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To the Members of the Metrics & Scoring Committee: 
 
We the undersigned organizations urge you to adopt patient food insecurity screening and assistance as 
the first social determinant of health performance measure for Coordinated Care Organizations.  Diet-
related disease affects the health status of an ever expanding segment of Americans and is driving up 
the cost of care.  Healthy food is the least expensive and invasive type of prevention and treatment, 
with no negative side effects. Health care providers are a uniquely influential voice and source of 
information for older Oregonians. There are resources in every community which can help improve the 
diet of low income patients. Among adults 60 years of age and older, 60% of those eligible for SNAP 
benefits (food stamps), do not receive them.  Many do not know about local food pantries or could 
benefit from education about shopping and preparing healthy food on a budget.   
 
The two validated food insecurity screening questions are being widely used across the U.S. and provide 
several advantages. They are a quick way to give important information to providers and identify 
patients who may be adversely affected by social determinants beyond food insecurity (such as unstable 
housing or dangerous environments).  Our partner, the Oregon Food Bank, prepares a simple one page 
local resource handout for every Oregon county that can be incorporated into the electronic health 
record system and provided to patients that screen positive as part of their after visit summary.  A brief 
review of the resources with patients will increase the likelihood that they will access resources that are 
new for them.  Two standard ICD codes for performance of the screen and the results, are already being 
used by dozens of clinics and hospital departments across the state who have found patient food 
insecurity screening and patient assistance relatively simple to incorporate into their workflow.  Lessons 
learned from the almost two hundred clinics already implementing will further simplify and inform the 
state-wide adoption of this new performance measure. 
 
We urge your action now, to start this important effort to reduce costs and improve the health and 
nutrition of Oregonians at all ages. 
 
Sincerely, 
 
ELDERS IN ACTION 
OLDER OREGONIANS HUNGER COALITION 
CHILDHOOD HUNGER COALITION 
Katie McClure, OREGON’S HEALTHIEST STATE 
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To: Metrics and Scoring Committee 

Date May 14, 2015 

Re: New Equity metric 

Achieving health equity and reducing disparities is a major goal of health care transformation. It has been repeatedly noted that people of 
color, Native Americans, those whose preferred language is not English and those in frontier areas may be eligible for Medicaid but may not 
receive the same services or get the same quality care as others. 

Our goal should be to improve the overall health of those who are served by the CCO’s and to reduce the disparities in care.  Each of our 
current metrics measure performance by race and ethnicity, but none of the measures is specially designed to measure health equity or to 
reduce disparity and none of the incentives rewards the reduction of disparity. Unfortunately, there are no widely used incentive measures 
that address equity or decrease disparity. At the same time, the Metrics and Scoring committee is faced with many possible measures and 
has tried to limit the number of measures, so as not to overwhelm those who need to accomplish them. 

Let me suggest a novel “meta-measure” that would both measure and incentivize the reduction of health disparities, while not adding to 
the a new work process to the CCO’s.  Meta measures use already collected data, looked at in a new way to incentivize behavior. 

In general, this measure would incentivize CCO’s to attain the same performance for the historically underserved populations as they do for 
their overall population. 

We already collect 34 measures across the entire CCO population, and in most cases, can break down that data by race, ethnicity, preferred 
language and zip code.  To be suitable for this meta measure, the measure would need to have large denominators and would need to be 
able to be measured on an individual basis. About 20 or 25 of those measures would be suitable for this “meta-measure”, including 
colorectal cancer screening, developmental screening, the dental measures and ED usage. (Some small denominator measures, like the 
foster care measure or survey measures that sample a population would likely not be suitable).   I would use a statistical definition for 
“same performance”, i.e. overlapping confidence intervals would be defined as “the same” 

For each of those 25 measures, we could measure the performance for the CCO overall, and for the various groups for whom we want to 
reduce disparity- thus we would have up to 100 measures per CCO for performance in the potentially underserved groups.  A CCO would 
get credit if the performance on a measure for a historically disadvantaged group was similar to the CCO overall.  Thus, if a CCO was 
perfectly equitable (i.e., the performance for each group on every measure was similar) then the CCO would get 100% of this incentive.  If 
90% of the historically disadvantaged groups were similar to the CCO overall, the CCO would 90% of the incentive.  This would be a 
continuously reinforcing measure, largely under the control of the CCO, without the need to add another process for the CCO. 

This incentive would be exactly in keeping with the goals of transformation, is quite feasible, clearly transformative and much of the 
background work has been done by the CCO’s- now it is time for them to pay attention to and fix health disparities. 

Sincerely,  

Robert Dannenhoffer, MD 
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May 15, 2015 
 

Thank you for this opportunity to testify before you today.  

My names is Elaine Friesen-Strang.   I’m a member of the Older Oregon Hunger Coalition, the Exec Council 
of AARP Oregon and the EIA Commission.   More personally, I am 61 years old;  the relationship I have with 
my heath care providers  is the closest link I have to good health.  The trusting partnership I have with my 
provider  influences the very basics of my care:  my blood sugar,  weight and heart health, my ability to 
move, the ease in my aging process.  I’m lucky-- I have access to good produce and protein,  but  many 
people my age do not.  Many live on incomes that have declined or remained flat,  while the cost of food 
has risen 60% in the last 20 years.   

Nationally, only 60% of people 60 years of age and older who qualify for SNAP benefits receive them,  In 
Oregon  that figure is 42%.  People don’t know they qualify, they are embarrassed to admit they need help. 
To make matters worse, the enrollment process  is complex.  Older adults try to get by.  They don’t want to 
be a bother. They don’t understand the impact that inadequate nutrition has on their health or where to 
get help.   Clinics throughout Oregon that are already screening find that most older adults aren’t aware of 
resources in their community. 

A predictable point of contact and influence for most older adults in terms of their health outcomes is their 
care provider. If a provider says,  “a better diet will help you feel better and here’s how you can attain 
that”, I believe older adults will take it seriously.  How great to hear the answer isn’t another medication 
prescription—it’s just the food you put on your plate.  And if a clinic follows-up-- helps you access new 
resources-whether it be SNAP benefits, locating convenient free produce, or connecting to a group meal 
program—good health becomes more likely to happen. 

Until we incorporate our understanding of the power of social determinants of health into the everyday 
delivery of care, we are not going to make the change we all seek in our health care system.  

I worked for 35 years for non-profits in social services.  Now I am volunteering to improve the quality of life 
for people who are vulnerable because of their age and lack of supports.   I know that working with 
community partners such as the Oregon Food Bank, this is a simple, first step the state can take in 
improving the health of older adults, as well as  improving the system that serves us all.   

 

Elaine Friesen-Strang 
4432 NE Wistaria Dr 
Portland, OR  97213 
971 202 3472 
strangpdx@comcast.net 
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