PEBB, 

OEBB, Public Health, etc. as 

well as PCPCH Program and 

Transformation Center 

 
Addictions & Mental 

Health advisory groups 

(AMHPAC, OCAC, etc.) 

 
Public Health 

Advisory Board 

 
MANY 

other 

groups 

 

Oregon 

Legislature 

 

 
 

Hospital 

Quality 

Metrics WG 

 

 
Patient-centered 

Primary care 

Institute (PCPCI) 

 
 

Oregon 

Insurance 

Division 

 

 
Recs. on cost control, 

cost transparency, 

rate review, etc. 

 
 

Oregon 

Health Policy 

Board 

 
 

OR Health 

Leadership 

Council 

 
 

OR Assoc. of 

Hospitals & 

Health Sys. 

 

Other 

stakeholder 

& advocacy 

groups 

 
 

Commercial 

plans outside 

Cover Oregon 

 

Hospitals, Health 

Systems, Clinics, 

and providers 

OHSU, incl. 

CEbP, CHSE, 

and other 

Professional 

Societies 

 
Healthcare 

Workforce 

Committee 
 

Key: 

Institutional, oversight, or regulatory relationship 

Formal relationship (required participation, membership, etc.) 

Informal relationship (shared membership, consultation, etc.)    
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Appendix 15 
 
 
 
 
 
 
 
 
 
 
 
 

 

HOUSE INTERIM COMMITTEE 
ON HEALTH CARE 

 
 
 

 

COVER OREGON AND TRANSITION PROJECT 
UPDATE 

 
 
 
 
 

CLYDE HAMSTREET, COVER OREGON 
 

TINA EDLUND, TRANSITION PROJECT DIRECTOR 
 

 
 

MAY 28, 2014 
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LEADERSHIP CHANGES  
 

 
 

• Alex Pettit, State CIO, Interim Cover Oregon CIO 
 

 

• Clyde Hamstreet, Interim Executive Director 
 

 

• Tina Edlund, Technology Transition Project Director 
(new position) 

 

 

• Mark Schmidt, Interim COO 
 

 

• Sue King, Interim CFO (new position) 
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TODAY WE WILL COVER:  
 

 

• SB 1562 Requirements 
 

� Enrollment, premiums paid, admin fees 
 

 
 

• Progress at Cover Oregon 
 

� Challenges 
 

� Technology restructuring 
 

� Business restructuring 
 

 
 

• 2015 Direction 
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ENROLLMENT, PREMIUMS, 
ADMIN FEES 
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SB 1562 REQUIREMENTS 
 
 

(1) Demographic information about the individuals who have 
enrolled in qualified health plans through the exchange; 

 

 

(2) The number of individuals enrolled in qualified health 
plans through the exchange who have paid premiums , 
both subsidized and unsubsidized; and 

 

(3) Adjustments to the fees and charges described in ORS 
741.105, or other administrative changes, necessary for  
the corporation to be self-sustaining . 
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ENROLLMENT IS GOOD  
 

 

• Not having a complete IT system on time led to: 
 

� Development of hybrid procedure to process QHP 
and Medicaid applications 

 

� Large redeployment of full-time staff and addition of 
temporary staff 

 

 

• Hybrid process uses core pieces of completed 
technology but remains manual and expensive 

 

• Still, in 5 months, dedication and hard work 
generated significant enrollment success 
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ENROLLMENTS (AS OF MAY 27, 2014)  
 
 
 

COVER OREGON 

Total Medical Enrollments 285,578 

QHP Enrollments 83,852 

OHP Enrollments 201,726 

Total Dental Enrollments 16,979 
 

 

OREGON HEALTH AUTHORITY  

Fast Track OHP Enrollments 137,000 
 
 

TOTAL MEDICAL ENROLLMENTS  

Cover Oregon & OHA 
Enrollments (incl. Fast Track) 

422,578 
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QHP DEMOGRAPHICS (AS OF MAY 15, 2014)  
 

BY GENDER NUMBER PERCENTAGE 

Male 35,649 43.5% 

Female 46,368 56.5% 

TOTAL  82,017 100.0% 
 

 

BY MEDAL TIER  NUMBER PERCENTAGE 

Bronze 18,969 23.1% 

Silver 53,292 65.0% 

Gold 8,219 10.0% 

Platinum 814 1.0% 

Catastrophic 723 0.9% 

TOTAL  82,017 100.0% 
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QHP DEMOGRAPHICS (AS OF MAY 15, 2014)  
 

BY FINANCIAL ASSISTANCE  
STATUS 

 

 

NUMBER 

 

 

PERCENTAGE 
 

With Financial Assistance 
 

65,617 
 

80.0% 
 

Without Financial Assistance 
 

16,400 
 

20.0% 
 

TOTAL  
 

82,017 
 

100.0% 
 

BY AGE  NUMBER PERCENTAGE 

Age < 18 3,782 4.6% 
 

Age 18-25 
 

5,984 
 

7.3% 
 

Age 26-34 
 

12,734 
 

15.5% 
 

Age 35-44 
 

12,934 
 

15.8% 
 

Age 45-54 
 

16,911 
 

20.6% 
 

Age 55-64 
 

29,283 
 

35.7% 
 

≥ 65 
 

389 
 

0.5% 
 

TOTAL  
 

82,017 
 

100.0% 
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STATE COMPARISON (AS OF APRIL 19, 2014)  
 

 

Compared to all Compared to other  
states state-based  

and D.C. exchanges  
 

RAW NUMBERS  
 

Total Enrollment  
 

15th of 51  
 

6th of 15  
 

Qualified Health Plans 
 

28th of 51 
 

7th of 15 
 

Oregon Health Plan (Medicaid) 
 

5th of 51 
 

5th of 15 
 

AS PERCENTAGE OF POPULATION  
 

Total Enrollment  
 

7th of 51  
 

7th of 15  
 

Qualified Health Plans 
 

36th of 51 
 

9th of 15 
 

Oregon Health Plan (Medicaid) 
 

6th of 51 
 

6th of 15 
 

U.S. Dept. of Health and Human Services http://aspe.hhs.gov 
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PREMIUMS PAID 
 

 

• 51,402 of the 66,798 members (76.9%) 
enrolled in private health plans effective in 
May had paid premiums as of May 15. 

 
 
 
 

 

ADMINISTRATION FEES  
 

• 2014: $9.38 per member per month 
 

 

• 2015: $9.66 per member per month 
(adopted by Board April 10, 2014) 



 

PROGRESS AT COVER OREGON 
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CHALLENGES TO OVERCOME  
 

 

• Despite enrollment success, failure of technology 
to work as planned has led to: 

 

� Large number of Medicaid redeterminations 
 

� Highly manual processing of change-of-circumstance 
coverage 

 

� Potential loss of financial stability 
 

� Inability to timely pay agent commissions 
 

� Inability to timely bill and collect administration fees 
 
 
 
 
 
 
 
 

 
246 

Slide 13 



 

 

THREE BASIC TASKS  
 
 

1. Get control of technology issues for 2015 
 

2. Increase efficiency of 2014 operations and Medicaid 
redetermination process 

 

3. Stabilize business and financial situation 
 

 

Significant progress made on all three fronts 
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TECHNOLOGY DECISION 
 

 

• Board action April 25, 2014 
 

� Transition to federal technology for QHP 
eligibility and enrollment 

 

� Focus existing IT on Medicaid requirements 
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TECHNOLOGY TRANSITION 
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Oregon is moving forward, 
making progress, and 

focused on having a working 
website to enroll Oregonians 
in health coverage beginning 

NOVEMBER 15, 2014 
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GOAL: NOVEMBER 15, 2014  
 

 

• Oregonians can apply, shop and choose a 
private plan online all in one sitting 

 

• Those eligible for Medicaid will have a more 
streamlined process 

 

• Oregon retains control of the individual 
marketplace 

 

� Competition 
 

� Cost 
 

� Access 
 

 
 
 

251 

Slide 18 



 

 

TO ACCOMPLISH GOAL  
 

 
 

• Cover Oregon will use the federal technology 
for QHP eligibility and enrollment 

 

• OHA will build on existing technology 
investment for Medicaid eligibility 
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ROADMAP TO NOVEMBER 
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CMS: CONCEPT AGREEMENTS  
 

 

• Utilize previously approved federal resources:  
90/10 IT funding  

 

• Federal Responsibility (beginning Nov. 15, 2014)  
 

� QHP eligibility and enrollment 
 

� Call Center functions for QHP customers 
 

� Agent/broker training and registration 
 

• Oregon Responsibility  
 

� Rate review 
 

� Front-end consumer outreach and education, incl. tribal consults 
 

� Qualified health plan management 
 

� Medicaid program: determinations, notices, redeterminations, 
Medicaid call center, Medicaid online application and appeals 
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CMS: ONGOING DISCUSSIONS 
 

 
 

• Enrollment of existing consumers from Cover 
Oregon into federal technology 

 

 

• Distribution of shared responsibility: 
 

� QHP monitoring and oversight 
 

� Community partners/navigators 
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IT TRANSITION LEADERSHIP  
 
 
 
 

John Kitzhaber 
Governor 

 
 
 
 
 

 
 

Project Steering 
Committee (Advisory) 

Tina Edlund 
Transition 

Project Director 
 
 
 

 
 

Erinn Kelly-Siel 
Department of 

Human 
Services 

Alex Pettit, 
State CIO 

Member of SC, 
retains specific 

oversight 
responsibilities 

 

 

Clyde 
Hamstreet 

Cover Oregon 

 

Suzanne 
Hoffman 

Oregon Health 
Authority 

 

Laura Cali 
Oregon 

Insurance 
Commissioner 
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THREE-PRONGED APPROACH  
 
 
 
 

2014 Operations  
Project  

 

• State retains 
responsibility for 2014 
Operations through 
Dec. 31, 2014, 
including: 
• QHP Change in 

Circumstances/Life 
Events/New to 
Oregon Enrollees 

• Continued 2014 
Medicaid Enrollments 

• Medicaid 
Redetermination
s 

2015 QHP Transition  
Project  

 

• By Nov. 15, 2014, use 
federal technology for 
QHP eligibility and 
enrollment, including 
portal and call center 

• State retains: 
• Front-end consumer 

outreach and 
education, including 
tribal consults 

• Certification of plans 
• Initial QHP plan 

management and 
some QHP oversight 

2015 MAGI Medicaid  
Project  

 

• By Nov. 15, 2014, 
transfer Medicaid 
engine to OHA and 
connect OHA to federal 
technology 

• OHA retains: 
• Front-end consumer 

outreach and 
education, including 
tribal consults 

• Medicaid portal 
(New) and call center 

• Medicaid 
determinations, 
enrollments, notices, 
redeterminations and 
appeals 
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KEY COMPONENTS FOR SUCCESS 
 
 

• Co-located cross-agency Project Team with dedicated 
resources that reports to Governor’s office 

 

 

• Operational resources at Cover Oregon, OHA, and 
other state agencies available to project team 

 

• Single Systems Integrator Contract to coordinate both 
sets of work 

 

 

• Quality Assurance and Independent Verification and 
Validation (IV&V) continue 
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SCENARIO 1: QHP ENROLLMENT  
 
 
 
 
 
 
 
 
 
 

 

• Individual visits 
Oregon’s public 
website  

• Clicks “Apply Now”  

• Automatically re- 
directed to federal 
portal  

• Completes application  

• Federal portal 
determines 
eligibility for QHP 
and tax credits  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• QHP eligibility and 
shopping instructions 
appear online  

• Individual enrolls 
into a plan & pays 
premium  

 

• Consumer is 
COVERED 

 

 
 

259 

Slide 26 



 

SCENARIO 2: MEDICAID ENROLLMENT  
(DIRECT TO OHP) 

 
 
 
 

Oregon 
 
 
 

 

• Individual visits  
Oregon’s public  
website  

• Clicks on “Apply for  
Medicaid Benefits”  

 

• Automatically redirected to  
OHP application site  

• Individual completes  
application for OHP  

 

• Eligibility rules engine 
determines Medicaid 
eligibility  

 
 
 
 
 
 
 
 
 
 
 
 
 

 

• Medicaid eligibility  
determination sent to MMIS  
for CCO assignment and  
further processing  

 

• OHP welcome  
packet sent to  
consumer from  
MMIS 

 

• Consumer is  
COVERED 
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TRANSITION PROGRESS TO DATE  
 
 

• Governance structure identified with single point of 
accountability 

 

 

• Cross-agency project team and roles identified; 
co-located at single site 

 

• Work plan established 
 

 

• Web page established for posting of all project 
materials: resources.coveroregon.com/technology_transition.html 

 

• “Gap analysis” contract in place 
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GAP ANALYSIS  
 

 

• Deloitte conducting 45-day gap analysis to: 
 

� Build roadmap for business processes to transfer 
QHP to federal system 

 

� Analyze needs for moving current Medicaid eligibility 
technology to OHA 

 

 

• Submit for quality review on June 20, sign off 
no later than June 30 

 

• Notice posted May 26 for system integrator 
 

 

• RFP to complete technology transition 
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MILESTONES TIMELINE  
 
 
 
 
 
 

 
 

 

June 
30 

Deloitte “gap 
analysis” 

final; system 
integrator 
awarded 

 

 

August 
15* 

 

 

Testing 
begins 

 

 

Nov. 
15 

 

 

2015 open 
enrollment 

begins 
 

 
 
 
 
 
 

* Precise date to begin testing will be determined 
after execution of System Integrator contract 
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BUSINESS AND FINANCIAL 
RESTRUCTURING 
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OVERVIEW 
 

 

• Cost control 
 

 

• Business operations 
 

 

• 2014 financial stability 
 

 

• 2015 direction 
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COST CONTROL 
 
 

• Cash flow budgeting in place company-wide 
and closely monitored 

 

 

• New contracts require Exec. Dir. approval 
 

 

• Approval of invoices require C-level approval 
 

 

• Review of all major contracts and reduce or 
cancel where appropriate 

 

• Restructuring of staff resources 
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BUSINESS OPERATIONS  
 
 
 

• Agent commission payments 
 

� Allocated additional staff 
 

� As of May 19, 78% of commissions owed have 
been paid 

 

� By end of June, 85% should be reconciled and paid 
on time; 98% by end of July 

 

• Implementing billing and collections systems 
 

� Catch up on monthly administrative fees owed 
Cover Oregon 
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BUSINESS OPERATIONS  
 
 
 

• Regular communications 
 

� CMS 
 

� Insurance agents 
 

� Carriers 
 

� Tribes 
 

� Employees 
 

� Community partners and other stakeholders 
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USE OF FUNDS EXPENDED 
 

Cumulative Cover Oregon Expenditure - $194,990,000  
(Sep 2011 - Apr 2014) 

Facilities 
1% 

 

Equipment and 
supplies 

2% 
 

Professional 
Services - IT 

63% 

Equipment - IT 
Computers & 

Servers 
6% 
Travel & Training 

0% 
General 

Administrative 
Expenses 

0% 

Salaries, taxes, & 
benefits 

12% 
 

 
 

Professional 
Services - General 

7% 

Communication & 
outreach 

9% 
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2014 SOURCES AND USES OF FUNDS 
 
 

2014 2014 2014 
  (Jan-Jun)*     (Jul-Dec)**   

(Dollars in thousands) 
  Total   

SOURCE OF FUNDS 
QHP Administrative Charge $ - $ 5,389 $ 5,389 
Public Program (OHP) Assessment - TBD TBD 
Federal Grant Funds   66,716  23,790   90,506 

Total Source of Funds   66,716  29,179   95,895 
 

USE OF FUNDS 
Salaries, Taxes, & Benefits $ 8,804  $ 6,781  $ 15,585 
Communication & Outreach 3,374  2,171  5,545 
Professional Services - General 9,493  4,485  13,978 
Professional Services - IT 40,741  6,911  47,652 
Facilities 676  736  1,412 
Equipment and supplies 536  255  791 
Equipment - IT Computers & Servers 81  108  189 
Travel & Training 53  40  93 
General Administrative Expenses 458  457  915 
Contingency   2,500    5,346    7,846 

Total Use of Funds   66,716    27,290    94,006 

NET FUNDS $ -  $ 1,889 $ 1,889   
 

 
*Actuals Jan-Apr 2014, estimated May-Jun 2014 
**Estimated Jul-Dec 2014 
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2015 DIRECTION 
 

 

Guiding Principles  
 

 

Will shape management recommendations to 
Board 

 

 

1. OHA processes Medicaid eligibility 
 

 

2. Medicaid processing IT needs completion 
 

 

3. Oregon remains a State-Based Marketplace 
(SBM) 

 

 
 
 
 
 
 
 
 
 
 

271 

Slide 38 



 

1. OHA SHOULD PROCESS MEDICAID  
ELIGIBILITY  

 

 

• Existing expertise 
 

• Processes ~1.2M applications and 
redeterminations per year 

 

• Medicaid eligibility technology belongs at OHA 
– part of transition plan 
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2. IMPORTANCE OF COMPLETING  
TECHNOLOGY 

 

• Preliminary analysis of direct labor costs to 
process QHP and OHP applications suggests 
fully manual system costs >$120 million 
annually 

 

• Current hybrid process costs >$30 million 
 

• Full automation projected to cost <$1 million 
 

 

Costs do not include call center or hands-on staff time to help 
applicants understand or complete application 
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3. IMPORTANCE OF SBM STATUS  
 

 

• Allows Oregon to manage its own market 
 

� Competition, lower costs, better value, measurable 
quality standards 

 

 

• CMS designation: Oregon = “conditional SBM” 
 

� Can use federal technology at no cost 
 

� Retains QHP plan administration fees 
 

� Eliminates processing costs, reduces IT expense 
 

� May lead to additional outreach funding to assist with 
enrollment/re-enrollment 
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3. IMPORTANCE OF SBM STATUS (Cont’d)  
 

 
 

• Existing carrier agreements remain in place 
 

• Does not require legislation 
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FURTHER ASSESSMENT AND BOARD  
CONSIDERATION REQUIRED 

 

 

• Sound future enrollment and revenue estimates 
 

 

• Clarity on scope and cost of future services 
 

 

• Appropriate governance structure given size and 
function of organization 

 

 

• Should Cover Oregon remain as independent 
organization or consolidate into existing state agency? 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
276 

Slide 43 



 

 
 
 
 
 
 
 
 
 

 

HOUSE INTERIM COMMITTEE 
ON HEALTH CARE 

 

 
 
 
 
 
 
 
 

CLYDE HAMSTREET, COVER OREGON 
 

TINA EDLUND, TRANSITION PROJECT DIRECTOR 
 
 
 
 
 
 

MAY 28, 2014 
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Appendix 16 
 
 
 
 
 
 
 
 
 
 
 

Oregon's Health System Transformation 
 

2013 Performance Report 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

MEASUREMENT PERIOD 
Baseline Year 2011 and 

Calendar Year 2013 
 

 
 

JUNE 24, 2014 
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Incentives for better services 
 

 

The report lays out how Oregon's coordinated care organizations (CCO) performed on quality measures in 2013. This is 

the fourth such report since coordinated care organizations were launched in 2012 and the first to show a full year of 

data. This report also shows the quality measures broken out by race and ethnicity. 

 
In addition, based on a full year's performance measurement, the coordinated care model is entering a new phase - for 

the first time part of the reimbursement for the services CCOs performed for Oregon Health Plan members will be based 

on how well they performed on 17 of these key health care measurements. 

 
Under the coordinated care model, the Oregon Health Authority held back 2 percent of the monthly payments to the 

CCOs which were put into a common "quality pool." To earn their full payment, CCOs had to meet improvement targets 

on at least 12 of the 17 measures and have at least 60 percent of their members enrolled in a patient-centered primary 

care home. All CCOs showed improvements in some number of the measures and 10 out of 15 CCOs met 100 percent of 

their improvement targets. 

 
In addition, coordinated care organizations are continuing to hold down costs. Oregon is staying within the budget that 

meets its commitment to the Centers for Medicare and Medicaid Services to reduce the growth in spending by 2 

percentage points per member, per year. 

 
Overall, the coordinated care model showed large improvements in the following areas for the state's Oregon Health Plan 

members: 

 
√ Decreased emergency department visits. Emergency department visits by people served by CCOs have 

decreased 17% since 2011 baseline data. The corresponding cost of providing services in emergency 

departments decreased by 19% over the same time period. 
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√ Decreased hospitalization for chronic conditions. Hospital admissions for congestive heart failure have 

been reduced by 27%, chronic obstructive pulmonary disease by 32%, and adult asthma by 18%. 

 
√ Developmental screening during the first 36 months of life. The percentage of children who were 

screened for the risk of developmental, behavioral, and social delays increased from a 2011 baseline of 

21% to 33% in 2013, an increase of 58%. 

 
√ Increased primary care. Outpatient primary care visits for CCO members' increased by 11% and spending 

for primary care and preventive services are up over 20%. Enrollment in patient-centered primary care 

homes has also increased by 52% since 2012, the baseline year for that program. 

 
The report also shows areas where there has been progress but more gains need to be made, such as screening for risky 

drug or alcohol behavior and whether people have adequate access to health care providers. While there were gains in 

both areas, officials say that the state will put greater focus on them in the year to come. Access to care is particularly 

important with more than 340,000 new Oregon Health Plan members joining the system since January of 2014. 

 
Oregon is at the beginning of its efforts to transform the health delivery system. By measuring our performance, sharing it 

publically and learning from our successes and challenges, we can see clearly where we started, where we are, and where 

we need to go next. 
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2013 Quality Pool 
 

 

The Oregon Health Authority has established the quality pool -- Oregon's first incentive payments to coordinated care 

organizations. Each CCO is being paid for reaching benchmarks or making improvements on incentive measures. This is 

the first time Oregon has paid CCOs for better care, rather than just the volume of services delivered. 
 

The first annual quality pool is $47 million. This represents two percent of the total amount all CCOs were paid in 2013. 

The quality pool is divided amongst all CCOs, based on their size (number of members) and their performance on the 17 

incentive metrics. 
 

 

Quality Pool: Phase One Distribution 
 

CCOs could earn 100 percent of their quality pool in 

the first phase of distribution by: 
 

* meeting the benchmark or improvement target on 

12 of 16 measures; and 
 

* meeting the benchmark or improvement target for 

the Electronic Health Record adoption measure (as 

one of the 12 measures above); and 
 

* scoring at least 0.6 (60%) on the PCPCH enrollment 

measure. 
 

CCOs must meet all three of these conditions to earn 

100 percent of their quality pool. 

Challenge Pool: Phase Two Distribution 
 

The challenge pool includes funds remaining after 

quality pool funds are distributed in phase one. The 

first challenge pool is $2.4 million. Challenge pool 

funds were distributed to CCOs that met the 

benchmark or improvement target on four measures: 
 

* Alcohol and drug misuse (SBIRT) 

* Diabetes: HbA1c poor control 

* Depression screening and follow up plan 

* PCPCH enrollment 
 

Through the challenge pool, some CCOs earned more 

than 100 percent of their maximum quality pool 

funds. The next pages show the percentage and dollar 

amounts earned by each CCO. 
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Number of 
measures 

Percent of total 
quality pool 

 
 

Total dollar 

 
 

CCO 

 
 

Which challenge pool 

 Coordinated Care Organization met* funds earned†    amount earned Enrollment• measures were met   
 

 

All Care Health Plan 11.6 84% $2,239,160 27,878 Diabetes, Depression 

Cascade Health Alliance^ 13.7 100% $748,517 10,153 Diabetes, Depression, PCPCH 

Columbia Pacific 13.8 104% $1,461,310 14,413 Diabetes, Depression, PCPCH 

Eastern Oregon 11.6 83% $1,961,432 29,234 Diabetes, PCPCH 

FamilyCare 13.7 105% $4,354,150 50,064 Diabetes, Depression, PCPCH 

Health Share 12.8 104% $13,720,133 148,201 Diabetes, Depression, PCPCH 

Intercommunity Health Network 11.9 84% $2,669,122 32,728 Diabetes, Depression, PCPCH 

Jackson Care Connect 11.4 74% $1,286,078 18,539 Diabetes, Depression 

PacificSource 12.9 106% $3,452,010 36,667 Diabetes, Depression, PCPCH, SBIRT 

PrimaryHealth of Josephine County 13.0 102% $1,024,938 5,957 Diabetes, Depression, PCPCH 

Trillium 12.9 104% $4,949,647 49,677 Diabetes, Depression, PCPCH 

Umpqua Health Alliance 13.7 105% $1,716,647 16,102 Diabetes, Depression, PCPCH, SBIRT 

Western Oregon Advanced Health 14.7 104% $1,282,648 11,664 Diabetes, Depression, PCPCH 

Willamette Valley Community Health 14.9 107% $4,987,244 64,044 Diabetes, Depression, PCPCH, SBIRT 

Yamhill CCO 14.8 105% $1,137,005 13,368 Diabetes, Depression, PCPCH 

 

*Out of 17 total CCO incentive measures. 

† Includes both phase one distribution and challenge pool. 

^ Reflects prorated quality pool for partial year as CCO. 

• CCO enrollment as of December 2013. 

 
The 2013 quality pool distribution methodology is published online at: 

http://www.oregon.gov/oha/CCOData/ReferenceInstructions.pdf 
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Percent of 2013 Quality Pool: Phase One Distribution Earned 
Does not include Challenge Pool funds 

 

All Care Health Plan  
 

80%  

Cascade Health Alliance   100% 

Columbia Pacific   100% 

Eastern Oregon  80%  

FamilyCare   100% 

Health Share   100% 

Intercommunity Health Network  80%  

Jackson Care Connect   

PacificSource   100% 

PrimaryHealth of Josephine County   100% 

Trillium   100% 

Umpqua Health Alliance   100% 

Western Oregon Advanced Health   100% 

Willamette Valley Community Health   100% 

Yamhill CCO   100% 



286  

 

 
 
 

Percent of 2013 Quality Pool Earned in Total 
Includes both Phase One Distribution and Challenge Pool  funds 

 

All Care Health Plan  
 

84%  

Cascade Health Alliance^   100% 

Columbia Pacific   104% 

Eastern Oregon  83%  

FamilyCare   105% 

Health Share   104% 

Intercommunity Health Network  84%  

Jackson Care Connect   

PacificSource   106% 

PrimaryHealth of Josephine County   102% 

Trillium   104% 

Umpqua Health Alliance   105% 

Western Oregon Advanced Health   104% 

Willamette Valley Community Health   107% 

Yamhill CCO   105% 

 
^ Reflects prorated quality pool for partial year as CCO. 
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The 17 CCO incentive measures were chosen in an open and public process by the Metrics & Scoring Committee and 

approved by the Centers for Medicare and Medicaid Services (CMS). Challenge pool measures are marked with an asterisk 

below. 

 
Access to care (CAHPS) 

Adolescent well child visits 

Alcohol or other substance misuse (SBIRT)* 

Ambulatory care: emergency department utilization 

Colorectal cancer screening 

Controlling hypertension (clinical measure) 

Depression screening and follow up plan* (clinical measure) 

Developmental screening 

Diabetes: HbA1c poor control* (clinical measure) 

Early elective delivery 

Electronic health record (EHR) adoption 

Follow up after hospitalization for mental illness 

Follow up care for children prescribed ADHD medication 

Mental and physical health assessments for children in DHS custody 

Patient centered primary care home (PCPCH) enrollment* 

Prenatal and postpartum care: timeliness of prenatal care 

Satisfaction with care (CAHPS) 
 
 
 

Additional information about the Metrics & Scoring Committee available online at 

http://www.oregon.gov/oha/Pages/metrix.aspx 
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Race and ethnicity data between 2011 & 2013 
Data missing for xx% of respondents 

 
 
American Indian/Alaskan Native 

White 

African American/Black 

Hispanic/Latino 

Asian American 
 
 

Hawaiian/Pacific Islander 

 

Statewide 
Data source: Consumer Assessment of Healthcare Providers and Systems (CAHPS) 

 

 
 
 
 
 
 
 
 
 
 
2011 2013 year in 
baseline year 2011 2013 darker shade. 
n light 

Measure title 
 

Definition: Brief description of the measure. 
 

Focus areas: list of the quality 
improvement focus areas that the measure 
supports. 

 

Purpose: Brief summary of the importance 
of the measure. 

 

2013 data (n=XX,XXX) 
 

Summary of 2013 data compared to 2011 
baseline and the benchmark; 

 
overall comments on statewide and CCO 
performance; 

 
general comments on measures by race and 
ethnicity when compared to the benchmark. 

 

 
 
 
 
 
 
 
 
 

Catego 
amoun 
2011 - 
racial or 
the most
2013 a 

Data source, 
benchmark 
source, and 
additional 

Statewide 
benchmark 
bar in red. 

 

 
 

i 

Percent of respondents 
with missing race/ 
ethnicity data; 
additional information. 

2011 baseline 
year in light 

shade. 

ries are sorted by 
t of change between 
2013. That is, the 
ethnic groups with 
improvement in 

re listed first. 

The subtitle indicates which measure set(s) the measure is part of 
 

Measure title 
 

Measure description: 

Brief description of the measure. 

 
Purpose: 

Brief summary of the importance of 

the measure. 

 
2013 data (n=XX,XXX) 

 

Data source, 
benchmark 
source, and 
additional 
information. 

 

 

Statewide 
benchmark 
bar in red. 

Statewide 
Data source: Consumer Assessment of Healthcare Providers and Systems (CAHPS) 

 
 
 
 
 
 
 
 

32.1% 
 

20.9% 

2011 baseline 

 

 
 
 
 
 
 
 
 
 
Benchmark 50% 

 

 
 
 
2013 year in 

Summary of 2013 data compared to 

2011 baseline and the benchmark; 

year in light 
shade. 

2011 2013 darker shade. 

 

Overall comments on statewide and 

CCO performance. 

 

 

Percent of respondents 
with missing race/ 
ethnicity data; 
additional information. 

 
Race and ethnicity data between 2011 & 2013 
Data missing for xx% of respondents 

American Indian/Alaskan Native 17.1% 30.7% Benchmark 
50.0% 

 

2011 baseline 
year in light 
shade. 

White 
 

 
African American/Black 

 

22.0% 34.6% 
 

 
22.6% 33.5% 

 

Categories are sorted by 
amount of change between 
2011 - 2013. That is, the 
racial or ethnic groups with 
the most improvement in 
2013 are listed first. 

 

Hispanic/Latino 

Asian American 

Hawaiian/Pacific Islander 

 

18.7% 28.0% 
 

 
22.8% 30.9% 

 

 
26.6% 30.1% 

 

Arrows highlight negative change (away from the benchmark). 



289  

 

 
 
 

Access to care (CAHPS) 

CCO Incentive and State Performance Measure 
 

Statewide 
Data source: Consumer Assessment of Healthcare Providers and Systems (CAHPS) 

Measure description: Percentage of patients (adults and 
children) who thought they received appointments and 

care when they needed them. 
 

Purpose: Improving access to timely care and 

information helps increase the quality of care and 

reduce costs. Measuring access to care is also an 

important part of identifying disparities in health care 

and barriers to quality care, including a shortage of 

providers, lack of transportation, or long waits to get an 

appointment. 

 
2013 data 

 

The percentage of individuals reporting they were able 

to access care quickly increased from 83% in 2011 to 

84% in 2013. 
 

However, only five CCOs met the benchmark or 

improvement target showing that improving access to 

care may be a challenge for CCOs moving forward. Adult 

access to care decreased from 2011 to 2013 while 

access for children improved. 

Benchmark source: 2012 National Medicaid 75th percentile 

 
83.0% 84.3% 

 
 
 
 
 
 
 
 
 

2011 2013 

 
 
 
Benchmark 87.0% 
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CCO Incentive and State Performance Measure 
 
 

Race and ethnicity data between 2011 & 2013 
CAHPS data by race and ethnicity will be available in future reports 
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CCO Incentive and State Performance Measure 
 

Percentage of patients who thought they received appointments and care when needed in 2011 & 2013 
Bolded names met benchmark or improvement target 
*CCO baseline could not clearly be attributed to a past FCHP. Baseline provided is state average.   

 
 

Western Oregon Advanced Health 

PrimaryHealth of Josephine County 

Jackson Care Connect* 

Columbia Pacific 

Intercommunity Health Network 

Willamette Valley Community Health 

 
All Care Health Plan 

 
Umpqua Health Alliance 

 
FamilyCare 

Eastern Oregon 

 
82.0% 88.3% 

 

 
83.0% 88.0% 

 

 
83.0% 87.5% 

 

 
83.0% 87.0% 

 

 
82.0% 85.8% 

 

 
81.0% 83.1% 

 

 
83.0% 85.0% 

 

 
81.0% 82.4% 

 

 
81.0% 81.2% 

 

 
84.0% 84.2% 

Benchmark 
87.0% 

PacificSource 80.6% 81.0% 
 

Cascade Health Alliance 
 

80.4% 
 

81.0% 
 

Yamhill CCO* 
 

81.6% 
 

83.0% 
 

Health Share 
 

80.2% 
 

83.0% 
 

Trillium 
 

84.7% 
 

90.0% 

 

(50%) (75%) (100%) 
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Adolescent well-care visits 

CCO Incentive and State Performance Measure 
 

Statewide 
Data source: Administrative (billing) claims 

Measure description: Percentage of adolescents and 
young adults (ages 12-21) who had at least one well- 

care visit. 
 

Purpose: Youth who can easily access preventive health 

services are more likely to be healthy and able to reach 

milestones such as high school graduation and entry 

into the work force, higher education or military service. 

 
2013 data (n=97,125) 

 

In 2013, 29.2% of adolescents ages 12-21 received a 

qualifying well-care visit compared to 27.1% in 2011. 

Some CCOs made progress with seven surpassing their 

improvement target. 

Benchmark source: 2012 National Medicaid 75thh percentile (administrative data only) 
 
 
 
 
 
 

Benchmark 53.2% 
 

27.1% 29.2% 

 
 

2011 2013 
 
 
 

Race and ethnicity data between 2011 & 2013 
 

Data missing for 6.9% of respondents   

 

While there has been progress in this measure, there 

are still improvements to be made to reach the 

benchmark of 53.2%. 

Each race category excludes Hispanic/Latino 
 

African American/Black 
 
 
Asian American 

 
 
33.2% 36.6% 

 

 
34.8% 

Benchmark 
53.2% 

 

American Indian/Alaskan Native 

Hispanic/Latino 

White 
 

 
Hawaiian/Pacific Islander 

 

24.5% 27.2% 
 

 
29.2% 31.9% 

 

 
25.2% 27.2% 

 

 
24.5% 26.3% 
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CCO Incentive and State Performance Measure 
 

Percentage of adolescents and young adults (ages 12-21) who had at least one well-care during the last year in 2011 & 2013 
Bolded names met benchmark or improvement target 

 

 
 

FamilyCare 

Umpqua Health Alliance 

Yamhill CCO 

Western Oregon Advanced Health 

Cascade Health Alliance 

PacificSource 

 
Trillium 

 
Health Share 

PrimaryHealth of Josephine County 

 
30.0% 43.4% 

 

 
21.2% 28.6% 

 

 
24.8% 28.9% 

 

 
31.9% 35.8% 

 

 
20.7%     24.2% 

 

 
26.3% 29.3% 

 

 
23.8% 26.8% 

 

 
31.2% 33.5% 

 

 
23.4% 25.5% 

Benchmark 
53.2% 

Columbia Pacific 21.3% 22.3% 
 

Willamette Valley Community Health 
 

24.8% 
 

25.9% 
 

Eastern Oregon 
 

22.3% 
 

23.7% 
 

Intercommunity Health Network 
 

22.0% 
 

23.7% 
 

All Care Health Plan 
 

20.5% 
 

22.8% 
 

Jackson Care Connect 
 

22.6% 
 

24.9% 
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CCO Incentive and State Performance Measure 
 

Alcohol or other substance misuse (SBIRT) 
 
Measure description: The SBIRT measure, or Screening, 

Brief Intervention, and Referral to Treatment, measures 

the percentage of adult patients (ages 18 and older) 

who had appropriate screening and intervention for 

alcohol or other substance abuse. 
 

Purpose: By offering a simple but effective screening for 

alcohol or drug abuse during an office visit, providers 

can help patients get the care and information they 

Statewide 
Data source: Administrative (billing) claims 
Benchmark source: Metrics and Scoring Committee consensus 

 

 
 
 
 
 
 
 
 
 

2.0% 

 
 
 
 
 

 
Benchmark 13.0% 

need to stay healthy. If risky drinking or drug use is 

detected, a brief intervention, and in some cases 

referral, helps the patient recover more quickly and 

0.0% 2013 

avoid serious health problems. 

 
2013 data (n=200,135) 

Race and ethnicity data between 2011 & 2013 
Data missing for 5.7% of respondents   Each race category excl
2011 baseline is 0.0% for all groups 

The percentage of adult patients (ages 18 and older) 

who had screening, brief intervention and referral for 

treatment (when appropriate) for alcohol or other 

substance abuse is a measurement where improvement 

is still needed across all CCOs. Providers are continuing 

to learn more about this measure and how to include 

screening in their daily practice and billing processes. 
 

In 2011, the baseline was 0.0% for this new measure. In 

2013, the statewide rate rose to 2.0%, a marked 

increase. Three CCOs met their improvement target, but 

much improvement is still possible. 

 

American Indian/Alaskan Native 

White 

Hispanic/Latino 
 
 
African American/Black 

Hawaiian/Pacific Islander 

 
2.2% 

 

 
2.0% 

 

 
1.9% 

 

 
1.7% 

 

 
1.3% 

Benchmark 
13.0% 

Asian American 0.6% 
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CCO Incentive and State Performance Measure 
 

Percentage of adult patients who had appropriate screening and intervention for alcohol or substance abuse (SBIRT) in 
2011 & 2013 
Bolded names met benchmark or improvement target 

 

Willamette Valley Community Health 

 
Umpqua Health Alliance 

 
PacificSource 

 
Columbia Pacific 

Western Oregon Advanced Health 

FamilyCare 

Yamhill CCO 

Cascade Health Alliance 

PrimaryHealth of Josephine County 

Health Share 
 

All Care Health Plan 

Eastern Oregon 

Trillium 

Jackson Care Connect 

Intercommunity Health Network 

 
0.0% 8.7% 

 

 
0.0% 3.0% 

 

 
0.0% 3.0% 

 

 
0.0% 2.8% 

 

 
0.2% 2.3% 

 

 
0.0% 2.0% 

 

 
0.0% 1.7% 

 

 
0.0% 1.6% 

 

 
0.0% 1.3% 

 

 
0.0% 1.0% 

 

 
0.0%    0.7% 

 

 
0.2%   0.8% 

 

 
0.0%, 0.2% 

 

 
0.0%, 0.1% 

 

 
0.0%, 0.0% 

 
Benchmark 
13.0% 
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2011 
  

2013 
 

 

 

 
 
 

All-cause readmission 

State Performance Measure 
 

Statewide 
(Lower scores are better) 
Data source: Administrative (billing) claims 

Measure description: Percentage of adult patients (ages 

18 and older) who had a hospital stay and were 

readmitted for any reason within 30 days of discharge. A 

lower score for this measure is better. 
 

Purpose: Some patients who leave the hospital end up 

being admitted again shortly thereafter. Often times, 

these costly and burdensome "readmissions" are 

avoidable. Reducing the preventable problems that send 

patients back to the hospital is the best way to keep 

patients at home and healthy. 

 
2013 data (n=19,878) 

 

The 2013 data shows lowered (better) readmission 

rates. The percentage of adults who had a hospital stay 

Benchmark source: Average of 2012 Commercial and Medicare 75th percentiles 
 

 
 
 
 
 
 
 

12.3% 11.7% 
 

 
 
 
 
 

Race and ethnicity data between 2011 & 2013 
(Lower scores are better) 
Data missing for 3.2% of respondents 

Benchmark 
10.5% 

 
 
 
 
 
 
 
 
 

 
Benchmark 10.5% 

and were readmitted for any reason within 30 days of 

discharge dropped from a 2011 baseline of 12.3% to 

African American/Black 13.7% 16.0% 

11.7% in 2013, a reduction of 5%. 
 

American Indian/Alaskan Native 
 
14.7% 

 
16.6% 

 
 

Asian American 9.8% 10.5% 

 

 

White 
 

11.6% 
 

12.2% 

 

 

Hispanic/Latino 
 

10.1% 11.1% 
 

Hawaiian/ 
Pacific Islander 

 

 
0.0%      1.9% 
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State Performance Measure 
 

Percentage of adult patients who had a hospital stay and were readmitted for any reason with 30 days of discharge 
in 2011 & 2013 
(Lower scores are better) 

 

 
PrimaryHealth of Josephine County 

 

 
 

8.5% 

Benchmark 
10.5% 

 

 
 

14.6% 
 

All Care Health Plan 
 

6.6% 
 

11.2% 
 

Umpqua Health Alliance 
 

12.5% 
 

14.5% 
 

Columbia Pacific 
 

8.2% 
 

10.2% 
 

Eastern Oregon 
 

9.0% 
 

10.7% 
 

Trillium 

Jackson Care Connect 

 
9.0% 

 
10.0% 

 
 

 
10.7% 

 
 

 
11.6% 

Health Share 13.4% 14.2% 
 

Cascade Health Alliance 
 

10.1% 
 

10.5% 
 

FamilyCare 

Willamette Valley Community Health 

PacificSource 

Yamhill CCO 

Intercommunity Health Network 
 

Western Oregon Advanced Health 

 
13.6% 

 

 
12.0% 12.0% 

 

 
10.1% 11.1% 

 

 
8.7% 10.5% 

 

 
11.0% 13.4% 

 

 
9.4% 12.4% 

 
13.6% 
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CCO Incentive and State Performance Measure 
 

Ambulatory care: emergency department 

utilization 
 
Measure description: Rate of patient visits to an 

emergency department. Rates are reported per 1,000 

member months and a lower number suggests more 

appropriate use of this care. 
 

Purpose: Emergency departments are sometimes used 

for problems that could have been treated at a doctor’s 

office or urgent care clinic. Reducing inappropriate 

emergency department use can help to save costs and 

improve the health care experience for patients. 

 
2013 data (n=6,476,701 member months) 

 

This  metric  represents  emergency  department  visits 

that occurred in 2013. Emergency department visits by 

Statewide 
(Lower scores are better) 
Data source: Administrative (billing) claims 
Benchmark source: 2012 National Medicaid 90th percentile 

 
 

 
61.0 

50.5 
 

 
 
 
 

2011 2013 
 
 
 
 

Race and ethnicity data between 2011 & 2013 
(Lower scores are better) 
Data missing for 7.4% of respondents 
Each race category excludes Hispanic/Latino 

 
 
 
 
 
 
 
 
 
 

 
Benchmark 44.4 

people served by CCOs have decreased 17% since 2011 

baseline data. Financial data (starting on page 81) is 

consistent in showing reduced emergency department 

visits. 
 

All 15 CCOs met their improvement target on this 

measure showing a strong trend toward fewer 

emergency department visits and more coordinated 

care. 

White 
 

 
American Indian/Alaskan Native 

African American/Black 

Hawaiian/Pacific Islander 

Benchmark 
44.4 

 

 
 
 
 
 
 
 
 

41.1 

 

54.9 
 
 
 
 
 
 
 
 
 
52.7 

 
 
 
 
62.0 

 

67.4 
 

 
 
 
 
 
68.5 

 
 
 
 
74.0 

 
 
 
 
 
 

 
80.2 

Hispanic/Latino 36.6 42.0 
 

 

Asian American 
 

22.3 
 

25.1 
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CCO Incentive and State Performance Measures 
 

Rate of patient visits to an emergency department in 2011 & 2013 
(Lower scores are better) 
Bolded names met benchmark or improvement target 

 
 

Yamhill CCO 

PrimaryHealth of Josephine County 

Benchmark 
44.4 

 
 
 

40.5 

 

 
58.9 

 

 
57.2 

 

 
77.7 

Willamette Valley Community Health 41.3 55.4 
 

All Care Health Plan 
 

45.0 
 

56.9 
 

Health Share 
 

52.8 
 

64.6 
 

Umpqua Health Alliance 

 
PacificSource 

 
 

 
49.9 

 
 

 
61.6 

 

74.6 
 

86.4 

 

Intercommunity Health Network 
 

48.0 
 

58.2 
 

Western Oregon Advanced Health 
 

49.7 
 

59.7 
 

Cascade Health Alliance 
 

31.6 
 

41.4 
 

Jackson Care Connect 
 

49.2 
 

58.1 
 

Columbia Pacific 
 

50.9 
 

58.2 
 

FamilyCare 
 

50.2 
 

57.4 
 

Eastern Oregon 
 

59.2 
 

65.7 
 

Trillium 
 

51.3 
 

55.5 
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Ambulatory care: outpatient utilization 

State Performance Measure 
 

Statewide 
Data source: Administrative (billing) claims 
Benchmark source: 2012 National Medicaid 90th percentile 

Measure description: Rate of outpatient services, such 

as office visits, home visits, nursing home care, urgent 

care and counseling or screening services. Rates are 

reported per 1,000 member months. 
 

Purpose: Promoting the use of outpatient settings like a 

doctor’s office or urgent care clinic is part of Oregon’s 

goal of making sure patients are getting the right care in 

the right places and at the right times. Increasing the 

use of outpatient care helps improve health and lower 

costs by promoting prevention and keeping down rates 

of unnecessary emergency department use 

 
2013 data (n=6,476,701 member months) 

 

This metric represents outpatient visits that include 

 
 
 
 
 
 
 
 

 
364.2 323.5 

 

2011 2013 
 
 

 

Race and ethnicity data between 2011 & 2013 
Data missing for 7.4 % of respondents 
Each race category excludes Hispanic/Latino 

 
 
 
 
 
 

 
Benchmark 439.0 

 

 
 
 
 
 
 
 
 
 
 

Benchmark 
439.0 

office visits or routine visits to hospital outpatient 

departments, visits to primary care and specialists, as 

well as home and nursing home visits by people served 

by CCOs in 2013. 

