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MEDICAID ADVISORY COMMITTEE 
 


September 28, 2011  
9:00 – 12:00pm 


General Services Building,  
Mt. Mazama Conference Room, 
1225 Ferry St. SE, Salem, Oregon 


 
AGENDA 


 
  Time  Item  Presenter 
I.  9:00  Opening Remarks  Co‐Chairs 
II.  9:05  Approval of Minutes  MAC members 
III.  9:10  OHA Ombudsperson Update  Ellen Pinney  
IV.  9:40  Health System Transformation (HB 3650): 


Consumer Protections and Engagement 
Ellen Pinney 
 


V.   9:50  Health System Transformation (HB 3650) Work 
Group Updates: 


• CCO Criteria  
 
 


• Global Budget Methodology 


 
 
Jim Russell 
Mike Shirtcliff 
 
Gretchen Morley 


VI.  10:30  Break   
VII.   10:40  Health System Transformation (HB 3650) Work 


Group Updates: 
• Outcomes, Quality, and Efficiency 


Metrics 
• Medicare‐Medicaid Integration of 


Services 


 
 
Carole Romm 
 
Rhonda Busek  
Meghan Caughey 


VIII.  11:20  Non‐traditional Health Care Workers 
Subcommittee 


Carole Romm 


IX.  11:30  Meeting re‐cap and discussion  MAC Members 
X.  11:50  Public Comment   
XI.  12:00  Adjourn  Co‐Chairs 
 
Meeting materials: 
1. Agenda 
2. July MAC meeting minutes 
3. Health System Transformation work group summaries 
4. Non‐traditional Health Care Workers Subcommittee charter 
5. DMAP Update 





		MEDICAID ADVISORY COMMITTEE

		AGENDA






OREGON MEDICAID ADVISORY COMMITTEE 
July 27, 2011 9:00 a.m. – 12:00 p.m. 


General Services Building,  
Salem, Oregon 


 
MEMBERS IN ATTENDANCE:  Carole Romm, RN, MPA; Dick Stenson, Rick Wopat, MD; Rhonda Busek, Thomas Turek, MD  
PHONE PARTICIPANTS:   Meghan Caughey, MA, MFA;  Lenore Bijan 
PRESENTERS:      Jeanny Phillips, Ellen Pinney 
STAFF:        Nicole Merrithew 
VISITORS:        Eve Ford, Darrel Fischer, Melissa Sircy, Venus Holder, Onofre Contreras, Ellen Lowe  


TOPIC 
Key Discussion Points  Follow‐up Action  Responsible 


Party 


Approval of Minutes  A motion was made to approve the minutes as written. Minutes were approved.     


Legislation Session 
Summary  


Nicole Merrithew provided updates about key pieces of legislation passed during the 
75th Legislative Session. 


   


DMAP Update 
 


Jeanny Phillips, DMAP Deputy Administrator, provided an overview of rate reductions, 
State Plan Amendments (SPAs) and Medicaid Waivers.  She also provided an update 
on changes to the OHP Standard benefit package and fee‐for‐service provider rate 
reductions. 


 Managed care rate reductions effective October 2011. 
 State plan amendments addressing these changes have been submitted to 
CMS and are awaiting approval. 
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Health System 
Transformation              
(HB 3650): 
Consumer 
Protections and 
Engagement 
 


Ellen Pinney, OHA Ombudsperson, and Nicole Merrithew provided an overview of 
Health System Transformation as related to deliverables of the Consumer 
Engagement Team.   


 Outreach to consumer groups will be conducted over the next month to 
receive input on consumer engagement.  


 This feedback will be incorporated into recommendations to be considered in 
development of Coordinated Care Organization criteria.  


Public Comment 
Onofre Contreras, Oregon Health Action Campaign, provided comment regarding 
barriers to participation for enrollees and considerations that must be made if seeking 
consumer participation on advisory councils, etc. 


   


Adjournment  The meeting was adjourned at 12:00 pm.       


