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Plan Organization type Counties served 

Verity Integrated 

Behavioral 

Healthcare Systems 

MHO Multnomah 

ODS Community 

Health, Inc. 

DCO Baker, Benton, Clackamas, Clatsop, Columbia, Crook, Deschutes, Hood 

River, Jackson, Jefferson, Josephine, Lane, Linn, Marion, Malheur, 

Multnomah, Polk, Tillamook, Wallowa, Wasco, Washington, Yamhill 

Pacific Source 

Community Solutions, 

Inc. 

MHO Crook, Deschutes, Jefferson, Klamath 

Washington County 

Department of 

Mental Health 

MHO Washington 

Willamette Dental 

Group 

DCO Benton, Clackamas, Clatsop, Columbia, Deschutes, Douglas, Jackson, 

Josephine, Lane, Lincoln, Linn, Marion, Multnomah, Polk, Tillamook, 

Washington, Yamhill 
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Appendix B: HMA financial projections and savings estimates 

implementation of “well-managed” by program 
 

Data are by calendar year but were prorated and accumulated into state fiscal years for the summary 

report. 

TANF        

 Enrolled Projected paid Low savings "Well-managed" High savings "Well-managed" Difference 

2010  351,738  $1,312,400,000  $0  $1,312,400,000  $0  $1,312,400,000  $0  

2011  398,997  $1,528,000,000  $0  $1,528,000,000  $0  $1,528,000,000  $0  

2012  422,055  $1,658,900,000  ($12,200,000) $1,646,700,000  ($24,700,000) $1,634,200,000  ($12,500,000) 

2013  430,829  $1,738,200,000  ($38,900,000) $1,699,300,000  ($51,800,000) $1,686,400,000  ($12,900,000) 

2014  435,565  $1,803,600,000  ($67,100,000) $1,736,500,000  ($94,000,000) $1,709,600,000  ($26,900,000) 

2015  444,300  $1,888,300,000  ($140,600,000) $1,747,700,000  ($168,600,000) $1,719,700,000  ($28,000,000) 

2016  453,200  $1,977,300,000  ($220,700,000) $1,756,600,000  ($235,500,000) $1,741,800,000  ($14,800,000) 

2017  462,300  $2,070,300,000  ($246,500,000) $1,823,800,000  ($308,100,000) $1,762,200,000  ($61,600,000) 

2018  471,500  $2,167,800,000  ($258,100,000) $1,909,700,000  ($322,800,000) $1,845,000,000  ($64,700,000) 

2019  480,900  $2,270,100,000  ($270,300,000) $1,999,800,000  ($338,000,000) $1,932,100,000  ($67,700,000) 

 

Disabled Non-dual     

 Enrolled Projected paid Low savings "Well-managed" High savings "Well-managed" Difference 

2010  49,000  $745,800,000  $0  $745,800,000  $0  $745,800,000  $0  

2011  50,300  $800,100,000  $0  $800,100,000  $0  $800,100,000  $0  

2012  53,500  $872,300,000  ($4,800,000) $867,500,000  ($9,800,000) $862,500,000  ($5,000,000) 

2013  55,100  $946,200,000  ($15,900,000) $930,300,000  ($21,300,000) $924,900,000  ($5,400,000) 

2014  56,700  $1,024,800,000  ($28,800,000) $996,000,000  ($40,200,000) $984,600,000  ($11,400,000) 

2015  60,700  $1,115,600,000  ($62,600,000) $1,053,000,000  ($75,100,000) $1,040,500,000  ($12,500,000) 

2016  64,300  $1,214,700,000  ($102,200,000) $1,112,500,000  ($108,900,000) $1,105,800,000  ($6,700,000) 

2017  68,100  $1,322,500,000  ($118,500,000) $1,204,000,000  ($148,300,000) $1,174,200,000  ($29,800,000) 

2018  72,100  $1,440,100,000  ($129,200,000) $1,310,900,000  ($161,400,000) $1,278,700,000  ($32,200,000) 

2019  76,400  $1,568,000,000  ($140,700,000) $1,427,300,000  ($175,800,000) $1,392,200,000  ($35,100,000) 
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Expansion     

