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2007-2008

2007-2008 Approved Key Performance Measures (KPMs)

KPM #
1 PEOPLE WITH DISABILITIES IN COMMUNITY SETTINGS — Té percentage of individuals with developmental ligges who live in
community settings of five or fewer.
2 SENIORS LIVING OUTSIDE OF INSTITUTIONS — The perdage of Oregon'’s seniors who are living outsidasefitutions
3 OVRS CLOSED - EMPLOYED - The percentage of Offié&ocational Rehabilitation Services (OVRS) constsngith a goal of employment
who are employed.
4 SPD EMPLOYMENT - The percentage of Seniors and Rewjh Disabilities (SPD) consumers participatingan employment program who
are employed.
5 TANF (WELFARE) EMPLOYMENT — The percentage of Temary Assistance to Needy Families (TANF) adultspthfor whom
employment is a goal.
6 TANF (WELFARE) RE-ENTRY — The percentage of Tempgrassistance to Needy Families (TANF) cases whaatareturn, or are off of
cash assistance 18 months after exit due to empglotym
7 TANF FAMILY STABILITY — The percentage of childreantering foster care who had received TANF casistasge within the prior two
months.
8 TEEN PREGNANCY — The number of female Oregoniaresath — 17, per 1,000 who are pregnant.
9 ENHANCED CHILD CARE — The percentage of child careviders who are providing enhanced quality oécar
10 AVERAGE EARNINGS FOR SPD CLIENTS — Average montkBrnings for persons with developmental disaldlitidno receive Seniors and
People with Disabilities (SPD) services.
11 FOOD STAMP UTILIZATION — The ratio of Oregoniansceiving food stamp assistance to the number of @riegs living in poverty.
12 DOMESTIC VIOLENCE - The percentage of women sulgdd¢b domestic violence in the past year.
13 TEEN SUICIDE — The rate of suicides among adoletscpar 100,000.




2007-2008

2007-2008 Approved Key Performance Measures (KPMs)

KPM #

14 TIMELY ADOPTION — The median number of months fralate of latest removal from home to finalized adopt

15 CHILD RE-ABUSE - The percentage of abused/negleckeéldren who were re-abused within 6 months obipvictimization.

16 a RE-ABUSE OF SENIORS AND PEOPLE WITH DISABILITIESFhe percentage of seniors and adults with disaslivho are re-abused
within 12 months of first substantiated abuse: @ani

16 b RE-ABUSE OF SENIORS AND PEOPLE WITH DISABILITIESFhe percentage of seniors and adults with disaslivho are re-abused
within 12 months of first substantiated abuse: @dwlth disabilities.

16 ¢ RE-ABUSE OF SENIORS AND PEOPLE WITH DISABILITIESFhe percentage of seniors and adults with disaslivho are re-abused
within 12 months of first substantiated abuse: dmmental disabilities.

17 INTENDED PREGNANCY — The percentage of births whenathers report that the pregnancy was intended.

18 EARLY PRENATAL CARE FOR LOW INCOME WOMEN - The perntage of low-income women who receive prenata gathe first 4
months of pregnancy.

19 COMPLETION OF ALCOHOL AND DRUG TREATMENT - The perntage of engaged clients who complete alcohobémer drug (AOD)
abuse treatment and are not abusing AOD.

20 ALCOHOL &amp; DRUG TREATMENT EFFECTIVENESS — Therpentage of adults employed after receiving Alcadrad Drug treatment.

21 ALCOHOL &amp; DRUG TREATMENT EFFECTIVENESS — Therpentage of parents who have their children retlitoeheir custody after
receiving alcohol and drug treatment.

22 8TH GRADER RISK FOR ALCOHOL AND DRUG USE - Percegeaof 8th graders at high risk for alcohol and pthreig use.

23 ALCOHOL &amp; DRUG TREATMENT EFFECTIVENESS — Therpentage of children whose school performance ings@fter receiving
alcohol and drug treatment.

24 a TOBACCO USE - Tobacco use among adults.




2007-2008

2007-2008 Approved Key Performance Measures (KPMs)

KPM #

24 b TOBACCO USE - Tobacco use among youth.

24 c TOBACCO USE - Tobacco use among pregnant women.

25 CIGARETTE PACKS SOLD — Number of cigarette packlsl sger capita.

26 CHILD IMMUNIZATIONS — The percentage of 24 — 35 ntbrold children served by local health departmevits are adequately immunized.

27 INFLUENZA VACCINATIONS FOR SENIORS - The percentagieadults aged 65 and over who receive an inflaeracine.

28 HIV RATE — The annual rate of HIV infection per 1000 persons.

29 a ROUTINE HEALTH CARE PROVIDED TO OHP CLIENTS- Theggortion of Oregon Health Plan (OHP) clients preddoutine health care
services annually: adults.

29 b ROUTINE HEALTH CARE PROVIDED TO OHP CLIENTS- Theggortion of Oregon Health Plan (OHP) clients preddoutine health care
services annually: children.

30 a RACIAL/ETHNIC VARIATION OF ROUTINE HEALTH CARE PROVWDED TO OHP CLIENTS — The proportion of Oregon HadPlan (OHP)
clients provided routine health care services allyusfrican Americans.

30 b RACIAL/ETHNIC VARIATION OF ROUTINE HEALTH CARE PROVWDED TO OHP CLIENTS — The proportion of Oregon HadPlan (OHP)
clients provided routine health care services aliywldative Americans.

30 ¢ RACIAL/ETHNIC VARIATION OF ROUTINE HEALTH CARE PROVWDED TO OHP CLIENTS — The proportion of Oregon HadPlan (OHP)
clients provided routine health care services alyussian/Pacific Islanders.

30 d RACIAL/ETHNIC VARIATION OF ROUTINE HEALTH CARE PROVWDED TO OHP CLIENTS — The proportion of Oregon HadPlan (OHP)
clients provided routine health care services aiiyiud Hispanic.

30 e RACIAL/ETHNIC VARIATION OF ROUTINE HEALTH CARE PROVWDED TO OHP CLIENTS — The proportion of Oregon HadPlan (OHP)

clients provided routine health care services alynu&hite.




2?;;208 2007-2008 Approved Key Performance Measures (KPMs)
31 SAFETY NET CLINIC USE — The percentage of uninsu@@gonians served by safety net clinics.
32 MENTAL HEALTH CLIENT LEVEL OF FUNCTIONING — The parentage of mental health clients who maintain qrowve level of
functioning following treatment.
33 CUSTOMER SERVICE - Percentage of customers ratieg satisfaction with DHS above average or exotlleverall, timeliness, accuracy,
helpfulness, expertise, availability of information




DNTV\t/ Proposed Key Performance Measures (KPM's) for Bienmm 2009-2011
elete

NEW Title: ADEQUACY OF PRENATAL CARE FOR OHP CLIENTS - The % mregnant OHP clients who received an
adequate number of prenatal care visits while oi?OH

Rationale:

This measure will gauge the adequacy of prenatalwhile on OHP. This measure is one of two newsuess that replace the
Early Prenatal Care for Low Income Pregnant Womeasure shared by the Public Health Office of Faiéglth (OFH) and
DMAP (KPM#18). Both DMAP and OFH struggled with thkel measure because the data sources did notveiligithe

program efforts of each division. In addition, treginal data source, the PRAMS survey, changeid@me range question
several times and determining the number in thesélooid was problematic. Using the birth certificdd¢aset as the source did
not align with DMAP's administrative data of OHReaks. DMAP and OFH agreed to discontinue shatigyrneasure and have
each developed their own prenatal care KPM thaebetflects their specific roles in improving pa¢al care.

NEW Title: 8TH GRADER USE OF ALCOHOL - The % of 8th gradersoNtave used alcohol within the past 30 days

Rationale: This is one of two measures being&#160;proposedptace KPM #22 - 8th grader risk of alcohol anaigduse.
AMH proposes to track alcohol and other drug upassely. Many prevention efforts target these isgoes separately, so

they should be tracked in a similar manner.

NEW Title: 8TH GRADER USE OF ILLICIT DRUGS - The % of 8th gexd who have used illicit drugs within the past 30
days.

Rationale: This is one of two measures being used to repl&td K22 - 8th grader risk of alcohol and drug uskelHFA
proposes to track alcohol and other drug use segharany prevention efforts target these two éssseparately, so it should

be tracked in a similar manner.
/2?2 1




New
Delete

NEW Title: CHILD MENTAL HEALTH SERVICES - The % of children ceiving mental health services who are suspended
or expelled from school

Proposed Key Performance Measures (KPM's) for Bienam 2009-2011

Rationale: This measure is specific to children/adolescerdsiving mental health services and is an impontaedsure to
children/adolescents, their caregivers and stakiensl It represents a key outcome for services.

NEW Title: ADULT MENTAL HEALTH SERVICES - The % of adults reseéng mental health services who report positively
about the outcomes of those services.

Rationale: This is a general measure which takes into accselfyperceived improvement in domains of functidnahg for
adults and points to issues of whether or not ¢éineices are making a difference in a person's life.

NEW Title: EARLY PRENATAL CARE - The % of low-income women wiratiated prenatal care in the first 3 months of
pregnancy compared to non low-income women.

Rationale: The goal of this measure is to increase accesarlp@enatal care for all women and reduce thpatity in access
between low-income and the general population.gdpein access to prenatal care has been widening®e low-income
andall other births, even as prenatal care ratestable for the whole population. The PHD, Offi¢é&amily Health (OFH)
promotes early prenatal care through the Oregorh&teCare Program, Family Planning and the Prectinodgealth Initiative.
Other state and community services and privatdtheale providers also promote early access toapaeoare in coordination
with PHD programs. This KPM will evaluate the effeeness of the state and local system of senandsprograms that

provide, promote and coordinate prenatal carelf@ragnant women, especially for low-income andenserved women.
— 5757




New
Delete

NEW Title:

Proposed Key Performance Measures (KPM's) for Bienam 2009-2011

HIV/AIDS - The proportion of reported HIV/AIDS cas@terviewed by a local or state public healthfggsional and offered
assistance with partner notification and refemwattV treatment.

Rationale: After considering DHS’ stated the intent of KPMsagency-specific outcomes that reflect programrdmuntion to
benchmarks, The HIV/STD/TB (HST) Program of thei€fof Disease Prevention and Epidemiology, Stat#i®Health
Division proposes an alternative KPM that more elpseflects the performance of client- and popatabased services.
Specifically, HST proposes to substitute HIV/AID&ea as a KPM (while supporting its continued usa Bsogress Board
Benchmark) with another program-specific outconrepportion of reported HIV/AIDS cases interviewadablocal or state
public health professional and offered assistante partner notification and referral to HIV treatnt.”

Reducing the number of new HIV cases should coattolbe a shared goal for all Oregonians. Its aenient is likely to be a
result of collaborative effort by academia, pulblealth, community-based organizations and individilzens. Interviewing
newly reported HIV cases to collect relevant casta ¢br monitoring the epidemic, informing unintedtpartners of cases, and
referring people to appropriate care represerdasge [part of the work HST does to prevent diseadarere directly relates to

agency performance than the higher level goalaiicing the rate of new infections.
NEW Title: RESTRAINT RATE - Reduction in restraint hours geousand patient hours at Oregon State Hospital.

Rationale: Restraint techniques never provide beneficial patieatment, although&#160;restraint is used ag#imes for
patient safety. The goal at OSH is to minimizeuke of restraint. All staff has been trained irhteques to avoid the use of
restraint.

NEW Title: Problem Gambling - The % of adults who gamble nlesk or not at all 180 days after ending problemlgang
treatment.

Rationale: This measure follows up with people who have resproblem gambling treatment 180 days after #egrment

ends to see if treatment had an impact.
— 5757




New
Delete

NEW Title: ENHANCED CHILD CARE - The % of children receiving &nhanced quality of care

Proposed Key Performance Measures (KPM's) for Bienam 2009-2011

Rationale: This is measure is being proposed to capture treeptage of children receiving enhanced qualityawé and is a
better representation of the quality of care preditb children receiving child care services thioDdHS.

NEW Title: FOOD STAMP UTILIZATION - The ratio of Oregoniansrsed by food stamps to the number of low-income
Oregonians.

Rationale: A data source change from the Food Stamp Managdnfentation System and Census estimates to thgr&ro
Access Index published by Food and Nutrition Se@wisignificantly changes the ratio. PAIl is onehef ineasures FNS uses to
reward states for high performance in the admaiiistn of the food stamp program. This measure pes/a consistent
comparison of Oregon to other states. The PAlsisnple index of the average monthly&#160; numbefiootl stamp
participants over the course of a calendar yetlvamumber of people with incomes below 125% ofatffieial poverty line in
each state. FNS computes average monthly participaver a calendar year - rather than the fedis@dl year - to better align

the participation count with the annual poverty mga.

NEW Title: ABSENCE OF REPEAT MALTREATMENT - The % of abusedjfexted children who were not subsequently
victimized within 6 months of prior victimization.

Rationale: Modifying to the inverse of the 2007-09 measurbdaonsistent with Federal Child &amp; Family Seegi Review
measure.

NEW Title: LENGTH OF STAY AT OSH - Reduction in overall lengthstay at Oregon State Hospital

Rationale: Reducing the length of stay at OSH demonstratésezit and effective care, helping to move indiatiuto the least
restrictive level of care needed. Most OSH adnrigscantrolled by judicial decisions and dischargesdependent on bed

availability in community mental health agencies.
. 5T z




New

Delet Proposed Key Performance Measures (KPM's) for Bienam 2009-2011
elete

NEW Title: Timeliness and Permanency of Reunification and Timass of Adoptions

Rationale: This KPM assesses progress, timeliness, and pentyaas they relate to reunification and adoptioalgor
children in foster care. This KPM reflects measthes the federal government uses to assess stdterpance on Federal
Child and Family Services Reviews. Measures imbeddthin this KPM are:

Timeliness of reunification,

permanency of reunification,

timeliness of adoptions of children discharged fifioster care,

progress toward adoption for children in fosteedar 17 months or longer,

and progress toward adoption of children who agallg free for adoption.

NEW Title: INTEGRATED EMPLOYMENT SETTINGS&#160;- % of peopleitv developmental disabilities who receive
SPD services who are working in integrated employrsettings.

Rationale:

People with developmental disabilities who are eyl value their wage-earning capacity. Peopldetter able to achieve a
desired lifestyle. People become less financiaiyahdent over time on long-term state and fedeograms.

NEW Title: DD&#160;SUPPORT SERVICE WAIT LIST&#160;- % of ellge adults who are receiving adult support
services.

Rationale:

Clients and client advocates of SPD believe thagiving care in a timely manner is important teeaspn's independence, safety
and ability to contribute to their support.

?




New
Delete

NEW Title: FOOD STAMP ACCURACY - The % of accurate food stapagments

Proposed Key Performance Measures (KPM's) for Bienam 2009-2011

Rationale: Based on LFO recommendation that the departmenthedprogram'’s current outcome measure reflecttogracy
in determining eligibility for benefits as a secdtEM.

NEW Title: ACCESS TO I&amp;R AND I&amp;A - Increase accesadtourate and consistent Information &amp; Referral
and Information &amp; Assistance for people whorasecurrently served by SPD

Rationale: By 2025 Oregon's population of seniors will havarhedoubled. Additionally, the numbers of peopliéw
disabilities of all kinds are increasing. The expdanflux of new clients will severely challengeg@on's capacity to assure

access to quality care.

NEW Title: PREVENTIVE SERVICES FOR OHP YOUTH AND ADULTS - Thailization rate of preventive services for
youth and adults 11 years old and older covereQ

Rationale: This measure is based on line 004 of the priodtir of health services entitled: Preventive 8% for Birth for
over age of 10. The Health Services Commissiorrd@antly re-prioritized the list placing preventieervices at the top on lines
003 and 004 reflecting their importance for OHRmis. Basing the measure on the prioritized lisheats the measure to the
reimbursement and policy priorities of the Oregaralth Plan. The list guides the pricing of DMAPsneursement to managed

care plans of which 80% of OHP clients are enrdiégcbhysical health services.

NEW Title: PREVENTIVE SERVICES FOR OHP CHILDREN - The utilizat rate of preventive services for children birth
through 10 years old covered by OHP

Rationale: This measure is based on line 003 of the priodtim of health services entitled: Preventive 8s¥ for Birth to 10
years of age. The Health Services Commission ltatly re-prioritized the list placing preventicgrgces at the top on lines
003 and 004 reflecting their importance for OHRmis. Basing the measure on the prioritized lisheats the measure to the
reimbursement and policy priorities of the Oregaralth Plan. The list guides the pricing of DMAPsneursement to managed

care plans of which 80% of OHP clients are enrdidehysical health services.
. 5T z




New
Delete

NEW Title: ACS HOSPITALIZATIONS OF OHP CLIENTS - The rate ahhulatory care sensitive condition hospitalizations
of Oregon Health Plan clients

Proposed Key Performance Measures (KPM's) for Bienam 2009-2011

Rationale: Good primary care dramatically reduces the riskaspitalization. A cornerstone of the Oregon HeBldm is
emphasizing preventive services so that these admsare less needed. Ambulatory Care Sensiti@SjAonditions involve
diagnoses where timely and effective ambulatorg ¢asually primary care) can help prevent or redhegisk of hospitalization.

There are three types of ACS conditions: chronimamns, acute conditions and preventable illnesse

DELETE | Title: ENHANCED CHILD CARE — The percentage of child careviders who are providing enhanced quality oécar

Rationale: Change to "The % of children receiving an enhampeadity of care". This measure is being modified¢apture the
percentage of children receiving enhanced qualibace and is a better representation of ther tyuadicare provided to children

receiving child care services through DHS.

DELETE | Title: 8TH GRADER RISK FOR ALCOHOL AND DRUG USE — Percegeeof 8th graders at high risk for alcohol and
other drug use.

Rationale: This measure is being dropped to focus on actgahal and drug use.

DELETE | Title: RACIAL/ETHNIC VARIATION OF ROUTINE HEALTH CARE PROWDED TO OHP CLIENTS — The
proportion of Oregon Health Plan (OHP) clients paded routine health care services annually: White.

Rationale: DHS is proposing to replace this measure with baefbcuses on prevention services.

DELETE | Title: RACIAL/ETHNIC VARIATION OF ROUTINE HEALTH CARE PRO\DED TO OHP CLIENTS — The
proportion of Oregon Health Plan (OHP) clients jpded routine health care services annually: d) atisp

Rationale: DHS is proposing to replace this measure with baefbcuses on prevention services.

DELETE | Title: RACIAL/ETHNIC VARIATION OF ROUTINE HEALTH CARE PRONDED TO OHP CLIENTS — The
proportion of Oregon Health Plan (OHP) clients paded routine health care services annually: Asiacifie Islanders.

Rationale: DHS is proposing to replace this measure with baefbcuses on prevention services.
. 5T




New
Delete

DELETE | Title: RACIAL/ETHNIC VARIATION OF ROUTINE HEALTH CARE PROWDED TO OHP CLIENTS - The
proportion of Oregon Health Plan (OHP) clients pred routine health care services annually: Nafineericans.

Proposed Key Performance Measures (KPM's) for Bienam 2009-2011

Rationale: DHS is proposing to replace this measure with baefbcuses on prevention services.

DELETE | Title: RACIAL/ETHNIC VARIATION OF ROUTINE HEALTH CARE PROWDED TO OHP CLIENTS - The
proportion of Oregon Health Plan (OHP) clients paed routine health care services annually: Afriéamericans.

Rationale: DHS is proposing to replace this measure with baefbcuses on prevention services.

DELETE | Title: ROUTINE HEALTH CARE PROVIDED TO OHP CLIENTS- Thegportion of Oregon Health Plan (OHP)
clients provided routine health care services altyiuhildren.

Rationale: DHS is proposing to replace this measure with baefbcuses on prevention services.

DELETE | Title: ROUTINE HEALTH CARE PROVIDED TO OHP CLIENTS- Theggortion of Oregon Health Plan (OHP)
clients provided routine health care services aiyults.

Rationale:

DHS is proposing to replace this measure with baéfocuses on prevention efforts. This measurebedmroken out by race
and ethnicity.
DELETE | Title: HIV RATE — The annual rate of HIV infection per 1000 persons.

Rationale: Modifying to better reflect program contributionsdgperformance of client and population-based sesvi
?




New Proposed Key Performance Measures (KPM's) for Bienam 2009-2011

Delete
DELETE | Title: CHILD IMMUNIZATIONS — The percentage of 24 — 35 ntbrold children served by local health departments

who are adequately immunized.

Rationale:

We are proposing to drop this measure and traoketnally.

DELETE | Title: EARLY PRENATAL CARE FOR LOW INCOME WOMEN - The peratage of low-income women who
receive prenatal care in the first 4 months of paegy.

Rationale: Proposed modification to focus on prenatal cat@enfirst 3 months of pregnancy.

DELETE | Title: CHILD RE-ABUSE - The percentage of abused/negleckéldren who were re-abused within 6 months obrpri
victimization.

Rationale: Modifying&#160;this measure to the inverse to basistent with Federal Child &amp; Family Services
Review&#160; measure.

DELETE | Title: DOMESTIC VIOLENCE - The percentage of women sulgddb domestic violence in the past year.

Rationale: Proposing to drop this measure, to develop a m@a@mgful measure of DHS' impact. New measure to be
proposed for 2011-13 biennium.

DELETE | Title: AVERAGE EARNINGS FOR SPD CLIENTS — Average montkBrnings for persons with developmental
disabilities who receive Seniors and People witkabilities (SPD) services.

Rationale: This is not a Iarge program within DHS and doesfihdhe criteria of a KPM.

DELETE | Title: FOOD STAMP UTILIZATION — The ratio of Oregoniansceiving food stamp assistance to the number of
Oregonians living in poverty.

Rationale: A new measure is being proposed to reflect&#160ange in the data source.
. 5T




New
Delete

DELETE | Title: TEEN PREGNANCY — The number of female Oregoniaresalp — 17, per 1,000 who are pregnant.

Proposed Key Performance Measures (KPM's) for Bienam 2009-2011

Rationale: DHS' role in this issue is relatively small comghte its other programs, and the measure has tima&ie as a
measure of DHS' performance.

DELETE | Title: TANF (WELFARE) EMPLOYMENT — The percentage of Tengky Assistance to Needy Families (TANF)
adults placed for whom employment is a goal.

Rationale: DHS&#160,will be&#160;proposing measures that atflect the restructured TANF program.

DELETE | Title: SPD EMPLOYMENT - The percentage of Seniors and eeph Disabilities (SPD) consumers participatingn
employment program who are employed.

Rationale: This is not a large program within DHS and doesfinde criteria of a KPM.




HUMAN SERVICES, DEPARTMENT of I. EXECUTIVE SUMMARY

Agency Mission:  Assisting people to become independent, healthysafed

Contact: Cathy lles, Administrative Services Division Contact Phone: 503-945-5855

Alternate: Pam McVay, Finance and Policy Analysis Alternate Phone: 503-945-5930

Performance Summary

Fellow

[] Green  F3.87%
F] Red 11.9%
B Wellow  14.3%

Total:  100.0°%

Green Yellow Red Exception
= Target to -5% = Target -6% to = Target > -15% Can not calculate status (zero
-15% entered for either Actual or
Target)

1. SCOPE OF REPORT

This report covers a broad array of programs thHmougthe Department of Human Services (DHS), ssatnaployment, child well-being,
independence of seniors, substance abuse riskranenpion, public health and many more that supgp@mission and goals of the agency. Of
course there is no way to capture all the work ESDwith these measures, as there are more thapragtams within the agency.

The purpose of this annual performance report cotomunicate the results of the work we do. WHike primary audience of this report is the
Oregon Legislature and other key stakeholders,atso a communication tool for staff, other goweental agencies and the public.

2. THE OREGON CONTEXT
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DHS helps achieve Oregon’s goals: Quality jobsatbOregonians; Safe, caring and engaged commandie Healthy, sustainable surroundings.
The 33 DHS Key Performance Measures support ngariyregon Benchmarks: #14 — Workers at 150% or miopeverty; #39 — Teen
pregnancy; #40 — Prenatal care; #42 — Immunizgtié#i3 — HIV diagnosis; #44 — Adult non-smokers; #4Breventable death; #46 — Perceived
health status; #48 — Available child care; #49 ersubstance abuse; #50 — Child abuse or negtkt: £lder abuse; #52 — Alcohol/Tobacco
during pregnancy; #53 — Poverty; #57 — Hunger; #h8dependent seniors; #59 — Working disabled;-#6@sabled living in poverty.

More information about Oregon Benchmarks and gattners can be accessed at http://www.oregon.gdw/OPB/2005report/obm_list.shtml.

3. PERFORMANCE SUMMARY

We are making progress on nearly half (15) of oety Rerformance Measures. Seven measures are nahgtbe desired level of results, and
progress on the remaining 11 is unclear at thistpoi

4. CHALLENGES

Poor economic conditions and unemployment appeaavte an influence on many of our measures. Cudtsiting and limited resources (such as
staff and providers) have an impact on whethembme can achieve our desired results. While samdifhg was restored during the 2007
legislative session, it will take some time to shtbe impact on our outcomes.