 
Next MAC meeting:  
September 28, 2011, 9:00 am ‐ 12:00 pm  
General Services Building, Mt. Mazama Conference Room, 1225 Ferry St. SE, Salem, Oregon 
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August meeting summary 


HB 3650: Health System Transformation 


Summary of August Work Group Meetings 


 


House Bill 3650 requires the Oregon Health Authority (OHA) to develop many of the details of 


health system transformation in a proposal for coordinated care organizations (CCO), which 


would transform the health delivery system beginning with the Oregon Health Plan. The bill 


requires that OHA submit to the Legislature specific proposals for the CCO criteria for 


qualification and a CCO global budget methodology in the February 2012 session.  


 


In August, Governor Kitzhaber selected 133 people—from nearly 500 applicants—to serve on 


four work groups to inform the development of the CCO proposal. The four work groups, 


chartered under the Oregon Health Policy Board, include: 


 


• CCO Criteria  


• Global Budget Methodology  


• Outcomes, Quality and Efficiency Metrics  


• Medicare-Medicaid Integration of Care and Services  


 


The work groups, which range in size from 35 to 40 members, were selected to represent the 


diversity of Oregon health care stakeholders. The work groups will meet for three hours 


monthly between August and November, each month providing input to the Oregon Health 


Policy Board. All of the meetings are public, and the discussion topics are posted online for 


additional public comment. Each of the work groups met for the first time over the third week 


and fourth weeks of August.  Because of the size of the workgroups, the meetings are 


structured so that organizational and background information is presented in a large group 


setting, and structured, facilitated discussions occur in small group breakouts of 12 to 15 


members each.  


 


The discussions from each of the work group meetings will be summarized and presented to 


the Oregon Health Policy Board along with a summary of public input.  The Board’s discussion 


will be summarized, presented to the work groups, and so on.  Through this iterative process, 


the work groups, OHA staff, the public and the Oregon Health Policy Board will together 


develop the proposal to be presented to the Legislature in February 2012. 


 


This memo will provide an update and summary of the first round of meetings. The agendas, 


charters, rosters, and meetings schedules for each group, as well as materials from the first 


meetings, are all posted at www.health.oregon.gov. 
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August meeting summary 


CCO Criteria 


The CCO Criteria work group will provide input into the qualification criteria and standards for 


the proposed CCOs.   


 


Summary: 


For the first meeting, the group addressed the process for selecting and contracting with CCOs, 


as well as the topics which should be the focus of the work group’s remaining meetings. The 


CCO Criteria charter identified 17 potential topics that could be considered to qualify 


organizations as CCOs.  Because of the limited time frame, staff identified five certification 


topics as complex, substantive and appropriate for structured discussion in small group 


settings:  health equity; CCO governance; alternative dispute resolution; CCO financial solvency, 


risk and business plan;  and patient rights.  The break out groups were asked whether these are 


the right topics for their discussion and how they would prioritize them for the remaining 


meetings. They were also asked what considerations should be most important when 


developing the process for qualifying organizations. 


 


CCO Certification Topics:  The groups agreed, in order of priority, that health equity; patient 


rights and responsibilities; CCO financial, risk, and business plan; and CCO governance were the 


topics that should be discussed over the next three work group meetings.  There was general 


agreement that alternative dispute resolution (ADR) should either be moved out of the CCO 


criteria work group, and that OHA staff and experts should develop an ADR proposal for 


presentation to the Oregon Health Policy Board and subsequently to the Legislature. 


The groups also identified other potential considerations when qualifying CCOs, including care 


management, integration of long-term care, innovation, health information technology, and 


consumer engagement strategies. 


Certification Process:  The groups generally agreed that there were elements in each of the 


alternatives presented that should be included in the state’s process and recommended that 


health equity be added as a fourth key component that potential CCO qualifying entities would 


be evaluated against. The groups felt that the certification process should evaluate a core set of 


criteria, integration and innovation, the business plan, and health equity strategies. 


Next Meeting Date: September 21
st


, 6 – 9 p.m. at the Cherry Avenue Training Center in Keizer. 


 Global Budget Methodology 


The Global Budget Methodology work group will provide input into the global budget 


methodology for CCOs, including consideration of criteria for determining what funds flow into 


the global, budget, shared savings arrangements, stop-loss, risk corridors and risk sharing 


arrangements.  


