Application Cover Sheet Columbia Pacific Coordinated Care Organization, LLC

Applicant Information

Applicant Name: Columbia Pacific Coordinated Care Organization, LLC

Form of Legal Entity: Columbia Pacific CCO is established as an Oregon Limited Liability
Company (LLC). CareOregon and GOBHI will manage the LLC in collaboration, with Kevin

Campbell of GOBHI and Patrick Curran of CareOregon named as initial managers, CareOregon is
the single member of the LLC and it is registered at CareOregon’s office in Portland: 315 SW
Fifth Avenue, Portland, Oregon, 97204,

State of Domicile: Oregon

Primary Contacts: Kevin M. Campbell of GOBHI and Patrick Curran of CareQregon
Address: 315 SW 5™ Avenue

City, State, Zip: Portiand, Oregon 97204
Telephone: Kevin Campbell at 541-298-2101 and Patrick Curran at 503-416-1421
Fax: Kevin Campbell at 541-298-7996 and Patrick Curran at 503-416-3723

E-mail Address: Kevin Campbell at kevin.campbell@gobhi.net and Patrick Curran at

curranp@careoregon.org

Name and title of the person{s) authorized to represent the Applicant in any negotiations
and sign any Contract that may result: Kevin M, Campbell and Patrick Curran, Managers of
Columbia Pacific CCO

By signing this page and submitting an Application, the Authorized Representative certifies
that the following statements are true:

1. Applicant does not discriminate in its employment practices with regard to race, creed, age,
religious affiliation, sex, disability, sexual orientation or national origin, nor has Applicant or
will Applicant discriminate against a subcontractor in the awarding of a subcontract because
the subcontractor is a minority, women or emerging small business enterprise certified
under ORS 200.055. :

2. Information and costs included in this Application will remain valid for 180 days after the
Application due date or until a Contract is approved, whichever comes first.

3. The statements contained in this Application are true and, so far as is relevant to the
Application, complete. Applicant accepts as a condition of the Contract, the obligation to
comply with the applicable state and federal requirements, policies, standards, and
regulations.
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4. The undersigned recognizes that this is a public document and will become open to public
inspection, except as described in Section 7.8.

5. Applicant has followed the instructions provided and has identified any deviations from
specifications within its response. Applicant confirms that any instructions or specifications
that it felt were unclear have been questioned in advance of this Application.

6. Applicant acknowledges receipt of all addenda issued under this RFA, as listed on CHA's
web portal.

7. If awarded a Contract, Applicant will be required to complete, and will be bound by, a
Contract described in this RFA. Applicant agrees to the Core Contract terms and conditions
in Appendix G, except to the extent Applicant has timely requested a change or clarification
or filed a protest in accordance with the RFA.

8. If awarded a Contract, Applicant will meet the highest standards prevalent among Medicaid
health plans in Oregon.

9. Applicant and its Affiliates complied with the Code of Conduct in Section 7.15 of the RFA in
connection with the RFA,

10. Applicant accepts the terms and conditions for OHA’s web portal, as posted on the web
portal.

11. Applicant will negotiate in good faith regarding the statement of work for the Contract.

S

Kevin M. Campbell
Manager and Authorized Representative of Columbia Pacific CCO, LLC
April 30, 2012

%{) &”’W\/

Patrick Curran
Manager and Authorized Representative of Columbia Pacific CCO, LLC
April 30,2012
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Technical Application Checklist Columbia Pacific Coordinated Care Organization, LLC

Technical Application Checklist
Columbia Pacific Coordinated Care Organization, LLC

1. Technical Application, Mandatory Submission Materials

X

Application Cover Sheet {Attachment 1)
b. Attestations, Assurances and Representations (Attachment 6)

This Technicat Application Checklist

MK X K

d. Letters of Support from Key Community Stakeholders

B4 e Résumés far Key Leader.ship Personnel
X f Organizational Chart
g Services Area Request {Appendix B)
h. Questionnaires
4| (1) CCO Criteria Questionnaire {Appendix A)
(2) Provider Participation and Operations Questionnaire {Appendix B}
X ¢ CareOregon Participating Provider Table

(3) Accountability Questionnaire (Appendix C)
e Services Area Tahle
e Publicly Funded Health Care and Service Programs Table

DIXD]

X

{4) Medicare/Medicaid Alignment Demonstration Questionnaire
{Appendix D)

2, Technical Application, Optional Submission Materials

if Applicant elects to submit the following optional Application materials, the materials
must be submitted with the Technical Proposal:

[

a. Transformation Scope Elements (Appendix H)

L]

b, Applicant’s Designation of Confidential Materials {Attachment 2)

RFA 3402 Technical Application Checklist Page 1 of 2




Technical Application Checklist Columbia Pacific Coordinated Care Organization, LLC

3. Financial Application, Mandatory Submission Materials
APPENDIX E
a, Certified copy of the Applicant’s articles of incorporation
X h. Listing of ownership or sponsorship
¢. Chart or listing presenting the identities of and interrelationships between the parent,
the Applicant
X d. Current financial statements
X a, Contractual verification of all owners of entity
4 f. Guarantee documents
E. Developmental budget
h. Operational budget
X i. Monthly staffing plan
X J»  Pro Forma Projections for the First Five Years
= k. Quarterly developmental budget
< . Quarterly operational expenses
m. Reinsurance policy
APPENDIX F
X a. Base Cost Template
RFA 3402 Technical Application Checklist Page 2 of 2




Columbia Pacific CCO Letters of Support

GOBHI/CareOregon

Letter From: Community of Origin
Accountable Behavioral Health Alliance Corvaills
Adapt Roseburg
Advantage Dental Satem
Assoc of Oregon Community MH Prgs. Salem
Clatsop Behavioraf Healthcare Astorla
Clatsop County BOC Astoria
Coastal Family Health Center Astoria
Columbia Care Services, Inc. Scappoose
Columbta Community Mental Health St. Helens
Columbia County Board of Commissioners St. Helens
Douglas County Health & Soclal Serv. Dept. Roseburg
Douglas County Board of Commissioners Roseburg
Dunes Family Health Care P.C. Reedsport
The Healing Circle Astoria
Legacy Health Portland
Lines for Life Portland
Lower Umpqua Hospital Reedsport
Mid-Valley Behavioral Health Care Network Salem
NAMI Portland
The Next Door Hood River
Northwest Reglonal ESD Tillamook
OHCA Portland
Oregon Health Network Lake Oswego
Oregon Health & Sclence University Scappoose
Oregon School-Based Health Care Network Portland
Cregon State Hospital Portland
The Public Health Foundation St. Helens
Tilamook County BOC Tillamook
Tillamook Co. Mental Health Tiifamook
Tillamook Family Counseling Center Tillamook
Umpgua Community Health Center Roseburg




Prnted by: Tammy Dennee Monday, May 07, 2012 7:50:49 A
Title: GOBHI CCO Reference.JPG : GORHI Page 1 of

310 NW Fiith Street, Suite 208
Corvalils, OR 87330
Phone: {541} 753-8997

FAX. (541)752-4877

-Dr, Bruce Goldberg
- Oregon Health Authority
500 Summer Street, NE —E-20
Salem, OR 97301-1097

"RE; Support of GOBHI Coordinated Care Organization (CCO) Application
May 3, 2012

Dear Dr, Goldberg:

On behalf of The Accountable Behavioral Health Alliance (ABHA), Lam writing to support the
application of GOBHI to become a Coordinated Care Organization (CCO). ABHA has worked
with GOBHI quite closely over the past 5-7 years. Besides collaborating with a fellow MHO on
many statewide efforts, we have contracted with GOBHI as 2 consultant who has provided
encounter data and compliance training to virtually all the stalf at ABHA and that of our five
county partners.

We know from personal experience that GOBHI is a thought leader and innovator, an
organization that can and does translate its ideas into action. There are going to be many
organizations who apply to become to CCOs who aspire to accomplish the goals of Le Triple
ATM, who aspire to take risks and provide services in truly new and intovative ways. GOBHI
does not need to aspire to do this, they do it. They have consistently been pushing the envelope
mental health service delivery in Oregon. I am sure they will do the same for the full spectrum of
‘services that a CCO will be responsible for. SR

.GOBHI has a demonstrated track record of success with its core mode! of localized behavioral
health care delivery. It siresses prevention, early intervention, and support services to improve
“health status and reduce cost. GOBHI’s sommitment to flexible, innovative funding models has
“made it possible to create significant cost savings that have been reinvested in a variety of local
service offerings. ’

' .GOBHI is well positioped to move from managed behavioral health to a coordinated, full-service
health care model — the Greater Oregon Better Health Initiative. We strongly support GOBHI's

. application.




. April 25,2012

Kevin Campbell, CEO

" Greater Oregon Behavioral Health Inc.

. 309E.20St,
" The Dalles, OR 97058

“" Bruce Goldberg, M.D.
.. Director
** Oregon Health Authority
© ;> 500 Summer Street, NE, E-20
=" "Salém, Oregon 97301-1097

Dear Gentlemen:

an oregen leader in the prevention
and treatment of addictions since 1971

P.0.Box 1121
Roseburg, OR 97470

(541) 672-02691
Fax (541) 673-5642

www.adaptoregon.org

-';'f_'?fiAdapi: is a Federally Qualified Health Center, with a 40 year history of providing

--: ‘behavioral health services and conductlng NIH sponsored clinical research. Our services

| Singe:

“iifDouglas County focus on delivering integrated behavioral health services. In addition to
- ouiCommunity Health Center and continuum of outpatient CD services, residents have
1982 relied upon our adult and adolescent regional residential services.