Other challenges include the fact that the workHfS is complex and requires coordinated effortset® an impact in the results. It's not
uncommon for clients to have multiple barriersdaod. They may have drug or alcohol abuse issuwaslyeBment with law enforcement, be victims of
domestic violence, or be unemployed. Many of odce@mes are about human behavior changes, suckrapriegnancy and alcohol and drug
abuse, which makes it challenging to achieve tlsgrek results.

It continues to be a challenge to connect the dwaiisk of the agency to intermediate and high lexgtomes. However, doing so will enable us to
prioritize and clarify the results of what we ddf¢etiveness) and the importance of efficient peses, thereby creating a culture throughout DHS
by which all managers and staff rigorously usegrenince measures and other metrics for decisionagatkanaging the daily work and driving
improvements throughout the agency. More effeatmamunication with the public and stakeholdershefialue of DHS services is desired as we
attempt to educate others about our role as g@weastis of public resources.

5. RESOURCES AND EFFICIENCY

2007-09 Total Fund Budget by Division
This section provides overall budget and staffegpurce information for DHS and the major prograeas. More detailed program budget and
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expenditure information is available online at Htypww.oregon.gov/DHS/aboutdhs/budget/index.shtml

Division, % Funds, Total Funds (in millions)

CAF — Children, Adults and Families Division, 21$2,528

DMAP - Division of Medical Assistance Programs,14@, $4,819
AMH — Addictions and Mental Health Division, 6.4%/66

PHD — Public Health Division, 4.2%, $500

SPD - Seniors and People with Disabilities Divisi®8.6%, $2,836
ASD — Administrative Services Division, 4.0%, $485

Capital Improvement/Construction, .7%, $83

TOTAL FUNDS =$12,017
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HUMAN SERVICES, DEPARTMENT of Il. KEY MEASURE ANALYSIS

KPM #1 PEOPLE WITH DISABILITIES IN COMMUNITY SETTINGS - Té percentage of individuals with developmental 2002
disabilities who live in community settings of fiee fewer.

Goal People are living as independently as possible.

Oregon Context | DHS high-level outcome — Increase the percentaggrefonians with a lasting developmental, mentdl@rphysical disability
who could live on their own with adequate support.

Data Source Client Process Monitoring System (CPMS)
Owner Seniors and People with Disabilities,&#160; Trisihhdson, (503) 945-6445

PEOPLE WITH DISABILITIES IN COMMUNITY

Baris actéullz',]i-r;rel Ii!(t;a% et

100.00
R e e e 8

a0.00

G0.00

R B e L

2002 2003 2004 2005 2006 2007 2008 2000 2010 2011

Data is represented by percent

1. OUR STRATEGY

SPD provides alternatives to services previoushyided in large congregate care settings. Cripeatners include County Developmental
Disabilities Programs, Oregon’s network of privaggvice provider entities, and a variety of advgtstakeholder organizations.
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HUMAN SERVICES, DEPARTMENT of Il. KEY MEASURE ANALYSIS

2. ABOUT THE TARGETS

SPD provides opportunities to individuals with deypenental disabilities to become better integratétl their local communities. By making it
possible for people with developmental disabilite$ive in small community settings, a reductiommaladaptive behaviors related to
institutionalization has been seen, giving peoptbance to experience living in environments tipgraximate those experienced by all other
Oregon citizens. Additionally people with developrted disabilities can take advantage of everydagroanity life and involvement and take
advantage of the opportunities this offers.

3. HOW WE ARE DOING

DHS has met or exceeded its target for the pastesirs.

4. HOW WE COMPARE

No national data is available for comparison fod20

5. FACTORS AFFECTING RESULTS

SPD, through the continued implementation of treegtSettlement Agreement and development of Fagfyport and other in-home type
services continues momentum in providing small camity-based or family setting services to peopléhwlievelopmental disabilities. Continued
implementation of Crisis diversion assists in kaggyeople from ICF/MR (Intermediate Care Facildy the Mentally Retarded) placement.
PASRR- the Pre-Admission Screening Resident Reigenscreening tool which is used to prevent thegrhent of individuals with mental illness
or mental retardation / developmental disabili{fld&/DD) in a nursing facility unless their medicaeds clearly indicate they require the level of
care provided by a nursing facility. When placemetd a nursing facility is ruled out, smaller, comnity based settings are explored. In-home
support services and establishment of the Housiogt Fund also support this measure.

SPD reviews the programs with people greater tvanplersons to determine their ability to fill vacges in the program. Agencies are required to
offer vacancies to individuals determined to berigis and in need of residential services. IflHrger size program cannot meet the need due to
low staff to high client ratio, programmatic chasgeay be required.

6. WHAT NEEDS TO BE DONE

SPD needs to preserve policy and funding structinagscontribute to the maintenance and / or im@noent of efforts for providing in-home
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services to persons with developmental disabilitdsl continued attention to the impact of agingiliacaregivers and their needs.
Next steps may include a focus on quality of l#fsues, particularly for those clients under ageath,review of larger group homes with respect to
their ability to meet the needs of the community.

7. ABOUT THE DATA

Reporting cycle is calendar year.

Data comes from the following sources:

-- Client Processing Monitoring System (CPMS) -moof people receiving Case Management (Serviceé&ihe 48)

-- University of Minnesota Survey Count - CPMS aggation of residents living in settings 7 or greate

-- Eastern Oregon Training Center report # MPOPBOBOMental Health Division” Population Bulletin R&— count of residents at EOTC.
Data in CPMS is dependent on submission from cesrand providers. While reports are delivered toties and providers to provide them
opportunities to correct and update data in CPN& & not always maintained in the system. Cadedoant data is reviewed monthly.
University of Minnesota Survey Count data is onlgikable as an aggregation of residents livingeittisgs 7 or greater.
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KPM #2 SENIORS LIVING OUTSIDE OF INSTITUTIONS — The perdage of Oregon’s seniors who are living outside of 2002
institutions
Goal Independence — People are living as independesihpssible.

Oregon Context | DHS high-level outcome — Independent seniors

Data Source Oregon Office of Health Policy and Research andl&ad State University Population Research Center
Owner Seniors and People with Disabilities,&#160; Trisihhdson, (503) 945-6445

SENIORS LIVING OUTSIDE OF INSTITUTIONS

Bar iz actual, line is target
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1. OUR STRATEGY

This performance measure links to the DHS goaleeffe are living as independently as possible.5 Tineasure also links to Oregon Benchmark
#58 and the DHS high-level outcome “Percent of@anjover 65) living independently.” This measuoaaerns seniors and where they live.
Institutionalization of people age 65 and older higsorically been used as a marker of the degreehich seniors are living independently and has
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been extensively tracked. A nursing facility isiastitution; people who live in their own homes{ine homes of family, or in community based care
settings, adult foster homes, assisted living itaesl, and residential care facilities are consddo be living independently. DHS strategy corgsu
to emphasize maintaining seniors in their home canities, outside of institutions, to the maximuntesit possible.

2. ABOUT THE TARGETS

This measure is used by SPD to track its performantelping seniors to age in their own commusit&D recognizes that some people must be
served in institutional settings, but some insiiidlized individuals could receive services inestless restrictive settings if they were available
Oregon continues to be the nation’s leader in ifleéng) and establishing community based optionsstitutional care, and as a result, the values of
choice, dignity, and independence for Oregon’saeamd disabled citizens continue to be the fodwl @agency activities.

3. HOW WE ARE DOING

Recognizing that institutional care is appropriateertain circumstances for some individuals, gaderally for short periods of time, this
performance measure demonstrates a track recondiofaining an institutionalization rate of lesarit8%, the best in the nation. The overwhelming
majority of Oregon’s seniors are exercising thgjhtto choose the most independent living situapossible.

4. HOW WE COMPARE

DHS continues to maintain the lowest overall ingitinalization rate of seniors of the 50 states.

5. FACTORS AFFECTING RESULTS

Hospitals continue to discharge patients “sickel @micker”. In many cases, hospital preferenceischdrge of a senior who needs additional care
is a nursing facility. While institutional care mag appropriate for certain individuals for shatipds of time, DHS must continue to aggressively
ensure that seniors are appropriately discharged frursing facilities.

6. WHAT NEEDS TO BE DONE

DHS should continue to develop community resoutcesldress the needs of seniors who may not be@bie fully independently, but need not
live in an institution. DHS was awarded a Moneyi&wk the Person grant by the Centers for MedicadeNedicaid Services and has begun to
help people move from nursing facilities to comntysettings. DHS has also increased activitieswertlor relocate clients from nursing facilities t
community settings. These steps will enable DH&lltiw seniors and people with disabilities to remiai their communities after living in nursing
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facilities.

7. ABOUT THE DATA

The OOHPR data for 2007 will not be available uR&bruary 2009. This measure will be updated attiime.

Reporting cycle is calendar year.

Data comes from the following sources:

-- Oregon Office of Health Policy and Research (3®H Nursing Facilities Survey

-- Portland State University Population Researcht€e2006 Oregon Population Report
(https://stage.www.pdx.edu/media/p/o/PopRpt06_fafj.

This Key Performance Measure was included in theallenent’s first performance audit during the sumof2008. The DHS Internal Audit

group certified that this key performance measalis vithin the category of verified. The perfornsarreported is consistently accurate within plus
or minus five percent and adequate controls apaice to ensure consistency and accuracy in calteof all supporting data and subsequent
reports.
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KPM #3 OVRS CLOSED - EMPLOYED - The percentage of Offi€é&/ocational Rehabilitation Services (OVRS) consmngith a 1997
goal of employment who are employed.

Goal Goal Independence — People are living as indepdiydespossible.

Oregon Context | Percentage of individuals receiving services whib éraployment outcomes during the state fiscal year.

Data Source Office of Vocational Rehabilitation Services Comrfermance Status Summary Report
Owner Owner Budget and Performance Unit, David Ritac€3-945-6720

OVRS CLOSED - EMPLOYED
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1. OUR STRATEGY

Obtaining and maintaining suitable
Employment is consistent with the Department’s gdalssisting people to live independently. Thiscome measure shows how successful DHS
and its partners are at helping people with digaslbecome employed in local communities. Based blarris Survey of Americans with
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Disabilities, “Two out of three unemployed peoplighndisabilities would prefer to be working.” DugrState Fiscal Year 2007, VR clients who
closed with employment earned an average wage@®86kn hour and worked an average of 30 houra/pek.

2. ABOUT THE TARGETS

This target, often internally referred to as thecass rate, reports the percentage of vocatiohabiigation clients who have received services and
maintained suitable employment for a minimum ottB@secutive days and who have exited the prograhiglter percentage indicates a better
performance regarding this measure.

3. HOW WE ARE DOING

The Vocational Rehabilitation (VR) program contiade show excellent performance. VR has exceedefi¢leral target of 55.8% over the past
eight years. However,&#160;over the past 5 yeaRshds not met the internal targets that have beten s

4. HOW WE COMPARE

All 50 states have a state run general VR progfidm.State of Oregon’s VR program is required totreexceed a national performance level
of 55.8 percent. As such, this percentage is censitia minimum acceptable number. The State ofddiey R program has exceeded this level
every year since State Fiscal Year 2000.

5. FACTORS AFFECTING RESULTS

The State of Oregon unemployment rate affects Resiccess rate. If there is a down turn in Oregeo&omy the VR placement rate drops.
The variance in the measure is significantly inficed by factors outside the program’s control. Oinegon VR program provides vocational
services to meet the needs of placing people visthbdities in jobs consistent with industry startta

6. WHAT NEEDS TO BE DONE

The VR program will continue to conduct program manng and implement any necessary program imprer@s based on the data analysis.

7. ABOUT THE DATA

Reporting cycle - fiscal year. The success rateutation is based on dividing the number of cliemt® exited the VR program in employment by
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the number of clients who exited the VR prograreraféceiving services, multiplied by 100.

VR relies on a state and federal relationship. F@dending requires a state match of 21.3 peraadtthis has worked well for over 80 years but
under the current appropriations, the VR programroaet the needs of only a small percentage oflpedth disabilities who live in Oregon. The
VR program continues to look at state populatiatriiutions and have relocated staff to meet theeBsed demands in specific areas.

This Key Performance Measure was included in thealienent’s first performance audit during the sumof2008. The DHS Internal Audit
group certified that this key performance measalis fvithin the category of verified. The perfornsarreported is consistently accurate within plus

or minus five percent and adequate controls apaice to ensure consistency and accuracy in calteof all supporting data and subsequent
reports.
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KPM #4 SPD EMPLOYMENT - The percentage of Seniors and Reojth Disabilities (SPD) consumers participatingan 2002
employment program who are employed.

Goal People are living as independently as possible.

Oregon Context | DHS high-level outcome — Oregonians with disalatliving in poverty

Data Source Oregon ACCESS, Orca2, Client Maintenance SystemJamhd Client Process Monitoring System (CPMS)
Owner Seniors and People with Disabilities,&#160; Trisihhdson, (503) 945-6445
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1. OUR STRATEGY

Seniors and People with Disabilities (SPD) contitgeprovide some employment programs and poltoiéelp people address barriers in the
workplace and afford them the opportunity to cdntte to their household’s income, contribute todbst of their care, and engage in community
activities.
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The Employed Persons with Disabilities (EPD) prograas designed to enable people who have disabilii work while still maintaining their
Medicaid Coverage. Loss of Medicaid coverage, iiclg personal attendant services has been idehtifiea major barrier to those persons with a
disabling condition who desire employment.

SPD, Office of DD Services, has funds available thdividuals may use for extra supports to achigwe maintain employment. In an effort to
increase supported employment outcomes, the Gifi€D Services has joined the State Employment eesidp Network (SELN). SELN is a

13-state collaborative sharing effective policEsategies and technical assistance. 2007 wasaiptayear. Some impact of SELN recommended
activities should be seen in 2007 and beyond.

2. ABOUT THE TARGETS

The Legislative Fiscal Office raised the targets2@08 and 2009 from 43.0% to 45.0%. However, SB®dxceeded the 2006 and 2007 targets
of 43.0%. The average percentage over the pa# yledes is 48%. SPD may not be able to continaehave this level as the present
employment market and tight human service budggiesent a threat to the employment&#160;of indiald receiving services from SPD.
Achieving our target of 45% will represent sigréfint efforts by SPD in light of the downward trencemployment of people with disabilities. Our
hope is that we in fact exceed targeted levelsaneflected in our proposed targets for 2010 &bitll2of 48.0%.

3. HOW WE ARE DOING

DHS has met its target since 2002; however, aesercy was found in 2004 in how the data for theasnire has been accessed in the past,
resulting in prior year’'s performance reportingluatng only a portion of the people served. In 200% process was further refined as noted.
Even with the adjustments to more accurately retlee outcomes, SPD is maintaining at present $evel

4. HOW WE COMPARE

DHS has not compared this performance measurénén standards; however, as the measure is recoedjdetional standards for comparable
programs and services will be sought for comparison

When comparing employment data from the EPD progrétimother buy-in programs in the nation, Oregas the fourth highest average earnings
and are in the top ten in enroliment per capita.

Many state DD Programs are challenged with lowan tthesired performance. The Office of DD Servigasticipation in SELN will allow
comparison of Oregon DD Programs to other stat@®@8 and beyond.

5. FACTORS AFFECTING RESULTS
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SPD clients require unique assistance in obtaiampgloyment to help people live more independentlygmnoving or reducing the barriers that
make it difficult to obtain and maintain employment

Additionally, as SPD continues to refine the daéanents and sources, the outcomes will become reflextive of the actual results.

6. WHAT NEEDS TO BE DONE

SELN has assisted OR in completion of an analysissérategic plan for DD Supported Employment f00&-2011.

7. ABOUT THE DATA

Reporting cycle is calendar year.

Data comes from the following sources:

-- Client Processing Monitoring System (CPMS)

-- Express Payment and Recovery System (eXPRS)

-- Client Maintenance System (CMS)

-- Oregon ACCESS

-- Orca2

Data in CPMS is dependent on submission from cesrand providers. While reports are delivered tmties and providers to provide them
opportunities to correct and update data in CPM& t not always maintained in the system.
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KPM #5 TANF (WELFARE) EMPLOYMENT — The percentage of Temaky Assistance to Needy Families (TANF) adulicpth 1991
for whom employment is a goal.

Goal People are able to support themselves and theilidam

Oregon Context | This measure links to the DHS goal, “People are &ibkupport themselves and their families.” lodisks to Oregon Benchmark

#14 and the DHS high-level outcome; “Percentagewéred Oregon workers with earnings of 150% orenwdithe poverty level
for a family of four.”

Data Source Placement and Number of Mandatory JOBS Participagtpulled from the CAF Branch and Service Dejivierea Data monthly
reports and totaled for the reporting period. Taeeent is determined by dividing Placements byttloé TANF recipients who are
mandatory to particiopate in the JOBS program.

Owner Children, Adults and Families Division — Office $€lf-Sufficiency, Xochitl Esparza, Interim TANF Mager, (503) 945-6122

TANF EMPLOYMENT
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1. OUR STRATEGY

One of the department’s goals is to assist famibesipport themselves. Finding and maintainingleympent is critical to this goal. This indicator
shows how successful DHS and its partners have dtdeglping people in the Temporary AssistancéNieedy Families (TANF) program
become employed. Most of these placements are B hours per week and result in families earttiegy way off monthly cash assistance.
For most economically disadvantaged families, egrpknt is the best avenue available for a better lif

2. ABOUT THE TARGETS

The 2002 placement target of 9.6% was a middletatween the 2000 and 2001 actual performanceplErement target gradually increased
between 2002 through 2004 to a target level of%1 Tighter definitions of “countable placements’revenstituted in July 2003, although the
target level was not adjusted. The Legislative &i§xffice (LFO) recommended re-setting the target2008 to 10.0% to reflect the current
performance and increased investments in the TADEBS program.

3. HOW WE ARE DOING

2007 decreased by 0.4% from 2006. 8% of work-digli®BS participants report having secured new waidth month. For clients, this
represents either the first job, a return to thekiooce, or a new job that allows them to earn oo completely leave cash assistance. While it
is hoped that JOBS clients will secure employmernhe highest paying jobs possible, many timesetifiest jobs pay minimum or near-minimum
wages. It is believed that the best way for modividuals to become employed in higher wage jolhénfuture is to build their experience and
resumes over time. This is best explained by thaggh“First job, better job, career.” This prograefps clients enter or re-enter the workforce. In
doing so, they can start up the ladder to a long-teareer in the workplace.

4. HOW WE COMPARE

We are not aware of any public or private industandards that would be a relevant comparison.

5. FACTORS AFFECTING RESULTS

The agency changed from using recorded placemetit tcounts of verified placements effective R097. This had an impact on the results of
the calculation, and more accurately reflects tteame of the agency’s efforts, as it is a stristandard. The economic picture has declined and

the unemployment rate has continued to worsen.
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Over the last decade the characteristics of TAN#td have dramatically shifted. Those able toageb are able to do so relatively quickly. The

sustained population left is more likely to haveltiple barriers that need to be addressed. Givesdlfiactors, the target for 2008 has been
lowered to 10% placed each month. This new targeteflect new investments in the TANF/JOBS pragrto better address clients needs.

These new investments will provide additional assest/evaluation services, additional employmedtteaining opportunities, and new program

elements such as Post-TANF employment support tatd Bamily Pre-SSI/SSDI services for families gqmgl for federal disability benefits.
Additional case management supports, child abuseeption services and administrative supports shalsb improve program outcomes.

6. WHAT NEEDS TO BE DONE

We will closely monitor the implementation of thewm TANF/JOBS program design to ensure the expestedased outcomes from the
investments mentioned above are achieved. Thistororg will provide data on possible further pragranodifications. Further study of this

measure is also needed to ensure it accurategctefihe TANF/JOBS program’s new design. This mreasiay be modified in the coming years.

7. ABOUT THE DATA

Reporting cycle — calendar year. The data repredaatrun on a monthly basis, but reported annuBkiyports are issued on a monthly basis and

reviewed for potential anomalies and to identigntis in performance. The data is sent to progranages and interested parties. The
methodology was changed effective July 2007 fromgusecorded placements to using verfied placem@nsore accurate count).
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KPM #6 TANF (WELFARE) RE-ENTRY — The percentage of Tempgrassistance to Needy Families (TANF) cases whaoato
return, or are off of cash assistance 18 montles aekit due to employment.

1991

Goal

People are able to support themselves and theilidam

Oregon Context

This performance links to the DHS goal, “Peopleabie to support themselves and their familiesaldb links to Oregon
Benchmark #14 and the DHS high-level outcome; “Bai@ge of covered Oregon workers with earningb6#4 or more of the

poverty level for a family of four.”

Data Source

JAS/TRACS system placement data and Client Maimemaystem public assistance data is used to datethre TANF clients
who left TANF due to employment and did not rettortase assistance ore were still off case assestH months after case

closed.
Owner Children, Adults and Families Division - Office 8&lf Sufficiency, Xochitl Esparza, Interim TANF Mager, (503) 945-6122
TANF RE-ENTRY
Bar is actual, line is target
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1. OUR STRATEGY

One of the goals of the Temporary Assistance fardyd-amilies (TANF) JOBS program is to help clieims and keep employment. The longer
clients can maintain employment, the higher theiges will be. DHS wants the TANF JOBS program auis to reduce incidences of returning
to assistance. The department's strategies arsdd@n family stability and as part of this; wevetito give clients the tools they need to be
successful in the workplace.

Our partners include other state agencies sudhedSmployment Department and Community Collegesvdatkforce Development. We also
work closely with county —based services, JOBS qauogproviders, and community social service pastner

2. ABOUT THE TARGETS

Our objective is to increase the number of form&NTF clients who do not require future TANF cashistssice. DHS used the 1991 performance
data to develop a baseline. The target was detethiiy adding 1% to the baseline performance. Tiget&as remained at a high rate. Our goal
is to maintain the high level of success in theaaDue to new investments in the TANF/JOBS progspacifically the new Post-TANF
employment support program, the performance farieasure should begin increasing in 2009. Thett&wg this measure increases to over 95%
by 2010. This performance measure may be modifigbda coming years to better reflect the new TARBS program design.

3. HOW WE ARE DOING

89.4 of TANF clients that left public cash assisedue to employment between January 2007 and hece207 were not receiving cash
assistance 18 months later. This continues to atelithat a larger majority of TANF clients thatdedahe program due to employment are having
relative success in the workplace, or have fouhdratesources to maintain their own and their fgmfinancial independence. The full impact of
the October 2007 TANF redesign will take some ttmbe realized. While the new program investmergsevprojected to increase the
performance of this measure, the effects of theeatieconomy reflect increased need for TANF sestic

4. HOW WE COMPARE

There are no relevant public or private industandards that directly compare to this measure.

5. FACTORS AFFECTING RESULTS

This measure may be affected by several thingkjdimgg the status of the labor market and industry,effectiveness of the JOBS program that
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determines, coordinates, and provides servicessigtal ANF clients find and retain employment, affeér strategies to enhance wage gain efforts.
As mentioned above, the new Post-TANF program, lwvhiitl offer on-going cash payments to eligiblerfar TANF recipients and applicants

who enter employment, will increase the performamtéhis measure. Investments in improved assesfmaluation services, case management
and employment and training services should bptegare clients to maintain employment once thaydehe program. Changes in TANF Related
Medical policy beginning in October 2008 allowingra families to qualify for Extended Medical Assiste may also increase performance in the
coming years. The full impact of the October 20@NF redesign will take some time to be realized.i/the new program investments were
projected to increase the performance of this nreasiue effects of the current economy reflecteased need for TANF services.

6. WHAT NEEDS TO BE DONE

We will closely monitor the implementation of thewm TANF/JOBS program design for expected increasgcomes from the investments
mentioned above. This monitoring will provide datapossible further program modifications. Furtsteidy of this measure is also needed to
ensure it accurately reflects the TANF/JOBS progsamw design. This measure may be modified irctimaing years.

7. ABOUT THE DATA

Reporting cycle — calendar year. The methodologlyaiteria used to obtain the data is adjusted@agram changes occur, to ensure the validity
of the data. Recidivism and Placement reportssauged separately, on a monthly basis and studiexhfopotential anomalies, as well as to
identify trends in performance. The data is seqra@gram managers and interested parties.
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KPM#7 | TANF FAMILY STABILITY — The percentage of childreentering foster care who had received TANF casistasse 2007
within the prior two months.

Goal People are safe

Oregon Context | Oregon Benchmark #51 - Number of children per 188@ons under 18, who are: a) neglected/abused shjpstantial risk of
being neglected/abused.

Data Source Cumulative Federal Fiscal report cycle using AFCAR@rterly is used to identify the number of cleldientering foster care and
Client Maintenance System to identify whether thaisiédren were from a household that received TAdsdBh assistance within the
prior two months (referred to as TANF children) eTtumber of TANF children is divided by the totahmber of children entering
foster care for the federal fiscal year to arrivéha percent of children entering foster care wad received TANF cash
assistance within the prior two months.

Owner Children, Adults and Families Division — Office 8élf Sufficiency, Xochitl Esparza Interim TANF Magex 503-945-6122

TANF FAMILY STABILITY
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1. OUR STRATEGY

Develop and enhance TANF related programs andiesiviesigned to strengthen and support famileadalressing risk factors related to child
abuse. This is accomplished through the expangitanaly stability services through the Family Sappand Connections program, increased
financial support for families potentially eligibler SSI or SSDI, and on-going efforts around suppg families in accessing domestic violence and
drug/alcohol related services. These new and omggeiiforts combined will improve family stabilityladdressing risk factors related to child abuse
and thus will contribute to fewer TANF children dewgg foster care placements.

