
 
OREGON HEALTH FUND BOARD 

 
 
October 30, 2007                                   Kaiser Permanente Town Hall Ball Room 
1:00pm (Digitally Recorded)               Portland, OR 
 
MEMBERS PRESENT:   William Thorndike, Jr., Chair 

Jonathan Ater, Co-Vice Chair 
    Eileen Brady, Co-Vice Chair 
    Thomas Chamberlain 
    Charles Hofmann, M.D. 
    Raymond Miao 
    Marcus Mundy 
 
STAFF PRESENT:  Barney Speight, Executive Director, OHFB 
    Jeanene Smith, M.D., Administrator, OHPR 
    Tina Edlund, Deputy Administrator, OHPR 
    Sean Kolmer, Research Analyst 
    Heidi Allen, Program Manager, OHREC 
    Tami Breitenstein, Executive Assistant, OHFB 
    Nora Leibowitz, Acting Director, Health Policy Commission 
    Darren Coffman, Director, Health Services Commission 
    Brandon Repp, Research Analyst 
    Nate Hierlmaier, Policy Analyst 
    Illana Weinbaum, Policy Analyst 
    Alyssa Holmgren, Policy Analyst 
     
OTHERS PRESENT:  Ellen Lowe, Chair, Enrollment and Eligibility Committee 
    Senator Alan Bates   
    Senator Ben Westland 
ISSUES HEARD:   

• Call to Order/Introductions/Review & Approve Agenda 
• Coverage Trends in Oregon 
• State Health System Performance and Trends in Reform 
• Working Lunch:  Executive Director Update, Committee bylaws, 

Appointments to Committees 
• Recommendations for Reform:  Oregon Business Council, 

Oregon Health Policy Commission, Comment from Anne 
Gauthier 

• Organizational Issues:  Planning Assumptions, Committee 
Charters, Time Line 

• Public Comments  
• Other Business 
 

 
 
 

These minutes are in compliance with Legislative Rules.  Only text enclosed in italicized quotation marks reports a speaker’s 
exact words. For complete contents, please refer to the recordings.

 
(Digitally Recorded) 
 
Chair Thorndike I. Call to Order/Introductions/Review & Approve Agenda  
 

• There was a quorum.  The Board and staff introduced themselves to 
the audience.   

• Senator Bates addressed the Board. 
These minutes are in compliance with Legislative Rules.  Only text enclosed in italicized quotation marks  
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• Dan Field, Vice President, Kaiser Permanente Northwest Region, 
provided book on Health Care Reform.   

 
 
 
Jeanene Smith, MD II. Coverage Trends in Oregon (see Exhibit Materials 3).   
 
  Provided information on who has coverage in Oregon with breakdowns by 

Medicaid, employer-sponsored insurance, Medicare, Medicare Advantage 
and issues surrounding those who are not insured with discussion and 
comments by the Board.   

 
  Discussion 

• Two income families who have two options for coverage. 
• Correlations between group insurance enrollment, business and the 

economy.   
• Aging populations and long-term projections.  
• Board asked about documented and undocumented workers.  Staff 

replied statistics are from Oregon Population telephone survey 
conducted every two years and probably is not a good indication of 
these individuals.  

 
Presentation III. State Health System Performance & Trends in Reform  
  (see Exhibit Material 4 and 5) 
 
 Anne Gauthier, the Commonwealth Fund, provided a presentation on 

reform, research and “Aiming Higher:  Results from a State Scorecard on 
Health System Performance, The Commonwealth Fund.”   
  
• Oregon ranked 34th overall, 45th in access, 36th in quality and 48th in 

equity 
• Discussion on migration as a result of health care reforms 
• Discussion of indicators for ranking 
• Comparisons with other states 
• Delivery Reform 
• Discussion on Medicare reimbursement 
• Readmission impact on costs 
 
The Commonwealth Fund will be coming out with recommendations in five 
areas, strategies to expand coverage, the Massachusetts Health Plan, the 
Federal Poverty Level (FPL) as a measurement and Maine’s and other 
states’ reform efforts. 

 
Chair Thorndike IV. Working Lunch 
 

• Executive Director Update 
o Review of Timeline of SB 329 

• Committee Bylaws 
o Review of Updated Committee Bylaws 

 
Motion to approve committee bylaws is seconded.  Motion passed 
unanimously.    

 
• Appointments to Committees (see Exhibit Materials 12) 
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o Reviewed recommendations of new committee members’ 
appointments and transfers.  Elected committee chairs and vice-
chairs were identified.   

 
Motion to approve list of committee members is seconded.  Motion passed 
unanimously.    

 
Presentations V. Recommendations for Reform (see Exhibit Materials 7, 8 and 9) 
 

• Oregon Business Council – Presentation by Peggy Fowler and 
Duncan Wyse followed by questions and discussion.   

• Oregon Health Policy Commission – Presentation by Denise Honzel 
followed by questions and discussion.    

• Anne Gauthier commented on recommendations.   
 
Barney Speight VI. Organizational Issues (see Exhibit Materials 14, 15 and 16)  

• Planning Assumptions  
• Committee Charters  
• Timelines   

 
Chair Thorndike VII. Public Comments 

Chris Demars, Oregon Health Reform Collaborative, presented 
testimony and submitted a memo from the Oregon Health Resources 
Commission (OHRC) to the Board.   

 
Chair Thorndike VIII. Other Business 
 
Chair Thorndike IX.  Adjourn 
   
   Chair adjourns the meeting at approximately 4:05 p.m.   
 
Next meeting November 6.   

 
 
Submitted By:     Reviewed By:  
Paula Hird 
 
 
EXHIBIT MATERIALS 
 

1. Speaker Bios 
2. Federal Poverty Level Chart 
3. Oregon 2006 Trends in Coverage Presentation Slides 
4. Why Not the Best?  A High Performance Health Care System for Oregon Presentation Slides 
5. Aiming Higher:  Results from a State Scorecard on Health System Performance, The Commonwealth Fund* 
6. State of the States, Robert Wood Johnson Foundation** 
7. Matrix comparing OBC and OHPC reform recommendations*** 
8. Oregon Business Council Reform Recommendations Presentation Slides 
9. Oregon Health Policy Commission Reform Recommendation Presentation Slides 
10. Model Committee Bylaws 
11. Committee Appointments and Transfers Memo 
12. Revised Committee Rosters 
13. Bios for Proposed Members of Health Equities Committee 
14. OHFB Design Principles and Assumptions 
15. Committee Charters 
16. OHFB Timeline 
17. Memo from Oregon Health Reform Collaborative 

 
*http://www.commonwealthfund.org/publications/publications_show.htm?doc_id=494551 
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**http://statecoverage.net/pdf/StateofStates2007.pdf 
***Oregon Business Plan Policy Playbook:  Health Care available at:  
      http:://www.oregon.gov.DAS/OHPPR/HPC/OHPCReformRoadMapFINAL.pdf 
 



 
OREGON HEALTH FUND BOARD 

 
December 12, 2007                    CCC, Wilsonville Training Center, Room 111-112 
1:00pm (Digitally Recorded)               Portland, OR 
 
MEMBERS PRESENT:   Board 

 
William Thorndike, Chair 
Jonathan Ater, Co-Vice Chair 
Eileen Brady, Co-Vice Chair 
Thomas Chamberlain 
Charles Hofmann, M.D. 
Raymond Miao 
Marcus Mundy 
 
Delivery  
Dick Stenson, Chair 
Maribeth Healey, Co-Vice Chair 
Doug Walta, MD, Co-Vice Chair 
Richard Wopat, MD 
Mitch Anderson 
Stefan Ostrach 

Anyone by phone? 

 Vanetta Abdellatif 
Tina Castanares, MD 
Dave Ford 
Vickie Gates 
William Humbert 
Dale Johnson, Jr. 
Carolyn Kohn 
Diane Lovell 
Bart McMullan, Jr., MD 
Stefan Ostrach 
Ken Provencher 
Lillian Shirley, BSN 
Mike Shirtcliff, DMD 
Charlie Tragesser 

 

 
OTHERS PRESENT:  Ellen Lowe, Chair, Eligibility and Enrollment Committee 
    Ella Booth, Chair, Health Equities Committee 

Senator Ben Westlund 
 

STAFF PRESENT:  Barney Speight, Executive Director, OHFB 
    Jeanene Smith, M.D., Administrator, OHPR 
    Tina Edlund, Deputy Administrator, OHPR 
    Sean Kolmer, Research Analyst 
    Heidi Allen, Program Manager, OHREC 
    Tami Breitenstein, Executive Assistant, OHFB 
    Nora Leibowitz, Acting Director, Health Policy Commission 
    Darren Coffman, Director, Health Services Commission 
    Nathan Hierlmaier, Policy Analyst 
    Brandon Repp, Research Analyst 
    Illana Weinbaum, Policy Analyst 
    Alyssa Holmgren, Policy Analyst 
ISSUES HEARD:   

• Call to Order/Introductions/Review and Approve Meeting 
Agenda 

• Review and Approval of Revised Committee Charters and Design 
Principals and Assumptions 

• Call Joint Meeting of Board and Delivery Systems Committee to 
Order 

• Characteristics of a Patient-Centered Medical Home 
• Panel:  What are Oregon Health Insurers Doing to Promote 

Medical Homes?  Dave Labby, CareOregon; Ralph Prows, 
Regence Blue Cross Blue Shield; and Thomas Hickey, Kaiser 
Permanente 

• Presentation:  Efforts to Unify Primary Care Providers around 
Medical Home Model, by Chuck Kylo, Greenfield Health, David 
Dorr, OHSU 

• Invited Testimony and Public Testimony 
• Other Business 

 These minutes are in compliance with Legislative Rules.  Only text enclosed in italicized quotation marks reports a speaker’s 
exact words. For complete contents, please refer to the recordings.
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(Digitally Recorded) 
 
Chair Thorndike I. Call to order the meeting of the Oregon Health Fund Board/Review 

and Approve Meeting Agenda.   
 
  There is a quorum.  Board, Committee Members and staff introduced 

themselves.   
 
