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DRAFT Dispute Resolution – This outline does not represent any decisions or recommendations of the 

Oregon Health Authority or the Oregon Health Policy Board.  It has been prepared for discussion 

purposes. 

 

1/17/12 DRAFT 4 

1. Whether participation in the CCO contract imposes demands on the 

HCE that the HCE cannot reasonably meet without significant negative 

impact on HCE costs, or HCE obligations or structure, in the context of 

the proposed reimbursement arrangement or other CCO requirements, 

including but not limited to use of electronic health records, service 

delivery requirements, or quality or performance requirements. 

2. Whether refusal to contract by the HCE impacts access to covered 

services in the community that should be provided by the CCO.  This 

factor alone should not be used to find a refusal to contract 

unreasonable, but it is recognized that HCEs and CCOs should be 

encouraged to make a good faith effort to work out differences in order 

to achieve beneficial community objectives and the policy objectives of 

HB 3650 

3. Whether the HCE has entered into a binding obligation to participate in 

the network of a different CCO, and that HCE participation significantly 

reduces HCE capacity to participate in the Applicant’s CCO. 

 

4. Arbitrator  determination and final opportunity to settle:  

a. The arbitrator must evaluate the final offers/statement of refusal to contract and the 

advocacy briefs from each party and issue a determination within 15 calendar days of 

the receipt of the parties’ arguments about whether the refusal to contract is 

reasonable or unreasonable.  (15 calendar days) 

b. The arbitrator’s determination will be provided to the parties and not disclosed publicly 

to the OHA for a period of 10 calendar days, to allow the parties an opportunity to 

resolve the contract issue themselves. (10 calendar days) 

c. If the parties have not voluntarily reached an agreement regarding contract terms after 

the 10 day period, the arbitrator’s decision must be released to the OHA.  Once released 

to OHA, the arbitrator’s decision will be a public record, subject to protection of trade 

secret information if identified by one of the parties prior to submission to OHA.  (Total 

time = 60 calendar days)    
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This document reflects the statement of work and certification criteria for Coordinated Care Organizations (CCOs) that will contract with OHA under HB 3650 

and has been developed through the work of the Oregon Health Policy Board and  its four work groups, a series of eight community meetings around the state, 

public comment at the monthly Oregon Health Policy Board meetings, and comment from the legislature.  This is a working document and is for discussion 

purposes only. 

 

Criteria From HB 3650  OHPB Baseline Expectations OHPB Transformational Expectations 

Governance Structure: 

Each CCO has a governance structure that 

includes:  

• a majority interest consisting of the persons 

that share the financial risk of the 

organization  

• the major components of the health care 

delivery system, and  

• the community at large, to ensure that the 

organization's decision‐making is consistent 

with the values of the members of the 

community  

CCO will clearly articulate: 

• how it will meet governance structure criteria from 

HB 3650; 

• how the governing board makeup reflects  

community needs and supports the goals of health care 

transformation;  

• what criteria will be/were used to select for 

governing members; 

• how it will assure transparency in governance. 

NA 

Community Advisory Council: 

Each CCO convenes a community advisory council 

(CAC) that includes representatives of the 

community and of county government, but with 

consumers making up the majority of the 

membership and that meets regularly to ensure 

that the health care needs of the consumers and 

the community are being met  

• A member of the CAC must sit on the governing 

board to ensure accountability for the governing board’s 

consideration of CAC policy recommendations. 

 

Dental Care Organizations: 

On or before 7/1/14, each CCO will have a formal 

contractual relationship with any DCO in its 

service area.  

• CCO adheres to HB 3650 requirements regarding 

DCOs. 

 

• CCO enters into shared financial 

accountability arrangement with DCOs 

before 2014, to encourage aligned 

financial incentives for cost-effectiveness 

and discourage cost shifting. 
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Criteria From HB 3650  OHPB Baseline Expectations OHPB Transformational Expectations 

Partnerships: 

CCOs shall have agreements in place with publicly 

funded providers to allow payment for point of 

contact services including immunizations, 

sexually transmitted diseases and other 

communicable diseases, family planning, and 

HIV/AIDS prevention services.  Additionally, a 

CCO is required to have a written agreement with 

the local mental health authority in the area 

served by the coordinated care organization, 

unless cause can be shown why such an 

agreement is not feasible under criteria 

established by the Oregon Health Authority. 