2. ABOUT THE TARGETS

Targets are based on the 2003 through 2006 outcapeged for this performance measure. The gadhfe measure will be to decrease the
number of children that enter foster care withio twonths of receiving TANF by 15 percent by the efthe 2007-09 biennium.

3. HOW WE ARE DOING

This is a new key performance measure and will basured by a decrease in the number of TANF chnildn¢éering the foster care system.
Although the percentage has moved slightly, thelemof TANF children entering foster care has digantly reduced. The reduction in the
number of TANF children entering foster care is acturately reflected in a percentage when bothlém®minator and numerator are changing at
different rates.

4. HOW WE COMPARE

There is no other state measuring this data, ntei® an industry standard. Oregon is uniquesiagproach to this population.

5. FACTORS AFFECTING RESULTS

Program results can be impacted by:

1. Multiple child abuse risk factors present in fis@s including alcohol or drug use, parental invehent with law enforcement, domestic violence,
unemployment. Often, there are several of thederam families of child abuse/neglect victims.

2. Voluntary parental participation in family stgghening programs and activities

3. Continuation of access to community based seswicat support family stability

4. Continuation of Federal, State and leveragedifgnfor direct services
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The addition, investments made by the 2007 Oregmislature in the Family Support and Connectiongj@am, the State Family Pre-SSI/SSDI
program, and the Post TANF program, will furthgpport achievement of the targets for this measug&907-20009.

6. WHAT NEEDS TO BE DONE

DHS should continue to seek resources that meetebés of families being served through the TANSg@mM.

Enhance and strengthen partnerships with commpaityers that provide family-centered, preventatwe comprehensive services for children
and families.

Provide training to staff on the correlations bedwehild abuse risk factors and family stabilitioes

Continue to monitor data and trends related to fastability, child abuse and foster care utilipati

7. ABOUT THE DATA

Reporting Cycle - Federal fiscal year. Regardirggata: The utilization of a percent is problematis the number of children in foster care
decreases it appears the measure is moving inrtihegwdirection, which may not accurately reflee thue outcome of investments in this program.
Absolute numbers will be tracked and reported ami@nnal outcome measure, which will provide tleespective for the requested change to
percentage.

This Key Performance Measure was included in theallenent’s first performance audit during the sumaf008. The DHS Internal Audit

group certified that this key performance measalis fvithin the category of verified. The perfornsarreported is consistently accurate within plus
or minus five percent and adequate controls apdaice to ensure consistency and accuracy in citeof all supporting data and subsequent
reports.
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KPM #3 TEEN PREGNANCY — The number of female Oregoniaresdp — 17, per 1,000 who are pregnant.

2000

Goal Self-Sufficient — People are able to support théveseand their families.

Oregon Context | This performance measure links to the DHS goalpffReare able to support themselves and their iesxiilThis measure also links
to Oregon Benchmark #39 and the DHS high-levelaug “Pregnancy rate per 1,000 females ages 15-17.”

Data Source DHS Health Services and PSU Center for Populatieh@ensus estimates....Based on births and indeo®ihations and
population estimates provided by the Center foruRain and Census.
Owner Children, Adults and Families Division, Belit Stdigth (503) 947-5389
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1. OUR STRATEGY

The Governor approved a proposal for a new perntasetewide Teen Pregnancy Prevention and Adake&exual Health Partnership

(TPP/SHP) to create a new strategic action pla®fegon. The partnership includes the following:
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- DHS/Children, Adults and Families Division (CAF)

- Commission on Children and Families

- Oregon Teen Pregnancy Task Force

- DHS/Office of Family Health

- Planned Parenthood Health Services of SW Oregon

- DHS/HIV Program

- Multnomah County Health Department, AdolescerdlthePromotion
- Jackson County Health and Human Services

- Benton County Health Department

- Oregon Department of Education

2. ABOUT THE TARGETS

Teen pregnancy is still a major problem. Contindmgeduce the rate of teen pregnancy is a goagstment. Oregon uses the 15-17 year-old
category for its teen pregnancy KPM. This age graiulemales is usually still in high school andasgeted for intervention and education programs
along with their male peers.

The number of pregnancies and population is smatiany counties in Oregon. An aggregate rate wiaslesed for the 5 year period from 1998
to 2002. Five years of pregnancies were divide8 gars of population data. This allowed for stahtlon of rates in smaller counties.
Aggregation allowed analysis of the smaller popalatireas of the state using rates and averageearturfipregnancies.

3. HOW WE ARE DOING

The State’s teen pregnancy rate has consistergly logver than the national rate and the State l@mergreat progress in reducing it even further
over the past decade. Among 15-17 year-olds in @retpe pregnancy rate rose from 24.2 in 2005 t@ R72006.

4. HOW WE COMPARE

The most recent national teen pregnancy informati@ilable is for 2002, this is due to the delathia reporting from states across the country.
The national teen pregnancy rate was 42.3 for 20@2the Oregon teen pregnancy rate for 2002 waés 27.

5. FACTORS AFFECTING RESULTS
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When dealing with teen pregnancy and preventiomvik@always be working with data that is at leastelar behind. The factors affecting teen
pregnancy that need to be addressed are not falotdrsan be changed quickly, because the fadtatscontribute to change in pregnancy trends
are human behaviors - behavior changes that caidrtb adolescents making healthy choices aboutadiex

6. WHAT NEEDS TO BE DONE

We will continue to use new and existing data thamine our statistics, trends, demographics ahdvieral factors related to adolescent sexual
health.

We have learned that successful strategies to ecgen pregnancy must:

- Be long-term

- Be comprehensive

- Reach young people before they are sexuallyeaatid continue after they begin sexual activity
- Consider underlying risks and contributing fast@uch as poverty and sexual abuse

- Utilize culturally sensitive approaches

7. ABOUT THE DATA

Reporting cycle - calendar year. The data are gdipdr %2 to 2 years behind. The data, which artect#d locally and out-of-state, cannot be
pulled until the end of the full year. The datadikere reflects the prevalence of pregnancy ameemstaged 15-17.

Oregon data for 2006 is located here http://www.sthte.or.us/dhs/ph/chs/data/arpt/06v1/sectiorlsht

National pregnancy data is found at http://www.quather.org/pubs/2006/09/12/USTPstats.pdf
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KPM #9 ENHANCED CHILD CARE - The percentage of child careviders who are providing enhanced quality oécar 2000

Goal

People are able to support themselves and theilidam

Oregon Context

This performance measure links to the DHS goalpffReare able to support themselves and their fesxiilWith respect to

children in care this measure links to the DHS gid&eople are healthy” and “People are safe.”

Data Source

DHS Provider Pay system. Percent of child careigdess paid through DHS Provider Pay system recgithie 7% enhanced rate.

Owner

Children Adults and Families Division, Rhonda Prati (503) 945-6108

ENHANCED CHILD CARE

Bar iz actual, line is target

35.00

20.00 /r/?rﬁ./r‘r/.
25.00 Eia
2000 |

YTV S I S L
i po| 550 pa 20| R6.20| B6.20

woo 8 —— e

2002 2003 2004 2005 2006 2007 2008 2000 2010 2011

Data is represented by percent

1. OUR STRATEGY

To improve the quality of care available to sulmedifamilies, DHS provides an incentive of 7% abiheestandard rate for license-exempt
providers who meet the same basic training requrgsthat are required of licensed family providers
DHS partners with Child Care Resource & ReferrabAges (CCR&R) and the Oregon Registry. The CCR&s$&sst with provider training that
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is required to qualify for the DHS enhanced ratee Dregon Registry documents provider trainingemzburages trained providers to care for
families on the DHS subsidy. DHS, the CCR&Rs, drel@regon Registry team together to publicize titerced rate.

. ABOUT THE TARGETS

The targets were set based on an anticipated desited - increase in the numbers of providers mhbet the training standards required to
become licensed. These training standards pronhdtesafety and well-being and enhance the quafitghild care which encourages a more
stable provider base. Stability in care arrangempramotes healthy child development and helpsy@remain employed.

. HOW WE ARE DOING

There was a steady increase in the percentag@waflprs receiving the enhanced rate from 2000 tfid®2004. This measure was consistently
above target until 2005. The general trend in 2f@Bved a decrease and was below target. Althou@® @0fnains below target it shows an
increase over 2005. 2007 remains steady with mease or decrease.

. HOW WE COMPARE

Although a number of states have a tiered reiminuese system for child care providers, requiremeatg too widely to draw meaningful
comparisons.

. FACTORS AFFECTING RESULTS

The large majority of providers who qualify for taehanced rate are licensed. Since 1997, DHS maxirates have fallen far below what most
licensed providers charge. The result is that fdigensed providers are willing to care for childnghose parents receive a DHS subsidy. This has
made it difficult to remain on target. However, @07 Legislature authorized significant rate iases that took effect October 1, 2007. This is
expected to give parents increased access to d&idgrsviders. In addition the Legislature authatiggnificant funding for outreach and training
for license-exempt providers. The combination ofengarents selecting licensed providers and ineckas/estment in exempt provider training
should result in a steady increase in the percerdfgroviders earning the enhanced rate.

6. WHAT NEEDS TO BE DONE

Efforts to inform parents and providers of the imipnce of quality child care and training must awnt. Exempt providers are now represented by
SEIU. DHS, Child Care Resource and Referral agsrane SEIU will be working together to promote émhanced rate and help exempt
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providers access the training required to earretianced rate.

7. ABOUT THE DATA

Reporting cycle - calendar year. This measuregerted as a percentage. The data are taken froDHISeProvider Pay system and compares
the number of providers earning the enhanced oateettotal number of active providers in the systAs a result, the number is very reliable. Any
variance caused by possible coding errors wouldwdamall to be statistically significant.
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KPM #10 | AVERAGE EARNINGS FOR SPD CLIENTS — Average montkbrnings for persons with developmental disalslivido 1997
receive Seniors and People with Disabilities (SB&Vices.

Goal People are able to support themselves and theilidam

Oregon Context | Percent of Oregonians with lasting, significanedisities living in households with incomes beldve ffederal poverty level.

Data Source SPD Employment Outcomes System tracking those et@ve SPD — Developmental Disability Employmemtises.
Owner Seniors and People with Disabilities, Trish John$603) 945-6445

AVERAGE EARNINGS FOR SPD CLIENTS
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1. OUR STRATEGY

SPD will expand competitive employment opportusitier people with developmental disabilities. SBRurrently engaging providers (including
private businesses) and other key stakeholdensauskions about strategies to create more emplayopportunities for people with
developmental disabilities. The agency is usingiigaad other resources to support this effort. Tighothis same effort the agency is looking at
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methods to collect employment related data on tdisarved that is not included in currently avddatata sources.
2. ABOUT THE TARGETS

The 2008 and 2009 targets have been lowered. Thdagimn reported in the Employment Outcomes Sygtnrently the only data source for
measuring this outcome) has changed since manyegabpse employment services were previously replart this system are no longer included
in this data. The remaining population being reggbstia EOS is more complex in their support needkstheir earnings data are generally lower.

3. HOW WE ARE DOING

SPD has not met the target since 2001.
4. HOW WE COMPARE

There is no current available data to make thisparimon. However, communications with other state$ national organizations indicate the lack
of progress in obtaining competitive employmentgdersons with developmental disabilities is a matidle concern. This concern has lead to
several new initiatives to address this concernstviotable are initiatives by the Centers for Mackcand Medicaid Services (CMS) and the
National Association of State Directors of Devel@mtal Disabilities Services (NASDDDS) Supported Foyment Leadership Network

(SELN). SPD is patrticipating in both of these miives. SELN has assisted Oregon in completiom@fralysis and strategic plan for DD
Supported Employment for 2008-2011.

5. FACTORS AFFECTING RESULTS

The recent economic factors in recent years hageahegative impact on the opportunities for comigetemployment for people with
developmental disabilities. Paid employment opputies have diminished and the stability/capacftprovider organizations that work to develop
employment opportunities has been compromised. &#ioned above, the implementation in recent yeftise Staley Settlement Agreement has
changed the available data since several hundg@ewith developmental disabilities previouslyluded in the data have changed their service
arrangements and are no longer part of the datia @oaespondingly, there are no data systemslteatavage information for people served
under this new type of service arrangement.

6. WHAT NEEDS TO BE DONE
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Efforts will continue towards developing stratediestraining and collaboration, and creating nempéoyment opportunities. A more critical review
of the available outcome data and performance measnt issues will continue in order to align aggmerformance with meaningful targets. Key
to these continuing efforts is SPD’s participatiorthe national initiatives identified in resporige With other DHS and community partners, SPD is
participating in a 4-year CMS Medicaid Infrastruet@rant designed to increase competitive employmgoortunities for people with disabilities.
SPD is also participating along with 13 other statethe Supported Employment Leadership Netwoekted by NASDDDS.

7. ABOUT THE DATA

Reporting cycle is fiscal year.

Data source is the Employment Outcomes Survey (E®ptember Report Executive Summary. Data colléstenly for people with
developmental disabilities who are living and warkin state licensed and certified programs. ECGEhsannual snapshot of earnings as reported
from surveys of employment providers of adults vd#dvelopmental disabilities who are employed oradternately employed. Historically, data

used for this performance measure comes only frepteghber EOS reports.
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KPM #11 | FOOD STAMP UTILIZATION — The ratio of Oregonianscegving food stamp assistance to the number of @viegs 2001
living in poverty.

Goal People are able to support themselves and theilidam

Oregon Context | This performance measure links to the DHS goalpffReare able to support themselves and their iesxiil This measure also links
to Oregon Benchmark #58 and the DHS high-levelmuts, “Percent of Oregon households that are fosecure as a
percentage of the US.”

Data Source Food Stamp Management Information System and Cegstimsates.
Owner Children, Adults and Families Division, Belit Stdigth (503) 947-5389

FOOD STAMP UTILIZATION
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1. OUR STRATEGY

Our strategy is tocontinue our outreach effortqrione and increase access and continue a focusstoneer service. Outreach and education
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efforts will continue to focus on the most vulndeapopulations (children and elderly) and the mogter-served (the elderly).

2. ABOUT THE TARGETS

It is possible for more than 100% of people livingpoverty to receive food stamps; food stamp ineatigibility extends to 185% of the federal
poverty level. Fewer households at higher inconaelsecomplete the application process becauseesofritlatively low benefit level. This makes

the targets chosen a challenging but attainable goa

3. HOW WE ARE DOING

Between December 2007 and December 2008, the Ofegdrstamp case load increased by 15.5% (233,848dMmolds in 12/07 to 269,623
households in 12/08).

4. HOW WE COMPARE

Oregon received $1.9 million for being one of tbp five states in food stamp participation for FY0Z. Food & Nutrition Services (FNS)
ranking is based on the number of potential elegldompared to the number receiving benefits. Utinileranking Oregon's participation rate for

2006 was 85% while the national average was 67%.

5. FACTORS AFFECTING RESULTS
Nationwide, the elderly are recognized as the moder-served population. Oregon has pursued aed/egta federal grant that will allow us to
create a simplified on-line application process expland outreach efforts to identify and neutrdliaeiers to food stamp participation.

While caseload has increased significantly in #s $everal years there was a period of time therd Small Area Income and Poverty Estimates
(SAIPE) increased more than caseload. The SAIPE®&a®ased over the past 2 years and our caselotidued to increase results in an
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overall increase in the ratio.

6. WHAT NEEDS TO BE DONE

Oregon continues efforts in outreach and custoemice to reach more Oregonians; including workm@icrease population segments who are
underserved.

7. ABOUT THE DATA

Reporting cycle - federal fiscal year. The Foodh§tdManagement Information system is compared tas@eastimates of Oregonians living at or
below the federal poverty level. The data has laekunsted to accurately reflect the US Census Biseamall Area Income and Poverty
Estimates (SAIPE) numbers.
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KPM #12 | DOMESTIC VIOLENCE - The percentage of women sulggdb domestic violence in the past year. 2002

Goal Safe &amp; Healthy — People are safe. People aléhige

Oregon Context | This performance measure links to the DHS goalepfife are safe” and “People are healthy.” This mreaalso links to Oregon
Benchmark #45 and the DHS high-level outcomes,iffatare death: years of life lost before age 704, ‘@ecrease domestic

violence.”
Data Source Office of Disease Prevention &amp; Epidemiologywsyrand database.
Owner Public Health Division, Lisa Millet (971) 673-1111
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1. OUR STRATEGY

DHS provides financial support to families who #ieeing or need to stay free from domestic violem2dS is one of the state agencies that pass
state and Federal Funds to domestic violence sepraviders across the state. The DHS DV Couneildeveloped “Quality Assurance
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Standards for DV Intervention and Prevention” agffort to standardize DV related policies and pcas across the department. DHS provides
training in coordination with DV service providdosstaff on the dynamics of domestic violence al ageDV related policies. DHS Human
Resources workplace domestic violence policies (lD8&-032) have been in place since 2004. DHS jaated on a DAS work group which
developed DV workplace polices (DAS 50.010.04)dibistate agencies based on the Governor's ExedOtigler 07-17. DHS supports a
coordinated community response and staff partieipatstatewide and local DV related committeesncitsiand task forces. DHS is represented
on the AG’s Batterer Intervention Standards Adwsoommittee as well as state and federal fundingsady committees.

2. ABOUT THE TARGETS

Progress in reducing domestic violence will bee@ftd in decreasing incidence rates over time.

3. HOW WE ARE DOING

Trend data are interrupted in 2005 by the introduodf a new risk behavior module in the Behavidtak Factor Surveillance Survey. The new
module includes a series of new questions on iategmal violence. Data for 2006 show an increase@the new question module. The

percentage increased in 2007 to 7.2%.

In 2005, the state published a cost report on m@#eagainst women that estimates that the costiofate partner violence exceeds $50 million per
year, nearly $35 million of which is for direct meal and mental health care services. Health cgrerelitures represent more than two thirds of all
costs related to domestic violence. The state aser@ slightly the funding for local services factims in the 2007 legislative session.

4. HOW WE COMPARE

As yet there are no data that provide a way to oreadSregon’s progress in response to violenceewgmtion efforts. There is no evaluation
conducted of funds spent on response and theredtends spent on primary prevention. Other stateslso introducing primary prevention
plans and Oregon will be able to compare progregsplementing primary prevention with other statethe future.

5. FACTORS AFFECTING RESULTS

The state funds for response to DV are inadeqoateeet the need. In addition, the state has nefsied in any primary prevention activities,

evaluation, public health data system, or resetarelidress this problem.

6. WHAT NEEDS TO BE DONE
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The state needs funds to implement preventioniiet\as a means to reducing the incidence of ne@eResponding alone will not reduce
violence. The state needs to implement evaluati@xigting response programs. A public health dgttem is necessary to better understand the

incidence and prevalence of the problem.

7. ABOUT THE DATA

Reporting cycle - calendar year. The new DV moduileprovide a standard set of questions that Onegiod other states will use to measure
self-reported violence. In years to come Oregohbelable to compare data with other states. Casgras are not possible. Limitations of the
data include the assumption that these estimagaesraler-reporting the problem. Self reported sudatg should be combined with death and
hospitalization data as well as service data frlieerésponse system (law enforcement and sheltepsptide an estimate of the overall problem.
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KPM #13 | TEEN SUICIDE — The rate of suicides among adolescear 100,000. 2002

Goal People are safe. People are healthy.

Oregon Context | Preventable death

Data Source Public Health Division, Office of Disease Prevent&amp; Epidemiology, Center for Health Statis{ibgath Certificates) and
Portland State University, Population Research &€diftopulation Estimates)

Owner Public Health Division, Office of Disease Preventi&amp; Epidemiology, Injury Prevention &amp; Epimdielogy Program, Lisa
Millet 971-673-1059
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1. OUR STRATEGY

The agency strategy is to encourage local orgaammatind agencies to integrate best practices\addree based practices in suicide prevention
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practices into existing infrastructure in schoalsn-profit organizations and agencies. In additibe,agency is leveraging resources from federal
agencies and foundations to support building ptsjderojects include public health surveillanceali@ment of interventions that will reduce risk
factors and increase protective factors identifigdiata in individuals, families, communities amdtbe societal level, evaluate projects, and
disseminate results broadly.

2. ABOUT THE TARGETS

Reducing suicides among youth will occur over tiffilee long-range target of reducing deaths is deg@ngon:
- developing resources to fund prevention actiwitie

- increasing awareness of the problem

- increasing community readiness to adopt suicidegmtion strategies

- increasing the number of people working with yonho can intervene in suicidal behavior

- supporting parents in learning to monitor moau$ @mmunicate with youth

- teaching youth to take suicide talk seriously eambrt it to an adult

- establishing procedures and policies in schools

- providing health education on depression anddaito youth and families

- providing bereavement support in communities

- enhancing crisis response

- increasing the number of school based healtlerentith enhanced ability to provide behaviorallteservices
- providing teens with problem solving and copikiljs

- reducing the stigma associated with behavioraktheare and with suicide

- improving screening and assessment that canfidgatith at risk in all settings where youth aypitally assessed
- providing training for professionals in healtkhhvioral health, and social services on suicide

Oregon’s suicide rate among youth has been higjiagrthe nation for over a decade. The rates inddrage comparable to rates in other Western
states.

3. HOW WE ARE DOING

There are more activities being implemented in Omneifpan ever before as a result of funding receir@d the Substance Abuse and Mental
Health Services Administration. The state is piigta new data form for the Adolescent Suicide AgieReporting System. This form will include
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personal identifiers that will allow health depagimis to conduct community assessment activitiekefine access to care issues and inform
prevention planning. The state is also working{paasd the growth of a suicide intervention skitlring program known as QPR across Oregon.
School districts are being recruited in three regito implement a comprehensive school based prognawn as RESPONSE. Funding for a
state-wide conference has been requested throedghuibstance Abuse and Mental Health Services Adtration as part of the Garrett Lee

Smith Memorial Act grant. Eight colleges and unsites are implementing suicide prevention on caseplas part of GLSMA funding to colleges.
The Native American Rehabilitation Associationmglementing a program known as No More Broken Fegatamong tribes in the state. The
Confederated Tribes of Warm Springs has implemeataagram known as Native Hope. School Based hi€snters are receiving support to
serve students on campuses funded to provide eathanental health services. The Applied Suicideryetetion Skills Training program is being
offered in three regions of the state. The stateriaing a statewide coalition to address suicida/ention. The Governor’'s Wrap Around Project
is defining how the state can increase mental lnsaltvices for children and youth in Oregon. Theltty Kids Learn Better Coordinated School
Health program has funded eight school based mbeetdih enhancements in schools.

4. HOW WE COMPARE

The state rate of 8.2 per 100,000 (2005) is grehsger the national rate of 7.1 per 100,000 (20@®nal comparison data; 2006 national data
not available at the time of this writing).

5. FACTORS AFFECTING RESULTS

There are not enough staff and resources to impiestatewide efforts. While some communities hasenbable to develop prevention activities,
there are big regions of the state where no eff@at® been implemented. Funding for efforts is ddpat on special grants and foundation awards.
Access to behavioral health care and stigma abaticare are barriers to intervention with youttl tamilies in acute crisis. Lack of awareness
about the problem of depression and suicide amouthyis a barrier to engaging communities in invgsin prevention strategies.

6. WHAT NEEDS TO BE DONE

The state will work to learn lessons from the impdmtation of a three-year federal grant that willde communities to hire staff and implement a
multifaceted suicide prevention program. Evaluabbthese efforts will provide information on how liroaden those efforts.

7. ABOUT THE DATA

Reporting cycle — calendar year. The data are geovby the Center for Health Statistics deathfesate database. The data include youth aged
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10-24 years of age. Some suicides may be excluslkmtal medical examiners may hesitate to ruleaghde suicide due to stigma. Deaths are
verified in two ways: through Oregon’s Child FattalReview system and through Oregon’s Violence Dé&aporting System.
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KPM #14 | TIMELY ADOPTION — The median number of months frafate of latest removal from home to finalized adopt 1997

Goal

People are safe.

Oregon Context

This performance measure links to the DHS goalpffReare safe.” It also links to the DHS high-lesatcome “Increase the
percentage of children living in safe, nurturingifies.” This measure focuses on timely achievenoé@idoption for children in

foster care who are unable to return home.

Data Source

AFCARS (Federal Adoption and Foster Care Analysis Reporting System) table, which is derived frive $tate Child Welfare

IS data system.

Owner

Children Adults and Families Division, Angela Caud&®3) 947-5358
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1. OUR STRATEGY

Increased monitoring and support of cases and izsrak they move through the process to finalinatiéhile children need and deserve timely
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permanency, the processes to terminate parenids gnd establish a legal and emotional relatignsith a new (adoptive) family is complex and
time consuming. This process is being accomplistidddue care given to protecting the civil rigbfsthe biological family while at the same time

assuring, as much as possible using good socid practice, that the child’s new (adoptive) familifl truly be permanent. This further promotes
the agency goal of “people are safe.”