 


Summary: 


The small groups were asked to identify the priority topics for the next few months as well as 


what the priority considerations should be for determining which programs should be included 
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August meeting summary 


in the initial CCO budgets. Future topics will include potential program inclusion/exclusion 


criteria; managing risk and ensuring outcomes; assuring sustainability; and Medicare 


integration and ACO implementation.  Group members also suggested that other potentially 


worthwhile discussions include scalability to additional payers, both public and private; 


developing a process for revising the global budget methodology over time; and changes within 


OHA’s organizational structure to better align with CCOs.  


 


For the focused discussion about determining criteria for how funds are included in the initial 


CCO budgets, the groups outlined the following: 


• Focus on alignment of incentives to reach the triple aim (e.g., avoid perverse incentives; 


apply a value-centered approach; address market power) 


• Define outcome targets and use them to inform the inclusion of programs (e.g., 


outcome-centered approach; impact on health; trade-off between CCO flexibility and 


program consistency). 


• Consider the nature of program costs (e.g., are program costs predictable or highly 


variable; programs that are generally centralized and have high fixed costs in relation to 


variable costs and can be shared across CCOs should likely be carved out). 


 


Next Meeting Date:  September 20
th


, 6 – 9 p.m. at the Cherry Avenue Training Center in Keizer. 


 


Outcomes, Quality and Efficiency Metrics 


The Outcomes, Quality and Efficiency Metrics work group will provide input into performance 


standards and benchmarks to ensure that within CCOs care is being improved while costs are 


being reduced. Performance standards will include clinical, financial and operational metrics.  


 


Summary: 


The focus of the first meeting was to provide feedback on what criteria would be appropriate to 


use when selecting or changing CCO performance measures, as well as the most important 


topics for measurement. Examples of criteria include a measure’s relevance to transformation 


goals, the feasibility of data collection, and consistency with other measurement initiatives. 


Members suggested a few additional criteria, including how well a measure could be 


communicated with consumers, and emphasized the importance of certain topic areas, 


including access to care and services. 


 


Next Meeting Date:  September 26, 9 a.m. - 12 p.m. at the Clackamas Community College 


Campus in Wilsonville. 


 


Medicare-Medicaid Integration of Care and Services  


The Medicare-Medicaid Integration of Care and Services Work Group will help identify 


strategies for improving integration of acute care—such as, emergency room visits—and long-


term care and services for individuals enrolled in both the Medicare and Medicaid programs 


within the framework of health system transformation. 


 







Health System Transformation Work Groups    Page 4 of 4 


August meeting summary 


Summary: 


This work group discussed the population who is dually eligible for Medicare and Medicaid and 


the key opportunities and challenges presented by better aligning and coordinating Medicare 


and Medicaid services. The focus included (1) current successes and failures in the delivery of 


care and services to individuals who are dually eligible; (2) structural changes needed to 


integrate the Medicare and Medicaid systems; and (3) current disconnects between the health 


care and long term care delivery systems.  


 


Common themes that arose included the importance of person-centered care and helping 


people to remain in their homes; the need for better coordination of physical health, mental 


health, addiction and social services; and the importance of communication between providers 


and with individuals in a socially and culturally competent manner. 


 


Next Meeting Date: September 22, 6 – 9 p.m. at the Cherry Avenue Training Center in Keizer. 
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Oregon Health Policy Board 
Health Care Workforce Committee 


Non‐Traditional Health Care Worker Subcommittee 
 


Approved by OHPB on     , 2011 


 


I.  Authority 


The Oregon Health Authority (OHA), under House Bill 3650, Section 13, is establishing a public 


process to inform the development of an Oregon Integrated and Coordinated Health Care 


Delivery System.  This system will deliver integrated health care and services to Oregonians 


through a Coordinated Care Organization (CCO) model of care, beginning with Oregon Health 


Plan enrollees and with special attention to coordinating care and services for Medicare 


beneficiaries who are also on the Oregon Health Plan.  


 


The goal is a health care system where Coordinated Care Organizations (CCOs) are accountable 


for care management and providing integrated and coordinated health care for each 


organization’s members. CCOs will be managed within fixed global budgets and will provide 


efficient, high quality, culturally competent care aimed at reducing medical cost inflation. 


Additionally, Oregon’s health care system will maintain regulatory controls necessary to ensure 


affordable, quality health care for all Oregonians, while supporting the development of regional 


and community accountability for health and health care equity. 