 Enrolled Projected paid Low savings "Well-managed" High savings "Well-managed" Difference 

2010  40,572  $219,500,000  $0  $219,500,000  $0  $219,500,000  $0  

2011  68,806  $389,400,000  $0  $389,400,000  $0  $389,400,000  $0  

2012  58,851  $348,400,000  ($2,600,000) $345,800,000  ($5,200,000) $343,200,000  ($2,600,000) 

2013  58,550  $362,600,000  ($8,100,000) $354,500,000  ($10,800,000) $351,800,000  ($2,700,000) 

2014  62,199  $402,900,000  ($15,000,000) $387,900,000  ($21,000,000) $381,900,000  ($6,000,000) 

2015  198,550  $1,345,300,000  ($100,200,000) $1,245,100,000  ($120,100,000) $1,225,200,000  ($19,900,000) 

2016  211,050  $1,495,800,000  ($167,000,000) $1,328,800,000  ($178,200,000) $1,317,600,000  ($11,200,000) 

2017  223,550  $1,657,300,000  ($197,300,000) $1,460,000,000  ($246,600,000) $1,410,700,000  ($49,300,000) 

2018  236,050  $1,830,500,000  ($217,900,000) $1,612,600,000  ($272,600,000) $1,557,900,000  ($54,700,000) 

2019  248,550  $2,016,100,000  ($240,100,000) $1,776,000,000  ($300,200,000) $1,715,900,000  ($60,100,000) 

 

Dual-eligibles -- Medicaid data     

 Enrolled Projected paid Low savings "Well-managed" High savings "Well-managed" Difference 

2010 58,100  $168,300,000  $0  $168,300,000  $0  $168,300,000  $0  

2011 61,600  $182,300,000  $0  $182,300,000  $0  $182,300,000  $0  

2012 65,200  $201,800,000  ($1,100,000) $200,700,000  ($2,300,000) $199,500,000  ($1,200,000) 

2013  70,300  $227,600,000  ($3,800,000) $223,800,000  ($5,100,000) $222,500,000  ($1,300,000) 

2014  75,500  $255,700,000  ($7,200,000) $248,500,000  ($10,000,000) $245,700,000  ($2,800,000) 

2015 79,400  $281,300,000  ($15,800,000) $265,500,000  ($18,900,000) $262,400,000  ($3,100,000) 

2016 84,200  $314,600,000  ($26,500,000) $288,100,000  ($28,200,000) $286,400,000  ($1,700,000) 

2017 89,300  $351,900,000  ($31,500,000) $320,400,000  ($39,500,000) $312,400,000  ($8,000,000) 

2018 94,700  $393,600,000  ($35,300,000) $358,300,000  ($44,100,000) $349,500,000  ($8,800,000) 

2019 100,400  $440,500,000  ($39,500,000) $401,000,000  ($49,400,000) $391,100,000  ($9,900,000) 
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Appendix C:  

Alternative dispute resolution (ADR) process outline 

HB 3650 required the development of a process that involves the use of an independent third party 

arbitrator to resolve disputes when a necessary health care entity (HCE) refuses to contract with an 

organization seeking to form a coordinated care organization (CCO).  The process must be presented to 

the Legislative Assembly for approval.  This outline was developed by the Oregon Health Authority 

(OHA), with input from an external stakeholder work group. 

HB 3650 Section 8(4) to (7) provides as follows: 

(4) A health care entity may not unreasonably refuse to contract with an organization 
seeking to form a coordinated care organization if the participation of the entity is necessary 
for the organization to qualify as a coordinated care organization. 
 
(5) A health care entity may refuse to contract with a coordinated care organization if 
the reimbursement established for a service provided by the entity under the contract is 
below the reasonable cost to the entity for providing the service. 
  
(6) A health care entity that unreasonably refuses to contract with a coordinated care 
organization may not receive fee-for-service reimbursement from the authority for services 
that are available through a coordinated care organization either directly or by contract. 
 
(7) The authority shall develop a process for resolving disputes involving an entity’s refusal 
to contract with a coordinated care organization under subsections (4) and (5) of this 
section. The process must include the use of an independent third party arbitrator. The 
process must be presented to the Legislative Assembly for approval in accordance with section 
13 of this 2011 Act. 