'e‘;‘-l'aijeeliiffpl_eaéed to be included in the development of the GOBHI Coordinated Care

A ﬁﬁgﬁiiétibn, in partnership with Douglas County and other community partners. We

=" " delivery system.

180k forward to continuing our participation as a major component of the health care

particular interest in delivering behavioral health services as an embedded
, m;,g!;e practice primary care. Our experience using this model over the past 7
§.defonstrated increased patient access, satisfaction, and noteworthy cost-
@:;‘{m;glglhentation will create new opportunity to extend these outcomes.

! " 3 f ﬁ:gmthat working together, GOBHI will establish an exemplary Coordinated

ai';,i‘bn,

mieeting the goals of the recently enacted Oregon legislation.




Advantage Dental Services, LLG

The Advantage Community

June 6, 2012

Tarmumy Hurst, Contract Specialist CCO Review Team

Office of Contracts and Procurement Oregon Health Authority

250 Winter Street, NE, 3 Floor 500 Summer Street, NE — E-20
Salem, Oregon 97301 Salem, OR 97301-1097

Re:  Non-Binding Letter of Support for Columbia Pacific Coordinated Care
Organization’s Application

As CEO/President of Advantage Dental Services, LLC (“Advantage”), it is with great
enthusiasm that I submit this letter of support to the Oregon Health Authority in support
of Columbia Pacific Coordinated Care Organization’s application.

Advantage is a dental care organization (DCO) that has been working to enhance dental
care in Oregon cominunities since its formation, Advantage is a statewide independent
practice association with over 300 dentists organized in a cooperative. Advantage
currently provides oral health services to over 185,000 Medicaid patients under the
Oregon Health Plan. Advantage also provides oral health services to the uninsured and
underinsured through its 24 clinics located throughout Oregon. During the last year,
Advantage has been involved in numerous community outreach projects to improve the
oral health in communities by having dental hygienists screen children in the HeadStart,
Women Infants and Children (WIC) program, and other programs for cavities, general
oral health care, and medical management of caries.

Please accept this letter from Advantage in support of Columbia Pacific Coordinated
Care Organization. Advantage believes that it will best serve the residents of ils
individual communities through collaborative efforts in developing a CCQO. Advantage
supports the formation of CCOs to achieve the triple aim and through efficiency and
quality improvements reduce medical cost inflation and coordinate health care for each
community member by providing the right care, at the dght time, in the right place.




Advantage Dental Services, LLC

The Advantage Community

Advantage is excited to be part of this challenging and imporfant work. We look forward
to working with Columbia Pacific Coordinated Care Organization in the formation of the
CCOs and coordinating care for its community members.

Sincerely,

R. Mike Shirtcliff, DMD w

President/CEQ
Advantage Dental Services, LLC




ASSOCIATION OF OREGON COMMUNITY MENTAL HEALTH PROGRAMS

Addictions * Mental Health » Developmental Disabilities

Cherryl Ramirez Jessicavan Diepen Diana L. Bronson Andrew J. Smith Sarah Jane Owens
Executive Director  Data & Communications Exeoutive Assistant  Legislative Lialson  Develop. Disabllities Spec.
cramirez@aocweb.org jvandiepen@aceweborg dbranson@aocweb.org esmith@aocwoborg  sjowens@aoaweb.org

June 11, 2012

CCO Review Team

Oregon Health Authority

500 Summer Street, NE — E-20
Salem, OR 97301-1097

RE: Letter of Support .
Columbia Pacific Coordinated Care Organization (CPCCO) Application

Dear Members of the CCO Review Team: :

AOCMHRP is pleased to provide this letter of support for the efforts of Greater
Oregon Behavioral Health, Inc. (GOBHI) and CareOregon in their collaboration
to form the Columbia Pacific Coordinated Care Organization (CPCCO), which
will serve members in Clatsop, Columbia, Douglas (Reedsport), and Tillamook
counties,

GOBHI and CareOregon have proven tecords of success based on their basic
models of localized behavioral and physical health care delivery that stress
prevention, early intervention, and support services to improve overall health
and reduce cost. Over the last decade, AOCMHP has witnessed first hand the
excellence of GOBHI in serving the needs of rural Oregonians.

The goal of the Columbia Pacific CCO is to be local enough to be relevant and
large enough to be financially sustainable. CPCCO will work within each of the
communities to bring new models of care that are patient-centered and team-
focused, governed by a partnership among local health care providers and
community members, : :

AOCMHP is the unified statewide voice of local governments that are
accountable for the well being of people with mental illness, addictions and
developmental disabilitics. We are confident that the partnership between

3

I Goltinlja Gen GOBHI and CareOregon will foster one of the most innovative and effective
CCOs in the state and urge you to support CPCCO’s certification as a CCO,

‘ Sincerely,

Ohau. 4. Ramivary

Cherry! Ramirez, MPA, MPH
Executive Director

1201 Gourt St. NE, Suite 302, Salem, Oregon 97301 « Phone: (503) 399-7201 » Fax: (508) 539-3101




CLATSOP BEHAVIORAL HEALTHCARE

2120 Exchange Street, Suite 301
Phone (503) 325-5722 Fax (503) 325-8483
Astoda, Oregon 97103

June 6, 2012

CCO Review Team

Oregon Health Authority

500 Summer Street, NE — E-20
Salem, OR 97301-1097

RE: Support of Columbia Pacific Coordinated Care Organization (CPCCO) Application

Clatsop Behavioral Healthcare is pleased to provide this Letter of Support for the efforts of
Greater Oregon Behavioral Health, Inc, (GOBHI) and CareOregon in their collaboration to
form the CPCCO to better meet the needs of Oregon Health Plan Members - in particular, its
application to become a Coordinated Care Organization (CCO) for Clatsop, Columbia,
Douglas (Reedsport), and Tillamook counties. These partners have a demonstrated track
record of success with their basic model of localized behavioral and physical health care
delivery that stresses prevention, early intervention, and support services to improve overall
health status and reduce cost.

The goal of the Columbia Pacific CCO is to be local enough to be relevant and large enough to
be financially sustainable. The CPCCO will work within each of the communities to bring
new models of care that are patient-centered and team-focused, governed by a partnership
among local health care providers and community members.

Clatsop Behavioral Healthcare serves residents of Clatsop County who struggle with
behavioral health and addiction issues. The Columbia Pacific Coordinated Care
Organization’s commitment to serve rural communities by incorporating an innovative and
effective collaboration bridging physical, mental and dental health is both commendable and
achievable. '

Sincerely,

Mcmmm

Nancy Winters
Executive Director




Clatgop County

County Board of Commissioners

800 Exchange St, Suite 410 Phone (503) 325-1000
Astoria, Oregon 97103 Fax  [503) 325-8325
www.co.claisop.orus

April 25,2012

Kevin Campbell, Director

Greater Orcgon Behavioral Health Care, [nc.
309 E, Second St,

The Dalles, OR 97058

Subject: Coordinated Care Organization Application for Clatsop County
Dear Kevin:

The Clatsop County Board of Commissioners are pleased that you are applying to become a Coordinate
Care Organization (CCQO). We support the basic tenants of Governor Kitzhaber and the Oregon Health
Authority that the future health of the County’s residents will require:

® Improv?ng the lifolong health of Gregonians
e Increasing the quality, reliability, and availability of care for all Oregonians
e Lowering or containing the cost of care so it's affordable to everyone

The Board supports the on-going process and believes that if successful this Triple Aim can be achieved,
Clatsop County will witness an overall increase in community well-being.in the future.

With this in mind, the Board wants to share with you key recommendations that would be most helpful
to Clatsop County as we review CCO applicants, These items are not listed in order of priority. Please
coasider each recommendation in drafting the application to become a CCO for Clatsop County:

¢ The CCO should identify how it will invest in Public Health both fiscally and
programmatically. Public healith is the local expert on population health, health data
management, and health outcomes as they relate to the determinants of health. This
perspective and expertise will be critical to of improving the long-term health of the general
population.

o The CCO should address how multiple CCO’s serving the population of the County are a
benefit or detriment to the County. In what way does this support a non-fragmented care
model? The CCO should identify the County’s role on the Community Advisory Council for
the County? Clatsop County sirongly advocates for a locally coordinated Community
Advisory Council.

e How will your proposal be data dnven and articulate the correlation between health factors
and health outcomes? The County is invested in secing that the general health of the
community improves over time,




¢ The proposal should define and support sufficient processes and procedures to achieve the
identified health outcomes; e.g. assessing local capacity to achieve prioritized outcomes and
the role of independent providers in sustaining local capacity to deliver essential services as a
Certified Primary Care Home.

The Board recognizes the working relationship over the years with GOHBI and we support GOHBI’s
efforts to pactner with CareOregon. While other CCO’s may possibly form in the County, we support a
consolidated application as the Board’s choice for a CCO provider for Clatsop County. This remains a
preliminary assessment based on the limited information available to the County, We look forward to
the next phase of the process and the opportunity to provide additional comments at that time.