 


Oregon is experiencing a widespread shortage of its health care workforce and an increasingly 


diverse population.  Building and fostering the utilization of the workforce of community health 


workers, peer wellness specialists, and personal health navigators by more fully integrating 


them into health care teams will help to assure high‐quality, culturally competent care to 


traditionally underserved populations within an integrated and coordinated health care system.   


 


Section 11 of HB 3650 directs the Oregon Health Authority, in consultation with the appropriate 


health professional regulatory boards and advocacy groups, to develop and establish with 


respect to community health workers, personal health navigators, peer wellness specialists and 


other health care workers who are not regulated or certified by the state of Oregon:  


 


 (a) The criteria and descriptions of such individuals that may be utilized by coordinated 


care organizations; and 


(b)  Education and training requirements for such individuals. 
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The criteria and requirements must be broad enough to encompass the potential unique needs 


of any coordinated care organization and must meet requirements of the Centers for Medicare 


and Medicaid Services in order that their services are reimbursable under Medicaid. 


As the policy‐making and oversight body for OHA, the Oregon Health Policy Board (OHPB) 


establishes the Health Care Workforce Committee’s Non‐Traditional Health Worker (NTHW) 


Subcommittee to provide recommendations to the Board that meet the direction of Section 11 


of HB 3650.  The Subcommittee will be staffed by the Office for Multicultural Health and 


Services within OHA. 


The NTHW Subcommittee will be guided by House Bill 3650, the Board’s 2010 report Oregon’s 


Action Plan for Health, and by OHA’s Triple Aim: 


 improving the lifelong health of all Oregonians; 


 improving the quality, availability and reliability of care for all Oregonians, and; 


 lowering or containing the cost of health care so that it is affordable for everyone.   


 


This charter defines the objectives, responsibilities and scope of activities of the NTHW 


Subcommittee.   


 


This charter shall expire in March 2012 or when the Board determines that the charter has 


been fulfilled, whichever is sooner.   


 
 
II. Deliverables 


The NTHW Subcommittee is chartered to describe the functions and criteria for [generic term 


for all three workers] that may be employed by Coordinated Care Organizations (CCOs) and to 


establish education and training criteria that are broad enough to encompass the potential 


unique needs of any Coordinated Care Organization and meet the requirements of the Centers 


for Medicare and Medicaid Services to qualify for Medicaid reimbursement.  


 


The NTHW Subcommittee will advise the Workforce Committee and the Health Policy Board on 


the utilization and standards for community health workers, personal health navigators, and 


peer wellness specialists that may offer services within or in conjunction with CCOs. 


The Subcommittee shall deliver to the full Healthcare Workforce Committee, and ultimately to 


the Board, the following: 


 Recommendations for criteria and roles of community health workers, personal health 


navigators, and peer wellness specialists, including: 
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o The range of activities (across covered health services) that can be performed by 


CHWs, personal health navigators and peer wellness specialists and the 


core/minimum set of such activities that should be performed by such 


professionals in the context of CCOs.  


o The education and training required for [CHWs, personal health navigators and 


peer wellness specialists to: a) work  within or in conjunction with CCOs ; and b) 


meet Centers for Medicare and Medicaid Services criteria to qualify for Medicaid 


reimbursement.  


 


III. Timing 


 The Health Worker Subcommittee shall convene by September 30, 2011.  


 Assessment of current utilization of community health workers, personal health 
navigators, peer wellness specialists must be completed by November 2011. 


 Research on existing education and training models must be completed by November 
2011. 


 Draft recommendations on criteria and descriptions of community health workers, 


personal health navigators, and peer wellness specialists, and education and training 


requirements will be completed by January 2012 by the Subcommittee.  


 Solicit community and stakeholder feedback by February 2012. 


 The final recommendations will be delivered to the Health Policy Board and OHA 


leadership in March 2012. 