Chair Thorndike II. Review and Approval of Revised Committee Charters and Design 

Principles and Assumptions  
     

Barney Speight overviewed “A Comprehensive Plan for Reform:  
Design Principals and Assumptions” as amended with previous 
suggestions from the Board incorporated.  
• Concern regarding Assumption H as it appears to lock in the existing 

business model of employers funding much of the health care reform. 
  

Motion to adopt the document, “A Comprehensive Plan for Reform:  Design 
Principals and Assumptions” is seconded.   
 
Discussion 
• Agreement that Assumption H is too limited and suggests a program is being 

designed only for the uninsured, when it is a program for all Oregonians.   
• Cost containment statement should be related not only to the health 

coverage for the uninsured but also to employer-based costs.   
• Under Assumption A include the wording “cost containment” and more 

flexibility in H; and Assumption I regarding revenue should be changed to 
“new funding mechanisms.” 

  
The plan will be amended to add cost containment to Assumption A, change 
Assumption I to new funding mechanisms, and, in regards to the concern of 
Assumption H, a new Principal will be added stating that this plan not only looks 
at systems to bring the uninsured into coverage but also to reform the existing 
delivery system and financing system for those who have coverage. 
 
 The question is called for to approve the Comprehensive Plan as 
amended.  Motion passed unanimously.  
 
The Director will rework the document and send it out for comment.   

 
Review and Approval of Revised Committee Charters presented by 
Barney Speight 
• Four charters for consideration: 

o   Delivery System Committee, highlighting changes made to:   
 Principals:  efficiency, economic sustainability, use proven models, 

fund a high quality and transparent health care delivery system and 
ensuring costs do not exceed cost of living increases. 

 Scope concepts were highlighted, including adding to Public Health 
and Prevention and End-of-Life Care. 

o   Quality Institute Work Group  
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 This group will look at the issue of information transparency.  The 
Governor’s office will probably form a Health Infrastructure Advisory 
Committee (HIAC) that will look at information and technology. 

 Question regarding the Quality Institute and composition of group – 
doctors, health systems, insurers, providers, counselor, it was ask  

o Eligibility and Enrollment Committee charter points were highlighted. 
Ellen Lowe, Chair of the Committee, responded to questions concerning 
the timeline for submitting reports and information that will be needed 
from the Benefits Committee to complete some reports.   

o Federal Laws Committee charter was reviewed. 
 

Motion to adopt the charters for the Delivery System, Eligibility and Enrollment, 
Quality Institute and the Federal Law Committees is seconded.  Motion passes 
unanimously.   

 
 The Chair welcomed Senator Kurt Schrader who addressed the committees.   
 
Dick Stenson III. Call to order the Joint Meeting of the Board and the Delivery 

Systems Committee 
   
  Barney Speight reviewed meeting schedules and discussed finalizing 

arrangements with The Institute of Health Policy and Solutions, which has 
been working with Massachusetts and California on reforms, and James 
Matheson, an independent actuary, which has been working on the Boston 
Health Policy and Research, as consultants.   

 
  Representative Tina Kotek is welcomed. 
 
   
Jeanene Smith, MD IV. Characteristics of a Patient-Centered Medical Home 
 

Presented a brief overview of The Medical Home Model of Primary Care (see 
exhibit materials).   
• Definition of primary care includes general pediatrics, general internal 

medicine, family medicine and OB-GYN.   
• Statistics from the Board of Medical Examiners states there are 3,964 

primary care physicians, if you include all OB-GYN’s.   
• Background of primary care, integrating behavioral, mental and public 

health, and community collaborative activities.   
• The importance of other key health care professionals, e.g. Nurse 

Practitioners.   
• Emergency room use.   
 

Presentations V. Panel:  What are Oregon Health Insurers Doing to Promote Medical 
Homes? 

 
  Panel Members David Libby, MD, PhD, CareOregon; Ralph Prows, 

MD, Regence Blue Cross Blue Shield; and Thomas Hickey, MD, 
Kaiser Permanente (see exhibit materials for copies of Power Point 
presentations). 

 
  Each panel member gave a presentation on medical homes including 

research and pilot programs.   
 
  Discussion  
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• Some topics discussed included: 
o Integrating care for individuals and families 
o Panel sizes and implementation of these type of models  
o Medical homes cost, cost methodology and administrative costs 
o Lack of primary care physicians  
o Chronic care 
o Customer focus 
o Health Information Technology 
o Primary Care Home collaboratives 

 
 
Presentation VI. Efforts to Unify Primary Care Providers around Medical Home Model 
 

Presentations by David Dorr, MD, OHSU and Chuck Kilo, MD, Greenfield on 
the benefits and challenges of medical homes in primary care.   

 
Bill Thorndike VII. Invited Testimony and Public Testimony 
  The following were invited to provide testimony: 
   

• Rick Wopat 
• Mike Grady 
• Craig Hostetler 
 
Public testimony was given by: 
• David Pollack, OHSU 

 
Bill Thorndike VIII. Other Business - None 

 
 
Bill  Thorndike/ IX. Adjourn 
Dick Stenson 

The meeting was adjourned at approximately 5:05 p.m.   
 
The next meeting for the Oregon Health Fund Board will be January 15, 2008, at the Port of 
Portland Commission Room in Portland.   
 
Submitted By:     Reviewed By:  
Paula Hird 
 
 
EXHIBIT SUMMARY 
 

1. Agenda 
2. Revised Committee Charters 
3. Reform Design Principles and Assumptions 
4. The Medical Home Model of Primary Care, Draft Report Prepared for Office for Oregon Health Policy and Research 
5. Joint Principles of a Patient-Centered Medical Home, American Academy of Family Physicians, American Academy 

of Pediatrics, America College of Physicians and American Osteopathic Association, February 2007. 
6. Beal A, et al., Closing the Divide:  How Medical Homes Promote Equity in Health Care, The Commonwealth Fund, 

June 2007 
7. Jeanene Smith Presentation Slides – Characteristics of a Patient-Centered Primary Care Home 
8. Speaker Bios 
9. Insurer Panel Materials 

a. Ralph Prows Presentation Slides – Primary Care Home:  Overview of Collaboration 
b. Thomas Hickey Presentation Slides – Kaiser Permanente Vision 
c. Goodson J, Unintended Consequences of Resource-Based Relative Value-Scaled Reimbursement, JAMA, 

November 2007, 298(19):2308-2319 
d. David Labby Presentation Slides 

10. Provider Panel Materials 
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a. Summary of Better Health Initiates Meetings 
b. David Dorr Presentation Slides – Medical homes in primary care:  policy implications from Care Management 

Plu 



 
OREGON HEALTH FUND BOARD 

 
January 15, 2008                        Port of Portland, Commission Room 
11:30am (Digitally Recorded)               Portland, OR 
 
MEMBERS PRESENT:   William Thorndike, Chair 

Jonathan Ater, Co-Vice Chair 
Eileen Brady, Co-Vice Chair 
Thomas Chamberlain 
Charles Hofmann, M.D. 
Raymond Miao 
Marcus Mundy 

  
 

 
OTHERS PRESENT:  Ellen Lowe, Chair, Eligibility and Enrollment Committee 
    Ella Booth, Chair, Health Equities Committee 

Susan King, Chair, of the Benefits Committee 
William Smith, OHPR 
 

STAFF PRESENT:  Barney Speight, Executive Director, OHFB 
    Jeanene Smith, M.D., Administrator, OHPR 
    Tina Edlund, Deputy Administrator, OHPR 
    Sean Kolmer, Research Analyst 
    Heidi Allen, Program Manager, OHREC 
    Tami Breitenstein, Executive Assistant, OHFB 
    Nora Leibowitz, Acting Director, Health Policy Commission 
    Darren Coffman, Director, Health Services Commission 
    Nathan Hierlmaier, Policy Analyst 
    Brandon Repp, Research Analyst 
    Illana Weinbaum, Policy Analyst 
    Alyssa Holmgren, Policy Analyst 
ISSUES HEARD:   

• Call to Order/Introductions/Review and Approve Meeting Agenda 
and Meeting Minutes with Working Lunch 

• Oregon Health 101 
• Community Mental Health Overview 
• Introduction to Community Health Clinics and Other Safety Net 

Providers 
• Oregon’s Community Collaborative 
• Invited Testimony and Public Testimony 
• Other Business and Discussion 
 

 
 
 

These minutes are in compliance with Legislative Rules.  Only text enclosed in italicized quotation marks reports a speaker’s 
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(Digitally Recorded) 
 
Chair Thorndike I. Call to Order/Introductions/Review and Approve Meeting Agenda 

and Meeting Minutes with Working Lunch.   
 

• There was a quorum.  Board, Committee Members and staff introduced 
themselves.  October 2 meeting minutes were reviewed.   

 
Motion to approve the October 2, 2007, meeting minutes was seconded.  
Motion passed unanimously.    

 
 The following individuals were submitted for approval as Committee 

Members:   
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Eligibility and Enrollment: 
• Felisa Hagins, SEIU Local 49, Portland  
• Noelle Lyda, Ed Clark Insurance Inc., Salem 
• Eric Metcalf, Confederated Tribes of Coos, Lower Umpqua & Siuslaw 

Indians, Coos Bay 
• John Mullin, Oregon Law Center, Portland 
• Susan Rasmussen, Kaiser Permanente Northwest, Portland 

  
Finance Committee: 
• Fred Bremner, DMD, Portland 
• Judy Mushcamp – Confederated Tribes of Siletz 
 
Federal Laws: 
• Cheryle Kennedy, Confederated Tribes of Grand Ronde 

   
  Health Equities: 

• Holden Leung, Executive Director, Asian Health and Service Center, 
Portland  

• Joe Finkbonner, Executive Director, NW Portland Indian  
       Health Board, Portland 

• Laurie Powers, PhD, MSW, Professor, Portland State University, Portland 
• Melinda Muller, Physician, Legacy Health Systems, Portland 

 
Motion to approve the appointments to the assigned committees was 
seconded.  Motion passed unanimously.   

 
II. Oregon Health Plan 101 (see Power Point Presentation) 

 
Jeanene Smith, M.D., provided information on the historical backdrop of 
the Oregon Health Plan (OHP); the prioritized list of Health Services 
maintained by Health Services Commission (HSC) and criteria for ranking 
services; and OHP 2.   