Scope: Section 4 shows that this statutory process applies when an organization is seeking to form a 

CCO and participation by a health care entity (HCE) is necessary for the organization to qualify as a CCO.  

As a result, the proposed process is limited to the certification of CCOs and only when the HCE is 

necessary for the organization to qualify as a CCO. This limited scope also is consistent with the 

substantial statutory remedy in subsection (6) for an unreasonable refusal to contract by an HCE. 

Who is qualified to serve as an arbitrator? Statute is silent about who is qualified to serve as an 

arbitrator in this process, except to require the “use of an independent third party arbitrator.” OHA 

recommends that the CCO applicant and the HCE use any qualified independent third party arbitrator 

that they agree upon. The proposed process provides some minimal recommendations for the 

qualifications of the arbitrator. The arbitrator must: 

 Be knowledgeable and experienced as an arbitrator, and  generally  familiar with health care 

matters; and 

 Agree to follow the terms and conditions specified for the arbitration process, described below, 

and become familiar with HB 3650. 

Length of time for the arbitration process: Since Section 8 establishes this arbitration process when an 

organization is seeking to become qualified as a CCO, a dispute with a necessary HCE should be resolved 
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promptly. A timeline of 60 calendar days is recommended once an arbitration process is initiated by one 

of the parties. Extending the time should require the written agreement of both parties. 

Process for resolving disputes under Section 8(4) to (7) 

Preliminary good faith negotiations: GOAL – the parties voluntarily agree on terms and enter into 

contracts.   

1. Organization is seeking to become certified as a CCO ( Applicant) and: 

a. Applicant asserts that a health care entity (HCE) is necessary for Applicant to qualify as a 

CCO; 

b. An HCE asserts that its inclusion is necessary for Applicant to be certified as a CCO; or 

c. OHA, in reviewing Applicant information, identifies the HCE as necessary for Applicant to 

qualify as a CCO. 

2. If there is disagreement between an Applicant and HCE regarding whether the HCE is 

“necessary,” the Applicant or HCE can request review from OHA about whether the HCE may be 

considered “necessary” for an Applicant to qualify as a CCO. 

a. If the specific HCE is deemed by OHA as not “necessary” for Applicant to be certified as a 

CCO, then this specific process does not apply per Section 8. 

b. The process described below only applies where an HCE is deemed by OHA as “necessary” 

for the Applicant to be certified as a CCO (or the parties agree that the HCE is “necessary” 

for an Applicant to qualify as a CCO), in accordance with Section 8.    

3. If deemed by OHA as “necessary” or the parties agree that the HCE is “necessary,” the HCE and 

Applicant participate in contract negotiations. 

a. Goal: Applicant and HCE agree on terms and enter into a contract. 

4. Request for technical assistance from OHA – voluntary.  

a. Either Applicant or HCE may request OHA technical assistance. 

b. OHA may offer technical assistance. OHA assistance will be confined to clarification of the 

CCO certification process and criteria, and other program requirements. 

5. Before requesting referral to this dispute resolution process, the parties should take the 

following actions in an attempt to reach a good faith resolution between the Applicant and the 

HCE: 

a. The Applicant has provided a written offer of terms and conditions to the HCE and the HCE 

has explained to the Applicant the source of disagreement, if any. 

b. Before referral, the CFO or CEO of each organization has had at least one face-to-face 

meeting in a good faith effort to resolve the source of disagreement. 

c. Goal: Applicant and HCE agree on terms and enter into a contract. 

6. If the Applicant and HCE are unable to reach agreement on contract terms within 10 calendar 

days of the HCE and Applicant face-to-face meeting in 5(b), either party can notify the other 

party in writing to initiate referral to an independent third party arbitrator. (At that time, the 

party initiating the referral will provide a copy of the notification to the OHA.) The arbitrator 

must: 
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a. Be knowledgeable and experienced as an arbitrator, and  generally  familiar with health care 

matters; and 

b. Agree to follow the terms and conditions specified for the arbitration process, described 

below, and become familiar with HB 3650. 

Arbitration process: NOTE – At any point in this process, the CCO and HCE can agree on terms and 

enter into a contract, or mutually agree to withdraw from the dispute resolution process. 