 
This metric shows a trend toward fewer outpatient 

visits; however, the financial data shown in this report 

point toward an increase in primary care visits. 

Asian American 
 

 
African American/Black 

Hispanic/Latino 

Hawaiian/Pacific Islander 

 
 
 
 
 
 
 
 
 
 
221.7 

 

 
 
 
 
 
 
267.0 

319.1 
 

 
307.6 

 
 
 
 
 
 
 
 
 
 
260.1 

 

 
 
 
 
 
 
295.3 

336.5 
 

 
331.1 

White 349.2 394.7 

 

 

American Indian/Alaskan Native 305.1 387.1 



 

AMBULATORY CARE: OUTPATIENT UTILIZATION 
State Performance Measure 

 

Rate of patient visits to a doctor's office or urgent care in 2011 & 2013 
Rates are reported per 1,000 member months 

 
 

Cascade Health Alliance 
 

345.7 
 

409.6 
Benchmark 
439.0 

 

Umpqua Health Alliance 
 

342.6   
396.7 

 

Trillium 
 

339.6 
 

375.0 
 

 

Willamette Valley Community Health 
 

337.4 
 

357.6 
 

Health Share 
 

337.4 
 

363.0 
 

Jackson Care Connect 

Intercommunity Health Network 

 

328.7 
 

 
328.6 

 

373.3 
 
 
 

404.1 

Columbia Pacific 327.3 412.3 

 

Western Oregon Advanced Health 325.2 384.2 

 

PacificSource 318.7 363.0 

 

PrimaryHealth of Josephine County 312.9 337.9 

 

Yamhill County 302.9 356.2 

 
 

AllCare Health Plan 302.4 406.5 

 
 

Eastern Oregon 
 

FamilyCare 

 
 
 

267.4 

298.2 
 

 
296.9 

339.6 
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   ludes Hispanic/Latino 
e to low numbers (n<30) 

Benchmark 
76.0%  

 

Appropriate testing for children with 

pharyngitis 

State Performance Measure 
 

Statewide 
Data source: Administrative (billing) claims 
Benchmark source: 2012 National Medicaid 75th percentile 

 

Measure description: Percentage of children with a sore 

throat (pharyngitis) who were given a strep test before 

getting an antibiotic. 
 

Purpose: A strep test helps determine whether or not a 

child will benefit from antibiotics for a sore throat 

(pharyngitis).This test can help reduce the overuse of 

antibiotics, which can improve care quality and ensure 

that antibiotics continue to work when they are needed. 

 
2013 data (n=6,602) 

 

This metric tracks the percentage of children with a sore 

throat (pharyngitis) who had a strep test before being 

prescribed antibiotics. The 2013 data is comparable to 

 

 
73.7% 72.8% 

 

 
 
 
 
 
 
 

2011 2013 
 

 
 
 

Race and ethnicity data between 2011 & 2013 
Data missing for 8.9% of respondents. 
Each race category exc 
~Data suppressed du 

 

 
Benchmark 76.0% 

the 2011 baseline. American Indian/Alaskan Native 68.9% 69.0% 

 

White 
 

73.5% 
 

73.9% 
 
 

African American/Black 
 

76.5% 
 

77.1% 
 

 

Hispanic/Latino 
 

70.8% 
 

73.6% 
 

 

Asian American 
 

69.3% 
 

74.8% 

 
 

Hawaiian/Pacific Islander ~ 
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State Performance Measure 
 

Percentage of children with a sore throat who were given a strep test before getting an antibiotic in 2011 & 2013 
 

 
 
 

FamilyCare 

Cascade Health Alliance 

PacificSource 

Yamhill CCO 

Trillium 
 

Health Share 

Jackson Care Connect 

 
Benchmark 
76.0% 

 
70.0% 82.0% 

 

 
82.4% 90.4% 

 

 
75.3% 82.2% 

 

 
65.3%  70.2% 

 

 
78.8% 80.6% 

 

 
72.1% 73.8% 

 

 
76.6% 76.8% 

Intercommunity Health Network 69.2% 70.1% 
 

Eastern Oregon 
 

61.4% 
 

64.7% 
 

All Care Health Plan 
 

72.2% 
 

76.7% 
 

Umpqua Health Alliance 
 

36.7% 
 

41.9% 
 

Western Oregon Advanced Health 
 

64.6% 
 

71.3% 
 

Willamette Valley Community Health 
 

83.6% 
 

90.7% 
 

Columbia Pacific 
 

59.0% 
 

66.5% 
 

PrimaryHealth of Josephine County 
 

67.7% 
 

80.9% 
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 Benchmark 
74.0% 

 

 

 

 
 
 

Cervical cancer screening 

State Performance Measure 
 

Statewide 
Data source: Administrative (billing) claims 
Benchmark source: 2012 National Medicaid 75th percentile 

Measure description: Percentage of women patients 

(ages 21 to 64) who got one or more Pap tests for 

cervical cancer during the past three years. 

 
Purpose: A Pap test helps find early signs of cancer in 

the cervix when the disease is easier and less costly to 

treat. Treating cervical cancer in its earliest stages also 

increases the five-year survival rate to 92 percent, 

according to the American Cancer Society. 

 
2013 data (n=71,364) 

 

This metric tracks the percentage of women (ages 21 to 

64) who had one or more Pap tests for cervical cancer in 

the past three years. 

 
 
 
 
 

56.1% 53.3% 

 
 
 
 
 

2011 2013 
 
 

 
Race and ethnicity data between 2011 & 2013 
Data missing for 6.3% of respondents 

 

 
 
 
Benchmark 74.0% 

 

The 2013 data shows there is room for further 

development and attention for cervical cancer 

screening. The 2013 percentage is lower than the 

percentage of women screened in 2011. The lowered 

screening rates may be due to a number of factors 

including national guideline changes reported in 2012 

for cervical cancer screening. 

 
Asian American 

 

 
American Indian/Alaskan Native 

Hispanic/Latino 

 

 
 
 
 
49.4% 

 
59.7% 

 

 
 
 
 
 

62.3% 

 

 
 
 
 
50.4% 

 
60.2% 

 

 
 
 
 
 

63.5% 

Hawaiian/Pacific Islander 54.6% 55.9% 
 

 

White 
 

51.4% 
 

54.1% 

 

 

African American/Black 58.2% 61.4% 
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State Performance Measure 
 

Percentage of women patients (age 21 to 64) who got one or more Pap tests for cervical cancer in the past three years in 
2011 & 2013 

 
 

Yamhill CCO 

 

 
58.9% 

 

 
59.8% 

Benchmark 
74.0% 

 

All Care Health Plan 
 

51.4% 
 

52.7%  

 

Health Share 
 

55.3% 
  

56.9% 

 

Umpqua Health Alliance 
 

55.6% 
  

57.2% 

 

Willamette Valley Community Health 
 

55.8% 
  

57.7% 

 

Cascade Health Alliance 
 

54.0% 
  

56.2% 

 

Columbia Pacific 
 

50.3% 
 

52.5% 
 

 

FamilyCare 
 

54.4% 
  

56.7% 

Jackson Care Connect 
 

55.9%   
58.4% 

 

PacificSource 
 

53.8%   
56.6% 

 

Intercommunity Health Network 
 

51.4% 
 

54.3% 

 

Eastern Oregon 
 

51.6% 
 

56.0% 

 

Western Oregon Advanced Health 
 

48.3% 
 

52.9% 

 

Trillium 

PrimaryHealth of Josephine County 

 
 
 

40.5% 

 

48.5% 
 

 
47.5% 

 

54.2% 
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State Performance Measure 
 

Childhood and adolescent access to primary 

care providers (all ages) 
 
Measure description: Percentage of children and 

adolescents (ages 12 months – 19 years) who had a visit 

with a primary care provider. 
 

Purpose: Access to a primary care provider is important 

for the healthy growth and development of children and 

teens. Measuring visits with a primary care provider 

helps to identify and address barriers to services that 

can keep youth healthy. 

 
2013 data (n=283,928) 

 

This measure tracks child and adolescent access to 

primary care providers by measuring the percentage of 

Statewide 
Data source: Administrative (billing) claims 
Benchmark source: 2011 National Medicaid 75th percentile (average of the four age breakouts for 
this measure) 

Benchmark 93.6% 
 

88.5% 87.0% 

 
 
 
 
 
 

 
2011 2013 

 
 

 

Race and ethnicity data between 2011 & 2013 
Data missing for 8.3% of respondents 

Benchmark 
93.6% 

children who had a visit with a primary care provider 

during the last year. The measure is split into five 

categories: all ages, 12-24 months, 26 months - 6 years, 

7-11 years, and 12-19 years. 

White 
 

 
Asian American 

81.7%      86.6% 
 

 
85.2% 86.2% 

 

This set of measures shows an area with an opportunity 

for improvement. In 2013 statewide, there was not 

improvement on these measures when compared to 

2011. 

 
This measure cannot be reported at the CCO level for 

2013. 

 
African American/Black 

Hispanic/Latino 

American Indian/Alaskan Native 
 

 
Hawaiian/Pacific Islander 

 
85.4% 

 

 
88.3% 

 

 
88.1% 

 

 
77.9% 

 
85.6% 

 
 
 
 
 
 
 
 
 
88.6% 

 

 
 
 
 
89.2% 

 

 
89.5% 

 

(50%) (75%) (100%) 
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   of respondents Benchmark 
98.2%  

 

State Performance Measure 
 

Childhood and adolescent access to primary 

care providers (12 - 24 months) 
 
Measure description: Percentage of children and 

adolescents (ages 12- 24 months) who had a visit with a 

primary care provider. 
 

Purpose: Access to a primary care provider is important 

for the healthy growth and development of children and 

teens. Measuring visits with a primary care provider 

 
can keep youth healthy. 

 
2013 data (n=21,184) 

Statewide 
Data source: Administrative (billing) claims 
Benchmark source: 2011 National Medicaid 75th percentile 

 

 
 
 
 
 
 
 
 
 
 
 

2011 2013 
 

 
 

Race and ethnicity data between 2011 & 2013 
Data missing for 9.9% 

 
 
 
 
 
Benchmark 98.2% 

 

American Indian/Alaskan Native 
 

96.2% 97.4% 
 

 

African American/Black 
 

95.7% 
 

96.3% 
 

 

Hispanic/Latino 
 

98.0% 
 

98.7% 
 

 

White 
 

95.8% 
 

96.8% 
 

 

Asian American 
 

95.4% 
 

97.4% 
 

 

Hawaiian/Pacific Islander 94.3% 98.5% 

 

(75%) (100%) 
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of respondents Benchmark 
91.6% 

 

 

State Performance Measure 
 

Childhood and adolescent access to primary 

care providers (25 months - 6 years) 

Statewide 
Data source: Administrative (billing) claims 
Benchmark source: 2011 National Medicaid 75th percentile 

 

Measure description: Percentage of children and 

adolescents (ages 25 months – 6 years) who had a visit 

with a primary care provider. 
 

Purpose: Access to a primary care provider is important 

for the healthy growth and development of children and 

teens. Measuring visits with a primary care provider 

helps to identify and address barriers to services that 

can keep youth healthy. 

 
2013 data (n=96,722) 

 
 

86.2% 84.3% 

 
 
 
 
 
 
 

2011 2013 
 
 

 
Race and ethnicity data between 2011 & 2013 
Data missing for 9.4% 

 

Benchmark 91.6% 

 

Asian American 
 
 

African American/Black 

 

84.7% 86.9% 
 

 
82.4% 82.6% 

 

 

Hispanic/Latino 
 

86.9% 
 

88.3% 
 

 

American Indian/Alaskan Native 
 

85.9% 
 

87.4% 
 

 

White 
 
 

Hawaiian/Pacific Islander 

 

 
 
 

71.7% 

 

83.1% 
 

 
78.3% 

 

85.5% 

 

(50%) (75%) (100%) 
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State Performance Measure 
 

Childhood and adolecsent access to primary 

care providers (7 - 11 years) 

Statewide 
Data source: Administrative (billing) claims 
Benchmark source: 2011 National Medicaid 75th percentile 

 

Measure description: Percentage of children and 

adolescents (ages 7 - 11 years) who had a visit with a 

primary care provider. 
 

Purpose: Access to a primary care provider is important 

for the healthy growth and development of children and 

teens. Measuring visits with a primary care provider 

helps to identify and address barriers to services that 

can keep youth healthy. 

 
2013 data (n=75,393) 

 
 

88.2% 87.2% 
 
 
 
 
 
 

 
2011 2013 

 

 
 
 

Race and ethnicity data between 2011 & 2013 
Data missing for 8.0% of respondents 

Benchmark 93.0% 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Benchmark 
93.0% 

Asian American 

Hispanic/Latino 

84.3% 85.5% 
 

 
88.4% 88.7% 

African American/Black 84.1% 85.2% 
 

 

American Indian/Alaskan Native 
 

87.7% 
 

89.3% 
 

 

White 
 

86.7% 
 

88.6% 

 

Hawaiian/ 
Pacific Islander 

 
76.7% 

 
79.4% 

 

(75%) (100%) 
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State Performance Measure 
 

Childhood and adolescent access to primary 

care providers (12 - 19 years) 

Statewide 
Data source: Administrative (billing) claims 
Benchmark source: 2011 National Medicaid 75th percentile 

 

Measure description: Percentage of children and 

adolescents (ages 12 - 19 years) who had a visit with a 

primary care provider. 
 

Purpose: Access to a primary care provider is important 

for the healthy growth and development of children and 

teens. Measuring visits with a primary care provider 

helps to identify and address barriers to services that 

can keep youth healthy. 

 
2013 data (n=90,629) 

 

 
88.9% 87.6% 

 
 
 
 
 
 

 
2011 2013 

 
 
 
 

Race and ethnicity data between 2011 & 2013 
Data missing for 7.2% of respondents 

 

Benchmark 91.7% 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Benchmark 
91.7% 

Hawaiian/Pacific Islander 

Asian American 

81.0% 84.8% 
 

 
83.2% 84.4% 

African American/Black 87.0% 87.0% 
 

 

Hispanic/Latino 
 

87.5% 
 

88.0% 
 

 

American Indian/Alaskan Native 
 

88.6%  90.3% 
 

 

White 87.9% 89.8% 

 

(75%) (100%) 
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Childhood immunization status 
 
Measure description: Percentage of children who 

received recommended vaccines before their 2nd 

birthday. 

State Performance Measure 
 

Statewide 
Data source: Administrative (billing) claims and ALERT Immunization Information System 
Benchmark source: 2012 National Medicaid 75th percentile 

 

 
 

Benchmark 82.0% 
66.0% 65.3% 

Purpose: Vaccines are one of the safest, easiest and 

most effective ways to protect children from potentially 

serious diseases. Vaccines are also cost-effective tools 

that help to prevent the spread of serious diseases 

which can sometimes lead to widespread public health 

threats. 

 

 
 
 
 
 
 
2011 2013 

 

2013 data (n=7,581) 
 

This metric tracks the percentage of children who 

received their recommended vaccines before their 2nd 

birthday. The 2013 data shows mixed results. While 

 

 

Race and ethnicity data between 2011 & 2013 
Data missing for 9.4% of respondents 

 

 
 
 
 
Benchmark 

82.0% 

some CCOs improved the percentage of children up to 

date on immunizations, the statewide rate is slightly 

lower than 2011. 

Hawaiian/Pacific Islander 
 
 
Asian American 

46.3% 59.6%  
 
 
72.9%     82.8% 

 

American Indian/Alaskan Native 

Hispanic/Latino 

 

63.9% 68.3% 
 

 
75.5% 78.7% 

White 59.5% 60.4% 
 

 

African American/Black 60.6% 61.7% 
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State Performance Measure 
 

Percentage of children who received recommended vaccines before their 2nd birthday in 2011 & 2013 
 
 

 
Columbia Pacific 

 

 
 

58.5% 65.3% 

Benchmark 
82.0% 

 

PrimaryHealth of Josephine County 
 

Eastern Oregon 

Willamette Valley Community Health 

Health Share 
 

FamilyCare 

Cascade Health Alliance 

 
69.7%    74.5% 

 

 
65.6% 68.3% 

 

 
66.5% 68.8% 

 

 
68.0% 69.4% 

 

 
67.5% 68.5% 

 

 
73.1% 74.0% 

Trillium 63.9% 64.2% 
 

Intercommunity Health Network 
 

55.1% 
 

58.0% 
 

Yamhill CCO 
 

55.9% 
 

59.0% 
 

Umpqua Health Alliance 
 

63.6% 67.7% 
 

All Care Health Plan 
 

58.8% 
 

64.1% 
 

PacificSource 
 

58.3% 
 

64.6% 
 

Jackson Care Connect 
 

58.1% 
 

69.6% 
 

Western Oregon Advanced Health 
 

49.0% 
 

67.0% 



313  

 

 
 
 

Chlamydia screening in women ages 16-24 

State Performance Measure 
 

Statewide 
Data source: Administrative (billing) claims 
Benchmark source: 2012 National Medicaid 75th percentile 

Measure description: Percentage of sexually active 
women (ages 16-24) who had a test for chlamydia 

infection. 
 

Purpose: Chlamydia is the most common reportable 

illness in Oregon. Since there are usually no symptoms, 

routine screening is important to find the disease early 

so that it can be treated and cured with antibiotics. If 

 
 
 
 
 

 
59.9% 

 
 
 
 
 
 
 
54.4% 

 
 
 
 
 
Benchmark 63.0% 

chlamydia is not found and treated, it can lead to pelvic 

inflammatory disease, which can cause infertility. 

 
2013 data (n=18,636) 

 

This metric tracks the percentage of sexually active 

women ages 16-24 who were tested for chlamydia 

infection. The 2013 data show a decrease in chlamydia 

 

2011 2013 
 
 
 

 
Race and ethnicity data between 2011 & 2013 

 

Data missing for 7.8% of respondents 

screening across the state when compared to 2011. Hawaiian/Pacific Islander 53.1% 64.9% 

 
 

American Indian/Alaskan Native 

Hispanic/Latino 

 
51.0% 

 

 
54.9% 

 
51.3% 

Benchmark 
63.0% 

 
 
56.2% 

White 52.9% 57.8% 
 

 

African American/Black 
 

70.4% 
 

77.4% 

 

 

Asian American 46.5% 60.3% 
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State Performance Measure 
 

Percentage of sexually active women (ages 16-24) who had a test for chlamydia infection in 2011 & 2013 
 
 

 
 

PacificSource 

 

 
 

52.7% 

Benchmark 
63.0% 

56.2% 
 

Willamette Valley Community Health 
 

58.0% 
 

59.7% 
 

Yamhill CCO 
 

52.1% 
 

54.9% 
 

Cascade Health Alliance 
 

52.5% 
 

56.0% 
 

Health Share 
 

62.3% 
 

65.8% 
 

Eastern Oregon 
 

Trillium 

 
50.2% 

 

 
48.9% 

 
54.8% 

 

 
54.4% 

 

FamilyCare 

Jackson Care Connect 

PrimaryHealth of Josephine County 

 

 
 
 
 
 

43.5% 

 
 

 
51.2% 

 

 
50.7% 

 
58.7% 

 

 
58.0% 

 
64.4% 

Umpqua Health Alliance 41.5% 49.6% 
 

Western Oregon Advanced Health 
 

51.5% 
 

59.8% 
 

Intercommunity Health Network 
 

47.4% 
 

57.1% 
 

All Care Health Plan 
 

48.8% 
 

60.6% 
 

Columbia Pacific 
 

43.6% 
 

57.9% 
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Colorectal cancer screening 

CCO Incentive and State Performance Measure 
 

Statewide 
Data source: Administrative (billing) claims 
Benchmark source: Metrics and Scoring Committee consensus 

Measure description: Rate of adult patients (ages 50-75) 

who had appropriate screenings for colorectal cancer 

during the measurement year. Rates are reported per 

1,000 member months. 
 

Purpose: Colorectal cancer is Oregon’s second leading 

cause of cancer deaths. With appropriate screening, 

abnormal growths in the colon can be found and 

removed before they turn into cancer. Colorectal cancer 

screening saves lives, while also keeping overall health 

care costs down. 

 
2013 data (n=648,070 member months) 

 
The colorectal cancer screening metric represents 

 
 
 
 

Benchmark: 3% improvement from baseline 

10.7 11.4 

 
 
 
 

2011 2013 
 
 

 
Race and ethnicity data between 2011 & 2013 

 

Data missing for 2.1% of respondents 

screenings that have occurred in 2013 for eligible 

members (those between 50 and 75 years of age). In 

2013, the colorectal cancer screening rate was 11.4 

screenings per 1,000 member months, an increase from 

10.7 in 2011. Overall, six CCOs exceeded their 

improvement target. 

American Indian/Alaskan Native 

Asian American 

Hispanic/Latino 

6.5 9.9  
 
 
 
 
 
 
10.9 12.8 

 

 
 
 
14.4 16.4 

 

Hawaiian/Pacific Islander 

White 

African American/Black 

 

9.4 11.0 
 

 
9.6 10.8 

 

 
12.7 13.6 
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CCO Incentive and State Performance Measure 
 

Rate of adult patients who had appropriate screenings for colorectal cancer during the measurement year in 2011 & 2013 
Bolded names met invidvidual benchmark (3% above baseline) 
Rates are per 1,000 member months 

 
 

Yamhill CCO 

Eastern Oregon 

Willamette Valley Community Health 
 

FamilyCare 

Columbia Pacific 

Health Share 

PacificSource 

 

6.1 15.7 
 

 
4.5 9.0 

 

 
10.7 14.0 

 

 
10.5 13.5 

 

 
7.1 9.2 

 

 
12.5 14.0 

 

 
10.3 10.3 

Trillium 8.6 8.8 

 

Intercommunity Health Network 
 

9.5 
 

10.2 
 

Jackson Care Connect 
 

8.9 
 

9.7 
 

Cascade Health Alliance 
 

7.3 
 

8.4 
 

PrimaryHealth of Josephine County 
 

7.5 
 

8.7 
 

Umpqua Health Alliance 

Western Oregon Advanced Health 

All Care Health Plan 

 
 

 
7.2 

 

 
7.4 

 
10.3 

 

 
10.7 

 

 
11.0 

 
11.7 
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 Benchmark  
of respondents 86.0%  

 

State Performance Measure 
 

Comprehensive diabetes care: HbA1c testing 
 
Measure description: Percentage of adult patients (ages 

18-75) with diabetes who received at least one A1c 

blood sugar test. 
 

Purpose: Controlling blood sugar levels is important to 

help people with diabetes manage their disease. It is 

also a key way to assess the overall effectiveness of 

diabetes care in Oregon. By improving the quality of 

care for diabetes, Oregon can help patients avoid 

complications and hospitalizations that lead to poor 

health and high costs. 

 
2013 data (n=20,105) 

 

This metric tracks the percentage of adult patients with 

diabetes who received at least one A1c blood sugar test 

during 2013. The 2013 data is comparable to baseline. 

Statewide 
Data source: Administrative (billing) claims 
Benchmark source: 2012 National Medicaid 75th percentile 

 

 
 
 

78.5% 79.3% 
 
 
 
 
 

 
2011 2013 

 

 
 
 

Race and ethnicity data between 2011 & 2013 
Data missing for 3.1% 

 
 

Asian American 

Hawaiian/Pacific Islander 

 
 
 
 
 

 
Benchmark 86.0% 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
77.8% 82.8% 

 

 
79.5% 84.3% 

African American/Black 
 
 

American Indian/Alaskan Native 

Hispanic/Latino 

White 

79.2% 82.1% 
 

 
70.8% 73.0% 

 

 
80.3% 81.5% 

 

 
78.8% 78.8% 
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State Performance Measure 
 

Percentage of adult patients with diabetes who received at least one A1c blood sugar test in 2011 & 2013 
 

 

 
Trillium 

Yamhill CCO 

Cascade Health Alliance 

 

 
63.6% 80.0% 

 

 
74.0% 83.0% 

 

 
76.3% 82.5% 

Benchmark 
86.0% 

 

FamilyCare 

Willamette Valley Community Health 

Health Share 

 

78.6% 80.8% 
 

 
77.0% 78.6% 

 

 
80.3% 80.7% 

 

Columbia Pacific 
 

76.8% 
 

77.3% 

 

Intercommunity Health Network 
 

81.7% 
 

83.5% 

 

PacificSource 77.7% 80.6% 

 

Western Oregon Advanced Health 
 

77.0% 
 

80.8% 

 

Umpqua Health Alliance 
 

77.2% 
 

81.1% 
 

All Care Health Plan 
 

76.6% 
 

81.7% 

 

PrimaryHealth of Josephine County 
 

75.1% 
 

80.8% 

 

Jackson Care Connect 
 

Eastern Oregon 

 
 
 

70.9% 

 

79.4% 
 

 
78.8% 

 

86.4% 
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% of respondents Benchmark 

80.0%  

 

State Performance Measure 
 

Comprehensive diabetes care: LDL-C screening 
 
Measure description: Percentage of adult patients (ages 

18-75) with diabetes who received an LDL-C 

(cholesterol) test. 
 

Purpose: This test helps people with diabetes manage 

their condition by measuring the level of 'bad 

cholesterol' (LDL-C) in the blood. Managing cholesterol 

levels can help people with diabetes avoid problems 

such as heart disease and stroke. 

 
2013 data (n=20,105) 

 

This metric tracks the percentage of adult patients with 

diabetes who received an LDL-C (cholesterol) test during 

2013. The 2013 statewide data shows a 5% 

improvement from baseline. 

Statewide 
Data source: Administrative (billing) claims 
Benchmark source: 2012 National Medicaid 75th percentile 

 

 
 
 

67.2% 70.1% 
 

 
 
 
 
 
 

2011 2013 
 
 
 
 

Race and ethnicity data between 2011 & 2013 
 

Data missing for 3.1 

 
 
 
 
 
 
 
Benchmark 80.0% 

African American/Black 
 

 
Hawaiian/Pacific Islander 

66.0% 73.1% 
 

 
65.4% 72.3% 

 

 

American Indian/Alaskan Native 

Asian American 

Hispanic/Latino 
 

 
White 

 

58.2% 64.1% 
 

 
71.3% 76.8% 

 

 
67.2% 70.2% 

 

 
67.7% 69.7% 
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State Performance Measure 
 

Percentage of adult patients (ages 18-85) with diabetes who received an LDL-C (cholesterol) test in 2011 & 2013 
 
 

 
Trillium 

Yamhill CCO 

FamilyCare 

 

 
 

55.2% 71.4% 
 

 
63.5% 73.5% 

 

 
66.4% 72.8% 

Benchmark 
80% 

Health Share 

Willamette Valley Community Health 

Columbia Pacific 

Cascade Health Alliance 

PacificSource 

68.2% 72.0% 
 

 
73.1% 74.2% 

 

 
65.6% 66.5% 

 

 
62.6% 63.5% 

 

 
63.2% 63.7% 

 

Eastern Oregon 

All Care Health Plan 

 

61.5% 
 

61.5% 
 

 
70.4% 

 
 
 

70.6% 

PrimaryHealth of Josephine County 64.6% 65.7% 
 

Intercommunity Health Network 
 

68.2% 
 

70.3% 
 

Umpqua Health Alliance 
 

68.6% 
 

71.7% 
 

Western Oregon Advanced Health 
 

65.9% 
 

69.3% 
 

Jackson Care Connect 
 

66.8% 
 

71.5% 
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CCO Incentive and State Performance Measure 
 

Developmental screening in the first 36 months 

of life 

Statewide 
Data source: Administrative (billing) claims 
Benchmark source: Metrics and Scoring Committee consensus 

 

Measure description: Percentage of children who were 

screened for risks of developmental, behavioral and 

social delays using standardized screening tools in the 

12 months preceding their first, second or third 

birthday. 
 

Purpose: Early childhood screening helps find delays in 

 
 
 
 
 
 
 
 
20.9% 

 

 
 
 
 
 
 
33.1% 

 

 
 
 
 
 
Benchmark 50.0% 

development as early as possible, which leads to better 

health outcomes and reduced costs. Early 

developmental screening provides an opportunity to 

refer children to the appropriate specialty care before 

problems worsen. Often, developmental delays are not 

found until kindergarten or later – well beyond the time 

when treatments are most helpful. 

 

2011 2013 
 
 

 
Race and ethnicity data between 2011 & 2013 
Data missing for 11.0% of respondents 

 
 
 
 
 
 
 
 
Benchmark 

50.0% 

 
2013 data (n=20,043) 

 

The percentage of children who were screened for the 

risk of developmental, behavioral, and social delays 

increased from a 2011 baseline of 20.9% to 33.1% in 

2013, an increase of 58%. 

 
In 2013, all CCOs exceeded their improvement target 

and four surpassed the benchmark of 50%. There have 

been marked gains in this measure across Oregon. 

American Indian/Alaskan Native 
 

 
White 

 
 
African American/Black 

Hispanic/Latino 

Asian American 
 

 
Hawaiian/Pacific Islander 

17.1% 36.0% 
 

 
22.0% 35.6% 

 

 
22.6% 35.2% 

 

 
18.7% 28.7% 

 

 
22.8% 31.2% 

 

 
26.6%   32.0% 
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CCO Incentive and State Performance Measure 
 

Percentage of children up to three-years-old screened for developmental delays in 2011 & 2013 
Bolded names met benchmark or improvement target 

 

 

Western Oregon Advanced Health 

Umpqua Health Alliance 

Eastern Oregon 

 

21.2% 57.1% 
 

 
1.2% 27.2% 

 

 
6.7% 30.0% 

 

Jackson Care Connect 

 
Health Share 

Intercommunity Health Network 

Trillium 

 

2.0% 23.5% 
 

 
19.3% 33.9% 

 

 
12.1% 24.9% 

 

 
16.3% 28.3% 

 
Benchmark 
50.0% 

 

FamilyCare 
 

39.5% 50.7% 
 

Columbia Pacific 

All Care Health Plan 

PacificSource 

Yamhill CCO 

Willamette Valley Community Health 

 

22.2% 33.1% 
 

 
19.6% 30.0% 

 

 
21.0% 30.8% 

 

 
9.4% 16.8% 

 

 
19.4%     23.9% 

 

Cascade Health Alliance 
 

58.0% 
 

60.1% 
 

PrimaryHealth of Josephine County 
 

62.7% 
 

67.1% 
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2.6% 

 
 

2011 2013 

 

 

 
 
 

Early Elective Delivery 

CCO Incentive and State Performance Measure 
 

Statewide 
(Lower scores are better) 
Data source: Administrative (billing) claims, Vital Records, and hospitals 

Measure description: Percentage of women who had an 

elective delivery between 37 and 39 weeks of gestation. 

(A lower score is better.) 
 

Purpose: There is a substantial body of evidence 

showing that an infant born at 37 weeks has worse 

health outcomes than one born at 40 weeks. 

Specifically, stays at the neonatal intensive care unit are 

higher in children at 37-38 weeks than children who 

completed at least 39 weeks. Because of this, it has 

become a national and state priority to limit elective 

deliveries to pregnancies that have completed at least 

39 weeks gestation. 

 
2013 data 

 

Elective deliveries before 39 weeks have decreased 74% 

across the state, from a 2011 baseline of 10.1% to 2.6% 

in 2013. All CCOs were below the benchmark of 5% for 

this measure, showing a success across Oregon for 

better and safer care for mothers and babies. 

Benchmark source: Metrics and Scoring Committee consensus 
 

 
 
 
 
 

10.1% 
 

 
 
 
 
 
 
 
 

Race and ethnicity data between 2011 & 2013 
Race and ethnicity data for this measure are not available 

 
 
 
 
 
 
 
 
 

 
Benchmark 5.0% 
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CCO Incentive and State Performance Measures 
 

Percentage of women who had an elective delivery between 37 and 39 weeks of gestation in 2011 & 2013 
(Lower scores are better) 
Bolded names met benchmark or improvement target 

 
Willamette Valley Community Health 

 

 
 

2.4% 

 

Benchmark 
5.0% 

 

 
 

14.9% 
 

Yamhill CCO 
 

1.2% 
 

12.0% 
 

Western Oregon Advanced Health 
 

0.2% 
 

10.1% 
 

PacificSource 
 

0.6% 
 

10.3% 
 

PrimaryHealth of Josephine County 
 

0.5% 
 

10.1% 
 

All Care Health Plan 

Columbia Pacific 

 

1.8% 
 

 
1.6% 

 

10.5% 
 

 
10.1% 

Health Share 3.5% 11.8% 
 

Cascade Health Alliance 
 

2.1% 
 

10.1% 
 

Trillium 
 

2.2% 
 

10.1% 
 

Intercommunity Health Network 
 

2.3% 
 

10.1% 
 

Jackson Care Connect 
 

3.3% 
 

10.7% 
 

Umpqua Health Alliance 
 

3.6% 
 

10.1% 
 

FamilyCare 
 

4.3% 
 

10.5% 
 

Eastern Oregon 
 

1.8% 
 

7.2% 



325  

CCO Incentive and State Performance Measure 
 

Electronic Health Record (EHR) adoption 
 
Measure description: Percentage of eligible providers 

within a CCO’s network and service area who qualified 

for a “meaningful use” incentive payment during the 

measurement year through Medicaid, Medicare, or 

Medicare Advantage EHR Incentive Programs. 

Statewide 
Data source: state and federal EHR Incentive Program 
Benchmark source: federal assumed rate for non-hospital based EHR adoption and Meaningful Use 
by 2014 

 
 

 
59.0% 

 
Benchmark 49.2% 

 

Purpose: Electronic health records have the potential to 

improve coordination of care, increase patient safety, 

reduce medical error, and contain health care costs by 

reducing costly, duplicative tests. Physicians who use 

electronic health records use information available to 

make the most appropriate clinical decisions. 

 
2013 data (n=8,236 eligible providers) 

 

Electronic Health Record Adoption measures the 

percentage of eligible providers who received a 

"meaningful use" payment for EHR adoption. Electronic 

health record adoption among measured providers has 

doubled. In 2011, 28% of eligible providers had adopted 

certified EHRs. By the end of 2013, 59% of eligible 

providers had adopted certified EHRs, an increase of 

110%. 
 

All CCOs met their improvement target or surpassed the 

benchmark of 49.2%. 

 

28.0% 
 
 

2011 2013 
 

 
 
 

Race and ethnicity data between 2011 & 2013 
Electronic Health Record adoption will not be stratified by race and ethnicity 
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CCO Incentive and State Performance Measure 
 

Percentage of providers who qualified for an EHR incentive payment during the measurement year in 2011 & 2013 
Bolded names met benchmark or improvement target 

 
 

All Care Health Plan 

Western Oregon Advanced Health 

PrimaryHealth of Josephine County 

Jackson Care Connect 

Willamette Valley Community Health 

Umpqua Health Alliance 

 
FamilyCare 

Eastern Oregon 

Cascade Health Alliance 

 
Trillium 

PacificSource 

Columbia Pacific 

Health Share 

Yamhill CCO 

Intercommunity Health Network 

Benchmark 
49.2% 

21.3% 71.5% 
 

 
17.9% 63.8% 

 

 
27.6% 72.5% 

 

 
16.1% 60.5% 

 

 
25.6% 68.4% 

 

 
35.2% 77.2% 

 

 
31.7% 69.8% 

 

 
12.0% 46.0% 

 

 
31.6% 64.9% 

 

 
16.4% 48.6% 

 

 
25.8% 57.8% 

 

 
35.3% 65.6% 

 

 
32.3% 59.2% 

 

 
28.1% 53.9% 

 

 
34.3% 59.5% 
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of respondents 
  

e to low numbers (n<30) 
Benchmark 

68.0%  

 

CCO Incentive and State Performance Measure 
 

Follow-up after hospitalization for mental 

illness 
 
Measure description: Percentage of patients (ages 6 

Statewide 
Data source: Administrative (billing) claims 
Benchmark source: 2012 National Medicaid 90th percentile 

 

provider within seven days of being discharged from the 

hospital for mental illness. 
 

Purpose: Follow-up care is important to help patients 

make progress and feel better after being in the hospital 

for mental illness. This measure addresses an emerging 

issue for children and adults by suggesting follow up for 

patients ages 6 and up. Additionally, research shows 

that follow-up care helps keep patients from returning 

to the hospital, providing an important opportunity to 

reduce health care costs and improve health. 

 
2013 data (n=1,825) 

 

This metric represents follow-up visits within seven days 

after patients were discharged from a hospital with a 

mental health diagnosis. In 2013, the percentage of 

patients with a follow-up visit was 67.6%, approaching 

the benchmark of 68.0%. Eight CCOs exceeded the 

 
 
 
 
 
 

 
2011 2013 

 

 
 
 

Race and ethnicity data between 2011 & 2013 
Data missing for 4.9% 
~Data suppressed du 

 
Asian American 

Hispanic/Latino 

White 

Benchmark 68.0% 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
65.2% 74.3% 

 

 
63.3% 67.6% 

 

 
66.1% 68.9% 

benchmark for this measure, showing progress. African American/Black 
 
51.9% 52.2% 

 

 

American Indian/Alaskan Native ~ 
 

72.3% 
 

 

Hawaiian/Pacific Islander ~ 
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 Benchmark  
 68.0%  

 

CCO Incentive and State Performance Measure 
 

Percentage of patients who received follow-up care within 7 days of being dishcarged from the hosptital for mental illness in 
2011 & 2013 
Bolded names met benchmark or improvement target 

 

Columbia Pacific 

Yamhill CCO 

Western Oregon Advanced Health 

Willamette Valley Community Health 

PrimaryHealth of Josephine County 

Cascade Health Alliance 

FamilyCare 

Umpqua 

Health Share 

 
57.1% 68.0% 

 

 
70.6% 81.0% 

 

 
58.1% 68.3% 

 

 
63.2% 73.0% 

 

 
57.1% 66.7% 

 

 
66.7% 75.0% 

 

 
57.6% 64.1% 

 

 
63.6%  68.0% 

 

 
65.6% 69.1% 

Trillium 69.9% 70.7% 
 

PacificSource 
 

65.8% 
 

67.9% 
 

Jackson Care Connect 
 

63.4% 
 
68.1% 

 

Intercommunity Health Network 
 

All Care Health Plan 

 
 

 
51.2% 

 
62.9% 

 

 
63.0% 

 
69.7% 

 

Eastern Oregon 
 

55.3% 
 

67.9% 
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CCO Incentive and State Performance Measure 
 

Follow-up care for children prescribed ADHD 

medication (initiation phase) 

Statewide 
Data source: Administrative (billing) claims 
Benchmark source: 2012 National Medicaid 90th percentile 

 

Measure description: Percentage of children (ages 6-12) 

who had at least one follow-up visit with a provider 

during the 30 days after receiving a new prescription for 

attention deficit hyperactivity disorder (ADHD) 

medication. 
 

Purpose: Children with attention deficit hyperactivity 

disorder can be greatly helped by ADHD medication. 

One critical component of care is that children have 

follow-up visits once they are on the medication. After a 

child receives ADHD medication, a primary care provider 

should continue to assess learning and behavior and 

 
 
 
 
 
 
 
 
 

 
2011 2013 

 
 

 
Race and ethnicity data between 2011 & 2013 

 
 
 
 

 
Benchmark 51.0% 

help manage the condition. ADHD treatment is an 

important emerging issue for children. 

Data missing for 8.4% of respondents.   
~Data suppressed due to low numbers (n<30) 

 
2013 data (n=2,403) 

 

This metric represents the percentage of children 

prescribed ADHD medication who had a follow-up visit 

African American/Black 

Hispanic/Latino 

48.0% 51.1% 
 

 
51.2% 53.8% 

within 30 days after receiving a new prescription. 

 
In 2013, the benchmark was exceeded statewide (53.3% 

versus 51.0%). Additionally, over two-thirds of the CCOs 

exceed the benchmark for this measure. 

White 
 
 
American Indian/Alaskan Native ~ 

Asian American ~ 

53.2% 53.5% 
 
 

 
Benchmark 

51.0% 

Hawaiian/Pacific Islander ~ 
 

(25%) (50%) (75%) 
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 Benchmark  
 51.0%  
 

CCO Incentive and State Performance Measure 
 

Percentage of children (ages 6-12) who had one follow-up visit with a provider during the 30 days after receiving a new 
prescription for ADHD medication in 2011 & 2013 
Bolded names met benchmark or improvement target 

 

 

Cascade Health Alliance 
 

50.9% 70.8% 
 

Columbia Pacific 

Jackson Care Connect 

Yamhill CCO 

 
All Care Health Plan 

 
Health Share 

Western Oregon Advanced Health 

Trillium 

FamilyCare 

Intercommunity Health Network 

 
33.3% 45.3% 

 

 
44.3% 52.8% 

 

 
53.3% 61.7% 

 

 
45.9% 53.7% 

 

 
55.8% 58.7% 

 

 
51.5% 53.3% 

 

 
54.5% 56.0% 

 

 
51.5% 53.0% 

 

 
46.5% 47.4% 

 

Eastern Oregon 
 

56.3% 
 

57.6% 
 

Umpqua Health Alliance 
 

56.7% 
 

58.9% 
 

Willamette Valley Community Health 
 

45.9%  49.8% 
 

PacificSource 
 

51.3% 
 

58.8% 
 

PrimaryHealth of Josephine County 
 

43.5% 
 

61.9% 
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61.0% 
 
 
 
 

2011 

 
 

61.6% 
 
 
 

 
2013 

 

 

CCO Incentive and State Performance Measure 
 

Follow-up care for children prescribed ADHD 

medication (continuation and maintenance 

phase) 

Statewide 
Data source: Administrative (billing) claims 
Benchmark source: 2012 National Medicaid 90th percentile 

 

Measure description: Percentage of children (ages 6-12) 

who remained on attention deficit hyperactivity disorder 

(ADHD) medication for 210 days after receiving a new 

prescription and who had at least two follow-up visits 

with a provider within 270 days after the initiation phase 

(see page 47). 
 

Purpose: Children with attention deficit hyperactivity 

disorder can be greatly helped by ADHD medication. 

One critical component of care is that children have 

 

 
 
 
 
 
 
 
 
 
 
 
 

Race and ethnicity data between 2011 & 2013 

 

 
Benchmark 63.0% 

follow-up visits once they are on the medication. After a 

child receives ADHD medication, a primary care provider 
should continue to assess learning and behavior and 

Data missing for 8.4% of respondents   
~Data suppressed due to low numbers (n<30) 

 
Hispanic/Latino 

help manage the condition. ADHD treatment is an 

important emerging issue for children. 

 
2013 data (n=1,080) 

 

 
 
African American/Black 

58.6% 63.0% 
 

 
63.6% 65.1% 

 

This metric represents the percentage of children 

prescribed ADHD medication who remained on the 

medication for 210 days and had at least two follow-up 

visits with a provider within 270 days of the prescription. 

To date, 2013 data are similar to baseline rates. 
 

This measure cannot be reported at the CCO level 

for 2013. 

White 
 
 
American Indian/Alaskan Native ~ 

Asian American ~ 

Hawaiian/Pacific Islander ~ 

60.4% 61.7% 
 
 

 
Benchmark 

63.0% 

 

(25%) (50%) (75%) 
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   of respondents 
e to low numbers (n<30) 

Benchmark 
70.8% 

 

 

 

 
 
 

Immunization for adolescents 

State Performance Measure 
 

Statewide 
Data source: Administrative (billing) claims and ALERT Immunization Information 
System Benchmark source: 2012 National Medicaid 75th percentile 

Measure description: Percentage of adolescents who 
received recommended vaccines before their 13th 

birthday. 
 

Purpose: Like young children, adolescents also benefit 

from immunizations. Vaccines are a safe, easy and cost- 

effective way to prevent serious disease. Vaccines are 

also cost-effective tools that help to prevent the  

spread of serious and sometimes fatal diseases. 

 
2013 data (n=6,381) 

 

The 2013 data shows CCOs are doing better at making 

sure recommended vaccines are up to date, compared 

to 2011 baseline. This trend is consistent with the CCOs 

improvement in providing more adolescent well care 

visits. 

 
 
 
 
 

49.2% 52.9% 
 

 
 
 
 

2011 2013 
 
 
 

Race and ethnicity data between 2011 & 2013 
Data missing for 7.7% 
~Data suppressed du 

 
Hispanic/Latino 

 

 
 
 

Benchmark 70.8% 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
59.9% 64.1% 

 

White 
 
 

African American/Black 

 
43.2% 46.0% 

 

 
58.9% 60.4% 

 

 

Asian American 
 

54.1% 
 

55.5% 
 

 

American Indian/Alaskan Native 44.9%  51.7% 
 

 

Hawaiian/Pacific Islander ~ 
 

40.0% 
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State Performance Measure 
 

Percentage of adolescents who received recommended vaccines before their 13th birthday in 2011 & 2013 
 
 

 

Eastern Oregon 

PacificSource 

Yamhill CCO 

Western Oregon Advanced Health 
 

FamilyCare 

PrimaryHealth of Josephine County 

Intercommunity Health Network 

Willamette Valley Community Health 

Health Share 
 

Trillium 

 

39.1% 54.8% 
 

 
46.5% 59.9% 

 

 
50.0% 62.1% 

 

 
38.4% 45.9% 

 

 
51.8% 58.9% 

 

 
55.2% 60.3% 

 

 
31.6% 36.5% 

 

 
51.0%    55.2% 

 

 
57.2% 59.9% 

 

 
52.3% 53.9% 

 

Benchmark 
70.8% 

 

Jackson Care Connect 
 

35.3% 
 

37.2% 
 

Cascade Health Alliance 
 

46.6% 
 

49.6% 
 

Columbia Pacific 
 

29.6% 
 

36.2% 
 

Umpqua Health Alliance 
 

39.4% 
 

49.7% 
 

All Care Health Plan 
 

34.1% 
 

61.6% 
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State Performance Measure 
 

Medical assistance with smoking and tobacco 

use cessation 

Statewide 
Data source: Consumer Assessment of Healthcare Providers and Systems (CAHPS) 
Benchmark source: 2012 National Medicaid 90th percentile 

 

Component 1: Percentage of adult tobacco users 

advised to quit by their doctor. 
 