Jeanene Smith, 
M.D., OHPR 
 
Jim Edge, DHS,  
Division of 
Medical 
Assistance 
(DMAP) 
 
Kelly Harms, 
Office of Private 
Health  
Partnerships/ 
Family Health 
Insurance 
Assistance  
Programs 
(FHIAP) 

 
Jim Edge, DHS, Division of Medical Assistance Programs (DMAP).   
• Reduction of Oregonians in Standard Program due to Federal action. 
• Approval to expand Standard program to 24,000. 
• Ellen Lowe, Chair, Eligibility and Enrollment Committee, urged 

involvement in getting eligible individuals to sign up for expansion.   
• Dialogue on per member costs for an individual in Plus package, child in 

SCHIP program and adults in Standard program, and capitated rates as 
calculated by independent actuary.  

• Administrative fees, loss of provider tax and tax strategies discussed. 
• Maps of OHP enrollments in Fully Capitated Health Plans (FCHP), 

Physician Care Organizations (PC), Dental Care Organizations (DCOs), 
and Mental Health Organizations (MHOs).   

• Annual calculation of federal matching rates.   
• Discussion on SCHIP allotment amounts carried forward and potentially 

reaching a ceiling in three years.   
• Oregon operating under waivers due to demonstration projects which 

requires budget neutrality.  
• Budget neutrality trend line and dollars available.  Revenue resources for 

Medical Assistance Programs. 
 

 
reports a speaker’s exact words.  For complete contents, please refer to the recordings. 
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Kelly Harms, Policy and Legislative Liason for the Office of Private 
Health Partnerships, provided an overview of Family Health Insurance 
Assistance Program (FHIAP) (see Exhibit Materials 3).   
• Eligibility, subsidy levels, and application/enrollment process.   
• FHIAP Snapshot of Program Activity.  
• FHIAP targets low-income, uninsured populations.  Children in family 

must be covered before an adult can be covered. Designed to bridge 
people from a Medicaid program into private coverage.   

• Program has a limited budget and a reservation list.  
• HB 2519 passage in 2001, OHPII waiver bill, resulting in program 

expansion.  
• Is it member dependent or intermediary dependent?  There is an agent 

referral program.  Dialogue regarding training provided and outreach 
efforts to help people move into the best plan for them.    

• On the Geographic Trends page of handout, the number in the “Other” 
category for accessing program by region is incorrect.  Kelly will clarify 
and get the Board that information.   

• Barney Speight will obtain information on how these subsidies compare 
with subsidies in other states.   

• Discussion on reasons for failing to make premium payments.   
• Individual program is more efficient due to electronic format while the 

group program is more labor intensive and requires monitoring.  This is 
an important element to look at when considering expansion programs. 

• Role of employers in FHIAP group market.  
 

IV. Community Mental Health Overview  Gina Nikkel, 
Association of  
Community Mental  
Health Programs  
(AOCMHP) 
 
Mitch Anderson,  
Community 
Mental Health/FQHC,  
Benton County 
 
Karl Brimmer,  
Community 
Mental Health 
Program/MHO,  
Multnomah County 
 
Rita Sullivan,  
ONTRACK, Addictions 
Contract with  
Jackson County 

 
Gina Nikkel, Executive Director of the Association of Community 
Mental Health Programs (AOCMHP) (provided handout)  
• Background of the Association, community MHOs and programs.  
• Wasco/Sherman/Gilliam/Hood River counties constitute one County 

Mental Health Program (CMHP) and Morrow/Wheeler are one CMHP. 
• MHO’s (prepaid, capitated) and community mental health programs. 
• Broad level overview.  
• One-half of the counties contract out with private nonprofit organizations 

resulting in a wide variety of models.   
• Community Mental Health programs administrative fees is about 2%, 0% 

for addictions, and, depending on the year, 1½ to 3% for developmental 
disabilities management while CMHOs get about 8% for administrative 
overhead.  A 2007 survey showed that all MHO’s put about half of that 
back into programs.   

• Study by the Oregon Association of Counties and the wide variability on 
how much counties fund.  

• Statutes, rules and service structures.   
• In reference to a pie chart on county discretionary funds, the Board 

asked for a total amount?  Gina Nikkel will forward that information.  
• Community mental health as part of primary care and medical homes. 
• Draft document of the AOCMHP and Public Health recommendations on 

primary care home which includes primary care homes accommodating 
various settings and patient characteristics, including severe and 
persistent mental illness; and supporting a multi-disciplinary team.   

 
Mitch Anderson, Mental Health Addictions and Developmental 
Disabilities Service Director for Benton County and OHFB Delivery 
Systems Committee member.   
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• The role and responsibility of local Mental Health Authorities through 
statutes and counties.   

• The current focus is on the crisis end due to heavy case loads. 
• Are these things that can be handed back to state if counties absolutely 

cannot perform them?  Yes, counties may decline, but are reluctant to do 
that as it is an all or nothing deal.   

• Services are aimed at safety net or low income individuals with less focus 
on preventive services. 

• Community mental health services fall into two areas:  mental health and 
addiction services that look like primary care services model and, 
secondly, a social service arena between mental health and addiction 
systems that provides connections with out-of-office community 
supports, e.g. housing.   

• Dialogue on the need for a partnership between medical and social 
service structure.  How do we put those two things together? 

• Programs built on evidenced based results, but involve some complex 
partnerships across multiple agencies.   

• Putting services under the scope of the Federally Qualified Health Center 
(FQHC).  Provides new funding source and allows for experiments with 
holistic care that identifies strengths and weaknesses.   

 
Karl Brimmer, Community Mental Health Program/MHO, Multnomah 
County 
• 90% of Multnomah county mental health services consists of nonprofit 

organizations and one profit and 10% provided through the County. 
• Treatment services and addressing housing and employment needs. 
• Multnomah’s current funding level is 16 millions dollars.   
• HealthCare Oregon and Multnomah County working with providers.  
• Dialogue regarding the Alaska model demonstrating importance of 

looking at the whole person.   
• Services provided through Central City Concern currently.  Pilot project of 

nearly one year with all services in one location.  Serves part of the 
mental health population but does not serve the severe and persistent 
mentally ill. 

• A cost offset study conducted by the Washington state showed that when 
a person receives medication and/or minimal outpatient care, there is a 
savings in medical costs across the board including emergency room 
services.  Offered to provide the Board with a summary of the report.   

 
Rita Sullivan, ONTRACK, Additions Contractor with Jackson County 
• Treatment works. 
• Discussed evidenced based practices, collaboratives and helping people 

become system independent. 
• Breadth of services in addiction treatment may include housing help and 

instruction on how to be a good tenant. 
• Treats people that have complications of poverty, criminality, etc. 
• All members of the family participate as social support predicts the 

success of the client 
• Looks at kids who suffer parental interruption and the affect on them.   
• New model of foster parents includes involvement of the parents to curb 

the affects of the interruption.  
• Housing with a Purpose involves the elderly as mentors which also assists 

elderly with independence. 
• Help with employment and helping them to be good employees.   
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• “There is a high cost of not adequately funding alcohol and drug treatment 
because it results in higher arrests, higher child welfare, higher foster care 
placements, emergency room, employment problems. .” 

• How do we identify who has a mental illness, how do they get into the 
system?  A family member could call, through criminal behavior, or 
hospitalization.  It is important to identify problems early. 

• Responsiveness of post traumatic stress syndrome from war?  There is a 
need but do not having the capacity.   

• If we serve those at 100% to 150% of the FPL would that increase the 
numbers?  Having a broader benefit would ultimately have better results 
and get more people into system.   

• Joint letter by AOCMHP and Council of Local Health officials was 
presented to the Board and will be submitted to the Delivery Committee. 

• Senators Jackie Winters and Margaret Carter are interested in the issue 
of returning vets and are working with General Caldwell. 

• How does the seniors program work and how does this keep them out of 
the nursing home?  Ratio will be two senior families to one returning 
recovery family.  It keeps seniors young.  Program idea is from Indiana.  
Seniors involved are not part of the mental health system.   

 
Panel: 
Craig Hostetler, 
Oregon Primary  
Care Association 
 
Scott Ekbald, 
Office of Rural  
Health 
 
Jackie Rose, 
Oregon School- 
Based Health Network 
 
Tracy Gratto,  
Coalition of 
Community Health 
Clinics 
  

 IV. The Healthcare Safety Net Panel (see Power Point Presentation) 
 
Craig Hostetler, Executive Director, Oregon Primary Care Association 
(OPCA)  
• Overview of Community Health Centers and Assn of Safety Net Clinics 
• If it was fully funded what is the maximum number capacity?  Outside-In 

turns out 25-30 people/day.  Physical facilities capacity could expand 25-
30%, after which would have to add facilities.   

 
  Scott Ekblad, Executive Director, Office of Rural Health, OHSU 

• Isolated Rural Health Center Facilities (IRHCF). 
• Core safety net – only source of care in community  
• Rural Health Clinics, federally certified, located in underserviced 

designations, provide primary care services, and a mid level practitioner 
50% of time, and must be able to perform six basic lab services. 

• Need access to better data – in order to be a Isolated Rural Health 
Facility would like to require to provide data to their office and offer a 
schedule of discounts.  

• What is your total clients?   Do not have number of people served as 
reporting is not required. 

 
Jackie Rose, Nurse Practitioner, Oregon School-based Health Care 
Network (see Power Point presentation) 
• Overview of the Oregon School-Based Health Care Network and barriers 

of children to health care.   
• School-based health care (SBHC) is like a doctor’s office in the school.   
• Helps decrease health disparities.   
• Report on St. Helens’ Elementary school recently added a mental health 

therapist resulting in a 65% decline in discipline referrals.    
• Funding challenges. 
• Available on the DHS website: patient satisfaction survey (in DHS 

School-Based Health Center Annual Services report) and an SBHC cost 
modeling report by the State’s School-Based Health Center Office. 

• A reimbursement study is currently contracted but not yet available.   
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• How many school-based centers are open year-round?  There is a 
couple; this is something that is being explored. 