Sincerely,

ol

Peter Huhtala
Board Chair




2158 Exchange Street Suite 304
' PO Box 239
Astoria, OR 97103
P: (503) 325-8315
F: (503) 325-8602

 June 7, 2012

Dr. Bruce Goldberg

Oregon Health Authority
500 Summer Street, NE E-20
Salem, OR 97301-1097

RE: Columbia Pacific CCO SUPPORT LETTER

Coastal Family Health Center is pleased to provide a Letter of Support for the Columbia
Pacific CCO application process for wave two. As a Federally Qualified Health Center,
Coastal Family has many cllents on the Oregon Health Plan and has worked with the
GOBHI and CareOregon for many years serving this clientele with success. CFHC is
locking forward to the opportunity to work with the new CCO organization in directly
improving the care and care coordination of our clients. As we continue to move further
into the world of health care transformation our staff and Board are comforted by the
fact that we will be working with trusted partners in this process.

GOBHI and CareOregon both serve some of the most difficult and vulnerable patients In
our communities and they do it with grace and caring that are not often found in large
organizations. Their combined efforts as Columbia Pacific CCO will serve the people of
Oregon and achieve the triple aim of health care transformation.

Again, | would like to stress that Coastal Family Heaith Center supports the Columbia
Pacific CCO application for our region of Oregon. If you have any questions or need
clarification please call,

Sincerely,

COASTAL FAMILY HEALTH CENTER

James K. Coffee, MPA
CEO

Cur mission: Coastal Family Heallh Cenler is the ieader in providing access to high
quallly, cullurally appropriate. and comprehensive heaith care to all people in our service
area regardless of ability to pay.
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Aprii 23, 2012

Dr. Bruce Goldberg

Oregon Health Authority

500 Summer Street, NE —~ E-20
Salem, OR 97301-1097

RE: Support of GOBHI Coordinated Care Organization {CCQ) Application

ColumbiaCare Services is pleased to provide this Letter of Support for the efforts Greater Oregon Behavioral
Health, Inc. {GOBHI} is taking to improve the heaith of the citizens of rurat Oregon, and as they complete their
application to become a Coordinated Care Organization (CCO). GOBHI has a demonstrated track record of
success with its basic model of localized behavioral health care delivery that stresses prevention, early
intervention, and support services to improve health status and reduce cost. GOBHI's commitment to flexible,
innovative funding models has made it possible to create significant cost savings that have been reinvested in a
variety of local service offerings. GOBHI! is well positioned to move from managed behavioral health to a
coordinated, full-service health care model — the Greater Oregon Better Health Initiative.

ColumbiaCare Is a mental health treatment agency that specializes in providing services to Individuals who's
iliness has landed them in the most intensive and expensive levels of care; such as institutionalization and
emergency acute care settings. it is our role to provide treatment facilities and services that enable people to
recover such that they can step down into lower levels of care {or that diverts them from hospitalization in the
first place}, as well as the services and supports they require at each step along they way to ensure their success
in more progressively independent community settings. It is in this capacity that we have worked with GOBHI,
and out of the 166 licensed residential, crisis resolution, and supportive housing beds we operate statewide, 39
are located in the GOBHI catchment area.

ColumbiaCare has partnered with GOBHI to deliver intensive mental health treatment services for upwards of 7
years. GOBHI has critical knowledge and experience with delivering services to the chronically mentally ill
population. This will be imperative to their success as a CCO in a system that integrates mental, physical and
dental healthcare. GOBHI understands the complex needs of these individuals and what it takes to ensure
treatment is properly delivered and funded in order to improve health and save dollars, GOBHI's commitment to
serve rural communities by incorporating innovative and effactive collaborations bridging physical, mental and
dental health is both commendable and achievable.

Sincerely,

Nobred . Baadetd /%@4}@4 Qovay

Robert C. Beckett, Executive Director
ColumbiaCare Services, Inc.
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June 6, 2012

CCO Review team

Oregon Health Authority

500 Summer Street, NE ~ E-20
Salem, OR 97301-1097

RE: Support for Columbia Pacific Coordinated Care Organization application,

CCMII is pleased to provide this Letter of Support for the efforts of Greater Oregon
Behavioral Health, Inc. (GOBHI) and CareOregon to improve the health of the citizens of
rural Oregon — and Columbia County in particular, its application to becorne Columbia
Pacific Coordinated Care Organization (CPCCO})

As you may well know, GOBHI has a demonstrated track record of success with its basic
model of localized behavioral health care delivery that stresses prevention, early
intervention, and support services to improve health status and reduce cost. GOBHI's
commitment to flexible, innovative funding models has made it possible to create
significant cost savings that have been reinvested in a variety of local service offerings.
GOBHI is well positioned to move from managed behavioral health to a coordinated,

full-service health care model — the Greater Oregon Better Health Initiative.

For several months, Columbia County has developed a health care steering committee,
chaired by County Commissioner Earl Fisher, to discuss and determine best options for
CCO's in Columbia County. The whole community is very positive towards GOBHI and
CareOregon collaborating as a CCO for Columbia, Clatsop, Tillamook counties, as well
as the Reedsport area in Douglas County. .

A The goal of the Columbia Pacific CCO is to be local enough to be relevant and large

enough to be financially sustainable. The CPCCO bring new models of care that are
patient-centered and team-focused, governed by a partnership among local health care
providers and community members. CPCCO’s commitment to serve rural communities
by incorporating an inng¥atve and effective collaboration bridging physwal mental and
dental health is both ¢ommendable and achievable.

Sincerely,

Roland Migchielsen,

Executive Director CCMH

“Dedicated to Excallence in Behavioral Healthcare”
An Equat Opportunity Employer & Provider




Ceolumbia County

Board of Commissioners

230 Strand Streel, Rm 331, St. Helens, Oregon 97051-2086
#Ph; 503-397-4322  wFax 503-397-7243

Commissioner Anthony Hyde (tony. hyde@co.columbia.or.us)
‘Commissioner Earl Fisher {earl.fisher@co.colurnbia.or.us)
O Commissioner Henry Heimuller {heny haimler@co. columbia.or.us)
9 Jan Greenhalgh, Board Secrelary {jan.greenhalgh@co. columbia.or.us)
April 25, 2012

Bruce Goldberg

Oregon Health Authority

500 Summer Street, NE, E-20
Salem, OR 97301-1087

RE:  Support of GOBHI Coordinated Care Organization (CCO) Application
Dear Mr. Goldberg:

The Columbia County Board of Commissioners are pleased to provide this letter of support for
the efforts of Greater Oregon Behavioral Heaith, Inc. (GOBH]) to improve the health of the
citizens of rural Oregon, and Columbia County in particular, its application to become a
Coordinated Care Organization.

As you may well know, GOBHI has a demonstrated track record of success with its basic model
of localized behavioral health care delivery that stresses prevention, early intervention and
support services to improve health status and reduce cost. GOBHI's commitment to flexible,
innovative funding models has made it possible to create significant cost savings that have
been reinvested in a variety of local service offerings. GOBHI Is well positioned to move from
managed behavioral health to a coordinated, full-service heatlth care model - the Greater
Oregon Better Health Initiative,

For several months, Columbia County has developed a health care steering committee, chaired
by County Commissioner Earl Fisher, to discuss and determine best options for CCO’s in
Columbia County. The community is very positive towards GOBH! and CareQOregon
collaborating as a CCO for Columbia County.

The County fully supports GOBHI's commitment to serve rural communities by incorporating
innovating and effective collaborations bridging physical, mental and dental health, especially
with.CareOregon in our 3 county region, is both commendable and achievable.
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Douglas County

Health & Social Services Department
621 West Madrone Street ¥ Roseburg, Oregon 97470

June 6, 2012

CCO Review Team

Oregon Health Authority

500 Summer Street, NE — E-20
Salem, OR 97301-1097

RE: Support of Columbia Pacific Coordinated Care Organization (CPCCO) Application

Douglas County Health and Social Services is pleased to provide this Letter of Support for the efforts
of Greater Oregon Behavioral Health, Inc. (GOBHI) and CareOregon in their collaboration to form
the CPCCO to better meet the needs of Oregon Health Plan Members — in particular, its application to
become a Coordinated Care Organization (CCO) for Clatsop, Columbia, Douglas (Reedsport), and
Tillamook counties. These partners have a demonstrated track record of success with their basic
model! of [ocalized behavioral and physical health care delivery that stresses prevention, early
intervention, and support services to improve overall health status and reduce cost.

The goal of the Columbia Pacific CCO is to be local enough to be relevant and large enough to be
financially sustainable. The CPCCO will work within each of the communities to bring new models
of care that are patient-centered and team-focused, governed by a partnership among local health care
providers and community members.

Douglas County Health & Social Services provides Mental Health, Public Health, and AAA services
to the Reedsport area. The Columbia Pacific Coordinated Care Organization’s commitment to serve
rural communities by incorporating an innovative and effective collaboration bridging physical,
mental and dental health is both commendable and achievable.

Sincerely,

].
Yy Midoon
Peggy Madison
Administrator

+ Information (541) 440-3616 ¥ Fax (541) 440-3508 ¢ TTY (541) 440-3548




BOARD OF COMMISSIONERS

DOUG ROBERTSON  JOSEPH LAURANCE  SUSAN MORGAN
1036 S.E. Dougtas Ave,, Room 217 = Roseburg, Qregon 97470 ¢ (541) 440-4201

June 8, 2012

CCO Review Team

Oregon Health Authority
500 Summer Street, NE - E-20
Salem, OR 97301-1097

RE: Support of Columbia Pacific Coordinated Care Organization (CPCCO) Application

The Douglas County Commissioners are pleased to provide this Letter of Support for the eftorts
of Greater Oregon Behavioral Health, Inc. (GOBHI) and CareOregon in their collaboration to
form the CPCCO to better meet the needs of Oregon Health Plan Members — in particular, its
application to become a Coordinated Carc Organization (CCO) for the coastal portion of
Douglas County.