2. ABOUT THE TARGETS

Oregon continues to exceed the&#160;target for aretime to adoption for Federal Fiscal Years 2008ugh 2007, however, the median

months to adoption increased slightly from FedErstal Year 2006 to 2007. The data demonstrateQhegon continues to make steady
progress toward reducing the time to achieve adopti

3. HOW WE ARE DOING

Although 2007 reflects a slight increase in thegtarof time to achieve permanency via adoption Gmegpntinues to be well within the targeted
standard. The agency maintains ongoing trainirgiati, as well as the review and modifications @ligges and practices in order to sustain and
even further reduce the time to permanency fodo#il. The continual effort to streamline procesges;edures and paperwork to expedite the
timeliest achievement of adoption for every chiicheed of this service is a primary focus. The agéas engaged and solicited input from

community partners to help advance timeliness tjinout the adoption process. The agency is comntistedntinuous quality improvement in its
practices, which lead up to and result in termoratf parental rights and adoption.

4. HOW WE COMPARE

The agency’s performance on the median time totamopas exceeded the targets for 2002 through.20f89on’s median time to achieve
adoption is slightly higher than the national meds 32.4 months.

5. FACTORS AFFECTING RESULTS

Throughout 2003, the agency convened committestitly and revise the administrative rules relatgdoption, streamlining processes and
paperwork, as well as inserting prescribed timeé&suior the completion of many of the steps towarthinating parental rights and achieving
adoption. The new administrative rules went infectfin January 2004, and by March 2004, child arelfstaff and community partners in all

Oregon counties were trained on these changesaddérey continued to identify and address barrf@asimpede timeliness to adoption
throughout 2006 and 2007.
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The 2007 Federal Child and Family Service ReviewSR) stressed again essential areas impactingrnsslto adoption. Concurrent planning
continues to necessitate attention. While the agkas implemented policies to direct practice réigay what activities constitute “concurrent
planning,” there remains inconsistent effectivéestede performance. Concurrent planning includdsonty the identification of an alternate
permanency plan for foster children whose permangaoal is “return home;” it also includes the asfeiment of concrete activities toward
achieving the alternate permanency plan. Adoptr@hguardianship are the acceptable alternativesplaith adoption being the most preferred.
Assessing, determining and executing the most apiate alternative plan is essential to the depamtia ability to achieve the adoption
performance measure.

6. WHAT NEEDS TO BE DONE

Oregon has made steady progress toward reducingnteeo achieve adoption for children in its carel custody who are unable to live safely
and permanently with their families of origin. Néneless, the department needs to further exansngactices through its performance and
continue to streamline and adjust them to furteduce the timeliness. The CFSR resulted in the tteddvelop action steps to be included in an
agency Program Improvement Plan. The agency codvaneeral meetings with community stakeholderg&aldress the issue of timeliness to
adoption. Particular attention was give to waysrtprove concurrent planning. The intended outcasrite strengthen understanding and execution
of concurrent planning by the agency as well asélammmunity stakeholders who support the proces€;ourts and CRB.

7. ABOUT THE DATA

Reporting cycle: federal fiscal year

Definition: Permanency Composite 2: Timeliness dbpations, Component A: Timeliness of adoptionstolideen discharged from foster care,
Measure C2 - 2: Exits to adoption, median lengtktay: Of all children who were discharged fromtéosare (FC) to a finalized adoption in the
year shown, what was the median length of stayGr{ifF months) from the date of latest removal fleome to the date of discharge to adoption?
[national median = 32.4 months, 25th Percentil& 3 2nonths (lower score is preferable in this meg$u

Data Source: AFCARS (Federal Adoption and Fostee @aalysis and Reporting System) table, whicheisweéd from the State Child Welfare

IIS data system. The AFCARS table contains speddia elements reported per federal guidelines.
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KPM #15 | CHILD RE-ABUSE — The percentage of abused/negleckéldren who were re-abused within 6 months abpri 1997
victimization.
Goal People are safe.

Oregon Context | This performance measure links to the DHS goalpfiReare safe.” It also links to Oregon Benchmd® &nd the DHS
high-level outcome, “Number of children per 1,0@9wns under 18, who are: a) neglected/abused algubstantial risk of
being neglected/abused.” This measure concermdrehilvho are victims in founded cases of abuse tdine “founded” means
that there is reasonable cause to believe that abiise or neglect has occurred.

Data Source State Child Welfare 1IS data system.
Owner Child Protective Services Program, Children Adahlsl Families Division, Stacey Ayers, (503) 945-6696
CHILD RE-ABUSE
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1. OUR STRATEGY

The state Child Welfare Program is currently wogkimith the National Resource Center for Child Rette Services (NRCCPS) to develop and
implement a comprehensive Safety Intervention Motleis model was implemented in March 2007. Theetydhtervention Model includes all
actions and decisions required throughout theolife case to:

- Define Child Welfare as the “safety expert” asduae that all child welfare staff receive traininghild safety interventions.

- Assess allegations of child abuse in a timelymeaand provide a comprehensive protective capasggssment of caregivers when abuse has
been identified.

- Develop focused service plans in families impdtigissues of abuse and create change goalsreageprotective capacity and restore safety
for children.

- The Safety Intervention System will include speatatewide training and policy/procedure devebept to reconfirm the safety of children in their
own homes or in out of home care throughout tleedffthe case. Active safety monitoring will enhasafety of children and decrease the potential
of reabuse.

- Implementation of the Oregon Safety Model haeshour practice from an incident based modelratfice to a comprehensive safety
assessment model of practice. Workers identifgafitty threats the child has been and is exposewtgust the safety threats identified in the
report of abuse and neglect. The CPS workers agldteslentified safety threats with appropriatesfic services to ameliorate those threats.

2. ABOUT THE TARGETS

The 2006 and 2007 targets were based on the nbsiamalard set by Health and Human Services, Adination for Children and Families. The
decrease in the target for 2008 and 2009 is dtleetohange in the national standard, which is &l4%6, the 75th percentile of all the states’
repeat maltreatment rates (i.e. 75% of states Aagpeat maltreatment rate LOWER than 5.4%). Tigetaf 5.3 is carried through 2010 and
2011.

3. HOW WE ARE DOING

Oregon’s child repeat maltreatment rate increaget¥b during Federal Fiscal Year 2007.

4. HOW WE COMPARE

Oregon’s children are reabused at a rate thagtsehithan the national median of 6.7% establish&D04.
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5. FACTORS AFFECTING RESULTS

The major factors affecting families of abused aadlected children are drug/alcohol abuse, pareantalvement with law enforcement, domestic
violence and unemployment. Often, there are sewéthlese factors in families of child abuse/neglectims. The addition of resources from the
2007 Legislature, in the child welfare staffing impement package and the legal representation gaciall further support achievement of the
targets for this measure in the future.

6. WHAT NEEDS TO BE DONE

Oregon is implementing a Safety Intervention mademprove safety intervention and service providio families impacted by child abuse and
neglect. The Safety Intervention System will in@wgpecific statewide training, and policy/procediggelopment to reconfirm the safety of children
in their own homes or in out of home care througltbe life of the case. Active safety monitoringlwnhance safety of children and decrease
potential of reabuse.

Oregon recently hired thirteen staff to provideeidive training regarding the safety model. Themiadrs are currently out in offices and plan to
have training completed by June of 2009. This ingimncludes the importance of the comprehensigessnent model of practice.

As gaps in practice are identified, solutions Wwélimplemented to further assist staff in fully arstanding the concept of a comprehensive
assessment model of practice. Oregon recently c@ava workgroup to evaluate whether polices/proeedgive workers adequate guidance in
completing comprehensive assessments of teen parent

7. ABOUT THE DATA

Reporting cycle: federal fiscal year

Definition: Safety Outcome 1: Children are, firstdaforemost, protected from abuse and neglectll@h#dren who were victims of a substantiated
maltreatment allegation during the first 6 monththe year, the percent who were victims of anothdastantiated maltreatment allegation within the
6 months following that maltreatment incident.

Data Source: State Child Welfare 1S data system.

This Key Performance Measure was included in theallenent’s first performance audit during the sumof2008. The DHS Internal Audit

group certified that this key performance measalis fvithin the category of verified. The perfornsarreported is consistently accurate within plus
or minus five percent and adequate controls apaice to ensure consistency and accuracy in calteof all supporting data and subsequent
reports.

2/4/2009 Page 64 of 148



HUMAN SERVICES, DEPARTMENT of Il. KEY MEASURE ANALYSIS

KPM #16a | RE-ABUSE OF SENIORS AND PEOPLE WITH DISABILITIESTFhe percentage of seniors and adults with disasilit 2002
who are re-abused within 12 months of first suligted abuse: seniors.

Goal People are safe.

Oregon Context | Elder abuse

Data Source Office of Licencing and Quality of Care Adult Protwe Services and Office of Investigation and Tiag
Owner Seniors and People with Disabilities, Trish John$603) 945-6445
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1. OUR STRATEGY

Seniors and adults with disabilities: Increase pulblvareness, strengthen collaboration with comigyartners, strengthen and increase Protective
Service Training.
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2. ABOUT THE TARGETS

All targets for 2008 and 2009 were changed fromt® 0.0 at the request of the Legislative Fiscdld®f(LFO). (In the re-abuse graphs, lower is
better.)

Seniors and adults with disabilities: In order teasure success in reducing re-abuse, in the cotyn8AD in agreement with the legislature
selected the target of 5% for tracking victims wiawe been reabused within 12 months of the fimtnted abuse incident. The primary strategy is
to assist the victim in moving from the abusiverly situation or to remove the abuser from theasitun. The underlying ethical value for the Seniors
and Adults with Disabilities’ protective service de is to balance our obligation to protect olddules and adults with disabilities with their right
to self-determination. Independent adults can naagsions about their own life and the course tbado be taken in abuse situations. This
individual decision-making is factored into ourlesae rate.

Performance to target comparison could be affdayeal number of variables.

This includes but is not limited to the followingrfSeniors and Adults with Disabilities:

- Right to self-determination;

- Limited resources including local community, stand federal resources;

- Additional training and development needed foSAFpecialist’s;

- Response of the criminal justice system;

- Development and understanding of intra-agencgtions;

- Self-neglect: The re-abuse data figures inclbded clients that are categorized under self-nedlcs may be result of an individual’s right to
self-determination that results in re-abuse, angd maé be due to any of the other potential contobufactors.

3. HOW WE ARE DOING

Seniors and adults with disabilities: Since our &&pent currently meets or is below the currergdaof 5% for the percentage of seniors, adults
with disabilities who are re-abused within 12 manthappears that we are meeting the goals ointervention model described above. However,
reabuse in the community can be difficult to lowae to the individual’s right to make decisions @ltheir own life and the course of action.
Additionally, as public awareness of the signslmfse increases so do the number of abuse repoeised by the department resulting in more
investigations and interventions. The departmemitsveo encourage individuals to report as suspeitede.

Strategies to improve the department’s performamdeade:

- On-going Adult Protective Service training indhgifundamentals of and advanced training for eepees APS workers.

- Continuation of public education efforts;

- Technical Assistance to field offices;

- Basic Adult Protective Service Specialist funeticuch as screening, consultation, triage, assessimvestigation, intervention, documentation
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and risk management;

- Collaboration with community partners;

- Continuation of intra-agency relationships/tnagnwith other agencies that serve Adult ProtecBeevice clients such as those with mental iliness,
developmental disabilities, and the Office of Irtigetions and Training.

4. HOW WE COMPARE

Seniors and adults with disabilities: There is aianal data on re-abuse.

5. FACTORS AFFECTING RESULTS

Seniors and adults with disabilities: Performarmctatget comparison could be affected by a numbearables. This includes but is not limited to
the following for Seniors and Adults with Disaliii:

- Right to self-determination;

- Limited resources including state, federal, amamunity-type(s);

- Additional training and development needed foSAFpecialist’s;

- Response of the criminal justice system;

- Development and understanding of intra-agencgtioms;

- Self-neglect: The re-abuse data figures inclbded clients that are categorized under self-nedlécs could be interpreted to mean that it may
be an individual's right to self-determination th@sults in re-abuse, and may not be due to attyeadther potential contributory factors.

6. WHAT NEEDS TO BE DONE

Seniors and adults with disabilities:

- Continue to develop data tracking systems foelbesfigures needed for comparison;

- Continue Department activities related to thisasuee;

- Address the variances and see if any reductiam$e made in order to achieve the Departmentsgoa
- Gather data from public/private industry soufoesomparison;

- Respond to legislative request to direct effartshaintaining to 5%.

7. ABOUT THE DATA
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Reporting cycle is Calendar Year.
Seniors and Adults with Disabilities — Data is ntained by the Office of Licensing and Quality ofr€aQuality Assessment and Monitoring Unit.

Original data source is Oregon ACCESS. Since Lamen€/ does not use Oregon Access, abuse datatimsga paper forms and then
appended to the abuse data. Oregon ACCESS hamsssiis the help prevent duplication in data. Repare checked for duplication.

Additional and Disaggregated Data:
Data for Seniors and Adults with Disabilities candbtained by contacting the Office of Licencing)ality of Care Adult Protective Services.
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KPM #16b | RE-ABUSE OF SENIORS AND PEOPLE WITH DISABILITIESThe percentage of seniors and adults with disasilit 2002
who are re-abused within 12 months of first suldsted abuse: adults with disabilities.

Goal People are safe.

Oregon Context | Elder abuse

Data Source Office of Licencing&#160;and Quality of Care Aditotective Services and Office of Investigation dnaining
Owner Seniors and People with Disabilities, Trish John$603) 945-6445
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1. OUR STRATEGY

Seniors and adults with disabilities: Increase pulblvareness, strengthen collaboration with comigyartners, strengthen and increase Protective
Service Training.
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2. ABOUT THE TARGETS

All targets for 2008 and 2009 were changed fromt® 0.0 at the request of the Legislative Fiscdld®f(LFO). (In the re-abuse graphs, lower is
better.)

Seniors and adults with disabilities: In order teasure success in reducing re-abuse, in the cotyn8AD in agreement with the legislature
selected the target of 5% for tracking victims wiawe been reabused within 12 months of the fimtnted abuse incident. The primary strategy is
to assist the victim in moving from the abusiverly situation or to remove the abuser from theasitun. The underlying ethical value for the Seniors
and Adults with Disabilities’ protective service de is to balance our obligation to protect olddules and adults with disabilities with their right
to self-determination. Independent adults can naagsions about their own life and the course tbado be taken in abuse situations. This
individual decision-making is factored into ourlesae rate.

Performance to target comparison could be affdayeal number of variables.

This includes but is not limited to the followingrfSeniors and Adults with Disabilities:

- Right to self-determination;

- Limited resources including local community, stand federal resources;

- Additional training and development needed foSAFpecialist’s;

- Response of the criminal justice system;

- Development and understanding of intra-agencgtions;

- Self-neglect: The re-abuse data figures inclbded clients that are categorized under self-nedlcs may be result of an individual’s right to
self-determination that results in re-abuse, angd maé be due to any of the other potential contobufactors.

3. HOW WE ARE DOING

Seniors and adults with disabilities: Since our &épent currently meets or is below the currentcherark of 5% for the percentage of seniors,
adults with disabilities who are re-abused withihmonths, it appears that we are meeting the gdalar intervention model described above.
However, reabuse in the community can be diffitulower due to the individual’s right to make dsons about their own life and the course of
action. Additionally, as public awareness of tlgnsiof abuse increases so do the number of abpseseeceived by the department resulting in
more investigations and interventions. The departmants to encourage individuals to report as ettsgl abuse.

Strategies to improve the department’s performamdeade:

- On-going Adult Protective Service training indhgifundamentals of and advanced training for eepees APS workers.

- Continuation of public education efforts;

- Technical Assistance to field offices;

- Basic Adult Protective Service Specialist funesicuch as screening, consultation, triage, assessimvestigation, intervention, documentation
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and risk management;

- Collaboration with community partners;

- Continuation of intra-agency relationships/tnagnwith other agencies that serve Adult ProtecBeevice clients such as those with mental iliness,
developmental disabilities, and the Office of Irtigetions and Training.

4. HOW WE COMPARE

Seniors and adults with disabilities: There is aianal data on re-abuse.

5. FACTORS AFFECTING RESULTS

Seniors and adults with disabilities: Performarmctatget comparison could be affected by a numbearables. This includes but is not limited to
the following for Seniors and Adults with Disaliii:

- Right to self-determination;

- Limited resources including state, federal, amamunity-type(s);

- Additional training and development needed foSAFpecialist’s;

- Response of the criminal justice system;

- Development and understanding of intra-agencgtioms;

- Self-neglect: The re-abuse data figures inclbded clients that are categorized under self-nedlécs could be interpreted to mean that it may
be an individual's right to self-determination th@sults in re-abuse, and may not be due to attyeadther potential contributory factors.

6. WHAT NEEDS TO BE DONE

Seniors and adults with disabilities:

- Continue to develop data tracking systems foelbesfigures needed for comparison;

- Continue Department activities related to thisasuee;

- Address the variances and see if any reductiam$e made in order to achieve the Departmentsgoa
- Gather data from public/private industry soufoesomparison;

- Respond to legislative request to direct effartshaintaining to 5%.

7. ABOUT THE DATA
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Reporting cycle is Calendar Year.
Seniors and Adults with Disabilities — Data is ntained by the Office of Licensing and Quality ofr€aQuality Assessment and Monitoring Unit.

Original data source is Oregon ACCESS. Since Lamen€/ does not use Oregon Access, abuse datatimsga paper forms and then
appended to the abuse data. Oregon ACCESS hamsssiis the help prevent duplication in data. Repare checked for duplication.

Additional and Disaggregated Data:
Data for Seniors and Adults with Disabilities candbtained by contacting the Office of Licencing)ality of Care Adult Protective Services.
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KPM #16c | RE-ABUSE OF SENIORS AND PEOPLE WITH DISABILITIESTFhe percentage of seniors and adults with disasilit 2002
who are re-abused within 12 months of first sulisated abuse: developmental disabilities.

Goal People are safe.

Oregon Context | Elder abuse

Data Source Office of Licencing and Quality of Care Adult Protwe Services and Office of Investigation and Tiag
Owner Seniors and People with Disabilities, Trish John$603) 945-6445
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1. OUR STRATEGY

Developmental disabilities: Increase training fazdl protective service investigators and collationawvith brokerages who serve people with
developmental disabilities in their own home. hiigi a Prevention Initiative with a focus on cliemt®ir family, providers and the community at &rg
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2. ABOUT THE TARGETS

All targets for 2008 and 2009 were changed fromt® 0.0 at the request of the Legislative Fiscdld®f(LFO). (In the re-abuse graphs, lower is
better.)

Developmental Disabilities: In order to measurecsss in reducing re-abuse in the community, SPBgieement with the legislature, selected the
target of 5% for tracking victims who have beerbressed within 12 months of the first reported akbins&lent. The primary strategy is to remove
the abuser from the situation, provide the providign tools that help them prevent abuse and reglargd/or assist the victim in moving from the
abusive living situation.

Performance to target comparison could be affdayeal number of variables.
This includes but is not limited to the followingrfChildren and Adults with Developmental Disaliét

An overall increase in people with developmentahdilities receiving some, at a minimum, case mamagt services;

Increased awareness of the definitions of abuse;

Greater numbers of people with developmental disiasibecoming eligible for services due to thal&f settlement and having previously
unidentified abusive situations discovered,

Limited resources including local community, stabed federal resources;

Development and understanding of intra-agency fanst

Self-neglect: The re-abuse data figures includsdtaients that are categorized under self-nedldxis. may be result of an individual’s right to
self-determination that results in reabuse, and madye due to any of the other potential contobufactors.

3. HOW WE ARE DOING

Developmental disabilities: Analysis of the 200Tisd and neglect data include type of abuse, settidgeview of individual allegations. The total
number of clients being served for whom mandatepprts are made have increased, including an iser@andividuals in the Staley Settlement
services, Adult Support Services. The reabusehadeaisen from 6.6% (54 people) to 8.1% (78 peofegrall the numbers of substantiated
abuse and neglect reports have ranged from 86804 © 966 in 2007. The serious types of abusaufdend physical) have remained relatively
low with significant increases in financial expétibn.
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Strategies to improve performance on these measwlesle initiation of a prevention initiative whiavill increase training to providers consumers
advocates and the public; leadership of an invigetto address sexual abuse of persons with develajatrdisabilities that is sponsored by the
Attorney General’s Sexual Assault Task Force.

4. HOW WE COMPARE

Developmental disabilities: There are no natiomalalence/incidence studies for abuse of indivislwath developmental disabilities.

5. FACTORS AFFECTING RESULTS

Developmental disabilities: For people with devehgmtal disabilities, primarily due to their cogndilimitations, there is a pronounced level of
vulnerability resulting in an inability to reporioag with the inability to protect themselves. Fastaffecting performance to target include high
turnover of staff in licensed and certified progsamght to self determination; response of thenaral justice system; lack of services
knowledgeable and able to respond and supporta@ventally disabled victims of abuse (e.g. domestitence shelters, counseling resources).

6. WHAT NEEDS TO BE DONE

Developmental disabilities: Additional training fprotective service investigators and brokeragi¢ stzo are serving people in their own homes.
Research and collaboration with community respegstgems including domestic violence and sexualutss$acrease county APS office access to
resources to experts such as forensic nurses goldgbsgists. Initiate program focusing on prevemtid abuse such as the Attorney General's
Sexual Assault Task Force Developmental Disalitiiyative and inclusion of clients, their familyd the community at large.

7. ABOUT THE DATA

Reporting cycle is Calendar Year.
Developmental Disabilities — Data is maintainedhmsy Office of Investigation and Training (OIT). THata source is the DD and MH Abuse

Database, which reflects the investigation repsutsmitted to OIT by county and state DD and MH abunsestigators. Several quality assurance
checks are conducted before final reports are gegtefrom the database. The data for performanesune was checked for duplication.

Additional and Disaggregated Data:
Data for People with Developmental Disabilities t@nobtained by contacting the Office of Invesimaiand Training.

2/4/2009 Page 75 of 148



HUMAN SERVICES, DEPARTMENT of

Il. KEY MEASURE ANALYSIS

KPM #17 | INTENDED PREGNANCY - The percentage of births whergthers report that the pregnancy was intended. 2006

Goal

People are healthy.

Oregon Context

Teen pregnancy

Data Source

Public Health Division, Office of Family Health, égnancy Risk Assessment Monitoring System (PRAMB)ey

Owner

Public Health Division, Office of Family Health, R@ductive Health Program, Lisa Angus (971) 673835

1. OUR STRATEGY

70.00

G0.00

A0.00

40.00

a0.00

20,00 f

10.00

INTENDED PREGNANCIES

Bar iz actual, line is target

=

—m—a—i—a—a

[ 20

rerii

| 520

2002 2003 2004 2005 2006 2007 2008 2000 2010 2011

Data is represented by percent

Through a network of approximately 160 county Hedipartment clinics, private providers, and otbeal agencies, the state Reproductive
Health program provides contraceptive servicessapgplies to enable all individuals to plan and sgaeir pregnancies as desired.
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2. ABOUT THE TARGETS

Modest targets have been set based on nationdbktrerunintended pregnancy and teen pregnancyn(geeabove), limited program budget, and
the complex nature of pregnancy intent.

3. HOW WE ARE DOING

The trend over the last five years indicates thi@nded pregnancies are increasing, as desirachdiss fluctuate a little from year to year but
always within the margin of error for this survegsied measure.

4. HOW WE COMPARE

The Healthy People 2010 Objective related to intelngregnancy (Objective 9-1) sets an ambitious goiaicreasing the national proportion of
pregnancies that are intended to 70%. Oregon diyfals short of this goal, as do most otheresat

5. FACTORS AFFECTING RESULTS

Federal decisions about funding allocation and rauogeligibility have a substantial influence on teach of public family planning programs and
those programs’ success in promoting intended @airegn Title X—the federal grant program devoteéhataily planning and reproductive health
care—has been flat-funded for several years, wingislates to a decrease in funding when adjustedftation and the rising cost of providing
medical care. Oregon’s Medicaid family planning vesj FPEP, experienced almost a 30% decline itswgnen federal citizenship documentation
requirements were implemented in 2006. Finallyglnse pregnancy intent is influenced by an oftenpteximix of feelings about pregnancy,
childbearing, intimate relationships and other éssuhere is a limit to what state-level programns do to increase the proportion of pregnancies
that are intended. Comprehensive access to higlitygizamily planning services should be consideasukecessary, but not sufficient, step toward

achieving significant increases in intended preggan

6. WHAT NEEDS TO BE DONE

Current family planning activities should contirared every effort should be made to expand or at leaintain current levels of access to free or
low-cost contraceptive services for low-income vidiuals.

7. ABOUT THE DATA
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The reporting cycle for these data is the calegdar. The foremost strength of the data is that directly reflect women’s own reports of
pregnancy intent; the population-based design agtdriesponse rate of the PRAMS survey are alsogtins. The primary limitation of the data is
that the complexity women'’s feelings about preggaand childbearing can make pregnancy intent diffito measure accurately. There is also a
considerable time lag in data availability becdilsegrocessing takes place at the Centers ford3se&ontrol and Prevention.
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KPM #18 | EARLY PRENATAL CARE FOR LOW INCOME WOMEN - The parotage of low-income women who receive 2002
prenatal care in the first 4 months of pregnancy.

Goal People are healthy.