• Did some of the funding come from universities?  OHSU School of 
Nursing is the medical sponsor of the Beaverton Merlo Station center.   

• How does this differ from the role of school nurses of the past? School 
nurse as liaison to the school, provides information. The school-based 
health center has a medical provider on site. Both are needed. (Referred 
to a pamphlet by State Health Division and Department of Education)  

• How do schools go about setting up a school-based health clinic?  
o Different communities go about it different ways.   
o The Commission on Children and Families’ survey of superintendents 

found that the single most important need was addressing health 
needs.   

o Washington County’s collaborative efforts to develop a process for 
setting up a school-based clinic including writing grants.  

• Health Centers at a school will accept other students throughout the 
school district, but there is a capacity issue.   

• Involving the community is critical and flexibility on local control issues. 
  
Tracy Gratto, Director, Coalition of Community Health Clinics, 
Multnomah County 
• Community sponsored clinics and FQHCs in Multnomah County. 
• Definition and identification of community sponsored clinics.  
• In Multnomah County about 75% of funding is from local foundations and 

private donations.   
• Do not have as much administrative overhead, but each model is unique.   
• Volunteer contributions, faith-based contributions. 
• Free Clinics Association.  
• What are your recommendations for increasing access to health care 

without harming Community efforts?  Partly, create a financial system 
allowing for some flexibility and building on models proven to work.   

• Concern expressed about relying too heavily on volunteers. 
• Barney Speight advised that the Safety Net Advisory Committee will 

report at the next Board meeting.  
 
 Oregon’s Community Collaboratives (see Power Point Presentation) 

 
Mike Bonetto, Central Oregon Health Care Collaborative, (COHCC) , 
Bend (see Power Point Presentation) Panel: 

Mike Bonetto, 
Zoomcare 
 
Susan Stearns, 
100% Access  
Healthcare Initiative 
 
Tracy Gratto,  
CCHS and Project  
Access NOW 
 

• Key elements of community collaboration learned from national models.   
• What makes collaboratives work?  Overview of eight critical activities.  

There are 600-700 collaboratives around the nation. 
 
 Susan Stearns, 100% Access Healthcare Initiative 

• 2004 United Way Needs and Assets Survey revealed that the most 
pressing Lane county needs include access and affordability.   

• There has been a dramatic rise in health care needs over past twenty 
years of the survey.   

• 1 in 5 Lane county residents is uninsured compared to 1 in 6 in Portland. 
• Coalition is made up of over 50 organizations, the CEO of every major 

health care organization is on the board, in addition to key business 
leaders, nonprofit executive directors, government leaders, and other 
community representatives.   
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• Starting with small discrete projects which is building trust and 
establishing relationships that will be needed to accomplish universal 
care.   

• Completed a comprehensive analysis of the utilization of emergency 
department for 2005 and 2006.  Data from 2007 is forthcoming and with 
its analysis will be able to develop three-year trend information. 

• Prior to the 100% Access Health Care Initiative, the safety net clinics had 
never met together.   

• Lane county safety net clinics include one FQHC, one Volunteers-in-
Medicine Clinic (a national volunteer provider model), a network of 
school-based health centers, and the White Bird Clinic, a 30-year old 
collective providing care to homeless, mentally ill and other hard-to-
reach populations.  Recently added, Center for Community Counseling, a 
Volunteers-in-Medicine-like model.   

• Creation of a laminated card listing complete scope of practices for the 
uninsured.   

• During the initial year, the safety net organizations gathered information and 
was able to estimate that about 18,000 patients have been covered, about 
1/3 of the Lane county uninsured population.  

• United Way, Lane County, has been licensed by Stanford University to offer 
the chronic disease self-management program, a 6-week non-disease-
specific model designed for a community, not health care, setting.  Offered 
in both English and Spanish.  

   
VI. Invited Testimony and Public Testimony 

• Tonya Stewart, MD, for the Palliative Care Physican’s Roundtable, 
presented testimony for the need to include “ . . . reimbursement to 
primary care providers to have conversations about goals of care or time 
spent reviewing and documenting the patient’s desires regarding the 
Physician’s Order for Life Sustaining Treatment (POLST).”  Written 
testimony provided. 
o Barney Speight requested contact information for future input.   

• Testimony by Ellen Pinney will be deferred to the February meeting.   
 
 VII. Other Business and Discussion  

• Next meeting is February 19 at Kaiser Town Hall in Portland.   
• Two reports on the docket are 1) general update on Board and 

Committees and 2) overview of the exchange.   
• February 19 will include an update from Safety Net Advisory Committee. 
• Feedback from Board to Barney Speight revealed a desire for more 

discussion time at the meetings  He will be providing information on 
Committee updates.  

• Discussion of legislative session format for progress reporting.   
• Ellen Pinney joined Ellen Lowe in supporting obtaining eligible individuals 

to apply in February for expansion of Standard Health Plan.   
 

Chair Thorndike VIII.   Adjourn 
 

The meeting was adjourned at approximately 5:05 p.m.   
 
The next meeting for the OHFB is February 19, 2008, Kaiser Permanente Town Hall,  Portland.   
 
Submitted By:     Reviewed By:  
Paula Hird 
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Investing in Oregon’s Health Care 
Safety Net

Opportunities and 
Challenges



Safety Net Advisory Council
 (SNAC) 

Staff support – Office of Health Systems Planning (HSP) Office of Health Policy

 

and Research (OHPR)

Members of the Safety Net Advisory Council
Priscilla Lewis, Co-chair – Providence Health Systems
Craig Hostetler, Co-chair – Oregon Primary Care Association
Bill Thorndike

 

– Medford Fabrication
Jackie Rose

 

– Oregon School-based Health Care Network
Tom Fronk

 

– Benton County Health Department
Vanetta Abdellatif

 

– Multnomah County Health Department
Scott Ekblad

 

– Office of Rural Health
Abby Sears

 

– Our Community Health Information Network (OCHIN)
Ron Maurer

 

– State Representative
Beryl Fletcher

 

– Oregon Dental Association
Jim Thompson

 

– Oregon Pharmacy Association
Tracy Gratto

 

– Coalition of Community Health Clinics
Steve Kliewer

 

– Wallowa Valley Center for Health and Wellness
Matt Carlson

 

– Portland State University



History of SNAC

National Governor’s Association Grant -
 

2004
Convened broad-based expert workgroup and 
developed report ‘Enhancing the Safety Net through Data 
Driven Policy’

•

 

Governor endorsed report and recommendations –
 SNAC formed 2005

•

 

Primary staff support through Division of Public Health, Office of Health Systems 
Planning, in partnership with Office of Health Policy and Research, Division of 
Finance, Policy and Analysis and Division of Medical Assistance Programs



SNAC’s
 

CHARGE

The Safety Net Advisory Council (SNAC) provides 
the Governor, the Director of DHS, the OHPR 
Administrator, the Oregon Health Fund Board, the 
Oregon Health Policy Commission (OHPC) and the 
Medicaid Advisory Committee (MAC) with specific 
policy recommendations for the provision of safety 
net services for vulnerable populations who 
experience barriers to accessing care.



What is the Health Care Safety Net?      

“The health care safety net is a key delivery 
system element for the protection of the health 
of Oregonians and the delivery of community-

 based care.”

Enrolled Senate Bill 329 – 74th Oregon Legislative Assembly – 2007 Regular Session



Patients the Safety Net Serves

Populations Experiencing 
( financial barriers only one of many)

– Cultural
– Language
– Transportation
– Geographic
– Homeless
– Higher prevalence of 

mental illness

Significant Barriers to Accessing Care 

– Substance abuse, including meth 
addicts 

– Cognitive impairment/ memory 
problems

– Decreased functional status
– Health literacy barriers
– Socially isolated
– Financial



Safety Net Defined – SB 329 74th

 

Legislative Assembly

•

 

Providers that deliver health services to persons 
experiencing cultural, linguistic, geographic, financial 
or other barriers to accessing appropriate, timely, 
affordable and continuous health care services.  “Safety 
net providers” includes health care safety net 
providers, core health care safety net

 
providers, tribal 

and federal health care organizations and local 
nonprofit organizations, government agencies, 
hospitals and individual providers. 



Safety Net Providers with the Mission to 
Serve Vulnerable Populations

• Persons who experience significant barriers to accessing health 
care

Homelessness, language and cultural barriers, geographic 
isolation, mental illness, lack of health insurance, and financial 
barriers

A mission or mandate to deliver services to persons who 
experience barriers to accessing care

Serving a substantial share of persons without health insurance 
and persons who are enrolled in Medicaid or Medicare, as well 
as other vulnerable or special populations. 



A community’s response

Federally Qualified Health Centers – or 
Community Health Centers
School-based Health Centers
Isolated Rural Health Facilities
Community Sponsored Clinics
Hospital Emergency Departments
Local Health Departments
Tribal Health Clinics



Safety Net Clinics

School-based Health Centers - currently 45 centers in 19 
counties

Isolated Rural Health Facilities – currently 17 facilities in 14 
counties

Federally Qualified Health Centers - 26 centers with over 150 
sites located in 27 counties

Community Sponsored Clinics - (approximate) 14 clinics in 6 
counties

Tribal Health Clinics – 10 Clinics in 9 counties



Safety Net Clinics in Oregon



Percent of Patients by Insurance 
status –

 
(All safety net clinics –

 

SNAC core data)
Patients By Insurance Status: All Safety Net Clinics

Uninsured/Self Pay 
48%

Medicaid 
31%

Medicare 
6%

Commercial 
Insurance 

13%

Other 
2%



Numbers of Patients by Insurance 
Status (All Safety Net Clinics, SNAC core data)

Medicaid – 83,957
Medicare – 16,772
Commercial Insurance – 34,890
Uninsured/Self Pay – 130,988
Other – 4,301

Total – 270,908



Types of Services Offered

Type of Services and Intensity Varies Across Safety Net
Primary and acute care
Urgent and emergent care
Mental and behavioral health
Dental health
Chronic Care Management
Interpretation services
Care Coordination/delivery system navigation
Referrals to other supportive services
Transportation 



What we don’t (but NEED) to know

• Data gaps across the safety net 
• We know more about some sectors of the safety net 

than others*.
• Areas of Need:

Hospital ED patient visits for safety net patients statewide
Better data on where workforce gaps are, particularly for midlevel providers and 
ancillary staff
Uniform measures, where appropriate, across the system

• A more detailed data set forthcoming and SNAC will 
continue to work on data gaps 

*OCHIN has a sub-set of FQHC’s with robust data.  A demonstrable benefit of Health 
Information Technology



Safety Net Advisory Council’s 
Recommendations

STABLE FUNDING

CRITICAL INFRASTRUCTURE/ 
TOOLS

WORKFORCE



Essential Building Blocks

There is currently no public fund or financing mechanism to 
support the safety net.  An Investment Fund would support 
community investment, expand safety net impact and help to 
assure its strength and viability
Oregon and the nation are moving toward greater readiness to 
implement Health Information Technology  to improve access, 
quality, safety and efficiency.  The safety net has a role to play but 
needs assistance with broad-based adoption
Safety net providers and rural providers in particular, struggle
with recruitment, retention and distribution of the health care 
workforce. Creative and flexible strategies are necessary to fill 
these gaps. 