Douglas County Health Department has enjoyed a very productive professional relationship with
GOBHI, a relationship we intend to continue as the county and GOBHT work within the Umpqua
Health Alliance to provide mental health services to ceniral Douglas County residents.

Because Douglas County holds the Mental Health Authority, we will continue to be responsible
for mental health services for clients in our coastal region, Having the Reedsport area under the
wing of the CPCCO will ensure a successful and productive continuity in continuing to provide
mental health services. In order to achieve the efficiency goals of the CCO vision, having
GOBHI involved in service delivery in both areas is an impottant issuc.

Again, we support Columbia Pacific Coordinated Care Organization’s (CPCCO) application to
serve the coastal Douglas County region.




June 8, 2012
Page 2

Please do not hesitate to contact us if you have questions or need more information,

2l VP (i

ance, Commissioner
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June 9, 2012

CCO Review Team

Oregon Health Authority
500 Summer Street, NE —E-20
Salem, OR 97301-1097

RI: apport of Colnmhia Pacific Coordinated Care O ization CCO) Application

Dunes Family Health Care, Reedsport Oregon’s sole family medicine praotice, is pleased to
provide this Letter of Support for the efforts of Greater Oregon Behavioral Health, In¢, (GOBHI)
and CareOregon in thair collabotation to form the CPCCO to beticr meet the needs of Oregon
Health Plan Members ~in particular, its application to become a Coordinated Care Organization
(CCO) for Clatsop, Columbia, Douglas (Reedsport), and Tillamook counties. These pattners have
a demonstrated track recard of success with their basic model of localized behavioral and
physical health care delivery that stresses prevention, early intervention, and support services to
jimprove overall health status and reduce cost.

The goal of the Columbia Pasific CCO is to be local enough to be relevant and Jargs enough to be
financially sustainable. The CPCCO will work within each of the communities to bring new
models of care that are patiemt-centered and team-Tooused, governed by a partaership among local
health care providers and community membets.

The Dunes Family Health Care 13 a Rura) Health Cinic that has been providing care to the
Reedsport area for 35 years, Our tafssion Is to provide mccess to patient centered primary care for
all in our community. The Columbia Pacific Coordinated Care Organization’s commitment to
serve rural commimities by lncorporating an innovative and effective colfaboration bridging
physical, mental and dental health is both cammendable and achievable. Our practice has had a
long assaciation with CareDregon and a more recent but highly positive relationship with
GOBHI.

We strongly support thils application and look forward to working together with the Columbia
Pacific CCO to deliver effective, efficient, patient centered oare to Reedsport and Western
Douglas County,

Sincerely,
W DW
Robert D, Law M.D. '

Dunes Pamily Health Care




Dr. Bruce Goldherg

Oregon Health Authority

500 Summer Street, NE ~ E20
Salem, OR 97301-1097

RE: Support of GOBHI Coordinated Care Organization (CCO) Applications

The Healing Circle is pleased to provide this letter for support for the efforts of Greater Oregon
Behavioral Health, Inc (GOBHI) in collaboration with CareOregon to improve the heal of the citizens of
rural Oregon ~— in particular their application to become a Coordinated Care Organization {CCO),

The Healing Circle represents children in Clatsop County who are survivors of child sexual abuse. it s
our mission to create safe, healthy environments for child survivors so that healing can happen.
GOBHI's has demonstrated a commitment to meeting the complex needs of child survivors, We believe
this is Important to ending the cycle of abuse that is often seen in family systems,

GOBHI's commitment to serve rural communities by incorporating innovative and effective
collaborations, bridging physical dental and dental health is both commendable and achlevable.

Sincerely,

Caosonic Tmma
. -

Char Simmons, Recorder

The Healing Circle, Inc.

PO Box 964

Astorla, OR 97103
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June 6, 2012

CCO Review Team

Oregon Health Authority

500 Summer Street, NE - E-20
Salem, OR 97301-1097

RE: Support of Columbia Pacific Coordinated Care Organization (CPCCO) Application

Legacy Health is pleased to provide this Letter of Suppozt for the efforts of Greater Oregon
Behavioral Health, Inc. (GOBHI) and CareOregon in their collaboration to form the
CPCCO to better meet ihe needs of Oregon Health Plan Members — in particular, its
application o become a Coordinated Care Organization (CCO) for Clatsop, Columbia,
Douglas (Reedsport), and Tillamook countics. ‘These partners have a demonstrated track
record of success with their basic model of localized behavioral and physical health care
delivery that stresses prevention, carly intervention, and support scrvices to improve
overall health status and reduce cost,

The goal of the Columbia Pacific CCO is to be local enough to be relevant and large
enough to be financially sustainable. The CPCCO will work within each of the
communities to bring new models of care that are patient-centered and tcam-focused,
governed by a partnership among local health care providers and community members.

Legacy llealth represents a key service provider serving Columbia and surrounding
counties, having a full-service primary care clinic in St Helens which is implementing the
Medical Home Model, an Urgent Care Center in St Helens, and Legacy Good Samaritan
Medical Center is NW Portland which serves many Columbia County residents.

Legacy Health’s mission is "Our legacy is good hedalth for our people, our patients, our
conmunities, and owr world.” The Columbia Pacific Coordinated Care Qrganization’s
commifment to serve rural communities by incorporating innovative and effective
collaborations bridging physical, mental and dental health is a “next step” in delivering
quality health care which meets the triple aim to members of our communities in Columbia
and swrounding counties.

incerely,

rent Green//}/
Senior Vice President, Strategle Planning and Business Development
Legacy Health




OREGON PARTNERSHIP

Preventing Substance Abuse & Suiclde

e e e e

April 26, 2012

Oregon Health Authority
500 Summer Street, NE — E-20
Salem, OR 97301-1097

RE: Support of GOBHI Coordinated Care Organization (CCO) Application

Oregon Partnership/Lines for Life is pleased to provide this Letter of Support for the efforts of
Greater Oregon Behavioral Health, Inc. (GOBHI) to improve the health of the citizens of rural
Oregon - in particular, its application to become a Coordinated Care Organization (CCO) for
19 counties across the state. GOBHI has a demonstrated track record of success with its basic
model of localized behavioral health care delivery that stresses prevention, early intervention,
and support services to improve health status and reduce cost. GOBHI's commitment to
fiexible, innovative funding models has made it possible to create significant cost savings that
have been reinvested in a variety of local service offerings. GOBHI is well positioned to move
from managed behavioral health to a coordinated, full-service heaith care model — the Greater
Oregon Better Health Initiative.

Lines for Life represents thousands or Oregonians who call us each year for crisis intervention
and referrals on a variety of issues. [ts mission is to prevent substance abuse and suicide.
GOBHI's commitment to serve rural communities by incorporating innovative and effective
collaborations bridging physical, mental and dental health is both commendable and
achievable.

Sincerely,

4l

Judy Cushing
CEO

e —— e ———

5100 SW Macadom Avenue, Sulte 400 | Porlland, OR 97239 | P 503.244.5211 / 800.282.7035 | wwwlinesfdife.org




TR HOSPITAL

600 Ranch Road

== Reedsport, OR 97467
== Phone (541) 271-2171
FAX (541) 271-6354

Dr. Bruce Goldberg

Oregon Health Authority

500 Summer Street, NE — E-20
Salem, OR 97301-1097

RE: Support of GOBHI Coordinated Care Organization (CCO) Application

The Lower Umpqua Hospital District js pleased to provide this Letter of Support for the
efforts of Greater Oregon Behavioral Health, Inc. (GOBHI) in collaboration with Care
Oregon to improve the health of the citizens of rural Oregon ~ in particular, it’s their
application to become a Coordinated Care Organization (CCO). GOBHI has a
demonstrated track record of success with its basic model of localized behavioral health
care delivery that stresses prevention, early intervention, and Support services to improve
health status and reduce cost. GOBHI’s commitment to flexible, innovative funding
models has made it possible to create significant cost savings that have been reinvested in
a variety of local service offerings. GOBHI is well positioned to move from managed
behavioral health to a coordinated, full-service health care mode] — the Greater Oregon
Better Health Initiative,

The Lower Umpqua Hospital District represents Coastal Douglas County population,
Our mission statement is “Lower Umpqua Hospital and Health District working together
to provide and promote a healthier community”. GOBHI’s commitment to serve rural
communities by incorporating innovative and effective collaborations bridging physical,
mental and dental health is both commendable and achievable,

Sincerely,

@“"\QS\QLQEQC

Sandra Reese
Administrator




Mid-Valley Behavioral Care Network
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June 11, 2012

CCO Review Team

Oregon Health Authority

500 Summer Street, NE — E-20
Salem, OR 97301-1097

RE: Columbia-Pacific CCO Application under RFA 3402

I am writing to express my support for the Columbia Pacific CCO Application from GOBHI and
CareOregon, Mid-Valley Behavioral Care Network (MVBCN) has been the MHO for Tillamook
County since 1997. Starting in the spring of 2011, I have worked with Tillamook County
leadership to explore the options for participation in the new health care system.