• OHA to review CCO applications to ensure that statutory 

requirements regarding county agreements are met. 

 

Person‐centered Care: 

Each member receives integrated 

person‐centered care and services designed to 

provide choice, independence and dignity.  

• CCO describes how it will use PCPCH capacity to 

deliver person-centered care per HB 3650 and ensure 

members are fully informed partners in transitioning to 

this model of care. 

 

Safeguards for Members: 

OHA shall adopt rules for member safeguards 

including: protections against underutilization of 

services and inappropriate denials; access to 

qualified advocates; education and engagement 

to help members be active partners in their own 

care.  

• CCO adheres to HB 3650 requirements regarding 

member safeguards, including access to qualified peer 

wellness specialists where appropriate, personal health 

navigators, and qualified community health workers, 

and to applicable Medicare and Medicaid regulations 

not waived.  

• CCOs will describe planned or established 

mechanisms for a complaint/grievance and appeals 

resolution process, including how that process will be for 

communicated to members and providers. 
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Criteria From HB 3650  OHPB Baseline Expectations OHPB Transformational Expectations 

Patient Engagement: 

CCO operates in a manner that encourages 

patient engagement, activation, and 

accountability for the member’s own health.  

• CCO actively engages members in the design and, where 

applicable, implementation of their treatment and care 

plans 

• CCO ensures that member choices are reflected in the 

development of treatment plans and member dignity is 

respected.  

• CCO uses community input and the 

community needs assessment process to 

help determine the best methods for 

patient activation 

• CCO develops approaches to patient 

engagement and responsibility that 

account for the social determinants of 

health relevant to their members 

• CCO meaningfully engages the Community 

Advisory Council to monitor patient 

engagement and activation.  

 

Member Access and Provider Responsibilities: 

Members have access to a choice of providers 

within the CCO's network and providers in the 

network: 

• work together to develop best practices for 

care and service delivery to reduce waste and 

improve health and well‐being of members 

• are educated about the integrated approach 

and how to access and communicate with the 

integrated system about patient treatment 

plans and health history 

• emphasize prevention, healthy lifestyle choices, 

evidence‐based practices, shared 

decision‐making and communication 

• are permitted to participate in networks of 

multiple CCOs 

• include providers of specialty care 

CCO describes: 

• How it will work with their providers to develop the 

partnerships necessary to allow for access to and 

coordination with social and support services, including 

long-term care services and crisis management services. 

• How it will develop a tool for provider use to assist in 

the education of members about care coordination and 

the responsibilities of both parties in the process of 

communication. 

• How members will be informed about access to non-

traditional providers, if available through the CCO, 

including personal health navigators, peer wellness 

specialists where appropriate, and community health 

workers. 
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Criteria From HB 3650  OHPB Baseline Expectations OHPB Transformational Expectations 

• are selected by CCOs using universal application 

and credentialing procedures, objective quality 

information and removed if providers fail to 

meet objective quality standards 

• work together to develop best practices for 

culturally appropriate care and service delivery 

to reduce waste, reduce health disparities and 

improve health and well‐being of members  

Member and Care Team: 

Each member has a consistent and stable 

relationship with a care team that is responsible 

for providing preventive and primary care, and 

for comprehensive care management in all 

settings. 

• CCO demonstrates how it will support the flow of 

information, identify a lead provider or care team to 

confer with all providers responsible for a member’s 

care, and use a standardized patient follow-up approach. 

 

 

Holistic Care through Primary Care Homes: 

Supportive and therapeutic needs of each 

member are addressed in a holistic fashion, using 

patient‐centered primary care homes and 

individualized care plans to the extent feasible.  

• CCO adheres to HB 3650 requirements regarding 

individualized care plans, particularly for members with 

intensive care coordination needs. 

• Care plans reflect member or family/caregiver 

preferences and goals to ensure engagement and 

satisfaction.   

 

Transitional Care: 

Members receive comprehensive transitional 

care, including appropriate follow‐up, when 

entering or leaving an acute care facility or long 

term care setting  

• CCO demonstrates how it will incent and monitor 

improved transitions in care so that members receive 

comprehensive transitional care, as required by HB 

3650, and members’ experience of care and outcomes 

are improved. Coordinated care, particularly for 

transitions between hospitals and long-term care, is key 

to delivery system transformation. 