 


IV. Dependencies 


The Health Worker Subcommittee will seek information from and collaborate with a wide range 


of partners including: 


a. Community health workers, peer wellness specialists, personal health navigators 


b. The Department of Community Colleges and Workforce Development, the Oregon 
University System, OHSU, and other educational groups 


c. Appropriate health professional regulatory Boards. 


d. Health care employers and providers 


e. The Oregon Office of Rural Health, the Oregon Primary Care Office, and Oregon’s Area 
Health Education Centers (AHECs) 


f. Oregon Primary Care Association 


g. Oregon Health Authority Addictions and Mental Health Division, DHS Seniors and People 
with Disabilities Division, and Public Health Division  


h. The Oregon Employment Department 
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i. SEIU 


j. Mental Health Service Providers (Cascadia Behavioral Healthcare, Oregon Family 
Support Network) 


k. Home Care Commission 


 
V. Staff Resources 


The Office of Multicultural Health and Services will work with the Office of Health Policy and 


Research to facilitate the work of the Health Worker Subcommittee.  


 


Lead Staff:  


 Carol Cheney, Office of Multicultural Health and Services 


 


Healthcare Workforce Committee staff: 


 Lisa Angus, Office of Health Policy and Research 
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September 2011 DMAP Update


Patient Centered Primary Care Homes
In response to the federal health home reform initiative, Patient Centered Primary Care 
Homes (PCPCH) were legislated under HB 3650.


To help implement the program, we applied for and received a $1 million grant from the 
Centers for Medicare and Medicaid Services (CMS). Other incentives supporting this 
initiative include 100 percent federal funding for OHP individuals enrolled in both Medicare 
and Medicaid programs. Beginning October 1, we will also receive two years of increased 
funding through an enhanced federal matching rate of state funds when clients with multiple 
chronic conditions see a recognized PCPCH provider.


Th e Patient Centered Primary Care Home (PCPCH) initiative is the foundation for OHP 
health system changes. In addition to care coordination and case management, the program 
creates the opportunity to focus on some of the social determinants that aff ect a patient’s 
health and may off er treatment insight. New data models that track and measure patient care 
and treatment outcomes will be available to assist providers as performance feedback tools. 


Th rough the Offi  ce for Oregon Health Policy and Research, we have been laying the 
groundwork for this program by working with our health care community partners 
and stakeholders since 2009. Th e PCPCH model is a critical component of the greater 
Coordinated Care Organization (CCO) delivery system of Health System Transformation. 


Recently, we submitted a State Plan Amendment (SPA) to CMS to allow us to implement 
this initiative and receive federal funding support. We are fi nalizing our Administrative Rules 
to identify practices that meet the patient centered primary care homes standards. To follow 
our progress, go to http://www.oregon.gov/OHA/OHPR/HEALTHREFORM/PCPCH/index.shtml.


Patient Access 
With the necessary implementation of provider rate reductions and the possible impact this 
action may have on access to care, we have reviewed our current strategies and identifi ed a 
number of new ones, to ensure individuals enrolled in the Oregon Health Plan receive health 
care during these diffi  cult times. 


Managed care enrollment continues to be our primary strategy for ensuring access to care. 
Individuals enrolled in managed care plans have guaranteed access to providers through their 
plans. Th e percentage of OHP enrollees receiving care through managed care organizations is 
as follows:


Physical health - 84 percent  •


Dental health - 97 percent •


Mental health - 94 percent  •


DIVISION OF MEDICAL ASSISTANCE PROGRAMS
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Our metrics are in place to evaluate events such as the client’s length of time to their fi rst 
medical or dental appointment and preventive care utilization rates (such as immunizations). 
Th rough our Client Services call center, we also track access-related telephone calls and 
connect clients to enrolled providers in their area when they have access needs. Trends in 
provider enrollment and claims volume are monitored to explore potential access issues. 
We also coordinate with the OHA Ombudsman and the Governor’s Advocacy Offi  ce when 
clients contact them about access challenges.


In addition, we have established a statewide Access Steering Committee to develop additional 
strategies and address immediate needs. We are also continuing our conversations with 
stakeholders and the provider community to identify effi  ciencies, cost containment measures 
and other opportunities to promote provider engagement and retention. 


Pregnancy and Delivery Quality Measures
Studies reveal that ten percent of all infants experience complications when born before 39 
weeks gestation. Research shows that a baby’s brain nearly doubles in weight in the last few 
weeks of pregnancy with lung, liver and kidney development also occurring at this time. 