Purpose: Tobacco use causes many diseases and 

quitting can have immediate and long-term health 

benefits. In addition to improving health outcomes, 

helping people quit smoking also reduces the costs of 

treating health problems caused by using tobacco, such 

as lung cancer and heart disease. 

 
2013 data 

 

This set of metrics measures the proportion of adult 

tobacco users who were advised by their doctor to quit, 

provided strategies to quit, and recommended 

medication to quit. All three metrics in this set show 

improvement in 2013 over baseline. 

 
 
 
 

50.0% 
55.0% 

 

 
 
 
 

2011 2013 
 

 
 
 

Race and ethnicity data between 2011 & 2013 
 

CAHPS data by race and ethnicity will be available in future reports 

 

 
Benchmark 81.4% 
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State Performance Measure 
 

Smoking and tobacco use cessation: Percentage of adult tobacco users advised to quit by a doctor in 2011 & 2013 
*CCO baseline could not clearly be attributed to a past FCHP; baseline provided is state average. 

 
 

Western Oregon Advanced Health 
 

Yamhill CCO* 

Jackson Care Connect* 

Cascade Health Alliance 

PacificSource 
 

Intercommunity Health Network 
 

Eastern Oregon 

Umpqua Health Alliance 

Willamette Valley Community Health 
 

Columbia Pacific* 

PrimaryHealth of Josephine County 

Health Share 

 

 
46.0% 58.3% 

 

 
50.0% 60.0% 

 

 
50.0% 59.1% 

 

 
51.0% 58.8% 

 

 
47.0% 54.2% 

 

 
51.0% 57.7% 

 

 
53.0% 59.1% 

 

 
45.0%      50.4% 

 

 
45.0% 48.3% 

 

 
50.0% 52.6% 

 

 
61.0% 61.5% 

 

 
58.0% 58.1% 

Benchmark 
81.4% 

 

FamilyCare 
 

45.0% 
 

47.0% 
 

Trillium 
 

50.9% 
 

56.0% 
 

All Care Health Plan 
 

43.9% 
 

55.0% 
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State Performance Measure 
 

Medical assistance with smoking and tobacco 

use cessation 

Statewide 
Data source: Consumer Assessment of Healthcare Providers and Systems (CAHPS) 
Benchmark source: 2012 National Medicaid 90th percentile 

 

Component 2: Percentage of adult tobacco users whose 

doctor discussed or recommended medication to quit 

smoking. 
 

Purpose: Tobacco use causes many diseases and 

quitting can have immediate and long-term health 

benefits. In addition to improving health outcomes, 

helping people quit smoking also reduces the costs of 

treating health problems caused by using tobacco, such 

as lung cancer and heart disease. 

 
2013 data 

 

This set of metrics measures the proportion of adult 

tobacco users who were advised by their doctor to quit, 

provided strategies to quit, and recommended 

medication to quit. All three metrics in this set show 

improvement in 2013 over baseline. 

 
 
 
 
 
 
 

24.0% 
28.9% 

 

 
2011 2013 

 

 
 
 
 

Race and ethnicity data between 2011 & 2013 
CAHPS data by race and ethnicity will be available in future reports 

 
 
 
 

 
Benchmark 50.7% 
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State Performance Measure 
 

Smoking and tobacco use cessation: Percentage of adult tobacco users whose doctor discussed or recommended medication 
to quit smoking in 2011 & 2013 
*CCO baseline could not clearly be attributed to a past FCHP; baseline provided is state average. 

 
 

Health Share 

Yamhill CCO* 

Willamette Valley Community Health 

Intercommunity Health Network 

Jackson Care Connect* 

Eastern Oregon 
 

Cascade Health Alliance 

PrimaryHealth of Josephine County 

Western Oregon Advanced Health 

Columbia Pacific* 
 

Umpqua Health Alliance 

 
28.0% 41.9% 

 

 
24.0% 37.7% 

 

 
21.0% 34.4% 

 

 
19.0% 32.1% 

 

 
24.0% 33.0% 

 

 
23.0% 30.0% 

 

 
20.0% 26.1% 

 

 
28.0% 33.3% 

 

 
25.0% 30.3% 

 

 
24.0%  26.9% 

 

 
22.0% 22.5% 

Benchmark 
50.7% 

 

FamilyCare 
 

21.7% 
 

24.0% 
 

PacificSource 
 

22.2%  25.0% 
 

Trillium 
 

26.8% 
 

33.0% 
 

All Care Health Plan 
 

16.8% 
 

34.0% 
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Medical assistance with smoking and 

tobacco use cessation 

State Performance Measure 
 

Statewide 
Data source: Consumer Assessment of Healthcare Providers and Systems (CAHPS) 
Benchmark source: 2012 National Medicaid 90th percentile 

 

Component 3: Percentage of adult tobacco users whose 

doctor discussed or recommended strategies to quit 

smoking. 
 

Purpose: Tobacco use causes many diseases and 

quitting can have immediate and long-term health 

benefits. In addition to improving health outcomes, 

helping people quit smoking also reduces the costs of 

treating health problems caused by using tobacco, 

such as lung cancer and heart disease. 

 
2013 data 

 

This set of metrics measures the proportion of adult 

tobacco users who were advised by their doctor to quit, 

provided strategies to quit, and recommended 

medication to quit. All three metrics in this set show 

improvement in 2013 over baseline. 

 

 
 
 
 
 
 

22.0% 23.6% 
 
 

2011 2013 
 

 
 
 

Race and ethnicity data between 2011 & 2013 
CAHPS data by race and ethnicity will be available in future reports 

 
 
 
Benchmark 56.6% 
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State Performance Measure 
 

Smoking and tobacco use cesastion: Percentage of adult tobacco users whose doctor discussed or recommended strategies 
to quit smoking in 2011 & 2013 
*CCO baseline could not clearly be attributed to a past FCHP; baseline provided is state average.   

 

 

Willamette Valley Community Health 

Western Oregon Advanced Health 

Eastern Oregon 

PrimaryHealth of Josephine County 

Intercommunity Health Network 

Yamhill CCO* 
 

Health Share 

PacificSource 

Cascade Health Alliance 

17.0% 25.8% 
 

 
21.0% 28.1% 

 

 
20.0% 27.0% 

 

 
21.0% 27.9% 

 

 
18.0% 24.3% 

 

 
22.0% 28.1% 

 

 
27.0%   30.1% 

 

 
16.0% 17.8% 

 

 
23.0% 23.9% 

 

Benchmark 
56.6% 

 

Jackson Care Connect* 21.7% 22.0% 

 

Umpqua Health Alliance 17.8% 20.0% 

 

Trillium 24.8% 27.0% 

 

Columbia Pacific* 19.4% 22.0% 

 

FamilyCare 18.5% 24.0% 

 

All Care Health Plan 18.8% 25.0% 



340  

CCO Incentive Measure 
 

Mental and physical health assessment within 

60 days for children in DHS custody 

Statewide 
Data source: Administrative (billing) claims + ORKids 
Benchmark source: Metrics and Scoring Committee consensus 

 

Measure description: Percentage of children age 4+ 

who receive a mental health assessment and physical 

health assessment within 60 days of the state notifying 

CCOs that the children were placed into custody with 

the Department of Human Services (foster care). 

Physical health assessments are required for children 

under age 4, but not mental health assessments. 

 
 
 
 
53.6% 

 
 
 
63.5% 

 

Benchmark 90% 

 

Purpose: Children who have been placed in foster care 

should have their mental and physical health checked so 

that an appropriate care plan can be developed. Mental 

and physical health assessments are a requirement for 

the foster program because of their importance to 

improving the health and well-being of a child in a trying 

2011 2013 
 
 
 

Race and ethnicity data between 2011 & 2013 
Data missing for 60.0% of respondents 

 

 
 
 
 
 
 
 
Benchmark 

90.0% 

situation. White 53.6%      63.1% 

 

2013 data (n=137) 
 

This metric has systematic challenges that can make it 

difficult to measure. For example, CCOs are still building 

relationships with local field offices to quickly identify 

children that enter the foster care system. OHA and the 

CCOs are continuing to work together on the 

methodology to improve data collection and reporting 

for this measure. Nonetheless, 12 CCOs exceeded the 

benchmark or their improvement target for this 

measure, showing progress. 

 

Hispanic/Latino ~ 
 
 
American Indian/Alaskan Native ~ 

African American/Black ~ 

Asian American ~ 
 

 
Hawaiian/Pacific Islander ~ 

 

 
 
 
 

46.8% 
 

 
 
43.2% 

 
56.4% 
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CCO Incentive Measure 
 

Percentage of children in DHS custody who received a mental and physical health assessment within 60 days in 2011 & 2013 
Bolded names met benchmark or improvement target 

 

 

Trillium 

Eastern Oregon 

PrimaryHealth of Josephine County 

Western Oregon Advanced Health 

Cascade Health Alliance 

 

47.1% 92.9% 
 

 
54.5% 100.0% 

 

 
35.7% 75.0% 

 

 
65.1% 100.0% 

 

 
67.7% 100.0% 

Umpqua Health Alliance 

 
Yamhill CCO 

FamilyCare 

Columbia Pacific 

Health Share 

Willamette Valley Community Health 

 
Jackson Care Connect 

 
PacificSource 

47.2% 75.0% 
 

 
52.3% 80.0% 

 

 
53.4% 70.0% 

 

 
44.9% 57.1% 

 

 
51.4% 60.9% 

 

 
65.4%     72.2% 

 

 
39.2% 44.4% 

 

 
47.9% 50.0% 

 
Benchmark 
90.0% 

 

All Care Health Plan 
 

40.0% 
 

50.7% 
 

Intercommunity Health Network 
 

23.1% 
 

60.3% 
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CCO Incentive and State Performance Measure 
 

Patient-centered primary care home 

enrollment 

Statewide 
Data source: CCO quarterly report 
Benchmark source: n/a 

 
 
 
Goal: 100% of 

  members are 
enrolled in a Tier 3 

Measure description: Percentage of patients who were 

enrolled in a recognized patient-centered primary care 

home (PCPCH). 
 

Purpose: Patient-centered primary care homes are 

clinics that have been recognized for their commitment 

to quality, patient-centered, coordinated care. Patient- 

 

 
 
 
51.8% 

 

78.6% 
 

PCPCH 

centered primary care homes help improve a patient’s 

health care experience and overall health. 

 
2013 data (n=528,689) 

 

This metric tracks the percentage of CCO members who 

are enrolled in a recognized patient-centered primary 

care home. Enrollment in patient-centered primary care 

homes has increased by 52% since 2012, the baseline 

year for this program. 
 

Fourteen CCOs show an increase in members enrolled in 

a patient-centered primary care home. 

 

2012 2013 
 

 
 
 
 

Race and ethnicity data between 2012 & 2013 
Patient-centered primary care home enrollment will not be stratified by race and ethnicity 
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Goal: 100% of members are enrolled 
in a Tier 3 PCPCH  

 

CCO Incentive and State Performance Measure 
 

Percentage of patients who were enrolled in a recognized patient-centered primary care home in 2012 & 2013 
 
 
 

Eastern Oregon 

FamilyCare 

Umpqua Health Alliance 
 

Yamhill CCO 

Health Share 

Columbia Pacific 

Willamette Valley Community Health 

Western Oregon Advanced Health 

All Care Health Plan 
 

PacificSource 

Cascade Health Alliance 

Trillium 

Intercommunity Health Network 

PrimaryHealth of Josephine County 

 
3.7% 63.3% 

 

 
16.0% 74.1% 

 

 
18.0% 73.5% 

 

 
38.7% 75.5% 

 

 
50.3% 81.2% 

 

 
47.3% 76.1% 

 

 
67.0% 90.1% 

 

 
45.7% 67.6% 

 

 
39.8% 59.0% 

 

 
73.9% 91.0% 

 

 
56.0% 65.0% 

 

 
80.2% 85.3% 

 

 
86.1% 87.6% 

 

 
94.4% 95.6% 

Jackson Care Connect 41.8% 45.2% 
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State Performance Measure 
 

Diabetes short term complications admission 

rate 

Statewide 
Lower scores are better 
Data source: Administrative (billing) claims 
Benchmark source: OHA consensus, based on prior performance trend 

 

and older) with diabetes who had a hospital stay 

because of a short-term problem from their disease. 

192  
Be
red

Rates are reported per 100,000 member years. A lower   
ba

score is better.    

 

PQIs come from the Agency for Healthcare Research and 

Quality, Prevention Quality Indicators. 

 
 

2011

 
 

2013 

 

 
Purpose: Good disease management with a health care 

   

provider can help people with chronic diseases avoid 
complications that could lead to a hospital stay. 

Improving the quality of care for people with chronic 

disease to help them avoid hospital stays improves the 

patient experience of health care and improves overall 

health outcomes. Decreasing hospital stays also helps 

Race and ethnicity data between 2011 & 2013 
Lower scores are better 
Data missing for 5.6% of respondents 

 
American Indian/Alaskan Native 

 
 
 
 

 
466.3 

 
 
 
 

 
627.4 

to reduce the costs of health care. African American/Black 114.7 227.7  

Benchmark: 
10% reduction from 

2013 data (n=2,672,059 member months) 
 

This metric tracks hospital use for adult patients with 

diabetes who could be better treated with good disease 

management. The rates for this measure are reported 

per 100,000 member years and a lower rate is better. 
 

The 2013 rate shows an increase compared to 2011, 

Hispanic/Latino 

Asian American 

Hawaiian/ 
Pacific Islander 

 
101.1 

 

 
70.5 
 

 
0.0, 0.0 

 
 
 
 

89.5 

 
131.0 

statewide baseline 

suggesting an area of care that could benefit from better 

management. 

White 213.6 233.9 
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State Performance Measure 
 

PQI 01: Rate of adult patients with diabetes who had a hospital stay because of a short-term problem with their disease in 
2011 & 2013 
(Lower scores are better) 
Rates are per 100,000 member years 
PQIs come from the Agency for Healthcare Research and Quality, Prevention Quality Indicators 

 

FamilyCare 

Western Oregon Advanced Health 

All Care Health Plan 

 
 
 

16.7 

 

58.4  
 
 

109.0 
 

 
117.0 

 

203.8 
 
 
 
 

205.6 

 

 
Benchmark: 
10% reduction from 
statewide baseline 

 

Columbia Pacific 
 

148.9 
 

209.4 

 

Umpqua Health Alliance 
 

Health Share 

Jackson Care Connect 

 
 
 

183.8 

 

213.4 
 

 
185.1 

 

249.9 
 
 
 
 

243.1 279.7 

Cascade Health Alliance 360.8 417.3 

 

PacificSource 185.7 247.5 

 

Trillium 

PrimaryHealth of Josephine County 

281.3 344.3 
 

 
227.5 290.5 

Yamhill CCO 

Intercommunity Health Network 

Willamette Valley Community Health 

Eastern Oregon 

115.7 193.0 
 

 
151.1 237.0 

 

 
172.5 260.2 

 

 
143.5 254.4 
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State Performance Measure 
 
 

Chronic obstructive pulmonary disease (COPD) 

or asthma in older adults admission rate 
 
Measure description: Rate of adult patients (ages 40 

and older) who had a hospital stay because of chronic 

obstructive pulmonary disease or asthma. Rates are 

reported per 100,000 member years. A lower score is 

better. 
 

PQIs come from the Agency for Healthcare Research and 

Quality, Prevention Quality Indicators. 
 

Purpose: Good disease management with a health care 

provider can help people with chronic diseases avoid 

complications that could lead to a hospital stay. 

Improving the quality of care for people with chronic 

disease to help them avoid hospital stays improves the 

Statewide 
(Lower scores are better) 
Data source: Administrative (billing) claims 
Benchmark source: OHA consensus, based on prior performance trend 

454.6 
 
 

308.1 
 
 
 
 

 
2011 2013 

 
 

 
Race and ethnicity data between 2011 & 2013 

 

(Lower scores are better) 

 

 
 
 
 
 
 
 
reduction from 
baseline 

patient experience of health care and improves overall 

health outcomes. Decreasing hospital stays also helps to 

reduce health care costs. 

 
2013 data (n=2,672,059 member months) 

 

This metric tracks hospital use for older adults with 

chronic obstructive pulmonary disease or asthma - 

diseases that could be better treated with good disease 

management. The rates for this measure are reported 

 

American Indian/Alaskan Native 

African American/Black 

White 
 
 
Hawaiian/Pacific Islander 

 
233.1 

 
 
 
 
 
 
 
 
 
283.1 

 

 
 
 
 
 
 
 
344.9 

 
537.8 

 

 
487.6 

 

 
536.4 

 

 
332.7 

 

Benchmark: 

 
 
 

 
712.9 

per 100,000 member years and a lower rate is better. 

Statewide, CCOs performed below the benchmark for 

Asian American 129.3 153.4 
10% reduction from 
statewide baseline 

2013, showing improvement in disease management 

care. 

Hispanic/Latino 82.7 106.7 



347  

State Performance Measure 
 

PQI 05: Rate of adult patients (age 40 and older) who had a hospital stay because of asthma or chronic obstructive pulmonary 
disease in 2011 & 2013 
(Lower scores are better) 
Rates are per 100,000 member years    
PQIs come from the Agency for Healthcare Research and Quality, Prevention Quality Indicators 

 

Yamhill CCO 
 

42.9 
 

396.9 
 

All Care Health Plan 
 

202.9 
 

509.7 
 

Western Oregon Advanced Health 
 

268.0 
 

544.9 
 

Umpqua Health Alliance 
 

602.6 
 

821.1 
 

Intercommunity Health Network 
 

243.8 
 

447.2 
 

FamilyCare 

PacificSource 

Cascade Health Alliance 

 
181.1 

 
 

 
275.0 

 

 
285.5 

 
356.6 

 
 

 
430.9 

 

 
421.0 

 

 
Benchmark: 
10% reduction from 
statewide baseline 

 

Willamette Valley Community Health 
 

238.5 
 

368.3 
 

Trillium 
 

228.1 
 

350.6 
 

Columbia Pacific 
 

281.3 
 

402.7 
 

Health Share 
 

415.9 
 

522.0 
 

Eastern Oregon 
 

282.7 
 

301.3 
 

PrimaryHealth of Josephine County 
 

Jackson Care Connect 

 

292.5 322.8 
 

 
364.7 419.5 
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member years. A lower score is better. 336.9  

PQIs come from the Agency for Healthcare Research and   
247

Quality, Prevention Quality Indicators.   

Purpose: Good disease management with a health care 

provider can help people with chronic diseases avoid 

 

 
2011

 

 
2013

complications that could lead to a hospital stay.   

Improving the quality of care for people with chronic   

 

 

 
 
 

Congestive heart failure admission rate 

State Performance Measure 
 

Statewide 
(Lower scores are better) 
Data source: Administrative (billing) claims 

Measure description: Rate of adult patients (ages 18 
and older) who had a hospital stay because of 

congestive heart failure. Rates are reported per 100,000 

Benchmark source: OHA consensus, based on prior performance trend 

 
Benchmark: 10% 

baseline 

 

 
 
 
 
 
 

disease to help them avoid hospital stays improves the 

patient experience of health care and improves overall 

health outcomes. Decreasing hospital stays also helps to 

reduce health care costs. 

 

Race and ethnicity data between 2011 & 2013 
(Lower scores are better) 

 
American Indian/ 

 
2013 data (n=2,672,059 member months) 

 

This metric tracks hospital use for adults with congestive 

heart failure that could be better treated with good 

Alaskan Native 
 

 
African American/Black 

 
Hawaiian/ 

233.1 672.3 
 

 
688.4 

 
 
 

950.5 

disease management. The rates for this measure are 

reported per 100,000 member years and a lower rate is 

better. 
 

Statewide, CCOs performed below the benchmark for 

Pacific Islander 
 

 
White 

0.0 166.4  
 
 
242.4 

 
 
 

355.0 

 

 
Benchmark: 
10% reduction from 
statewide baseline 

2013, showing improvement in disease management 

care. 

Hispanic/Latino 101.1 189.2 

Asian American 235.2 294.0 
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State Performance Measure 
 

PQI 08: Rate of adult patients who had a hospital stay because of congestive heart failure in 2011 & 2013 
(Lower score is better) 
Rates are per 100,000 member years 
PQIs come from the Agency for Healthcare Research and Quality, Prevention Quality Indicators 

 

Yamhill CCO 
 

150.1 
 

611.9 

 

FamilyCare 

Cascade Health Alliance 

Western Oregon Advanced Health 

 

146.1 
 
 
 

 
134.0 

 
 
 

307.5 
 

 
295.8 

 

366.8 
 
 
 

481.1 

 
 

Benchmark: 
10% reduction from 
statewide baseline 

 

All Care Health Plan 
 

101.4 
 

259.3 
 

Willamette Valley Community Health 
 

Umpqua Health Alliance 
 

Eastern Oregon 

 

160.5 
 

 
 
 
 
 
188.5 

 
 

 
263.7 

 

 
258.3 

 

303.0 
 
 

 
357.0 

 

Intercommunity Health Network 
 

230.3 
 

296.0 

 

PacificSource 
 

137.5 
 

185.7 

 

Health Share 
 

411.4 
 

457.8 
 

Columbia Pacific 
 

148.9 
 

177.2 

 

Trillium 
 

185.1 
 

194.8 

 

PrimaryHealth of Josephine County 
 

290.5 
 

292.5 

 

Jackson Care Connect 
 

182.3   216.1 
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43.6 

  
 
 
 

2011 

 
 
 
 

2013 

 

 

 
 
 

Adult (ages 18-39) asthma admission rate 

State Performance Measure 
 

Statewide 
(Lower scores are better) 
Data source: Administrative (billing) claims 

Measure description: Rate of adult patients (ages 18-39) 

who had a hospital stay because of asthma. Rates are 

reported per 100,000 member years. A lower score is 

better. 
 

PQIs come from the Agency for Healthcare Research 

andQuality, Prevention Quality Indicators. 
 

Purpose: Good disease management with a health care 

provider can help people with chronic diseases avoid 

complications that could lead to a hospitalization. 

Improving the quality of care for people with chronic 

disease to help them avoid hospital stays improves the 

patient experience of health care and improves overall 

health outcomes. Decreasing hospital stays also helps to 

reduce health care costs 

Benchmark source: OHA consensus, based on prior performance trend 
 
 
 
 

53.4 
 

 
 
 
 
 
 
 
 
 

Race and ethnicity data between 2011 & 2013 
(Lower scores are better) 
Data missing for 5.6% of respondents 

 

African American/ 

 
 
 
 
 
 
Benchmark 10% 
reduction from 
baseline 

 

2013 data (n=2,672,059 member months) 
 

This metric tracks hospital use for adults with asthma 

that could be better treated with good disease 

management. The rates for this measure are reported 

per 100,000 member years and a lower rate is better. 

Black 
 

Hispanic/ 
Latino 

 

 
White 

 

 
Hawaiian/ 

 
 

 
18.4 

 

 
36.8 

95.6 
 

 
29.1 

 

 
45.3 

148.5 

Statewide, CCOs performed below the benchmark for 

2013 showing improvement in asthma care. 

Pacific Islander 
 
Asian 

0.0,  0.0 

American 0.0 23.5 

 

American Indian/ 
Alaskan Native 

 
156.9 532.9 
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State Performance Measure 
 

PQI 15: Rate of adult patients (age 18-39) who had a hospital stay because of asthma in 2011 & 2013 
(Lower score is better) 
Rates are per 100,000 member years 
PQIs come from the Agency for Healthcare Research and Quality, Prevention Quality Indicators 

 

 
 
 
 
 
Benchmark: 

Jackson Care Connect 
 

PrimaryHealth of Josephine County 

0.0 
 

 
0.0 

 

 
 

32.5 

36.4 10% reduction from 
statewide baseline 

 

Western Oregon Advanced Health 
 

33.5 
 

62.2 
 

FamilyCare 
 

52.6 
 

71.3 
 

Health Share 
 

57.3 
 

75.8 
 

Cascade Health Alliance 
 

PacificSource 

 
22.0 

 
 

 
27.5 

 
40.1 

 
 

 
44.6 

 

Umpqua Health Alliance 
 

25.1 
 

35.7 
 

All Care Health Plan 
 

70.2 
 

80.4 
 

Eastern Oregon 
 

28.3 
 

28.7 
 

Columbia Pacific 

Yamhill CCO 

 
16.1 16.5 

 

 
16.5 21.4 

Trillium 38.9 47.3 
 

Intercommunity Health Network 

Willamette Valley Community Health 

 
25.1 33.9 

 

 
23.3 47.7 
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   of respondents Benchmark 
69.4%  

 

 

 
 
 

Timeliness of prenatal care 

CCO Incentive and State Performance Measure 
 

Statewide 
Data source: Administrative (billing) claims 
Benchmark source: 2012 National Medicaid 75th percentile (administrative data only) 

Measure description: Percentage of pregnant women 
who received a prenatal care visit within the first 

trimester or within 42 days of enrollment in Medicaid. 
 

Purpose: Care during a pregnancy (prenatal care) is 

widely considered the most productive and cost- 

effective way to support the delivery of a healthy baby. 

This measure helps ensure timeliness by tracking the 

percentage of women who receive an early prenatal 

care visit (in the first trimester). Improving the 

timeliness of prenatal care can lead to significantly 

better health outcomes and cost savings - as more than 

40 percent of all babies born in Oregon are covered by 

Medicaid. 

 
2013 data (n=5,598) 

 

This metric tracks the percentage of pregnant women 

who received a prenatal care visit within the first 

trimester or within 42 days or enrollment in Medicaid. 

The 2013 data show an improvement over baseline and 

are approaching the statewide benchmark. 
 

Twelve CCOs met their improvement target or exceeded 

the benchmark for this measure. 

 

 
 
 

65.3% 67.3% 
 

 
 
 
 
 
 

2011 2013 
 

 
Race and ethnicity data between 2011 & 2013 

 

Data missing for 7.2% 
 
 

Asian American 
 
 

African American/Black 

White 

American Indian/Alaskan Native 

Hispanic/Latino 

 
 
 

 
Benchmark 69.4% 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

66.0% 75.7% 
 

 
65.2% 68.7% 
 

 
65.8% 68.3% 

 

 
70.1% 72.5% 

 

 
65.1 % 66.2% 

Hawaiian/Pacific Islander 55.9% 64.2% 

(25%) (50%) (75%) 
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 Benchmark  

 69.4%  
 

CCO Incentive and State Performance Measure 
 

Percentage of pregnant women who received a prenatal care visit within the first trimester or within 42 days of enrollment in 
Medicaid in 2011 & 2013 
Bolded names met benchmark or improvement target 

 

 

Eastern Oregon 
 

68.3% 78.3% 
 

Western Oregon Advanced Health 
 

47.7% 57.4% 
 

PrimaryHealth of Josephine County 

 
FamilyCare 

Intercommunity Health Network 

Yamhill CCO 

Cascade Health Alliance 

PacificSource 

Willamette Valley Community Health 

Health Share 

 
Umpqua Health Alliance 

 
65.1% 71.9% 

 

 
63.9% 69.8% 

 

 
62.1%   66.8% 

 

 
66.5% 70.3% 

 

 
68.3% 70.2% 

 

 
74.0% 75.9% 

 

 
57.1% 58.8% 

 

 
67.5% 68.5% 

 

 
65.5% 66.3% 

 

All Care Health Plan 
 

73.4% 
 

74.8% 
 

Columbia Pacific 
 

64.8% 
 

67.7% 
 

Trillium 
 

56.0% 
 

59.1% 
 

Jackson Care Connect 
 

67.5% 
 

71.2% 
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 Benchmark 
43.1% 

 

 

 

 
 
 

Postpartum care 

State Performance Measure 
 

Statewide 
Data source: Administrative (billing) claims 
Benchmark source: 2012 National Medicaid 75th percentile (administrative data only, adjusted) 

Measure description: Percentage of women who had a 

postpartum care visit on or between 21 and 56 days 

after delivery. 
 

Purpose: Having a timely postpartum care visit helps 

increase the quality of maternal care and reduces the 

risks for potential health complications associated with 

pregnancy. Women who have a visit between 21 and 56 

days after delivery can have their physical health 

assessed and can consult with their provider about 

infant care, family planning and breastfeeding. 

 
2013 data (n=13,385) 

 

This metric tracks the percentage of women who had a 

timely postpartum care visit after delivery. Results for 

 
 
 
 
 
 

  40.0%   

33.4% 
Benchmark 43.1% 

 
 

 
2011 2013 

 

 
 
 

Race and ethnicity data between 2011 & 2013 
Data missing for 7.1% of respondents 

2013 show a decrease in this measure when compared 

to 2011. 

 
This measure cannot be reported at the CCO level for 

2013. 

African American/Black 
 
 
Hispanic/Latino 

Asian American 

American Indian/Alaskan Native 

34.8% 
 

 
34.5% 

 

 
 
 
 
 
30.3% 

 

 
 
 
 
 
 
43.7% 

 

 
36.2% 

38.4% 
 

 
38.9% 

 

 
 
 
 
 
 
48.3% 

 

 

White 
 

33.1% 
 

40.6% 

 

Hawaiian/Pacific Islander  23.9% 
 

33.9% 
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State Performance Measure 
 

Component 1: Extent to which primary care providers are 

accepting new Medicaid patients 
 

Measure description: Percentage of primary care providers who 

are accepting new Medicaid/Oregon Health Plan patients. 
 

Component 2: Extent to which primary care providers 

currently see Medicaid patients 
l 

Definition: Percentage of primary care providers who currently 

care for Medicaid/Oregon Health Plan participants. This 

information does not include "don't know" or missing survey 

responses. 
 

Component 3: Current payer mix at primary care practices 
l 

Definition: This measure will provide a breakdown of payer mix at 

primary care practices. This data will be available in a future report. 
 

Purpose: Access to primary care leads to better health outcomes 

and more affordable health care. Improving primary care access for 

low-income Oregonians can also help reduce health disparities and 

overall health care costs 
 

2013 data 

The Oregon Physician Workforce Survey was not fielded in 2013. 

Updated data from the 2014 survey will be available in early 2015. 
 

This measure cannot be stratified by race and ethnicity, nor 

reported at the CCO level. 

Statewide: Component 1 
Data source: Oregon Physician Workforce Survey 
Benchmark TBD 

 
85.0% 

 
 
 
 
 
 
 

 
2011 

 
 
 

Statewide: Component 2 
Data source: Oregon Physician Workforce Survey 
Benchmark TBD 

81.7% 
 

 
 
 
 
 
 
 
 
 

2011 
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Satisfaction with care (CAHPS) 

CCO Incentive and State Performance Measure 
 

Statewide 
Data source: Consumer Assessment of Healthcare Providers and Systems (CAHPS) 
Benchmark source: 2012 National Medicaid 90th percentile 

Measure description: Percentage of patients (adults and 
children) who received needed information or help and 

thought they were treated with courtesy and respect by 

customer service staff. 
 

Purpose: A patient's satisfaction and overall experience 

with their care is a critical component of quality health 

care. Data show that healthier patients tend to report 

being more satisfied with the care they receive. Patients 

 
 
 
78.0% 

 
 
84.0% 

 
Benchmark 84.0% 

who are not satisfied with their care may miss 

appointments. 

 
2013 data 

 

The percentage of individuals reporting satisfaction with 

their health plan increased from 78% in 2011 to 84% in 

2013, an increase of six percentage points. Overall, the 

statewide rate reached the benchmark for 2013. 

Additionally, seven of the 15 CCOs met the benchmark 

for this measure. 

 

2011 2013 
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CCO Incentive and State Performance Measure 
 
 

Race and ethnicity data between 2011 & 2013 
CAHPS data by race and ethnicity will be available in future reports 
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 Benchmark  
 84.0%  
 

CCO Incentive and State Performance Measure 
 

Percentage of patients who received needed information and thought they were treated with courtesy and respect by customer 
service staff in 2011 & 2013 
Bolded names met benchmark or improvement target 

 

Willamette Valley Community Health 

 
Eastern Oregon 

Intercommunity Health Network 

Columbia Pacific 

 
PrimaryHealth of Josephine County 

 
All Care Health Plan 

Jackson Care Connect 

Cascade Health Alliance 

Trillium 

 
Western Oregon Advanced Health 

 
Yamhill CCO 

PacificSource 

FamilyCare 

 

70.0% 83.5% 
 

 
71.0% 83.7% 

 

 
76.0% 87.2% 

 

 
78.0% 86.6% 

 

 
81.0% 88.2% 

 

 
78.0% 85.1% 

 

 
78.0% 84.7% 

 

 
75.0% 81.6% 

 

 
80.0% 84.2% 

 

 
77.0% 80.3% 

 

 
78.0%      81.0% 

 

 
81.0%   83.5% 

 

 
82.0% 83.8% 

Health Share 79.5% 80.0% 

 

Umpqua Health Alliance 81.9% 83.0% 
 

(50%) (75%) (100%) 
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State Performance Measure 
 

Well-child visits in the first 15 months of life 
 
Measure description: Percentage of children up to 15 

months old who had at least six well-child visits with a 

health care provider. 
 

Purpose: Regular well-child visits are one of the best 

ways to detect physical, developmental, behavioral and 

emotional problems in infants. They are also an 

opportunity for providers to offer guidance and 

counseling to parents. 

 
2013 data (n=4,120) 

 

This metric tracks the percentage of children up to 15 

months old who had at least six well-child visits with a 

health care provider. The 2013 percentage shows a 

Statewide 
Data source: Administrative (billing) claims 
Benchmark source: 2012 National Medicaid 90th percentile 

 
 
 
 

 
68.3% 

60.9% 
 
 
 

 
2011 2013 

 
 

 
Race and ethnicity data between 2011 & 2013 
Data missing for 12.3% of respondents 

 
 
 
 
 
 

 
Benchmark 77.3% 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Benchmark 

decrease in this metric when compared to 2011. 
 

Two CCOs increased the percentage of children who had 

at least six well child-visits, providing an opportunity to 

learn about their best practices. 

American Indian/Alaskan Native 

White 

 

47.8% 66.7% 
 

 
58.9% 

 

 
 
 
65.0% 

77.3% 

Hispanic/Latino 
 

68.6%  77.2% 
 

 

Asian American 
 
 

African American/Black 

 
 
 
 

45.1% 

 
65.8% 

 

 
60.7% 

 
80.2% 

 
 

Hawaiian/Pacific Islander ~ 59.8% 
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State Performance Measure 
 

Percentage of children up to 15 months old who had at least six well-child visits with a health care provider in 2011 & 2013 
 

 

 
 

Eastern Oregon 

Columbia Pacific 

 
 

 
47.1% 69.2% 

 

 
45.0% 61.0% 

Benchmark 
77.3% 

Western Oregon Advanced Health 75.3% 75.3% 
 

Willamette Valley Community Health 
 

64.2% 
 
68.8% 

 

Cascade Health Alliance 
 

73.2% 
 

79.3% 
 

Umpqua Health Alliance 

Jackson Care Connect 

 
55.0% 

 
61.6% 

 
 

 
73.6% 

 
 

 
81.3% 

PacificSource 57.6% 66.0% 
 

Health Share 
 

61.3% 
 

70.5% 
 

Trillium 
 

57.9% 
 

67.9% 
 

FamilyCare 
 

60.1% 
 

70.3% 
 

Intercommunity Health Network 
 

51.0% 
 

64.8% 
 

All Care Health Plan 
 

Yamhill CCO 

 
 

 
33.3% 

 
58.3% 

 

 
58.3% 

 
76.1% 

 

PrimaryHealth of Josephine County 
 

45.7% 
 

71.4% 
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Approach 
In order to reduce administrative burden and improve quality, OHA intends to leverage increasing capabilities for 

electronic reporting of clinical quality measure data. These capabilities are enabled through the use of Electronic Health 

Records (EHRs). OHA is pursuing a phased-in approach to electronic reporting of three CCO incentive measures: 

depression screening and follow up plan, diabetes HbA1c poor control, and controlling hypertension. In 2013, OHA 

required CCOs to submit a year one technology plan and proof of concept data in order to earn quality pool payments 

associated with these three measures. 

 

Year One Technology Plans 
The technology plans provide an environmental scan of the CCOs current technological capacity, including EHR adoption, 

health information exchange (HIE), and health information technology (HIT) projects underway. The technology plans also 

outline how CCOs will develop infrastructure to support electronic reporting of clinical quality data. CCOs received an 

advance distribution of quality pool funds (equaling 75 percent of 3/17ths of their quality pool total) once OHA had 

reviewed and approved their technology plans. 

 

Proof of Concept Data 
The proof of concept data submission is a sample of electronic clinical quality data, representing at least 10 percent of 

CCO membership, for each of the three clinical measures. CCOs received credit for the measure once OHA had reviewed 

and approved the submitted proof of concept data. The following page provides an overview of CCO results. 

 

Additional Information 
Supporting documentation for the year one technology plans and proof of concept data submission is available online at: 

http://www.oregon.gov/oha/Pages/CCO-Baseline-Data.aspx 
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Proof of Concept Data Approved 
 

 
 

Coordinated Care 
Organization 

Year One Technology 
Plan Approved 

Depression 
Screening Diabetes Control 

Hypertension 
Control 

 

 

All Care Health Plan 

 

 

√ 

 

 

√ 

 

 

√ 

 

 

√ 

Cascade Health Alliance √ √ √ √ 

Columbia Pacific √ √ √ √ 

Eastern Oregon √ - √ √ 

FamilyCare √ √ √ √ 

Health Share √ √ √ √ 

Intercommunity Health Network √ √ √ √ 

Jackson Care Connect √ √ √ √ 

PacificSource √ √ √ √ 

PrimaryHealth of Josephine County √ √ √ √ 

Trillium √ √ √ √ 

Umpqua Health Alliance √ √ √ √ 

Western Oregon Advanced Health √ √ √ √ 

Willamette Valley Community Health √ √ √ √ 

Yamhill CCO √ √ √ √ 
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Overview 
 

OHA implemented a new software system used for grouping various claims into specific categories in the spring of 2014. 

Working with OHA's contractor, Milliman, we are using the MedInsight HCG (Health Cost Guidelines) Grouper. This is a 

proprietary classification system developed by Milliman. This is the same grouping software that is used to classify 

Commercial and Medicare Advantage claims in the All-Payer, All-Claims database system. Using the same software allows 

us to integrate reporting of CCO and other Medicaid data with the reports produced from All-Payer, All-Claims, database 

making the data comparable. 
 

As a result, this report is generally not comparable with previous Health System Transformation Quarterly Reports. This 

report includes twelve quarters of data, using the new grouping system, which has been characterized in a similar manner 

to enable comparison of data over time. 
 

 
Notes 

 

This report includes claims data received and processed by OHA through 5/30/14. At this point, there are no data on 

services that have happened, but have yet to be recorded or invoiced. This dashboard may be incomplete due to lags in 

submitting data to OHA. Future dashboards will be updated when more complete data is submitted. 