Oregon Context | Prenatal care

Data Source Oregon DHS, Office of Disease Prevention &amp; Epitblogy, Center for Health Statistics (Birth Chcttes)

Owner Public Health Division, Office of Family Health, BuHelsley 971-673-0345 / Division of Medical Adaisce Programs, Susan
Arbor, 503-945-5958
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1. OUR STRATEGY

Office of Family Health (OFH) is continuing to piide funding and technical support for Oregon Matkare (OMC), a program that collaborates
with Division of Medical Assistance Programs (DMAR)e agency that administers the Oregon Health @& P), to assist pregnant women in
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entering early prenatal care. OFH also promotesBztf the toll-free hotline for referrals to lopmenatal services.
Other strategies include the following: DMAP exgesdiapplications for OHP received from pregnant eonMAP regularly sends its contracted
managed health care plans data from which thegaandentify pregnant women--plans use this infarometo make timely contact and help

arrange the first prenatal visit; and DMAP placagutar messages on the monthly medical card enghgshe importance of initiating early
prenatal care.

2. ABOUT THE TARGETS

The state target for 2007 is 88.7%. There wagjatstiecline in '01 and '04 and ‘07. The numbersagrad stable from '04-'06. The National

Title V Performance Measure and the Healthy Pe@ld target is 90% of all infants born to pregnaoinen received prenatal care in the first
trimester.

3. HOW WE ARE DOING

The OMC program expanded from five sites servingefethan 1,000 low-income women in 2000 to 27 dies served more than 5,300
unduplicated women in 2007 with over 30,000 reterta prenatal care and other services. Puttingetiembers in context, OMC is only able to
serve around one quarter of women who had thevateds paid for by OHP per birth certificate dabaegon remains just under 80% of women

receiving early prenatal care as defined by this&KPhis KPM remains relatively flat over all measorent years with at most a smaller than three
percentage point change.

4. HOW WE COMPARE

This measure of low income women entering prercatad by the end of the fourth month is unique tegon and so can not be compared to other
states. Although this measure is for women entgsinegatal care by the end of the fourth month,raparison between OMC clients (where 88%
of clients apply for OHP) and OHP clients in gehemght be helpful. In 2007, approximately 79% afiwen receiving services through OMC
during their first trimester entered prenatal aiuang the first trimester. This includes women vée low-income but ineligible for Oregon Health
Plan (OHP) coverage. Among OHP clients, (self-idiexct on the birth certificate) overall, the pertenfirst trimester care is consistenly slightly
less than 70%. Several important caveats concehitigcertificate data and program requiremengstiaat 1) OHP identified as a delivery

payment source is under reported compared to DMAIRIms data and 2) for a portion of the women {oibzens) OHP pays for their delivery
but not for their prenatal care.

5. FACTORS AFFECTING RESULTS
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There has continued to be a consistent rise indaber of Hispanic births in Oregon, from 17.4%0ih to 20.7 % in 2007. Investment in the
OregonMothers Care (OMC) program expansion regultscreased outreach to pregnant Hispanic womdrerWow-income women who are

not already covered by Medicaid become pregnantrihest apply for OHP after they find out they'regmant. It is possible that some of them do
not know immediately that they can now qualify hesmthey are pregnant, especially if they werentbceold they were ineligible for OHP due to
income. Although OHP applications from pregnant vearare expedited, Oregon is not one of the thidies that have Medicaid presumptive
eligibility for pregnant women. Presumptive elidiyi allows pregnant women to make an initial prihaare appointment while their Medicaid

eligibility is being processed.

The most recent factors affecting the results eaendtic decreases in local resources and subsedg@ases in infrastructure to support the
OMC program at the local level. In addition, duenadequate reimbursement of OHP providers, esiheola@gyn physicians, there can be
difficulty in linking women with a provider who wikccept OHP patients causing delays that resubimen initiating prenatal care after the 4 month

mark of this KPM.

6. WHAT NEEDS TO BE DONE

Trends will continue to be tracked, comparing lowwame Medicaid and non-Medicaid women for the ergtate as well as by county and will
likely use several measures including birth cexdifie data and perhaps birth record data linkedadidaid-DMAP data. In addition, moving
forward this shared OFH/DMAP measure will be undedpAnd the measure parameters will be revisen fitee first 4 months of pregnancy to
the first 3 months of pregnancy. This will aligretimeasure with the Title V Performance MeasuretlaadHealthy People 2010 indicator. In
addition, DMAP has developed its own adequacy ehatal care measure based on DMAP data ratheusiag birth certificate data.

7. ABOUT THE DATA

Birth certificate data were used to calculate eprgnatal care during months 1 through 4. Inconte dat available; OHP/Medicaid as a source of

payment

was used as a surrogate for “low income.” OHP ifiedtas a delivery payment source tends to be uregmrted on the birth certificate

compared to DMAP’s claims data.
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KPM #19 | COMPLETION OF ALCOHOL AND DRUG TREATMENT - The pezntage of engaged clients who complete alcohol 2002
and other drug (AOD) abuse treatment and are ndiagp AOD.
Goal People are healthy

Oregon Context | Teen substance abuse, alcohol/tobacco use dueggamcy, alcohol/drug abuse

Data Source Addictions and Mental Health Division, Client PreséMonitoring System database
Owner Addictions and Mental Health Division, Program Arsa¢ &amp; Evaluation Unit Contact: Jon Collins 388 6429
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1. OUR STRATEGY

Completion of treatment services leads to betterayaes for the client.
2. ABOUT THE TARGETS
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The higher the completion rate the better.

3. HOW WE ARE DOING

The completion rate for clients has been steaddyeiasing for the past seven years. The Divisiovoiking with providers to continue this trend
through a quality improvement process and by inm@fing this measure into performance based cdirtgac

4. HOW WE COMPARE

Nationally the completion rate was 51% in 2003 pagdimg to reports available from the Substance Alarsd Mental Health Services
Administration Office of Applied Studies.

5. FACTORS AFFECTING RESULTS

There are a number of factors affecting this measaiuding referral source (legal referrals argaridkely to complete), type of service being
delivered (residential compared to outpatient catiqh), and the quality of services (varies by mtewv and by type of service delivered).
Methadone clients and clients receiving detoxif@atservices are not included in this measuret, issnappropriate for this type of measure.

6. WHAT NEEDS TO BE DONE

The Division will continue quality improvement aptbcess improvement efforts to improve completates.

7. ABOUT THE DATA

Data is extracted from the Division’s Client Prac&sonitoring System (CPMS), which tracks all pulylitinded substance abuse treatment
services. The Division produces reports on thia dagularly and travels to different areas of tiagesto insure through training that
appropriate/accurate data are submitted to the CPMS
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KPM #20 | ALCOHOL &amp; DRUG TREATMENT EFFECTIVENESS - Therpentage of adults employed after receiving Alcohol
and Drug treatment.

2007

Goal

Independence- People are living as independenthpssible

Oregon Context

Employed by end of treatment

Data Source

Client Process Monitoring System (CPMS)

Owner

Addictions and Mental Health Division, Karen WheeE03-945-6191
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1. OUR STRATEGY

Oregon’s AMH strategy relates to the Oregon Busriéan initiative to increase access to treatmedhtistervention services for Oregon workers
who have alcohol and drug problem but no insurance.
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2. ABOUT THE TARGETS

The higher the rate the better.

3. HOW WE ARE DOING

It appears that more clients each year are emplafyedreceiving treatment.

4. HOW WE COMPARE

Oregon has a higher rate of employment at dischiagethe national rate.

5. FACTORS AFFECTING RESULTS

Factors such as limited treatment capacity, ladksirance for treatment, limited transportatiarg goung children requiring care contribute are
major barriers to obtaining treatment.

6. WHAT NEEDS TO BE DONE

Increase funding in treatment, more emphasis ooccotring disorder treatment, additonal case manageservices, and recovery management

services.

7. ABOUT THE DATA

Data is extracted from AMH’s Client Processing Moring System (CPMS), which tracks all publicly fd&ud substance abuse treatment services.
AMH produces reports on this data regularly anch&r@roviders throughout the state to insure that@priate/accurate data is submitted to the

CPMS.
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KPM #21 | ALCOHOL &amp; DRUG TREATMENT EFFECTIVENESS - Therpentage of parents who have their children retlirpe
to their custody after receiving alcohol and dmggtment.

2007

Goal

Healthy- People are healthy.

Oregon Context

Prevent out-of-home placement

Data Source

Client Process Monitoring System (CPMS)

Owner

Addictions and Mental Health, Karen Wheeler, 503-8491

ALCOHOL & DRUG TREATMENT EFFECTIVENESS
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1. OUR STRATEGY

To deliver services promoting family reunification.

2. ABOUT THE TARGETS
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The higher the rate the better.

3. HOW WE ARE DOING

The trend up until 2007 showed that more parents wauniting with their children. In 2007, the rdcreased. Whether or not this represents a
new trend down or a temporary drop in an overalanad trend will have to be examined in the comiagry

4. HOW WE COMPARE

We do not have any national data to compare.

5. FACTORS AFFECTING RESULTS

Because of limited capacity in publicly funded ddoband drug treatment, fewer parents receivertdarment they need to overcome addiction and
reunite with their children.

6. WHAT NEEDS TO BE DONE

Increase capacity for alcohol and drug treatmecteiase family therapy, more emphasis placed arccorring disorder treatment, additonal case
management services, recovery management seraivgsdditonal wrap-around-services for the enéineilfy.

7. ABOUT THE DATA

Data is extracted from AMH’s Client Processing Moring System (CPMS), which tracks all publicly fi&dl substance abuse treatment services.
AMH produces reports on this data regularly anoh&r@roviders throughout the state to insure that@priate/accurate data is submitted to the
CPMS.
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KPM#22 | 8TH GRADER RISK FOR ALCOHOL AND DRUG USE - Percegezof 8th graders at high risk for alcohol and pthe 2002
drug use.
Goal People are healthy

Oregon Context | Teen substance abuse

Data Source Addictions and Mental Health Division/Office of [Rase Prevention &amp; Epidemiology, Oregon HeadtbnB Survey
Owner Addictions and Mental Health Division, Program Arsa¢ &amp; Evaluation Unit Contact: Jon Collins 388 6429
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1. OUR STRATEGY

Addictions and Mental Health Division (AMH) uses@mprehensive approach to addressing underagerdyirgdsues and intervening when
underage drinking has occurred. This includes etyaof community and county level programs funeeth state and federal dollars.
AMH currently funds a statewide public educatiofodf which focuses primarily on radio and telewisiadvertising. Youth written and produced
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spots target messages to parents encouraging therovide clear messages to youth regarding undeatagking, family expectations, and not
providing alcohol to those under 21.

AMH has contracted with Girls, Inc. of NW Oregonpmvide a program focused specifically on prevenalcohol and drug use among young
girls. Using the Friendly PEERsuasion program ssies will receive extensive training and technasgistance to implement this evidence-based
prevention program. Target areas have been detednbiy utilizing data from the Oregon Healthy Tesuisey.

All of the nine Tribes receive funds to addressarade drinking through a variety of strategies.

In addition, a number of counties in the stateentty receive funding to provide underage drinkimgvention activities locally. These include minor
decoy and controlled party dispersal programs, réwad reminder programs for alcohol retailers usder tap (third party sales) operations,
strategic media advocacy, and efforts directed@bpolicies related to underage drinking. AMHIwDntinue to provide community grants to
implement programs to reduce underage drinkingheridcal level, utilizing Oregon Healthy Teens Syrdata.

2. ABOUT THE TARGETS

The lower the rate the better.

3. HOW WE ARE DOING

The percent of 8th graders at risk of alcohol agduse declined in 2007, but still exceeds theetarg

4. HOW WE COMPARE

This measures addresses drug and alcohol use.dthaststates separate the issues. For examplepakialcohol, Oregon does not compare
favorably to Washington. In 2006, only 15.4% of \Magiton 8th graders reported using alcohol in st 80 days, while 31.9% of Oregon 8th
graders did.

5. FACTORS AFFECTING RESULTS

Perceptions of youth to being caught — either isspssion or purchasing alcohol — can be a majerrdetant in whether or not they use. Parental
attitudes towards alcohol use have a tremendoastadh youth use. Youth whose parents feel thahalcuse is a “rite of passage” or that “kids
will be kids” have much higher rates of drinkinguththose whose parents are clear that youth sihotldrink. Unfortunately, all too many Oregon
parents still provide youth with a “safe” placediink by providing the alcohol, taking away car &eyp they don't drive, or both. These mixed
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messages give youth the impression that it's o&alrink, as long as they don’t drive.
6. WHAT NEEDS TO BE DONE

Oregon needs to continue providing opportunities/émth to engage in positive, safe and healtherditives to alcohol and other drug use.
Providing communities with adequate prevention fngdo implement comprehensive evidence-based anegiwould give youth those
opportunities. In addition, continued and consis&riorcement of current laws across the state dvprdvide a constant message that Oregon
does not tolerate underage drinking. Statewide anglilbuld continue to provide messages to pareatstthagainst the law to provide alcohol to
minors, as well as the importance of having weflraE expectations of their children regarding almause.

7. ABOUT THE DATA

Data is extracted from the Oregon Healthy Teense§uiThe survey is administered annually to 8th Hhith graders across the state.
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KPM #23 | ALCOHOL &amp; DRUG TREATMENT EFFECTIVENESS — Thermpentage of children whose school performance 2007
improves after receiving alcohol and drug treatment

Goal People are healthy

Oregon Context | Alcohol and Drug Treatment Effectiveness

Data Source Addictions and Mental Health Division, Client PreséMonitoring System database
Owner Addictions and Mental Health Division, Program Arsa¢ &amp; Evaluation Unit Contact: Jon Collins 388 6429
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1. OUR STRATEGY

To deliver services promoting healthy youth by f&iog on a holistic approach to treatment.
2. ABOUT THE TARGETS
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The higher the rate the better.

3. HOW WE ARE DOING

Not as well as expected, each year since 2002dhd appears to be reduced and school performasceden reduced.

4. HOW WE COMPARE

This measure looks at academic performance; méisinaddata available only track improvement ireattance. This makes comparison data at a
state level difficult. Using past performance aseasure indicates that performance on this outecwrds to be improved.

5. FACTORS AFFECTING RESULTS

Factors such as limited treatment capacity, less n@nagement, and reduction in number of youlragon that are finishing school contribute to
this trend.

6. WHAT NEEDS TO BE DONE

Increase funding in treatment, more emphasis macgguth specific co-occurring disorder treatmantitonal case management services,
recovery management services, and additonal wiamdrservices.

7. ABOUT THE DATA

Data is extracted from AMH’s Client Processing Moring System (CPMS), which tracks all publicly d&ud substance abuse treatment services.
AMH produces reports on this data regularly anch&r@roviders throughout the state to insure that@priate/accurate data is submitted to the
CPMS.
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KPM #24a | TOBACCO USE — Tobacco use among adults. 2002

Goal People are healthy.

Oregon Context | Adult non-smokers, Preventable death, Teen substamnaese, Alcohol / tobacco use during pregnancy

Data Source Public Health Division, Office of Disease Prevent&amp; Epidemiology, Center for Health Statis{BRFSS, OR Healthy Teens
Survey, Birth Certificates)

Owner Public Health Division, Tobacco Prevention and Edion Program, Stacey Schubert, 971-673-1099.

TOBACCO USE AMONG ADULTS
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1. OUR STRATEGY

The goals of the Tobacco Prevention and EducatiogrBm (TPEP) include reducing tobacco use by yadhlts and pregnant women. These
goals are accomplished through county and tribaétigprograms, the Oregon Tobacco Quit Line, multical outreach and education, a
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statewide public awareness and education prograsgrgm evaluation and statewide coordination aaddeship. No single component of the
TPEP is solely responsible for reducing tobacco-us¢akes a comprehensive approach to effectisetrease tobacco use.

2. ABOUT THE TARGETS

Tobacco use is the leading preventable cause ti de®regon and the nation. Cigarette smokinpésmhost common form of tobacco use.
Quitting tobacco at any age has significant hdadthefits. Studies show that 90 percent of adultkemsostarted smoking before they were 18 years
old. Preventing youth from starting to smoke weldl to lower smoking rates among adults in thesyalaead. A woman'’s use of tobacco during
pregnancy is associated with serious, at times latth problems for the child, ranging from lowtlb weight and premature births, to stillbirth and
Sudden Infant Death Syndrome (SIDS). Successfattefby TPEP to decrease the prevalence of toha®among youth, adults and pregnant
women will lead to reduced morbidity and mortalitgontributing substantially toward the DHS goaktiple are healthy” in both the short-term

and long-term.

3. HOW WE ARE DOING

In 2006, the prevalence of smoking in Oregon wa8%dor the general adult population, 8.7% amoimgg8ade adolescents, and 12.3% among
pregnant women. From 2007, data are only availabl8th graders, and their smoking prevalenced%® For the general population of adults

and for 8th graders, these measures were sligéattgrithan targeted levels, while for pregnant wontieis figure was slightly worse than the target.
Although all measures are lower than their 2000es)| there does not appear to be a trend of deglsmoking prevalence among 8th graders and

among pregnant women.

4. HOW WE COMPARE

For adult smoking prevalence, the Healthy Peopl®28arget for this performance measure is 12%.&jahting substantial resources to tobacco
prevention, Oregon may meet this target by 2010.

Healthy People 2010 has a target of 16% for theksrgaate among high school students. The Depattsparformance measure is for 8th
graders, but the 11th grade-smoking rate is cuyr@b6t1% in Oregon. If this success continues, Onéxy11th grade smoking rates should meet

the 16% target for 2010.

The performance measure of tobacco use during anegrhas generally met or exceeded targeted lavplsor years, but is worse than target for
2006. Oregon’s prevalence of smoking during pregn&as historically been higher than the natioatd,ralthough national data for 2006 are not
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currently available.

5. FACTORS AFFECTING RESULTS

The Centers for Disease Control and Preventiorc®fif Smoking and Health has developed an evideased funding model for countering the
health and economic destruction of tobacco use rdémmmended model funds programs to preventtioitiaof tobacco use among young
people, to promote quitting among adults and yqueaple, and to eliminate nonsmokers’ exposuredorsthand smoke. For Oregon, the
recommended annual investment for tobacco preveigi$11.60 per capita, or $43 million annuallyisTlecommendation represents just a
fraction of the cost of tobacco use, with more tfidrbillion lost to medical care and lost produityiannually in Oregon. Despite the
recommendation, Oregon currently receives $2.12agita for tobacco prevention from all funding @s. For most of the 2001-2003
biennium, the TPEP received approximately $2.87cppita per year. However, in April 2003, the Lé&gisre stopped funding TPEP for the
remainder of the biennium. Although TPEP fundingwestored during the 2007 Legislative Sessioheéddvel approved by the voters in 1996,
Oregon today spends less than one-fifth of the @@Ommended annual investment on tobacco prevemtiter funding decreased in 2003,
smoking among pregnant women and adolescents stalgoeeasing, and per capita consumption of cigaraicreased — for the first time since
the program was first implemented.

6. WHAT NEEDS TO BE DONE

Studies in Oregon and in other states have shoatrddtreases in funding for tobacco prevention featibcreased success in reducing tobacco
use. To reverse troubling tobacco use trends, fgnidir a comprehensive tobacco control program doekd to be increased substantially. Prior
successes in Oregon and a substantial evidencdrbaselsewhere tell us that a comprehensive progsathe most effective means to counter

these trends.

7. ABOUT THE DATA

Reporting cycle — calendar year. The smoking pexwa among adult Oregonians estimate comes frofrébgon Behavioral Risk Factor
Surveillance System, a telephone-administered gwivadults that examines health related behaviResponses to both of the following questions
determine smoking status: “Have you smoked at [E@@tcigarettes in your entire life?” (yes) and “f3 now smoke everyday, some days, or

not at all?” (every day, or some days). Data degietre weighted as appropriate, but not age-adju&tenore comprehensive and accurate
weighting formula has been developed by CDC, adidoeiavailable to apply to these data beginningdfA7. Oregon’s tobacco prevalence
estimates are anticipated to increase by 3.3 pegemoints when the new weighting is applied edata. Thus, it is difficult to set targets
accurately. In the absence of more informationhese elected to extend the 2009 target into 208i(284.1, with 3.3 percent added.
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Advantages associated with this data source indgtadeidespread use across the nation, permittagnal and cross-state comparisons.
Disadvantages associated with BRFSS include i@ upon telephone landlines, which are incrghsiass common among younger age
groups, people with low income, and certain raara ethnic populations. Additional years of dataarailable via our website by downloading the
latest version of Oregon’s annual data report, €obdacts.

Smoking prevalence among 8th graders in Oregon ancannual reporting cycle, computed once pendaleyear. This estimate comes from the
Oregon Healthy Teens survey, a pencil and papgeg@dministered to students at school. Respongée tfollowing question determine smoking
status: “During the past 30 days, on how many dayyou smoke cigarettes?” (1-30). This measuréctiedata from 8th graders (data are also
collected on 11th graders). Data are weighted psogpate. Additional years of data are availabéeour website by downloading the latest
version of Oregon’s annual data report, Tobaccast-ac

Smoking prevalence among pregnant women is on ameaneporting cycle, computed once per calendar. yghese data come from the birth
certificates issued to all newborns in Oregon, Whinclude parental demographic information, coodisi of the newborn, and medical factors
during the pregnancy (including mothers’ smokiragist). Reponses to the following checkbox questatermine smoking status: “Tobacco use
during pregnancy” (yes). Unknown responses araaciied from the denominator to replicate natiomddwdations. Beginning in 2008, data
comparable to 2002-2007 will no longer be availalbREP will need to recalibrate targets for 2008 aubsequent years, after several years of
data using the new birth certificate question fdrhreve been collected.. Advantages of these datthat they represent a census of information
(that is, all births) and are not prone to sampéngr, as are surveys. Additional years of dadeaamilable via our website by downloading the
latest version of Oregon’s annual data report, €obdacts.
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KPM #24b | TOBACCO USE — Tobacco use among youth. 2002

Goal People are healthy.

Oregon Context | Adult non-smokers, Preventable death, Teen substamnaese, Alcohol / tobacco use during pregnancy

Data Source Public Health Division, Office of Disease Prevent&amp; Epidemiology, Center for Health Statis{BRFSS, OR Healthy Teens
Survey, Birth Certificates)

Owner Public Health Division, Tobacco Prevention and Edion Program, Stacey Schubert, 971-673-1099.

TOBACCO USE AMONG YOUTH
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1. OUR STRATEGY

The goals of the Tobacco Prevention and EducatiogrBm (TPEP) include reducing tobacco use by yadhlts and pregnant women. These
goals are accomplished through county and tribaétigprograms, the Oregon Tobacco Quit Line, multical outreach and education, a
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statewide public awareness and education prograsgrgm evaluation and statewide coordination aaddeship. No single component of the
TPEP is solely responsible for reducing tobacco-us¢akes a comprehensive approach to effectisetrease tobacco use.

2. ABOUT THE TARGETS

Tobacco use is the leading preventable cause ti de®regon and the nation. Cigarette smokinpésmhost common form of tobacco use.
Quitting tobacco at any age has significant hdadthefits. Studies show that 90 percent of adultkemsostarted smoking before they were 18 years
old. Preventing youth from starting to smoke weldl to lower smoking rates among adults in thesyalaead. A woman'’s use of tobacco during
pregnancy is associated with serious, at times latth problems for the child, ranging from lowtlb weight and premature births, to stillbirth and
Sudden Infant Death Syndrome (SIDS). Successfattefby TPEP to decrease the prevalence of toha®among youth, adults and pregnant
women will lead to reduced morbidity and mortalitgontributing substantially toward the DHS goaktiple are healthy” in both the short-term

and long-term.

3. HOW WE ARE DOING

In 2006, the prevalence of smoking in Oregon wa8%dor the general adult population, 8.7% amoimgg8ade adolescents, and 12.3% among
pregnant women. From 2007, data are only availabl8th graders, and their smoking prevalenced%® For the general population of adults

and for 8th graders, these measures were sligéattgrithan targeted levels, while for pregnant wontieis figure was slightly worse than the target.
Although all measures are lower than their 2000es)| there does not appear to be a trend of deglsmoking prevalence among 8th graders and

among pregnant women.

4. HOW WE COMPARE

For adult smoking prevalence, the Healthy Peopl®28arget for this performance measure is 12%.&jahting substantial resources to tobacco
prevention, Oregon may meet this target by 2010.

Healthy People 2010 has a target of 16% for theksrgaate among high school students. The Depattsparformance measure is for 8th
graders, but the 11th grade-smoking rate is cuyr@b6t1% in Oregon. If this success continues, Onéxy11th grade smoking rates should meet

the 16% target for 2010.

The performance measure of tobacco use during anegrhas generally met or exceeded targeted lavplsor years, but is worse than target for
2006. Oregon’s prevalence of smoking during pregn&as historically been higher than the natioatd,ralthough national data for 2006 are not
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currently available.