Two eff orts are underway to address reducing elective inductions and C-sections prior to 39 
weeks gestation:


Eff ective  • September 1, seventeen Oregon hospitals, where over 49 percent of births 
occurred in 2010, have agreed to put a hard stop on elective non-medically necessary 
inductions and C-sections before 39 weeks gestation. A list of approved medical reasons 
for early delivery will be available to all schedulers.


DMAP is working with the Oregon Health Leadership Council, the Oregon Chapter of  •
the March of Dimes, and the OHSU Center for Evidence-Based Policy to monitor and 
develop statewide guidelines.


March of Dimes unveiled an awareness campaign:   Healthy Babies are Worth the Wait. 
Reports are being prepared for baseline data about current C-sections and induction  
rates. Th is information will be shared with providers to provide a baseline to compare 
future OHP birth outcomes. 


Our DMAP Medical Management Committee looks at length of stay for deliveries, which is 
an indicator of better outcomes for OHP pregnancies. Th e committee also reviews utilization 
rates and length/cost for managed care and fee-for-service inpatient hospital stays. A shorter 
length of stay per claim suggests fewer hospitalizations for care-intensive issues such as 
neonatal care and C-sections representing better pregnancy outcomes.


We are still in the process of developing both metrics and strategies for OHP pregnancy and 
delivery quality measures. We anticipate this initiative will decrease the number of infants 
experiencing complications when born electively before 39 weeks gestation.


Four new hospital never-events
Th e National Quality Forum Never-event List now contains 29 serious reportable events. 
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When the list was adopted in 2002, medical mistakes were reported as never-events -- errors 
that never should occur. Th e term prompted backlash from some physicians saying that 
despite eff orts to adhere to best practices, mistakes sometimes happen and the word never 
holds them to an impossible standard. Today, criterion for the list is that events be “largely 
preventable,” because they may not always be avoidable.


Four new items, part of the fi rst update to the list since 2006, are death or serious injury 
events associated with:


Labor or delivery in a low-risk pregnancy •


Failure to follow up or communicate laboratory, pathology or radiology test results •


Irretrievable loss of an irreplaceable biological specimen (e.g., for a biopsy) •


Introduction of a metallic object into the magnetic resonance imaging area •


Provider claims for specifi c never-events are not payable under the Oregon Health Plan.


In other news
Medicaid Evidence based Decisions Project
Th e Medicaid Evidence based Decisions (MED) Project, organized by Dr. John Kitzhaber 
in 2006, is a powerful self-governing collaboration of participating Medicaid state agencies 
and their partners. Participation is voluntary; dues and assessments support the research and 
support staff . In addition to Oregon, ten other Medicaid state agencies currently participate. 
MED provides policy-makers with the tools and resources they need to make evidence-based 
decisions. Th e group provides immediate access to policy and evidence experts who off er 
unbiased analyses of complex issues and evaluation of health services and technology.


Over the last fi ve years, MED has provided expertise in developing the Oregon Health 
Authority. Now, the project will customize their data to assist the Public Employees Benefi t 
Board evaluate its health insurance policies. Other projects for which MED provided 
expertise include the OHP Prioritized List policy for cochlear implants, eff ectiveness of 
radiation therapy, disease and care management approaches for people with serious mental 
health needs and health home development. For more information, go to 
http://www.ohsu.edu/xd/research/centers-institutes/evidence-based-policy-center/med/.


CAWEM Plus Prenatal project expands
Beginning July 2011, seven additional counties provide CAWEM Plus Prenatal care to 
eligible women: Columbia, Crook, Douglas, Jeff erson, Morrow, Union and Wasco counties. 
Fourteen of the 36 Oregon counties are now participating. 


Since it began in April 2008, 4,670 babies have been born under the CAWEM Plus Prenatal 
program. Th e CAWEM Plus Prenatal births for seven counties represented 35 percent of all 
births to CAWEM women statewide during that same period. (04/01/08 - 05/01/11). Th ese 
seven counties leveraged more than $1 million in federal funds by contributing just 1.73 
percent of the total cost of the program for their counties’ eligible women. 
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Oregon Health Authority seeking Pharmacy and Th erapeutics Committee nominations
Th e Oregon Health Authority is seeking candidates for nomination to the newly established 
Pharmacy and Th erapeutics Committee. Members of the newly-established committee are 
charged with tasks designed to help the agency increase the quality and lower the costs of 
health care. 