Recommendations

STABLE FUNDING…
Establish the Safety Net Integrity Fund
• Assist clinics in financial trouble
• Assist with strategic investments to maintain infrastructure
• Invest in new site development or expansion
• Link funds to technical assistance to address specific 

organizational issues/challenges
• Fund expansions of RX assistance programs
• Fund dental and behavioral service expansion



Critical Investment

“Grow”
 

an investment fund over a 3-year period 
sustained at $ 3 million per year.  

Options for Funding:
•

 

Legislative appropriation
•

 

Public Bond
•

 

Public-Private partnerships
•

 

“Clinic Adoption”
 

model



Recommendations

INFRASTRUCTURE/TOOLS
Support Electronic Health Record Adoption 

across the Safety Net
• Provide systematic approach to EHR adoption across 

the safety net
• Assist with capital-intensive start up and ongoing 

maintenance and technical assistance costs.
• Provide better patient and treatment information. 

Improve the safety, quality and efficiency of care



Critical Investment

Options for Funding:
•

 

Safety Net EHR Investment Fund –
 

legislative 
appropriation

•

 

State and Federal Partnership –
 

leveraging 
Medicaid and Medicare $

•

 

Oregon Style “Utility”-
 

modeled after utility 
services framework



Recommendations

WORKFORCE
Implement innovative approaches to meet 

safety net workforce needs
•

 

Rural Locum Tenens
 

Program
•

 

Flexible community health workforce options
•

 

Oregon Health Service Corps (Loan Repayment)
•

 

Updated Tax Credits
•

 

Provide an increased pipeline of midlevel providers to 
rural communities



Critical Investment

Rural Locum Tenens – fees, grant funding, legislative 
appropriation
Oregon Health Service Corps – legislative 
appropriation
Updated Tax credits – Legislative appropriation
Increase Pipeline for Midlevel practitioners –
legislative appropriation, public-private cost-sharing
Flexible Workforce Approaches – Legislative 
appropriation to fund  grant program



REVIEW of SNAC 
Recommendations

Invest in stable funding for Oregon’s health 
care safety net
Invest in critical infrastructure by supporting 
adoption of Electronic Health Technology 
across the safety net
Invest in recruitment, retention and flexible 
strategies to grow and sustain the safety net 
Workforce.



An essential piece of the delivery system

Access for Oregon’s most vulnerable patients - providing primary 
care for a disproportionate number of low-income, chronically ill, 
racially and culturally diverse Oregonians; many of whom 
experience homelessness, language barriers, mental illness, 
geographic isolation and lack of health insurance.
Laboratories for innovation – especially adept at meeting the 
needs of complex patients and developing creative and culturally
attuned approaches to providing comprehensive and integrated 
care. 
Essential to primary care capacity – The rest of the health care 
system could not absorb these patients if the safety net 
disappeared



SUGGESTIONS for a good closing 
slide (s)?

?



 
 
 
 
BACKGROUND….MIC-VALLEY HEALTH CARE ADVOCATES 
February, 2008 
 
 
Interested citizens, educators, health care providers, health care activists, persons from 
faith communities and other residents of the Corvallis-Albany area form the membership 
of Mid-Valley Health Care Advocates. 
  
Since 1991 MVHCA has been providing educational forums, writing letters to the editor 
and advocating in various ways to achieve quality, affordable health care for ALL 
Oregonians. As a local chapter of Health Care For ALL-Oregon, MVHCA  assisted in the  
Ballot Measure 23 campaign in 2002 
 
More recently members of MVHCA have participated in the Archimedes Movement, 
organized 12 community health care forums, attended meetings and testified at  hearings 
on SB 329 and SB 27 during the 2007 legislative session, and promoted interest in 
participating in the Oregon Health Fund Board and its committees.   
 
In its educational and advocacy activities MVHCA has collaborated with a variety of 
community and statewide organizations including, but not limited to Corvallis League of 
Women Voters, Samaritan Health Services, Interfaith Health Care Network, Physicians 
for National Health Program, Oregon Health Action Campaign, Oregonians for Health 
Security and Ecumenical Ministries of Oregon. 
 
 
Chair:  Rich Lague, PT 
            230 SW Second St.  
            Corvallis, OR  97333 
 
Treas:  Mike Beilstein 
           1214 NW 12th St.  
           Corvallis OR  97330 
 
 
Organizer:  Betty Johnson 
 
 
 



 
 

MID-VALLEY  HEALTH  CARE  ADVOCATES   PRESENTATION 
to 

 OREGON HEALTH FUND BOARD 
 

 February 19, 2008 
 

Presentation by:  Mike Huntington MD and former Oregon Senator, Cliff Trow 
 

 
Mid-Valley Health Care Advocates is well aware that the Oregon Health Fund Board is 
engaged in a very challenging process to create a comprehensive plan for quality , 
affordable and sustainable health care available to all Oregonians. 
We recognize that we do not have all the answers, but are absolutely committed to 
explore ALL the options to achieve our mutual goals. 
 
Mid-Valley Health Care Advocates propose the addition of a non-profit, publicly 
owned and publicly administered health plan to the mix of Accountable Health 
Plans described in The Healthy Oregon Act, SB329.  We are confident that this 
Oregon Health Insurance Plan (OHIP)  will more directly address the roots of our health 
care crisis. 
 
Based on experience in other states, we believe that SB 329’s mandate for all Oregonians 
to buy private health insurance will produce a new gap in health insurance coverage, 
unless a non-profit, publicly owned and publicly administered health plan is offered as 
one of the available options. The new gap will be, not as now between the uninsured and 
the insured, but between the scope of benefits offered to Oregonians. 
 
As a  non-profit, publicly owned and publicly administered health plan OHIP will have 
minimal administrative costs and no profit requirements, thus providing significant 
revenue to expand health services beyond the essential and effective health services 
required by OHFB. 
 
All  Oregonians, including Oregon employers,  would have the choice to participate in the 
Oregon Health Insurance Plan or one of the private Accountable Health Plans.   
 
Operations of this non-profit, publicly owned and publicly administered health plan will 
be transparent and accountable to Oregonians.  All health plans must be held accountable 
but we propose that OHIP will be particularly effective in ensuring public access to 
important decision-making. Public hearings will be standard operating procedure as 
benefits , incentives and other major policies are developed;  decisions will be a matter of 
public record, open for Oregonians to review and propose changes. 
 
 
 



 
The Oregon Health Insurance Plan will be sustainable in the long term for our society.  
With its user-friendly, simple enrollment and administrative procedures, its focus on  
preventive and primary care, as well as other quality and cost control features, OHIP will 
be sustainable over the long term. 
 
Justice and fairness dictate that all Oregonians and Oregon businesses have a full range 
of choices in the market place…including  choice of a non-profit, publicly owned and 
publicly administered health plan among the other Accountable Health Plans available 
through the Insurance Exchange. 
 
The Oregon Health Insurance Plan is a stellar example of how to achieve Goal # 6 of 
The Healthy Oregon Act regarding public private partnerships.  OHIP will “integrate 
public involvement and oversight, consumer choice and competition within the health 
care market”. 
 
 
Mid-Valley Health Care Advocates request that the Oregon Health Fund Board 
thoughtfully consider the proposal for the Oregon Health Insurance Plan and assign 
the concept we have described to the appropriate OHFB committee(s) for further 
research and development, with the assurance of full public participation, including 
Mid-Valley and other health care advocates. 
 
The proposed Oregon Health Insurance Plan offers another challenge and opportunity for 
us to blaze a new Oregon Trail to ensure achievement of  Goal #3 SB329: 
  “ high quality, effective, safe, patient-centered, evidence-based and affordable health 
care delivered at the lowest cost”.    Mid-Valley Health Care Advocates would add that 
the cost must  be sustainable for society, as well as for individuals and businesses. 
 
 
Thank you for considering the Oregon Health Insurance Plan and our request for further 
research and development. 
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Eligibility and Enrollment Committee  Affordability Recommendations 

Oregon Health Fund Board—Eligibility and Enrollment Committee 
Affordability Recommendations 

 
Executive Summary 

As outlined in Senate Bill 329, the Eligibility and Enrollment (E&E) Committee of the 
Oregon Health Fund Board is chartered to develop recommendations for Board 
consideration regarding affordability, eligibility requirements and enrollment 
procedures for the Oregon Health Fund program.  Further, the Committee’s charter 
directs it to operate under the Board’s design principles and assumptions document. 

This document describes the Committee’s recommendations for “affordability” which 
includes recommendations for premium cost sharing structures as well as consideration 
of other costs (e.g., co-pays and deductibles) associated with the program.  In 
developing these recommendations, the Committee met six times: October 24th, 
November 13th and 28th, December 11th, 2007, January 8th and 23rd, 2008.   

During this time the E & E Committee discussed and debated various approaches to 
defining affordability, struggling to balance affordability, fairness, and sustainability. 
The following summarizes key policy dimensions and assumptions considered by the 
Committee as they developed their recommendations for the Board:  

Shared Responsibility. The committee defined shared responsibility as the intersection 
between individuals, employers, the health care industry and government and that each 
of these would be contributing toward the affordability of health care. 