5. FACTORS AFFECTING RESULTS

The Centers for Disease Control and Preventiorc®fif Smoking and Health has developed an evideased funding model for countering the
health and economic destruction of tobacco use rdémmmended model funds programs to preventtioitiaof tobacco use among young
people, to promote quitting among adults and yqueaple, and to eliminate nonsmokers’ exposuredorsthand smoke. For Oregon, the
recommended annual investment for tobacco preveigi$11.60 per capita, or $43 million annuallyisTlecommendation represents just a
fraction of the cost of tobacco use, with more tfidrbillion lost to medical care and lost produityiannually in Oregon. Despite the
recommendation, Oregon currently receives $2.12agita for tobacco prevention from all funding @s. For most of the 2001-2003
biennium, the TPEP received approximately $2.87cppita per year. However, in April 2003, the Lé&gisre stopped funding TPEP for the
remainder of the biennium. Although TPEP fundingwestored during the 2007 Legislative Sessioheéddvel approved by the voters in 1996,
Oregon today spends less than one-fifth of the @@Ommended annual investment on tobacco prevemtiter funding decreased in 2003,
smoking among pregnant women and adolescents stalgoeeasing, and per capita consumption of cigaraicreased — for the first time since
the program was first implemented.

6. WHAT NEEDS TO BE DONE

Studies in Oregon and in other states have shoatrddtreases in funding for tobacco prevention featibcreased success in reducing tobacco
use. To reverse troubling tobacco use trends, fgnidir a comprehensive tobacco control program doekd to be increased substantially. Prior
successes in Oregon and a substantial evidencdrbaselsewhere tell us that a comprehensive progsathe most effective means to counter

these trends.

7. ABOUT THE DATA

Reporting cycle — calendar year. The smoking pexwa among adult Oregonians estimate comes frofrébgon Behavioral Risk Factor
Surveillance System, a telephone-administered gwivadults that examines health related behaviResponses to both of the following questions
determine smoking status: “Have you smoked at [E@@tcigarettes in your entire life?” (yes) and “f3 now smoke everyday, some days, or

not at all?” (every day, or some days). Data degietre weighted as appropriate, but not age-adju&tenore comprehensive and accurate
weighting formula has been developed by CDC, adidoeiavailable to apply to these data beginningdfA7. Oregon’s tobacco prevalence
estimates are anticipated to increase by 3.3 pegemoints when the new weighting is applied edata. Thus, it is difficult to set targets
accurately. In the absence of more informationhese elected to extend the 2009 target into 208i(284.1, with 3.3 percent added.
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Advantages associated with this data source indgtadeidespread use across the nation, permittagnal and cross-state comparisons.
Disadvantages associated with BRFSS include i@ upon telephone landlines, which are incrghsiass common among younger age
groups, people with low income, and certain raara ethnic populations. Additional years of dataarailable via our website by downloading the
latest version of Oregon’s annual data report, €obdacts.

Smoking prevalence among 8th graders in Oregon ancannual reporting cycle, computed once pendaleyear. This estimate comes from the
Oregon Healthy Teens survey, a pencil and papgeg@dministered to students at school. Respongée tfollowing question determine smoking
status: “During the past 30 days, on how many dayyou smoke cigarettes?” (1-30). This measuréctiedata from 8th graders (data are also
collected on 11th graders). Data are weighted psogpate. Additional years of data are availabéeour website by downloading the latest
version of Oregon’s annual data report, Tobaccast-ac

Smoking prevalence among pregnant women is on ameaneporting cycle, computed once per calendar. yghese data come from the birth
certificates issued to all newborns in Oregon, Whinclude parental demographic information, coodisi of the newborn, and medical factors
during the pregnancy (including mothers’ smokiragist). Reponses to the following checkbox questatermine smoking status: “Tobacco use
during pregnancy” (yes). Unknown responses araaciied from the denominator to replicate natiomddwdations. Beginning in 2008, data
comparable to 2002-2007 will no longer be availalbREP will need to recalibrate targets for 2008 aubsequent years, after several years of
data using the new birth certificate question fdrhreve been collected.. Advantages of these datthat they represent a census of information
(that is, all births) and are not prone to sampéngr, as are surveys. Additional years of dadeaamilable via our website by downloading the
latest version of Oregon’s annual data report, €obdacts.
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KPM #24c | TOBACCO USE - Tobacco use among pregnant women. 2002

Goal People are healthy.

Oregon Context | Adult non-smokers, Preventable death, Teen substamnaese, Alcohol / tobacco use during pregnancy

Data Source Public Health Division, Office of Disease Preventamp; Epidemiology, Center for Health Statis{iBRFSS, OR Healthy Teens
Survey, Birth Certificates)
Owner Public Health Division, Tobacco Prevention and Edion Program, Stacey Schubert, 971-673-1099.

TOBACCO USE AMONG PREGNANT WOMEN
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1. OUR STRATEGY

The goals of the Tobacco Prevention and EducatiogrBm (TPEP) include reducing tobacco use by yadhlts and pregnant women. These
goals are accomplished through county and tribaétigprograms, the Oregon Tobacco Quit Line, multical outreach and education, a
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statewide public awareness and education prograsgrgm evaluation and statewide coordination aaddeship. No single component of the
TPEP is solely responsible for reducing tobacco-us¢akes a comprehensive approach to effectisetrease tobacco use.

2. ABOUT THE TARGETS

Tobacco use is the leading preventable cause ti de®regon and the nation. Cigarette smokinpésmhost common form of tobacco use.
Quitting tobacco at any age has significant hdadthefits. Studies show that 90 percent of adultkemsostarted smoking before they were 18 years
old. Preventing youth from starting to smoke weldl to lower smoking rates among adults in thesyalaead. A woman'’s use of tobacco during
pregnancy is associated with serious, at times latth problems for the child, ranging from lowtlb weight and premature births, to stillbirth and
Sudden Infant Death Syndrome (SIDS). Successfattefby TPEP to decrease the prevalence of toha®among youth, adults and pregnant
women will lead to reduced morbidity and mortalitgontributing substantially toward the DHS goaktiple are healthy” in both the short-term
and long-term.

To report tobacco use among adults, a more compseleeand accurate weighting formula has been dpedlby CDC, and will be available to
apply to these data beginning in 2007. Oregon’adob prevalence estimates are anticipated to isef@a3.3 percentage points when the new
weighting is applied to the data. Thus, it is difilt to set targets accurately. In the absenceasénmformation, we have elected to extend the 2009
target into 2010 and 2011, with 3.3 percent ad8ee. full explanation under question 7 - About tlagaD

For tobacco use among pregnant women, TPEP widl teeeecalibrate targets for 2008, and subsequearsy after several years of data using the
new birth certificate question format have beettectéd. See full explanation under question 7 -libe Data.

3. HOW WE ARE DOING

In 2006, the prevalence of smoking in Oregon wa8%dor the general adult population, 8.7% amoiggBade adolescents, and 12.3% among
pregnant women. From 2007, data are only availabl8th graders, and their smoking prevalenced%® For the general population of adults

and for 8th graders, these measures were sligéattgrithan targeted levels, while for pregnant wontieis figure was slightly worse than the target.
Although all measures are lower than their 2000es)| there does not appear to be a trend of deglsmoking prevalence among 8th graders and
among pregnant women.

4. HOW WE COMPARE

For adult smoking prevalence, the Healthy Peopl®28arget for this performance measure is 12%.&jahting substantial resources to tobacco
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prevention, Oregon may meet this target by 2010.

Healthy People 2010 has a target of 16% for theksrgaate among high school students. The Depattsparformance measure is for 8th
graders, but the 11th grade-smoking rate is cuyr@b6t1% in Oregon. If this success continues, Onéxy11th grade smoking rates should meet

the 16% target for 2010.

The performance measure of tobacco use during anegrhas generally met or exceeded targeted lavplsor years, but is worse than target for
2006. Oregon’s prevalence of smoking during pregn&as historically been higher than the natioatd,ralthough national data for 2006 are not

currently available.

5. FACTORS AFFECTING RESULTS

The Centers for Disease Control and Preventiorc®fif Smoking and Health has developed an evideased funding model for countering the
health and economic destruction of tobacco use rdémmmended model funds programs to preventtioitiaof tobacco use among young
people, to promote quitting among adults and yqueaple, and to eliminate nonsmokers’ exposuredorsthand smoke. For Oregon, the
recommended annual investment for tobacco preveigi$11.60 per capita, or $43 million annuallyisTlecommendation represents just a
fraction of the cost of tobacco use, with more t#idrbillion lost to medical care and lost produityiannually in Oregon. Despite the
recommendation, Oregon currently receives $2.12agita for tobacco prevention from all funding @s. For most of the 2001-2003
biennium, the TPEP received approximately $2.87cppita per year. However, in April 2003, the Lé&gisre stopped funding TPEP for the
remainder of the biennium. Although TPEP fundingwestored during the 2007 Legislative Sessioheéddvel approved by the voters in 1996,
Oregon today spends less than one-fifth of the @@0Gmmended annual investment on tobacco prevemtiter funding decreased in 2003,
smoking among pregnant women and adolescents stalgoeeasing, and per capita consumption of cigaraicreased — for the first time since

the program was first implemented.

6. WHAT NEEDS TO BE DONE

Studies in Oregon and in other states have shoatrddtreases in funding for tobacco prevention featibcreased success in reducing tobacco
use. To reverse troubling tobacco use trends, fgnidir a comprehensive tobacco control program doekd to be increased substantially. Prior
successes in Oregon and a substantial evidencdrbaselsewhere tell us that a comprehensive progsathe most effective means to counter

these trends.

7. ABOUT THE DATA
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Reporting cycle — calendar year. The smoking penad among adult Oregonians estimate comes fro@rbgon Behavioral Risk Factor
Surveillance System, a telephone-administered gwivadults that examines health related behavi®esponses to both of the following questions
determine smoking status: “Have you smoked at [E@Btcigarettes in your entire life?” (yes) and “{Bm now smoke everyday, some days, or

not at all?” (every day, or some days). Data degietre weighted as appropriate, but not age-adjuatenore comprehensive and accurate
weighting formula has been developed by CDC, aridoeiavailable to apply to these data beginningd7. Oregon’s tobacco prevalence
estimates are anticipated to increase by 3.3 p&gemoints when the new weighting is applied edata. Thus, it is difficult to set targets
accurately. In the absence of more informationhene elected to extend the 2009 target into 2082841, with 3.3 percent added.

Advantages associated with this data source ingtsdeidespread use across the nation, permittatgnal and cross-state comparisons.
Disadvantages associated with BRFSS include itsn@# upon telephone landlines, which are incrghslass common among younger age
groups, people with low income, and certain raara ethnic populations. Additional years of dataarailable via our website by downloading the
latest version of Oregon’s annual data report, €obdacts.

Smoking prevalence among 8th graders in Oregon encannual reporting cycle, computed once pendaleyear. This estimate comes from the
Oregon Healthy Teens survey, a pencil and papgeg@dministered to students at school. Respongée tfollowing question determine smoking
status: “During the past 30 days, on how many dayyou smoke cigarettes?” (1-30). This measuréctedata from 8th graders (data are also
collected on 11th graders). Data are weighted psoppate. Additional years of data are availab&eour website by downloading the latest
version of Oregon’s annual data report, Tobaccast-ac

Smoking prevalence among pregnant women is on mumaaneporting cycle, computed once per calendar. yighese data come from the birth
certificates issued to all newborns in Oregon, Whinclude parental demographic information, condisi of the newborn, and medical factors
during the pregnancy (including mothers’ smokiragist). Reponses to the following checkbox questaiermine smoking status: “Tobacco use
during pregnancy” (yes). Unknown responses argactietd from the denominator to replicate natioadédwations. Beginning in 2008, data
comparable to 2002-2007 will no longer be availabREP will need to recalibrate targets for 200®] aubsequent years, after several years of
data using the new birth certificate question fdrhave been collected.. Advantages of these datthat they represent a census of information
(that is, all births) and are not prone to sampéngr, as are surveys. Additional years of dataaamilable via our website by downloading the
latest version of Oregon’s annual data report, €obdacts.
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KPM #25 | CIGARETTE PACKS SOLD — Number of cigarette packlsl sger capita. 2002

Goal People are healthy.

Oregon Context | Adult non-smokers, Preventable death, Teen substamnaese, Alcohol / tobacco use during pregnancy

Data Source Oregon Department of Revenue (Cigarette Tax Rex)eiportland State University, Population Rese&rehter (Population
Estimates)
Owner Public Health Division, Tobacco Prevention and Edion Program, Stacey Schubert, 971-673-1099.

CIGARETTE PACKS SOLD
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1. OUR STRATEGY

One of the main goals of the Tobacco PreventionEheation Program (TPEP) is to reduce tobaccdyselults. This goal is accomplished
through county and tribal-based programs, the Qrdgidbacco Quit Line, multicultural outreach and @ation, a statewide public awareness and
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education program, program evaluation and stateaodedination and leadership. No single componéthie@TPEP is solely responsible for

reducing per capita cigarette consumption — itgakeomprehensive approach to effectively decriediseco use.

2. ABOUT THE TARGETS

Tobacco use is the leading preventable cause ti de®regon and the nation. Cigarette smokinpésmhost common form of tobacco use.
Quitting tobacco or reducing the amount smokedsigsficant health benefits. Reductions in the namiif cigarette packs sold per capita results
from two distinct phenomena: an increase in forsmokers, and a decrease in the quantity of ciggrethoked among continuing smokers. It is
clear that reducing the per capita packs of ciggsetold will lead to substantial improvement iogle’s health, both in the short-term and

long-term.

3. HOW WE ARE DOING

In 2007, the number of cigarette packs sold in Gmegas 53.4 packs per capita. This measure is highe the desired target for 2007, and for
the fourth year in a row has remained level. Thizga points are of concern because they represkniation from the previous, desirable trend.

4. HOW WE COMPARE

In 1997, prior to the TPEP’s inception, Oregon beshter per capita sales of cigarette packs trerest of the country (92.1 — Oregon, 87.2 —
U.S.). In 2005, conversely, U.S. per capita salesgarette packs was 61.6. The current differdretereen Oregon and the U.S. represents a
much steeper decline in per capita cigarette sal€segon, on average, than in the rest of the wpuNonetheless, Oregon’s per capita pack

sales in 2005 (54.4) were nearly double those adhvigton (35.8) and California (33.1), our neighibgistates that have dedicated significant

resources to tobacco prevention activities.

5. FACTORS AFFECTING RESULTS

The Centers for Disease Control and Preventiorc®fif Smoking and Health has developed an evideased funding model for countering the
health and economic destruction of tobacco use rdémmmended model funds programs to preventtioitiaof tobacco use among young
people, to promote quitting among adults and yqueaple, and to eliminate nonsmokers’ exposuredorsthand smoke. For Oregon, the
recommended annual investment for tobacco preveigi$11.60 per capita, or $43 million annuallyisTlecommendation represents just a
fraction of the cost of tobacco use, with more tfidrbillion lost to medical care and lost produityiannually in Oregon. Despite the
recommendation, Oregon currently receives $2.12agita for tobacco prevention from all funding @s. For most of the 2001-2003
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biennium, the TPEP received approximately $2.87cppita per year. However, in April 2003, the Lé&gisre stopped funding TPEP for the
remainder of the biennium. Although TPEP fundingwestored during the 2007 Legislative Sessiohéddvel approved by the voters in 1996,
Oregon today spends less than one-fifth of the @@0Gmmended annual investment on tobacco prevemtiter funding decreased in 2003,
smoking among pregnant women and adolescents stalgoeeasing, and per capita consumption of cigaraicreased — for the first time since
the program was first implemented.

6. WHAT NEEDS TO BE DONE

Studies in Oregon and in other states have shoatrddtreases in funding for tobacco prevention featibcreased success in reducing tobacco
use. To reverse troubling tobacco use trends, fgnidir a comprehensive tobacco control program doekd to be increased substantially. Prior
successes in Oregon and a substantial evidencdrbaselsewhere tell us that a comprehensive progsathe most effective means to counter

these trends.

7. ABOUT THE DATA

Reporting cycle — calendar year. Average per caitssumption is estimated annually by calendar lpased on tobacco tax revenue collected by
the Oregon Department of Revenue (DOR). The DORIstily Receipt Statements include data on tax ctities derived from sales of
cigarettes. The number of packs of cigarettesisatdlculated by dividing the cigarette tax receipy the tax rate per pack. The number of packs
per capita is calculated by dividing the total nemof cigarettes sold within the calendar yearhgytbtal population estimate for Oregon.

Advantages associated with these data are thaatloey comparisons with national and other statemedges of consumption, which similarly rely
on tax revenue data and population estimates.ditian, this estimator does not depend upon acews@lf-reporting of smoking behavior. A
disadvantage associated with this estimator istki@aper capita consumption is based on the estate population, including non-smokers, so it
does not depict actual smokers’ consumption leveisther disadvantage is that packs of cigaretieshased by Oregon consumers without
taxes being collected (i.e., over the Interneulgh mail order, in other states, or illegally ire@on without tax) are not counted in this estimate
TPEP estimates that untaxed cigarettes represanak fraction of the cigarettes Oregon smokersuore.
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KPM #26 | CHILD IMMUNIZATIONS — The percentage of 24 — 35 nthrold children served by local health departmerits are 2002
adequately immunized.

Goal People are healthy.

Oregon Context | Immunizations, Child mortality

Data Source Public Health Division, Office of Family Health (ART Registry)

Owner Public Health Division, Office of Family Health, munization Program, Collette Young, 971-673-0318

1. OUR STRATEGY

a0.00

70.00

G0.00 [

A0.00 f

0.00

30.00

20.00

10.00

CHILD IMMUNIZATIONS

Bar iz actual, line is target

r._H

]

a0
55 a0 e 20 220 .20 1450

2002 2003 2004 2005 2006 2007 2008 2000 2010 2011

Data is represented by percent

Vaccines, funds, and technical assistance areged\annually to local health departments to impiowaunization coverage rates for children.
Annual assessments of each local health departsnemtiunization rates and practices are conductddresults provided back to the agency to

help improve performance.
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2. ABOUT THE TARGETS

The goal is to continue to increase immunizatidas# meet the Healthy People 2010 objective 88.96 2006-07 the methods for calculating
this rate changed. Starting with 2006 data, thesregflect only valid doses, as determined by thheigory Committee on Immunization Practices
guidelines. Valid doses are only those doses tlegt minimum spacing or minimum age requirementss fidsulted in a drop in the calculated rates.

3. HOW WE ARE DOING

In 2005, the percent of children immunized withrfou more doses of diphtheria, tetanus and ped(BdiaP); three or more doses of polio; one
or more doses of measles, mumps, rubella (MMRgetlmr more doses of Haemophilus Influenzae typed;three or more doses of hepatitis B
(4:3:1:3:3) reached 73.5% for those children setyetbcal health departments. The change in mettmdsunt only valid doses resulted in a
one-time drop in rates from 2005 to 2006. This axoldte rate continues to steadily increase.

4. HOW WE COMPARE

This KPM reflects children 24-35 months olds, sdrirethe public sector based on data reportedactitewide registry. A national comparison
is difficult because national data is based onanplsurvey of a selected sample of Oregon resid®B85 months of age, regardless of where
they seek care. However the national rate for 43331n 2006 (last data point available) was 80d&% 78.8% for Oregon.

5. FACTORS AFFECTING RESULTS

The children served in local health departments nmiyoe representative of all Oregon childrenhimajority of cases, children served in local
health departments do not have a medical home hwheans they face additional barriers to timely immations and require more state and local
agency resources.

6. WHAT NEEDS TO BE DONE

To continue our success, DHS needs to:

- Continue to provide funding, vaccines, and cdasioh to all local health departments.

- Maintain the computerized record system for thigip sector, which includes reminder postcardsoferdue shots.

- Increase private provider participation in theetvide ALERT immunization registry so that we paoduce a consolidated record and improve
providers' ability to identify under-immunized aihién.
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7. ABOUT THE DATA

Reporting cycle — calendar year. This measuresithrinization rate for children 24-35 months of age have received at least one immunization
at a local health department. The data sourceeiA\LERT registry, a statewide immunization registrgt records reported immunization data from
100% of public providers and 88% of private prov&dd he immunizations assessed include 4 DTaP]i8,RaMMR, 3 Hib, and 3 Hepatitis B
(4:3:1:3:3). All immunizations reported (from bgihvate and public sources) for the health deparntpepulation are counted in the assessment.
The data are generally available in April.

This Key Performance Measure was included in thealienent’s first performance audit during the sumof2008. The DHS Internal Audit

group certified that this key performance measalis vithin the category of verified. The perfornsarreported is consistently accurate within plus
or minus five percent and adequate controls apaice to ensure consistency and accuracy in calteof all supporting data and subsequent
reports.
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KPM #27 | INFLUENZA VACCINATIONS FOR SENIORS - The percentagfeadults aged 65 and over who receive an inflaenz 2002
vaccine.
Goal People are healthy

Oregon Context | Preventable death

Data Source Public Health Division, Office of Disease Prevent&amp; Epidemiology, Center for Health Statis{iBRFSS)
Owner Public Health Division, Office of Family Health, munization Program Collette Young (971) 673-0318
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1. OUR STRATEGY

Strategies include promoting adult immunizatiorrstigh the DHS-funded Oregon Adult Immunization @eal (OAIC), promotion of pre-printed
orders, and an annual education summit. Additignaifluenza vaccinations are promoted and supddijelocal health departments.
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2. ABOUT THE TARGETS

The goal is to continue to increase immunizatiadas@ meet the Healthy People 2010 objective &6.38owever the rates in Oregon have been
relatively flat over the past several years. Gitlenslow, incremental changes, the targets have tesesed to reflect a more realistic and

achievable immunization rate.

3. HOW WE ARE DOING

The percentage of older adults immunized annugiyrest influenza has remained relatively flat aer past several years and below the targets.
Following the influenza vaccine shortage during2884-05 season, a survey of Oregon residents fthatdhe top reasons for not getting a flu

shot were concerns about vaccine efficacy andysafet

4. HOW WE COMPARE

In 2007, the national immunization rate for persébsnd older was 72.0%, with state rates rangmg 80.0% in Rhode Island to 61.9% in the
Nevada. Oregon is ranked 19th in rates nationally.

5. FACTORS AFFECTING RESULTS

In general the flat rates are influenced by publgérception of need and efficacy of the vaccibegace of policies in place that motivate health
systems to routinely vaccinate all clients, lackurfding for adult immunizations, and access to lmimation ALERT, the statewide immunization
registry that could provide immunization informatifor providers about their adult populations. Dgrthe 2007 legislative session, HB2188
passed, expanding ALERT to a lifespan registry.r@ve next few years as the registry collects andgsses data, this information will be
available to healthcare providers, helping themntife candidates for vaccine and could be usedémding out reminders to clients to seek out
immunization every year. During Phase 1 of thespln registry expansion, ALERT is focusing on iasmeg data capture for O to 23 year olds. As
funding allows, ALERT will expand efforts to capéudata across the lifespan. Another initiative pnpong influenza pre-printed orders in hospitals
for eligible adults, will continue to create oppaonities for screening and vaccinating adults. Timalper of hospitals supporting pre-printed orders

has increased from 18 in 2004 to 26 in 2007.

6. WHAT NEEDS TO BE DONE

With the support of OAIC and depending on our aldé resources, we plan on the following:
- Continue to work with hospitals to increase thmhber of patients, age 65 and older, who are impaghagainst influenza prior to discharge;
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- Provide vaccine and/or clinics to agencies sgruimderserved populations;

- Host the 5th Annual Flu Summit to promote inflz@waccination strategies to providers; and

- Continue to promote the administration of inflz@waccine whenever immunization providers give@hgr immunization, such as pneumococcal
vaccine or tetanus/diphtheria vaccine, in all ieedtre settings.

7. ABOUT THE DATA

Reporting period - calendar year. This measurepéheent of adults, 65 years and older, which fiegareceiving an influenza vaccination in the
previous 12 months as reported on the Behaviosk Ractor Surveillance survey (BRFSS). [Survey tjoiesDuring the past 12 months, have
you had a flu shot?]. The data are generally aviglan May.

2/4/2009 Page 113 of 148



HUMAN SERVICES, DEPARTMENT of

Il. KEY MEASURE ANALYSIS

KPM #28 | HIV RATE — The annual rate of HIV infection per 1000 persons.

2000

Goal People are healthy.

Oregon Context | HIV diagnosis, Communicable disease

Data Source

&amp; PSU Census

Public Health Division, Office of Disease Prevent&amp; Epidemiology, HIV/AIDS Reporting SystemsARS) database

971-673-0182

Owner Public Health Division, Office of Disease Prevent&amp; Epidemiology, HIV/STD/TB Program, DHS, J€fpizzi,
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1. OUR STRATEGY

DHS designs and administers state and federal gamogyfor HIV prevention and treatment. Innovativé/igrevention programs include
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educational campaigns, partner notification ancheeling, and HIV testing (anonymous and confidéntaver 19,000 HIV tests were performed
by the Oregon State Public Health Laboratory duB@@5 - the majority of these funded by programsiadstered by DHS. HIV treatment
programs serve approximately 2,000 people livindpwilV statewide and include case management, hgwssistance, medication, and health
insurance to persons living with HIV and AIDS.

2. ABOUT THE TARGETS

Our goal is to reduce the number of new HIV infecs per year. Therefore, beginning in 2006 we éstaddl goals consistent with a 20%
reduction in the measured rate of new infectioomf2004. Changes in HIV case reporting rules impleted during 2006 are likely to increase the
proportion of new cases detected (completenesspofting) leading to an anticipated increase ieg@ieginning in 2007. These increases in
reported rates will reflect better public healtivgillance, not a true increase in rates of newatbn.