Th e committee will be made up of eleven individuals including fi ve doctors and four 
pharmacists. Individuals who are neither a doctor nor a pharmacist will fi ll the two additional 
positions.


Applications and resumes are due Wednesday, Sept. 21. Anyone interested in serving on the 
committee should send an e-mail to dmap.rxquestions@state.or.us, attn: Roger Citron. 


New tobacco cessation resource for all Oregonians
On August 31, 2011, the Oregon Tobacco Quit Line launched an expanded version of their 
interactive online support tool, Web Coach. Th is new service includes online counseling with 
live Quit Coaches via e-mail and instant message. Tobacco users may be eligible for two 
weeks of nicotine replacement therapy. Web Coach is available to all Oregonians regardless 
of income or insurance status (except commercial plans with existing Quit Line contracts). 
Online services are paid for by the State Tobacco Education Program (TPEP).  


Oregon is the second state to off er this service, with Florida being the fi rst. A brief video tour 
of Web Coach features is available online at www.quitnow.net/_assets/image/Welcome.html.


For updated information on other areas of interest
Oregon Health System Transformation•  — To track the transformation process, visit the 
Transition Web site at http://www.health.oregon.gov/. 


Medicaid Management Information System•  (MMIS) — Stay up-to-date with news on 
claim processing and other transaction updates and changes through eSubscribe and 
Provider Matters.


Federal health care reform•  — With our own health care reform already underway, 
Oregon is well positioned to implement the federal legislative changes. For more 
information, visit the Oregon Health Authority Web site at www.oregon.gov/OHA.


Continuous Improvement program•  — Enabling DHS and OHA to continue providing 
quality services in a time when demand is outpacing revenue and create a culture of 
continuous improvement where change is driven by staff . For more information, please 
visit www.oregon.gov/DHS/transformation. 


Consider eSubscribe to receive information and updates as soon as they are posted. 
Personalize what information you receive and delivery time and method.
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Demonstration and State Plan Amendment status
The following table outlines the status of Demonstration and State Plan Amendments (SPAs) under review 
by the Centers for Medicare and Medicaid Services (CMS). 


Description Status Rule 
Change*


Demonstration Amendments


No demonstration amendments are currently under review. n/a n/a


Medicaid SPA


Targeted Case Management — Children who are the responsibility of child 
welfare


Submitted 
6/27/08


No


Targeted Case Management — Self sufficiency program
Submitted 


3/17/10
No


1915(i) state plan option for Home Based Habilitation, HCBS Behavioral 
Habilitation, HCBS Psychosocial Rehabilitation for persons with Chronic Mental 
Illness — Allows additional flexibility in designing a complete care system for 
persons with chronic mental illness.


Submitted 
7/29/10


Yes


Program Integrity Assurance — Technical change, a 2008 preprint for 
cooperation with Program Integrity functions was added to incorrect section 
of state plan. This submission merely deletes it from page 35a and moves it to 
page 79aa.


Approved 
8/8/11


No


Freestanding Birth Center — Section 2301 of the Affordable Care Act requires 
States that recognize freestanding birth centers to provide coverage and 
separate payments for freestanding birth center facility services and services 
rendered by certain professionals providing services in a freestanding birth 
center, to the extent the State licenses or otherwise recognizes such providers 
under State law.


Submitted 
6/27/11


Yes


Provider rate change — 2011-13 budget item, rate changes for DME, Dental, 
Home Health, Clinical lab, Anesthetists and Ambulance. Other services using 
RVU method are revised for Physicians (non primary care), PT, OT, speech.


Submitted 
7/14/11


Yes


DSH redistribution — Beginning in Medicaid SPRY 2011, audit findings 
demonstrate that DSH payments exceed the documented hospital-specific 
limits. Payments will be treated as overpayments to providers that, pursuant 
to 42 CFR Part 433, Subpart F, trigger the return of the Federal share to the 
Federal government. However, if the excess DSH payments are redistributed by 
the State to other qualifying hospitals as an integral part of the audit process, 
the Federal share is not required to be returned. In order to redistribute DSH 
payments that exceed hospital-specific limits, a State plan must reflect that 
payment policy.


Submitted 
6/31/11


No


Pharmacy dispensing — 2011-13 budget item change with dispensing fee tier 
claim volume.