Equity.  The committee discussed different aspects of equity.   There was a desire to 
protect the welfare of the lowest income, uninsured Oregonians while not endangering 
the welfare of the majority who are insured.  Equity was also discussed in terms of 
equitable treatment for people in similar financial circumstances. 

Crowd Out.  Crowd-out is defined as the extent to which publicly-sponsored coverage 
“crowds out” private coverage.  Crowd-out has implications for the efficacy of publicly 
financed health coverage, particularly where the policy objective is first to cover the 
uninsured, not to shift people from private funding to public funding.  The committee 
operated with the assumption that effective policies will be required to keep employer 
contributions in the system. 

Sustainability. The committee members indicated that it is important to look beyond the 
short term state costs for premium share when considering sustainability of overall 
health system reform.  The committee assumed that covering those most at-risk 
financially has long-term cost benefits (e.g., reductions in emergency care and 
uncompensated care) and that strong cost-containment elements would be a vital 
feature of health care reform in Oregon. 
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Framework 

The following chart is a depiction of the framework in which the committee was 
working, where income increases as you move from left to right.  The committee’s task 
was to determine at what income the lines would be drawn to define income eligibility 
for state contribution: 

Increasing Annual Household Income  

 

 

 

 

        

 

 

 

 

No Personal 
Cost Share 

For Premium 
Below x% FPL? 

100% Personal 
Responsibility—No 
State Participation 

Above x% FPL? 

Shared State, Individual, 
and Employer 

Responsibility Between 
x% and x% FPL? 

Affordability Recommendations 

 For Oregon residents receiving a state contribution, structure total personal cost 
share for covered services so that it does not exceed 5% of gross household 
income.  

 Structure the personal cost share to emphasize premiums over other types of cost 
sharing. 

 Require no personal contribution toward premium until income is 150% 
FPL for individuals and couples and 200% for families (defined as any 
family unit with one or more children), and 

 Provide a sliding-scale structure of shared personal and state premium 
contribution to 300% FPL for individuals, couples and families where a 
direct state contribution diminishes gradually to zero and personal 
contribution increases gradually as income approaches 300% FPL. 

 Design state premium contribution as a gradual sliding scale to avoid a “notch 
effect” or series of cliffs where receiving a small increase in income results in a 
disproportionate loss of state contribution. 

 Provide state tax relief (e.g., tax deductions, pre-tax premium payments, or tax 
credits) for households between 300% FPL to 400% FPL to assist these 
households in maintaining coverage when they lose their direct state 
contribution.  The relief is recommended for premium cost share in excess of 5% 
of gross income and designed to gradually diminish to zero as income 
approaches 400% FPL.  
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The following shows the final affordability framework as recommended by the 
Eligibility and Enrollment Committee: 

Annual income for  an  Oregon F amily  o f 4

$0

150%  F PL
$31,800

300%  F PL
$63,600

400%  F PL
$84,800

-S hared responsibility :  
Indiv idual, employ er and 

gov ernment.
-D irect s tate contribution 

dim inishes gradually  to zero and 
personal contribution increases 

gradually  as income approaches 
300%  FP L

-N o indiv idual prem ium 
contribution

  Tax treatment for cost share in excess of 5%

income

100%
  personal  responsibility

Additional recommendations of the committee to other OHFB Committees: 

For the Benefits Committee 

 Structure co-pays to incentivize desired utilization.  Evidence-based preventive 
services and medically-necessary health care services that support timely and 
appropriate chronic care maintenance should have low or no co-pays.  

 Co-pays are preferable to deductibles and co-insurance. 

For the Delivery Committee 

 Ensure that Oregon provides affordable, accessible, culturally appropriate health 
care that is available to people when they are able to receive it.  As one example, 
we encourage the development of a primary care home model to help improve 
outcomes and reduce or contain costs. 

For the Finance Committee 

 Explore potential tax treatments for individuals between 300% and 400% FPL. 

 An employer contribution and participation will be important to mitigate the 
potential for losing the employer contribution when the subsidy structure is 
implemented. 

For the Federal Laws Committee 

 An employer contribution and participation will be important to mitigate the 
potential for losing the employer contribution when the subsidy structure is 
implemented. (ERISA) 
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Oregon Health Fund Board—Eligibility and Enrollment Committee 
Affordability Recommendations 

Introduction 
Background 

The Eligibility and Enrollment Committee began their formal deliberations in October 
of 2007.  Each meeting thereafter incorporated presentations and invited testimony as 
well as committee discussion and public comment.  During the six meetings, the 
Committee considered the following reports and data: 

 Demographics of the uninsured in Oregon, including the following: 

Table 1:  Uninsured by FPL in Oregon 

Adults Percent of 
Total

Children under 
19 

Percent of 
Total

<150% 208,000 42% 46,000 40%
150% to below 200% 67,000 13% 29,000 25%
200% to below 250% 60,000 12% 10,000 9%
250% to below 300% 34,000 7% 5,000 4%
300% to below 350% 21,000 4% 4,000 4%
350% to below 400% 26,000 5% 4,000 4%
400% and above 83,000 17% 16,000 14%
Total 499,000 100% 114,000 100%
Shaded areas assume OHP coverage, federal matching dollars available.

FPL

Uninsured
(2-yr. avg, CPS, 2006 to 2007)

 

 Medicaid Advisory Committee (MAC) analysis of a basic family budget and 
affordability recommendations developed for the Governor’s proposed Healthy 
Kids Program. [See www.oregon.gov/OHPPR/MAC/docs/HealthyKidsReport.pdf]. 

 Oregon Health Policy Commission’s “Roadmap to Health Care Reform.” [See 
www.oregon.gov/OHPPR/HPC/OHPCReformRoadMapFINAL.pdf]. 

 Oregon Business Council’s 2007 Policy Playbook recommendations for Health 
Care. 
[www.oregonbusinessplan.org/pdf/OBP%20POLICY%20PLAYBOOK%202.5%20_FINAL_.pdf]. 

 Premium contribution and cost sharing structures in other states. 

 Jonathan Gruber’s March 2007 paper, “Evidence on Affordability from Consumer 
Expenditures and Employee Enrollment in Employer-Sponsored Health Insurance.”1 

 Urban Institute’s (Holahan, Hadley and Blumberg) August 2006 analysis on 
setting an affordability standard conducted for the Blue Cross Blue Shield of 

                                                 
1 Jonathan Gruber, "Evidence on Affordability from Consumer Expenditures and Employee Enrollment in 
Employer-Sponsored Health Insurance," March 2007, at http://econ-www.mit.edu/files/128. 
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Massachusetts Foundation, “Setting a Standard for Affordability for Health Insurance 
Coverage in Massachusetts.”2 

 Drs. Matthew Carlson and Bill Wright’s presentation of data from a 3-year 
Medicaid cohort study, “Impact of Copays on a Medicaid Population.” 
www.oregon.gov/OHPPR/HFB/Enrollment_and_Eligibility/Presentations/2007/Presentation_1
21107.pdf 

Proposed Cost Sharing Structure Options 

A.  The first question addressed by the committee was:  At what income should a family 
reasonably be expected to share responsibility for premium cost? 

The committee developed two options for possible recommendation. 

Option 1a:   In developing this option, because the household budget analysis 
showed that families with children experienced more budget pressure stemming 
from basic necessities, the committee felt that individuals and couples should be 
treated differently than a family with a child.  For example, individuals and couples 
would begin contributing to their premiums at 150% FPL and families (individuals 
plus one) would begin contributing at 200% FPL. 

Option 2a:   This option does not differentiate by family structure, and begins the 
personal premium cost share at a higher FPL than Option 1a for individuals and 
couples.  For example, individuals, couples and families would all begin 
contributing to premiums at 200% FPL. 

B.  The second question addressed by the committee was:  At what income level should 
premium cost be 100% personal responsibility?  

The committee developed two options for possible recommendation. 

Option 1b:   In developing this option, because the household budget analysis 
showed that families with children experienced more budget pressure for basic 
necessities, the committee felt that individuals and couples should be treated 
differently than a family with a child.  For example, individuals and couples would 
stop receiving state contributions to premiums at 300% FPL and at 350% FPL for 
families. 

Option 2b:   This option continues to differentiate between families with and 
without children, but continues the state contributions to higher income levels.  For 
example, individuals and couples would stop receiving state contributions to 
premiums at 350% FPL and at 400% FPL for families. 

                                                 
2 Linda J. Blumberg, John Holahan, Jack Hadley, and Katharine Nordahl, “Setting A Standard Of 
Affordability For Health Insurance Coverage” Health Affairs, July/August 2007; 26(4): w463-w473. 
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 To develop a consensus recommendation each committee member was asked to 
evaluate options in terms of the following policy objectives: 

 Making coverage affordable to the eligible population 

 Making coverage financially appealing to both healthy and unhealthy residents 

 Minimizing potential for crowd-out 

 Ensuring that cost-sharing is equitable 

 Ensuring that cost-sharing contributes to sustainability of the program 

Committee discussions of the covered material and of the policy objectives were not 
without differing opinions and ensuing dialogue, including a concern about minimizing 
crowd-out as a policy objective.  Some committee members felt that crowd-out, when 
defined as a substitute of public coverage for private coverage, is less an issue in a 
universal coverage design envisioned by SB 329. However, there was general agreement 
that it is important to maintain the employer contribution and that any system of public 
subsidy risks losing the employer contribution unless the proposed reform includes 
requirements for participation from employers.   

There was also concern about Jonathan Gruber’s affordability analysis conducted for 
the Massachusetts Connector. Members felt that his analysis of take-up of employer 
sponsored insurance (ESI) at very low income levels was flawed by the fact that 
premium share for ESI is collected through an automatic payroll deduction, is 
sometimes not optional and that take-up might be very different in the absence of those 
mechanisms.  They were also concerned that making a recommendation on the basis of 
what people currently spend, which is partially Gruber’s argument, ignored the fact 
that some of the choices very low-income families are forced to make, perhaps choosing  
between medical care and food or medical care and clothing, are not choices the 
committee would want to encourage through policy.    