 
The cost and utilization information includes data from before health transformation began and CCOs were 

formed. Calendar year 2013 is the first full year of CCO data. 
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Quarterly Data 
 

 

Utilization data statewide (table 1 of 3) 
 

 

Category 
Jan - Mar 

2011 

Apr - Jun 

2011 

Jul - Sep 

2011 

Oct - Dec 

2011 

Annual 

2011 

Utilization Data (annualized / 1,000 members) 

Inpatient -- Medical / General -- Patient Days 

Inpatient -- Surgical -- Patient Days 

Inpatient -- Maternity / Normal Delivery -- Patient Days 

Inpatient -- Maternity / C-Section Delivery -- Patient Days 

Inpatient -- Maternity / Non-Delivery -- Patient Days 

Inpatient -- Newborn / Well -- Patient Days 

Inpatient -- Newborn / With Complications -- Patient Days 

Inpatient -- Mental Health / Psychiatric -- Patient Days 

Inpatient -- Mental Health / Alcohol and Drug Abuse -- Patient Days 

Inpatient -- Physician Procedures 

Outpatient -- Primary Care Medical Visits 

Outpatient -- Specialty Care Visits 

Outpatient -- Mental Health Visits 

Outpatient -- Dental Procedures 

Outpatient -- Emergency Department Visits (see ED utilization metric) 

Outpatient -- Pharmacy Prescriptions Filled 

Outpatient -- Imaging Visits 

Outpatient -- Lab Bills 

Outpatient -- Surgery (Hospital and ASC) Cases 

202.8 176.3 160.8 156.1 173.7 

98.5 88.4 80.8 81.1 87.1 

43.7 47.4 47.0 42.8 45.2 

27.2 27.7 27.5 26.2 27.2 

9.6 10.2 9.5 9.3 9.7 

39.8 42.6 41.8 37.6 40.5 

55.6 45.5 51.5 49.9 50.6 

54.9 57.2 49.3 49.7 52.7 

5.2 4.7 6.3 5.0 5.3 

412.5 399.0 382.5 365.7 389.7 

2,977.9 2,741.4 2,368.9 2,486.9 2,640.1 

1,666.5 1,613.5 1,467.7 1,492.6 1,558.8 

2,085.1 2,114.2 1,929.2 1,939.1 2,015.7 

3,134.5 3,095.2 2,991.6 2,911.1 3,031.5 

     

10,191.0 ####### 9,139.9 9,542.2 9,717.3 

259.7 247.0 233.1 226.9 241.5 

601.8 567.8 528.5 527.9 556.0 

92.7 94.4 81.6 75.7 86.0 
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Quarterly Data 
 

 

Utilization data statewide (table 2 of 3) 
 

 

Category 
Jan - Mar 

2012 

Apr - Jun 

2012 

Jul - Sep 

2012 

Oct - Dec 

2012 

Annual 

2012 

Utilization Data (annualized / 1,000 members) 

Inpatient -- Medical / General -- Patient Days 

Inpatient -- Surgical -- Patient Days 

Inpatient -- Maternity / Normal Delivery -- Patient Days 

Inpatient -- Maternity / C-Section Delivery -- Patient Days 

Inpatient -- Maternity / Non-Delivery -- Patient Days 

Inpatient -- Newborn / Well -- Patient Days 

Inpatient -- Newborn / With Complications -- Patient Days 

Inpatient -- Mental Health / Psychiatric -- Patient Days 

Inpatient -- Mental Health / Alcohol and Drug Abuse -- Patient Days 

Inpatient -- Physician Procedures 

Outpatient -- Primary Care Medical Visits 

Outpatient -- Specialty Care Visits 

Outpatient -- Mental Health Visits 

Outpatient -- Dental Procedures 

Outpatient -- Emergency Department Visits (see ED utilization metric) 

Outpatient -- Pharmacy Prescriptions Filled 

Outpatient -- Imaging Visits 

Outpatient -- Lab Bills 

Outpatient -- Surgery (Hospital and ASC) Cases 

186.9 170.9 150.7 161.0 167.2 

88.1 77.0 79.2 84.5 82.2 

41.9 44.7 43.6 37.7 41.9 

24.8 23.4 29.0 23.1 25.0 

8.2 7.9 8.1 7.0 7.8 

36.9 35.8 33.8 34.8 35.3 

45.0 49.7 48.1 46.9 47.4 

48.0 48.3 46.3 45.5 47.0 

5.6 4.9 4.8 6.3 5.4 

376.2 368.5 361.0 314.3 354.4 

2,857.1 2,675.1 2,439.3 2,782.4 2,689.0 

1,483.6 1,429.8 1,324.4 1,122.6 1,337.0 

2,086.4 2,165.8 2,124.6 2,261.8 2,161.9 

2,972.3 2,933.0 2,770.9 2,737.7 2,853.2 

     

9,533.7 9,610.9 8,488.1 8,897.6 9,128.1 

240.2 227.0 214.6 213.8 223.7 

566.6 541.8 509.8 496.6 528.2 

77.8 80.7 76.1 72.4 76.7 
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Quarterly Data 
 

 

Utilization data statewide (table 3 of 3) 
 

 

Category 
Jan - Mar 

2013 

Apr - Jun 

2013 

Jul - Sep 

2013 

Oct - Dec 

2013 

Annual 

2013 

Utilization Data (annualized / 1,000 members) 

Inpatient -- Medical / General -- Patient Days 

Inpatient -- Surgical -- Patient Days 

Inpatient -- Maternity / Normal Delivery -- Patient Days 

Inpatient -- Maternity / C-Section Delivery -- Patient Days 

Inpatient -- Maternity / Non-Delivery -- Patient Days 

Inpatient -- Newborn / Well -- Patient Days 

Inpatient -- Newborn / With Complications -- Patient Days 

Inpatient -- Mental Health / Psychiatric -- Patient Days 

Inpatient -- Mental Health / Alcohol and Drug Abuse -- Patient Days 

Inpatient -- Physician Procedures 

Outpatient -- Primary Care Medical Visits 

Outpatient -- Specialty Care Visits 

Outpatient -- Mental Health Visits 

Outpatient -- Dental Procedures 

Outpatient -- Emergency Department Visits (see ED utilization metric) 

Outpatient -- Pharmacy Prescriptions Filled 

Outpatient -- Imaging Visits 

Outpatient -- Lab Bills 

Outpatient -- Surgery (Hospital and ASC) Cases 

187.3 157.6 151.8 157.9 163.6 

79.3 76.7 84.3 79.5 79.9 

42.8 41.2 41.0 39.4 41.1 

23.3 22.4 25.0 22.5 23.3 

7.9 8.4 7.7 8.0 8.0 

38.5 37.2 33.0 26.9 33.9 

41.4 51.3 49.0 40.5 45.6 

46.4 45.3 39.8 43.2 43.7 

4.9 5.7 5.6 6.0 5.6 

301.6 314.8 328.4 310.2 313.8 

3,215.5 2,947.7 2,745.0 2,825.9 2,933.6 

1,289.6 1,232.2 1,178.7 1,181.7 1,220.6 

2,183.6 2,165.4 1,943.8 1,920.5 2,053.9 

3,005.7 3,133.8 3,081.6 2,927.4 3,037.4 

     

9,433.2 8,827.7 8,994.3 9,133.9 9,096.8 

229.3 229.4 221.1 217.7 224.4 

512.7 504.2 483.4 457.5 489.5 

79.4 82.1 78.1 74.0 78.4 
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Quarterly Data 
 

 

Cost data statewide (table 1 of 3) 
 

 

Category 
Jan - Mar 

2011 

Apr - Jun 

2011 

Jul - Sep 

2011 

Oct - Dec 

2011 

Annual 

2011 

Cost Per Member Per Month (PMPM) 

Inpatient -- Medical / General 

Inpatient -- Surgical 

Inpatient -- Maternity / Normal Delivery 

Inpatient -- Maternity / C-Section Delivery 

Inpatient -- Maternity / Non-Delivery 

Inpatient -- Newborn / Well 

Inpatient -- Newborn / With Complications 

Inpatient -- Mental Health / Psychiatric 

Inpatient -- Mental Health / Alcohol and Drug Abuse 

Inpatient -- Physician Services 

Outpatient -- Primary Care and Preventive Services 

Outpatient -- Specialty Care 

Outpatient -- Mental Health 

Outpatient -- Dental 

Outpatient -- Emergency Department (Professional and Technical) 

Outpatient -- Pharmacy Prescriptions 

Outpatient -- Imaging (Professional and Technical) 

Outpatient -- Labs (Professional and Technical) 

Outpatient -- Surgery (Hospital and ASC/Professional and Technic 

Outpatient -- Other Hospital Services 

Outpatient -- All Other 

$ 29.91 $ 26.82 $  26.84 $ 23.59 $ 26.76 

$ 23.11 $ 22.34 $  22.57 $ 18.96 $ 21.73 

$ 6.42 $ 6.77 $ 6.93 $ 5.79 $ 6.48 

$ 4.21 $ 4.58 $ 4.60 $ 3.98 $ 4.35 

$ 1.31 $ 1.41 $ 1.35 $ 1.12 $ 1.30 

$ 2.27 $ 2.46 $ 2.32 $ 1.90 $ 2.24 

$ 7.44 $ 7.05 $ 7.07 $ 6.98 $ 7.13 

$ 3.81 $ 4.21 $ 3.71 $ 3.68 $ 3.85 

$ 0.42 $ 0.42 $ 0.58 $ 0.46 $ 0.47 

$ 13.49 $ 13.02 $  13.41 $ 12.54 $ 13.11 

$ 20.75 $ 18.85 $  17.77 $ 18.58 $ 18.97 

$ 14.15 $ 13.67 $  13.51 $ 13.07 $ 13.59 

$ 23.36 $ 23.24 $  21.28 $ 21.48 $ 22.33 

$ 12.73 $ 12.71 $  12.04 $ 11.28 $ 12.18 

$ 27.24 $ 26.03 $  25.89 $ 20.70 $ 24.94 

$ 32.86 $ 32.50 $  31.08 $ 32.84 $ 32.31 

$ 10.72 $ 10.15 $ 9.87 $ 8.30 $ 9.75 

$ 7.09 $ 6.66 $ 6.43 $ 5.55 $ 6.43 

$ 19.10 $ 19.59 $  18.37 $ 14.42 $ 17.86 

$ 8.55 $ 8.62 $ 8.80 $ 7.89 $ 8.46 

$ 22.16 $ 22.09 $ 22.79 $ 23.05 $ 22.53 
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Quarterly Data 
 

 

Cost data statewide (table 2 of 3) 
 

 

Category 
Jan - Mar 

2012 

Apr - Jun 

2012 

Jul - Sep 

2012 

Oct - Dec 

2012 

Annual 

2012 

Cost Per Member Per Month (PMPM) 

Inpatient -- Medical / General 

Inpatient -- Surgical 

Inpatient -- Maternity / Normal Delivery 

Inpatient -- Maternity / C-Section Delivery 

Inpatient -- Maternity / Non-Delivery 

Inpatient -- Newborn / Well 

Inpatient -- Newborn / With Complications 

Inpatient -- Mental Health / Psychiatric 

Inpatient -- Mental Health / Alcohol and Drug Abuse 

Inpatient -- Physician Services 

Outpatient -- Primary Care and Preventive Services 

Outpatient -- Specialty Care 

Outpatient -- Mental Health 

Outpatient -- Dental 

Outpatient -- Emergency Department (Professional and Technical) 

Outpatient -- Pharmacy Prescriptions 

Outpatient -- Imaging (Professional and Technical) 

Outpatient -- Labs (Professional and Technical) 

Outpatient -- Surgery (Hospital and ASC/Professional and Technic 

Outpatient -- Other Hospital Services 

Outpatient -- All Other 

$ 26.59 $ 25.49 $  22.98 $ 24.63 $ 24.92 

$ 20.34 $ 18.73 $  18.52 $ 20.62 $ 19.56 

$ 5.33 $ 5.79 $ 5.93 $ 5.56 $ 5.65 

$ 3.64 $ 3.24 $ 3.90 $ 3.63 $ 3.61 

$ 0.91 $ 0.85 $ 0.83 $ 0.85 $ 0.86 

$ 1.83 $ 1.75 $ 1.78 $ 1.97 $ 1.84 

$ 6.07 $ 6.58 $ 6.86 $ 6.01 $ 6.38 

$ 3.28 $ 3.56 $ 2.99 $ 3.08 $ 3.23 

$ 0.45 $ 0.49 $ 0.39 $ 0.54 $ 0.47 

$ 12.81 $ 12.60 $  12.76 $ 11.86 $ 12.50 

$ 20.52 $ 19.33 $  18.19 $ 20.55 $ 19.66 

$ 13.34 $ 12.99 $  12.26 $ 11.38 $ 12.48 

$ 22.43 $ 22.67 $  21.44 $ 22.35 $ 22.24 

$ 10.61 $ 8.10 $ 7.62 $ 7.59 $ 8.47 

$ 21.94 $ 21.29 $  20.78 $ 20.11 $ 21.02 

$ 34.46 $ 37.91 $  31.06 $ 32.57 $ 33.98 

$ 8.55 $ 8.05 $ 7.80 $ 8.14 $ 8.13 

$ 5.87 $ 5.69 $ 5.38 $ 5.47 $ 5.60 

$ 14.86 $ 15.64 $  14.94 $ 14.24 $ 14.91 

$ 7.67 $ 7.38 $ 7.25 $ 7.36 $ 7.41 

$ 23.52 $ 22.48 $ 22.75 $ 23.23 $ 23.00 
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Quarterly Data 
 

 

Cost data statewide (table 3 of 3) 
 

 

Category 
Jan - Mar 

2013 

Apr - Jun 

2013 

Jul - Sep 

2013 

Oct - Dec 

2013 

Annual 

2013 

Cost Per Member Per Month (PMPM) 

Inpatient -- Medical / General 

Inpatient -- Surgical 

Inpatient -- Maternity / Normal Delivery 

Inpatient -- Maternity / C-Section Delivery 

Inpatient -- Maternity / Non-Delivery 

Inpatient -- Newborn / Well 

Inpatient -- Newborn / With Complications 

Inpatient -- Mental Health / Psychiatric 

Inpatient -- Mental Health / Alcohol and Drug Abuse 

Inpatient -- Physician Services 

Outpatient -- Primary Care and Preventive Services 

Outpatient -- Specialty Care 

Outpatient -- Mental Health 

Outpatient -- Dental 

Outpatient -- Emergency Department (Professional and Technical) 

Outpatient -- Pharmacy Prescriptions 

Outpatient -- Imaging (Professional and Technical) 

Outpatient -- Labs (Professional and Technical) 

Outpatient -- Surgery (Hospital and ASC/Professional and Technic 

Outpatient -- Other Hospital Services 

Outpatient -- All Other 

$ 29.22 $ 25.15 $  22.27 $ 24.74 $ 25.34 

$ 19.98 $ 20.42 $  20.52 $ 20.48 $ 20.35 

$ 6.10 $ 6.07 $ 5.79 $ 6.29 $ 6.06 

$ 3.70 $ 3.59 $ 3.75 $ 3.47 $ 3.63 

$ 0.96 $ 0.94 $ 0.82 $ 1.04 $ 0.94 

$ 2.32 $ 2.21 $ 1.75 $ 2.02 $ 2.07 

$ 5.86 $ 6.65 $ 7.06 $ 6.01 $ 6.40 

$ 3.18 $ 3.20 $ 2.94 $ 3.02 $ 3.09 

$ 0.43 $ 0.48 $ 0.50 $ 0.50 $ 0.48 

$ 12.24 $ 12.65 $  13.04 $ 12.45 $ 12.60 

$ 23.95 $ 22.32 $  22.07 $ 23.32 $ 22.91 

$ 13.16 $ 12.70 $  12.03 $ 11.70 $ 12.40 

$ 21.51 $ 21.10 $  20.88 $ 19.97 $ 20.87 

$ 8.26 $ 8.56 $ 8.30 $ 7.98 $ 8.28 

$ 21.51 $ 20.53 $  20.09 $ 18.26 $ 20.10 

$ 33.76 $ 32.49 $  34.42 $ 35.70 $ 34.09 

$ 8.54 $ 8.32 $ 8.18 $ 7.84 $ 8.22 

$ 6.24 $ 6.12 $ 5.76 $ 5.61 $ 5.94 

$ 15.73 $ 16.08 $  15.57 $ 14.59 $ 15.50 

$ 7.97 $ 7.63 $ 7.52 $ 7.25 $ 7.59 

$ 24.55 $ 24.25 $ 25.30 $ 25.09 $ 24.80 
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Coordinated Care Organization Service Areas 
 
 
 

CCO Name Service Area by County 
 

AllCare Health Plan Curry, Josephine, Jackson, Douglas (partial) 

Cascade Health Alliance Klamath County (partial) 

Columbia Pacific CCO Clatsop, Columbia, Coos (partial), Douglas (partial), Tillamook 

Baker, Gilliam, Grant, Harney, Lake, Malheur, Morrow, 
Eastern Oregon CCO 

Sherman, Umatilla, Union, Wallowa, Wheeler 

FamilyCare Clackamas, Marion (partial), Multnomah, Washington 

Health Share of Oregon Clackamas, Multnomah, Washington 

Intercommunity Health Network Benton, Lincoln, Linn 

Jackson Care Connect Jackson 

 PacificSource Community Solutions - Central Oregon  Crook, Deschutes, Jefferson, Klamath (partial)   

PacificSource Community Solutions - Gorge Hood River, Wasco 

PrimaryHealth of Josephine County Douglas (partial), Jackson (partial), Josephine 

Trillium Community Health Plan Lane 

Umpqua Health Alliance Douglas (most) 

Western Oregon Advanced Health Coos, Curry 

Willamette Valley Community Health Marion, Polk (most) 

Yamhill CCO Clackamas (partial), Marion (partial), Polk (partial), Yamhill 
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Coordinated Care Organization Service Areas 
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OHA Contacts and Online Information 
 

 
 
 
 

For questions about performance metrics, contact: 
 

Lori Coyner 

Director of Health Analytics 

Oregon Health Authority 

Email: lori.a.coyner@state.or.us 
 

 

For questions about financial metrics, contact: 
 

Jeff Fritsche 

Finance Director 

Oregon Health Authority 

Email: jeffrey.p.fritsche@state.or.us 
 

 

For more information about technical specifications for measures, visit: 
http://www.oregon.gov/oha/Pages/CCO-Baseline-Data.aspx 

 

 

For more information about coordinated care organizations, visit: 
http://www.health.oregon.gov 
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This document can be provided upon request in an alternate format 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 the Oregon Health Authority Director's Office at 503-947-2340 or email at 

OHA.DirectorsOffice@state.or.us. 
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Appendix 17 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

Oregon’s Business Plan Framework for Health Information 

Technology and Health Information Exchange (2014-2017) 
 

Health Information Technology Task Force Recommendations 
 

Oregon Health Authority 

May 30, 2014 
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Fighting more than cancer, a 

patient’s voice for health 

information technology 
 

When Regina Holliday learned her husband, 

Fred, had stage 4 kidney cancer, she had 

questions - and desperately needed answers. 
What happens next? Has it spread? What tests 

does he need? 
Regina Holliday, patient rights advocate 

 
 

Without access to his health record, Regina and Fred found themselves battling more than cancer. He 

became a number within a bureaucracy where his treatments were often late or overlooked. 

 
Electronic health records and the secure exchange of information between doctors and patients are 

among the strategies in Oregon's drive for better health, better care and lower costs. With health 

information technology efforts widely adopted, patients and practitioners could securely manage care 

together, scheduling appointments, filling prescriptions and coordinating all aspects of treatment. 

 
Health records inaccessible 

Fred spent 26 days hospitalized without access to his own health record. When Regina asked the 

hospital for a copy of his health record, she was told it would take 21 days and would cost hundreds of 

dollars. 

 
After transferring to a different hospital for a second opinion, the Hollidays received an out-of-date and 

incomplete health record. The new staff spent six hours trying to stitch together an accurate record over 

the phone and by fax. 

 
Through the duration of Fred's care, he visited two emergency rooms, received treatment at five 

facilities and needed emergency transportation 46 times. Not one practitioner or health care facility 

shared Fred's health record or disclosed his treatments, recent tests, medications or blood transfusions, 

creating an administrative nightmare for a family in crisis. 

 
Tragedy inspires action 

Sadly, Fred died in 2009, just months after his diagnosis. Regina has since become a national voice 

advocating for better communication between patients and doctors — as well as between practitioners 

— through the switch to paperless health records and electronic information exchange. Regina Holliday 

has created a series of painted murals depicting the need for clarity and transparency in medical records. 
 

"In the end, we are all patients," Regina said. "We all want access to quality health care and timely 

answers to our questions. Having access to our own electronic records, and allowing doctors to securely 

share records electronically, we can achieve better care and better health." 
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Executive Summary and Roadmap 
 

Oregon is on an extraordinary path to transform the delivery of health care to improve health outcomes, 

quality of care, and reduce costs. This “health system transformation” effort is premised on a model of 

coordinated care that includes new methods for care coordination, accountability for performance, and 

new models of payment based on outcomes and health. To succeed, the coordinated care model relies 

on new systems for capturing, analyzing, and sharing information about patient care and outcomes, 

quality of care, and new modes of sharing care information amongst all members of care teams. 

 
In 2012, the Oregon Health Authority (OHA) focused first on its Medicaid population, implementing the 

coordinated care model through new Coordinated Care Organizations (CCOs). These regional care 

networks bring all types of health care providers (physical health, behavioral health and dental) together 

to deliver coordinated care, while being held accountable for outcomes. CCOs now operate in every 

county in Oregon, and cover more than 90 percent of Oregonians on Medicaid. Moving forward, Oregon 

is working to accelerate and spread the coordinated care model beyond the Medicaid population to 

public employees, Medicare, and private payers. 
 

 

Health information technology (HIT) refers to a wide range of products and services—including 

software, hardware and infrastructure—designed to collect, store and exchange patient data to 

support patient-centered care. 
 

Health information exchange (HIE) is the electronic movement of health information among 

organizations following national standards. HIE facilitates sharing of health information across 

technological and organizational boundaries to enable better care. 
 

Because HIT/HIE services are necessary to support health system transformation, OHA has worked 

closely with a wide range of stakeholders to identify HIT/HIE needs, and specifically identify how the 

State, and statewide services could address some of those needs. In fall of 2013, OHA convened an HIT 

Task Force to synthesize stakeholder input and develop this HIT/HIE Business Plan Framework to chart a 

path for statewide efforts over the next several years. 

 
This stakeholder process led to a vision for Oregon of a transformed health system where HIT/HIE 

efforts ensure that the care Oregonians receive is optimized by HIT. “HIT-optimized” health care is more 

than the replacement of paper with electronic or mobile technology. It includes changes in workflow to 

assure providers fully benefit from timely access to clinical and other data that will allow them to 

provide individual/family centric care. 

 
In an HIT-optimized health care system: 

• Providers have access to meaningful, timely, relevant and actionable patient information to 

coordinate and deliver “whole person” care. 

• Systems (health systems, CCOs, health plans) effectively and efficiently collect and use 

aggregated clinical data for quality improvement, population management and incentivizing 

health and prevention. In turn, policymakers use aggregated data and metrics to provide 

transparency into the health and quality of care in the state, and to inform policy 

development. 

• Individuals and their families access their clinical information and use it as a tool to improve 

their health and engage with their providers. 
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In order to achieve the goals outlined above, the State will need to fill several roles (see the diagram 

on the following page): 

The State will coordinate and support community and organizational HIT/HIE efforts. 

• Recognizing that HIT/HIE efforts must be in place locally to achieve a vision of HIT-optimized 

health care, the State can support, facilitate, inform, convene and offer guidance to providers, 

communities and organizations engaged in HIT/HIE. 

The State will align requirements and establish standards for participation in statewide HIT/HIE 

services. 

• To ensure that health information can be seamlessly shared, aggregated, and used, the State is 

in a unique position to establish standards and align requirements around interoperability and 

privacy and security, relying on already established national standards where they exist. 

The State will provide a set of HIT/HIE technology and services. 

• New and existing state-level services connect and support community and organizational 

HIT/HIE efforts where they exist, fill gaps where these efforts do not exist, and ensure all 

providers on a care team have a means to participate in basic sharing of information needed to 

coordinate care. 

 
Technology: The State’s overall technology 

approach to statewide HIT/HIE coverage 

relies on five elements, largely dependent 

on local investments made by providers, 

hospitals, health systems, plans, CCOs and 

communities in electronic health records 

(EHRs) and other technology, and 

supported by statewide services: 

1. Community/organizational HIEs 

and health systems provide HIT 

services and HIE coverage to some 

providers. Providers and hospitals 

adopt and use EHRs and HIT/HIE 

services in meaningful ways to 

coordinate care and treat patients. 

2. Statewide Direct secure messaging 

provides a foundation for sharing 

information across organizations 

and differing technologies, 

particularly as EHRs upgrade to 

At the December 2013 CCO Summit, several CCO 

executives reflected on the impact of an “HIT- 

optimized” health care system in Oregon 
 

“We have one provider who is both a physical and 

behavioral health provider, who never ‘til now was 

able to get data from both sides of her practice into 

one tool for a patient.” 

- Janet Meyer, Health Share of Oregon 
 

“Investing in Jefferson HIE is important. The number 

one frustration of our case managers is the wasted 

duplication of services and tests.” 

- Bill Guest, Cascade Health Alliance 
 

“Having an integrated shared care plan will transform 

care coordination.” 

- Terry Coplin, Trillium Community Health Plan 
 

“We are moving toward using technology as a 

foundation to make decisions about care.” 

- Phil Greenhill, Western Oregon Advanced Health 

meet new federal certification and “Meaningful Use” requirements that include Direct secure 

messaging capabilities. 

3. Oregon’s current state HIE, CareAccord®, provides basic HIE services, including Direct secure 

messaging, with a focus on providers without access to community and organizational HIEs and 

health systems’ HIT services. 

4. New statewide HIT/HIE services (“enabling infrastructure”) tie together local efforts and fill 

gaps, enabling exchange and HIT functions (such as identifying providers or locating patient 

records) across community and organizational HIEs, health systems and providers. 

5. State aggregation of core clinical metrics data supports Medicaid purposes. These data are used 

to improve care and reduce costs. 



 

 
 

STATE SUPPORT OF COMMUNITY & ORGANIZATIONAL HIT/HIE EFFORTS 
 
 
 

COMMUNITY& 
ORGANIZATIONAL 

'-liT/' HE f!:fORTS: 

 
 
 

SUPPORT 

The State will support community & organizational efforts by: 
 

• Promot1ng EHR adopt1on & Meanmgful Use 

• Leveraging national standards & federal EHR 1ncentives 

• Promoting statewide Direct secure messaging 

• Providing guidance,information & technical assistance 

• Assessing ch<lllging environments and convening stakeholders 
 
 
 
 

STANDARDIZE & ALIGN 

The State will work with stakeholders to: 
 

• Adopt standards for safety, privacy, security 

& interoperability 

• Establish a Compatibility Program for statewide enabling infrastructure 

• Align metries & reporting 

 

Community HIEs 

• Jefferson HIE 

• Central Oregon HIE 

• Gorge Health Connect 

• Bay Area CommLinity 

Informatics Agency 
 

Organizational 

HIT/HIE efforts of 

• CCOs 
• Health Systems 

• Health Plans 

• Prov1ders 

• Hospitals 

• Hosted EHRs 

• Data Aggregators & 
Intermediaries 
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Governance, Operations, and Policy: Establishing the right governance, operations and policy roles is 

needed to ensure that statewide HIT/HIE efforts support HIT-optimized health care. The State will 

continue its current efforts to provide oversight, transparency, policy and guidance, and accountability 

for statewide HIT/HIE services. Over time, the operation of statewide services will transfer from OHA 

and its contractors to an external organization. This “HIT designated entity” would be responsible for 

managing contractors, implementing new services and operating existing statewide services. 

 
The State will also develop policies and standards encompassed in a compatibility program for users of 

statewide HIT/HIE services. This program will lay out minimum standards that health care entities would 

need to meet to participate in statewide HIT/HIE services; standards would focus on interoperability and 

privacy and security, leveraging national standards where they exist, and anticipating new standards as 

they evolve. 

 
Financing: Ongoing funding for statewide HIT/HIE services is critical to ensure sustainability. Initial 

funding for Oregon’s statewide HIT/HIE services has come from federal grants, and Oregon will seek 

additional implementation funding from the Centers for Medicare & Medicaid Services (CMS) to support 

Medicaid-related costs. While federal grant funding can play a large role in implementing new services, 

the State’s goal is to bring on board private partners who see value and invest in private use of these 

services to create long-term financial sustainability for essential HIT/HIE services. 

 
Roadmap to Statewide HIT/HIE: Oregon’s HIT/HIE services are being developed in phases: 

• The first phase of development (2010-2013) saw the advent of a statewide strategic plan and 

the launch of CareAccord®, Oregon’s state HIE. 

• The next phase is upon us (2014-2015): OHA is currently working with CCOs and stakeholders to 

develop and implement statewide HIT/HIE priority elements that are necessary to support 

health system transformation. 

• This Business Plan Framework envisions a following phase (2016 and beyond) that expands 

statewide services and anticipates new public/private partnership structures to implement and 

operate statewide HIT/HIE efforts. 

See the Roadmap chart on the following page for an outline of these phases. 

 
The broad interest and agreement from stakeholders in OHA’s work provides an excellent foundation 

for the work ahead. This Business Plan Framework outlines that work, establishes principles, describes 

challenges, and sets a path forward for developing the right state-level services and technology to 

support HIT-optimized health care. 
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Oregon's HIT/HIE Roadmap to Support Health System T ransformation  
2010-2013 

Phase 1 
2014-2015 
Phase 1.5 

 

2016 Forward 
Phase 2.0 

 

 
 
 
 

Governance, 
Operations 
and Policy 

Oregon  Health Authority 
(OHA} with HIT Oversight 
Council (HITOC} and HIT 
Tas k Force 
-Stra tegic pl anning, 
oversight, transpa rency, 
poli cy, accounta bility  

OHA 
- Impl ementa tion, opera tions 

 

 

CareAccord 
- Ca reAccor d Dir ect secure 
messaging (l aunched M ay 
2012}  
- Trust/i ntersta te efforts 
{Nationa l Association for 
Trusted Exch a nge, Direct 
Trust) 

 
 
 

 
Office ofthe National 
Coordinatorfor HIT 
(ONC} 
- ONC Coopera tive 
Agreement {2010 - Febr ua ry 
20 14}  

OHAwith HITOC 
-Stra tegic planni ng, transpa rency, policy 

Steering Committee/Ceo TAG 
- Phase 1.5 oversight,a ccounta bility  

- Pla nni ng for HIT Designa ted Entity 

- Develop compa tibility progra m 
 
OHA 
- Implementa tion, opera tions 

 

CareAccord 
- Direct secure messaging;access to enabling 
inf rastructure. Trust/int erstate eff orts. 

Enabling inf rastructure 
- Provid er directory/in f ormation services 

- Pati ent/provid er attribution 
- Statewid e hospit al notifi cations 

Services for Medicaid 
- Clini cal Quality M etrics Registry 
-Technical assi stanceto eligibl e provid ers 

 

CMS/State Match/Investors 
- Pl anni ng broad-based fi nan cing model 
- CMS fund i ng for M edica i d sha re for 
impl ementa tion 
-Seekingnon-Medicaidinvestors 

- Sta te/CMS contribute ongoi ng f und i ng 
for services that support sta te M edica i d 
opera tions 

OHA with HITOCa nd 
Steering Committee 
-Stra tegic pl anning, oversi ght, 
tra nspa rency,policy, 
accounta bility  
-Compa tibility progra m 

 
 

HIT Designated Entity 
- Implementa tion, opera tions 

 

CareAccord 
-Dir ect secure messagi ng; a ccess 
to ena blin g infrastructure. 
Trust/intersta te efforts. 

Enabling infrastructure and 
Medicaid services 
- Enhanced sta tewide ena bling 
services and record l oca tion 
- Supporti ng query a nd da ta 
a na lytics 

 

Public/private partnership 
- Broad-based fi nanc ing model 
provi des fi na nci al st3bility  

- Sta te/CMS contribute ongoi ng 
fund ing for services tha t support 
sta te M edica id opera tions 
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I. Objective, Methodology, and Scope 
 

Objective: Support health system transformation with the right level of HIT/HIE 

in Oregon 
 

In 2011, the Oregon legislature passed landmark legislation to transform the way services are delivered 

through the Oregon Health Plan (Medicaid) to achieve the triple aim of better health, better care and 

lower costs. In 2012, the Oregon Health Authority (OHA) implemented Coordinated Care Organizations 

(CCOs). These regional care networks bring all types of health care providers (physical health, behavioral 

health and dental) together to deliver coordinated services, with an emphasis on health and prevention. 

Required by contract to achieve certain health system transformation goals, 16 CCOs are now serving 

more than 90% of Oregon’s Medicaid population. With time, Oregon plans to spread the coordinated 

care model beyond Medicaid populations, to public employees, Medicare, and private plans. 

 
With the advent of CCOs, OHA recognized the necessity of re-assessing Health Information Technology 

(HIT) and Health Information Exchange (HIE) needs across the state. Successful implementation of the 

CCO model relies on certain HIT/HIE services that allow accessible and secure sharing of patient 

information.1
 

 
Because HIT/HIE services are necessary to support health system transformation and ensure the triple 

aim of better health, better care and lower costs, OHA worked closely with stakeholders to identify 

needs and priorities, culminating in an HIT Task Force to establish this State HIT/HIE Business Plan 

Framework. The chapters reflect key recommendations that will inform Oregon’s long-term HIT/HIE 

landscape: 

• Chapter II: Vision, Goals, Principles, and Challenges 

• Chapter III: Role of the State and Statewide Efforts Recommendations 

• Chapter IV: Technology Recommendations 

• Chapter V: Governance, Policy, and Operations Recommendations 

• Chapter VI: Financing Recommendations 
 

Methodology and Scope 
 

HITOC: In 2009, Oregon’s Health Information Technology Oversight Council (HITOC) was legislatively 

created to provide oversight of HIT development in the state. The council engaged in an intensive 

strategic planning effort, involving more than 100 Oregonians who volunteered to be on HITOC and its 

eight workgroups, subcommittees, and ad hoc groups, to develop Oregon’s Strategic and Operational 

Plans for HIE in 2010. The council members anticipated a changing EHR and HIT environment, and 

endorsed a “monitor and adapt” approach that envisioned revisiting the strategic plans over time. 

HITOC’s work was a strong foundation for discussions with new stakeholders as OHA assessed Oregon’s 

new HIT/HIE environment in 2013. 
 
 
 
 
 

 
1 

See Appendix B for further background. 
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Listening sessions: During the spring of 2013, OHA conducted interviews with CCOs, health plans, State 

leadership and representatives of statewide and regional healthcare groups.2 The goal of these 

interviews was to assess existing HIT/HIE services and determine which services were necessary to 

support health system transformation. 

 
The listening sessions helped identify: 

• The scope of community and organizational HIT/HIE efforts, including gaps for providers in 

Oregon 

• HIT/HIE elements necessary to support health system transformation 

• Input on which of these critical HIT/HIE elements should be offered statewide, and how any 

statewide services should be governed and financed 

• Input on the right role for the State, including policy, standards and guidance 

 
HIT Task Force: Oregon Health Authority analyzed 

the information obtained from the listening 

sessions and determined that further stakeholder 

feedback was necessary to develop the Business 

Plan Framework. In the fall of 2013, OHA convened 

the Health Information Technology Task Force (Task 

Force). Comprised of a wide group of Oregon’s 

HIT/HIE stakeholders, the 19-member Task Force 

met in five public meetings and a series of smaller 

workgroups between September and November 

2013. 

 
During these meetings, OHA staff presented the 

 

Listening sessions found consistent messages 

that HIT/HIE are needed to support: 

• Care coordination across all members of a 

care team, and 

• Data aggregation and analytics 

incorporating clinical data. 

 
Listening sessions also uncovered variations: 

• Varying levels of technical capacity across 

Oregon’s health care communities, and 

• Differing opinions on the best role of the 

State and statewide services. 

Task Force with proposed recommendations informed by HITOC’s prior work and the listening session 

results. The Task Force deliberated on issues of the State’s role in HIT/HIE services, technology, 

governance and finance and provided the final input for this report. 

 
Scope of this document: As noted through this document, statewide HIT/HIE infrastructure is expected 

to be developed in phases. Current efforts (Phase 1) include CareAccord® Direct secure messaging web- 

portal based services. For 2013-2015, OHA has secured State funding to leverage federal grants. These 

funds are being used to develop six elements (Phase 1.5) described in the Chapter IV Technology 

Recommendations. The HIT Task Force reviewed the Phase 1.5 elements and validated the overall 

approach to statewide HIT/HIE efforts that would rely on Phase 1.5 elements. They then considered the 

additional efforts needed to meet the goals and solve the problems identified for Oregon, with 

particular focus on 2016 and beyond (Phase 2.0). This document describes the complete picture of 

statewide Oregon’s statewide HIT/HIE development for 2014-2017. 
 

 
 
 
 
 
 
 
 
 
 

2 
See Appendix A for a complete list of organizations and outcomes from the listening sessions. 
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Primer on Health Information Exchange and Federal Role in Facilitating HIT/HIE 
 

Health Information Exchange (HIE) allows providers, patients, and other participants to appropriately 

access and securely share a patient’s health information electronically. Efficient HIE relies on 

interoperability and standards across technologies. Once standardized, the information shared can 

integrate into the recipients' Electronic Health Records (EHRs), further enhancing the usability of 

patient data and improving patient care. 

 
There are currently three key forms of HIE: 

• Directed exchange allows providers to easily and securely send patient information—such as 

laboratory orders and results, patient referrals, or discharge summaries—directly to other 

health care professionals. This information is sent over the Internet in an encrypted, secure, 

and reliable way among health care professionals who trust each other. Directed exchange is 

commonly compared to sending a secured email. 

• Query-based Exchange allows providers to find and/or request information on a patient from 

other providers. It is often used for unplanned care. 

• Consumer-mediated exchange provides patients with access to their health information, 

allowing them to manage their health care online in a similar fashion to how they might 

manage their finances through online banking. When in control of their own health 

information, patients can actively participate in their care coordination. 

 
Storing Patient Data: HIE architecture determines where patient data is stored and how it is accessed 

by HIE participants. 

• The centralized model has a clinical data repository that is maintained by the HIE. Users access 

and update the system directly. Hospitals and larger health systems may use this model to 

ensure interoperability and ease of access. 

• In the federated model, patient data remains in the individual EHRs or clinical data 

repositories of health systems, hospitals or providers. The HIE provides the connectivity, 

interoperability and record location services necessary to exchange data, but is not 

responsible for data storage. 

• A hybrid model incorporates a centralized data repository for some information, while 

providing connection to federated EHRs or clinical data repositories for other patient 

information. 

See Chapter IV. Technology for more information on the technology model proposed in for 

Oregon, as well as further information on CareAccord®, Oregon’s state HIE. 

 
Federal role in facilitating HIE: HITECH Act of 2009 

The 2009 Health Information Technology for Economic and Clinical Health (HITECH) Act seeks to 

improve American health care delivery and patient care through an unprecedented investment in HIT. 

The Act funds a complementary set of programs such as: 

• Incentives to eligible Medicaid and Medicare providers for adopting and meaningfully using 

certified EHRs. See EHR Incentives/Meaningful Use Primer on page 16. 

• State HIE Cooperative Agreements to fund state HIE efforts, administered by the Office of the 

National Coordinator for HIT (ONC). These funds ended in early 2014. 

• Technical assistance for providers through funding of Regional Extension Centers 

• Workforce training, including curriculum development 

 
See Appendix B for further background on some of the HITECH-funded programs in Oregon 
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II. Vision, Goals, Principles, Challenges 
 

Vision and Goals 
 

The HIT Task Force helped OHA establish a vision for 

Oregon of a transformed health system where 

HIT/HIE efforts ensure that the care Oregonians 

receive is optimized by HIT. “HIT-optimized” health 

care is more than the replacement of paper with 

electronic or mobile technology. It includes changes 

in workflow to assure providers fully benefit from 

timely access to clinical and other data that will allow 

them to provide individual/family centric care. 

 
In an “HIT-optimized” health care system: 

• Providers have access to meaningful, timely, 

relevant and actionable patient information 

to coordinate and deliver “whole person” 

care. 

 
ONC Vision for HIE 

“All patients, their families, and providers 

should expect consistent and timely access to 

standardized health information that can be 

securely shared between primary care 

providers, specialists, hospitals, behavioral 

health, Long Term Post-Acute Care, home and 

community-based services, other support and 

enabling services providers, care and case 

managers and coordinators, and other 

authorized individuals and institutions.” 
 

Strategy and Principles to Accelerate HIE, Office of the 

National Coordinator for HIT (ONC), Aug. 2013 

• Systems (health systems, CCOs, health plans) effectively and efficiently collect and use 

aggregated clinical data for quality improvement, population management and incentivizing 

health and prevention. In turn, policymakers use aggregated data and metrics to provide 

transparency into the health and quality of care in the state, and to inform policy 

development. 

• Individuals and their families access their clinical information and use it as a tool to improve 

their health and engage with their providers. 

 
The State will pursue the above goals to ensure that HIT supports the triple aim of better health 

outcomes, better quality of care and lower costs. 
 

 

Principles for Statewide HIT/HIE Efforts 
 

The HIT Task Force established principles for moving forward with statewide HIT/HIE efforts. 
 

Leverage existing resources and national standards, while anticipating changes: 

• Consider investments and resources already in place. 

• Leverage Meaningful Use and national standards; anticipate standards as they evolve. 

• Monitor and adapt to changing federal, state and local environments. 

 
Demonstrate incremental progress, cultivate support and establish credibility: 

• Advance through relentless incrementalism: define a manageable scope, deliver, and then 

expand. 

• Communicate frequently with measureable progress. Demonstrate optimal value for patients 

and providers toward the triple aim of better health, better care and lower costs. 

• Provide public transparency into development and operations of statewide resources. 

• Be a good steward of limited public resources. 

• Establish long-term financial, leadership, and political sustainability. These are interdependent. 
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• Seek broad stakeholder involvement and support. Statewide resources cannot be developed 

alone. 

 
Create services with value: 

• Maximize benefits to Oregonians while considering costs. Do not disenfranchise (“do no harm”), 

and be inclusive of providers that face barriers to participation. 

• Support provider participation in HIT-optimized health care; meet providers where they are. 

Recognize the challenges especially for smaller, independent providers and providers who are 

not eligible for federally-funded EHR incentives. 

• Prioritize efforts to achieve a common good and that local entities could not do on their own. 

• Cultivate and communicate about value at the individual, provider, system and state levels. 

Champions and personal stories can be very effective. 

• Support new models of “HIT-optimized” health care that result in better quality, whole person 

care and improved health outcomes and lower costs for all. 
 

Protect the health information of Oregonians: 

• Ensure information sharing is private and 

secure and complies with HIPAA and other 

protections. 

 

Challenges 
 

The Task Force identified a number of important 

factors for consideration when proceeding with 

HIT/HIE efforts: 

HIPAA Privacy Rule 
 

The HIPAA Privacy Rule protects personal 

health information while still allowing the 

flow of health information for treatment, 

payment, or operations. Providers and 

other entities that access health 

information can only share information as 

outlined in the rule, or with the written 

permission of the person. 

 

Providers face very real technology burdens, which may impede new HIT/HIE efforts: Practices face 

many large HIT changes in the near term, including ICD-103, EHR upgrades required in 2014 for all 

providers seeking EHR incentive payments, and practice changes for providers seeking to meet 

Meaningful Use Stage 2 requirements. Multiple metrics and reporting requirements demanded by 

different payers and programs also create a significant administrative burden for many providers. 

Adding new HIT/HIE expectations on providers is likely to be very challenging in this environment. 

Providers want to see value and benefits from their considerable investments in EHRs and HIT/HIE, 

and many are frustrated that their EHRs do not give them back useful information at a patient panel 

level. 
 

HIT/HIE efforts must be inclusive: Behavioral health, dental and long term care must be included in 

HIT/HIE efforts to achieve health care transformation, but most of these providers lack the 

economic incentives available to eligible providers in the Medicare and Medicaid EHR Incentive 

Programs. 
 
 
 

 
3 

The 10
th 

revision of the International Statistical Classification of Disease and Related Health Problems (ICD), a 

medical classification list by the World Health Organization. ICD codes are used worldwide for morbidity and 

mortality statistics, reimbursement systems, and automated decision support in health care. Congress recently 

delayed the deadline for ICD-10 adoption by at least one year, so requirements for all HIPAA-covered entities (e.g., 

health care providers) to adopt ICD-10 will take effect no earlier than October 2015. 



388  

Providers must adopt and use EHRs and HIT/HIE services to see the benefits: Providers will need 

support and technical assistance to integrate information technology into their workflow. 
 

Providers face challenges navigating the EHR vendor arena: Small providers are constrained by the 

“out-of-the-box” capabilities provided in their EHRs, and have limited financial ability to customize 

their EHRs to produce metrics and reporting. Their ability to meet changing demands is limited. 
 

Incentives are misaligned: New payment models which incentivize health and prevention are 

evolving, but providers are still largely paid on a fee for service basis. Without new payment models 

in place, providers may not see the value of HIT/HIE investments. For example, better sharing of 

health information can prevent hospital admissions and duplicative laboratory tests. For hospitals 

and laboratories paid by the admission or test, better sharing of health information can reduce 

revenue until new payment models are in place. 
 

Sustainability is challenging: Although the benefits of HIT/HIE infrastructure are of interest to many 

stakeholders, many are reluctant to invest without clear demonstration of value and return on 

investment. At the same time, for many services, participation by a critical mass of providers is 

needed to realize the return on investment. 
 

Beware unintended consequences: The addition of new HIT/HIE services, however well-intentioned, 

could inadvertently contribute to information overload. For example, alerts designed to call 

attention to important information about a patient are useful only if the provider can act on the 

information. “Alert fatigue” can occur when a provider is overwhelmed by the volume of messages 

and begins to ignore them. 
 

Workforce training is needed: Health system transformation not only increases demand for primary 

care providers but also increases demand for knowledgeable staff who can adapt to new technology 

and implement new workflows which maximize the benefits of HIT/HIE services. Training and 

retention of staff is an additional cost and concern for providers. 
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Primer on EHR Incentives and Meaningful Use 
 

The Medicaid and Medicare EHR Incentive Programs provide incentive payments to eligible 

professionals and hospitals as they implement and demonstrate that they meet “Meaningful Use” 

requirements for using certified EHR technology. Eligible professionals can receive up to $44,000 

through the Medicare EHR Incentive Program over 5 years or up to $63,750 through the Medicaid EHR 

Incentive Program over 6 years. Eligible hospitals may be eligible for significant incentives from both 

programs. To receive incentive payments, eligible professionals and hospitals must meet several 

criteria, including: 

• Meet eligibility requirements related to provider type (MDs, NPs, DOs, and others) and either 

Medicaid patient volume or Medicare Part B claims. 

• Use certified EHR technology that meets requirements established by the Office of the 

National Coordinator for Health Information Technology (ONC) as secure and interoperable. 

• Meet Meaningful Use requirements for actual use of the EHR (see below). For Medicaid EHR 

incentives, providers can receive their first year’s payment by adopting, implementing or 

upgrading (AIU) to certified EHR technology. 

 
Meaningful Use: To receive an incentive payment, both eligible professionals and hospitals have to 

show that they are “meaningfully using” their EHRs by meeting thresholds for a number of objectives 

established by CMS. The incentive programs are staged in three steps with increasing requirements for 

participation. 

• Stage 1 sets the baseline for electronic data capture and information sharing. All providers 

begin participating by meeting the Stage 1 requirements for a 90-day period in their first year 

of Meaningful Use and a full year in their second year of Meaningful Use. 

• Stage 2 focuses on data exchange. After meeting the Stage 1 requirements, providers will then 

have to meet Stage 2 requirements for two full years. 

• Stage 3 (expected to be implemented in 2017 through future rule making) will focus on 

advanced clinical process and improved outcomes. 

 
NEW for 2014: All providers seeking incentives must use EHRs that meet new certification standards 

that apply in 2014. 

• 2014 standards include capabilities for Direct secure messaging and automated quality 

reporting capabilities of clinical quality metrics, among other things. 

• For 2014 only, all providers, regardless of their stage of Meaningful Use, are required to 

demonstrate Meaningful Use for only a 90-day reporting period. 

 
Resources: 

• EHR incentives for Oregon providers: http://www.medicaidehrincentives.oregon.gov/. 

• A complete up-to-date list of certified EHR systems: ONC Certified HIT Product List (CHPL). 

• Click here to view Stage 1 objectives and measures from the CMS website. Click here for a 

Stage 2 Guide for Eligible Professionals published by CMS. 



390  

 
 

III. The Role of the State in Achieving HIT-Optimized Health Care 
 

To determine the State’s role, the Task Force started by discussing the critical HIT/HIE elements needed 

to support health system transformation. Then within those needs, the Task Force identified which 

elements should be uniquely provided at the State level and which could be provided locally, 

considering the variability of expertise, technology and knowledge of communities, health plans, CCOs, 

health systems and providers. 

 
The Task Force focused on three goals which lead to an HIT-optimized health care system: 

• Providers have access to meaningful, timely, relevant and actionable patient information to 

coordinate and deliver “whole person” care. 

• Systems (health systems, CCOs, health plans) effectively and efficiently collect and use 

aggregated clinical data for quality improvement, population management and incentivizing 

health and prevention. In turn, policymakers use aggregated data and metrics to provide 

transparency into the health and quality of care in the state, and to inform policy 

development. 

• Individuals and their families access their clinical information and use it as a tool to improve 

their health and engage with their providers. 

 
To identify the right role for State efforts, the Task Force approached each goal from three potential 

categories of State involvement: 

 
The State will coordinate and support community and organizational HIT/HIE efforts. 

• Recognizing that HIT/HIE efforts must be in place locally to achieve a vision of HIT-optimized 

health care, the State can support, facilitate, inform, convene and offer guidance to providers, 

communities and organizations engaged in HIT/HIE. 

The State will align requirements and establish standards for participation in statewide HIT/HIE 

services. 

• To ensure that health information can be seamlessly shared, aggregated, and used, the State is 

in a unique position to establish standards and align requirements around interoperability and 

privacy and security, relying on already established national standards where they exist. These 

standards can ensure that local and statewide policies and operations result in the needed and 

anticipated statewide infrastructure to support health system transformation. 

The State will provide a set of HIT/HIE technology and services. 

• As described more fully in Chapter IV: Technology Recommendations, new and existing state- 

level services connect and support community and organizational HIT/HIE efforts where they 

exist, fill gaps where these efforts do not exist, and ensure all providers on a care team have a 

means to participate in basic sharing of information needed to coordinate care. 