• CCOs should demonstrate how hospitals and specialty 

services will be accountable to achieve successful 

transitions of care and establish service agreements that 

include the role of patient-centered primary care homes. 

 

 



 APPENDIX D: Draft Matrix of Suggested CCO Criteria  

Based on OHPB Action Plan, OHPB and Work Group Discussions, and Public Input  

 

Oregon Health Authority Page 5 of 8 

 

Criteria From HB 3650  OHPB Baseline Expectations OHPB Transformational Expectations 

Navigating the System: 

Members receive assistance in navigating the 

health care delivery system and in accessing 

community and social support services and 

statewide resources, including through the use of 

certified health care interpreters, community 

health workers and personal health navigators 

who meet competency standards established by 

the Authority  

• CCO demonstrates how members will be informed 

about access to non-traditional providers, if available 

through the CCO, including personal health navigators, 

peer wellness specialists where appropriate, and 

community health workers.  

 

Accessibility: 

Services and supports are geographically located 

as close to where members reside as possible and 

are, if available, offered in non‐traditional 

settings that are accessible to families, diverse 

communities and underserved populations  

• CCO adheres to HB 3650 requirements for access to 

services and supports. 

 

High Need Members: 

Each CCO prioritizes working with members who 

have high health care needs, multiple chronic 

conditions, mental illness or chemical 

dependency and involves those members in 

accessing and managing appropriate preventive, 

health, remedial and supportive care and services 

to reduce the use of avoidable ED visits and 

hospital admissions  

• CCO uses individualized care plans to the extent feasible 

to address the supportive and therapeutic needs of each 

member, particularly those with intensive care 

coordination needs. Plans will reflect member or 

family/caregiver preferences and goals to ensure 

engagement and satisfaction.   

 

Learning Collaborative: 

Each CCO participates in the learning 

collaborative described in ORS 442.210  

• CCO adheres to HB 3650 requirements for participation 

in learning collaborative.  

 

Patient Centered Primary Care Homes: 

Each CCO shall implement, to the maximum 

extent feasible, patient‐centered primary care 

homes, including developing capacity for services 

in settings that are accessible to families, diverse 

• CCO adheres to HB 3650 requirements for patient-

centered primary care homes. 

• CCO demonstrates how the patient-centered primary 

care home delivery system elements will ensure that 

members receive integrated, person-centered care and 

• All members enrolled in a PCPCH, member 

experience of care exceeds benchmarks, 

PCPCH’s in advanced Tiers. 
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Criteria From HB 3650  OHPB Baseline Expectations OHPB Transformational Expectations 

communities and underserved populations. The 

CCO shall require its other health and services 

providers to communicate and coordinate care 

with patient‐centered primary care homes in a 

timely manner using health information 

technology.  

services, as described in the bill, and that members are 

fully informed partners in transitioning to this model of 

care. 

Health Equity: 

Health care services…focus on…improving health 

equity and reducing health disparities  

 

Ensuring health equity (including 

interpretation/cultural competence) and 

elimination of avoidable gaps in health care quality 

and outcomes, as measured by gender, race, 

ethnicity, language, disability, sexual orientation, 

age, mental health and addictions status, 

geography, and other cultural and socioeconomic 

factors. 

• CCO identifies health disparities associated with race, 

ethnicity, language, health literacy, age, disability, 

gender, sexual orientation, geography, or other factors 

through community needs assessment.  

• CCO collects or maintains race, ethnicity, and primary 

language for all members on an ongoing basis in 

accordance with standards jointly established by OHA 

and Oregon’s Department of Human Services.   

 

 

Alternative Payment Methodologies: 

OHA  encourage CCOs to use alternative payment 

methodologies that:  

• reimburse providers on the basis of health 

outcomes and quality measures instead of the 

volume of care 

• hold organizations and providers responsible 

for the efficient delivery of quality care 

• reward good performance 

• limit increases in medical costs 

• use payment structures that create incentives 

to promote prevention, provide 

person‐centered care, and reward 

comprehensive care coordination  

• CCO describes how it will use alternative payment 

methods alone or in combination with delivery system 

changes to achieve better care, controlled costs, and 

better health for members.  
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Criteria From HB 3650  OHPB Baseline Expectations OHPB Transformational Expectations 

Health Information Technology: 

Each CCO uses health information technology to 

link services and care providers across the 

continuum of care to the greatest extent 

practicable  

• CCO documents level of electronic health record 

adoption and health information exchange 

infrastructure and capacity for collecting and sharing 

patient information electronically, and develops a HIT 

improvement plan for meeting transformation 

expectations.  