The Committee agreed that there is substantial evidence that individuals and families 
cannot afford to contribute toward the cost of health coverage at income levels below 
150% of the federal poverty limit ($15,600 annual income for one person).  There was 
less evidence, hence less agreement, about the income level at which an individual or 
family can reasonably be expected to pay the full cost of health coverage.  Based on 
Oregon-specific budget analyses developed by the Economic Policy Institute, the 
majority of committee members felt that 300% of federal poverty was a reasonable 
upper end for a direct state contribution toward premium cost.   But a few felt strongly 
that a state contribution should phase out at 250% of federal poverty ($26,000 annual 
income for one person), while a few others felt that the state contribution should not 
phase out until 400% of federal poverty ($41,600 annual income for one person). 

An additional issue for committee members was the friction between designing a 
program more purely on the basis of policy objectives and designing a program that 
will pass a political test.  And finally, there was a tension between fiscal responsibility 
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and program generosity. In his written comments, one committee member quoted 
Richard Lamm, the former Governor of Colorado: 

We have to convince conservatives that they have a stake in the 
uninsured, and that costs can be controlled  

And 
We have to convince liberals that limits must be set, and that we 
can’t do everything medical science has invented for everyone. 

Summary of Committee Comments 

The following summarizes the committee comments leading to these recommendations 
to the Board:  

 
Shared Responsibility. The committee felt that shared responsibility was the 
intersection between individuals, employers, the healthcare industry and the state.   
 
 

 

 
 
 

First, individuals share responsibility in the affordability debate. As one member stated, 
“Although [there would be] (hopefully) small contributions from those at low income 
levels, they would still be participating early on.” Members also felt that shared 
responsibility for the individual included more than just financial participation, “Will 
preventive care, physicals once a year, etc. be required to remain fully subsidized? 
Something to consider for having people take ownership of their healthcare and help 
reduce costs, too.” 

Integrated and 
Coordinated  

PATIENT-CENTERED 
CARE that is 

ACCESSIBLE, SAFE, 
EFFECTIVE, 

EFFICIENT, TIMELY 
and EQUITABLE 

EMPLOYERS INDIVIDUALS 

STATE  
HEALTHCARE 

INDUSTRY 

Shared Responsibility Model 

About employer responsibility, one member commented, “The affordability we are 
defining is set within the context of an ‘individual mandate’ as referenced in 329 and 
growing acknowledgement by the OHFB and others that, although 329 is silent on it, 
employers, also, must be expected to contribute.” 

Third, in discussing the responsibility of the health care industry, a member 
commented, “329 is nothing else if not ambivalent about what it intends for the current 
market.  But I believe it lands mostly on the side of change.   If the ‘essential’ benefits 
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package sets a state standard; if Oregon is to create a workable ‘insurance exchange’ by 
any definition; if accountable health plans in which “all Oregonians are required to 
participate” are to be ‘accountable’ in the many ways described in 329 – the current 
market MUST be changed.”   Another noted, “The premium for health coverage needs 
to provide a basic, adequate benefit package.” 

Fourth, the state also shares responsibility.  One member commented, “Top Ramen may 
be affordable……Affordability is very dependent upon the quality and cost sharing 
structure of what is being purchased.  My range for subsidy eligibility is based upon the 
assumption that the benefit package will honor the OHP tradition of the most important 
to the least important based on evidence-based medicine.  The benefits will have co-
pays that encourage primary prevention and that support maintenance for those with 
chronic disease.  I support no co-pay for primary prevention services, e.g., flu shots and 
immunization.  I support no or modest payments on diagnostic/treatment.  I do 
support a formulary for all prescriptions.”   

Equity.  The committee discussed several aspects of equity.   There was a desire to 
balance the needs of the lowest income, uninsured Oregonians against the majority who 
are insured, “I’m supportive of the concept that everyone in Oregon should have health 
insurance.   I’m most concerned about the roughly 600,000 Oregonians who do not have 
health insurance today.  But, I feel we need to be careful not to hurt the majority of 
Oregonians who do have health insurance in the process.”   

Second, equity was discussed in terms of equitable treatment for people in similar 
financial circumstances.   As one committee member stated in their review, “Going 
higher than the first option [150% FPL] increases the inequity with private insurance” 
since the data reviewed showed that employed individuals at this level participate in 
cost sharing.   Another member noted, “Equal is different than equity.  Equal suggests 
dollar-for-dollar; equity is the relative value of the dollar” in the context of structuring 
state contributions tailored to family composition.  For example, two adults earning 
$50,000 a year was seen as different in terms of budget demands than a single parent 
with one child living on the same amount of income. On the issue of treating families 
with children differently than families without one member noted, “Equity is really a 
question of whether 150% for an individual and 200% for a family of three is equitable, 
and I think it is.”  

Crowd Out.  Generally, committee members felt that under the vision of SB 329, crowd-
out would be mitigated through other means, primarily requirements that employers 
participate.  As one committee member wrote, “I am not sure it is our committee’s task 
to look at how a subsidy level that ensures individuals can afford their coverage keeps 
employers at the table or not.  That task is for the financing committee.” 

Another member felt that this was more an issue of the benefit package offered, 
“Depends on the benefits offered under the plan. If the fully subsidized plan is rich in 
benefits, crowd-out may be an issue, but that depends on requirements we make of all 
employers, too.”  
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Sustainability. The committee members indicated that it is important to look beyond 
the state outlays for premium share when considering sustainability.  As one member 
stated, “Covering those most at risk financially has longer-term cost benefits (e.g. 
reduced emergency care, etc). Cost benefits should be gained through efficiency and 
new revenue sources, if required.”  Another member felt that sustainability included 
maximizing our federal leverage, “Still, in terms of maximizing federal contributions, I 
… favor trying to maximize the contribution we can get from the federal government.  
If the State can afford to set Medicaid eligibility levels higher it makes sense to take 
advantage of this.”   

For the numbers of people potentially impacted by the Committee’s recommendations, 
see the attached chart, “Population Affected by Affordability Proposal.” 
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Recommendations 
Recommendation #1:  For Oregon residents receiving a state contribution, structure 
total personal cost share for covered services so that they do not exceed 5% of gross 
household income.  
 
Proposal Overview 

The Committee believes that affordability is defined by total health care costs, not just 
premium share.  Any analysis of affordability should take into account out-of-pocket 
costs for covered services as well as premium cost.  The Urban Institute’s review of 
national healthcare spending indicated that the lowest income populations are paying 
out the largest proportion of their incomes for health care.  The Committee’s 
recommendation to protect low and middle-income families from health care expenses 
above 5% of gross income is in part an attempt to adjust for the disproportionate 
burden health care costs place on those family budgets.  

The Medicaid Advisory Committee’s review of basic family budgets in Oregon also 
indicated that most, if not all, of a low-income family’s income is spent on necessities.   

Monthly Income Available After Paying for Necessities in Portland Oregon Metro 
Area for Two Parents and One Child (2006 Figures) 
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          http://www.epi.org/content.cfm/datazone_fambud_budget 
          Source: Economic Policy Institute “Basic family budget calculator” Accessed online <12.05.06>   

As one member noted, “A model that looks only at subsidies for ‘insurance premium’ 
costs when … out-of-pockets costs, rate of increase in personal income, and allowable 
rate of increase in annual premiums…is unknown, cannot hope to succeed on the basis 
of ‘equity’ or ‘sustainability’.  I submit a percentage of income is a much more equitable, 
family friendly, administratively simple method of ensuring ‘affordability’.” Another 
member echoed the “administrative simplicity” sentiment by suggesting potentially 
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simple mechanisms (i.e. swipe strip on insurance card, insurance company tracking a
reporting). 
 

nd 

ecommendation #2: Structure individual cost sharing to emphasize premiums over 

sonal contribution toward premium until income is 150% 

rsonal and state premium 

R
other types of cost sharing. 

 Require no per
FPL for individuals and couples and 200% for families (defined as any 
family unit with one or more children), and 

 Provide a sliding-scale structure of shared pe
contribution to 300% FPL for individuals, couples and families where a 
direct state contribution diminishes gradually to zero and personal 
contribution increases gradually as income approaches 300% FPL. 

sis of national health care spending data by John Holahan of the Urban InstiAnaly tute 
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y of a 

 to 

al different approaches to defining affordability, 
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our (2 adults, 2 children) does not have adequate budget resources 
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FPL or $42,400 annual income for rural Oregon. 

indicated that the lowest income populations are paying the largest amount as a percen
of income on health care.   The committee’s approach mitigates this factor by protecting 
low-income individuals and families.  Additionally, based on community feedback at 
the Medicaid Advisory Committee’s statewide hearings held as part of developing the
Healthy Kids program, the committee recommends that the cost-sharing design should
be in the form of premiums and more predictable form of cost-sharing, spread evenly 
throughout the year.  Optimally, the individual premium contribution would be taken 
as an income-adjusted deduction from the individual’s payroll check.  

The committee is strongly committed to the notion of shared responsib
individuals, employers and the state each contribute to paying health care costs.  
However, there was also recognition that below a certain income level, the majorit
family’s available resources are taken up by necessities:  food, shelter, clothing and the 
cost of getting to work or school.  In order for low-income families to obtain health 
insurance coverage, some kind of state contribution is necessary.  The question the 
committee then faced was, “At what income level can we reasonably expect a family
begin sharing in the cost of their coverage, or conversely, when is ANY individual 
contribution unaffordable?”   

The committee reviewed sever
including Oregon basic family budgets, current spending on health care, current
standards applied by the Centers for Medicare and Medicaid (CMS) standards set
the SCHIP program, as well as take-up rates and price sensitivity analyses.   

An analysis by the Medicaid Advisory Committee (MAC) of basic family bud
Oregon indicated: 

 A family of f
to significantly contribute to health insurance until their income reached 250% o
the federal poverty level (FPL) or  $53,000 annually for the Portland area, 200% of 
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 A single parent with 1 child doesn’t begin approaching an adequate budget to 
significantly contribute to health insurance until 300% FPL ($42,000) in the 

on 
d that below 150% of the 

re 
 

individuals and 

 
tch effect” or series of cliffs where earning a small amount more results in 

y the committee on take-up and price 
ghly 

mium 
etween 300% FPL to 400% FPL to assist 

0% 

sses, and this would provide equity for individual households adhering to the 

Portland area, 250% FPL ($35,000) in rural Oregon. 