 

 
 

STATE SUPPORT OF COMMUNITY & ORGANIZATIONAL HIT/HIE EFFORTS 
 
 
 

COMMUNITY& 
ORGANIZATIONAL 

'-liT/' HE f!:fORTS: 

 
 
 

SUPPORT 

The State will support community & organizational efforts by: 
 

• Promot1ng EHR adopt1on & Meanmgful Use 

• Leveraging national standards & federal EHR 1ncentives 

• Promoting statewide Direct secure messaging 

• Providing guidance,information & technical assistance 

• Assessing ch<lllging environments and convening stakeholders 
 
 
 
 

STANDARDIZE & ALIGN 

The State will work with stakeholders to: 
 

• Adopt standards for safety, privacy, security 

& interoperability 

• Establish a Compatibility Program for statewide enabling infrastructure 

• Align metries & reporting 

 

Community HIEs 

• Jefferson HIE 

• Central Oregon HIE 

• Gorge Health Connect 

• Bay Area CommLinity 

Informatics Agency 
 

Organizational 

HIT/HIE efforts of 

• CCOs 
• Health Systems 

• Health Plans 

• Prov1ders 

• Hospitals 

• Hosted EHRs 

• Data Aggregators & 
Intermediaries 
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GOAL 1: Providers have access to meaningful, timely, relevant and actionable 

patient information to coordinate and deliver “whole person” care. 
 

 
 

Many patients receive care from multiple providers. Currently, when a patient’s providers are not all 

within the same health system or network, the providers may have difficulty accessing each other’s 

information about the patient. This problem is even greater for providers not eligible for Medicaid and 

Medicare EHR incentive payments, such as most behavioral health and long-term care providers. 

Without EHRs or other technology systems 

incorporating HIT standards, these providers 

are less likely to exchange information 

electronically. 

 
As a result, not all providers caring for a 

patient have access to needed information at 

the point of care. The current state of health 

information exchange creates several issues: 

• Fragmented, uncoordinated care 

undermines the quality of care and 

patient outcomes. High-cost and high- 

risk populations lack “whole person” 

coordinated care that includes  

sharing information across physical, 

Challenges for behavioral health patients and 
providers 

• Providers often rely on the patient to inform 

them about current medications. If this 

information is inaccurate or incomplete, 

providers can prescribe drugs that will result in 

medication reactions or complications. 

• Behavioral health care providers are often not 

notified when their patients are admitted to 

the hospital or booked into a jail facility. This 

creates a delay in treatment, and can 

exacerbate the behavior that led to the 

hospitalization or arrest. 

behavioral, dental and other care settings. Critical pieces of the care management puzzle, 

including information from long term care, social services, education, and other sectors, are not 

currently connected. 

• Poor communication across transitions of care leads to wasteful spending and poor patient 

experiences and outcomes. 

• Providers often rely on a patient’s memory to inform their care. 

• Inefficiencies and redundancies result from the gaps in information in the current system. 

 
To address the problems outlined above, sharing patient 

information is critical: 

Access to the right patient information at the point of care, 

including relevant information from across the care spectrum. 

This requires the sharing of information between unaffiliated 

providers across organizational and technological boundaries. 

This also requires the ability to produce and ingest 

information in formats that are structured to be integrated 

and automated within EHRs and workflows. 
 

Provider capacity, interest and demand to use the information 

requires providers having the right technology (EHRs or other 

standards-based technology), as well as providers valuing and 

expecting electronic access to shared information. 

 

Better information means 

better, more affordable care 

Giving providers access to 

meaningful, timely, relevant and 

actionable information allows 

providers to provide the most 

informed care and can: reduce 

costly redundancy, ensure 

accuracy, and increase the 

likelihood of better outcomes. 

This means more efficient and 

effective care, better workflows 

and better outcomes, all of 

which can reduce costs. 
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Care team process and workflow to use the information and organize around “whole person” care. 

This could include practice changes to participate in “virtual care teams” around complex patients, 

and it may be facilitated by technology tools such as virtual care team tools and shared care plans. 
 
 

Goal 1: Recommendations 
 

The State will support community and organizational efforts by: 

Promoting EHR adoption and Meaningful Use: The State will ensure 

providers can access EHR incentive payments, including providing 

technical assistance to Medicaid providers. Strategies to promote 

and facilitate full use of certified EHR technology include aligning 

State requirements with EHR Incentive Program requirements to 

further incent Meaningful Use (e.g., leverage clinical quality 

measures that are built into certified EHRs); leveraging automated 

capabilities within EHRs, such as new automated (CCDA/QRDA) 

formats for clinical metric reporting; and monitoring and assessing rates of certified EHR adoption, 

Meaningful Use, and use of other technology. 
 

In addition, the State will support participation in information sharing and meaningful care 

coordination by behavioral health, dental and long-term care providers, by examining barriers to 

participating in care teams, highlighting promising approaches, and using State Medicaid levers 

where applicable. 
 

Leveraging national standards and federal EHR incentives: The State will promote and leverage the 

use of national HIT/HIE standards (including EHR certification and Meaningful Use standards) which 

enable interoperability, privacy and security, and efficiencies, as well as promote and leverage 

provider participation in the EHR incentive programs, which require the use of EHRs that meet these 

standards. Levers such as State contracts with providers, CCOs and health plans and State standards 

for Patient-Centered Primary Care Home (PCPCH) can also reinforce the use of national HIT/HIE 

standards, EHR adoption and Meaningful Use. 
 

Promoting statewide Direct secure messaging: By supporting local efforts and connectivity between 

local HIEs and CareAccord®, the State will enable providers to share health information in a HIPAA- 

compliant manner within Oregon, as well as across organizational and state boundaries. 
 

Providing guidance, information and technical assistance: The State will seek opportunities to 

provide clarity where possible on HIPAA and other legal restrictions on information sharing, 

particularly around behavioral health. 
 

Assessing changing environments and convening stakeholders: The State will convene stakeholders 

to share best practices and discuss the impact of federal and statewide initiatives and implications 

for community and organizational HIEs. 
 
 

The State will work with stakeholders to: 

Adopt standards for safety, privacy, security and interoperability: To 

protect the security and privacy of shared patient information, the 

State will promote policies and practices to protect patient health 

information and ensure any statewide services or processes follow 

HIPAA and other federal and State requirements. Where possible, 
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the State will assist community HIE efforts with standard consent processes or guidelines. 
 

Establish a compatibility program for statewide enabling infrastructure: The State will develop 

policies to support interoperability, including establishing a State compatibility program that  

includes national standards and sets baseline expectations for community, organizational and 

statewide HIT/HIE efforts to ensure interoperability, privacy and security and to facilitate the sharing 

of information. Where relevant to Oregon’s interests, the State will advocate nationally for  

standards and policy. See Chapter V. Governance for more discussion of the compatibility program. 
 
 

The State will provide: 

Statewide enabling infrastructure: The enabling infrastructure 

services will connect community and organizational HIEs where 

they exist, and provide core baseline services to ensure all 

providers can share information (see Chapter IV. Technology 

Recommendations for more details). The State will provide 

enabling infrastructure services that can facilitate both “push” and 

“query” capabilities to facilitate the exchange of health 

information. 
 

CareAccord® to ensure access to HIT/HIE: CareAccord® is available 

throughout Oregon, including in areas where no community HIEs exist. By offering that service, the 

State provides an option for any provider, with or without an EHR, to access electronic health 

information through Direct secure messaging. 
 
 
 

GOAL 2: Systems (health systems, CCOs, health plans) effectively and efficiently 

collect and use aggregated clinical data for quality improvement, population 

management and incentivizing health and prevention. In turn, policymakers use 

aggregated data and metrics to provide transparency into the health and quality 

of care in the state, and to inform policy development. 
 

 
 

Currently, technology disparities affect the access that providers, health systems, health plans and CCOs 

have to clinical information beyond individual patient records – amassed for their population of patients 

or members. Historically, access to clinical data for quality improvement and oversight has been 

expensive and burdensome to collect (e.g., through manual chart audits). As electronic access to 

information becomes more available, medical chart audit reviews for accreditation and regulatory 

requirements will no longer be needed. Time gaps between collection, review and the ability to act will 

decrease, making the information more valuable to providers, health systems, CCOs, health plans and 

the State. 

 
The use of Clinical Quality Measures (CQMs) facilitates the aggregation of clinical information.   CQMs 

are process and outcomes measures used to measure the current quality of patient care and identify 

opportunities for improvement. Health plans, CCOs, health systems and providers all need CQMs to 

achieve the triple aim of better health, better care and lower costs. Unfortunately, not all of these 

groups have the ability to effectively and efficiently collect and use aggregated CQMs and other clinical 

data. 
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A new standard for CQM reporting 
 

Clinical Quality Measures are utilized for 

quality program reporting, including 

reporting required for Meaningful Use 

under the EHR Incentive Program. 

Starting in 2014, EHRs certified for 

Meaningful Use must be able to 

generate CQM data in a standardized 

format, called Quality Reporting Data 

Architecture (QRDA). This format 

facilitates electronic reporting, without 

placing an extra burden on providers, 

and is valuable functionality provided by 

2014 certified EHRs. 

Aggregated clinical data have several different uses: 

 
Provider-level uses: Actionable CQMs, alerts and other 

patient-level information are needed by point–of-care 

providers and the care team to look across their patient 

panels and identify care needs. These tools allow providers 

to identify patients who have gaps in care (e.g., missing 

recommended screenings), are at risk for poor outcomes 

(e.g., missing follow-up visits after hospitalization or being 

outliers within their chronic care cohorts) or have other 

signs of needing additional, proactive care. Clinical quality 

measures can provide insight into areas of success and 

areas for improvement. To be most useful for providers, 

these data and metrics should include the ability to “drill- 

down” to the patient level, so patient follow-up and 

practice changes can occur. 
 

Management-level uses: Health plans, CCOs, health systems and providers need CQMs and data to: 
 

• Ensure quality: Identify, monitor and improve quality of care. 

• Manage populations: Identify and manage their patients/populations effectively. 

• Pay differently: Transform care delivery via new payment models that are based on paying 

for value and health outcomes rather than visits. 
 

To be most useful for management-level users, these data and metrics should be collected 

frequently enough to demonstrate the impact of new delivery care models and help identify where 

resources and course corrections could yield better outcomes. 
 

Policy-level uses: The State monitors population health, and seeks to ensure value in the health care 

delivery system. Data that is particularly relevant at the policy level may include provider or 

management-level metrics, but may also include less frequently collected indicators, such as patient 

satisfaction surveys. 
 
 

The HIT Task Force described several challenges to ensuring that aggregated clinical data and metrics 

are available to support the above uses: 

Myriad unaligned metrics and reporting requirements create difficulties: Providers and health 

systems face a daunting number of reporting requirements across health plans, Medicare, Medicaid 

and pay-for-performance programs. Reporting metrics and other data often requires reporting   

many similar, but not identical, pieces of information. This lack of alignment increases administrative 

burdens and reduces comparability of data. 
 

Collecting and reporting metrics and other clinical data can be burdensome for providers: This 

challenge is particularly great given major HIT changes hitting providers in 2014 and 2015 (including 

ICD-10, requirements for Meaningful Use Stage 2, and 2014 EHR upgrades needed to be eligible for 

EHR incentives). 
 

Certified EHRs vary in terms of ability to generate and report CQMs: For example, although ONC has 

established 64 electronic CQMs, EHR certification standards require only nine CQMs to be pre- 

programmed into the EHR for automated reporting capabilities. While EHR vendors may “switch on” 
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additional metrics for a cost, this is a financial burden that smaller providers may not be able to 

absorb. 
 

The credibility of metrics depends on provider workflow: Even for the Meaningful Use CQMs that 

are pre-programmed into EHRs, the ability to produce high-quality, accurate data for each metric 

relies on the workflow and processes that ensure providers are entering appropriate data into the 

relevant fields of their EHR. 
 

Aggregating and analyzing clinical data can be challenging for some CCOs, health plans and health 

systems: Aggregating clinical data across different EHRs is a specialized technical skill set. While 

some CCOs, health plans and health systems have the capabilities or obtain them through 

community HIEs and other “data intermediaries,” access to these services is not statewide. Access 

to these capabilities is limited, especially for smaller providers. 
 

Individual-level data may be necessary to drive positive change: While some health plans and CCOs 

may be able to access provider- or clinic-level metrics, it may still be challenging to access individual- 

level clinical data. Individual-level clinical data allows the greatest flexibility in analytics, including   

the ability to drill down to identify patients in greatest need of follow-up. One HIT Task Force 

member noted that showing providers their performance results can elicit reactions of denial, unless 

the providers can see the specific list of patients where they are not meeting the performance  

target. 
 

Translating data into action: Providers are ready for information that allows them to better 

understand and manage their patient panels. However, the ability to translate metrics into practice 

improvements and/or to target patients needing care varies among providers and can depend on 

the utility of the reported data. Having excellent analysis of performance data, trends and 

benchmarking are of little use if providers are not able to take action or change practices to realize 

improvements. Health systems, CCOs and health plans also vary in their ability to work with 

practices and target their resources. 
 

Governance and ownership of data: Much of the patient data used for quality improvement, 

population management and incentives for health and prevention is covered under HIPAA  

provisions for health plan or provider treatment, payment, or operations purposes. The intersection 

of HIPAA with other privacy protections, such as 42 CFR Part 2, can create uncertainty about what 

information can be shared and how. Questions may arise regarding who owns the data and who can 

access the data. Protecting patient privacy and assuring security are paramount when working with 

patient information. 
 
 

Goal 2: Recommendations 
 
The State will support community and organizational efforts by: 

Promoting EHR adoption and Meaningful Use: To help communities 

realize the benefits of EHRs, the State can support providers’ efforts 

to adopt certified EHRs and meet Meaningful Use requirements, 

including raising awareness of new formats and functionality 

included in EHRs for electronic reporting of clinical quality 

measures. 
 

Leveraging national standards and federal EHR incentives: The State 

will use available levers to promote participation in the EHR 
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incentive programs and certified EHR adoption, as Meaningful Use Stage 2 requirements provide 

better access to automated clinical quality measures, leveraging the new automated formats 

available in 2014-certified EHRs. Where relevant to Oregon’s interests, the State will advocate 

nationally for standards and policy that further the ability of providers to seamlessly report clinical 

quality metrics from their EHRs. 
 

Assessing changing environments and convening stakeholders: The State will monitor and report on 

how EHR vendors adapt to new 2014 certification standards and how new EHRs meet clinical quality 

metrics/reporting needs. 
 
 

The State will work with stakeholders to: 

Adopt standards for safety, privacy, security and interoperability: 

Where possible, State standards will be aligned to national 

standards, such as HIPAA privacy provisions. See Chapter V. 

Governance for more discussion of standards and the compatibility 

program. 
 

Align metrics and reporting: The State will use available levers to 

align metrics and reporting requirements across Oregon. In 

particular, the State will seek opportunities to align all clinical metric specifications and reporting 

requirements with those already required for national programs and standards, such as Meaningful 

Use and National Committee for Quality Assurance (NCQA) standards. In addition, the State will 

facilitate a “report once” model, where providers can report to one source and have the data count 

for multiple pay for performance programs. The State will advocate for all pay for performance 

programs to be aligned around a common set of metrics. 
 
 

The State will provide: 

Statewide enabling infrastructure: The enabling infrastructure 

services will provide core baseline services such as a provider 

directory and patient/provider attribution service to support 

analytics and use of aggregated clinical data (see Chapter IV. 

Technology Recommendations for more details). 
 

Clinical metrics data for Medicaid: The State will develop a clinical 

quality metrics registry with the ability to aggregate key clinical 

quality data for the Medicaid program, develop benchmarks and other quality improvement 

reporting and calculate clinical quality metrics for paying quality incentives to CCOs and Medicaid 

EHR incentives to providers. 
 

To provide transparency into statewide, regional and local performance, the State will use the 

registry data and other state data sources to produce information on utilization, cost, and 

performance on clinical quality metrics. Development of the clinical quality metrics registry will start 

small and is expected to expand beyond the three initial quality measures and potentially beyond 

Medicaid. 
 

As the State-level clinical quality metrics registry evolves, it will likely have value for non-Medicaid 

pay-for-performance programs and the potential for reducing burden on providers by collecting 

Meaningful Use clinical quality measures for multiple programs. Leveraging data that is already 

being collected individually will provide economies of scale, reduce reporting burdens and, as more 
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populations and providers contribute data, increase the value of benchmarking and comparative 

data produced from the registry. 
 

Technical Assistance to Medicaid providers: The State will contract for technical assistance to 

Medicaid providers to support EHR adoption and Meaningful Use. Technical assistance can improve 

credibility of EHR data underlying clinical quality measures, bolstering provider confidence in 

metrics. 
 
 

 

GOAL 3: Individuals and their families access their clinical information and use it as 

a tool to improve their health and engage with their providers. 
 

 

Individuals and their families or caregivers can partner with their providers when they are educated and 

engaged. Unfortunately, many individuals do not have access to and ownership of their complete health 

records, including treatments and goals. Further, individuals often have concerns about the privacy and 

security of their personal health information. 

 
Individuals can also be empowered to provide some of their own clinical data using remote monitoring 

devices and new applications that allow them to engage with their health care teams remotely. For 

example, new chronic pain management applications for smart phones or tablets have patients estimate 

their pain levels on a regular basis, sending the patient-entered information to the care team for 

monitoring and immediate intervention when needed. 
 

To reduce gaps in patient access to their health information: 

• Individuals should have access to their complete 

health record, including treatments and goals in order 

to improve their understanding and engagement in 

their health care and outcomes. 

• Individuals should have ways to provide important 

information into their health records, including clinical 

data and their preferences related to their care, such 

as end of life care and POLST forms. 

 

Personal Health Records improve 

patient engagement 

Individuals with access to their 

personal health information are 

more empowered to engage in 

their care and well-being. This can 

mean better outcomes and lower 

costs. 

• Individuals should have the capacity to facilitate care management by sharing data with their 

providers. 

• Sufficient safeguards should be in place and be clearly communicated to patients so individuals 

have confidence in the privacy and security of their electronic health information. 
 

 

Goal 3: Recommendations 

 
The State will support community and organizational efforts by: 

Promoting EHR adoption and Meaningful Use: The State will use 

levers, such as promoting the EHR Incentive Program, to encourage 

providers to make protected health information available to 

patients. Meaningful Use Stage 2 requires eligible providers to give 

patients secure, electronic access to their health information. 
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Leveraging national standards and federal EHR incentives: To inform and support stakeholders, the 

State will monitor national efforts and standards, the evolving personal health record market and 

direct-to-consumer health care. 
 

Promoting statewide direct secure messaging: The State will engage in national discussions around 

extending Direct secure messaging to patients. 
 

Providing guidance, information and technical assistance: The State will support efforts to make 

patient information available electronically by informing stakeholders, supporting initiatives, and 

seeking to advance Meaningful Use requirements for making information available to patients. 
 

Assessing changing environments and convening stakeholders: The State will identify and 

disseminate best practices, and seek opportunities to explore promising approaches. As part of that 

effort, the State will engage individuals to identify opportunities, preferences and barriers around 

engaging in their health care via electronic interaction with their health information. 
 
 
 

Creating Oregon’s HIT-Optimized Health Care System 
 
 

All Oregonians have a stake in achieving HIT-optimized health care, and making the vision a reality will 

require participation, investment and support from all of Oregon’s health care partners. The Task Force 

made recommendations for what health plans, CCOs, community and organizational HIEs, health 

systems, providers and individuals can do to ensure that all health care delivered in Oregon is optimized 

by HIT. 

 
To ensure providers have access to meaningful, timely, relevant and actionable patient information 

to coordinate and deliver “whole person” care: 

• Health plans and CCOs support and encourage Meaningful Use of certified EHRs and 

participation in HIE. Health plans and CCOs align reporting requirements with Meaningful Use 

clinical quality measures and State efforts and further incentivize Meaningful Use. 

• Providers and health systems have the technology capabilities and workflows to participate in 

care coordination, including: 

o Pursuing Meaningful Use of EHR technology (particularly for providers eligible for EHR 

incentive payments), and incorporating the use of technology into workflows. 

o Participating in HIE across organizational and technological boundaries via Direct secure 

messaging and community, organizational, and statewide HIE efforts. 

o Sharing information and engaging in care coordination efforts. 

o Including all members of the care team in coordination and sharing information, 

including physical, behavioral health, dental, long-term care and social services partners. 

• Individuals and their families or caregivers expect that providers have electronic access to their 

patient information, inform their providers on where patient-generated information can be 

accessed (such as a personal health record), and seek to engage in their care and outcomes. 

 
To ensure systems and policy makers use aggregated clinical data and metrics for quality 

improvement, population management and incentivizing health and prevention; to inform policy 

development and to provide transparency into the health and quality of care in the state: 
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• Health plans and CCOs align quality reporting requirements with a core common set of clinical 

quality metrics relying on the EHR Incentive Program Meaningful Use metrics and specifications. 

They also invest in technology and processes to use aggregated clinical metrics data for effective 

population management, performance monitoring and creation of new payment models to 

reward outcomes rather than old models of paying for visits. 

• Health plans, CCOs, health systems and providers work together to ensure the credibility and 

quality of clinical data generated from EHRs. 

• Providers and health systems upgrade to meet 2014 EHR certification requirements that enable 

EHRs to produce clinical quality metrics, generate and report on clinical metrics data, implement 

workflow changes that may be needed to ensure quality of data, and make practice changes and 

target patients for interventions based on metrics and analysis of practice performance. 

 
To ensure individuals and their families access their clinical information and use it as a tool to improve 

their health and engage with their providers: 

• Health plans, CCOs, and community HIEs encourage and empower patient/provider 

relationships via electronic interaction with health information. 

• Providers and health systems educate, engage and empower individuals through access to their 

health information as the providers have the primary relationship with individuals (and often 

their families). 
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IV. Technology and Services Recommendations 
 

Overall Approach to Statewide Coverage 
The Task Force considered several options for the State’s overall approach to delivering statewide 

HIT/HIE coverage. These options are best viewed across a spectrum, with an entirely private model with 

no statewide support representing one extreme, and an entirely public model where the State provides 

all HIT/HIE services as the other. In light of past recommendations, current developments and Oregon’s 

HIT/HIE environment, the Task Force decided to continue with an approach originally championed by 

HITOC in 2011. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

This approach strikes a balance between the two extremes, and relies on the following six key elements: 

1) community and organizational HIT/HIE efforts, 2) statewide Direct secure messaging, 3) CareAccord®, 

4) new statewide enabling infrastructure services, 5) State aggregation of core clinical metrics data for 

Medicaid purposes and 6) technical assistance to providers to support EHR adoption and Meaningful 

Use. 

 
1. Community and organizational HIE efforts 

 
Various local efforts have emerged to offer HIE solutions. See Appendix B for more background on 

Oregon’s HIT/HIE environment. Oregon has four community health information exchange organizations 

(HIEs) and many larger health systems have commercial HIE capabilities. These community HIEs and 

organizational HIEs may use various standards to connect their members internally, ranging from 
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industry standards (such as Integrating the Healthcare Enterprise (IHE) standards) to proprietary vendor 

solutions. 

 
In 2014, providers seeking EHR incentive payments will need to upgrade to EHRs certified to 2014 

standards, including the capacity to electronically transmit information using Direct secure messaging. 

Direct secure messaging vendors (Health Information Service Providers (HISPs)) can offer numerous 

ways for their members to interact with their services, including web portals and integration into their 

members’ EHRs. 

 
2. Statewide Direct Secure Messaging 

 
Many Oregon providers will soon have the ability to share key health information electronically across 

organizational and technological boundaries, with the increased use of Direct secure messaging. As 

Oregon providers increasingly work together to coordinate care for Oregonians, there is an increased 

need to simply send the right patient information to the right place in time to make a difference in care. 

 
Direct secure messaging provides a HIPAA-compliant way to encrypt and send any attachment of patient 

information electronically, for example, shared care plans, patient histories and more sophisticated 

attachments such as x-rays and echocardiograms. As electronic health records (EHRs) evolve in 2014 to 

meet EHR incentive program requirements, Direct secure messaging will be a core service within each 

certified EHR and national standards will support interoperability between Direct secure messaging 

providers (Health Information Service Providers, or HISPs). 

 
Other important elements of Direct secure messaging include: 

• Provider directories: Direct secure messaging assumes that the person sending a message has 

the Direct address of the person they are sending to. In many cases, that is not the case. To 

facilitate Direct secure messaging, providers may need to look up or query to find the Direct 

addresses of the entities and providers they wish to send information to. Some EHRs and HISPs 

are adding interoperable, standards-based internal provider listings that greatly facilitate this 

provider look up capability. 

• HISPs and trust communities: Although each EHR may have Direct secure messaging available in 

2014, it will be critical for health systems, hospitals and providers to ensure that their HISPs 

meet national standards and are interoperable with other HISPs. Selecting a HISP that is a 

member in applicable trust communities (the two leading, national trust communities are the 

National Association for Trusted Exchange (NATE) and DirectTrust) will enable parties to more 

easily exchange with their partners and broader nationwide networks without having to 

negotiate distinct relationships. 

 
3. CareAccord®: Core baseline services 

 
The vision for the CareAccord® Program, which includes Direct secure messaging, is to provide access to 

statewide HIE. Providers participating in community or organizational HIEs and providers who have 

Direct secure messaging (HISP) services integrated within their 2014 certified EHRs can engage in 

statewide HIE through accessing enabling infrastructure services that connects their local HIE or HISP to 

others in the state. 

 
For other providers--such as providers in regions with no community HIE, those who have not upgraded 

to 2014 certified EHR technology, and others who are unlikely to use 2014-certified EHRs, such as long 
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term care, behavioral health and social service providers and care coordinators--the CareAccord® 

Program offers Direct secure messaging. In addition, the CareAccord® Program will provide other core 

baseline services statewide. This ensures no member of a care team is disenfranchised and unable to 

participate in electronic care coordination and exchange. 

 
CareAccord® core baseline services include: 

• Currently CareAccord® provides Direct secure messaging (HISP) via a web portal. Additional 

services for CareAccord® subscribers without EHRs or other technology will include: 

o Fillable forms or data entry templates to support common use cases (e.g., transition of 

care records from long term care facilities). These templates or forms can facilitate the 

ability of providers receiving the information to ingest the data into the patient record 

in the provider’s EHR. 

o Translation for computer-generated attachments to make them human-readable. 

• For Phase 1.5, the Task Force recommended that integration of Direct secure messaging into 

EHRs and provider workflows would be essential to achieving the value of sharing health 

information. The Task Force also recommended consideration for integration of Direct secure 

messaging into other systems in use by providers (such as social services case management 

systems). 

• Access to CareAccord® statewide enabling infrastructure services to facilitate exchange within 

and outside of CareAccord®. 

• Potential query capabilities in Phase 2.0, depending on the EHR incentive program Meaningful 

Use Stage 3 requirements and evolving national standards. 

 
In terms of trust communities, CareAccord® is the first state health information exchange in the nation 

to receive Direct Trusted Agent Accreditation. The Direct Trusted Agent Accreditation Program 

measures privacy, security, confidentiality and best practices with Direct protocol, and enables 

CareAccord® subscribers to securely send Direct secure messages to any subscriber in the DirectTrust 

trust community. CareAccord® is also a member of NATE (National Association of Trusted Exchange), 

which currently enables exchange between CareAccord® subscribers and providers in California and 

Alaska. 

 
4. Statewide enabling infrastructure services 

 
Statewide enabling infrastructure services provide core services that facilitate efficient use of HIT and 

information exchange across organizational boundaries. Ensuring appropriate funding, governance and 

participation in the statewide enabling infrastructure 

services will be critical for the success of these efforts. 

Practices, providers, hospitals, health systems, health plans, 

and others may directly participate in the State HIE without 

going through community or organizational HIEs or HISPs if 

they have the right technology. Following are the HIT Task 

Force recommended enabling infrastructure services. 

 
Provider directory services: Provider directory services are critical for several uses: health information 

exchange, analytics, State program operations, health plan and health system operations, statewide 

common credentialing efforts underway at OHA, public health program operations, and others. 

Oregon’s provider directory will be developed in phases, starting with key use cases (health information 

exchange, common credentialing, etc.) and expanding over time to serve other use cases. The provider 
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directory will include all types of providers and organizations that participate in these use cases, not just 

physical health providers and hospitals. 

 
The provider directory services, which will be introduced in Phase 1.5 and enhanced in Phase 2.0 as 

needed to support emerging query standards and the evolution of provider directory standards, will: 

• Enable lookup of parties (e.g., organizations and individuals) and their associated information 

(e.g., name, postal address, phone number, electronic service address for HIE purposes) using 

identifying characteristics. The provider directory would identify key affiliations, such as 

individual provider affiliation to their practices, health systems, health plans, etc. 

• Act as a “router,” and a single lookup point, distributing lookup requests to provider directories 

at community and organizational HIEs and health systems and returning aggregated responses. 

• May include core provider data in a central database (e.g., static data such as name, 

demographics, etc.). 

 
Common credentialing: OHA is mandated to establish a common credentialing database and program by 

January 2016, which will provide credentialing organizations (hospitals, health systems, health plans, 

etc.) access to commonly held information necessary to credential all health care practitioners in the 

state. Common credentialing and provider directory efforts have many opportunities for synergies, and 

staff are working to ensure the two efforts align where possible. For example, common credentialing 

may leverage some of the statewide provider directory’s technology infrastructure, and common 

credentialing efforts can provide an excellent data source for the provider directory. 

 
Additional considerations from the HIT Task Force: Provider directory services are integral to many 

functions beyond HIE. Keeping the provider information up to date is both important and challenging. 

Strategies that align providers’ self-interest to keep the information updated would be ideal, such as 

leveraging common credentialing processes. 

 
Patient attribution, record locator service and query: Like provider directory services, a patient 

attribution service that includes provider affiliation services is critical for several uses: health 

information exchange, analytics, State program operations, health plan and health system operations, 

and others. Oregon’s patient/provider attribution services would be developed in phases, starting with 

key use cases (e.g., hospital notifications) and expanding over time to serve other use cases. 

 
Patient/provider attribution provides base level data that can be used for record location when 

matching patient records from different data sources. Record location services would not include the 

development of a universal patient identifier, but rely on the state-of-the-art matching algorithms to 

match patient records from different data sources based on key demographic information. 

 
Patient/provider attribution, record locator and query enabling services, which will be offered in Phase 

1.5 and expanded in Phase 2.0, will offer the following: 

• When given demographics and information related to a patient, potential sources of  

information for that patient, along with each source’s relationship to that patient (if known), are 

returned. 

• Phase 1.5’s notification hub will have the (internal) ability to attribute patients to providers via 

information supplied by notification subscribers. This source data provides an incrementally 

developed patient/provider attribution service, which can be leveraged for health information 

exchange and analytics purposes. 
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• For Phase 2.0, facilitating statewide query capabilities will be important. Before investing in 

more robust statewide infrastructure, it will be critical to account for evolving national 

standards around query, including requirements for the Meaningful Use Stage 3. 

• Contingent upon the evolving federal standards, Oregon’s enabling infrastructure services may 

include a record locator service in Phase 2.0. This service would build on and decouple the 

patient/provider attribution function from the notification hub while also providing data 

location capabilities to facilitate push and query-based exchange. 

 
Additional considerations from the HIT Task Force: Although patient matching algorithms have come a 

long way, often a human decision is needed to make a sufficient match. This work can be complex and 

will likely evolve over time. OHA should explore leveraging other potential sources of patient/provider 

affiliation data. 

 
Notification hub: The notification hub, which will be initially developed in Phase 1.5 and incrementally 

enhanced in Phase 2.0 as needed to support emerging notification standards and statewide alerting 

needs, will include the following: 
 

• The hub will accept notifications and alerts and relay them to applicable parties statewide. For 

example, the hub receives daily information feeds from a hospital and sends notifications to the 

clinic or health plan affiliated with each individual seen in the hospital. 

• Beyond those related to hospital admission/discharge, potential notifications and alerts to be 

considered for Phase 2.0 include: 

o Notifications to care teams when individuals transition into/between long term care 

settings. Nursing facilities could notify hospital discharge staff when beds become 

available, and hospital discharge staff could notify nursing facilities when a bed is 

needed. 

o Alerts to pediatricians and/or early education services providers when developmental 

screenings have occurred. 

o Notifications to health plans, CCOs, or care teams when individuals are released from 

jail. 

 
Emergency Department Information Exchange (EDIE): OHA is participating in a public/private 

collaboration to bring the Emergency Department Information Exchange (EDIE) technology to all 

hospitals in Oregon in 2014. All 59 hospitals in Oregon have agreed to implement EDIE by November 1, 

2014. The EDIE project will provide emergency departments with key care summaries for patients who 

have high utilization of emergency department services, with the goal of reducing unnecessary hospital 

services and improving outcomes. Statewide hospital notifications augment the work under EDIE, by 

notifying providers, health plans, and care coordinators when their members or patients are seen in any 

hospital in the State. 

 
Additional considerations from HIT Task Force: 

• Careful planning is needed around how statewide notifications services would interact with 

community or organizational notification efforts currently underway, with a focus on supporting 

those notifications by adding new data sources (e.g., hospital notifications from other regions). 

• Close attention must also be paid to the provider/user’s experience and to avoiding “alert 

fatigue” and redundant alerts. 

• Consideration must be given to how best to leverage the work underway with the EDIE project, 

as EDIE will be implemented in nearly all hospitals in the state. For example, EDIE may be 
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extensible to link to or provide further notifications services, which could minimize burden on 

hospitals in reworking interfaces for inpatient notifications. Also, it will be important to ensure 

that EDIE interfaces with CareAccord® and the statewide enabling infrastructure services. 

 
5. State aggregation of clinical quality metrics for Medicaid purposes 

 
OHA is planning to develop the ability to aggregate key clinical quality data for the Medicaid program, 

develop benchmarks and other quality improvement reporting, and calculate clinical quality metrics for 

paying quality incentives to CCOs and Medicaid EHR incentive payments to providers. Particular focus is 

on the three clinical CCO incentive metrics that are also EHR incentive program metrics: diabetes poor 

A1c control, hypertension, and depression screening. CCOs can leverage State infrastructure to meet 

reporting requirements to OHA and receive collected clinical data for their members for 

analytics/quality improvement. The registry could receive data either directly from providers (see 

Provider A example below) or from a data intermediary such as a CCO, health plan, system, quality 

vendor, or the like (see Provider B example below). Once developed for Medicaid, the registry could be 

expanded to other uses, as described on pages 24 of this document, under “Clinical metrics data for 

Medicaid”. 
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6. Technical assistance to Medicaid providers 

 
OHA has obtained Medicaid funding to provide technical assistance to Medicaid providers to support 

them in the Meaningful Use of their EHRs. Technical assistance will help providers to effectively use 

their EHR technology and realize the benefits of their investments in EHRs. By helping providers use 

workflows that support accurate entry of information into their EHRs, technical assistance increases the 

reliability of clinical data extracted from EHRs. Improving the credibility of EHR data, in turn, bolsters 

provider confidence in clinical quality metrics. Technical assistance also supports the aim of promoting 

EHR adoption and Meaningful Use, and will help Medicaid providers meet requirements to qualify for 

EHR incentive payments. In particular, this assistance can help further goals of achieving statewide 

Direct secure messaging by assisting providers seeking to meet Meaningful Use Stage 2 requirements 

related to using Direct secure messaging. Technical assistance contracts are anticipated to be in place in 

2014, contingent upon CMS approval. 

 
Oregon’s Long-Term HIT/HIE Landscape: Putting the elements together 

 

The diagram below attempts to illustrate the conceptual HIT/HIE landscape, incorporating four of the 

elements described above: 

• Community and organizational HIEs and health systems provide HIT and HIE services to some 

providers. 

• Statewide Direct secure messaging provides a foundation for sharing information across 

organizations and differing technologies. This is accomplished by a combination of efforts by 

providers, community and organizational HIEs, and State-level efforts. HISP participation in 

common trust communities is key to this interoperability, and is not reflected in the diagram 

below. 

• State-sponsored CareAccord® provides common services as baseline HIE capabilities to those 

without access to community or organizational HIEs (in the diagram below, CareAccord® is 

represented as a HISP). Subscribers receive Direct secure messaging and access to statewide 

enabling infrastructure services through CareAccord®. 

• Statewide enabling infrastructure ties together local efforts where they exist and provides 

enabling HIE and HIT functions (such as identifying providers or locating patient records) across 

community and organizational HIEs, health systems, providers and other entities. Enabling 

infrastructure also includes statewide notifications of hospital events. (Note: “Enabling 

Protocols” is a convenient way to refer to the set of mechanisms supported by each piece of 

enabling infrastructure services for interactions.) 
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Technology implementation considerations and principles: 

The Task Force offered several principles to guide the State as it continues to implement HIT/HIE 

technology and services: 

• HIT/HIE infrastructure and services must be interoperable. Interoperability will be reached 

through leveraging national standards and initiatives, including anticipating where national 

standards are evolving to be prepared for the future. 

• Don’t let “perfect” be the enemy of “good.” 

• Behavioral health, dental, long-term care and social services professionals must be included in 

the HIT/HIE environment. 

• State communication and outreach must help providers understand the vision of HIT-optimized 

health care and participate in HIT/HIE services in meaningful ways. 

• State-level services must have sufficient technical support to effectively implement and support 

delivery of services. 

• The integration of the HIT/HIE enabling infrastructure services into existing technology and 

workflows directly correlates to the use and value of those services, and can greatly impact the 

business case for funding these services. 
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Phasing: Near-Term Development (Phase 1.5) and Longer Term (Phase 2.0) 
 

As noted in the sections above, statewide HIT/HIE infrastructure is expected to be developed in phases. 

Current efforts (Phase 1) include CareAccord® Direct secure messaging web-portal based services. For 

2014-2015, Oregon has State funding in place to leverage federal funding and develop six elements 

(“Phase 1.5”) described below. In 2015 and beyond, Oregon will seek additional funding for expansion of 

Phase 1.5 elements and potential addition of a record locator service (“Phase 2.0”). 

 
In collaboration with and support of all 16 CCOS, OHA is accelerating development of core baseline 

services and enabling infrastructure services in 2014-2015 (“Phase 1.5”). The near-team statewide 

HIT/HIE priority elements were identified through the stakeholder process, including the listening 

sessions, conversations with the HITOC, and discussions with CCOs, health plans, providers and 

interested parties. The HIT Task Force incorporated Phase 1.5 efforts into its technology 

recommendations. 
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V. Governance, Policy and Operations Recommendations 
 

Background: HIT/HIE Governance 
 

In approaching the issue of governance for statewide HIT/HIE services, the Task Force considered the 

common models of HIT/HIE governance, HITOC’s 2010 governance recommendations, Oregon’s current 

HIT/HIE environment, and themes from other state HIT/HIE governance models. 

 
HIT/HIE Governance Models 

 

There are three primary models for the governance of statewide HIT/HIE services:
4

 

• Government-led: The government is directly responsible for the provision of HIT/HIE 

infrastructure as well as overseeing its use. 

• Public Utility with Government Oversight: The private sector provides HIT/HIE infrastructure 

while the government provides regulatory oversight. 

• Private Sector-led with Government Participation: The government collaborates and advises as a 

stakeholder in the private-sector provision of HIT/HIE infrastructure. 

 
2010 HITOC Governance Recommendations 

 

In 2010, a strategy work group convened by HITOC determined that Oregon’s governance model should 

take a phased approach to developing a public utility with government oversight. In the first phase, the 

State would support existing community and organizational HIT/HIE efforts by providing HIE policies, 

requirements, standards and agreements. The work group anticipated that a financial sustainability plan 

and necessary legislation would allow for a second phase in which a state-designated entity would be 

created. The designated entity could serve as the central contracting point for community and 

organizational HIT/HIE efforts and act as the accrediting body by implementing the policies developed in 

the first phase. 

 
Oregon’s Current HIT/HIE Environment 

 

Since 2010, Oregon’s HIT/HIE environment has changed. Some local HIT/HIE efforts have come and 

gone, and the State has begun to provide HIT/HIE services to support health care transformation. 

Currently the State is responsible to: 

• Provide public accountability and transparency into State efforts, including the CareAccord® 

program and the Medicaid EHR Incentive Program. 

• Operate the CareAccord® program working with a contracted vendor. OHA chose this approach 

to fully utilize Oregon’s federal HIE funding (from the American Recovery and Reinvestment Act 

(ARRA), Health Information Technology for Economic and Clinical Health (HITECH) Act State HIE 

Cooperative Agreement) through the Office of the National Coordinator for HIT (ONC). This 

approach also maximized the potential of Medicaid funding because the State retained 
 
 
 

4 
National Governors Association Center for Best Practices, “Health Information Technology (HIT) Governance & 

Coordination.”          http://www.nga.org/cms/home/nga-center-for-best-practices/center-divisions/center-issues/page- 

health-issues/col2-content/main-content-list/health-information-technology-hi.html. 
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operational authority and enhanced coordination between the HIE efforts and the Medicaid EHR 

incentive program. 

• Convene the CCO HIT Advisory Group (HITAG) to guide the use of State funds in the 

implementation of Phase 1.5 services (started in October 2013). 

• Establish, document and operationalize State policies related to HIT/HIE within legal 

parameters, including HIPAA and other federal regulatory requirements, such as 42 CFR Part 2. 

• Manage the relationship with federal partners, including ONC for the ONC State HIE Cooperative 

Agreement and CMS for Medicaid HITECH Act funding and programs including the Medicaid EHR 

incentive program. The State also is responsible to ensure compliance with federal program 

requirements. 

 
Other HIT/HIE Governance Considerations 

 

In deliberating about Oregon’s HIT/HIE governance model, the Task Force considered common themes 

across governance models from other states and the 2010 HITOC recommendations. These themes 

informed the Task Force’s recommendations. 

• In any governance model selected, the State will have some role in the oversight structure. At a 

minimum, the State will have an ongoing role in: 

o HIT/HIE strategy development 

o Contract/fiduciary oversight 

o Board/advisory council membership – in some states, government participation is in an 

ex-officio capacity 

• The selection of a governance model affects the options for financing. To achieve stability, most 

governance models enable access to several sources of funding: 

o Initial funding via ONC State HIE Cooperative Agreement 

o Moving to subscription/membership fees, 

o Leveraging state allocations, and/or federal Medicaid funding paired with private 

funding. 

 
Recommendations for Governance of HIT/HIE services 

 
Principles and Characteristics 

 

The HIT Task Force considered the following common principles and characteristics that HIT/HIE 

governance structures should incorporate regardless of organizational structure. These principles are 

described by the Markle Foundation as part of the “Markle Connecting for Health Common Framework 

for Private and Secure Health Information Exchange.”5
 

• “Participation: Regular and intentional public outreach and deliberations are an important 

aspect of legitimate decision-making and governance processes. Policies and procedures 

developed through a collaborative process that seeks early input, promotes broad participation, 

and provides public comment periods have a greater likelihood of being understood and 

supported by those they are designed to serve.” 

• “Transparency and Openness: It is also important to provide clear explanations for the rationale 

behind final policies and decisions. This includes documenting the processes and decisions of 

any workgroups or subgroups and addressing comments received by the public. Transparency 
 

 
5 

http://www.markle.org/health/markle-common-framework/connecting-professionals/hie-governance 
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should be a goal in other administrative respects, including how operations are financially 

supported and sustained.” 

• “Representation: Meaningful engagement and balanced representation of a wide variety of 

participants, including patients and consumers, is critical to the success of health information 

sharing efforts. Because the goal of safe, secure and appropriate health information sharing 

depends on the buy-in and participation of a wide variety of health care system participants, 

that same range of engagement and input is required for governance to succeed.” 

• “Effectiveness: A successful governance model will create the structure and processes needed to 

support effective and efficient decision-making. To operate effectively, governance efforts need 

adequate resources and staff who are knowledgeable, dedicated and able to execute the  

policies and procedures. No single governance model works for all information sharing efforts, 

but rather an array of tools and processes that can be used by different entities and/or 

participants.” 

• “Flexibility: Policies and procedures need to be flexible. Governance models should keep 

members informed and enable them to react quickly to a changing environment. … Governance 

models should also accommodate constant and rapid innovations in technology. Flexibility will 

allow an entity to incorporate and maximize use of these technological innovations, and thus 

governance policies should remain technology-neutral.” 

• “Well-defined and bounded mission: A plainly articulated vision that clearly sets forth the value 

case for information sharing, as well as a well-defined scope of authority, will help ensure that 

the governance processes are timely, relevant and appropriate. The scope should be limited to 

the necessary policies and procedures that must be commonly defined and agreed upon to 

achieve these two high-level objectives. Clearly articulating a high level mission is critical for 

prioritizing strategic objectives and addressing the issues appropriately as they emerge over 

time.” 

• “Accountability: Accountability is a vital element of any governance process and should include 

procedures for the submission and handling of complaints related to policy violations. In 

addition, a clear and public dispute resolution process should be developed. … Health 

information sharing efforts have a range of accountability and enforcement mechanisms to 

choose from to best fit their particular objectives and circumstances, but the existence of each 

should be shared publicly.” 

 
State and Stakeholder Roles in Governance, Policy and Operations 

 

After careful consideration, the Task Force proposed a governance model similar to the one conceived in 

HITOC’s 2010 recommendations. In this proposed governance structure, the State retains the following 

roles: 

• Statewide direction and oversight 

• Accountability and transparency 

• Statewide standards and policies 

• Policy implementation, including compliance with federal requirements (Medicaid, HIPAA, etc.) 

• Meaningful ongoing engagement with stakeholders, including convening, policy and legal 

guidance and technical assistance. 

 
While the State would retain those roles, an HIT designated entity (see “HIT Designated Entity Role” 

below) would transition into the operations role. To ensure that the State could step in if needed, some 

HIT Task Force members recommended fail-safe measures, such as provisions to allow the State to reset 
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the board of directors and/or to allow the State to exercise a direct relationship with the HIE vendors 

involved in the infrastructure and support, if the HIT Designated Entity does not fulfill its role. 

 
Stakeholders would continue to provide input and feedback on statewide direction, standards and 

policies, and the direction and effectiveness of HIT/HIE programs and enabling infrastructure services. 

The HIT designated entity would be accountable to the State to meet its contracted and designated 

obligations, as well as accountable to its oversight board or steering committee. 