[ have had detailed discussions with GOBHI and overview discussions with CareOregon, which
convince me that the very best option for Oregon Health Plan members in Tillamook County is
to be part of the Columbia Pacific CCO. CareOregon is a proven leader in creating progressive
care models and genuine health value for the community. GOBHI is its peer in serving rural and
frontier Oregon to deliver effective services that are fully supported by each community.

This planning effort and the content of the Application fulfill the health improvement ideals
developed by the Legislature, the Oregon Health Fund Board, the Oregon Health Policy Board
and our current Governor, The Application is the plan, and I am confident that the parties
involved will succeed in developing an effective system of health services and supports to
improve the health of the communities, improve the recipient experience of health care, and
succeed within the funds available.

Please know that MYBCN fully supports this application and is prepared to terminate the MHO
contract for all members enrolled in Columbia Pacific CCO whenever it begins operations.

Sincerely,

James D. Russell
Executive Manager

LINN = MARION » POLK s TILLAMOOK s YAMHILL
Together pursuing the best we can IMAGINE




@nAmI ’ Oregon

Natlonal Alllance on Mental {liness

June 11, 2012

CCO Review Team
Oregon Health Authority
500 Summer St, NE
Salem, OR 97301-1097

Dear Review Team Members:

The National Alliance on Mental Illness of Oregon wishes to express its support for the
efforts of Greater Oregon Behavioral Health Inc. (GOHBI) in its collaboration with
CareOregon and ODS to form two separate Coordinated Care Organizations serving
Eastern Oregon and portions of the Oregon Coast.

We believe that GOBHI has a proven track record for responding to the needs of
Oregon’s rural communities in its current role as a managed Mental Health Organization.
We have been impressed with its vision for system reform within the mental health
system, and we are eager to see what can be accomplished with GOBHI facilitating
integrated services in traditionally underserved communities.

NAMI Oregon anticipates finding multiple ways to partner with GOBHI as it broadens its
commitment to serving rural communities. As an advocacy organization representing
individuals and families affected by mental illness, we hope to be vested in GOBHI’s
success and to provide what assistance we can to GOBHI’s community-based mission,

Best wishes,

(LS

Chris Bouneff
Executive Director

4701 SE 24th Ave, Suite E, Porliand, OR 97202 + §03-230-8000 » 800-343-8264 « fax 503-230-2751
vww.namior.org
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Next Door

pening doors ta new possibillties

April 25, 2012

Oregon Health Aunthority
500 Summer Street, NE — E-20
Salem, OR 97301-1097

RE: Supportof GOBHI Coordinated Care anization (CCO
Application : : -

On behalf of The Next Door, Inc., I am pleased to provide this Letter of
Support for the efforts of Greater Oregon Behavioral Health, Inc. (GOBHI) to
improve the health of the citizens of rural Ovegon — in parliculat, its
application to beeome a Coordinated Care Organization (CCO) for 16 counties
across the state. GOBHI has a demonstrated track record of success with its
basic model of localized behavioral health care delivery that stresses
prevention, early intervention, and support services to improve health status
and reduce cost. GOBHI’s commitment to flexible, innovative fonding
models has made it possible to create significant cost savings that have been
reinvested in a variety of local service offerings. GOBHI is well positioned to
move from managed behavioral health to a coordinated, full-service health
care model ~ the Greater Oregon Better Health Initiative.

The Next Door is a private nonprofit social service agency providing services
to 2,500 people annually in Hood River, Wasco, Sherman, Gilliam and
Wheeler Counties. Our mission is to open doors to new opporlunities by
strengthening children and families and improving communities. GOBHI's
commitment to serve rural cosnmunities by incorporating innovative and
effective collaborations bridging physical, mental and dental health is hoth

commendable and achievable.
Thank you {or your consideration of GOBHI’s application.

Sincerely,

B R T LN —

Janet I, Hamada, MSW
Executive Director

P.0O. Box 661 Hood River, OR 97031 * Phone 541-386-6665 * Fax 541-380-5440




., NORTHWEST REGIONAL -
i, EDUCATION SERVICE DISTRICT

2515 3rd St.
%Tﬂlamook, OR 97141
503-842-8423 FAX 503-842-9663

Oregon Health Authority
500 Summer Street, NE — E-20
Salem, OR 97301-1097

RE: Support of GOBHI Coordinated Care Organization (CCO) Application

The Tillamook Service Center of Northwest Reglonal ESD Is pleased to provide a Letter of Support for the
- efforts of Greater Oregon Behavioral heaith, Inc. {GOBHI} in citizens of rural Oregon, in particular, it's
their application to become a Coordinated Care organization {CCO}.

t coordinate the Early Childhood Intervention and Special Education services in Tillamook County for
children aged birth to 5. Our ESD has also been Instrumental in providing free health screenings to
children aged 3-6 in Tillamook County. This year we served 250 children. Oneof GOBH's guiding -
principles Is prevention-and we know how Important it Is for that preventlon to start as young as
possible,

'GOBHI has demonstrated a track record of success with its baslc model of localized behaviorai health
care delivery that stresses prevention, early Intervention, and support services to Improve heaith status
and reduce cost. GOBHF's commitment to flexible, innovative funding models has made it possible to
create signiflcant cost savings that have been reinvested In a variety of local service offerings. GQBH! is
positioned well to move managed behavioral health to a coordinated full service health care model -

the Greater Qregon Better Health Initiative.

It Is therefore our Intent to support GOBHI's commitment to serve rural communities by Incorporating
innovative and effective collaborations bridging physical, mental and dental health, These efforts are
both commendable and achievable with Tillamook County’s support,

Please feel frée to contact me If you have any questions about our or Tllamook County’s role.

Sincerely,

b, &mﬁ%

Helen Armstrong

Administrator - Tillamook Service Center

Northwest Reglonal Education Service District (NWRESD)
(503) 815-4457 ‘
harmstrong@nwresd.k12.or.us

Claisop Service Center Columbla Service Center . Tillamook Service Center Washington Service Center
3194 Marine Drive 800 Port Avenue 2515 3rd Street 5525 NE Ray Circle
Astorla, OR 97103 St. Helens, OR $7051-3008 Tillamook, OR 97141 Blllsboro, OR 97124-6436

503-325-2862 PAX 503-326-1297 503-366-4100 PAX 503-387-0796 503-842-8423 FAX 503-842-6272 503-614-1428 PAX503-614-1440
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CARE ASSOCIATION Oregon’s Yoice for Loug Term Care & Senior ousing

TE240 S 68th Parkway, Ste. 250
Pontlend, Orogon 47223

Olsee: 300.726,5260

Frx: 503,726.5259

W \\’\5’.0‘!&'“.&'0]“

April 5, 2012

Oregon Health Authority
500 Summer Street, NE, E-20
Salem, OR 97301-1097

The Oregon Health Care Association is pleased Lo provide this letter of suppont for the efforts of
Greater Oregon Behavioral Health, Inc, (GOBHI) to improve the health of the citizens of rural
Oregon —in particular, its spplication to become a Coordinated Care Organization (CCO) for 19
counties across the state. GOBHI has a demounstrated track record of success with its basic model
of localized behavioral healtheare delivery that stresses prevention, early intervention, and support
services to improve health status and reduce cost. GOBHI’s comnmitment to {lexible, innovative
funding models has made it possible to create significant cost savings that have been reinvested in
a variety of local service offerings. GOBHI is well positioned to move from managed behavioral
healih to a coordinated, full-service health care model — the Greater Oregon Better Health
Initiative.

The Oregon IHealth Care Association represents more than 620 nursing homes, assisted living,
residential care, senior housing facilities, and in-home care agencics across the state. Its mission is
to promote high quality long term care scrvices, cflective advoeacy, andl professional development
opportunities, is designed to enhance health care, housing, and supportive social services provided
by our members.

I respect GOBHI’s commitment to serving rural communities, and the Association has begun a
dialog with GOBHI about incorporating innovative and effective collabosations between the CCO
and Iong-term eare providers. Should it become a CCO as planned, the Association will work with
GOBHI to support health care efforts in the 19 counties it serves by assisting existing long-term
care providers as they fransition into a new delivery system model and by providing other services
as needed,

If you have any questions, please don’t hesitate to contact me.

Sincerely;

mes A, Calison, President & CEQ
Oregon Health Care Association




Two Centerpointe Drive, Ste 570

OREGON!EAL Lake Oswego O 97034

503.697.7294
Aprif 30, 2012

Kevin Campbell, CEQ
GOBH|

312 E. 3rd Street

The Dalles, OR 97058

Re: Letter of Support in Recognition of GOBHI's CCO Consortium Applications
Kevin,

Please consider this letter as one of full support and endorsement of GOBHY's consortium agreements as outlined
below, to be named as Coordinated Care Organizations per the State of Oregon’s recent request for applications.
OHN recognizes and supports the following GOBH} partnerships:

¢ GOBHi and Care Oregon, jointly forming Columbia Pacific CCO in Wasco, Hood River, Cotumbia, Clatsop,

Tillamook Counties and the Reedsport Area of Douglas County’

¢ GOBHIand Oregon Dental Service forming the Eastern Oregon CCO for 12 Counties of Eastern Oregon;

¢ GOBHI and partners forming Umpqua Health Alliance in Reedsport Area;

¢ GOBHI individually applying to become the CCG in Klamath County.