A study of affordability conducted by economist Jonathan Gruber, which focused 
current average household spending on health care, showe
federal poverty level ($15,600 for an individual or $31,800 for a family of 4), budgets a
completely absorbed by necessities.  Further, Gruber’s analysis indicated that between
150% and 300% of FPL, families could afford modest cost sharing. 

Based on these analyses, committee members were in general agreement that personal 
contribution to premium cost should not begin until 150% FPL for 
couples and 200% for families with children.  There was less agreement on the upper 
limits of the state contribution for premium costs.  One committee member stated that 
they could not support a state subsidy above 250% FPL.  There was also a concern 
expressed that while this option meets the policy objective of shared responsibility, the 
premium sharing design should reflect how little margin there is in these budgets and 
because of that, premium share should remain minimal, especially between 150% and 
200% FPL. 

Recommendation #3: Design state premium contribution as a gradual sliding scale to
avoid a “no
a disproportionate loss of state contribution. 

Premium cost sharing should be designed so that the state contribution decreases 
slowly as income increases.  Studies reviewed b
sensitivity in voluntary programs showed that very low-income populations are hi
sensitive to price.  For example, a 1997 examination of take-up rates in voluntary 
subsidized health insurance programs like Washington’s Basic Health program showed 
that when premium share approached 5% of income, a very small proportion (18%) of 
the population enrolled.  As one member stated, “Unless contributions are very low, 
this group will have trouble affording them—Scale in VERY small increments, 
particularly for those between 150-200%.” 

Recommendation #4:  Provide state tax relief (e.g., tax deductions, pre-tax pre
payments, or tax credits) for households b
these households in maintaining coverage when they lose the direct state 
contribution.  The relief is recommended for premium cost share in excess of 5% of 
gross income and designed to gradually diminish to zero as income approaches 40
FPL.  

The Committee noted that the state income tax code provides similar benefits for 
busine
individual mandate. 

Additional recommendations of the committee to other OHFB Committees: 

For the Benefits Committee 
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Population Affected by Affordability Proposal 
 

<150% FPL 
(No personal premium 

contribution) 

150% to below 300% 
(Shared Contribution) 

300% to below 400% FPL 
(Tax treatment) 

400% and above 
(100% personal premium 

contribution) 

806,000 Oregonians 

-550,000 insured (68%) 

-255,000 uninsured (32%) 

Insurance source for < 150% 
FPL: 

ESI
21%

Medicaid
32%

Uninsured
32%

Medicare
15%

 

1,032,000 Oregonians 

-828,000 insured (80%) 

-204,000 uninsured (20%) 

Insurance source for 150% FPL 
to below 300% FPL: 

ESI
51%

Medicaid
11%

Uninsured
20%

Medicare
18%

 

513,000 Oregonians 

-458,000 insured (89%) 

-55,000 uninsured (11%) 

Insurance source for 300% FPL 
to below 400% FPL: 

ESI
72%

Uninsured
10%

Medicaid
3%

Medicare
15%

 

1,311,000 Oregonians 

-1,211000 insured (93%) 

-99,000 uninsured (7%) 

Insurance source for 400% FPL 
and above: 

ESI
80%

Uninsured
6%

Medicare
11%

Medicaid
3%

 

Data from CPS 2-year average, Data collected in 2006 and 2007. 
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2008 HHS Poverty Guidelines 
 

Persons in 
Family or 
Household 

100% FPL 150% FPL 200% FPL 250% FPL 300% FPL 350% FPL 400% FPL 

1 $10,400 $15,600 $20,800 $26,000 $31,200 $36,400 $41,600 

2 $14,000 $21,000 $28,000 $35,000 $42,000 $49,000 $56,000 

3 $17,600 $26,400 $35,200 $44,000 $52,800 $61,600 $70,400 

4 $21,200 $31,800 $42,400 $53,000 $63,600 $74,200 $84,800 

5 $24,800 $37,200 $49,600 $62,000 $74,400 $86,800 $99,200 

6 $28,400 $42,600 $56,800 $71,000 $85,200 $99,400 $113,600 

Each add'tl 
person, add $3,600             

        Source:  Federal Register, Vol. 73, No. 15, January 23, 2008, pp. 3971-3972. 
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 Final Recommendations to the Oregon Health Fund Board (OHFB) and the 
Eligibility & Enrollment Committee of the OHFB 

 
Health Equities Committee Policy Recommendations on Eligibility 
 

• It is a long held Oregon value that all Oregon residents have equal opportunity to 
support their families, pay taxes, and contribute to the State’s economy. To 
maintain the health of that workforce, it is fair, wise and in the State’s economic 
interest that the Oregon Health Fund program shall be available to all Oregon 
residents. 

 
• As consistent with current practices in the private marketplace, no citizenship 

documentation requirements will be in place to participate in the Oregon Health 
Fund program.  

 
In order for these two recommendations to be realized, the Committee felt that policy 
implementation options should be considered by the Oregon Health Fund Board.       
 
For example, a preferred option from the Committee would be: to establish an ‘Oregon 
Primary Care Benefit Plan’, or alternatively a health care pool, within the Oregon 
Health Fund Program for non-qualified [legal immigrants who have been in the U.S. 
under 5 years, and individuals without documentation] Oregon residents who are unable 
to afford purchasing health care without a subsidy.  Financing for this portion of the 
program could be structured so that industries employing non-qualified Oregon residents 
are directed to contribute through the “play or pay” requirement of the employer 
mandate.  

 
The Committee recognizes that this option faces the following challenges: 

• If revenue comes solely from businesses rather than community support—it may 
still prove to be economically infeasible; 

• The administration of such a program may require limited state funds for 
implementation; 

• Creating two entirely different programs based on eligibility creates equity issues; 
• This program could be construed as implicit support for individuals who are not 

authorized U.S. residents; and, 
• Businesses may oblige the “play or pay” requirement for “recognized” workforce 

and avoid “unrecognized” workforce unless the state actively identified 
individuals in the latter group. 

 
However, the Committee also maintains this recommendation for the following reasons: 

• The Oregon Health Fund Program would be “universal” in that all Oregon 
residents included; 

• No specific federal waiver would be needed if federal funds are not being utilized; 
• Addresses both “cost-shift” from uncompensated care as well as public health 

concerns created by exclusion; 
• Businesses that heavily rely on a largely immigrant workforce will be included in 

the employer mandate and would also directly benefit from participation; 
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• If the Oregon Primary Care Benefit Plan is within the Oregon Health Fund 
Program it would combine all value-based purchasing advantages; and, 

• Is less voluntary in design for employers and would therefore possibly prove to be 
more economically sustainable. 

• The state would continue to benefit from federal dollars that support the CAWEM 
program, providing reimbursement for emergency hospitalization costs, including 
childbirth. 

 
The alternative policy options the Committee considered: 
 
Non-qualified Oregon residents may purchase their own health coverage either through 
the private market or through the exchange and are ineligible for direct state 
contributions.  
 
Challenges: 

• Oregon Health Fund Program would not be “universal” in that low-income non-
qualified Oregon residents excluded; 

• This option doesn’t address the “cost-shift” from uncompensated care as well as 
public health concerns created by exclusion; and, 

• The “play or pay” amount from businesses employing non-qualified workers not 
provided to those workers. 

 
Advantages: 

• No specific federal waiver would be needed; 
• Option takes ‘hot button’ issue of immigration off the table as something that may 

stymie or present a roadblock to bipartisan agreement for comprehensive plan; 
and, 

• This option would be consistent with current public programs such as the Oregon 
Health Plan and the Family Health Insurance Assistance Program (which requires 
citizenship documentation). 

 
All Oregon residents are to be eligible regardless of federal qualifications for state 
contributions to low-income individuals through the Oregon Health Fund Program. 
 
Challenges: 

• No federal match would be available for these individuals and the program would 
be reliant on state contribution only;  

• Inserts ‘hot button’ issue of immigration into the comprehensive plan that may 
stymie or present a roadblock to bipartisan agreement; and, 

• Inconsistent with the Oregon Health Plan that requires citizenship documentation. 
 
Advantages: 

• Oregon Health Fund Program would be “universal” in that all Oregon residents 
included; 

• Addresses both the “cost-shift” from uncompensated care as well as public health 
concerns created by exclusion; and, 
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• The “play or pay” amount from all businesses going to all workers regardless of 
federal qualification. 
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Establish an ‘Oregon Primary Care Benefit Plan’ within the health insurance exchange 
alongside the Oregon Health Fund Program whereby foundations, providers, managed 
care groups, targeted employers, counties, cities and others may continually contribute 
funds, on a voluntary basis, that will be appropriated to provide subsidies to individuals 
that do not qualify for state contributions but are unable to afford purchasing health care 
without them. 
 
Challenges: 

• Not a guarantee of shared responsibility “play or pay” payment by businesses that 
employ non-qualified individuals; 

• Voluntary basis of revenue source may provide an inadequate long-term 
economic feasibility, particularly if large industries such as hospitality and/or 
agricultural choose not to participate; 

• If not financially viable, fewer people will be covered, violating universality due 
to enrollment caps; 

• Creating two entirely different programs based on eligibility creates equity issues; 
• State resources would be necessary for administrative costs due to eligibility 

determinations; and, 
• Could be construed as implicit support for individuals who are not authorized 

U.S. residents. 
 
Advantages: 

• Comprehensive plan would be “universal” in that all Oregon residents eligible; 
• No specific federal waiver would be needed and no foreseeable problems with 

federal match; 
• This option avoids contentious immigration debate that could weigh down the 

comprehensive plan because new state dollars will not be appropriated for non-
qualified individuals; 

• This option would be consistent with the Oregon Health Plan (which requires 
citizenship documentation) for state contributions; 

• Addresses both “cost-shift” from uncompensated care as well as public health 
concerns created by exclusion; and, 

• This option allows a myriad of interested parties the opportunity to contribute to 
reduce the number of uninsured Oregonians 
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