3. HOW WE ARE DOING

Slight declines in new case rates have occurrent 2002. This has occurred despite the fact tliea¢@sing survival with HIV infection means that
the pool of people who might infect others increasentinuously. This implies that the average pewsith HIV/AIDS infects fewer new persons
each year and that prevention and care prograneheen effective in curtailing the epidemic. Thoabhanges in case reporting practices and
extensive reporting delays for some cases of HIB&\makes longitudinal comparison of rates of diagaoand reported cases difficult, Oregon
appears to be meeting optimistic targets of a &ur#®% reduction of newly diagnosed cases compar2d04. Sustained reductions will require
continued support of effective HIV Prevention piags leading to behavioral changes such as a redudfthigh-risk behavior by those infected or
at risk, possibly complemented by new treatmernho$e already infected to reduce their infectivity.

4. HOW WE COMPARE

The Centers for Disease Control and Preventiomastid that 22.4 HIV infections were diagnosed [©€,d00 people during 2006 in 33 states
that required HIV case reporting by name for asi@ayears. (Oregon switched to named reportingpi 17, 2006.) Oregon’s 2007 rate of 7.0
cases per 100,000 residents is well below that.leve

5. FACTORS AFFECTING RESULTS

DHS invests several million dollars each year iredar persons with HIV and AIDS and in preventamew infections. The HIV Care Program
provides case management services to over 2000rzevath HIV in Oregon each year, helping themansaccess to medical care and
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treatment. These services extend life expectanongmeople with HIV and AIDS and reduce risk of sedpuent HIV transmission. The HIV
Prevention Program invests over a million dollarswally in HIV testing and counseling. These eHatétect newly infected persons early, leading
to treatment and prevention of new cases. In amditie HIV Prevention Program makes large annwastments in counseling partners of persons
newly diagnosed with HIV infection and in numeraoegial marketing campaigns to reduce behaviordelatto reduction in HIV transmission.

6. WHAT NEEDS TO BE DONE

HIV prevention efforts in Oregon should continuddous on effective strategies to reduce behavi@sincrease risk of infection, such as
unprotected sex, sex with multiple partners, afettion drug use or sharing and reuse of drug peagalia. HIV testing should remain readily
available to enable those at risk to obtain eadgmbsis and, if infected, get into treatment. Basrto HIV testing should be removed. Technology
to shorten the interval between infection and pasiaboratory tests should be adopted. More névicted people should receive counseling
about reducing the risk of transmission to sexa@nugy use partners. People with HIV infection neeetld encouraged and assisted to identify a
stable source of medical care, which has the patdntreduce risk of transmission through coumgeénd, while not offering a cure, through
reduction of infectivity to others.

7. ABOUT THE DATA

Reporting cycle — calendar year. Currently, theimmedelay between diagnosis and inclusion in thé ¢Hse reporting system is approximately 2
months. Traditionally, fifteen percent of newly gitosed cases are reported more than 6 monthsieftgrosis. Because of reporting delay, HIV
rates are typically reported in July for the presgatalendar year. Rates reported here for eaahayedased upon all cases diagnosed during that
year and reported by June 30 of the following yPapulation estimates are taken from the Americami@unity Survey
(http://factfinder.census.gov) for the precedingry€enters for Disease Control and Prevention katimated that 25% of people infected with
HIV are unaware of their infection. In addition,caib 10% of diagnosed cases are not captured hepueting system. Therefore, reported rates
probably represent less than 75% of the true numibeew infections. As outlined above, changes Y ease reporting rules were implemented
during 2006. These include increased laboratorgrtegm requirements and a switch to named HIV caperting. These changes have made case
reporting more complete, and comparison with eaykars somewhat misleading. For interested reatter$11V/STD/TB program publishes an
annual epidemiologic profile for HIV. It is availebat http://oregon.gov/DHS/ph/hiv/data/index.shtml
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KPM #29a

ROUTINE HEALTH CARE PROVIDED TO OHP CLIENTS- Thegportion of Oregon Health Plan (OHP) clients
provided routine health care services annuallyltadu

2002

Goal

People are healthy

Oregon Context | Health Care Access — DHS High Level Outcome

Data Source

Oregon MMIS (Medicaid Management Information System

Owner

Division of Medical Assistance Programs, Susan AB8-945-5958
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1. OUR STRATEGY

People who have access to and utilize routineltare improved health outcomes; and health careligeded in a more cost-effective manner.
Accessing routine care allows diseases to be dsmghand treated before becoming serious and @eipigit In addition, preventive health screens
and anticipatory guidance given as part of rouypinary care helps to promote early diagnosis agatinent, healthy lifestyles and wellness.
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A premise of the Oregon Health Plan (OHP) is toease access to preventive and primary healthtlwaregh routine health care visits. OHP also
reduces unnecessary and more expensive healtmdheehospital or emergency room setting. Roupimeary and specialist care are most
effectively and appropriately delivered in a clioicoffice rather than an emergency room.

Clients in managed care utilize preventive and anntare services at higher rates than other sliditterefore, one way the Division of Medical
Assistance Programs (DMAP) promotes routine health services is through enroliment in managed d4aeaged care plans participate in
quality improvement and prevention activities irtthg performance improvement projects and measBgest.and present focuses include tobacco
cessation, asthma, diabetes and prenatal cang ceddhood cavity prevention, childhood immunipais, and strengthening the collaboration
between physical health and behavioral health. ABMJAP has a disease management and case managawgnams for fee-for-service (FFS)
clients. In addition, DMAP sends regular preventiealth care messages to all OHP clients on thentinty medical 1.D. cards and regularly sends
birthing hospitals reminders to enroll eligible rEwns on OHP. DMAP works closely with many Publieatth programs and has preventive health
care messages on the DHS website with links toiphkeklth information.

2. ABOUT THE TARGETS

DMAP chose targets that gradually increase. Thiasuee is unique to OHP, therefore, it is not kndww fast the measure will change and if or
when the measure will plateau. The favorable dwador this measure is high.

3. HOW WE ARE DOING

The rate for adults increased in 2007 and is ablez@007 target. The rate for children increase2DiDi7 by less than a percentage point but is
slightly below the target set for 2007. Since 2302 poth adults and children, the general treral f@vorable increase in the proportion of OHP
clients who receive routine health care servicemmR2002 to 2007, the rate for adults increase@éréentage points from 70.7% to 77.3% and
the rate for children increased 1.3 percentagetp@iom 70.7% to 72.0%.

4. HOW WE COMPARE

There are no public or private industry standaodsompare to this performance measure. This measagelesigned to measure DMAP’s
performance delivering routine care to clients dtFOOHP was uniquely crafted to deliver routineltieservices as the key part of Oregon’s
Medicaid program. Typically, the certification pagtifor OHP is six months. This measure was desigméttlude clients who have been enrolled
for six months or more within a seventeen-monthgoefThe proportion of these clients who have ast®ne routine health care service is
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measured.

5. FACTORS AFFECTING RESULTS

Increasing the proportion of clients enrolled inmaged care and having a medical home facilitaiesribasure. A barrier is health care providers
that do not accept Medicaid clients due to low ®insement rates. For clients common barriers imcteahsportation and child care issues and
perhaps a lack of understanding among some clieatsoutine health visits are necessary and iraptrt

6. WHAT NEEDS TO BE DONE

DMAP has added more explicit standards to the meshagre organization contracts to make certairetisesadequate network capacity to
provide routine and preventive services. DMAP haged requiring managed care plans meet spegbats for performance measures. DMAP
has initiated a project to pay its managed cararorgtions incentives for increasing the provissdbpreventive services. DMAP will continue its
current quality improvement activities. DMAP wilbctinue to work with public health partners, prosmetrollment in managed care, and utilize
disease management and case management programB%folients as appropriate). DMAP continues tavjgle a nurse telephone advice line

for FFS clients.

7. ABOUT THE DATA

Reporting cycle — calendar year. This measure wagded to include clients who have been enrotbedik months or more within a
seventeen-month period. So for example, for measemeyear 2007, clients must be on OHP for at leiasnonths between August 1, 2006 and
December 31, 2007. This strengthens the data bygt@hto account the typical OHP six-month cerafion cycle and including the many clients
who began their OHP enrollment at the end of tla& hefore the next measurement year and contimédenroliment into the measurement year.
A weakness of this measure is that it was not desigo compare managed care plans to each othechents in the FFS delivery system. This

measure is available by county.
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KPM #29b

ROUTINE HEALTH CARE PROVIDED TO OHP CLIENTS- Thegportion of Oregon Health Plan (OHP) clients
provided routine health care services annuallyidosn.

2002

Goal

People are healthy

Oregon Context | Health Care Access — DHS High Level Outcome

Data Source

Oregon MMIS (Medicaid Management Information System

Owner

Division of Medical Assistance Programs, Susan AB8-945-5958

ROUTINE HEALTH CARE PROVIDED TO OHP
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1. OUR STRATEGY

People who have access to and utilize routineltare improved health outcomes; and health careligeded in a more cost-effective manner.
Accessing routine care allows diseases to be dsmghand treated before becoming serious and @eipigit In addition, preventive health screens
and anticipatory guidance given as part of rouypinary care helps to promote early diagnosis agatinent, healthy lifestyles and wellness.
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A premise of the Oregon Health Plan (OHP) is toease access to preventive and primary healthtlwaregh routine health care visits. OHP also
reduces unnecessary and more expensive healtmdheehospital or emergency room setting. Roupimeary and specialist care are most
effectively and appropriately delivered in a clioicoffice rather than an emergency room.

Clients in managed care utilize preventive and anntare services at higher rates than other sliditterefore, one way the Division of Medical
Assistance Programs (DMAP) promotes routine health services is through enroliment in managed d4aeaged care plans participate in
quality improvement and prevention activities irtthg performance improvement projects and measBgest.and present focuses include tobacco
cessation, asthma, diabetes and prenatal cang ceddhood cavity prevention, childhood immunipais, and strengthening the collaboration
between physical health and behavioral health. ABMJAP has a disease management and case managawgnams for fee-for-service (FFS)
clients. In addition, DMAP sends regular preventiealth care messages to all OHP clients on thentinty medical 1.D. cards and regularly sends
birthing hospitals reminders to enroll eligible rEwns on OHP. DMAP works closely with many Publieatth programs and has preventive health
care messages on the DHS website with links toiphkeklth information.

2. ABOUT THE TARGETS

DMAP chose targets that gradually increase. Thiasuee is unique to OHP, therefore, it is not kndww fast the measure will change and if or
when the measure will plateau. The favorable dwador this measure is high.

3. HOW WE ARE DOING

The rate for adults increased in 2007 and is ablez@007 target. The rate for children increase2DiDi7 by less than a percentage point but is
slightly below the target set for 2007. Since 2302 poth adults and children, the general treral f@vorable increase in the proportion of OHP
clients who receive routine health care servicemmR2002 to 2007, the rate for adults increase@éréentage points from 70.7% to 77.3% and
the rate for children increased 1.3 percentagetp@iom 70.7% to 72.0%.

4. HOW WE COMPARE

There are no public or private industry standaodsompare to this performance measure. This measagelesigned to measure DMAP’s
performance delivering routine care to clients dtFOOHP was uniquely crafted to deliver routineltieservices as the key part of Oregon’s
Medicaid program. Typically, the certification pagtifor OHP is six months. This measure was desigméttlude clients who have been enrolled
for six months or more within a seventeen-monthgoefThe proportion of these clients who have ast®ne routine health care service is
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measured.

5. FACTORS AFFECTING RESULTS

Increasing the proportion of clients enrolled inmaged care and having a medical home facilitaiesribasure. A barrier is health care providers
that do not accept Medicaid clients due to low ®insement rates. For clients common barriers imcteahsportation and child care issues and
perhaps a lack of understanding among some clieatsoutine health visits are necessary and iraptrt

6. WHAT NEEDS TO BE DONE

DMAP has added more explicit standards to the meshagre organization contracts to make certairetisesadequate network capacity to
provide routine and preventive services. DMAP haged requiring managed care plans meet spegbats for performance measures. DMAP
has initiated a project to pay its managed cararorgtions incentives for increasing the provissdbpreventive services. DMAP will continue its
current quality improvement activities. DMAP wilbctinue to work with public health partners, prosmetrollment in managed care, and utilize
disease management and case management programB%folients as appropriate). DMAP continues tavjgle a nurse telephone advice line

for FFS clients.

7. ABOUT THE DATA

Reporting cycle — calendar year. This measure wagded to include clients who have been enrotbedik months or more within a
seventeen-month period. So for example, for measemeyear 2007, clients must be on OHP for at leiasnonths between August 1, 2006 and
December 31, 2007. This strengthens the data bygt@hto account the typical OHP six-month cerafion cycle and including the many clients
who began their OHP enrollment at the end of tla& hefore the next measurement year and contimédenroliment into the measurement year.
A weakness of this measure is that it was not desigo compare managed care plans to each othechents in the FFS delivery system. This

measure is available by county.
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KPM #30a | RACIAL/ETHNIC VARIATION OF ROUTINE HEALTH CARE PRO\DED TO OHP CLIENTS - The proportion of 2002
Oregon Health Plan (OHP) clients provided routigealth care services annually: African Americans.

Goal People are healthy

Oregon Context | Health Care Access and Racial /ethnic Health StafDslS High Level Outcomes

Data Source Oregon MMIS (Medicaid Management Information System

Owner Division of Medical Assistance Programs, Susan AB8-945-5958
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1. OUR STRATEGY

Reducing health disparities is a priority of Oregddepartment of Human Services. This measure exasraccess to routine care by racial/ethnic

groups.

People who have access to and utilize routineltare improved health outcomes; and health careligeded in a more cost-effective manner.
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Accessing routine care allows diseases to be dssghand treated before becoming serious and @eiigjit In addition, preventive health screens
and anticipatory guidance given as part of roupnnary care helps to promote early diagnosis ag@tinent, healthy lifestyles and wellness.

A premise of the Oregon Health Plan (OHP) is toease access to preventive and primary healthtlwaregh routine health care visits. OHP also
reduces unnecessary and more expensive healtimaarshospital or emergency room setting. Roupinary and specialist care are most
effectively and appropriately delivered in a clioicoffice rather than an emergency room.

The Division of Medical Assistance Programs (DMAIR)collaboration with DHS'’s Office of Minority Héth federal CHCS is developing
strategies for reducing health care disparitiekiting contracted targets and incentives for OHRagad care organizations. DMAP provides an
increasing number of educational materials in laggs in addition to English.

2. ABOUT THE TARGETS

DMAP chose targets that gradually increase. Thiasuee is unique to the Oregon Health Plan, thexefois not known how fast the measure will
change and if or when the measure will plateau.faterable direction for this measure is high.

3. HOW WE ARE DOING

In 2007, the rates for African Americans, Asian &atific Islanders, and Hispanics increased by tatwoe percentage point while the rate for
Native Americans decreased by a little more thparaentage point while the rate for whites remasteddy compared to 2006 rates. All
race/ethnic category rates were less than onemqtageepoint below their 2007 targets except forHigpanics category was less than a
percentage point above its target. Since 20023lfoace/ethnic categories, the general trend slaofasorable increase in the proportion of OHP
clients who receive routine health care servicesmR2002 to 2007, all categories have increases rat

4. HOW WE COMPARE

There are no public or private industry standaodsoimpare to this performance measure. This measparates KPM #29 into five racial/ethnic
categories combining adults and children.

This measure was designed to measure DMAP’s peafocendelivering routine care to clients on OHP. Q¥ uniquely crafted to deliver
routine health services as the key part of Oregbl@dicaid program. Typically, the certification et for OHP is six months. This measure was
designed to include clients who have been enrdtledix months or more within a seventeen-monthoperThe proportion of these clients who
have at least one routine health care service &sured.

5. FACTORS AFFECTING RESULTS
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Increasing the proportion of clients enrolled inmaged care and having a medical home facilitaissiibasure. Another facilitator is the number of
clients whose medical home is a Federally Qualifiedlth Clinic or a Rural Health Clinic, as the$iaics have a high level of cultural competence.
Barriers are health care providers that do not@ddedicaid clients due to low reimbursement ra@s.clients, common barriers include
transportation and child care issues and perh&skaf understanding among some clients that meutiealth visits are necessary and important.

6. WHAT NEEDS TO BE DONE

DMAP will continue to collaborate with communityiplic health, and federal partners on initiatived grojects that focus on reducing health care
disparities. DMAP continues to provide an incregsiamber of educational materials in languagesiditan to English.

7. ABOUT THE DATA

Reporting cycle — calendar year. This measure wagded to include clients who have been enrotbedik months or more within a
seventeen-month period. So for example, for measemeyear 2007, clients must be on OHP for at le@agnonths between August 1, 2006 and
December 31, 2007. This strengthens the data bygt@thkto account the typical OHP six-month certfion cycle and including the many clients
who began their OHP enrollment at the end of tlae hefore the next measurement year and contimédemnroliment into the measurement year.
Race/ethnicity is self-reported by the client gyarted by their caseworker. A client may be in antg of the five racial/ethnic categories (African
American, Native American, Asian American and Readglander, Hispanic, or white) to be countedhis tmeasure. In 2007, there was a change in
the data system to meet the federal requirementpofting race and ethnicity separately. The aategf Hispanic became an ethnicity that can
overlay any of the other races. This change reguitenost Hispanics choosing the other/unknowngmatefor race. As a result, for this report, the
Hispanic and other/unknown categories were combiAedeakness of this measure is that it was nagded to compare managed care plans to
each other and to clients in the fee-for-servidevelgy system. This measure is available by county.
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KPM #30b

RACIAL/ETHNIC VARIATION OF ROUTINE HEALTH CARE PROWDED TO OHP CLIENTS — The proportion of
Oregon Health Plan (OHP) clients provided routieeltih care services annually: Native Americans.

2002

Goal

People are healthy

Oregon Context | Health Care Access and Racial /ethnic Health StafDslS High Level Outcomes

Data Source

Oregon MMIS (Medicaid Management Information System

Owner

Division of Medical Assistance Programs, Susan AB8-945-5958
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1. OUR STRATEGY

Reducing health disparities is a priority of Oregddepartment of Human Services. This measure exasraccess to routine care by racial/ethnic

groups.

People who have access to and utilize routineltare improved health outcomes; and health careligeded in a more cost-effective manner.
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Accessing routine care allows diseases to be dssghand treated before becoming serious and @eiigjit In addition, preventive health screens
and anticipatory guidance given as part of roupnnary care helps to promote early diagnosis ag@tinent, healthy lifestyles and wellness.

A premise of the Oregon Health Plan (OHP) is toease access to preventive and primary healthtlwaregh routine health care visits. OHP also
reduces unnecessary and more expensive healtimaarshospital or emergency room setting. Roupinary and specialist care are most
effectively and appropriately delivered in a clioicoffice rather than an emergency room.

The Division of Medical Assistance Programs (DMAIR)¢ollaboration with DHS’s Office of Minority Héth federal CHCS is developing
strategies for reducing health care disparitiekithng contracted targets and incentives for OHRagad care organizations. DMAP provides an
increasing number of educational materials in laggs in addition to English.

2. ABOUT THE TARGETS

DMAP chose targets that gradually increase. Thiasuee is unique to the Oregon Health Plan, thezefois not known how fast the measure will
change and if or when the measure will plateau.f@fierable direction for this measure is high.

3. HOW WE ARE DOING

In 2007, the rates for African Americans, Asian &attific Islanders, and Hispanics increased by adwoel percentage point while the rate for
Native Americans decreased by a little more thparaentage point while the rate for whites remasteddy compared to 2006 rates. All
race/ethnic category rates were less than onemagepoint below their 2007 targets except forHigpanics category was less than a
percentage point above its target. Since 20023lfwace/ethnic categories, the general trend slaofasorable increase in the proportion of OHP
clients who receive routine health care servicemmR2002 to 2007, all categories have increases rat

4. HOW WE COMPARE

There are no public or private industry standandsompare to this performance measure. This measpagates KPM #29 into five racial/ethnic
categories combining adults and children.

This measure was designed to measure DMAP’s peaiacendelivering routine care to clients on OHP. Q¥R uniquely crafted to deliver
routine health services as the key part of Oregbl@dicaid program. Typically, the certification jmef for OHP is six months. This measure was
designed to include clients who have been enrédtledix months or more within a seventeen-monthoglerThe proportion of these clients who
have at least one routine health care service &sured.
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5. FACTORS AFFECTING RESULTS

Increasing the proportion of clients enrolled inmaged care and having a medical home facilitaissiibasure. Another facilitator is the number of
clients whose medical home is a Federally Qualifiedlth Clinic or a Rural Health Clinic, as the$iaics have a high level of cultural competence.
Barriers are health care providers that do not@ddedicaid clients due to low reimbursement ra@s.clients, common barriers include
transportation and child care issues and perh&skaf understanding among some clients that meutiealth visits are necessary and important.

6. WHAT NEEDS TO BE DONE

DMAP will continue to collaborate with communityliplic health, and federal partners on initiatived grojects that focus on reducing health care
disparities. DMAP continues to provide an incregsinmber of educational materials in languagesiditan to English.

7. ABOUT THE DATA

Reporting cycle — calendar year. This measure wagded to include clients who have been enrotbedik months or more within a
seventeen-month period. So for example, for measemeyear 2007, clients must be on OHP for at le@agnonths between August 1, 2006 and
December 31, 2007. This strengthens the data bygt@thkto account the typical OHP six-month certfion cycle and including the many clients
who began their OHP enrollment at the end of tlae hefore the next measurement year and contimédenrollment into the measurement year.
Race/ethnicity is self-reported by the client gyarted by their caseworker. A client may be in antg of the five racial/ethnic categories (African
American, Native American, Asian American and Readglander, Hispanic, or white) to be countedhis tmeasure. In 2007, there was a change in
the data system to meet the federal requirementpofting race and ethnicity separately. The aategf Hispanic became an ethnicity that can
overlay any of the other races. This change reguitenost Hispanics choosing the other/unknowngmatefor race. As a result, for this report, the
Hispanic and other/unknown categories were combiAedeakness of this measure is that it was nagded to compare managed care plans to
each other and to clients in the fee-for-servidevelgy system. This measure is available by county.
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KPM #30c

RACIAL/ETHNIC VARIATION OF ROUTINE HEALTH CARE PRO\DED TO OHP CLIENTS — The proportion of
Oregon Health Plan (OHP) clients provided routieealtih care services annually: Asian/Pacific Islasde

2002

Goal

People are healthy

Oregon Context | Health Care Access and Racial /ethnic Health StafDslS High Level Outcomes

Data Source

Oregon MMIS (Medicaid Management Information System

Owner

Division of Medical Assistance Programs, Susan AB8-945-5958
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1. OUR STRATEGY

Reducing health disparities is a priority of Oregddepartment of Human Services. This measure exasraccess to routine care by racial/ethnic

groups.

People who have access to and utilize routineltare improved health outcomes; and health careligeded in a more cost-effective manner.
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Accessing routine care allows diseases to be dssghand treated before becoming serious and @eiigjit In addition, preventive health screens
and anticipatory guidance given as part of roupnnary care helps to promote early diagnosis ag@tinent, healthy lifestyles and wellness.

A premise of the Oregon Health Plan (OHP) is toease access to preventive and primary healthtlwaregh routine health care visits. OHP also
reduces unnecessary and more expensive healtimaarshospital or emergency room setting. Roupinary and specialist care are most
effectively and appropriately delivered in a clioicoffice rather than an emergency room.

The Division of Medical Assistance Programs (DMAIR)¢ollaboration with DHS’s Office of Minority Héth federal CHCS is developing
strategies for reducing health care disparitiekithng contracted targets and incentives for OHRagad care organizations. DMAP provides an
increasing number of educational materials in laggs in addition to English.

2. ABOUT THE TARGETS

DMAP chose targets that gradually increase. Thiasuee is unique to the Oregon Health Plan, thezefois not known how fast the measure will
change and if or when the measure will plateau.f@fierable direction for this measure is high.

3. HOW WE ARE DOING

In 2007, the rates for African Americans, Asian &attific Islanders, and Hispanics increased by adwoel percentage point while the rate for
Native Americans decreased by a little more thparaentage point while the rate for whites remasteddy compared to 2006 rates. All
race/ethnic category rates were less than onemagepoint below their 2007 targets except forHigpanics category was less than a
percentage point above its target. Since 20023lfwace/ethnic categories, the general trend slaofasorable increase in the proportion of OHP
clients who receive routine health care servicemmR2002 to 2007, all categories have increases rat

4. HOW WE COMPARE

There are no public or private industry standandsompare to this performance measure. This measpagates KPM #29 into five racial/ethnic
categories combining adults and children.

This measure was designed to measure DMAP’s peaiacendelivering routine care to clients on OHP. Q¥R uniquely crafted to deliver
routine health services as the key part of Oregbl@dicaid program. Typically, the certification jmef for OHP is six months. This measure was
designed to include clients who have been enrédtledix months or more within a seventeen-monthoglerThe proportion of these clients who
have at least one routine health care service &sured.
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5. FACTORS AFFECTING RESULTS

Increasing the proportion of clients enrolled inmaged care and having a medical home facilitaissiibasure. Another facilitator is the number of
clients whose medical home is a Federally Qualifiedlth Clinic or a Rural Health Clinic, as the$iaics have a high level of cultural competence.
Barriers are health care providers that do not@ddedicaid clients due to low reimbursement ra@s.clients, common barriers include
transportation and child care issues and perh&skaf understanding among some clients that meutiealth visits are necessary and important.