 
HIT Designated Entity Role 

 

In Phase 2.0, OHA intends to create a new entity or contract with an existing entity. The HIT designated 

entity would be responsible to implement policies and requirements developed by the State. The entity 

would: 

• Become the central contracting point for data use and business associate agreements with 

community and organizational HIEs and data providers. 

• Contract with technology vendors to implement and operate statewide HIT/HIE enabling 

infrastructure services. 

• Coordinate with and support local efforts via HIE programs. 

 
The Task Force considered the following options for the type of HIT designated entity, but did not 

recommend a specific type: 

• Contracted non-profit entity, under the governance of a steering committee or board of 

directors 

• Public corporation, established in legislation, with a board of directors 

• Semi-independent entity (Oregon Patient Safety Commission is an example of this kind of entity) 

• Special purpose non-profit (e.g., SAIF). 

 
Regardless of the form it takes, the Task Force determined that the HIT designated entity should be: 

• Mission focused on statewide HIT/HIE objectives, without conflicting business objectives 

• Trusted and objective 

• Responsive, with stable leadership and financing 

• Transparent and accountable to State oversight 

• Experienced 

 
State HIT/HIE Compatibility Program 

 

Under this proposed model, the Task Force determined that the ultimate responsibility for  

accountability for statewide HIT/HIE resides with the State. To ensure interoperability and the security  

of information exchanged through statewide services and to protect privacy, the Task Force 

recommended that the State should establish a new HIT/HIE compatibility program. Any entities seeking 

to participate in State enabling infrastructure services would need to meet compatibility program 

expectations. Community and organizational HIE efforts that meet the criteria will have increased 

credibility in their communities and may be able to attract providers and health system participants. 

 
The purpose of an HIT/HIE compatibility program is to build public trust, accountability and transparency 

in statewide services, by: 
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• Ensuring interoperability to improve the use and value of information exchanged, while enabling 

seamless use of State services that rely on data and technology residing in multiple 

organizations. 

• Ensuring privacy and security practices are in place. 

• Providing quality assurance and recourse. 

 
Key features of a State HIT/HIE compatibility program include: 

• Core criteria and standards must be met as a condition of participation in statewide services. 

Entities could operate HIE services in Oregon without meeting the criteria, but would not be 

able to participate in statewide services. Thus, the criteria are not a mandate across the state, 

but a condition of voluntary participation. These criteria may be required through participation 

agreements, although the State may choose to use other more formal mechanisms to specify 

criteria (law, regulation). 

• Any entity that participates directly in statewide services would need to meet compatibility 

criteria. Entities could include community HIEs, organizational HIEs, hosted EHRs, CCOs, health 

plans, HISPs, CareAccord®, etc. Entities that participate in statewide services indirectly would 

need to meet the participation criteria of the community or organizational HIE, but not 

necessarily the State-level criteria. 

• The compatibility program could be carried out in a number of different ways. For example, the 

program could require documentation and site visits to “accredit” entities, or entities could 

attest to meeting standards and the State could reserve the right to validate the accuracy of the 

information attested. Also, the State could delegate the program to an external neutral entity or 

could retain the program in-house. 

• In addition, the State may use other accountability levers to drive toward compliance. For 

example, using State contracts with providers, CCOs or health plans, the State may encourage or 

require participation in statewide services. 

• The compatibility criteria and program will be developed during Phase 1.5 so they are in place 

when initial enabling infrastructure services are implemented. 

• The compatibility program would reflect federal standards for interoperability, privacy and 

security of personal health information. 

 
Phasing of Governance/Operations/Policy 
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VI. Finance Recommendations 
 

Background: Current Financing for State HIT/HIE Services and Federal Funding 

for Medicaid Services 
 

Statewide HIT/HIE infrastructure is essential for supporting health care transformation efforts, and 

requires significant financial investment and ongoing financial sustainability. Knowing this, the Task 

Force reviewed the State’s current financing model and available federal funding for Medicaid services 

when considering the appropriate future financing model for statewide HIT/HIE services. 

 
Federal Funding for Medicaid Services 

 

One potential funding source for Phase 1.5 and 2.0 proposed HIT/HIE infrastructure relates to the 

Medicaid program. For HIT/HIE infrastructure that serves Medicaid purposes, the State can request 90% 

federal Medicaid funds to match 10% State funds to cover the “Medicaid share” of implementation 

costs. (The 90% federal funds combined with 10% State funds often are referred to as “90-10” funds.)  

For example, the clinical quality metrics registry is needed to collect electronic clinical quality measures 

for the Medicaid EHR Incentive Program and thus eligible for Medicaid funding. If, over time, the registry 

is used for purposes beyond Medicaid, private dollars would need to be used to cover costs attributable 

to private use. 

 
The source for the 10% State matching funds must also meet specified federal Medicaid requirements. 

In addition, implementation efforts must comply with federal Medicaid procurement requirements and 

the Centers for Medicare and Medicaid Services (CMS) “Seven Conditions and Standards” for Medicaid 

funding.6 In formulating funding requests, OHA works closely with CMS to ensure compliance with all 

applicable requirements. 

 
There are two potentially applicable funding streams through Medicaid. Each provides different 

opportunities and limitations for federal match funding. 

• Medicaid Management Information System (MMIS) Funding: Most often thought about in terms 

of the funding for the State’s Medicaid claims processing system, MMIS funds can also provide 

90-10 funds for the initial build of IT infrastructure necessary for the administration of the 

Medicaid program and 75-25 funds for ongoing operations. MMIS-funded projects must be built 

for State Medicaid purposes, meaning the services will be used for the ongoing operations of 

Oregon’s Medicaid program and be under the control of the State. When the project provides 

structural support for other State programs and private entities beyond Medicaid, then costs 

must be allocated between Medicaid and non-Medicaid users. 

• Medicaid HIT/HIE (ARRA-HITECH) Funding: Enacted as part of the American Recovery and 

Reinvestment Act (ARRA) of 2009, the Health Information Technology for Economic and Clinical 

Health (HITECH) Act provides Medicaid 90-10 funds for technology, people and processes for the 

initial build of certain Medicaid HIT/HIE projects not eligible for MMIS funding. There is no 

Medicaid HIT/HIE federal funding for ongoing operations. Funding for design, development and 
 
 

6 
More information on the Seven Conditions and Standards is available from CMS 

http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Data-and-Systems/Downloads/EFR- 

Seven-Conditions-and-Standards.pdf 
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implementation funding ends in 2021. These HIT/HIE services are focused on the EHR/HIE 

promotion initiatives, including technology, people and processes that are necessary to 

encourage the adoption and Meaningful Use of certified EHR technology. CMS will not 

contribute Medicaid HIT/HIE funding for projects that could be funded by MMIS funds instead, 

and non-Medicaid users must pay their “fair share” for use of the services. Medicaid HIT/HIE 

funding is potentially available for statewide HIT/HIE services. 

 
Financing for Phase 1.5 Development and EDIE Implementation 

 

Financing for State HIE ongoing operations of CareAccord® and near-term development of Phase 1.5 

services comes primarily from federal Medicaid matching dollars and State general fund investment. The 

State has had initial success collaborating with private investors to implement EDIE. Moving forward, 

continuing to identify the value for private investors and further developing these kinds of partnerships 

will be essential to create a consistent, long-term financing model. 

• CareAccord® statewide Direct secure messaging: CareAccord® services were financed through 

February 2014 using federal funding from the Office of the National Coordinator for HIT (ONC) 

through Oregon’s State HIE Cooperative Agreement. A combination of federal Medicaid and 

State general funding has been secured for ongoing operations. At present, no private funds are 

used or fees charged for CareAccord®; the State would need legislative authority to set and 

collect fees. 

• Phase 1.5 core baselines and enabling infrastructure services: Initial investment will come from 

federal Medicaid MMIS or Medicaid HIT/HIE funds (90-10 funding), with the State match coming 

from a $3 million State general fund allocation. The State is currently seeking other partners to 

participate in fair share financing to extend services beyond Medicaid. 

• Emergency Department Information Exchange (EDIE): The State partnered with the Oregon 

Health Leadership Council (OHLC), the Oregon Association of Hospitals and Health Systems 

(OAHHS), the Oregon Chapter of the American College of Emergency Room Physicians and 

others to implement the privately-led EDIE initiative. The State contributed a one-time, non- 

Medicaid investment (using Centers for Medicaid & Medicaid Innovation, State Innovation 

Model grant funds) to subsidize about half of the first year’s costs for implementing EDIE with 

the condition that the vast majority of hospitals participate. Ultimately, all of Oregon’s 59 

hospitals agreed to implement EDIE by November 2014, and will receive the first year of the 

subscription service subsidized by OHA, OHLC and OHLC’s member plans. As of April 2014, the 

EDIE governing body and OHLC is considering a shared “utility” model to continue funding for 

the second and ongoing years of this service. This shared funding model would share costs 

between health plans, CCOs, and hospitals based on an entity’s relative size, such as 

membership share or revenue. 

 
Challenges 

 

The Task Force identified challenges the State faces in creating sustainable financing for statewide 

HIT/HIE services: 

• The value of HIT/HIE services does not always accrue immediately. To gather investors, HIT/HIE 

services must either deliver value to stakeholders directly or there must be a promise of value 

later. 

• HIE efforts in other states have failed due to unsustainable financing, especially when federal 

funding ended. In some cases, private financing partners, such as health plans, have not seen 
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much return on their investments in statewide HIT/HIE solutions. Financial commitments and 

support are paramount for the success of statewide HIT/HIE efforts, as well as leadership and 

political sustainability. 

• Recurring income sources must be sufficient to sustain ongoing operations, which require 

revenue projections to align closely with demand and sufficient users to generate adequate 

operating income. 

• Community HIEs face long-term financial uncertainty. Potential customers for community HIEs 

may be reluctant to invest for the reasons stated above. As statewide HIT/HIE services are 

implemented, consideration should be given to the impacts on sustainability for community 

HIEs. 

 
Recommendations for Financing of Statewide HIT/HIE Services 

 
Principles 

 

The Task Force reviewed financing models from several states and past HITOC work, and compiled the 

following principles to inform Oregon’s financing model for Phase 2.0 and forward. 

• Ongoing sustainable financing for statewide services is dependent on broad-based support. 

• Those who benefit from the statewide services should participate in funding. 

• Services that support interoperability and provide key infrastructure should receive priority. 

• Fee models should encourage use and maximize user value. 

• Avoid complexity and unnecessary costs. Costs for HIT/HIE services are overhead to providing 

direct care to patients. 

• Medicaid funding should be appropriately utilized (e.g., considering HITECH Act funds available 

for planning and implementation costs but cannot cover ongoing operations). 

• Build small initially and demonstrate results to build support for financial partnerships. Keep 

technology scope small and incremental, focusing on high-value, foundational elements. 

Developing financing partners will be easier when costs are low and value is high. The ultimate 

financing model may depend largely on the size of the costs (i.e., partners may be willing to risk 

investment when costs are low). 

 
Approach: Public/Private Partnership 

 

The Task Force recommended that the most likely path to a sustainable financing model is a 

public/private partnership. The Task Force recommended the following approach to funding: 

• Public/private financing models should evolve as stakeholders are engaged and see value. 

Oregon should remain open to potential financing partnerships and strategies. Financing models 

where those who benefit participate financially should be considered, such as: 

o A proportional funding model where some or all of the costs are split between 

stakeholders, including health plans, CCOs, community and organizational HIEs, health 

systems and the State, and where individual providers have minimal or no costs. 

o A subscription-based financing model where entities who participate in statewide 

services pay a subscription fee. Based on the statewide enabling infrastructure services 

technology model (see the Technology chapter), the entities participating directly in 

statewide services are community and organizational HIEs, health systems, hospitals, 

health plans, HISPs, providers not connecting through a community or organizational 

HIE, and other entities. Individual providers that are connected to a community or 
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organizational HIE or health care system would not directly pay into the statewide 

services. Subscription fees in other states are often proportional to the size of the 

organization (e.g., PMPM for health plans, number of beds for hospitals, etc.). 

• State agencies using enabling infrastructure services should participate in funding their share of 

the costs. 

• Transaction or per-use fees are ineffective for statewide enabling infrastructure services. 

Transaction and per-use fees could discourage utilization of State HIT/HIE resources and reduce 

user value. 

 
Recommendations for Next Steps 

 

The Task Force identified steps the State should take to pursue a public/private partnership to support 

sustainable financing: 

• Seek CMS approval for the Medicaid share of implementation costs and Medicaid financing for 

ongoing operations for components used for Medicaid operations purposes. 

• Seek non-Medicaid partners, including non-Medicaid state agencies and private entities who 

would benefit from HIT/HIE services, and reach out to communities and organizations engaging 

in HIT/HIE efforts. Build off successful partnerships such as EDIE and common credentialing. 

• Work closely with CCOs to ensure they see the value of investments in statewide Phase 1.5 

services. 

• Define and seek legislative authority to set and charge fees for statewide enabling infrastructure 

services. 

 
Phasing for Financing 
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VII. Conclusion 
 

The work of creating HIT-optimized health care is not easy. As the many stakeholders who have 

contributed to this report have observed, challenges exist – from the burdens on providers struggling to 

meet multiple HIT changes in a short time, to the misaligned incentives still embedded in fee-for-service 

models, to the danger of unintended consequences such as “alert fatigue” resulting from an 

overwhelming volume of incoming information. 
 

The benefits of achieving HIT-optimized health care, however, will be great. In some areas, these 

benefits already are beginning to be seen, as improved information sharing supports better care 

coordination and reduced costs. As the right HIT/HIE services become more ubiquitous and coordinated 

across Oregon, more Oregonians will experience the advantages of health care that is supported by 

timely access to patient information. Providers will find it easier to deliver whole person care. Systems 

will have the clinical outcomes data to enable quality improvement, population management and 

incentives for health promotion. Policymakers will be able to use clinical data for transparency and 

policy development. Oregonians and their families will access and use their own health information to 

be informed and engaged in their own health care. 
 

Providers, systems and individuals all have a stake in making this vision a reality. This report outlines 

steps for the State, health plans, CCOs, community and organizational HIEs, health systems, providers 

and individuals. With all stakeholders working together, Oregon can achieve a transformed health care 

system that is optimized by HIT. 
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Appendix A: 2013 Stakeholder Listening Sessions and HIT Task Force 
 

Listening Sessions 
 

In Spring/Summer of 2013, OHA staff met with CCOs and other key stakeholders to identify HIT/HIE 

needs to support health system transformation efforts. These listening sessions included input on the 

appropriate role for the State and for statewide services in meeting the HIT/HIE needs.7
 

 

Health Plans Hospitals/Health systems/Providers 

• CareOregon •  PacificSource 

• Kaiser Permanente •  Providence 

• MODA (ODS) •  Regence 

• Asante Health System • OHSU 

• Health Futures CIO Council • Providence 
(Independent Hospitals) • Tuality 

• Independent Providers • Salem Health 

Medicaid Coordinated Care Organizations Local/Community Health Information Exchanges: 

• AllCare •  PacificSource 

• Columbia Pacific Community 

CCO Solutions CCO, 

• Eastern Oregon Columbia Gorge 

CCO Region 

• FamilyCare •  Primary Health of 

• Health Share of  Josephine County 

Oregon •  Trillium 

• Intercommunity Community 

Health Network  Health Plan 

CCO •  Umpqua Health 

• Jackson Care  Alliance  

Connect •  Western Oregon 

• PacificSource Advanced Health 

Community •  Willamette Valley 

Solutions CCO, Community 

Central Oregon Health 

Region •  Yamhill County 

Care Organization 

• Bay Area Community • Gorge Health Connect 

Informatics Agency (BACIA) • Jefferson HIE 

• Central Oregon HIE 

Other Key Partners 

• Cover Oregon • Oregon’s HIT Oversight 

• OCHIN Council (HITOC) 

• Oregon Health Leadership • Oregon Health Care 

Council (OHLC)  Quality Corporation 

• Oregon Public Employees 

Benefit Board (PEBB) 

Associations 

• Association of Oregon Community Mental Health 

Programs 

• Oregon Association of Hospitals and Health Systems 

• Oregon Medical Association 

• Oregon Primary Care Association 

 

Health Information Technology Task Force 
 

In July and August of 2013, the Oregon Health Authority (OHA) sought nominations for the Health 

Information Technology Task Force. OHA sought a diversity of stakeholders, including, but not limited to, 

health plans/payers, health systems, hospitals, providers, local HIE efforts, public sector, 

advocates/consumers and HITOC members. The Task Force met five times between September and 

November 2013, with some members participating in additional ad hoc meetings to inform staff work. 
 
 
 

 
7 

The full listening session report is available at 

http://healthit.oregon.gov/Initiatives/Documents/Stakeholder_ListeningSession_Summary_2013-08-25.pdf 
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Appendix B: Background 
 

Oregon’s Health System Transformation and Coordinated Care Organizations 

(CCOs) 
 

Oregon is a national leader and undergoing a multi-dimensional effort to bring the triple aim of better 

health, better care and lower costs to Oregonians. In particular, Oregon has implemented new 

coordinated care organizations (CCOs) under an unprecedented Medicaid 1115 waiver and significant 

federal financial support, including a $1.9 billion Centers for Medicare & Medicaid Services (CMS) 

investment over five years and a CMS Center for Medicare and Medicaid Innovation (CMMI) State 

Innovation Model (SIM) grant. In particular, through the SIM grant, Oregon is working to accelerate and 

spread the coordinated care model beyond the Medicaid population to public employees, Medicare, 

and private payers. 

 
The coordinated care model encompasses the following principles and attributes. Many of these 

principles rely on access to the right patient information at the right time, which can be supported by 

HIT/HIE infrastructure and efforts. 
 

Utilization of best practices to manage and coordinate care: 

• Creating a single point of accountability 

• Providing patient and family-centered care 

• Using team-based care across appropriate 

 

 
 

6 Principles of Health Systems 

Transformation 

disciplines 

• Managing the care for the 20 percent of the 

population driving 80 percent of the costs 

• Addressing prevention and wellness, 

including disparities among populations 

served 

• Broad adoption and use of electronic health 

records (EHRs) 

• Use of best practices to manage and 

coordinate care 

• Shared responsibility for health 

• Measured performance 

• Payment based on outcomes and health 

• Information provided 

• Sustainable rate of growth 

 

Shared responsibility for health: 

• Shared decision-making for care among patients and providers 

• Consumer / patient education and accountability strategies 

• Consumer / patient responsibility for personal health behaviors 

 
Measured performance: 

• Demonstrated understanding of population served 

• Quality, cost and access metrics 

• Strategies for targets and improvement 

 
Payment based on outcomes and health: 

• Payments aligned to outcomes, not volume 

• Incentives for prevention and improved care of chronic illness 
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Information provided: 

• Readily available, accurate, reliable and understandable cost and quality data 

• Price and value for payers, providers and patients 

 
Sustainable rate of growth: 

• Focused on preventing cost shift to employers, individuals and families 

• Reduced utilization and cost trend 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Over 90 percent of Oregon’s Medicaid population is now enrolled in 16 community-based CCOs, which 

cover all regions of the State. While there are similarities between CCOs and Medicare Accountable Care 

Organizations (ACOs), Oregon’s CCOs are: 

• Full risk-bearing entities operating within a global budget designed to move to payment based 

on outcomes. 

• Responsible for physical, behavioral and oral health care for CCO members. 

• The single point of accountability for health quality and outcomes in the population they serve 

and emphasize a community responding to its unique health needs. 

• Rewarded for performance, via quality incentive payments based on performance on 17 key 

metrics, including three clinical quality measures found in certified electronic health records 

(EHRs). 
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• Provided the flexibility, within model parameters, to institute their own payment and delivery 

reforms that achieve the best possible outcomes for their membership. 

 
Oregon is working to expand the coordinated care model beyond Medicaid to public employees covered 

through the Public Employees Benefit Board (PEBB), Medicare for individuals who are dually eligible for 

Medicaid and Medicare, and commercial payers purchasing plans in Cover Oregon, the State health 

insurance exchange. 
 

Oregon State Innovation Model (SIM) Grant 
 

In 2013, Oregon was one of six states to be awarded a SIM grant from the CMS Center for Medicare and 

Medicaid Innovation (CMMI) for up to $45 million for three and a half years. The SIM grant, which 

provides funding for testing innovative approaches to improving health and lowering costs across the 

health care system, including Medicaid, Medicare, and the private sector, supports ongoing health 

system transformation and provides opportunities for Oregon to share what it learns with other states. 

 
The SIM grant funds a number of efforts, including a new Transformation Center within OHA, which: 

• Provides resources and technical assistance to Oregon’s CCOs. 

• Facilitates learning collaborative, rapid improvement cycles. 

• Promotes health equity across sectors and payers. 

• Evaluates methods of integration and coordination between primary, specialty, behavioral 

health and oral health. 

• Improves community health through promotion and prevention activities. 

• Supports CCOs’ collaborations with long-term care, community health and social services. 

• Tests new payment models. 

 

ONC Cooperative Agreement for HIE and Oregon’s Health Information 

Technology Oversight Committee (HITOC) 
 

In 2009, Oregon’s Health Information Technology Oversight Council (HITOC) was legislatively created to 

set goals, monitor progress in achieving those goals and provide oversight of HIT development and 

operations. Shortly after HITOC was established, Oregon applied for a four-year State HIE Cooperative 

Agreement from the Office of the National Coordinator for HIT (ONC). To meet the terms of the 

cooperative agreement, OHA and HITOC engaged in an intensive strategic planning effort, involving 

more than 100 Oregonians through eight workgroups, subcommittees, and ad hoc groups, to develop 

Oregon’s HIE Cooperative Agreement Strategic and Operational Plans in 2010. HITOC also provides 

ongoing oversight and input for the Medicaid EHR Incentive Program and the CareAccord® HIE program. 

 
Currently, the State Coordinator for HIT serves as the Director of HITOC. The State Medicaid director and 

a State public health representative serve as ex-officio members of HITOC. In addition, Oregon's HIE and 

Medicaid HIT planning teams are essentially merged under the auspices of OHA’s Office of Health 

Information Technology (OHIT). OHIT staff collaborate with partners from programs in OHA and the 

Department of Human Services on such issues as physician outreach and communications, long-term 

care, behavioral health provider concerns and public health HIT/HIE initiatives, among others. 
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EHR Adoption, Medicaid/Medicare EHR Incentive Programs and Meaningful Use 
 

The Medicare and Medicaid 

EHR Incentive Programs 

provide financial incentives for 

the Meaningful Use of 

certified EHR technology to 

improve patient care. To 

receive an EHR incentive 

payment, providers must 

show they are meeting a 

number of objectives. The 

Medicaid program provides 

incentives to eligible 

professionals and hospitals to 

adopt, implement or upgrade 

to certified EHR technology 

and demonstrate meaningful 

use. The Medicare EHR 

Incentive Program provides 

incentives only for 

demonstrating meaningful 

 
Meaningful Use 

Meaningful Use is the set of objectives and measures defined by the 

Centers for Medicare and Medicaid Services (CMS) that governs the 

use of electronic health records. Eligible providers and hospitals who 

meet Meaningful Use requirements can receive federal incentive 

payments. Generally, the requirements for meeting Meaningful Use 

increase as a provider progresses through the three stages. 

 
Consumer engagement and health information exchange (from a 

provider to another provider, their patients, pharmacies, labs and 

public health) are a key focus in Stage 2, and 2014 EHR certification 

standards support those enhanced EHR functions. For example, to 

meet the Stage 2 Transitions of Care Objective, 2014 certified EHR 

technology must be able to electronically send and receive transition 

of care/referral summaries in accordance with the Direct standard. 
 

Starting in 2014, all providers must adopt or upgrade to 2014 certified 

EHR technology, regardless of their individual Meaningful Use stage. 

use. Eligible professionals can receive up to $44,000 through the Medicare EHR Incentive Program and 

up to $63,750 through the Medicaid EHR Incentive Program.8
 

 
Between January 2011 and September 2013, Oregon providers received $109 million in Medicare EHR 

incentives. During the same period, Medicaid paid $80.4 million to 2,145 providers for a total of $189.4 

million paid to 6,402 Oregon providers through both incentive programs.9
 

 
Analyzing the data on EHR incentives paid provides a view into EHR adoption rates in Oregon. Oregon is 

in the top tier for incentives paid at 42% of all physicians (MDs), physician assistants, and nurse 

practitioners. Oregon’s EHR vendor landscape is varied (see below), with Epic dominating some regions 

and the hospital environment. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
8 

http://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/index.html 
9 

http://www.cms.gov/Regulations-and- 

Guidance/Legislation/EHRIncentivePrograms/Downloads/September2013_PaymentsbyStatebyProgram.pdf 
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Medical Informatics 

Engineering 

2% 
 

McKesson 

2% 

 

NextGen Healthcare 

10% 

Vitera Healthcare 

Solutions, LLC 

3% 

Allscripts 

9% AthenaHealth, Inc 

2% 
 

 
 

eClinicalWorks LLC 

5% 
 
 

Greenway Medical 

Technologies, Inc. 

3% 
 
 

 

GE Healthcare 

20% 

 
 
 

Epic Systems 

Corporation 

44% 

Top 10 EHR vendors in use by Oregon providers receiving either a Medicare or Medicaid EHR 

incentive payment (2011–Aug 2013). About 83% of providers used one of these 10 vendors. A total 

of 97 EHR vendors were represented across all providers receiving an incentive. 
 
 
 

 
Outcome Sciences, 

Inc. (Outcome) 

2% 

 
MEDITECH 

13% 

Siemens Medical 

Solutions USA Inc 

2% 

 

Cerner Corporation 

4% CPSI (Computer 

Programs and 

Systems), Inc. 

6% 

 
McKesson 

8% 
 

 
 

Healthland, Inc. 

11% 
 

 
 

Healthcare 

Management 

Systems, Inc. 

2% 

 

 
 
 
 

GE Healthcare 

8% 

Epic Systems 

Corporation 

44% 

EHR Vendors in use by Oregon hospitals receiving EHR Incentives (2011-2013). Includes 52 out of 59 hospitals 



426  

Statewide and Local HIE Environment 
 

In response to local connectivity needs, local HIEs have developed across the state to facilitate exchange 

of patient information between providers. Some are organizational centric and some are community 

based. Significant “white space” exists due to geographic and/or service gaps. Oregon’s current HIE 

environment includes the following. 

 
CareAccord®: 

• Operated by OHA, serving providers statewide. 

• Participants include ambulatory providers, long term care, behavioral health, a CCO, and OHA 

Medicaid and public health programs. As of February 2014, CareAccord® had over 1,000 

registered accounts from 117 organizations. 

• Vendor: Harris (systems integrator) and MirthMail. 

• Services: Direct secure messaging, connecting to other HISPs through DirectTrust accreditation 

and connecting to California and Alaska providers through NATE membership. 

 
Bay Area Community Informatics Agency (BACIA): 

• Based out of Coos Bay, serving the Southern Oregon coast. 

• Participants include Bay Area Hospital, North Bend Medical Center, Bay Clinic, Southwest 

Oregon Independent Practice Association and Western Oregon Advanced Health. Soon to 

include other local health care entities such as South Cost Orthopedics and Waterfall Clinic. 

• Vendor/Services: BACIA acts as the governance and policy-making body, while technology is 

delivered through the hospital and CCO as follows: 

o Bay Area hospital is implementing Mobile MD, which will offer a number of 

enhancements to their provider workflow, as well as a patient portal for their EHR. 

Mobile MD provides a full HIE component as well. 

o Western Oregon Advanced Health (WOAH) is the regional CCO and is implementing an 

AT&T/Covisint/Milliman solution, providing secure collaboration platform for use by 

WOAH providers, with predictive modeling and business intelligence tools and analytics. 

This solution will be based on encounter data and is anticipated to add clinical health 

information to include mental and behavioral health, medical laboratory, and pharmacy 

features. 

 
Central Oregon Health Information Exchange: 

• Based out of Bend, serving Central Oregon. 

• Participants include hospitals, labs, X-ray facilities, and the majority of clinics in the Bend area. 

• Vendor: Relay Health. 

• Services: Community health record. 

 
Gorge Health Connect: 

• Based out of The Dalles, serving the greater Mid-Columbia River Gorge region and supplying 

Jefferson HIE subscribers with Direct secure messaging services and referrals. 

• Participants include Mid-Columbia Medical Center and Clinics, North Central Public Health, 

Gorge Urology, Mid-Columbia Surgical Specialists. Gorge Health Connect currently serves 9 

organizations and 32 providers. 

• Vendor: Medicity. 

• Services: Direct secure messaging and referrals. 



427  

 

Jefferson Health Information Exchange: 

• Based out of Medford, serving Southern Oregon. 

• Participants include investments from all four CCOs in the region, Asante Health System, 

Providence Medford Medical Center, Sky Lakes Medical Center, Mid Rogue IPA and PrimeCare. 

JHIE currently serves 336 providers in 58 clinics/practices across Southern Oregon. Twenty seven 

additional clinics/practices are in the enrollment process, and 139 new clinics are in the JHIE 

pipeline for enrollment in 2014. 

• Vendor: Medicity. 

• Services: JHIE went live in January 2013 with Direct secure messaging and a closed-loop referral 

network where users of JHIE can send and receive clinical referrals and communicate with one 

another about the patient in a secure environment (Phase I). In 2014, JHIE will implement 

“Phase II” functions to include: 

o Patient search and discrete data (clinical reports and results) retrieval. 

o EHR integration with JHIE will allow for one interface for all results and reports 

(including discrete data) to be delivered into the EHR from all participating data sources; 

EHR participants also will be able to send summary documents to JHIE as well as to 

other HIE participants via their EHR. 

o Alerts will become available through JHIE from hospitals and urgent care facilities (e.g., 

emergency admit, discharge summaries, etc.) to support care coordination among 

providers and CCO care management teams. 

 
Organizational HIEs: 

• A number of the larger health systems in Oregon have built organizational HIEs. These solutions 

are often driven by business needs to establish laboratory or other referrals with community 

partners. 

 
EHR and HISPs for Direct secure messaging: 

• Oregon health systems, hospitals and providers seeking to meet Meaningful Use requirements 

are working now and over the next year or two to establish Direct secure messaging 

functionality within their EHRs by procuring HISP services. For a more complete discussion on 

Direct secure messaging, see the Technology chapter. 

 
Behavioral Health and Long Term Care Providers 

 
Behavioral health and long-term care providers face special challenges regarding adoption of EHRs and 

use of HIT. Most of these providers are not eligible for payments under the Medicare and Medicaid EHR 

incentive programs. 

 
The engagement of long term care facilities is critical as EPs and EHs seek to address transitions of care 

and continuity of care records. The State’s HIT/HIE efforts will include connecting long term care  

facilities to health care teams through Direct secure messaging, including through increasing use of 

CareAccord® among long term care providers. CareAccord® participants already include long term care 

and behavioral health providers. The CareAccord® infrastructure supports patient information sharing 

within the physical health care system (labs, radiology, problem lists/allergies, medication lists, referrals, 

etc.) and across care teams (long term care, behavioral health, social services, criminal justice, etc.). 
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Behavioral health: 

In 2012, OHA’s Addictions and Mental Health Division (AMH) launched a project called COMPASS that 

includes a comprehensive behavioral health electronic data system to improve care, control cost and 

share information. This new data system will allow AMH to meet business needs and requirements and 

will provide data that more readily supports the ability to track: 

• Performance outcomes associated with services 

• Who accesses services, what services are provided, where and when 

• Improvement in the health of Oregonians through better quality and availability of healthcare, 

and cost effectiveness of services. 

 
One component of COMPASS is OWITS, which was implemented in July 2011. OWITS provides a web- 

based, 2011-certified EHR for mental health and addiction services community-based programs that 

allows for the exchange of patient data between community providers. OWITS is available to all publicly 

funded behavioral health providers or required reporters (ex: DUII, methadone or detox providers). The 

OWITS application also provides a secure, central location for meeting reporting requirements, so that 

agencies will no longer need to submit the required client data to AMH. AMH will automatically pull all 

required data from the system and ensure that all data requirements are included within the system. 

Continuing support for OWITS is funded through the end of Oregon’s biennial budget cycle in June 2015. 

 
Long Term care: 

The recent Oregon report: Study Group Report on the Integration of Long Term Care Services into the 

Global Budgets of Oregon’s Coordinated Care Organizations noted that long-term services and supports 

(LTSS) and medical systems have different information systems and face interoperability barriers. The 

Study Group expects the integration of LTSS services into CCOs to increase strategies for information 

sharing. In the Study Group’s view, “an effective system of care coordination required better access to 

real-time data across providers, better access to Medicare data, and strong consumer protections 

against inappropriate data sharing. Data analysis in an effective system of care coordination would 

underscore better care coordination for high cost consumers, better preventative planning at the 

aggregate level, and stronger predictive modeling for improving the overall care coordination system.” 

 
Oregon Health Information Technology Extension Center (O-HITEC) 

 

As Oregon’s Regional Extension Center (REC), O-HITEC has worked with stakeholders throughout the 

state to provide education, outreach and technical assistance to help providers select, implement and 

meaningfully use certified EHR technology to improve the quality and value of health care and meet the 

federal requirements for the Medicaid and Medicare EHR Incentive Programs. O-HITEC received the 

federal ONC REC contract for Oregon. As of September 2013, O-HITEC had helped 2,674 eligible 

physicians and clinicians “go live” on certified EHRs, with 1,621 of those providers and clinicians 

achieving Stage 1 Meaningful Use requirements. 

 
Oregon Broadband through the Oregon Health Network (OHN) 

 

Oregon Health Network is a non-profit, membership-based organization that was created in 2007 after 

the organization was awarded a $20.2 million federal subsidy through the Federal Communications 

Commission (FCC) Rural Health Care Pilot Program. As of October 2013, OHN had more than 229 

provider participants, including 46 hospitals. OHN’s federal FCC subsidy is for deploying middle and final 

mile connectivity to infrastructures across Oregon, focusing on rural areas. 
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Appendix C: Acronyms and Glossary 
 

All Payers All Claims Reporting Program (APAC): Oregon state program administered by the Oregon 

Health Authority (OHA) to collect data on all paid claims from commercial health insurance carriers, 

licensed third party administrators, pharmacy benefits managers, Medicaid managed care organizations, 

Medicaid fee-for-service an Medicare parts C and D. 

 
American Recovery and Reinvestment Act of 2009 (ARRA): Economic stimulus package which included 

the HITECH Act. 

 
CareAccord®: Oregon’s statewide Health Information Exchange, administered by the Oregon Health 

Authority (OHA). CareAccord® facilitates the secure exchange of health information between Oregon’s 

health care organizations and providers, enabling the coordination of care for better health, better care 

and lower cost. 

 
Center for Medicare and Medicaid Innovation (CMMI): Established in the Affordable Care Act, CMMI 

was created for the purpose of testing innovative payment and service delivery models to reduce 

program expenditures while preserving or enhancing the quality for individuals receiving Medicare, 

Medicaid or Children’s Health Insurance Program (CHIP) benefits. 

 
Centers for Medicare and Medicaid Services (CMS): A federal agency within the Department of Health 

and Human Services that administers the Medicare program and works in partnership with state 

governments to administer Medicaid. 

 
Clinical Quality Metrics Registry (CQMR): Oregon registry used to track and report key healthcare 

quality measures. 

 
Coordinated Care Organization (CCO): Local health entities that deliver health care and coverage for 

people eligible for the Oregon Health Plan (Medicaid), including those also covered by Medicare. CCOs 

are accountable for health outcomes of the population they serve. They have one budget that grows at 

a fixed rate for mental, physical and ultimately dental care. CCOs will bring forward new models of care 

that are patient-centered and team-focused. They have flexibility within the budget to deliver defined 

outcomes. Each CCO is governed by a partnership among health care providers, community members, 

and stakeholders in the health systems that have financial responsibility and risk. 

 
Cross-enterprise Document Reliable Exchange (XDR): A secure, web services-based mechanism 

specified by Integrating the Healthcare Enterprise (IHE) that enables a document source to “push” 

documents and metadata to a specified recipient. XDR can be used as part of an IHE-based HIE and also 

as a standard way to connect EHR systems to Direct-enabled Health Information Service Providers 

(HISPs). 

 
Direct secure messaging: A HIPAA-compliant way to safely and securely send encrypted electronic 

health information to specified recipients using Direct Project specifications (i.e., “Direct”). 

 
DirectTrust: DirectTrust is an independent non-profit trade association created by and for participants in 

the Direct community, with the goal of establishing and maintaining a national Security and Trust 

Framework in support of Direct exchange. DirectTrust is a trust community that provides 
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interoperability and security standards for exchanging Direct secure messages. To see a complete list of 

accredited HISPs, see: http://www.directtrust.org/accreditation-status/. 
 

Electronic Health Records (EHRs): Records that contain medical and clinical data, and are designed to 

contain and share information from the various providers involved in a patient’s care. EHR data can be 

created, managed and consulted by authorized providers and staff from across more than one health 

care organization. A single EHR can bring together information from a wide variety of sources, such as 

current and past doctors, emergency facilities, school and workplace clinics, pharmacies, laboratories, 

and medical imaging facilities. Certified EHRs meet federal standards established by the ONC. Providers 

seeking Medicare or Medicaid EHR incentives must use certified EHRs. A complete up-to-date list of 

certified EHR systems can be found on the ONC Certified HIT Product List (CHPL). 
 

Emergency Department Information Exchange (EDIE): An emergency department care coordination 

service that enables care providers to develop and implement effective care coordination guidelines for 

high-utilization and special-needs patients. 

 
Enabling infrastructure services: Technology services that facilitate or directly enable the effective use 

of HIT and information exchange across organizational boundaries. 

 
Enabling protocols: A term of convenience that refers to the various mechanisms for interaction 

supported by enabling infrastructure services components. 

 
Health Information Exchange (HIE): 

• VERB – HIE allows providers, patients, and other participants to appropriately access and 

securely share a patient’s health information electronically. Efficient HIE relies on 

interoperability and standards across technologies. Once standardized, the information shared 

can integrate into the recipients' Electronic Health Records (EHRs), further enhancing the 

usability of patient data and improving patient care. See Primer on HIE on page 12. 

• NOUN – An HIE is an organization that oversees and governs the exchange of health-related 

information among organizations according to nationally recognized standards. See also: Health 

Information Organization (HIO) 

 
Health Information Organization (HIO): An organization that oversees and governs the exchange of 

health-related information among organizations according to nationally recognized standards. See also 

Health Information Exchange (HIE). 

 
Health Information Service Provider (HISP): A third-party that offers Direct and supporting services to 

members. HISPs may offer their members various ways to communicate using Direct, including web 

portals and EHR integration, and may or may not store data on behalf of their members. 

 
Health Information Technology (HIT): is a broad concept that encompasses an array of technologies to 

store, share, and analyze health information. HIT includes electronic health records, personal health 

records, health information exchange systems, clinical data repositories, and many other technologies. 

 
The Health Information Technology for Economic and Clinical Health (HITECH) Act: Part of the 2009 

American Recovery and Reinvestment Act (ARRA), the HITECH Act seeks to improve American health 

care delivery and patient care through an unprecedented investment in health information technology. 

The provisions of the HITECH Act are specifically designed to work together to provide the necessary 



431  

assistance and technical support to providers, enable coordination and alignment within and among 

states, establish connectivity to the public health community in case of emergencies, and assure the 

workforce is properly trained and equipped to be meaningful users of EHRs. Combined, these programs 

build the foundation for every American to benefit from an electronic health record, as part of a 

modernized, interconnected, and vastly improved system of care delivery. 

 
Health Information Technology Oversight Council (HITOC): As part of Oregon’s 2009 state health  

reform law, Oregon’s legislature created HITOC to coordinate Oregon’s public and private statewide 

efforts in HIT. HITOC members, who are appointed by the Governor and confirmed by the Senate, bring  

a wide range of experience in health and HIT and represent the geographic diversity of Oregon. Among 

HITOC’s goals are encouraging the adoption of electronic health records, developing a strategic plan for  

a statewide system for electronic health information exchange (HIE), setting technology standards, 

ensuring privacy and security controls and developing a sustainable business plan to support meaningful 

use of HIT to lower costs and improve quality of care. HITOC also provides oversight of the Medicaid EHR 

Incentive Program, which provides federal stimulus funds for eligible professionals and hospitals to  

adopt and meaningfully use certified EHR systems. 

 
Health Insurance Portability and Accountability Act (HIPAA): The HIPAA Privacy Rule protects personal 

health information while still allowing the flow of health information for treatment, payment or 

operations. Provider and other entities that access health information can only share information as 

outlined in the rule, or with the written permission of the person. 

 
Healthcare Effectiveness Data and Information Set (HEDIS): A tool set of 75 measures across 8 domains 

of care used by health plans to measure healthcare performance. 

 

ICD-10: The 10th revision of the International Statistical Classification of Disease and Related Health 

Problems (ICD), a medical classification list by the World Health Organization. ICD codes are used 

worldwide for morbidity and mortality statistics, reimbursement systems, and automated decision 

support in health care. All HIPAA-covered entities (e.g., health care providers) must adopt ICD-10. In 

March 2014, Congress delayed the deadline for adoption changed from October 2014 to October 2015. 

Not only must new software be installed and tested, but medical practices must provide training for 

physicians, staff members, and administrators. They will also need to develop new practice policies and 

guidelines, and update paperwork and forms. 

 
Integrating the Healthcare Enterprise (IHE): An initiative by healthcare professionals and industry to 

improve interoperability by promoting the use of established standards. 

 
Interoperability: Interoperability is generally accepted to mean the ability of two or more systems or 

components to exchange information and use the information that has been exchanged. That means 

that there are two steps to interoperability: 1) the ability to exchange information; and 2) the ability to 

use the information that has been exchanged. 

 
Meaningful Use: Meaningful Use is the set of objectives and measures defined by the Centers for 

Medicare and Medicaid Services (CMS) that governs the use of electronic health records. Eligible 

providers and hospitals who meet Meaningful Use requirements can receive federal EHR incentive 

payments. Generally, the requirements for meeting Meaningful Use increase as a provider progresses 

through the three stages. See Primer on page 16. 
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National Association for Trusted Exchange (NATE): Originally a project supported by the Office of the 

National Coordinator for Health Information Technology (ONC), NATE is a trust community that provides 

interoperability and security standards for exchanging Direct secure messages. 

 
Office of Health Information Technology (OHIT): The Oregon Health Authority office responsible for 

HIT/HIE planning, coordination, policy and development. 

 
Office of the National Coordinator for Health Information Technology (ONC): The principal federal 

entity charged with coordination of nationwide efforts to implement and use the most advanced health 

information technology and the electronic exchange of health information. The position of National 

Coordinator was created in 2004, through an Executive Order, and legislatively mandated in the HITECH 

Act of 2009. 

 
Oregon Health Authority (OHA): The state agency charged with lowering and containing costs, 

improving quality and increasing access to health care in order to improve the lifelong health of 

Oregonians. Its mission is helping people and communities achieve optimum physical, mental and social 

well-being through partnerships, prevention and access to quality, affordable health care. 

 
Oregon Health Information Technology Extension Center (O-HITEC): Oregon’s Regional Extension 

Center provides education, outreach and technical assistance to help providers select, implement and 

meaningfully use certified EHR technology to improve the quality and value of health care and meet the 

federal requirements for the Medicaid and Medicare EHR incentive programs. 

 
Oregon Health Leadership Council (OHLC): A collaborative organization that brings together health 

plans, hospitals and physicians to identify and act on cost-saving solutions that maximize efficiency while 

delivering high quality patient care. 

 
Oregon Health Network (OHN): A non-profit, membership-based organization that was created in 2007 

and funded by federal funding from the Federal Communications Commission (FCC) for deploying 

middle and final mile connectivity to infrastructures across Oregon, focusing on rural areas. 

 
Patient-Centered Primary Care Home (PCPCH) Program: Oregon’s medical home model, the PCPCH 

Program is administered by the Oregon Health Authority (OHA). The program is designed to reward 

clinics that demonstrate certain practices associated with quality and best practices for coordinated 

care. 

 
Patient/provider attribution service: In integrated care delivery models, attribution is the process of 

assigning members to a provider or providers. Attribution establishes provider accountability, where the 

organization deems one individual or a group of individuals responsible for efficiency, quality and cost, 

regardless of which providers actually provide the services. The attribution service is a database used to 

safely and securely store patient identifying information and links patients to the providers on their care 

team. Given a particular patient’s demographics or other identifying information, the service identifies 

the providers on that patient’s care team. 

 
Pay for performance (P4P): Programs where providers are paid for meeting established health targets 

(outcomes) rather than being compensated per service. 



433  

Privacy and security: Privacy and security are protected in part by the Health Insurance Portability and 

Accountability Act (HIPAA) Privacy Rule. HIPAA regulates the use and disclosure of protected health 

information. Without patient consent, covered entities may use protected health information only to 

conduct treatment, payment and healthcare operations activities. 

 
Push: A method of health information exchange whereby information is sent (“pushed”) by one party to 

one or more specified recipients. The Direct Project specifications (i.e., “Direct”) offers a simple, scalable 

and secure form of push-based exchange. 

 
Quality Reporting Document Architecture (QRDA): A standard document format for the exchange of 

clinical quality measures data. QRDA reports contain data extracted from electronic health records and 

other information technology systems. QRDA reports are used for the exchange of clinical quality 

measures data between systems for a variety of quality measurement and reporting initiatives, such as 

the Meaningful Use Stage 2. 

 
Query: Query or “pull” refers to a messaging pattern in which a query is initiated from one participating 

health information organization to another, meeting the given query parameters for a particular patient 

for later retrieval. 