1. After notification that arbitration is being initiated, the parties agree upon the arbitrator and 

complete paperwork required to secure the arbitrator’s services – costs for arbitration to be 

borne by the parties. (Estimated 15 calendar days.)    

a. In consideration of potentially varied financial resources as between the parties that 

should not pose a barrier to the use of this process, the arbitrator should be permitted 

to respond to requests to allocate costs among the parties. 

b.  Any changes to the time periods described in this process will require the written 

agreement of both parties.   

2. Once referral is completed (step 1), the Applicant and HCE have 10 days to submit to each other 

and the arbitrator their most reasonable contract offer (10 calendar days) or submit a statement 

from the HCE that no contract is desired and why this is reasonable. 

3. The parties then have 10 days from receipt of the other party’s offer, or HCE statement that no 

contract is desired, to submit to the arbitrator and the other party their advocacy briefs 

regarding whether the HCE is reasonably or unreasonably refusing to contract with the 

Applicant. (10 calendar days.) 

a. Legal standards for arbitration:   

i. An HCE may reasonably “refuse to contract with a CCO if the reimbursement established 

for a service provided by the entity under the contract is below the reasonable cost to 

the entity for providing the service” – per Section 8(5). 

NOTE: Where federal or state statute or regulation establishes particular reimbursement 

requirements (e.g., Type A and B hospitals, federally qualified health centers, rural 

health centers, providers of Indian health services), those laws shall be applied.  

ii. In addition to subparagraph (i), an HCE may reasonably refuse to contract if that refusal 

is justified in fact or by circumstances, taking into consideration the legislative policies 

described in HB 3650. Some examples of facts or circumstances pertinent to what is a 

“reasonable” or  “unreasonable” refusal to contract include, but are not limited to: 

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 
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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 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 are/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; 

 Are selected by CCOs using universal 

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 

application and credentialing procedures, 
objective quality information; are 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. 
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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 Oregon Health 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; CCO 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 Department of Human Services.   
 

 

Alternative payment methodologies: 
OHA  encourages 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 Oregon Health 
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. 

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 KidsConnect, CHIP employer‐sponsored insurance.

 * FCHP ‐ Fully capitated health plan
    PCO ‐ Physician care organization 

Total eligibles
Medical Dental

Appendix E E‐1

Appendix E: Overview of CCO eligible populations

 	 E-1

CCO Implementation Proposal: Appendix E



Appendix F: Example List of Medicaid Services and Programs For Inclusion in CCO Global Budgets

 	 F-1

Appendix F
Example List of Medicaid Services and Programs For Inclusion in CCO Global Budgets

Medicaid program/services Description

Current intermediate 
entity, if any (e.g.,  

counties, MHOs, FCHPs, 
etc.)

In C
urre

nt C
ap

 R
ate

s?

% of N
on-LTC M

ed
ica

id Spen
d

Physical health programs*

Fully capitated health 
plans, physician care 
organizations

Y 52%

FFS only 18%

Dental coverage, including DCO 
administrative**

Includes basic dental services, urgent/immediate treatment 
and other services. Dental care organizations Y 5%

Non-emergency medical transportation

Includes wheelchair van, taxi, stretcher car, bus passes 
and tickets, secured transportation for Medicaid eligibles to 
access OHP covered services when no alternative 
transportation is available.

Transportation 
brokerages and FFS 2%

Citizen Alien Waived Emergent 
Medical (CAWEM)

Emergency medical services to non-citizens who are 
eligible for medical assistance except they do not meet the 
Medicaid citizenship and immigration status requirements.

FFS only 1%

Citizen Alien Waived Emergent 
Medical (CAWEM) Prenatal Program

Prenatal care to pregnant women who are currently only 
eligible for CAWEM Emergency Medical (only in select 
counties; voluntary enrollment only).

FFS only <1%

Breast and Cervical Cancer Program - 
Medical

Provides access to medical care for low-income, 
uninsured, and medically underserved women diagnosed 
with breast or cervical cancers

FFS only <1%

Behavioral Rehabilitation Services 
(leverage)

Services provided by a child care agency in a shelter, 
residential or therapeutic foster care placement setting to 
remediate psychosocial, emotional and behavioral 
disorders.