Submitted 
7/20/11


Yes


Signature authority — Technical submission - OHA Director designates the 
Medicaid Director as final signer on state plan amendments (SPA) submissions.


Submitted 
8/17/11


No


Health homes — A health home model of service delivery that encompasses 
all the medical, behavioral health, and social supports and services needed 
by a beneficiary with chronic conditions per the Affordable Care Act. 


Submitted 
9/7/11


Yes
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Enrollment Snapshot - August 


Number of Oregonians on Medicaid: Total, Adults and Children
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Child Adult Total


Medicaid Enrollment August 
2010


August 
2011


Percent 
Increase


Children (18 and under) 322,694 360,644 11.76%


Adults 228,622 277,890 21.55%


Total 551,316 638,534 15.82%


Percent Enrolled in Managed Care: FCHP/PCO, PCM, DCO, and MHO
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FCHP/PCO PCM


DCO MHO


Managed Care Enrollment August
2010


August
2011


Percent 
Increase


Fully Capitated Health Plans/ 
Physician Care Organizations


411,640 502,703 22.12%


Primary Care Managers 3,919 2,955 -24.60%


Dental Care Organizations 479,968 574,746 19.75%


Mental Health Organizations 454,583 556,244 22.36%








                                 
CO‐OP FACT SHEET  


• Section 1322 of the Affordable Care Act created the Consumer Operated and Oriented Plan program (CO‐
OP) to foster the creation of new consumer‐governed, private, nonprofit health insurance issuers, to 
enhance competition in insurance exchanges. HHS has stated that priority will go to applicants that will 
offer CO‐OP qualified health plans on a Statewide basis, will use integrated care models, and have 
significant private support  


• The federally proposed rules on CO‐OPs allow for a non‐profit, non‐issuer organization to sponsor and 
contract with, but not control or govern, the new CO‐OP.  CO‐OPs may not be sponsored by or run by an 
issuer of health insurance that was in business before July, 2009.  


• $3.8 billion in federal loans (originally $6 billion) was made available to capitalize prospective CO‐OPs with 
a goal of having at least one CO‐OP in each State.    


• CO‐OPs must be consumer‐governed, with the majority of the operational board being CO‐OP members, 
all of whom are elected by a majority vote of the CO‐OP’s members  


• The CO‐OP must offer at least a silver and gold plan in the exchange, and would begin enrollment at the 
same time as the Oregon insurance exchange (October, 2013) 


• Substantially all, or 2/3 of contracts, must be in the small and individual group market  


• In addition to the specific rules governing CO‐OP, the CO‐OP must also meet all state and federal “qualified 
health plan” criteria in the state exchange where it operates, including providing essential health benefits, 
minimum MLR requirements, etc 


• A CO‐OP may not begin to offer their products until all insurance market reforms under ACA have taken 
effect, presumably January 1, 2014 


• A CO‐OP may be deemed certified by CMS as a qualified health plan to participate in the state Exchange 
for up to 10 years following the life of the loan 


• A CO‐OP’s profits can be used to lower premiums, improve benefits, or for other programs which expand 
or improve the quality of health care delivered to members.  Profits are not paid back to members 


• Current assumptions for the target market of the CO‐OP include: 
o Continuity of Care through addressing “Churn” 


 Nearly 1/3 of CareOregon members (and all OHP enrollees) lose OHP eligibility due to 
income or other circumstances in a given year.  Many are re‐enrolled within 90 days. 


 Targeted enrollment for the new CO‐OP will likely be former CareOregon and other OHP 
enrollees who have lost coverage and now are accessing coverage through the exchange 


 CareOregon’s extensive provider network will also likely serve as the initial provider 
network to the new CO‐OP   


o Affinity  
 Individuals, small groups, and potentially some large groups may choose the CO‐OP as 


their insurer, due to an affinity for consumer‐orientation or member‐centric health care 


The federally proposed rules on CO‐OPs allow for an organization such as CareOregon to sponsor & 
contract with, but not control or govern, a new CO‐OP.  As a sponsor, CareOregon is in the process 
of applying for start‐up and solvency loans from HHS on behalf of this new entity, Community Care 
of Oregon.  The initial filing deadline is Oct. 17th, 2011, with award notices made within 75 days 