 
State Accident Insurance Fund (SAIF): Oregon’s not-for-profit, state-chartered workers’ compensation 

insurance company. 

 
State Innovation Model (SIM) Grant: Nationally, CMMI provided $250 million in SIM grants to support 

development and testing of state-based models for multi-payer payment and health care delivery 

system transformation. In 2013, Oregon received a SIM grant of $45 million to support health system 

transformation and the acceleration and spread of the coordinated care model. 



 

 

 
 

Key actions supporting the drivers 
 

• PCPCH recognition, updated standards, & technical assistance 

for practice transformation 

• Pilot projects for patient engagement & responsibility (HB 

2859) 

• NTHW training & certification for care coordination 

• LTC Innovator agents for medical-LTC system coordination 

• HIT/HIE supports for care coordination (e.g. real-time 

notification, other) 
 
 

• Expansion of global budgets for CCOs; CCO quality pool 

• Hospital quality pool (HB 2116) 

Appendix 18 
 

Primary Drivers 
 

 

Driver 1: Improving 

care coordination at 

all points in the 

system, with an 

emphasis on patient- 

centered primary 

care homes (PCPCH) 
 

 
 

Driver 2: 

Implementing 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

AIM 1 (SIM) 

 
Spread key 

elements of the 

 
Oregon SIM Driver Diagram 

 
 
 
 
 
 
 
 
 
 

 
AIM 2 

 
Reduce 

PMPM cost 

trend while 
• Strategies to reduce cost shift & premiums, improve rate 

review & transparency (Gov. directive to OHPB) 

• Testing and adoption of APMs by CCOs, PEBB plans, & 

commercial payers with technical assistance  via T.C. 
 
 

• Community health improvement plans (CCOs, hospitals, local 

partners); CCO – LPHD projects to address priorities 

• Investment in community mental health (SB 823) 

• CCO and early learning hub collaborative projects for 

kindergarten readiness 

• Congregate care/housing with services demonstration 

• Regional equity coalitions; equity leadership training for 

health care providers 
 

 

• Alignment of quality measures across markets (Medicaid, 

PEBB, commercial plans offered on the Exchange) 

• Increased production & dissemination of evidence-based 

clinical guidelines 

• Adoption of metrics for medical-LTC system coordination 

alternative payment 
methodologies to 

focus on value and 

pay for improved 

outcomes 
 
 
 

Driver 3: Integrating 

physical, behavioral, 

and oral health care 

with community 

health improvement 
 
 
 

 
Driver 4: Standards 

and accountability for 

safe, accessible, and 

effective care 

Coordinated 

Care Model to: 

 
• State 

employees 

 
• Dual eligibles 

and other 

XVIII 

beneficiaries 

 
• Exchange 

participants 

 
by end of SIM 

grant period. 

 
(Aligns with 

Gov. directive 

to OHPB) 

maintaining 

or improving 

quality: 

 
• Reduce XIX 

PMPM 

trend 2 p.p. 

by FY 2015 

 
• Reduce 

PEBB 

PMPM 

trend 2 p.p. 

by FY 2016 

 
• Reduce 

PMPM 

trend for 

duals 1 p.p. 

by 2016 

Ultimate 
Aims 

 
• Better 

health 

for 

Oregon 

-ians 

 
• Better 

care 

 
• Lower 

health 

care 

costs 

 

 

• Transformation Center as hub – provider and system 

engagement, technical assistance via Innovator Agents, 

Council of Clinical Innovators, learning collaboratives, etc. 

• Data and analytic tools to support innovation & ID community 

or population health needs 

• Quarterly dashboards for timely feedback on 3-part aim goals 

 

Driver 5: Testing, 

acceleration, and spread 

of effective delivery 

system & payment 

innovations 
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Public Health Division 

 
John A. Kitzhaber, M.D., Governor 

Appendix 19 

 

800 NE Oregon Street 
Portland, OR 97232 

971-673-1222  Phone 
971-673-1299 FAX 

971-673-1222 TTY - TDD 
 

 
 
 

Oregon Health Authority 

State Innovation Model Year 2 Operational Plan Update 

Attestation for Section E, Population Health Plan Roadmap 
 

 
 

Background and capacity 

The Oregon Health Authority (OHA) has invested SIM funding in core population health integration 

activities. The following population health activities have been underway since the start of Oregon’s SIM 

grant. 

 
• Enhanced public health data and surveillance capacity. In Demonstration Year 1, OHA began 

fielding a Behavioral Risk Factor Surveillance System Survey (BRFSS) of Medicaid members. In 

Years 2 and 3, SIM funds will support a general population BRFSS race/ethnic oversample and 

the Oregon Healthy Teens survey of 8th and 11th graders. In addition, in Demonstration Year 1 

OHA conducted analyses of key population health indicators by coordinated care organization 

(CCO) region and by race/ethnicity. OHA is also directing SIM funds toward enhancing the 

Oregon Public Health Assessment Tool (OPHAT), which provides users with access to a queriable 

public health database. OPHAT users can create customizable queries to conduct community 

health assessments and track progress on population health goals. The intent behind investing 

in these core public health surveillance systems is to provide CCOs, local public health 

authorities, hospitals, community-based organizations and other partners with timely 

information on the health status of their population in order to develop, implement and  

monitor community health improvement plans. 

• Support for population health and coordinated care organization (CCO) integration. In 

Demonstration Year 1, OHA released a competitive Request for Grant Applications for local 

public health authorities and CCOs to implement evidence-based population health 

interventions in both the health system and community settings. As a result, four unique 

community prevention programs are underway, collectively supporting six of 16 CCOs and 20 of 

34 local public health authorities. As grantees were required to align their proposals with local 

community needs, CCO incentive measures and performance improvement plans, funded 

initiatives are diverse and include prevention of opioid-related overdose deaths, tobacco control 

and maternal and child health promotion. 

 
These two project areas are currently supported by 2.0 FTE funded by SIM; one research analyst leading 

the development of OPHAT and one operations and policy analyst managing the community prevention 

grant program and serving as a liaison between OHA’s Public Health Division and other OHA offices and 

programs on health system transformation. 
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In addition to the SIM funds directly managed by OHA’s Public Health Division, population health is 

integrated throughout Oregon’s SIM grant activities and has been an intentional part of Oregon’s health 

system transformation since its inception. Improving population health has been a core component of 

every health system transformation strategy that Oregon has developed in recent years; notably the 

2008 Oregon Health Fund Board’s Aim High: Building a Healthy Oregon report and the 2010 Oregon 

Health Policy Board’s Action Plan for Health. Some specific ways population health is integrated in 

Oregon’s overall approach include the following initiatives. 

 
• Quality metrics. OHA’s Public Health Division has provided technical support to other OHA staff 

in the development of specifications for certain health system transformation measures; OHA 

Public Health Division staff have provided content area expertise in the development of 

measure specification documents in order to help CCOs achieve their goals. In addition, in April 

2014, the State Health Officer proposed six options for population health measures to the 

Metrics and Scoring Committee for their consideration as a part of the 2015 measure set. The 

Metrics and Scoring Committee will be considering these population health measures among 

other suggestions, with a goal to finalize the 2015 measure set in Fall 2014. See Attachment A 

for more information about alignment between various measure sets in Oregon. 

• Learning collaboratives and other technical assistance support. Staff from OHA’s Public Health 

Division meet routinely with staff from the OHA Transformation Center to plan and execute 

learning collaboratives and other technical assistance opportunities for CCOs, providers, 

Community Advisory Councils and others. For example, local public health experts have 

presented on panels during the Transformation Center’s Complex Care Learning Collaborative; 

the aforementioned community prevention grantees led a discussion about population health 

integration at the June 2014 CCO learning collaborative; several public health-led sessions were 

offered at the first annual Community Advisory Council Summit; and the SIM-funded operations 

and policy analyst in OHA’s Public Health Division serves on the Community Advisory Council 

Steering Committee. OHA’s Transformation Center, Office of Equity and Inclusion and Public 

Health Division are working collaboratively to provide technical assistance and support CCOs as 

they begin implementing their community health improvement plans. Finally, in conjunction 

with the Coordinated Care Model Summit in December 2014, the OHA Transformation Center 

and Public Health Division will facilitate a meeting between local public health administrators 

and CCO leadership about opportunities to leverage population health approaches in local 

health system transformation efforts. 

• Patient-centered primary care home support. Staff from OHA’s Public Health Division have 

provided evidence-based resources to the Patient-Centered Primary Care Home Institute and 

program to assist providers in effectively delivering preventive health services and linking to 

community-based population health resources such as the Stanford Chronic Disease Self- 

Management Program and the Oregon Tobacco Quit Line. In addition, the OHA Public Health 

Division’s School-Based Health Center (SBHC) Program is providing support to SBHCs interested 

in becoming recognized as Patient-Centered Primary Care Homes. 

• Traditional health workers. Staff from OHA’s Public Health Division have provided information 

about training programs appropriate for traditional health workers, such as health education 

and health promotion programs that can be used for traditional health worker continuing 

education credit. OHA’s Public Health Division and local public health authority partners will 

continue to support the launch of traditional health worker certification and training. 

• Mental health integration. OHA’s Public Health Division has partnered with the OHA Addictions 

and Mental Health Division to fund performance improvement projects with adolescent 

providers to implement screening, brief intervention and referral to treatment (SBIRT) for 
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substance use, as well as depression screening and follow-up within the context of an  

adolescent well visit. SBIRT, depression screening and adolescent well visits are all CCO incentive 

measures (see Attachment A); this project aims to support CCOs in achieving three of their 17 

incentive measures. 

• Public Employees’ Benefit Board (PEBB) benefit design. Staff from OHA’s Public Health Division 

have provided support to PEBB in the design of its Health Engagement Model and chronic 

disease self-management benefits. OHA Public Health Division staff work with PEBB to field the 

Behavioral Risk Factor Surveillance System Survey of State Employees (BSSE); these survey 

results are used to track behavioral risk factors of PEBB members and to make informed 

decisions about benefit design. 

 
Plans for SIM Demonstration Years 2 and 3 

Over the course of Demonstration Year 2 and throughout the term of the SIM grant, OHA will continue 

to integrate population health in its overall approach to spreading the coordinated care model. 

 
OHA’s Public Health Division has planned to revise the State Health Improvement Plan (SHIP), which was 

developed in 2012 as a part of the state’s accreditation efforts, in order to receive additional  

stakeholder input on Oregon’s priorities and strategies for improving population health. OHA’s Public 

Health Division also acknowledges the need to revise the SHIP in light of Oregon’s rapidly transforming 

health system. 

 
Between May and August 2014, leadership from OHA’s Public Health Division are meeting with local 

public health authorities, CCOs and Community Advisory Councils, academic partners, local elected 

officials, providers and community-based organizations across the Oregon to obtain feedback on: 

1. What health issues should be included in the SHIP (based on leading causes of death, areas 

where Oregon falls below the national ranking, areas where Oregon is trending in the wrong 

direction and/or where an issue is one of CDC’s Winnable Battles); 

2. Where there is overlap between the SHIP and community health improvement plans; and 

3. How to leverage shared population health strategies in the SHIP and in community health 

improvement plans to achieve maximum impact. 

 
Once stakeholder meetings are complete, feedback will be compiled and an achievable number of 

strategic priorities will be identified for inclusion in the new SHIP which will range from 2015-2020. 

When priorities are identified, OHA Public Health Division staff will convene working groups to draft 

strategies to meaningfully impact priority health areas by 2020. Strategies will be vetted through OHA 

leadership and programs before being shared back with external stakeholders for review and comment. 

OHA’s Public Health Division will finalize the SHIP by December 2014. 

 
In developing the strategies to achieve each priority area, OHA Public Health Division staff will align 

strategies in three areas: 

1. Policy, systems and environmental change interventions; 

2. Interventions that link the health system with communities; and 

3. Health system interventions. 

This approach will clearly articulate the synergy between public health and health care delivery systems 

in addressing prevention and population health. 

 
For each strategic priority selected, measures will also be identified and will align to the greatest extent 

possible with Oregon’s existing and proposed measure sets and CDC’s recommended population health 
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measures. In addition, OHA will consider opportunities for SHIP measures to align with the new Child 

and Family Well-being Measurement Workgroup, which seeks to identify high impact areas that cross 

Oregon’s health system and early learning transformation efforts. 

 
Employing CDC technical assistance 

OHA staff will participate in all required CDC-supported technical assistance initiatives, including those 

offered via monthly conference calls, site visits, webinars and other venues. 

 
Tracking of tools/templates and resources 

Once the SHIP is developed, OHA’s Public Health Division will leverage its Performance Management 

Program and quality improvement resources to track the progress of SHIP objectives and related 

population health metrics. OHA’s Public Health Division will coordinate with appropriate entities for 

monitoring of any selected measures that are already being collected and reported. 

 
Other tools, templates and resources that are developed will be posted to the OHA Transformation 

Center and Public Health Division websites and to the Conference of Local Health Officials’ website. 

 
Incorporation of population health core measures of diabetes, tobacco and obesity 

Tobacco use and obesity are the leading causes of death in Oregon and thus are likely to be included as 

priorities in the SHIP. Attachment A highlights the degree to which OHA has already adopted measures 

related to tobacco, obesity, diabetes and related risk factors. In Year 2, OHA will continually update the 

existing measure crosswalk with other CDC-required measure sets, particularly those for new CDC 

funding opportunities for which OHA is applying, and will ensure the matrix is updated with ongoing 

changes to the existing measure sets. This crosswalk will then be used to identify appropriate measures 

to track OHA’s progress towards health outcomes prioritized for inclusion in the SHIP. Existing relevant 

measures include diabetes: HbA1c control; comprehensive diabetes care: HbA1c testing and LDL-C 

screening; tobacco use prevalence for members; obesity prevalence for members; and medical 

assistance with smoking cessation. 

 
Outreach to state health officials and providers 

Oregon’s Public Health Director, Lillian Shirley, participates on the SIM Operations team and numerous 

other executive leadership groups. Ms. Shirley was formerly vice-chair of the Oregon Health Policy Board 

and she served on the Board of Directors for Health Share of Oregon CCO during her tenure as the 

Director of the Multnomah County Health Department. 

 
In the development of the SHIP, OHA Public Health Division staff have invited CCOs, Community 

Advisory Councils and local health care providers to community meetings; additional input from the 

health care community will be sought through outreach to professional organizations and through 

existing meetings with key partners. 

 
As referenced above, OHA’s SIM grant funds two full-time positions in the OHA Public Health Division; 

these staff participate in SIM operations meetings and partner on the above-listed initiatives to 

integrate population health in Oregon’s health system transformation efforts. 

 
Communication strategy 

OHA uses the Transformation Center’s communication systems and learning collaboratives to spread 

best practices for incorporating population health in all communities and non-clinical settings. In June 

2014, SIM-funded community prevention grantees presented at the CCO learning collaborative and 



5 

439 

 

began a discussion about population health integration. A half-day, facilitated meeting is scheduled in 

conjunction with the Coordinated Care Model Summit to assist CCOs and local public health authorities 

in developing plans for working collaboratively to advance population health. 

 
SIM-funded community prevention grantees are required to continually share their work through local, 

state and national conferences and other venues. To date, webinars, meeting and conference 

presentations as well as local news stories have all featured the preliminary work of the community 

prevention grantees. 

 
The SIM-funded operations and policy analyst in the OHA Public Health Division staffs the Health System 

Transformation Committee of the Conference of Local Health Officials. This committee meets monthly 

and shares emerging best practices for leveraging health system transformation to achieve population 

health. 

 
Internally, a cross-cutting team of staff from the OHA Public Health Division meet monthly to align work 

related to health system transformation; other OHA initiative staff regularly attend these meetings to 

identify best practices as well as opportunities to continue collaboration. 
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Attachment A: Oregon Measure Alignment 
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30-day mortality rate, risk adjusted 

(NQF 0229, 0230) 

          x    1 

3-item care transition measure 

(NQF 0228) 

          x    1 

Ability for providers with HIT to receive 

lab data electronically directly into  

their EHR system as discrete searchable 

data 

(NQF 0489) 

          x    1 

ACE inhibitor or ARB therapy – diabetes 

and/or LVSD (NQF 0066) 

          x    1 

Activity measure for post-acute care 

(AM-PAC) – CMS DOTPA short term, 

public domain version (NQF 0429, 

0430) 

          x    1 

Adherence to antipsychotics for 

individuals with schizophrenia (NQF 

1879) 

   x           1 

Adolescent well care visits x x   x x   x      5 
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Adoption of Health Information 

Technology (NQF 0488) 

          x1    1 

Adoption of medication e-prescribing 

(NQF 0486) 

          x    1 

Adult BMI assessment    x  x         2 

Adult weight screening and follow up 

(NQF 0421) 

        x  x    2 

Adults ever screened for HIV              x 1 

Adults who met aerobic and muscle 

strengthening guidelines 

            x  1 

Alcohol or other substance misuse 

(SBIRT) 

x x x    x  x2      5 

All-cause readmission (NQF 1789)   x     x   x    3 

Ambulatory Care: Outpatient and 

Emergency Department Utilization 

 
*indicates ED utilization only 

x* x x  x x x*        6 

Ambulatory-care sensitive hospital 

admissions (PQI #1, 14, NQF 272, 678) 

  x            1 

Annual HIV/AIDS medical visit    x           1 
 
 

1 
Conceptually similar to OHA’s EHR Adoption measure. 

2 
RAND specifications; unclear if this measure will align with OHA measures. 
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Annual monitoring for patients on 

persistent medications 

   x           1 

Antidepressant medication 

management (NQF 0105) 

   x  x3  x       3 

Appropriate opioid dose       x        1 

Appropriate testing for children with 

pharyngitis (NQF 0002) 

 x   x    x      3 

Appropriate treatment for children 

with upper respiratory infection (NQF 

0069) 

     x         1 

Asthma assessment (NQF 0001)           x    1 

Asthma pharmacologic therapy 

(NQF 0047) 

          x    1 

Asthma related ED visits (ages 2-20) 

(NQF 1381) 

    x          1 

Avoidance of antibiotic treatment in 

adults with acute bronchitis (NQF 0058) 

     x         1 

Breast cancer screening 

(NQF 0031) 

   x4  x  x5       3 

 

 
3 

Effective continuation phase only. 
4 

For women ages 42-69. May not be comparable to other measures. 
5 

EHR-based quality measure. May not be comparable to PEBB/OEBB and CoverOregon measures. 



9 

443 

 

 
 
 
 
 
 
 
 

 
Measures 

 C
C

O
 I

n
ce

n
ti

ve
 M

e
a

su
re

s 

 Q
u

a
lit

y 
a

n
d

 A
cc

e
ss

 “
T

e
st

” 

M
e

a
su

re
s 

O
H

A
 C

o
re

 P
e

rf
o

rm
a

n
ce

 

M
e

a
su

re
s 

 M
e

d
ic

a
id

 A
d

u
lt

 Q
u

a
lit

y 

M
e

a
su

re
s 

 C
H

IP
R

A
 M

e
a

su
re

s 

 P
E

B
B

/O
E

B
B

 2
0

1
3

 M
e

a
su

re
s 

 H
B

 2
1

1
8

 R
e

co
m

m
e

n
d

e
d

 

M
e

a
su

re
s 

(C
o

ve
rO

re
g

o
n

) 
 C

o
m

p
re

h
e

n
si

ve
 P

ri
m

a
ry

 C
ar

e
 

In
it

ia
ti

ve
 M

e
a

su
re

s 
 P

C
P

C
H

 Q
u

a
lit

y 
M

e
a

su
re

s 

 O
ID

 

 C
M

M
I C

o
re

 M
e

a
su

re
s 

C
D

C
 S

ta
te

 P
u

b
lic

 H
e

a
th

 

A
ct

io
n

s/
1

3
0

5
 M

e
a

su
re

s 

SI
M

 S
u

gg
e

st
e

d
 P

o
p

u
la

ti
o

n
 

H
e

a
lt

h
 M

e
a

su
re

s 
 P

ro
p

o
se

d
 C

C
O

 I
n

ce
n

ti
ve

 

M
e

a
su

re
s 

–
 P

o
p

u
la

ti
o

n
 H

e
a

lt
h

 

 A
lig

n
m

e
n

t 
Sc

o
re

 

CAHPS adult and child composite: 

Access to care 

x x x x   x6    x    6 

CAHPS adult and child composite: 

Satisfaction with care 

x x x x   x7    x    6 

CAHPS: Rating of Health Plan       x        1 

CAHPS adult member health status   x        x    2 

CAHPS Surveys 

(NQF 0005-0009, 0517, 0691-0697, 

0285) 

          x    1 

Care transition record transmitted to 

health care professional (NQF 0648) 

          x    1 

Care transition: transition record 

transmitted to health care professional 

   x           1 

CARE-F and CARE-C assessment tools 

for nursing facilities, day rehabilitation 

programs, and other ambulatory 

settings in the community 

          x    1 

Cervical cancer screening 

(NQF 0032) 

 x  x  x   x      4 

 

6 
Only adult members who “always” got care as soon as needed. 

7 
Only adult members who “always” were treated with courtesy and respect from customer service and who “always” got the information or help they needed. 
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Cesarean rate for low-risk first birth 

women (NQF 0471) 

          x    1 

Child and adolescent access to primary 

care practitioners 

 x   x          2 

Childhood immunization status 

(NQF 0038) 

 x   x x x  x  x  x  7 

Chlamydia screening in women ages 

16-24 (NQF 0033) 

 x  x x x x        5 

Cholesterol management for patients 

with cardiovascular conditions: LDL-C 

screening 

     x         1 

Cholesterol management for patients 

with cardiovascular conditions: LDL-C 

control 

     x         1 

Colorectal cancer screening x x    x8 x x9 x10  x11  x  8 

Comfortable dying: pain brought to a 

comfortable level within 48 hours of 

initial assessment (NQF 0209) 

          x    1 

 
8 

HEDIS specifications. OHA specifications for the CCO incentive measures and “test” measure deviate significantly from HEDIS for CY 2013. These data will not 

be comparable. 
9 

NQF 0034. EHR-based quality measure. These data will not be comparable to OHA and PEBB/OEBB measures. 
10 

NQF 0034. These data will not be comparable to OHA and PEBB/OEBB measures. 
11 

NQF 0034. These data will not be comparable to OHA and PEBB/OEBB measures. 



11 

445 

 

 

 
 
 
 
 
 

 
Measures 

 C
C

O
 I

n
ce

n
ti

ve
 M

e
a

su
re

s 

 Q
u

a
lit

y 
a

n
d

 A
cc

e
ss

 “
T

e
st

” 

M
e

a
su

re
s 

O
H

A
 C

o
re

 P
e

rf
o

rm
a

n
ce

 

M
e

a
su

re
s 

 M
e

d
ic

a
id

 A
d

u
lt

 Q
u

a
lit

y 

M
e

a
su

re
s 

 C
H

IP
R

A
 M

e
a

su
re

s 

 P
E

B
B

/O
E

B
B

 2
0

1
3

 M
e

a
su

re
s 

 H
B

 2
1

1
8

 R
e

co
m

m
e

n
d

e
d

 

M
e

a
su

re
s 

(C
o

ve
rO

re
g

o
n

) 
 C

o
m

p
re

h
e

n
si

ve
 P

ri
m

a
ry

 C
ar

e
 

In
it

ia
ti

ve
 M

e
a

su
re

s 
 P

C
P

C
H

 Q
u

a
lit

y 
M

e
a

su
re

s 

 O
ID

 

 C
M

M
I C

o
re

 M
e

a
su

re
s 

C
D

C
 S

ta
te

 P
u

b
lic

 H
e

a
th

 

A
ct

io
n

s/
1

3
0

5
 M

e
a

su
re

s 

SI
M

 S
u

gg
e

st
e

d
 P

o
p

u
la

ti
o

n
 

H
e

a
lt

h
 M

e
a

su
re

s 
 P

ro
p

o
se

d
 C

C
O

 I
n

ce
n

ti
ve

 

M
e

a
su

re
s 

–
 P

o
p

u
la

ti
o

n
 H

e
a

lt
h

 

 A
lig

n
m

e
n

t 
Sc

o
re

 

Comprehensive diabetes care: Eye 

exams (NQF 0055) 

     x x    x x x  5 

Comprehensive diabetes care: Foot 

exams (NQF 0056) 

          x    1 

Comprehensive diabetes care: HbA1c 

control (NQF 0575) 

      x  x   x   3 

Comprehensive diabetes care: HbA1c 

testing (NQF 0057) 

 x  x  x x  x x   x  7 

Comprehensive diabetes care: LDL-C 

Screening (NQF 0063 

 x  x  x   x      4 

Comprehensive diabetes care: 

nephropathy assessment (NQF 0062) 

     x x    x x x  5 

Continuity assessment record and 

evaluation (CARE) tool 

          x    1 

Controlling high-blood pressure 

(NQF 0018) 

x x  x   x x12 x13  x14 x   8 

COPD: bronchodilator therapy 

(NQF 0102) 

          x    1 

Coronary Artery Disease (CAD)         x  x15    2 
 
 

12 
EHR-based quality measure. These data will not be comparable to OHA measures. 

13 
EHR-based quality measure. These data will not be comparable to OHA measures. 

14 
EHR-based quality measure. These data will not be comparable to OHA measures. 
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composite (NQF 0055, 0067, 0070, 

0074) 

               

Cost measures: 

*Total care (excluding PBM Rx, chiro, 

CAM, behavioral health) 

*Inpatient facility 

*Outpatient total (e.g., imaging, lab, 

other) 

*Professional total 

*Primary care 

*Specialty care/referral 

*Other 

       x16  x     1 

Developmental screening in the first 36 

months of life (NQF 1448) 

x x x  x  x  x x     7 

Diabetes long-term complications 

(NQF 0274) 

          x    1 

Diabetes: Blood Pressure Control 

<140/90 (NQF 0061) 

       x17 x      2 

Diabetes: HbA1c Poor Control (NQF x x    x  x18       4 

 
15 

Reported as separate measures. 
16 

May have some overlap with OHA cost/utilization reporting in the Health Systems Transformation Quarterly Progress report. Need additional details on the 

measure to confirm. 
17 

EHR-based quality measure. 
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0059)                

Diabetes: LDL-C Control (NQF 0064)      x  x19 x      3 

Driving after drinking             x  1 

Effective contraceptive use among 

women not desiring pregnancy 

  x    x        2 

Electronic Health Record adoption x x             2 

Falls: screening for future falls risk 

(NQF 0101) 

       x       1 

Family evaluation of hospice (NQF 

0208) 

          x    1 

Fibrinolytic therapy received within 30 

minutes of ED arrival (NQF 0288) 

          x    1 

Fibrinolytic therapy received within 30 

minutes of hospital arrival (NQF 0164) 

          x    1 

Flu shots for adults age 50-64 (NQF 

003) 

   x   x      x x20 4 

Follow-up after hospitalization for 

mental illness (NQF 0576) 

x x x x x x    x x    8 

Follow-up care for children prescribed 

ADHD medications (NQF 0108) 

x    x x   x      3 

 

18 
EHR-based quality measure. These data will not be comparable to OHA measures. 

19 
EHR-based quality measure. 

20 
Includes all children and adults age six months and older. 



14 

448 

 

 

 
 
 
 
 
 

 
Measures 

 C
C

O
 I

n
ce

n
ti

ve
 M

e
a

su
re

s 

 Q
u

a
lit

y 
a

n
d

 A
cc

e
ss

 “
T

e
st

” 

M
e

a
su

re
s 

O
H

A
 C

o
re

 P
e

rf
o

rm
a

n
ce

 

M
e

a
su

re
s 

 M
e

d
ic

a
id

 A
d

u
lt

 Q
u

a
lit

y 

M
e

a
su

re
s 

 C
H

IP
R

A
 M

e
a

su
re

s 

 P
E

B
B

/O
E

B
B

 2
0

1
3

 M
e

a
su

re
s 

 H
B

 2
1

1
8

 R
e

co
m

m
e

n
d

e
d

 

M
e

a
su

re
s 

(C
o

ve
rO

re
g

o
n

) 
 C

o
m

p
re

h
e

n
si

ve
 P

ri
m

a
ry

 C
ar

e
 

In
it

ia
ti

ve
 M

e
a

su
re

s 
 P

C
P

C
H

 Q
u

a
lit

y 
M

e
a

su
re

s 

 O
ID

 

 C
M

M
I C

o
re

 M
e

a
su

re
s 

C
D

C
 S

ta
te

 P
u

b
lic

 H
e

a
th

 

A
ct

io
n

s/
1

3
0

5
 M

e
a

su
re

s 

SI
M

 S
u

gg
e

st
e

d
 P

o
p

u
la

ti
o

n
 

H
e

a
lt

h
 M

e
a

su
re

s 
 P

ro
p

o
se

d
 C

C
O

 I
n

ce
n

ti
ve

 

M
e

a
su

re
s 

–
 P

o
p

u
la

ti
o

n
 H

e
a

lt
h

 

 A
lig

n
m

e
n

t 
Sc

o
re

 

Frequency of ongoing prenatal care 

(NQF 1391) 

    x    x  x    3 

HbA1c testing for pediatric patients 

ages 5017 (NQF 0060) 

    x          1 

Health care coverage             x  1 

Health care associated infections             x  1 

Health related quality of life – 

physically and mentally unhealthy days 

            x  1 

Healthy term newborn (NQF 0716)           x    1 

Heart failure: beta blocker therapy for 

left ventricular systolic dysfunction 

(NQF 0083) 

       x21   x    2 

HIV viral suppression at most recent 

viral load test 

            x  1 

Hospital ED visit rate that did not result 

in hospital admissions, by condition 

          x    1 

HPV vaccination among females 13-17              x 1 

Immunization for adolescents (NQF 

1407) 

 x   x x x  x      5 

Influenza immunization (NQF 0041)        x22 x  x    3 
 
 

21 
EHR-based quality measure. 

22 
EHR-based quality measure. 
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Initiation and engagement of alcohol 

and other drug treatment (NQF 0004) 

  x x       x    3 

Ischemic vascular disease: complete 

lipid profile and LDL control (NQF 0075) 

       x23   x    2 

Lipid control (NQF 0075)             x  1 

Median intake of fruits and vegetables             x  1 

Median time to transfer to another 

facility for acute coronary intervention 

(NQF 0290) 

          x    1 

Medical assistance with smoking and 

tobacco use cessation (CAHPS) (NQF 

0027) 

 x  x  x24 x      x  5 

Medicare spending per beneficiary, 

risk-adjusted, and price standardized 

          x    1 

Medication for high blood pressure 

control 

           x x  2 

Medication management for people 

with asthma 

      x        1 

Medication reconciliation (NQF 0097)           x    1 

Medication reconciliation post-   x            1 
 

23 
EHR-based quality measure. 

24 
Measure is a roll up of three CAHPS questions: advising smokers to quit, discussing smoking cessation medications, and discussing smoking cessation 

strategies. 
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discharge (NQF 0554)                

Mental and physical health assessment 

within 60 days for children in DHS 

custody 

x  x25            2 

Optimal diabetes care 

(NQF 0729) 

          x    1 

Otitis Media with Effusion – Avoidance 

of Inappropriate Use of Systemic 

Antimicrobials in Children (ages 2-12) 

(NQF 0657) 

    x          1 

Patient safety for selected indicators 

(NQF 0531) 

          x    1 

Patient-Centered Primary Care Home 

(PCPCH) enrollment 

x x             2 

PC-01: Elective delivery before 39 

weeks (NQF 0469) 

x x  x       x    4 

PC – 02: Cesarean section       x        1 

PC-03: Antenatal Steroids 

(NQF 0476) 

   x           1 

Pediatric Central-line Associated     x          1 
 
 

25 
Mental health assessments only. 
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Bloodstream Infections–Neonatal 

Intensive Care Unit and Pediatric 

Intensive Care Unit (NQF 0139) 

               

Percentage of adult smokers that have 

made a quit attempt in the past year 

            x  1 

Percentage of population living in food 

deserts 

            x  1 

Plan all-cause readmission (NQF 1768)  x  x x x x        5 

Pneumococcal immunization for older 

adults (NQF 0043, 0044) 

        x  x    2 

Post-discharge continuing care plan 

created (NQF 0557) 

          x    1 

Post-discharge continuing plan 

transmitted to next level of care 

provider upon discharge (NQF 0558) 

          x    1 

Potentially avoidable emergency 

department visits (Medi-Cal 

methodology) 

  x            1 

PQI 01: Diabetes, short term 

complication admission rate (NQF 

0272) 

 x  x           2 

PQI 05: Chronic obstructive pulmonary  x  x    x   x    4 
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disease admission rate (NQF 0275)                

PQI 08: Congestive heart failure 

admission rate (NQF 0277) 

 x  x    x   x    4 

PQI 11: Bacterial pneumonia admission 

rate 

(NQF 0279) 

          x    1 

PQI 12: Urinary tract infection 

admission rate (NQF 0281) 

          x    1 

PQI 15: adult asthma admission rate  x  x       x    3 

PQI 9: Low birth weight (NQF 0278)   x  x        x  3 

PQI 92 – Prevention quality chronic 

composite 

      x        1 

Pregnancy among females 15-17              x 1 

Prenatal and postpartum care: 

Postpartum care rate (NQF 1517) 

 x  x  x26 x  x      5 

Prenatal and postpartum care: 

Timeliness of prenatal care (NQF 1517) 

x x   x x x  x      6 

Preventive Dental Services for children 

ages 1-20 

    x          1 

Primary PCI received within 90 minutes           x    1 
 
 
 

26 
Unclear if PEBB/OEBB measure is including both the prenatal and postpartum care elements of this measure. Documentation only lists “timeliness of 

prenatal care”. 



19 

453 

 

 

 
 
 
 
 
 

 
Measures 

 C
C

O
 I

n
ce

n
ti

ve
 M

e
a

su
re

s 

 Q
u

a
lit

y 
a

n
d

 A
cc

e
ss

 “
T

e
st

” 

M
e

a
su

re
s 

O
H

A
 C

o
re

 P
e

rf
o

rm
a

n
ce

 

M
e

a
su

re
s 

 M
e

d
ic

a
id

 A
d

u
lt

 Q
u

a
lit

y 

M
e

a
su

re
s 

 C
H

IP
R

A
 M

e
a

su
re

s 

 P
E

B
B

/O
E

B
B

 2
0

1
3

 M
e

a
su

re
s 

 H
B

 2
1

1
8

 R
e

co
m

m
e

n
d

e
d

 

M
e

a
su

re
s 

(C
o

ve
rO

re
g

o
n

) 
 C

o
m

p
re

h
e

n
si

ve
 P

ri
m

a
ry

 C
ar

e
 

In
it

ia
ti

ve
 M

e
a

su
re

s 
 P

C
P

C
H

 Q
u

a
lit

y 
M

e
a

su
re

s 

 O
ID

 

 C
M

M
I C

o
re

 M
e

a
su

re
s 

C
D

C
 S

ta
te

 P
u

b
lic

 H
e

a
th

 

A
ct

io
n

s/
1

3
0

5
 M

e
a

su
re

s 

SI
M

 S
u

gg
e

st
e

d
 P

o
p

u
la

ti
o

n
 

H
e

a
lt

h
 M

e
a

su
re

s 
 P

ro
p

o
se

d
 C

C
O

 I
n

ce
n

ti
ve

 

M
e

a
su

re
s 

–
 P

o
p

u
la

ti
o

n
 H

e
a

lt
h

 

 A
lig

n
m

e
n

t 
Sc

o
re

 

of hospital arrival (NQF 0163)                

Prophylactic antibiotics discontinued 

within 24 hours after surgery end time 

(NQF 0529) 

          x    1 

Proportion of days covered: 5 rates by 

therapeutic category (NQF 0541) 

          x    1 

Provider access questions (3) from the 

Physician Workforce Survey 

 x             1 

Rate of obesity among members   x    x     x x x 5 

Rate of tobacco use among members   x    x       x 3 

Reminder system for mammograms 

(NQF 0509) 

        x      1 

Screening for clinical depression and 

follow-up plan (NQF 0418) 

x x  x   x x x  x    7 

Smokefree indoor air legislation             x  1 

State 3 (AIDS) at time of diagnosis of 

HIV infection 

            x  1 

Students in >=95th percentile for BMI            x x  2 

Surgery patients who received 

appropriate VTE prophylaxis within 24 

hours pre/post-surgery (NQF 0218) 

          x    1 

Surgical site infection (NQF 0299)           x    1 
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Tobacco use assessment and tobacco 

use cessation intervention (NQF 0028) 

       x x  x    3 

Total Medicare Part A and B cost 

calculation recommendations 

          x    1 

Transition record with specified 

elements received by discharged 

patients (NQF 0647) / Timely 

transmission of transition record 

      x    x    2 

Use of appropriate medications for 

people with asthma (NQF 0036) 

     x  x x      3 

Use of aspirin or another 

antithrombotic (NQF 0068) 

          x    1 

Use of imaging studies for low back 

pain (NQF 0052) 

     x         1 

Utilization buckets: 

*ED utilization/1,000 

*ED utilization/1,000 by top 10 

diagnoses 

*Inpatient med/surg days/1,0000 

*Advanced imaging (i.e., PET, CT, MRI, 

nuclear medicine) 

*Primary care visits/1,000 

*Specialty care visits/1,000 

       x  x     2 
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CCO Incentive Measures 

 x   
 

Quality and Access “Test” 

Measures 
    OHA Core Performance 

Measures 
    

 

Medicaid Adult Quality 

Measures 
 x x x 

 

CHIPRA Measures 

   x 

 

PEBB/OEBB 2013 Measures 

   x 

 

HB 2118 Recommended 

Measures (CoverOregon) 
   x 

 

Comprehensive Primary Care 

Initiative Measures 
 x x x 

 

PCPCH Quality Measures 

    
 

OID 

 x x x 

 

CMMI Core Measures 

    CDC State Public Heath 

Actions/1305 Measures 

x    SIM Suggested Population 

Health Measures 

    
 

Proposed CCO Incentive 

Measures – Population Health 

1
 

4
 

3
 

6
 

 

Alignment Score 



456  

Appendix 20  
Regional Health Equity Coalitions  

Summary of Site Visit Findings: June 2014  
 
After conducting site visits with all the Regional Health Equity Coalitions (RHECs), 
themes began to emerge from each of the four component areas. When asking about 
coalitions’ regional focus, specifically, how populations of focus were identified: 

• RHECs with identified populations of focus: used existing data and reports to 
guide the selection of communities to include. Some RHECs also used 
informal interviews with stakeholders to get feedback on what communities to 
include. Other coalitions also considered their capacity when choosing their 
population and geographic area of focus. 

• Transportation is an issue due to geographic spread of RHEC areas, not just 
for community members accessing health services, but for engaging 
geographically diverse communities to participate in coalition activities. 

 
When asked what the benefits are of approaching work as a regional vs. county model, 
grantees said: 

• Counties often create artificial boundaries where there are none-community 
members may be accessing services or migrating between multiple counties, 
but having a regional focus allows the inclusion of areas where community 
members are living or spending their time. Also, living situations can be very 
different among counties, so reasons for health disparities, availability of 
resources, and access to transportation and services can all look very 
different. Having a regional approach also provides an awareness of other 
health equity efforts. Regional approach allows for inclusivity. 

 
With regard to the health issues component, when asked if CCOs been engaged, 
RHECs said that: 

• Most RHECs have been able to connect in some way with their local CCOs 
whether it’s been through connecting with Transformation Center Innovator 
agents, attending Community Advisory Committee (CAC) meetings or being 
CAC members, or having CCO staff as RHEC members or RHEC steering 
committee members. Where these relationships exist there was mention of 
mutual learning benefits. 

 
When asked if coalitions had seen positive changes in the way CCOs work with/for the 
community RHECs mentioned: 

• That many CCOs are still catching their breath and building their capacity to 
meet expansion challenges, but that overall, RHECs anticipate positive 
changes over the next few years. 

• Wanting to explore more opportunities to connect their regional communities 
to CCOs more in the future. It was often mentioned that there’s a need for 
more community voice in CAC membership and leadership. 

 

 

1 
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Grantees were asked how coalitions prioritized issues to advance equity given the 
number of disparities affecting their region, coalitions said: 

• Existing data was utilized to guide those decisions. 
• RHECs evaluated whether they had the existing capacity to take on each 

priority. 
• It is important to go back to the communities impacted by specific health 

disparities to ask if addressing certain issues are a priority for the community 
partners. 

• Utilizing strategic plans as a living document rather than a one-time 
deliverable was noted as being helpful in guiding priorities over time. 

 
With regard to the most commonly experienced challenges or barriers around coalition- 
building responses included: 

• Scheduling issues and getting all coalition members into a room is 
challenging since people are so busy. 

• Most coalitions experienced capacity challenges in comparison to the level of 
disparity existing in their communities, which makes priority setting activities 
important but also challenging because RHECs have to prioritize what’s 
feasible. 

 
When asked what the key ingredients are for the accomplishments coalitions have 
achieved, grantees said: 

• Building relationships in regions of focus, and making connections with 
organizations in the community. 

• Being mindful of how you ask for people’s time, and using that time wisely. 
• Having a willingness to share knowledge, information and resources. 
• Having the right mix of people on the RHECs that have the knowledge and 

expertise needed to address and move forward priorities. It was also mentioned 
that it is especially important to have respected and trusted community leaders 
who can ensure authentic community engagement over time. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

2 
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Appendix 21 

Oregon State Innovation Model Project    

StrengtheningHealthcareInterpreterWorkforce: A LearningCollaborativeModel 
 
 

Background and Need for the Project 

 
Title VI of the Federal Civil Rights Act requires that all health system and services providers 

(including health plans, hospitals, and clinics) accepting any federal funds (i.e., Medicaid, 

Medicare) must provide free language access services (e.g., interpretation services, translated 

materials, etc.) to all Limited English Proficient (LEP) clients. 

 
Providing culturally and linguistically appropriate care with high quality health care interpretation 

is a fundamental strategy to ensure equity in the delivery of health care and ultimately the 

elimination of health disparities. Research demonstrates that language barriers between patient 

and provider greatly impact the quality of health care and consequently, restrict the ability of 

these patients with limited English proficiency (LEP) to obtain quality health care at the right time. 
1 The utilization of language services, such as interpretation by qualified, certified health care 

interpreters (HCI’s), has been shown to improve cross-cultural communication, leading to 

increased compliance with recommended treatment plans and to overall reduction of healthcare 

cost, and ultimately reducing disparities and improving health care outcomes.2
 

 
The utilization of qualified and certified health care interpreters: 

• Ensures an improved quality of care 

• Enhances patient’s access to care; 

• Reduces the cost of care 

 
In that context, health care interpretation is no longer a concern only for large medical centers; it 

is also an issue facing all clinics, health centers and physician’s offices. 

 
Current Demand for HCIs 

 
Statutes and contracts governing the new Coordinated Care Organizations (CCOs) require them to 

utilize only qualified and certified health care interpreters (HCIs). In Oregon, we estimate that   

there are approximately 3,500 individuals providing health care interpreter services. Of those, only 

44 are qualified or certified, based on Oregon’s requirements. Though some practicing HCIs are 

nationally certified, Oregon has created a higher standard than the national level for certification. 

Passport to Languages, one of the largest vendors of interpreting services in Oregon, has indicated 

that approximately 750 of their independent health care interpreter contractors will need to 

become qualified or certified to meet Oregon’s new standards. 
 
 
 
 
 

 
1 Green et al. 2005; Jacobs et al. 2006; Karliner et al 2007; Flores et al. 2008 
2 Summary of State Law Requirements Addressing Language Needs in Health Care. Jane Perkins and Mara Youdelman. 
National Health Law Program. The California Endowment. 
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Additionally, Oregon’s demographic composition is rapidly changing, resulting in the increased 

demand for HCIs. In fact, many of these CCOs are already experiencing the dilemma of not finding 

sufficient number of qualified or certified HCIs to provide effective health care to their patients. 
 

The data in the table below illustrates this anticipated increase in demand for qualified and 

certified HCIs, particularly by the top four CCOs with highest concentration of patients in their 

service area who prefer language other than English (data through May 2013). 

 
 

 

Name of CCO 

 
HEALTH SHARE 

OF OREGON 

WILLAMETTE 

VALLEY COMM 

HEALTH 

 
FAMILYCARE 

 
EASTERN 

OREGON CCO 

Number of patients 

who prefer language 

other than English 

 
41,346 

 
16,112 

 
9,242 

 
5,125 

Percentage (%) of 

patients who prefer 

language other than 

English 

 
27% 

 
25% 

 
18% 

 
17% 

Spanish 25,995 14,782 6,598 5,051 

Russian 4,806 686 1105 1 

Vietnamese 2,664 64 385 4 

Cantonese, Mandarin, 

Other Chinese/Asian. 

TaoChew 

 
1,558 

 
63 

 
326 

 
5 

Somali 1516 111 276 3 

# of qualified/certified 

HCIs in CCO region 

13 qualified 

4 certified 

0 qualified 

8 certified 

0 qualified 

0 certified 

0 qualified 

0 certified 
 

Barriers to Meeting the Demand 

 
Similar to other states, health care interpreter services are accessed in a variety of ways by 

providers and systems. Health care interpreters act as direct contractors to these providers on an 

on-call basis. Many interpreters subcontract with numerous “language service providers (LSPs) 

who utilize Oregon-bases as well as remote interpreters (those who live in other states or 

countries but provide services telephonically). HCIs must work for numerous LSP, often in a piece 

meal fashion, to be able to earn enough to make a living. Additionally, based on current labor law, 

the existing model of hiring health care interpreters as independent contractors does not allow  

the LSPs or health systems, such as the hospitals/clinics, to provide additional supports (training, 

practice groups, etc.). 
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Participation at numerous recent meetings and conferences for health care interpreters in Oregon 

also demonstrates the desire for members of this workforce to make connections and receive 

additional professional development opportunities. For example, the Oregon Health Care 

Interpreter Association’s inaugural outreach event in Fall 2012 attracted 50 participants. A 

December 2013 event hosted by the same organization was attended by 425 HCIs and partners. 
 