FFS only <1%

Targeted Case Management 
(leverage)

Assists eligible clients in gaining access and effectively 
using medical, social, educational and other services. FFS only <1%

Physical health coverage, including 
emergency transport, FCHP 
administrative, hospital reimbursement 
allowances, FQHC wraparound, and 
pass through.

Depending on benefit package, includes medical care 
from a physician, nurse practitioner or physician assistant; 
hospital care; hospice care;  laboratory and x-ray; medical 
equipment and supplies; emergency medical 
transportation; physical, occupational and speech therapy; 
prescription drugs (excluding mental health drugs); vision 
services and other covered services. 

* Class 7 and 11 mental health drugs are not included in this list because House Bill 3650 excludes them from CCO global budgets. However, they 
are included in the total expenditures used to calculated percentages in this table.
** Dental care organizations are not required to enter into contracts with CCOs until July 1, 2014, but may do so at an earlier date.
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Appendix F
Example List of Medicaid Services and Programs For Inclusion in CCO Global Budgets

Medicaid program/services Description

Current intermediate 
entity, if any (e.g.,  

counties, MHOs, FCHPs, 
etc.)

In C
urre

nt C
ap

 R
ate

s?

% of N
on-LTC M

ed
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id Spen
d

Addictions and Mental Health 
programs

Mental health 
organizations Y 8%

FFS only 1%

Adult community residential mental 
health services Mental health services provided in a residential setting. CMHP 3%

FCHPS and PCOs Y 1%

FFS only <1%

Adult residential alcohol and drug 
treatment***

Alcohol and drug treatment provided in a residential 
setting.

CMHP and direct 
contracts w/providers <1%

Residential mental health for non-
forensic children Mental health services provided in a residential setting.

MHO plus provider direct 
billing to DMAP for non-
MHO enrolled children

Y <1%

Youth residential alcohol and drug 
treatment *** 

Alcohol and drug treatment services provided in a 
residential setting

None - direct contracts 
with all providers <1%

Psychiatric day treatment service for 
children

Psychiatric day treatment service delivered in a facility-
based setting.

MHO-provider direct 
billing to DMAP for non-
MHO enrolled kids

Y <1%

Statewide Children's Wraparound Services and supports for children with complex 
behavioral health needs and their families. MHO Y <1%

Personal Care 20 client-employed 
provider for people with mental illness

Intensive community or in-home supports to assist 
Medicaid-eligible, disabled individuals with activities of 
community living.

Client employs provider <1%

*** Residential alcohol and drug treatment providers are not required to enter into contracts with CCOs until July 1, 2013, but may do so at an 
earlier date.

Addiction health coverage

Ambulatory assessment and treatments (based on the 
prioritized list) of substance use disorders provided by 
licensed professionals or non-licensed personnel 
employed by agencies.

Mental health coverage including MHO 
administrative

Medicaid-funded ambulatory assessment and treatments 
(based on the prioritized list) of mental health conditions 
provided in community-based settings by licensed 
practitioners or non-licensed personnel employed by 
agencies with a certificate of approval by OHA/AMH.
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Appendix F
Example List of Medicaid Services and Programs For Inclusion in CCO Global Budgets

Medicaid program/services Description

Current intermediate 
entity, if any (e.g.,  

counties, MHOs, FCHPs, 
etc.)

In C
urre

nt C
ap
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% of N
on-LTC M
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Aging and People with Disabilities Descriptions

Payment of Medicare premiums  for 
dual-eligibles

Medicare premium payments for dual-eligibles paid by 
Medicaid N/A Y 4%

Cost-sharing for Medicare skilled 
nursing facility care (day 21-100)

Applicable deductibles, coinsurance and copayment 
amounts for dually eligible enrollees. N/A <1%

OHP Post-Hospital Extended Care Provides a stay of up to 20 days in a nursing facility to 
allow for discharge from a hospital to a nursing facility FFS Only Y <1%

Public Health Descriptions

School-Based Health Center services 
Comprehensive primary care clinics that provide physical, 
mental and preventive health services to school-aged 
children in a school-based setting. 