The mission of the coordinated care progranvis in line with both OHN’s and GOBHY's overall mission to insure that
all Oregontans have access to healthcare regardiess of location. With OHN's current work to date of deploying
subsidized broadband through all of Oregon with a focus on rural Oregon, we have latd the Infrastructure
groundwork that is key and primary for electronic health records, video conferencing and heaithcare
administration to be utilized. This pre-work will allow for GOBHI and partners to quickly move to installing
soluttons that maximize the coordination of patient care.

We look forward to continued support of GOBHI and the mutually supported goals surrounding healthcare delivery
and access.

If you have any questions, please feel free to contact me.

Thank you,

Kim Klupenger
Chief Operations Officer
Oregon Health Network
503.781.7929
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OHSU Family Medlicine at Scappoose

S1377 Okl Parstand Bd
Scappose, Oregon 81056
tef 503 418-4222

fax 5034184223
veyev.ohag.eta

Emma Brooks, MD

Eric Poolman, MD, MBA
tahn Bruin lugge, MD
Steven Wahis, MD, FAAFP
Hally Batshaugh, FNP
Erika Lemke, PA-C

lan Penner, PA-C

Michael Yetter, PA-C

June 8, 2012

CCO Review Team

Oregon Health Authority

500 Summmer Street, NE — E-20
Salem, OR 97301-1097

RE:  Support of Columbia Pacific Coordjnated Care
Organization (CPCCQ) Application

OHSU Family Medicine at Scappoose is pleased to provide this Letter
of Support for the ¢fforts of Greater Oregon Behavioral Health, Inc.
(GOBHI) and CareOregon in their collaboration to form the CPCCO
to better meet the needs of Oregon Health Plan Members — in
particular, its application to become a Coordinated Care Organization
(CCO} for Clatsop, Columbia, Douglas (Reedsport), and Tillamook
counties, These partners have a demonstrated track record of success
with their basic model of localized behavioral and physical health care
delivery that stresses prevention, early intervention, and support
services to improve overall health status and reduce cost.

We look forward to working with the Columbia Pacific CCO to assist
in bringing new models of care that are patient-centered and team-
focused to our community members.

OHSU Scappoose Clinic represents the Department of Family
Medicine at OHSU. [ts mission is to serve patients and the community
through excellence in clinical care and education. We believe the
CPCCP commitment to serve raral communities by incorporating an
innovative and effective collaboration bridging physical, menta! and
dental health is both commendable and achievable.

Sincerely,

S o
Bruin Rugge, MD, MPH Diane Hutson
Medical Director Practice Manager

N S R




April 12, 2012

Oregon Health Authority

The Oregon School-Based Health Care Network (Network) is pieased to provide this Letter of
Support for the efforts of Greater Oregon Behaviorai Health, Inc. (GOBHI) to improve the health
of the citizens of rural Oregon —in particular, its Application to become a Coordinated Caré
Organization {CCO) for 19 counties across the state. GOBHI has a demonstrated track record of
success with its basic model of localized behavioral healthcare delivery that stresses
prevention, early intervention, and support services to improve health status and reduce cost.
GOBHI's commitment to flexible, innovative funding models has made it possible to create
significant cost savings that have been reinvested in a variety of local service offerings. GOBHI
is well position to move from managed behavioral health to a coordinated, full-service health
care model — the Greater Oregon Better Heailth Initiative.

The Network represents more than 63 school-based health centers (SBHCs} across the state.
Our mission is to promote the health and academic success of children and youth. We
appreciate GOBHI's dedication to serving rural communities and their recognition of the
reciprocal relationship between health and educational outcomes. The Network has begun a
dialogue with GOHBI about the importance of involving SBHCs and schools in their CCO to
provide cost-effective services that will reach ali kids — especially those with heaith disparities.
Should it become a CCO as planned, the Network will work with GOHBI to support health care
efforts in the 19 counties it serves by assisting SHBCs as they transition into a new delivery
system model and by providing other services as needed.

Sincerely,

AR

Paula Hester
Executive Director, Oregon School-Based Heaith Care Network




April 24,2012

Dr. Bruce Goldberg

Oregon Health Authority

500 Summer Street, NE — E-20
Salem, OR 97301-1097

RE: Support of GOBHI Coordinated Care Organization (CCO) Application

Oregon State Hospital is pleased to provide this Letter of Support for the efforts of
Greater Oregon Behavioral Health, Inc. (GOBHI) in collaboration with Addictions and
Mental Health to improve the health of the citizens of rural Oregon — in particular, it’s
their application to become a Coordinated Care Organization (CCO), GOBHI has a
demonstrated track record of success with its basic model of localized behavioral health
care delivery that stresses prevention, early intervention, and support services to improve
health status and reduce cost. GOBHI’s commitment to flexible, innovative funding
models has made it possible to create significant cost savings that have been reinvested in
a variety of local service offerings. GOBHI is well positioned to move from managed
behavioral health to a coordinated, full-service health care model — the Greater Oregon
Better Health Initiative.

GOBHI’s commitment to serve rural communities by incorporating innovative and
effective collaborations bridging physical, mental and dental health is both commendable
and achievable.

Sincerely,

Nancy Griffith,
Oregon State Hospital
Program Director, Adult Treatment Services
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Communicable Disease

HIV Pravenilon Services
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Prenatal/Family Planning
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Dr. Bruce Goldberg

Oregon Health Authority

500 Summer Street, NE — E-20
Salem, OR 97301-1097

June 11, 2012

RE: Support of Columbia Pacific Coordinated Care Organization
Application

Dear Dr. Goldberg:

The Public Health Foundation of Columbia County (TPHFCC) is pleased to
provide this Letter of Support for the efforts of Columbia Pacific Coordinated
Care Organization (CPCCO) in their application to become a Coordinated Care
Organization (CCO). I understand that CPCCO is a collaborative between two
existing agencies, Greater Oregon Behavioral Health Institution (GOBHI) and
Care Oregon. After participating with GOBHI in many countywide Joint
Provider Task Force meetings, TPHFCC has confidence in GOBHI’s ability to
partner with local agencies to improve health status and reduce cost. It is evident
that GOBHI has an interest in working with existing successful providers of
prevention and treaiment. As a partner, TPHFCC is committed to partner with
GOBHI to provide prevention, early intervention and support services.

GOBHI has expressed a commitment to flexible, innovative funding models and
we anticipate a significant cost savings, which will in turn be reinvested in a
variety of local service offerings. GOBHI is well positioned to move from
managed behavioral health to a coordinated, full-service health care model — the
Columbia Pacific CCO,

The Public Health Foundation of Columbia County is the Public Health
Authority serving Columbia County, Oregon. Its mission is to create healthier
people in a healthier community, GOBHI’s and Care Oregon’s commitment to
serve rural comniunities by incorporating innovative and effective collaborations
bridging physical, mental and dental health is both commendable and achievable.

Sincerely,

P79
Karen Fox Ladd
Administrator

N e e e L S e TR TR




Tillamool Connty REEEIVED MAR 21 200

Board of Commissioners
Tim Josi. Mark Labhark. Cherles J. Hurliman
) 201 Laurel Avenue

Tillamook, Oregon 97141

Phone 503-342-3403

Fax 503-842-1384

TTY Oregon Relay Service

Lendd of Chevse, Trees and Ocean Breeze

March 15, 2012

Greater Oregon Behavioral Health, Inc
309 East 2nd Street
The Dalles, OR 97058

RE: CCO LOI

Dear Kevin Campbeill:

Thank you for taking the time to participate in Tillamook County's commuhity mesting to
discuss Coordinated Care Organizations held on March 12, 2012.

As a result of the discussion at the meeting, the participating partners (a list of
participants is attached) concur In a recommendation that a letter of intent to form a
Coordinated Care Organizations (CCO) be submitted on behalf of Tillamook County by
both Care Oragon and Greater Oregon Better Health Initiative. Additionally, the
participating partners unanimously agreed that a partnership between Care Oregon and
GOHBI to form a GCO would be the preferred option with some additional
considerations.

Specific consideration should be given to the need for an independent County
governing council that will also participate by representatives in the governing
board/council of the CCO. We also need to consider working with other countles in a
multi-county Coordinated Care Organization In order to ensure that there are a sufficient
number of Medicaid patlents to spread the risk and cost sharing. The preference for a
multi-county proposal is to work with other rural counties.

We are concerned about avolding penalties and ensuring participation in the
development of a CCO that includes Tillamook County covered lives. This requires that
we have more in depth conversations between now and as soon as April 30, 2012,
Tilamook County participating pariners are willing to engage in these discussions.
Further information is needed in order to determine the costs and benefits of the multi-
county CCO and the non-binding letter of intent will allow us to explore these optlons
before submitting a full proposal.

AN EQUAL OPPORTUNITY EMPLOYER




The Board of County Commissloners for Tillamook County met on Wednesday, March
14 to discuss the recommendation developed durlng the March 12 meeting and
unanimously agree with the recommendation. This letter serves as a letter of support
for a letter or letters of intent to proceed with the development of a CCO(s) that includes

Tillamook County.
We look forward to working with you.

Sincerely,

TILLAMOOK COUNTY
BOARD OF COMMISSIONERS

\//Vk?L '*ﬁ;@@c /.s/ﬂfm’d?