 
 

Proposal:StrengtheningHealthcareInterpreterWorkforce:A   LearningCollaborativeModel 
 

The Oregon Health Authority proposes a SIM supported project to strengthen the health care 

interpreters workforce: . 

 
Project Goals: 

 
• Develop a cohort learning collaborative model using a promising approach to workforce 

development for nontraditional workforce 

• Enhance the technical and professional skills of people currently working as health care 

interpreters by providing education and training 

• Increase number of qualified or certified health care interpreters and reduce the gap between 

the supply and increasing demand for qualified and/or certified Healthcare Interpreters by the 

local CCOs . 

• Increase CCOs’ access to and utilization of qualified or certified Health care Interpreters and 

support compliance with the health system transformation legislation 

• Augment the capacity of the newly created CCOs to deliver language access services to their 

members by qualified and certified Healthcare Interpreters. 

 
Project Objectives: 

 
• Create and conduct learning collaboratives with three or more cohorts participating over the 

SIM project period. 

• Recruit and select people currently working as health care interpreters as cohort participants 

• Develop measurable learning objectives, core aptitudes & competencies 

• Design learning collaborative content, collect materials/ resources, develop process and 

schedule 

• Provide education and skills development sessions required for qualification and/or 

certification of healthcare interpreters 

• Increase the number of qualified or certified HCIs by a minimum of 150 over the project 

period. 
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Evaluation Plan 

 
Evaluation is an essential component of the project. Specific baseline, process and outcome 

evaluation tools will be developed and utilized throughout the project to collect formative and 

summative data, competency indicators and project results, including baseline individual and 

system assessment surveys, learning collaborative session evaluation, pre- and post-test learning 

collaborative session knowledge and skills assessment, and key informant interviews. 

 
The key elements of the project will be assessed to gain a better understanding of : 

(i) The effectiveness of learning collaborative to create a larger cadre of qualified or certified 

healthcare interpreters ; 

(ii) The impact of the project at the system level, specifically on the main two stakeholders, 

the CCOs and their limited English proficient (LEP) members/patients. To that end, a 

detailed evaluation plan will be developed focusing on the following areas: 

 
To that end, a detail evaluation plan will be developed focusing on the following areas: 

 
Individual level 

• Enhancing health care interpretation technical skills, practices and confidence 

• increasing knowledge about language accessand healthcare system, 

• Developing relationships and support within cohort 

• Accessing tools and resources for individual development 

• Identifying opportunities for better and sustainable employment 

 
Learning Collaborative Session Process 

• Coherence and logic of content and format 

• Facilitators and presenters/speakers 

• Delivery method/platform 

• Use of adult learning principles 

• Resources/materials provided 

 
System  Level 

 
CCOs/Providers 

• Increase timeliness in the provision of health care interpreters, quality of interpretation 

• Become compliant with federal Civil Rights legislation and mandated language access 

services provision 

• Increase commitment to language access services 

• Implement workforce practices related to the provision of language access services 

 
LEP patients 

• Experience better care 

• Increase comprehension of services, treatment plans, use of medications, etc. 

• Experience increased satisfaction with provider/plan 
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Appendix 22, Revised July 2014 
Oregon State Innovation Model Project 

July 2014 through September 2016 Timeline and Milestones 
 

   

 
July-Sept 2014 

 
Oct-Dec 

2014 

Jan- 
March 
2015 

April-  
June 
2015 

July- 
Sept 
2015 

 
Oct-Dec 

2015 

Jan- 
March 
2016 

April-  
June 
2016 

July - 
Sept 
2016 

 

 
Dec-16 

  Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12  
 
 

 
Overarching Oregon SIM 

Aims and Goal 

Aim 1: Spread key elements of the Coordinated Care Model to: 
State employees by January 2015; 
Dual eligibles and other Medicare beneficiaries by January 2016; 
Exchange participants and Oregon Educators by January 2016. 

Aim 2: Reduce per member, per month (PMPM) cost trend while maintaining or improving quality: 
Reduce Medicaid PMPM trend 2 percentage points (p.p.) by FY 2015; 
Reduce public employee PMPM trend 2 p.p. by FY 2016; 
Reduce PMPM trend for duals 1 p.p. by 2016. 

 

 
2 million or more 

Oregonians 
receiving 

coordinated care 

 

SIM Driver 1: Improving care coordination at all points in the system with an emphasis on patient-centered primary care homes 
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July-Sept 2014 

 
Oct-Dec 

2014 

Jan- 
March 
2015 

April-  
June 
2015 

July- 
Sept 
2015 

 
Oct-Dec 

2015 

Jan- 
March 
2016 

April-  
June 
2016 

July - 
Sept 
2016 

 

 
Dec-16 

  Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12  
Responsible Lead: Nicole Merrithew Patient Centered Primary Care Homes 
 
 
 
 
 
 

Key objectives by demonstration period 

1. Provide technical assistance 
for practice transformation 
2. Update technical 
specifications and guidance for 
recognition criteria 
3. Develop online application 
system for updated criteria 
4. Conduct 50 verification 
visits 
5. Implement revised PCPCH 
payment for FFS Medicaid 
clients 

1. Provide technical assistance for practice 
transformation 
2. Health systems increasingly make use of 
recognized PCPCHs 
3. Review and refine criteria 
4. Conduct 50 verification visits 
5. 500 Clinics recognized at PCPCHs 

1. Provide technical assistance for 
practice transformation 
2. Health systems increasingly make use 
of recognized PCPCHs 
3. Conduct 50 verification visits 
4. 600 Clinics recognized at PCPCHs 

 

Technical assistance PCPHC Institute launched providing 
TA and practice transformation 
assistance (starts 1/2013) 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 Execute contract and coordinate 
ongoing technical assistance, 
including PCPCH Learning 
Collaboratives, through Patient- 
Centered Primary Care Institute 

 
 
 

 
X 

 
 
 

 
X 

 
 
 

 
X 

 
 
 

 
X 

 
 
 

 
X 

 
 
 

 
X 

 
 
 

 
X 

 
 
 

 
X 

 
 
 

 
X 

 
 
 

 
X 

 Health systems make increasing use of 
recognized PCPCHs 

    
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

Communications Update and align PCPCH 
communications plan and stakeholder 
engagement strategy 

  

 
X 

    

 
X 

    

 Maintain and update PCPCH  web 
content 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 

 
Administration 

Develop and launch relational PCPCH 
database for program administrative 
needs 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 

 
Review and revise standards 

Convene PCPCH Standards Advisory 
Committee to review and refine 
PCPCH model criteria 

   

 
X 

 

 
X 

      

Verification Continue site visit clinical consultant 
TA pilot project 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 

 Assess value of including clinical 
consultant role within site visit process 
and incorporate feedback into ongoing 
clinical site visit protocol 

 
 

 
X 
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July-Sept 2014 

 
Oct-Dec 

2014 

Jan- 
March 
2015 

April-  
June 
2015 

July- 
Sept 
2015 

 
Oct-Dec 

2015 

Jan- 
March 
2016 

April-  
June 
2016 

July - 
Sept 
2016 

 

 
Dec-16 

  Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12  
 Schedule, coordinate, and conduct at 

least 50 PCPCH verification site visits 
each year (Oct-Sept) 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 500 clinics recognized as PCPCHs   X        
 600 clinics recognized as PCPCHs         X  
Evaluation Conduct ongoing PCPCH program 

evaluation and analysis 
  

X 
    

X 
    

X 

 Develop annual PCPCH program 
report 

   
X 

    
X 

   

Responsible Lead: Susan Otter Health Information Technology 
 

 
 
 

Key objectives by demonstration period 

1. Engage stakeholders 
2. Develop materials and 
provide training on HIT 
3. Begin preparations for 
telehealth pilots 
4. Develop provider directory 
and notifications and alerting 
5. Request IAPD funding 

1. Spread awareness of HIT 
2. Launch telehealth pilots 
3. Identify new technology and 
approaches and implementation for 
HIT/HIE Phase 2 business framework 

1. Spread awareness of HIT 
2. Evaluate telehealth pilots 
3. Identify new technology and 
approaches and implementation for 
HIT/HIE Phase 2 business framework 

 

Stakeholder Engagement Stakeholder planning on governance, 
sustainability, Phase 2 

  
X 

 
X 

 
X 

 
X 

     

Spread Awareness of HIT and Triple 
Aim 

Develop materials and provide training 

on health information technology 
 

X 
 

X 
 

X 
 

X 
 

X 
 

X 
 

X 
 

X 
 

X 
 

 Spread awareness about HIT and how 
it can be used in various settings to 
advance the triple aim. 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 Train other Transformation Center 
staff on HIT as a tool to accelerate 
transformation 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

Emergency Department Information 
Exchange (EDIE) 

 

EDIE implemented in all 59 hospitals   
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 

 EDIE Plus Utility  will begin operating   X X X X X X X  
 
PreManage program 

PreManage program will be available 
to CCOs, plans, providers 

   
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 

 HIT technical assistance for providers 
becomes available 

  
X 

        

 

 
CareAccord 

CareAccord and Flat File Directory 
continues; continue work on trust 
communities 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 CareAccord enhancements and 
outreach implemented 

  
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 
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July-Sept 2014 

 
Oct-Dec 

2014 

Jan- 
March 
2015 

April-  
June 
2015 

July- 
Sept 
2015 

 
Oct-Dec 

2015 

Jan- 
March 
2016 

April-  
June 
2016 

July - 
Sept 
2016 

 

 
Dec-16 

  Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12  
Telehealth Pilot Projects Develop RFP for telehealth consultant, 

aligning requirements to HIE Phase 2 
business plan development and 
execute contract with consultant 

 
 

 
X 

         

 Execute contract with OHSU Office of 
Rural Health to establish the request 
for proposals for the telehealth/mobile 
device pilots 

 
 

 
X 

         

 Launch request for proposals (via 
Office of Rural Health), select and 
award contracts. 

 
 

 
 

X 

        

 Telehealth/mobile device pilots 
implemented 

   
X 

 
X 

 
X 

 
X 

 
X 

 
X 

  

 Evaluate effectiveness of pilots, issue 
final report 

         
X 

 

Provider directory, and clincial quality 
metrics registry 

Prioritize development of provider 
directory and clincial quality metrics 
tregistry. Implemenation underway 
with contracted vendors 

  
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 

 Contract with consultant(s) to identify 
new technology and provide expert 
advice on approaches and 
implementation for HIT/HIE Phase 2 
business framework 

 

 
 
 
 

X 

 

 
 
 
 

X 

 

 
 
 
 

X 

 

 
 
 
 

X 

 

 
 
 
 

X 

 

 
 
 
 

X 

 

 
 
 
 

X 

 

 
 
 
 

X 

 

 
 
 
 

X 

 



466  

 

   

 
July-Sept 2014 

 
Oct-Dec 

2014 

Jan- 
March 
2015 

April-  
June 
2015 

July- 
Sept 
2015 

 
Oct-Dec 

2015 

Jan- 
March 
2016 

April-  
June 
2016 

July - 
Sept 
2016 

 

 
Dec-16 

  Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12  

Responsible Lead: Bob Weir Long Term Supports and Services 
 

 
 
 
 

Key objectives by demonstration period 

1. Establish cadre of long term 
care innovator agents to 
facilitate coordination between 
LTC and primary care systems 
2. Complete or negotiate 
extension for all MOUs 
between CCOs and APD/AAA 
3. Housing with services begins 

1. Foster collaboration between long term 
care innovator agents and transformation 
center innovator agents to identify 
opportunities for systems change 
2. Finalize LTSS  metrics 

1. Continue collaboration between long 
term care innovator agents and 
transformation center innovator agents to 
identify opportunities for systems change 
2. Continue reporting on LTC metrics 
3. Conduct evaluation of housing with 
services pilot 

 

 LTSS Innovator Agents, in 
collaboration with TC Innovator 
Agents, act as liaisons in the field 
providing linkages and support to 
LTSS agencies and CCOs 

 

 
 
 
 

X 

 

 
 
 
 

X 

 

 
 
 
 

X 

 

 
 
 
 

X 

 

 
 
 
 

X 

 

 
 
 
 

X 

 

 
 
 
 

X 

 

 
 
 
 

X 

 

 
 
 
 

X 

 

 Operationalize tools for LTSS 
innovator Agent use 

  
X 

 
X 

 
X 

 
X 

     

 Foster collaboration opportunities to 
identify need for systems change 
between LTSS Innovator Agents and 
TC Innovator Agents 

 
 

 
 
 

X 

 

 
 
 

X 

 

 
 
 

X 

 

 
 
 

X 

 

 
 
 

X 

 

 
 
 

X 

 

 
 
 

X 

 

 
 
 

X 

 

 Develop an improvement project and 
implement using system improvement 
tools and processes 

  

 
X 

 

 
X 

 

 
X 

 

 
X 

     

LTSS coordination and outcomes- 
shared accountability 

Finalize LTTS metrics and plan 
implementation 

  
X 

 
X 

 
X 

 
X 

     

 Data Collection begins for LTSS 
Metrics 

    
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 LTSS metrics reporting begins      X X X X X 

 Finalize Study Group Project Plan and 
begin implementation 

  
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 

 
 

Study Group Project Plan implemented       
X 

 
X 

 
X 

 
X 

 

 Assess readiness to begin evolution of 
the Memoranda of Understanding 
(MOU) between AAAs, DHS, and 
CCOs 

  
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

     

 Begin the evolution of the MOU      X X X X  
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July-Sept 2014 

 
Oct-Dec 

2014 

Jan- 
March 
2015 

April-  
June 
2015 

July- 
Sept 
2015 

 
Oct-Dec 

2015 

Jan- 
March 
2016 

April-  
June 
2016 

July - 
Sept 
2016 

 

 
Dec-16 

  Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12  
LTSS Congregate Housing Project  

Housing with services begins July 
2014 and continues thru project period 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 Begin collecting Housing with 
Services baseline data 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 Conduct evaluation of Housing with 
services pilot 

      
X 

 
X 

 
X 

 
X 

 

Responsible Lead: Trevor Douglass Medicare/Medicaid Dual Eligibles 
SIM Driver Alignment and Key 
Objectives by demonstration period 

 1. Complete hiring of 
analyst position. 
2. Complete onboarding 
and orientation of analyst 
position. 

1 Dual eligible individuals enrolled 
by choice to CCO and aligned 
Medicare Advantage plans 
2. Expand CCO model to Medicare 
3. Medicaid/Medicare alignment 
without wavier achieved 

1. Integrated appeals notices and 
streamlined plan info 

 

Medicaid/Medicare alignment 
activities  requiring waivers: 

Integrated appeals notices       
X 

 
X 

 
X 

 
X 

 

Align to Medicare to ease confusion 
and more seamless handling of Dual 
noticing 

  

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

Determine if additional waivers are  X         
Improve notices to better communicate 
beneficiary rights 

   
X 

       

Integrated and streamlined plan 
summary info for enrollees and 
potential enrollees 

      

 
X 

 

 
X 

 

 
X 

 

 
X 

 

Develop communications to increase 
awareness of benefits to accessing MA 
and OHP in Managed care/CCO 

  

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

Work with SHIBA, AAA and APD to 
identify and implement training and 
supports for field staff 

  

 
X 

 

 
X 

       

Identify barriers to CCO enrollment X X         
Implement startegies to reduce barriers   X X X X X X X  
Identify strategies to align EOBs X X         
Implement strategies to align EOB and 
overcome barriers 

    
X 

 
X 

 
X 

 
X 

 
X 

 
X 
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July-Sept 2014 

 
Oct-Dec 

2014 

Jan- 
March 
2015 

April-  
June 
2015 

July- 
Sept 
2015 

 
Oct-Dec 

2015 

Jan- 
March 
2016 

April-  
June 
2016 

July - 
Sept 
2016 

 

 
Dec-16 

  Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12  
Delivery system reforms Increase number of Dual Elig 

Individuals enrolled by choice into 
CCO and affiliated MA plan (See 
strategies for streamlined plan info 
above) 

 
 
 
 
 

X 

 
 
 
 
 

X 

 
 
 
 
 

X 

 
 
 
 
 

X 

 
 
 
 
 

X 

 
 
 
 
 

X 

 
 
 
 
 

X 

 
 
 
 
 

X 

 
 
 
 
 

X 

 

Expansion of the CCO model to 
Medicare population and use Inno 
Agents to work with CCOs to 
disseminate best practices for serving 
dually eligible individuals. 

  
 

 
 
 
 

X 

 

 
 
 
 

X 

 

 
 
 
 

X 

 

 
 
 
 

X 

 

 
 
 
 

X 

 

 
 
 
 

X 

 

 
 
 
 

X 

 

 Use Innovator Agents to promote 
subcontracting strategies for Medicare 
Advantage delivery systems that are 
aligned with CCO strategies. 

  
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 

Use CMS/State alignment workgroup 
to promote subcontracting strategies 
for Medicare Advantage delivery 
systems that are aligned with CCO 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 

Medicaid/Medicare alignment 
activities not requiring waivers: 

 
Appeals 

       
X 

   

Member Materials/Outreach X X X X X X X X X  
Quality improvement/reporting X X X X X X X X X  
Integrated oversight  X X X X X X X X  
Shared accountability for long term 
care 

  
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 

Integrated Medicare/Medicaid data 
analysis 

  
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 

Medicaid-Medicare administrative 
alignment 

  
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 

 

SIM Driver 2: Implementing alternative payment methodologies to focus on value and pay for improved outcomes 
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July-Sept 2014 

 
Oct-Dec 

2014 

Jan- 
March 
2015 

April-  
June 
2015 

July- 
Sept 
2015 

 
Oct-Dec 

2015 

Jan- 
March 
2016 

April-  
June 
2016 

July - 
Sept 
2016 

 

 
Dec-16 

  Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12  
Responsible Leads: Kelly Ballas, 
Jeanene Smith, Cathy Kaufmann Alternative payment methodologies 

 
 
 
 
 

 
Key objectives by demonstration period 

1. Engage Oregon stakeholders 
in development of alternative 
payment methods relevant to 
the Oregon environment 
2. Develop proposals for 
alternative payment 
mechanisms for clinics moving 
to patient centered primary care 
homes 
3. Work with Oregon 
Association of Hospitals and 
Healthcare Systems to prepare 
smaller hospitals for 
transformation 

1. CCOs implementing APMs as reflected 
in their Transformation Plans; 
2. PEBB incorporating APMs 
3. Continue assessment of FQHC APM 
pilots for spread opportunities 
4. Continue to work with Oregon 
Association of Hospitals and Healthcare 
Systems to prepare smaller hospitals for 
transformation. 

1. CCOs implementing APMs as reflected 
in their Transformation Plan 
2. Continue assessment of FQHC APM 
pilots for spread opportunities 
3. APMs and cost control measures 
included in plans offered on Cover 
Oregon 
4. Coordinated Care key delivery elements 
included in Oregon Educators Benefit 
Board contracts 

 

Environmental Scan experts to inform and advise the state 
and stakeholders on payment 
approaches 

 

 
X 

         

Engaging stakeholders Multi-Payer Strategy Workgroups in 
partnership with Oregon Health 
Leadership Council for engagement 
and collaboration on APMswith 
regular feedback and evaluation of 
impact during implementation 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 Ongoing engagement of providers, 
health systems, hospitals re APMS for 
input and assessing impact 

 

 
 

X 

 

 
 

X 

 

 
 

X 

 

 
 

X 

 

 
 

X 

 

 
 

X 

 

 
 

X 

 

 
 

X 

 

 
 

X 

 

 
 

X 

 Work with CCOs and private payer 
stakeholders to assess their need for 
information and assistance on payment 
reform within their network 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

Implementing Alternative Payment 
Methodology (APM) Strategies 

CCOs implementing APM per 
transformation plans 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 Monitor use of APMs and cost control 
measures by PEBB vendors starting 
Jan 2015 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 Continue assessment of FQHC 
alternative payment pilots for potential 
spread more widely 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 
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July-Sept 2014 

 
Oct-Dec 

2014 

Jan- 
March 
2015 

April-  
June 
2015 

July- 
Sept 
2015 

 
Oct-Dec 

2015 

Jan- 
March 
2016 

April-  
June 
2016 

July - 
Sept 
2016 

 

 
Dec-16 

  Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12  
Preparing small hospitals for 
transformation 

Continue work with Oregon 
Association of Hospitals and Health 
Systems for prepare smaller hospitals 
for transformational changes 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

Elements of Coordinated Care Model 
in Public Employees (PEBB) 
contracts for 2015 benefit year 

 
PEBB contracts negotiated and 
executed 

 

 
 

X 

 

 
 

X 

        

Elements of Coordinated Care Model 
in Oregon Educator Benefit Board 
contract renewals  for 2016 benefit 
year 

Initial Elements of coordinated care 
model included as contract amendment 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

  

OEBB RFP Development with 
coordinated care elements imbeded 

    
X 

 
X 

     

OEBB RFP Posted      X (Dec)     
Proposals evaluated and selected       X X   
OEBB contract negotiated and 
executed 

        
X 

 
X 

 

Plan year starts with cost control 
measures and APMs in OEBB 
contracts 

        
 

X 
(Oct) 

 

 
X 

Coordinated care delivery key 
elements in OEBB contracts 

        X 
(Oct) 

 
X 

 

SIM Driver 3: Integrating physical, behavioral and oral health care with community health improvement 
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July-Sept 2014 

 
Oct-Dec 

2014 

Jan- 
March 
2015 

April-  
June 
2015 

July- 
Sept 
2015 

 
Oct-Dec 

2015 

Jan- 
March 
2016 

April-  
June 
2016 

July - 
Sept 
2016 

 

 
Dec-16 

  Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12  
Responsible Lead: Carol Cheney Health Equity Initiatives: DELTA Training, Regional  Health Equity Coalitions, Health Care Interpreters 
 

 
 

Key objectives by demonstration period 

1. Launch DELTA cohort #2 
2. Launch health care learning 
collaborative. 
3. Select and launch three 
regional equity coalitions 

1. Launch DELTA cohort #3 
2. Train and certify 50 new health care 
interpreters 
3. Conduct quarterly regional equity 
coalition site visits 
4. Coalitions produce strategic plans 

1. Launch DELTA cohort #4 
2. Train and certify 50 new health care 
interpreters 
3. Conduct quarterly regional equity 
coalition site visits 
4. Coalitions executing strategic plans 

 

DELTA Training Project Continue and complete DELTA cohort 
2 (9 month training) 

 
X 

         

 Launch DELTA cohort 3   X        
 Launch DELTA  cohort 4       X    
 Follow up coaching and mentoring X    X    X  
Regional Equity Coalitions Project Ongoing REC site visits quarterly X X X X X X X X X  

 Convene statewide meetings for 
coalition trainings (in-person, webinar) 

 
X 

  
X 

  
X 

  
X 

  
X 

 

 Each coalition produces a strategic    X       
Equity Health Care Interpreter Project Hire and train HCI coordinator X          

 Health care interpreter learning 
collaborative begins 

 
X 

  
X 

  
X 

  
X 

  
X 

 

 Conduct training for providers on the 
role and utilization of HCIs 

 
X 

    
X 

    
X 

 

 100 new qualified/certified health care 
interpreters 

         
X 
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July-Sept 2014 

 
Oct-Dec 

2014 

Jan- 
March 
2015 

April-  
June 
2015 

July- 
Sept 
2015 

 
Oct-Dec 

2015 

Jan- 
March 
2016 

April-  
June 
2016 

July - 
Sept 
2016 

 

 
Dec-16 

  Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12  
Responsible Leads: Michael Tynan, 
Cara Biddlecom Population Health 
 

 
 
 
 

Key objectives by demonstration period 

1. Establish community 
prevention projects 
2. Add data sets to OPHAT 
3. Administer Medicaid 
BRFSS survey 

1. Implement community prevention 
projects 
2. Add data sets to OPHAT 
3. Conduct data collection and analyze 
Medicaid BRFSS data 
4. Administer Oregon Healthy Teens 
survey analyze data 
5. Conduct data collection and analyze 
BRFSS racial/ethnic oversample 
6. Begin development on SIM PH 
Roadmap 

1. Evaluate community prevention 
projects 
2. Disseminate Medicaid BRFSS results 
3. Disseminate Oregon Healthy Teen 
results 
4. Disseminate BRFSS racial/ethnic 
oversample results 
5. Complete development of PH Roadmap 
for post SIM implementation 

 

 
PH Roadmap 

Begin process to develop PH Roadmap  
X 

 
X 

 
X 

 
X 

 
X 

     

 Complete development of PH 
Roadmap for post SIM implementation 

      
X 

 
X 

 
X 

 
X 

 

Community prevention projects Release, award and implement 
community prevention projects, 
ongoing 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

Oregon Public Health Analytic Tool Add datasets to the Oregon Public 
Health Analytic Tool (OPHAT), 
develop training plan for local users of 
the tool for the purposes of supporting 
community health assessments. 
Develop plan for adding new datasets 
to OPHAT by January 2015 

  
 
 
 
 
 

 
X 

  
 
 
 
 
 

 
X 

  
 
 
 
 
 

 
X 

  
 
 
 
 
 

 
X 

  

 Weight and analyze Medicaid BRFSS 
data 

  
X 

        

 Summarize and disseminate Medicaid 
BRFSS results 

   
X 

       

Oregon Healthy Teens Conduct OHT data collection  Admin X X       
 Analyze OHT data     X X     
 

Summarize and disseminate OHT 
results       X X   

BRFSS Racial/Ethnic Oversample Conduct data collection for BRFSS 
racial/ethnic oversample 

   
X 

 
X 

 
X 

 
X 

    

 Weight and analyze BRFSS 
racial/ethnic oversample 

    
X 

 
X 

 
X 

 
X 

 
X 

  

 Summarize BRFSS racial/ethnic 
oversample results 

         
X 

 

Responsible Leads: Dana 
Hargunani, Cathy Kaufmann 

Early Learning Councils 
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July-Sept 2014 

 
Oct-Dec 

2014 

Jan- 
March 
2015 

April-  
June 
2015 

July- 
Sept 
2015 

 
Oct-Dec 

2015 

Jan- 
March 
2016 

April-  
June 
2016 

July - 
Sept 
2016 

 

 
Dec-16 

  Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12  
 

 

Key objectives by demonstration period 

1. Develop at least two 
collaborations between CCOs 
and ELC 
2. Achieve kindergarten 
readiness 

1. Develop at least two collaborations 
between CCOs and ELC 
2. Achieve kindergarten readiness 

1. Develop at least two collaborations 
between CCOs and ELC 
2. Achieve kindergarten readiness 

 

 Develop collaborations between CCOs 
and Early Learning Council to achieve 
kindergarten readiness 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 Coordination of screening, services, 
and data across CCOs and early 
learning hubs 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 

SIM Driver 4: Standards and accountability for safe, accessible and effective care 
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July-Sept 2014 

 
Oct-Dec 

2014 

Jan- 
March 
2015 

April-  
June 
2015 

July- 
Sept 
2015 

 
Oct-Dec 

2015 

Jan- 
March 
2016 

April-  
June 
2016 

July - 
Sept 
2016 

 

 
Dec-16 

  Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12  
Responsible Leads: Darren 
Coffman/Jeanene Smith Translating Evidence to Practice: Health Evidence Review Commission 

 

 
Key objectives by demonstration period 

1. Develop Clinical Decision 
Tools for spread to CCOs, 
health plans, health systems, 
providers including 3 sets of 
patient decision support 
materials 

1. Develop Clinical Decision Tools for 
spread to CCOs, health plans, health 
systems, providers including 3 sets of 
patient decision support materials 

1. Develop Clinical Decision Tools for 
spread to CCOs, health plans, health 
systems, providers including 3 sets of 
patient decision support materials 

 

 Work with  Oregon Health Sciences 
University, Center for Evidenced 
Based Policy to review the process for 
evidence-based clinical decision tools 
and recommend improvements 

 

 
 
 
 

X 

         

 Develop processes and set of 10 
Provider/Patient Decision Support 
Materials,:3 by Q6, 3 by Q 9, 4 by Q 
12 

   
 

 
X 

   
 

 
X 

   
 

 
X 

 

 

SIM Driver 5: Testing, acceleration and spread of effective delivery system and payment innovations 

 
Responsible Lead: Cathy Kaufmann 

 

Transformation Center 

 
 
 
 

Key objectives by demonstration period 

1. Establish and conduct 
learning collaboratives 
2. Launch Council of Clinical 
Innovators 
3. Provide technical assistance 

1. Operate a learning management system 
focused on rapid cycle learning by offering 
learning collaboratives 
2. Improve rate of clinical innovation by 
conducting a learning program for the 
Council of Clinical Innovators 
3. Provide technical assistance 
4. Develop a Transformation Center 
sustainability plan 

1. Operate a learning management system 
focused on rapid cycle learning by 
offering learning collaboratives 
2. Improve rate of clinical innovation by 
condcuting a learning program for the 
Council of Clincial Innovators 
3. Spread the CCM to other payers and 
populations 
4. Implement the  Transformation Center 
sustainability plan 

 

   

 
July-Sept 2014 

 
Oct-Dec 

2014 

Jan- 
March 
2015 

April-  
June 
2015 

July- 
Sept 
2015 

 
Oct-Dec 

2015 

Jan- 
March 
2016 

April-  
June 
2016 

July - 
Sept 
2016 

 

 
Dec-16 

 Transformation Center Activities Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12  
Stakeholder Engagement Conduct listening sessions with CCOs 

and partners 
    

X 
    

X 
  

 Launch Transformation Center All 
Payer Steering Committee, ongoing 

  
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

Learning Collaboratives and Quality 
Improvement Training 

Establish and maintain an online 
learning platform. Ongoing 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 Learning collaborative #1, Quality 
Health Outcomes Committee, ongoing 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 
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July-Sept 2014 

 
Oct-Dec 

2014 

Jan- 
March 
2015 

April-  
June 
2015 

July- 
Sept 
2015 

 
Oct-Dec 

2015 

Jan- 
March 
2016 

April-  
June 
2016 

July - 
Sept 
2016 

 

 
Dec-16 

  Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12  
 Learning collaborative #2, Community 

Advisory Council learning network 
 

X 
         

Learning Collaborative #3 Complex 
Care, focus on ACEs and trauma- 
informed care 

 

 
X 

 

 
X 

 

 
X 

       

 Learning Collaborative #4 Innovator 
agent learning network 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 

 Learning Collaborative #5, 
Improvement science 

 
X 

 
X 

 
X 

 
X 

 
X 

     

 Learning Collaborative #6, Health X X X X X      
 Learning Collaborative #7, Traditional 

health workers 
      

X 
 

X 
 

X 
 

X 
 

 Learning Collaborative # 8, topic TBD      X X X X  
 Learning Collaborative #9, topic TBD      X X X X  

 Collect and analyze learning 
collaborative evaluation data and 
provide a repor 

  

 
X 

  

 
X 

  

 
X 

  

 
X 

  

 Conduct innovation conference  X    X     
Clinical Innovation Conduct initial Council of Clinical 

Innovators pilot project 
 

X 
 

X 
 

X 
 

X 
      

 Recruit and select second cohort of 
clinical innovation champions for the 
Council of Clinical Innovators 

     

 
X 

     

 Plan and implement Council learning 
program for second cohort of Clinical 
Innovators 

     

 
X 

 

 
X 

 

 
X 

 

 
X 

  

Technical Assistance and Outreach Conduct outreach activities, ongoing X X X X X X X X X  
 Establish Technical Assistance Bank, 

ongoing support 
  

X 
 

X 
 

X 
 

X 
 

X 
 

X 
 

X 
 

X 
 

 Establish and maintain Good Ideas 
Bank on Transformation Center 
webpage 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

Sustainability Develop Transformation Center 
Sustainability Plan 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

Communications Complete development of master 
communications plan, execute the 
plan. Ongoing 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 Maintain Transformation Center 
website, updates ongoing 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 
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July-Sept 2014 

Oct- 
Dec 
2014 

Jan- 
March 
2015 

April-  
June 
2015 

July- 
Sept 
2015 

 
Oct-Dec 

2015 

Jan- 
March 
2016 

April-  
June 
2016 

July - 
Sept 
2016 

 

 
Dec-16 

  Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12  
Responsible Leads: Lori Coyner, Lisa 
Angus Testing, Analysis and Evaluation 

 
 
 
 

 
Key objectives by demonstration period 

1. Integrate data across 
platforms 
2. Begin data collection for 
spread and ROI analysis 

1. Apply analytic tools for improvement 
2. Continue to publish CCO quarterly 
dashboard 
3. Begin publishing multi-payer quarterly 
dashboard 
4. Track degree and spread of CCM 

1. Continue to apply analytic tools for 
improvement 
2. Continue to publish CCO quarterly 
dashboard 
3. Continue to public multi-payer 
quarterly dashboard 
4. Contract for independent analysis of 
spread 
5. Contract for independent analysis of 
association between CCM key elements 
and changes in cost or quality 
6. Complete analysis and evaluation of 
individual initiatives 

 

Integration of data across platforms 
to support all evaluation, metrics, and 
analytic functions 

Analytic tools for improvement (e.g. 
hot spotter reports) 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

Staff training on current and new tools X X X X       
Spearhead collection of key data 
elements needed for evaluation of 
CCM spread & ROI: 

 

Incorporate Medicare FFS data into 
APAC for cross-payer analytics; test 
and validate 

 
 
 
 

X 

 
 
 
 

X 

 
 
 
 

X 

 
 
 
 

X 

 
 
 
 

X 

 
 
 
 

X 

 
 
 
 

X 

 
 
 
 

X 

 
 
 
 

X 

 

  
Annual fielding of CAHPS survey, 
expand sample for CCO-level 
estimates 

   
 
 
 

X 

    
 
 
 

X 

   

 Field and analyze  Medicaid 
Behavioral Health Risk Factor 
Surveillance Survey 

 

 
X 

 

 
X 

 

 
X 

       

Conduct 3rd round of Oregon Health 
Insurance Survey 

    
X 

      

CCO Health System Transformation 
dashboard with quality, utilization and 
financial data, ongoing 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

Multi-payer dashboard with quality, 
utilization and financial data, ongoing 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

Integrated, accessible actionable data        X X X 
 
Comprehensive Evaluation Activities 

Monitor costs and savings against 
projected ROI (ongoing) 

 
X 

    
X 

    
X 

 

Evaluation Objective #1 Assess the 
success of CCM in Medicaid and 

Quarterly tracking and reporting of 
quality and cost for Medicaid 

 

 
X (Aug) 

 

 
X (Nov) 

 

 
X (Feb) 

X 
(May) 

 

 
X (Aug) 

 

 
X (Nov) 

 

 
X (Feb) 

X 
(May) 

X 
(Aug) 
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July-Sept 2014 

Oct- 
Dec 
2014 

Jan- 
March 
2015 

April-  
June 
2015 

July- 
Sept 
2015 

 
Oct-Dec 

2015 

Jan- 
March 
2016 

April-  
June 
2016 

July - 
Sept 
2016 

 

 
Dec-16 

  Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12  
Evaluation Objective #3: Assess the 
degree to which individual CCM 
elements contribute to success of 
model 

 

Evaluation report on implementation 
of CCM in Medicaid (mid-point 
report) 

   
 

 
X 

       

Evaluation Objective #2: Assess the 
degree and pace of spread of CCM to 
other payers and populations and 
Evaluation Objective #3: assess the 
degree to which indiviudal CCM 
elements contribute to the success of 
the model 

Regular assessment of spread of CCM 
into non-Medicaid markets 

 

 
X 

 
 

 
X 

  
 

 
X 

  
 

 
X 

 

 
Qantitiative analysis of spread (or 
"spillover") of CCM into non- 
Medicaid markets 

    
 
 

 
X 

 
 
 

 
X 

 
 
 

 
X 

 
 
 

 
X 

 
 
 

 
X 

  

Responsible Leads: Beth Crane, 
Jeanene Smith SIM Grant and Business Management 
 

 
 
 

Key objectives by demonstration period 

1. Ensure coordination of grant 
activities and communications 
2. Ensure timely and accurate 
reporting to federal funders 
3. Establish grant and business 
management systems 

1. Ensure coordination of grant activities 
and communications 
2. Ensure timely and accurate reporting to 
federal funders 
3. Provide tools for grant and program 
management 

1. Ensure coordination of grant activities 
and communications 
2. Ensure timely and accurate reporting 
to federal funders 
3. Provide tools for grant and program 
management 
4. Conduct grant close out activities 

 

 Regular communication and updates 
with CMMI SIM Project Officer, 
ongoing 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 Quarterly Progress and Financial 
Reporting 

 
30-Jul 

 
30-Oct 

 
30-Jan 

 
30-Apr 

 
30-Jul 

 
30-Oct 

 
30-Jan 

 
30-Apr 

 
30-Jul 

 

 Submit Non-Competing Continuation 
Application 

 
1-Aug 

    
1-Aug 

     

 Submit Final SIM Operational Plan           
 Submit Final Report          30-Dec 

 Coordinate grant activities, 
applications, reports, ongoing 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 Ongoing work with SIM Steering 
Committee and OHA leadership to 
align SIM activities, adddress needs, 
concerns, issues necessary to 
successfully complete SIM 
operational plan 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 
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July-Sept 2014 

Oct- 
Dec 
2014 

Jan- 
March 
2015 

April-  
June 
2015 

July- 
Sept 
2015 

 
Oct-Dec 

2015 

Jan- 
March 
2016 

April-  
June 
2016 

July - 
Sept 
2016 

 

 
Dec-16 

  Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12  
 Ongoing monitoring for risks to 

successful completion of SIM 
activities and assess need to activate 
risk mitigation strategies 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 Conduct SIM Operations meetings, 
ongoing 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 Disseminate CMMI webinar and 
technical assistance products. Post 
Oregon products to CMMI 
collaborative site, ongoing 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 
 

 
X 

 Develop, execute and monitor budget, 
ongoing 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 Provide quarterly financial reports X X X X X X X X X X 

 Develop, coordinate and monitor SIM 
related contracts, ongoing with 
scrutiny to prevent fraud and abuse 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 

 
X 

 Provide SIM related human resource 
services for recruitment and hiring, 
ongoing through March 2014, with 
ongoing monitoring of needs over the 
test years in collaboration with OHA 
HR dept. 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 
 
 
 
 

X 

 

 Process SIM expenditures for 
payment, ongoing 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 



 

Multi-payer agreement for primary care (PCPCH) payment -------à 

  Multi-payer input on next steps for APMs  

 

Appendix 23 
 

OREGON HEALTH SYSTEM TRANSFORMATION HIGH-LEVEL TIMELINE 
 
 
 

System 
Characteristics  

-Fragmented delivery of care 
-Isolated interventions 

-Cost growth w/o quality or health improvements 

-Integration & coordination of health services 
-Accountability for costs & quality 

-Focus on prevention, health improvement, equity 

 
-Integration of health care & community services 

-Population health improvement 

 

Key 
 

Supported by SIM funds 
 

Partially supported by 
SIM funds 

 
Milestones 

 
 

 
2011 Jan 

2012 

 

July 
2012 

 

Jan 
2013 

 
July 

2013 

 
Jan 

2014 

 
July 

2014 

 

Jan 
2015 

 
July 

2015 

 
Jan 

2016 

 
July 
201
6 

 

Key Transformation Milestones 
Health Care 

 

 
 

CCO legislative 

 

 
1115 waiver 

 

 
 

90% of Medicaid 

 

 
 

PEBB RFP development with 

 

 
 

CCM Alignment Workgroup ------à 

 

 
PEBB CCM contracts 

 

 
 

Medicare spread / 

 

 
 

OEBB RFP including 

 

 
OEBB CCM contracts 

CCM spread  Transformation  bill 
(HB 3650) 

approval (SB 1580) 
approval; launch of 
CCOs for Medicaid 

enrollees in CCO CCM elements 
 

Sustainable Health Expenditures WG 
begin (approx. 
135,000 lives) spillover ----à 

 

CCM elements 
begin (approx. 
130,000 lives) 

 

 
Reforming  
payment  

 

Standardized ASC & 
hospital payment 
methods (SB 204) 

 
CCO global budgets; 
commitment to XIX cost 
trend  reduction 

 

Alternative payments for 
primary care via Sec. 2703 
demonstration and CPCI 

 
CCO quality pool 
begins, grows 
over time 

 
Pilot project for 
FQHC alt. 
payments 

 
CCOs implementing APMs, per Transformation Plans --à 

Hospital Transformation Performance Pgm begins (HB 2216) ---à 

 
Dental care into CCO global budgets 
 

APMs and cost control measures 

in PEBB contracts APMs and cost control measures 
in QHP & OEBB contracts 

Cycle III CCIIO rate review grant – increase price transparency ---à 
 

 
Improving  

 
Oregon PCPCH standards 
& recognition process 

 
Support PCPCH adoption via 
Sec. 2703 demonstration & 
CPCI 

 
PCPCH Institute launched & sustained - T.A. for 
practice transformation ----à 

 
$30M in transformation grants to CCOs 

 
500 PCPCHs recognized 

 

Health systems align with standards & spread 
PCPCH model ----à 

 
600 PCPCHs recognized 

the delivery  
of care  

Oregon standards for non- 
traditional health workers 
(NTHWs) 

CCO Transformation Plans 
developed, benchmarks set 

Statewide NTHW registry; 
increased NTHW use ---à 

Medicaid - Medicare 
administrative alignment --à 

CCM care delivery key elements 
in PEBB contracts 

 
300 new 

CCM care delivery key elements 
in QHP & OEBB contracts 

Health Evidence 
Review Commission 
created 

Expanded production of 
evidence-based clinical decision 
tools begins ----à 

Congregate care (housing w services) pilot begins ---à 
Community health initiatives begin, flood the zone ---à 

6 Regional Equity Coalitions; DELTA training underway ---à 

community health 
workers 

150 new health 
care interpreters 

 
Statewide provider 

Learning collaboratives or other cooperation between Early Learning Hubs and CCOs ---à credentialing database (SB 604) 

 
Initial strategic & 

 
Oregon launches CareAccord 

 
HIT & HIE 

 
Stakeholder agreement 
on Phase 1.5 services IAPDs & contracting process for 

 
Phase 1.5 services start operation ----à 

 
Phase 2 and HIE sustainability and governance 

HIT/HIE operational plans in 
place (2010) 

HITOC/Oregon 
strategic plan for HIT 

(statewide HIE) Direct Secure 
Messaging  services 

stakeholder 
consultation 

Stakeholder planning 
on governance, 
sustainability, Phase 2 

Phase 1.5 All hospitals 
live on EDIE 

Telehealth pilots start; hospital event 
notifications start -----à 

 

OHFB (pre-2011): Stimulate 
system innovation and 

 

Transformation 
Center concept 

 

Transformation Center 
launch; staff hired 

 
TC learning collaboratives, clinical innovators, expert technical assistance ----------à 

Support for  
transformation  

improvement 

 
Recommendations for CCO 

development 

 
Metrics & Scoring Committee established 

 

 
1st CCO 

LTC Innovator Agents begin -----à 

 
st 

LTC performance metrics ---à 
 
Accountable Care Data System & other analytic tools & training for improvement ---à 

 

accountability metrics quality, outcomes, efficiency benchmarks 
forCCOs 

quarterly 
dashboard 

Metrics alignment 
workgroups (HB 
2118, 2216) 

1   multi-payer 
quarterly 
dashboard 

 

 
Regular reporting of cost and quality metrics across payers ----à 

Integrated, accessible, 
actionable data 



 

Appendix 24 
 

 
 

THE EVOLUTION OF COORDINATED CARE MODELS (CCMs) ACROSS MULTIPLE MARKETS 

  2013 2014 2015 2016 2017  

 Target Convergence Date: 2016  >>          
                

 Oregon Health Plan CCO CCO v 1.0 CCO v 2.0 CCO v 2.0 CCO v 3.0 CCO v 3.0  

                
 Oregon PEBB 

(with local govt. option*) 

PPO/KP PPO/KP   

  RFP including CCMs CCMs CCMs CCMs  

                

 OEBB (Oct. Plan Year) 

(with local govt. option*) 

PPO/KP/SysCare PPO/KP/SysCare CCM elements CCM elements    

  RFP incl. CCMs CCMs  

                

 Cover Oregon w/federal partners 

Individual 

Small Group 

School District HIX Option ^ 

              

 Pre-operational QHPs 1.0 QHPs 1.0 QHPs 1.5 QHPs 1.5  

  Under discussion Under discussion  

    TBD ^ TBD ^   

                

 Other Market Segments
#

 

(Commerical market outside Cover 

Oregon, self-insured, Medicare) 

Various Intro. elements via 

CCM Alignment WG 

--> 

Intro. elements via 

CCM Alignment WG 

--> 

Continue to work 

with other market 

segments 

Continue to work 

with other market 

segments 

 

                
 Target Convergence Date: 2016  >>          
                       

                       

 * See HB 2279 (2013 OR Legislative session). Local governments may elect to participate in PEBB or OEBB.  

 ^ See HB 4164 (OR Laws 2012, Chapter 38) and HB 2128 (2013 OR Legislative Session). School districts may participate in Cover Oregon starting 2015.       

 # 
See also Governor Kitzahaber's July 1, 2013 letter to Secretary Sebelius.                   

                       

July 2014                       
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