Local public health 
authority (LPHA) 1%

Babies First!

A Medicaid-funded nurse home visiting program for 
families with babies and young children up to 5, with 
significant health and social risks. Provides health 
assessments, aligns community resources, strengthens 
parenting skills, and improves infant health outcomes. 

Local health departments <1%

Maternity Case Management
An education and support program for pregnant women on 
Medicaid with social or health concerns during pregnancy 
to improve health outcomes. 

Local health departments 
(DMAP provides 
reimbursement for MCM 
services to a broader 
community of prenatal 
care providers not under 
the public health 
program)

<1%
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Appendix G: Principles, domains and example CCO accountability metrics 
OHPB Stakeholder Work Group on Outcomes, Quality and Efficiency Metrics 

 
Potential CCO performance measures  

At a minimum, any selected performance measure should meet standard scientific criteria for reliability and 

face validity. Potential measures also should be evaluated against the principles below, with the goal of 

establishing a set of CCO performance measures that reasonably balances the various criteria. OHA should re-

examine selected measures on a regular basis to ensure that they continue to meet the criteria.  

 
Principle Selection criteria Change criteria 

Transformative 

potential 

o Measure would help drive system 

change  

o Measure reinforces the status quo 

rather than prompting change 

Consumer engagement o Measure successfully communicates 

to consumers what is expected of 

CCOs 

o Measure is not understandable or 

not meaningful to consumers 

Relevance  o Condition or practice being measured 

has a significant impact on issues of 

concern or focus*   

o Measure aligns with evidence-based 

or promising practices  

o Lack of currency — measure no 

longer addresses issues of concern or 

focus* 

 

Consistency with 

existing state and 

national quality 

measures, with room 

for innovation when 

needed  

o Measure is nationally validated (e.g., 

NQF endorsed) 

o Measure is a required reporting 

element in other health care quality 

or purchasing initiative(s) 

o National or other benchmarks exist 

for performance on this measure 

o Measure loses national endorsement 

o Measure is unique to OHA when 

similar standard measures are 

available 

 

Attainability  o It is reasonable to expect improved 

performance on this measure (can 

move the meter) 

o CCO or entity performance is “topped 

out”  

o Measure is too ambitious 

Accuracy o Changes in CCO performance will be 

visible in the measure 

o Measure usefully distinguishes 

between different levels of CCO 

performance 

o Measure is not sensitive enough to 

capture improved performance 

o Measure is not sensitive enough to 

reflect variation between CCOs  
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Feasibility of 

measurement 

 

o Measure allows CCOs and OHA to 

capitalize on existing data flows (e.g., 

state All Payer All Claims reporting 

program or other established quality 

reporting systems)  

o Data collection for measure will be 

supported by upcoming HIT and HIE 

developments  

o Burden of data collection and 

reporting outweighs the measure’s 

value  

Reasonable 

accountability  

o CCO has some degree of control over 

the health practice or outcome 

captured in the measure 

o Measure reflects an area of practice 

or a health outcome over which CCO 

has little influence 

Range/diversity of 

measures 

o Collectively, the set of CCO 

performance measures covers the 

range of topics, health services, 

operations and outcomes, and 

populations of interest 

o There is a surplus of measures for a 

given service area or topic 

o Measure is duplicative 

o Measure is too specialized 

 

* These issues include, but are not limited to: health status, health disparities, health care costs and cost-effectiveness, 

access, quality of care, delivery system functioning, prevention, patient experience/engagement, and social 

determinants of health. 

 
Domains of measurement 

OHA should assess CCO performance in these domains:  
 

 Accountability for system performance in all service areas for which the CCO is responsible: 
o Adult mental health; 
o Children’s mental health; 
o Addictions; 
o Outpatient physical;  
o Inpatient physical; 
o Women’s health; 
o Dental;  
o Prevention; 
o End-of-life care. 