• CCO participates in a Health Information Organization 

(HIO) or is registered with a statewide or local Direct-

enabled Health Information Service Provider 

• CCO providers have EHR/HIE capacity to 

send and receive patient information in 

real time, and CCOs have the analytic 

capacity to assess patient outcomes of 

care coordination. 

 

Outcome and Quality Measures: 

Each CCO reports on outcome and quality 

measures identified by the Authority under 

Section 10 and participates in the All Payer All 

Claims data reporting system  

• CCO reports and demonstrates an acceptable level of 

performance with respect to OHA-identified metrics. 

• CCO submits APAC data in a timely manner according to 

program specifications. 

• CCO demonstrates exceptional 

performance with respect to identified 

metrics. 

Transparency: 

CCO is transparent in reporting progress and 

outcomes.  

• CCO will clearly articulate how it will assure 

transparency in governance. 

• Financial, outcomes, quality and efficiency metrics will 

be transparent and publicly reported and available on 

the internet for each CCO. 

 

Best Practices: 

Each CCO uses best practices in the management 

of finances, contracts, claims processing, 

payment functions and provider networks.  

• CCO describes capacity and plans for ensuring best 

practices in areas identified by HB 3650. 

• CCO establishes a Clinical Advisory Panel (CAP) or uses 

other means to ensure clinical best practices. The CAP, if 

one is formed, should be represented on the CCO 

governing board, similar to the CAC.  

• CCO describes plans for: an internal quality 

improvement committee that develops and operates 

under an annual quality strategy and work plan with 

feedback loops; and an internal utilization review 

oversight committee that monitors utilization against 

practice guidelines and treatment planning 

protocols/policies. 

 



APPENDIX E - Overview of CCO eligible populations

Oregon Medicaid Caseload for Inclusion in Coordinated Care Organization (CCO) Global Budgets
Includes Managed Care and Fee For Service

Populations Included in CCO Global Budgets FCHP + PCO* FFS DCO FFS MHO FFS

OHP Plus (Categorical Pops)         362,182          287,049           75,132         320,790           41,392         314,177           48,005 

SCHIP (ages 0-18)           58,473            52,236             6,237           55,721             2,753           55,314             3,160 

OHP Standard (1115 Expansion Population)           46,206            38,471             7,735           42,084             4,122           42,058             4,148 

Fully Dual Eligible           58,675            33,967           24,709           52,080             6,595           50,532             8,143 

Subtotal         525,537          411,723         113,813         470,674           54,862         462,080           63,456 

To Be Decided

Citizen Alien Waived Emergent Medical - Prenatal             1,138                    -               1,138                  -               1,138                  -               1,138 

Citizen Alien Waived Emergent Medical           22,558                    -             22,558                  -                    -                    -                    -   

Breast and Cervical Cancer Program - Medical                444                    -                  444                  -                  444                  -                  444 

Subtotal           24,140                    -             24,140                  -               1,582                  -               1,582 

Grand Total         549,677         411,723        137,954        470,674          56,445        462,080          65,039 

Staff reference:
09-11 Dec Rebal; includes FFS and Managed Care. 

Medical Dental Mental Health

Notes: 
• Medical, Dental and Mental Health eligibles should not  be added together to reach totals. Rather, most beneficiaries are eligible for all three types of services and are 
therefore counted separately under each.
• OHP Plus includes: Temporary Assistance to Needy Families-Medical, Poverty Level Medical Adults,  Poverty Level Medical Children, Aid to the Blind and Aid to the 
Disabled, Old Age Assistance, and Foster Care, Substitute or Adoptive Care Children.
• SCHIP includes ages 0 to 18, excludes CAWEM Prenatal.
• Eligibility categories do not include Family Health Insurance Assistance Program, Healthy Kids Connect, CHIP Employered-Sponsored Insurance.

 * FCHP - Fully Capitated Health Plan
    PCO - Physician Care Organization 

Total 
Eligibles

1/6/2012
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