Tim Josl, CHalrperson

AN EQUAL OPPORTUNITY EMPLOYER




June 10, 2012

CCO Review Team

Oregon Health Authority
500 Summer Street, NE - E-20
Salem, OR 97301-1097

RE: Support of Columbia Pacific Coordinated Care Organization (CPCCO) Application

We have heard CPCCO make presentations about their plans to partner with a rich diversity of
community organizations and individuals, These collaborative partnerships, done well, are likely
to be a very effective way to stretch dollars available to obtain medical, dental and behavioral
health resources for people who need them in our community. These meetings also included
considering solutions to the lack of wellness, and the lack of interest in health services
individuals experience when their basic needs are not met. We saw the beginnings of effective
possible collaborations in these first meetings and were impressed by their interest in innovative,
person centered solutions.

It is the above thinking that we believe the CPCCO leadership is passionate about and capable of
that makes it easy to support their application.

This letter of support is authorized by a number of community partners working through,
Tillamook County Mental Heaith, Chemical Dependency, and Developmental Disability
Advisory Couneil. This Council includes leaders of our Education, Hospital. Seniors and
Disabled, Women’s Resources, Residential Facilities, Health Care Clinics, and Peer Service
systems. For the last several years this group has dedicated their efforts to significantly enhance
collaborative partnerships. We have worked to understand services and to support those with
missions to address living styles and situations (economic, social, housing, and nutrition, etc.)
that prevent wellness.

Sincerely,

ChnStimad.

Jan Stewart, Chair
Tillamook County Mental Health, Chemical Dependency, and Developmental Disability Council




TILLAMOOK FAMILY COUNSELING CENTER |

A Drug Free Workplace 906 Main Avenue
Tillamook, OR 97141
Telephone; (503) 842-8201

: {800) 962-2851
6 June 2012 Fax: (503) 815-1870

CCO Review Team

Oregon Heaith Authority
500 Summer Street, NE — E-20
Salem, OR 97301-1097

RE:  Support of Columbia Pacific Coordinated Care Oreanization (CPCCO) Application

Tillamook Family Counseling Center is pleased to provide this Letier of Suppoit for the efforts
of Greater Oregon Behavioral Health, Inc, (GOBHI) and CareQOregon in their collaboration to
form the CPCCO to better meet the nceds of Oregon Health Plan Members — in particular, its
application to become a Coordinated Care Organization (CCO) for Clatsop, Columbia, Douglas
(Reedsport), and Tillamook counties, These partners have a demonsirated track record of success
with their basic model of localized behavioral and physical health care delivery that stresses
prevention, early intervention, and support services to improve overall health status and reduce
cost,

The goal of the Columbia Pacific CCO is to be local enough to be relevant and large enough to
be financially sustainable. The CPCCO will work within each of the communities to bring new
models of care that are patient-centered and team-focused, governed by a partnership among
Iocal health care providers and comniunity members.

Tillamook Family Counseling Center represents the interests of Tillamook County’s Oregon
Health Plan Members. Its mission is to support the overall well-being of the citizens of
Tillamook County by providing comprehcnsive and affordable behavioral health services, The
Columbia Pacific Coordinated Care Organization’s commitment to serve rural communities by
incorporating an innovative and effective collaboration bridging physical, mental and dental
health is both commendable and achievable,

Sincerely,

T oo Yy 0 o

Frank Hanna-Williams, LCSW
Executive Director
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UMPQUA COMMUNITY

HEALTH CENTER

Caring for the community on a personal level

June 7, 2012

CCO Review Team

Oregon Health Authority
6500 Summer Street, NE — E-20
Salem, OR 97301-1097

RE: Support of Columbla Pacific Coordinated Care Organizétion (CPCCQ) Application

Umpgua Community Health Center (UCHC), the FQHC in Douglas county, is pleased to provide
this Lefter of Support for the efforts of Greater Oregon Behavioral Health, Inc. (GOBHI) and
CareOregon in their collaboration to form the CPCCO to better meet the needs of Oregon
Heaith Plan Members — in particular, its application to become a Coordinated Care Organization
(CCO) for Clatsop, Columbia, Douglas (Reedsport), and Tillamook counties. These partners
have a demonstrated track record of success with their basic model of localized behavioral and
physical heaith care delivery that stresses prevention, early intervention, and support services to
improve overall health status and reduce cost,

The goal of the Columbia Pacific CCO is to be local enough to be relevant and large enough to
be financially sustainable. The CPCCO will work within each of the communities to bring new
models of care that are patient-centered and team-focused, governed by a partnership among
local health care providers and community members,

it Is the mission of UCHC is to serve and assist people who have limited access to health care
by caring for the community on a personal level. The Columbia Pacific Coordinated Care
Organization's commitment to serve rural communities by incorporating an Innovative and
effective collaboration bridging physical, mental and dental heaith Is both commendable and
achievable. We look forward to a partnership that will serve our mission as well.

Singerely, .
Linda Mullins
Chief Executive Officer
Roseburg Praln Glide Myrile Creak
Adminlshation « Denlal » Medlcat Medical Madical Medical
(541) 672-9594 Office (541) 836-7165 Office (641} 496-3504 Offco (541) 8604070 Office
{641) 464-3519 Fax {541} 836-7167 Fo (541) 496-3489 Fax (641) 860-5032 Fox
160 Kenneth Ford Drive 316 Wast A Avenue 20170 N, Umpqua Hwy. 790 Souih Maln Slreet
Rossburg, OR 97470 Diain, OR 97435 Glde, OR 97442 Myrlle Crask, OR 97457

www.umpguache,org




Resumes for Key Leadership Personnel Columbia Pacific Coordinated Care Organization, LLC
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KEVIN M. CAMPBELL, CEO

Professionat Experience

Greater Oregon Behavioral Health, Inc., Chief Executive Officer, 2001-Present
GOBHI is 2 member-owned Benefits Management Company (501 C 4) dedicated to assuring high
quality services delivered through rural cormnunity behavioral health programs. The Cournties of
GOBHI constitute approximately 70% of Oregon’s land mass and 14.5% ofits population. GOBHI is
the only Mental Health Organizaticn in Oregon that is also a Licensed Child Placing Agency and
operates inore than 25 therapeutic foster homes throughout niral Oregon. In 2011, Kevin was appointed
to the Board of directors of the National Couneil for Community Behavioral Healtheare

Campbell Crossing Ranch, Kimberly, OR, Owner, 2007-Present
CCR.is a fourth generation, family owned, Angus Cattle Ranch in the John Day River Valiey which is
operated by Kevin’s Son Brian

Eastern Oregon Human Services Consortium, Coordinator, 1995-2001
EOHSC Provides Regional Mental Health and Developmental Disability Services across 13 Rural
Counties in Eastern Oregon

Grant County OR, County Indge, 1989-1993
The County Judge in Grant County has tiree major functions; Probate Judge, Chair of the Board of
County Cormmissioners, and County Administrator, Kevin also served as President of the Association
of Oregon Counties in 1991-92

Howard Mercantile, Kimnberly, OR, Owner, 1984 - 1989

Campbell Livestock Inc., Rancher, Kimberly, OR, 1980 - 1984

G & H Adreraft, El Monte, CA, Ground Operations Manager, 1978 - 1980

General Electric Credit Corporation, Area Credit and Collections Manager,
Portland, OR, Ventura, CA, and San Diego, CA 1975 - 1978

FMC CORPORATION, Poriland, OR, Jonmeyman Boilermalker, [974-1975
Education

University of Portland, Portland, OR, B.S, Business Administration, 1973
Monument High School, Monument, OR, 1963

309 East Second Street The Dalles, Oregon 97058 541 298-2101 Fax 541 293-79%¢6
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Resumes for Key Leadership Personnel Columbia Pacific Coordinated Care Organization, LLC

CAROLYN I (FRITZ) RANKIN

PROFESSIONAL EXPERIENCE
+  CAREOREGON, INC,, Poriland, OR ~ 2003 1o presem

Chief Operations Officer/Chief Financlal Qfficer Tor non-profit corporation providing health care benefits for
aver 100,000 Medicarc and Medicaid recipients

*  Instrumental in financial tum-around of organization with annual yevenues of over $350 milfion and 200+
employees .

+  Responsibie for Gnance, 'Y, claims, customner service, human resources, znd facifities,

+  Managed implementation of QCS1 software fr cluims processing and refated case management, bringing
clalms operations in house

s Formed new subsidiary corporation for Medicare fine of business, becoming Hcensed by CMS and Siate of
Chregon as health eare services contractor in record time

»  Purchased and remodeled { |-story building for operations and refogated alf employees

*  RANKIN ASSOCIATES, Scattle, WA 93102 - 1993 10 present

Principal in finn providing finencial consulting, project management and saltware sales and implementation,
ncluding

»  Consulted with 1op management in corporate restructuring, refinancing, profitability analysis, and systews
revigew in commercial airdine industry

*  Worked with nianagenent and legul representatives in corporate reorganfzations and liquidations

+ New venture Ninangial plaming:  designed and produced proforma financial stutements; designed
snanagement and compifance reporting; met with investors and/or regulators to discuss proformas

*  Project management: developed detailed plans for systens inyplementations, managing Gme and budpget
constraints of clients inslaliing fully-fntegrated Ninancial and manufacturing systems, including materials
resource plenning and scheduling features

«  Complete system review: identified key business requirements and strengths and weaknesses of current and
altcrnative systems; devetoped action plan for migration .

v Manufacturing system implementation management; (rained personnef in defining bills of materials, fixed
and varizble costs, overhead and burden

s System design: evaluated workflow and system contrels, to identify intemal controt vulnesbilities, life
eycle of system -