 

 Accountability for transformation: 
o Care coordination and integration; 
o Patient experience and activation; 
o Access; 
o Equity; 
o Efficiency and cost control; 
o Community orientation. 
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Potential CCO performance measures 
*Examples only* 

 

Measure Data Type 
Other initiatives that 
use the measure 

Rate of tobacco use among CCO enrollees Survey or medical record 7 

Obesity rate among CCO enrollees Survey or medical record  

Low birth weight Vital statistics /medical  record 2 

Well child visits Claims/encounter data 2, 5, 6  

Dental visits (% of members with any visit in past year) Claims/encounter data 6, 7 

Depression screening  Medical record 1, 3, 4, 5 

Initiation and engagement in drug, alcohol, and mental 
health treatment 

Claims/encounter data 3, 5, 6 

Penetration rate for mental health and chemical 
dependence treatment 

Survey and administrative data  

Cholesterol control for patients with diabetes Medical record 5 

Glucose control for diabetics Medical record 4 

Cancer screening (1 of: cervical, breast or colorectal) Claims/encounter data 1, 2, 4, 5, 6 

Effective contraceptive use and unintended pregnancy Survey   

Chlamydia screening Claims/encounter data 1, 2, 5, 6 

Fall risk screening (older adults) Claims/encounter data 4, 6 

Service engagement (% members who received no 
health services at all in x period) 

Claims/encounter and 
administrative data 

 

Member or patient experience with: Survey 1, 2, 4, 5, 6 

 Getting needed care and getting care quickly   

 Shared decision making and participation in care 
planning 

  

 Care coordination   

 Chronic disease self-management support   

 Primary provider or provider team   

 Overall experience of care   

Primary care-sensitive hospital admissions (AHRQ PQIs) Claims/encounter data 1, 4 

ED visits by primary diagnosis (e.g. mental health, 
substance abuse, dental, other) 

Claims/encounter data  

Hospital acquired infection rates  CDC reporting system  

Medication management (e.g., % discharges where 
medications were reconciled within 7 days) 

 4, 6 

Follow-up after hospitalization (visit within 7 days of 
discharge for physical or mental health diagnosis) 

Claims/encounter data 1, 2, 6 

Readmission rates (30 day risk-adjusted for hospital and 
inpatient psychiatric) 

Claims/encounter data 1, 4, 6 

End of life care preferences (e.g. % dual eligibles or age-
specified members who have a POLST form on file) 

Administrative data  

Health/functional status improvement Survey 4 
 

1 – Medicaid Adult Core Measures 
2 – CHIPRA Core Measures 
3 – Medicaid Health Home Core Measures 
4 – Medicare ACO Quality Measures 

5 – Oregon PCPCH 
6 - HEDIS 
7 – National Quality Strategy
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Accountability by level 

Illustrative examples for discussion purposes only 
Example domain: Care coordination 

 

 CCO criteria (structure) Process metrics Outcome metrics Triple Aim 

Macro: OHA 

Establish recognition process for 
PCPCHs 

 # of PCPCHs recognized  % of OHA-covered lives with 
access to PCPCH 

 OHA roll-up: ambulatory care-
sensitive hospital admissions 

Better care, lower 
costs Administer EHR incentive program; 

facilitate HIE (e.g., connect regional 
HIOs, Direct Project) 

 % of eligible providers and 
hospitals meeting 
Meaningful Use 

 Statewide EHR adoption 
 Statewide HIE participation 
 OHA roll-up: Medication 

errors, duplicate testing 

Meta: CCO 

Incorporate OHA-recognized 
PCPCHs into CCO network 
 

 Member experience of care 
coordination (e.g., shared 
decision making composite) 

 % members with individual 
care plan 

 Rate of ambulatory care-
sensitive hospital admissions 

 Member experience of care 
overall  
 

Better health, lower 
costs 

Support clinical information 
exchange among CCO providers 
(e.g., act as or participate in 
regional HIO; use Direct) 

 Medication management — 
% members with 
medications reconciled 
within 7 days of hospital 
discharge  

 Medication errors 
 Duplicate testing 

 

Better care 

Micro: 
Practice or 
provider 

Implement PCPCH standards, seek 
recognition  

 % members assigned to 
personal provider or team 

 Benchmark for continuity of 
care 

Better care 

Identify, track and proactively 
manage patient care electronically 
using up-to-date information 

 Screening for depression 
and follow-up plan 

 % patients showing 
improvement on clinically 
valid depression tool 

Better care, lower 
costs 

 
     Collected by OHA 