6. WHAT NEEDS TO BE DONE

DMAP will continue to collaborate with communityliplic health, and federal partners on initiatived grojects that focus on reducing health care
disparities. DMAP continues to provide an incregsinmber of educational materials in languagesiditan to English.

7. ABOUT THE DATA

Reporting cycle — calendar year. This measure wagded to include clients who have been enrotbedik months or more within a
seventeen-month period. So for example, for measemeyear 2007, clients must be on OHP for at le@agnonths between August 1, 2006 and
December 31, 2007. This strengthens the data bygt@thkto account the typical OHP six-month certfion cycle and including the many clients
who began their OHP enrollment at the end of tlae hefore the next measurement year and contimédenrollment into the measurement year.
Race/ethnicity is self-reported by the client gyarted by their caseworker. A client may be in antg of the five racial/ethnic categories (African
American, Native American, Asian American and Readglander, Hispanic, or white) to be countedhis tmeasure. In 2007, there was a change in
the data system to meet the federal requirementpofting race and ethnicity separately. The aategf Hispanic became an ethnicity that can
overlay any of the other races. This change reguitenost Hispanics choosing the other/unknowngmatefor race. As a result, for this report, the
Hispanic and other/unknown categories were combiAedeakness of this measure is that it was nagded to compare managed care plans to
each other and to clients in the fee-for-servidevelgy system. This measure is available by county.
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KPM #30d

RACIAL/ETHNIC VARIATION OF ROUTINE HEALTH CARE PROWDED TO OHP CLIENTS — The proportion of
Oregon Health Plan (OHP) clients provided routiealth care services annually: d) Hispanic.

2002

Goal

People are healthy

Oregon Context | Health Care Access and Racial /ethnic Health StafDslS High Level Outcomes

Data Source

Oregon MMIS (Medicaid Management Information System

Owner

Division of Medical Assistance Programs, Susan AB8-945-5958
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1. OUR STRATEGY

Reducing health disparities is a priority of Oregddepartment of Human Services. This measure exasraccess to routine care by racial/ethnic

groups.
People who have access to and utilize routineltare improved health outcomes; and health careligeded in a more cost-effective manner.
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Accessing routine care allows diseases to be dssghand treated before becoming serious and @eiigjit In addition, preventive health screens
and anticipatory guidance given as part of roupnnary care helps to promote early diagnosis ag@tinent, healthy lifestyles and wellness.

A premise of the Oregon Health Plan (OHP) is toease access to preventive and primary healthtlwaregh routine health care visits. OHP also
reduces unnecessary and more expensive healtimaarshospital or emergency room setting. Roupinary and specialist care are most
effectively and appropriately delivered in a clioicoffice rather than an emergency room.

The Division of Medical Assistance Programs (DMAIR)¢ollaboration with DHS’s Office of Minority Héth federal CHCS is developing
strategies for reducing health care disparitiekithng contracted targets and incentives for OHRagad care organizations. DMAP provides an
increasing number of educational materials in laggs in addition to English.

2. ABOUT THE TARGETS

DMAP chose targets that gradually increase. Thiasuee is unique to the Oregon Health Plan, thezefois not known how fast the measure will
change and if or when the measure will plateau.f@fierable direction for this measure is high.

3. HOW WE ARE DOING

In 2007, the rates for African Americans, Asian &attific Islanders, and Hispanics increased by adwoel percentage point while the rate for
Native Americans decreased by a little more thparaentage point while the rate for whites remasteddy compared to 2006 rates. All
race/ethnic category rates were less than onemagepoint below their 2007 targets except forHigpanics category was less than a
percentage point above its target. Since 20023lfwace/ethnic categories, the general trend slaofasorable increase in the proportion of OHP
clients who receive routine health care servicemmR2002 to 2007, all categories have increases rat

4. HOW WE COMPARE

There are no public or private industry standandsompare to this performance measure. This measpagates KPM #29 into five racial/ethnic
categories combining adults and children.

This measure was designed to measure DMAP’s peaiacendelivering routine care to clients on OHP. Q¥R uniquely crafted to deliver
routine health services as the key part of Oregbl@dicaid program. Typically, the certification jmef for OHP is six months. This measure was
designed to include clients who have been enrédtledix months or more within a seventeen-monthoglerThe proportion of these clients who
have at least one routine health care service &sured.

2/4/2009 Page 133 of 148



HUMAN SERVICES, DEPARTMENT of Il. KEY MEASURE ANALYSIS

5. FACTORS AFFECTING RESULTS

Increasing the proportion of clients enrolled inmaged care and having a medical home facilitaissiibasure. Another facilitator is the number of
clients whose medical home is a Federally Qualifiedlth Clinic or a Rural Health Clinic, as the$iaics have a high level of cultural competence.
Barriers are health care providers that do not@ddedicaid clients due to low reimbursement ra@s.clients, common barriers include
transportation and child care issues and perh&skaf understanding among some clients that meutiealth visits are necessary and important.

6. WHAT NEEDS TO BE DONE

DMAP will continue to collaborate with communityliplic health, and federal partners on initiatived grojects that focus on reducing health care
disparities. DMAP continues to provide an incregsinmber of educational materials in languagesiditan to English.

7. ABOUT THE DATA

Reporting cycle — calendar year. This measure wagded to include clients who have been enrotbedik months or more within a
seventeen-month period. So for example, for measemeyear 2007, clients must be on OHP for at le@agnonths between August 1, 2006 and
December 31, 2007. This strengthens the data bygt@thkto account the typical OHP six-month certfion cycle and including the many clients
who began their OHP enrollment at the end of tlae hefore the next measurement year and contimédenrollment into the measurement year.
Race/ethnicity is self-reported by the client gyarted by their caseworker. A client may be in antg of the five racial/ethnic categories (African
American, Native American, Asian American and Readglander, Hispanic, or white) to be countedhis tmeasure. In 2007, there was a change in
the data system to meet the federal requirementpofting race and ethnicity separately. The aategf Hispanic became an ethnicity that can
overlay any of the other races. This change reguitenost Hispanics choosing the other/unknowngmatefor race. As a result, for this report, the
Hispanic and other/unknown categories were combiAedeakness of this measure is that it was nagded to compare managed care plans to
each other and to clients in the fee-for-servidevelgy system. This measure is available by county.
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KPM #30e

RACIAL/ETHNIC VARIATION OF ROUTINE HEALTH CARE PROWDED TO OHP CLIENTS — The proportion of
Oregon Health Plan (OHP) clients provided routieealth care services annually: White.

2002

Goal

People are healthy

Oregon Context | Health Care Access and Racial /ethnic Health StafDslS High Level Outcomes

Data Source

Oregon MMIS (Medicaid Management Information System

Owner

Division of Medical Assistance Programs, Susan AB8-945-5958
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1. OUR STRATEGY

Reducing health disparities is a priority of Oregddepartment of Human Services. This measure exasraccess to routine care by racial/ethnic

groups.

People who have access to and utilize routineltare improved health outcomes; and health careligeded in a more cost-effective manner.
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Accessing routine care allows diseases to be dssghand treated before becoming serious and @eiigjit In addition, preventive health screens
and anticipatory guidance given as part of roupnnary care helps to promote early diagnosis ag@tinent, healthy lifestyles and wellness.

A premise of the Oregon Health Plan (OHP) is toease access to preventive and primary healthtlwaregh routine health care visits. OHP also
reduces unnecessary and more expensive healtimaarshospital or emergency room setting. Roupinary and specialist care are most
effectively and appropriately delivered in a clioicoffice rather than an emergency room.

The Division of Medical Assistance Programs (DMAIR)¢ollaboration with DHS’s Office of Minority Héth federal CHCS is developing
strategies for reducing health care disparitiekithng contracted targets and incentives for OHRagad care organizations. DMAP provides an
increasing number of educational materials in laggs in addition to English.

2. ABOUT THE TARGETS

DMAP chose targets that gradually increase. Thiasuee is unique to the Oregon Health Plan, thezefois not known how fast the measure will
change and if or when the measure will plateau.f@fierable direction for this measure is high.

3. HOW WE ARE DOING

In 2007, the rates for African Americans, Asian &attific Islanders, and Hispanics increased by adwoel percentage point while the rate for
Native Americans decreased by a little more thparaentage point while the rate for whites remasteddy compared to 2006 rates. All
race/ethnic category rates were less than onemagepoint below their 2007 targets except forHigpanics category was less than a
percentage point above its target. Since 20023lfwace/ethnic categories, the general trend slaofasorable increase in the proportion of OHP
clients who receive routine health care servicemmR2002 to 2007, all categories have increases rat

4. HOW WE COMPARE

There are no public or private industry standandsompare to this performance measure. This measpagates KPM #29 into five racial/ethnic
categories combining adults and children.

This measure was designed to measure DMAP’s peaiacendelivering routine care to clients on OHP. Q¥R uniquely crafted to deliver
routine health services as the key part of Oregbl@dicaid program. Typically, the certification jmef for OHP is six months. This measure was
designed to include clients who have been enrédtledix months or more within a seventeen-monthoglerThe proportion of these clients who
have at least one routine health care service &sured.
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5. FACTORS AFFECTING RESULTS

Increasing the proportion of clients enrolled inmaged care and having a medical home facilitaissiibasure. Another facilitator is the number of
clients whose medical home is a Federally Qualifiedlth Clinic or a Rural Health Clinic, as the$iaics have a high level of cultural competence.
Barriers are health care providers that do not@ddedicaid clients due to low reimbursement ra@s.clients, common barriers include
transportation and child care issues and perh&skaf understanding among some clients that meutiealth visits are necessary and important.

6. WHAT NEEDS TO BE DONE

DMAP will continue to collaborate with communityliplic health, and federal partners on initiatived grojects that focus on reducing health care
disparities. DMAP continues to provide an incregsinmber of educational materials in languagesiditan to English.

7. ABOUT THE DATA

Reporting cycle — calendar year. This measure wagded to include clients who have been enrotbedik months or more within a
seventeen-month period. So for example, for measemeyear 2007, clients must be on OHP for at le@agnonths between August 1, 2006 and
December 31, 2007. This strengthens the data bygt@thkto account the typical OHP six-month certfion cycle and including the many clients
who began their OHP enrollment at the end of tlae hefore the next measurement year and contimédenrollment into the measurement year.
Race/ethnicity is self-reported by the client gyarted by their caseworker. A client may be in antg of the five racial/ethnic categories (African
American, Native American, Asian American and Readglander, Hispanic, or white) to be countedhis tmeasure. In 2007, there was a change in
the data system to meet the federal requirementpofting race and ethnicity separately. The aategf Hispanic became an ethnicity that can
overlay any of the other races. This change reguitenost Hispanics choosing the other/unknowngmatefor race. As a result, for this report, the
Hispanic and other/unknown categories were combiAedeakness of this measure is that it was nagded to compare managed care plans to
each other and to clients in the fee-for-servidevelgy system. This measure is available by county.
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KPM#31 | SAFETY NET CLINIC USE — The percentage of uninsu@régonians served by safety net clinics. 2002

Goal People are healthy

Oregon Context | Health care access

Data Source Oregon Primary Care Association, Oregon Populatiorvey and Portland State University

Owner Public Health Division, Office of Community Healéimd Health Systems, Health Systems Planning, dubeiimann 971-673-1267
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1. OUR STRATEGY

Safety Net clinics provide health care to Mediadidnts, Medicare, and uninsured clients. Thislieen a critical role as the Oregon Health Plan
(OHP) has shrunk and the number of uninsured ltasased. Health Systems Planning (HSP) monitoisypiohplications and staffs the Safety
Net Advisory Council. HSP determines health pratesa shortage areas and areas of unmet need aqesrteat information available to
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communities. HSP provides technical assistancernmunities and sites interested in establishingxpanding sites. HSP assists communities with
workforce needs in underserved areas of the state.

2. ABOUT THE TARGETS

We originally assumed that using percentages afsumed served would quantify the work of the safettyand that increasing percentages would
further indicate both the needs of the uninsuretitha role of the safety net. However with the diisting size of OHP enrollment and the
increasing number of uninsured the OHP percentaged by the safety net declined even though inlatssnumbers the safety continued to see
more and more uninsured in addition to the Medieaid Medicare clients in their patient load. In @0he safety net served over 80,000
uninsured Oregonians. By 2006 that number had tsener 105,000. In 2007 the number rose to 12,08e targets for 07, 08, and 09
assumed that additional children and perhaps sdulésavould be covered through the implementatioHealthy Kids and therefore the
percentage of uninsured Oregonians served by tagy seet will decline although actual numbers sdrw®uld have remained high because the
safety net would continue to serve many OHP patiantong the newly covered. Of course the Healtlig Kieasure did not pass and we will not
see significant numbers of children added to tae pt 08. However with the SB 329 planning proeesterway and with likely recommendations
to the 09 legislature there is a fair chance tQdttenal children if not some adults will be cogdrin 09 and with higher numbers in 2010. Because
the recommendations have not yet been finalizeddifficult at this stage to reassess targetsythay still be accurate depending on legislative
action in the next session.

3. HOW WE ARE DOING

Because the total number of uninsured personsasties only available every two years we are iiidé &0 comment on 2007 except to mention
the increase in absolute numbers served noted §baved00). Thus we are only able to provide thedyams for the previous report.

Percentages served by the safety net have remhaigiedince 2000 reflecting an economic downturmedevel of recovery between 2002 and
2005 and then a subsequent increase in the pegeent2005 with an even greater increase in 200@ing the safety percentage back to
numbers more like those of 2000. SB 329 was apprbyehe legislature and its future implementatizay also have some significant impact on
the number of uninsured Oregonians and the pemesirved by the safety net as noted above. Tipacimvould not likely be visible until 2009

or after. This is, of course, barring another dawmin the economy. If we assume that the purpbfieecsafety net is to enable the state to provide
care to a significant number of uninsured whatéverbarriers they face then we would have to asshatéhe safety net is doing its job. This is
especially true when we consider that safety netigers also serve Medicaid and Medicare patiemtisagie part of the capacity equation for

these populations. Of some concern from a policggeetive is the fact that the safety net has sen@easing numbers of uninsured without
corresponding increases in revenue. We are alseedivat there are capacity needs in the curreniddezland Medicaid programs and that
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capacity will be strained as baby boomers retite lkely shortage of providers will have a sigerdint impact on the safety net unless it is

addressed.

4. HOW WE COMPARE

We don’t have other comparisons we can make in@regd comparative data are not currently availdslether states, although we believe

safety net roles and dynamics are similar.

5. FACTORS AFFECTING RESULTS

Factors have been noted above in #2 and #3.

6. WHAT NEEDS TO BE DONE

SB 329 passed in the recent session provides artopfiy to develop a roadmap to covering most Onggns. The DHS director, OHPR

director, and the new Health Fund Director, andé¢leslature will be key to facilitating the devploent and implementation of that roadmap.
Understanding the shifting payer source for safetyproviders will be important to understanding tble the safety net can and should play in an
environment where many more people are coveretialniight we will need to especially understanel telative proportions of uninsured,
Medicaid, and Medicare served by the safety netlibdéee access is increasingly problematic in OregguhFully Capitated Health Plans

(FCHPs) depend to a good extent on the safetysneaid of their panel to assure access. Work ieotly being done within the SB 329 process
to consider the evolving role of the safety nethie context of delivery system redesign. Workfalertages will also play a part in understanding
both the contribution of the safety net and thdlehges its faces. It is important to understarartiie the safety net plays as a part of totaltheal
system capacity to provide care to both those wharninsured (assuming there will always be somd)taose who are covered by Medicare or
Medicaid. Targets will need to be reassessed bas€8 legislative action regarding SB 329 OHFB receendations.

7. ABOUT THE DATA

This measure is calculated from three data soulidesOregon Primary Care Association, Uniform Csyatem (number of uninsured served by
FQHC clinics), the Oregon Population Survey (tot@hsured rates), and Portland State UniversitpuRdion Research Center (population
estimates). All data are reported by calendar greept the population estimates, which represemtlayear average. The formula used is:

(# uninsured served by FQHC clinics) / (% uningurethe population) * (total population))
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The Uniform Data System (UDS) collects data ortlatics in the U.S. receiving federal funds throwsgittion 330 of the Public Health Service
(PHS) Act and administered by the Health ResoumoésServices Administration’s (HRSA) Bureau of RargnHealth Care (BPHC). These
clinics are known as Federally Qualified Health een (FQHC'’s). The Oregon Primary Care AssociafioRCA) provides annual calendar year
figures of the total number of uninsured persorn®@iniagon served by these clinics. For more inforamasibout the UDS see
http://bphc.hrsa.gov/uds/. In the calculation af theasure FQHC's are used as a proxy for theeesdifiety-net clinic system in Oregon. However,
this undercounts the number of people served bgdfety-net because it does not include some btpes of safety-net clinics such as:
community sponsored clinics, Indian/Tribal clinicstal health clinics, and school based healthezentinfortunately, a comparable data system
does not exist for these other types of clinics.

Previously, the values for years 2000 to 2004 ipoated an estimate of the number of uninsuredpsrserved by non-Federally Qualified

Health Centers (FQHCs) safety net clinics as wetha number served by FQHC clinics from the Unif@ata System (UDS). FQHCs serve the
largest number of both Medicaid and uninsured Icdatety net entities and have the most robustrtegpsystem as a federal requirement. Both
figures were provided by the Oregon Primary Carso&gtion (OPCA). However, the non-FQHC componest ot actually been calculated

since 2001 and the calculation is not replicableabse other safety net clinics (ex. School Basadth€enters, Rural Health Clinics) do not have
a data system similar to the UDS. Because thelardyn available data is from the Uniform Data Systelinics included in that database must be
proxies for all safety net clinics in Oregon. Thethodological change has resulted in a decreabe iestimate of safety net coverage. However,
this new method will continue to be replicablehie future because the data source used is webitssiad and reliable.

The Population Research Center at Portland Stateetsity publishes annual estimates of the tot&agon population based on births, deaths and
migration on their website at: http://www.pdx.edw/p These estimates are widely used by the statéogal governments, various organizations
and agencies for revenue sharing, funds allocadind planning purposes.

The Oregon Population Survey (OPS) is a biennzéstide telephone survey of Oregon households. @athe percent of Oregonians who are
uninsured are derived from survey questions, wasthif the household member has any kind of health coverage (including Medicare,
Medicaid, Oregon Health Plan, CareOregon or theam#iealth Service). OPS data are available onthneugh the Oregon Office of Economic
Analysis (http://www.oea.das.state.or.us/DAS/OEALavey.shtml). Because the survey is only conducieven years, estimates of uninsured
rates for odd years are calculated by interpolabetgveen the even years.
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KPM #32 | MENTAL HEALTH CLIENT LEVEL OF FUNCTIONING — The parentage of mental health clients who maintain or 2002
improve level of functioning following treatment.

Goal People are healthy

Oregon Context | Mental health consumer activities

Data Source Addictions and Mental Health Division, Client PreséMonitoring System database
Owner Addictions and Mental Health Division, Program Arsa¢ &amp; Evaluation Unit Contact: Jon Collins 388 6429
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1. OUR STRATEGY

To deliver services that promote recovery.
2. ABOUT THE TARGETS
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The higher the rate the better.

3. HOW WE ARE DOING

It appears that many people are benefiting fromtatdrealth services. One concern is that this nreasunot sensitive enough to truly assess
improvement.

4. HOW WE COMPARE

We don’t have any national data to compare.

5. FACTORS AFFECTING RESULTS

The tool used to measure level of functioning ispasticularly sensitive. Addictions and Mental Hedivision (AMH) is exploring the use of an
alternative means to assess this measure.

6. WHAT NEEDS TO BE DONE

AMH will continue quality improvement efforts anket encouragement of the use of evidence-basedgasct

7. ABOUT THE DATA

Reporting cycle — calendar year. Data is extrafttad AMH’s Client Process Monitoring System (CPM&hich tracks all publicly funded
substance abuse treatment services. AMH produpestseon this data regularly and travels to diffiéi@reas of the state to insure through training
that appropriate/accurate data is submitted tCtPBIS.
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KPM #33

CUSTOMER SERVICE - Percentage of customers ratieg satisfaction with DHS above average or exoglleverall,
timeliness, accuracy, helpfulness, expertise, alvgity of information.

2005

Goal

People are independent, self-sufficient, safe &amegjthy.

Oregon Context | DHS Mission — Assisting people to become independeralthy and safe.

Data Source

Consumer Assessment of Health Plans Survey (CAHPS)

Owner

Administrative Services Division, Cathy lles, 508595855
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1. OUR STRATEGY

We continue to improve the methodology for gathgedgastomer feedback, with our initial focus on migereceiving direct services from DHS.

2. ABOUT THE TARGETS

The 2008 and 2009 targets were set by LFO, basedio2006 results. Our methodology has varied yr&am year to year making it very
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difficult to develop meaningful targets.
. HOW WE ARE DOING

This is our third year reporting on customer sexvi€ach year we’ve used a different methodologretiore it's impossible to determine whether
or not we're seeing an improvement in the serviegwovide to clients.

. HOW WE COMPARE

At this time, we are unable to compare our redaltsther agencies, organizations or jurisdictidie. can’t compre our results from year to year
because of the changes in methodology.

. FACTORS AFFECTING RESULTS

We continue to focus on identifying a repeatable @onsistent methodology for gathering custometttiaek in a meaningful way. The results of
each survey are analyzed and shared with the reapecogram managers and staff for the purposesmtinuous improvement. However, it
remains a challenge to conduct a survey that pesvishough meaningful data for managers and deaisaders without overwhelming our
customers with long surveys and risk a negativearhpn response rates.

. WHAT NEEDS TO BE DONE

We will continue to look at viable ways to gatheedlback from our customers — not just an annuakgubut also more rapid cycle feedback to
facilitate continuous improvement.

. ABOUT THE DATA

Reporting cycle - fiscal year.

The 2007 results are from the Consumer Assessmeétgadth Plans Survey (CAHPS). It was administeredugh the Division of Medical
Assistance Programs (DMAP) over a 10-week pericttdler — December 2007) using a mixed-mode (madilttalephone) five-wave protocol.
This protocol consisted of a pre-notification let@n initial survey mailing and reminder postcer@ll respondents, followed by a second survey
mailing and reminder postcard to non-respondertsn® follow-up was conducted for members who hdadegponded to the mailings.
Respondents were surveyed in English and Spanish.

The sampling plan for the adult and child survegited for a random sample of 900 eligible membersgtan in each age group. To be eligible,
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members had to have been enrolled in Oregon HB&tifor at least six months as of December 316 200e final selected sample consisted of
13,962 adult OHP enrollees and 13,747 child OHBIes.
For the customer service questions, we receiverbappately 10,600 responses.
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Agency Mission: Assisting people to become independent, healthysafed

Contact: Cathy lles, Administrative Services Division Contact Phone:  503-945-5855

Alternate: Pam McVay, Finance and Policy Analysis Alternate Phone: 503-945-5930

The following questions indicate how performance nesures and data are used for management and accoability purposes.

1. INCLUSIVITY * staff : Staff are involved in the identifiation and refinemt of Key Performance Measures. Feedback is sought
to validate the measures.

Over the next biennium, staff will become more ireal in identifying, tracking and using performamoetrics to
make improvements to the work we do. These methosild ultimately link to our KPMs or other high#&
measures and inform us of our progress.

* Elected Officials: Elected officials provide input to the agency KPMsgets and strategies.

* Stakeholders: Customer feedback is gathered to help guide stemtégr effective service delivery. Efforts are
currently underway to collect more consistent aménmngful customer input and to achieve more inctusf
key stakeholder groups.

* Citizens: Community forums related to budget development@ratity-setting is a way to identify and validate
priorities, expectations and performance areas.

2 MANAGING FOR RESULTS As a result of the Transformation Initiative, thesen emphasis on gathering, tracking, reportird)@sing
metrics to assure we are continuously improvingthatiwe're sustaining those improvements.

Key Performance Measures provide a high-level péctidi our results, but the underlying metrics, mahwhich
will be identified through rapid process improvermewents (RPI's) will provide us with a more meghith and
actionable management tool.

3 STAFF TRAINING The Lean Leader training, which is a large compboéthe Transformation Initiative contains a masglabout
metrics. As a result, Lean Leaders as well as 8tedtighout the organization, are being exposed to
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performance measures and the value of using tbemattion to ensure we are seeing improvements.Ufixec
Management will also receive training in fall 2008.

Over the course of the Transformation Initiativel éeyond, metrics will continue to be emphasizetirmade
more visible at all levels of the organization.

4 COMMUNICATING RESULTS * Staff : The annual performance report is posted onlineusied for information sharing.

One goal of the Transformation Initiative is to raalata and metrics more visible at all levels efdhganization.
Visual display boards will provide more immediagedback to staff about the results we are achieving

* Elected Officials: The annual performance report is posted onlineir@eidded in the agency request document
for purposes of sharing performance results, shgpaatountability, and informing the budget develepin
process.

* Stakeholders: The annual performance report is posted onlineusied for information sharing.

* Citizens: The annual performance report is posted onlineusied for information sharing.
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