«  Data cenversions: mapped and assisted programiners in moving elients from fpgacy systems to new systems
with different databases und data structures

¢ Cost accounting system desipn: designed systems to comply te applicable GAAP, Medicare, Medicaid,
CHAMPUS and IRS rules; assurcd fully-absorbed inventory tosting compiiance

RFA 3402 Resumes for Key Leadership Personnel Page 2 of 13




Resumes for Key Leadership Personnel Columbia Pacific Coordinated Care Organization, LLC

+  THE SIMPSON & FISHER COMPANIES, INC,, Seaitle, WA 93101 - 1990 to 1993

Chief flnancinl execulive for parent aml two subsidiary corporations, Westminster Lace and Yankee Peddler,
operaling 37 specinfty selail stores with 250 employees with annual sales of £15 million. Designed and
implemenied automated financial systems, cash flow forecasting, and store profit and loss statements.
Developed Plan of Reorganization under Chapter 1 ot U. 5. Bankruptey Code.

s  PREMERA BLUE CROSS, Seattle, WA - 1982 to 1990

Senfor Vice President, Finance, Corparate Treasurer, and Chief Fittancial Exectitive of provider of health
and life insurance in two states, with annual reverues of $450 million and 1,200 cmployees. Managed staff of
90 who were gesponsible for investment sctivity, cash Mow, banking, loss prevention, and all treasoury and
accounting functions for four corporations und three gavernment programs, Supervised design and
implementation of autormated financial sysiems, Managed installation of first automated cost accounting system
in company's history, from systemns needs assessment through implementation, Managed intensal consulting
group of industrial engineers, performing work measurement and internat business process re-engincering

¢+ PACCAR, Inc,, Beflevue, WA 58009 - 1976 fo 1982

Corporate Aecounting Manuger {1930—1982) - Controiler of Corparate division and research & development
center for parent company of Pelerbilt and Kenworlh Tracks, with anmual revenues exceeding $1.5 billion.
Mannged consoildated eash receipls and transfers, gencral fedger, accounts and notes receivable and payable,
short term investments, intercompany accoints and insurance (product fiability, health, life, workers
compensation).  Provided software specilicatinns, vendor selection end mansagement of corporale wide
implementation of naw fixed assets system for 235 loreign and domestic subsidiarics.

Asslstant Corporafe Accounting Munager {1978--19803 - Assistant Manager of division, with duiics deseribed
as above, in addition lo responsibility for corparate consolidated finangial statements and SEC reporting.
Implementation of first autonmated system for consolidation of alk corporate entities.

General Accounting Manager - Paclfle Car & Fowuifry Bivision (1977--1978) - Responsible far employees’
aclivities in division general accounting section, including fixed assets, safes invoicing, acconnls receivable and
payable, cash reccipts and general kedger.

General Acconniing Supervisor - Paclfic Car & Faundry Division (1976--1977) - Sll{)enfision of acedunting
activities [or sales invoicing, aecounts receivable, fixed assets and cash receipts. Implementation of division
automated accounts receivable sysiem,

+  ERNST & YOUNG, Scattle, WA - 1973---1976
Progressed from junior {o sepior audilor, perfoniling on audit, tax, and management consulting smﬁccs
engagemenis for clients in retail sales, government service, manufzcturing, international frading, public power
supply, end real csiate management, Preparation of consolidated financial statements, lederal and state income
tax returns, and 10-K and 10-QQ documents for privatcly and publicly-treld finns.

+  PETERSON & SULLIVAN, CPA’s, Scattle, WA - 19711973

Junior agcountant, preparing audited and unaudited financial statements, business and payrall tax retums,
preparing stafe and federsal corporate, partnership, and individual incone tas retums
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Resumes for Key Leadership Personnel Columbia Pacific Coordinated Care Organization, LLC

EDUCATION
Universily of Washington, Seatte, WA, B. S., Busincss, with maJor {n Accounu‘ng;
Case Westem Reserve University, Cleveland, OH; pant-time
Wharton Business School, University of PA, Managing i the Service Indusiry

University of Michigan, Exccutive Management and Managemenf of Managers

PROFESSIONA L MEMBERSHIPS

Financial Executives Institute, Board of Directors
Americun fnstitute of Cenlfied Public Accountanis
Washingien State Society of Certilied Public Accountants
HIMSS Qregon Chapier, Board of Direclors
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Resumes for Key Leadership Personnel

Cofumbia Pacific Coordinated Care Organization, LLC

Curricolum Vitae
Margarct 5. Rowland, M.D.
2011

PERSONAL

EDUCATION

Senith College, Northhampton, MA. - A.B. 197

University of Cincinnati Coflege of Medicine Cincinnati, Ohio - M.D. 1977

Maine Medical Center, Portland, Muine Family Practice Residency Program 1977-1980
BOARD CERTIFICATION

National Board of Medical Examiners Diplomat — [978

American Board of Family Practice Centification ~ July, 19388

Recettificatton - July, 1986; July, 1992
MLEDICAL LICENSES

Orepgon License 18055
Washington License MD0O0035861

EMPLOYMENT

2004 —Present Chief Medical Officer
CarcOregon, Inc.

2001 - 2003 Medical Director
Providence Heakth Plans

1998 — 2001 Medical Director
PacifiCare of Oregon

{997 - 1993 Associnie Medical Director
PacifiCare of Oregon

RFA 3402
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Columbia Pacific Coordinated Care Organization, LLC

1992 - 1996
1980 - 1992
1080 - 1983

1980 - 1592

Curriculum Vitac
Murparet 8. Rowland, M.D.
2011

Associate Medical Director
Healthsonree Maine, ine.

Family Physician

Yarmouth Family Physicians
14 Bayview St

Yarmouth, Maine 04096

Attending physician in the ouvtpatient clinic of the
Maine Medical Center/dercy Hospital Family Practice
Resideney Progrnm — teaching residents and medicut
students

Attending physician teaching residents on the Family
Practice inpatient scrvice at Merey Hospital
Portland, Maine

COMMITTEES, APPOINTMENTS AND MEMBERSHIPS

2007 -
2002 —-2007

2002 — 2004
1999 2001

1981 - 1996
1981~ 1094
1980 ~ 1996
1980 - Present
1996 — Present
1981 - 1992

Board of Directors: Albertina Kerr, Ing. A not for prolit agency
serving disabled adults and at-risk youth

Board of Directors: Buckinell University Parents® Association,
Exeeutive Commilteg member, 2005 — 2007

Volunteer, Essential flealth Clinic 1lilisbore, Or

Advisory Board, Northwest Center for Physician-Pationt
Commumnications, Porthand, Oregon

Active StadT— Maine Medical Center, Portland, Maine

Active Stafl — Mercy Hospital, Portland, Maine

Active Member — Maine Academy of Family Physicians

Active Member — American Academy of Family Physicians
Active Member — Oregon Academy of Family Physician
Ciinical Instructor - University of Vermont College of Medicine

RFA 3402
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Resumes for Key Leadership Personnel Columbia Pacific Coordinated Care Organization, LLC

LAURENCE COLMAN, MD, MPH
Medical Director

PROFESSIONAL EMPLOYMENT AND ACTIVITIES

Candidate in Psychoanalytic Training. Oregon Psychoanalytic Institute, Portland, Oregon, 2009 ~
Present

¢ Medical director, Greater Oregon Behavioral Health, nc., The Dalles, Oregon, 2008 — Present
Hospital Active Staff, Acute inpatient Child & Adolescent Unit, Emanuel Hospital, Legacy Health
Network, Portland, Oregon, 2007 - 2011
Solo Qutpatient Private Practice, Portland, Oregon, 2006 — Present
Consultant, inpatient Child & Adolascent Sub-acute Services, Albertina Kerr Centers, Portland,
Oregon, 2006 — Present

»  Assistant Clinical Professor of Psychiatry, Oregon Health & Science University, Portland, Oregon,
2606 — Present

EDUCATION AND BOARD CERTIFICATION
Board Certified Diplomate in Psychiatry
American board of Psychiatry & Neurofogy
2006 - Present

Child & Adolescent Psychiatry Fellowship
Oregon Health & Science University
Partfand, Oregon

July 2004 - June 2006

General Psychiatry Residency
Oregon Health & Science University
Portland, Oregon

July 2001 = june 2005

Doctor of Medicine

Columbia University

Coliege of Physicians & Surgeons
New York City, New York

August 1997 — May 2001

Masters in Public Health
Columbia University

Mailman School of Public Health
New York City, New York
September 1997 = June 2001
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Resumes for Key Leadership Personnel Columbia Pacific Coordinated Care Organization, LLC

Bachelors in FEconomics

University of California at Berkeley
With Honors and High Distinction
Berkeley, California

August 1988 — May 1992

PROFESSIONAL SOCIETY MEMBERSHIPS
Oregon Council of Chitd & Adolescent Psychiatry {OCCAP), 2006 — Present
Oregon Psychiatric Association {APA}, 2006 — Present
Oregon Medical Association (ORMA), 2009 — Present
American Psychiatric Association {APA), 2001 — Present
American Academy of Child & Adolescent Paychiatry (AACAP), 2005 ~ Present
American Psychoanalytic Association [APSA}, 2009 — Present

REFERENCES

Ajit Jetmalani, MD. Director, Division of Child & Adotescent Psychiatry, Oregon Health & Sciences
University

David Jeffery, MD. Northern Region medical director, Trillium Family Services

Nancy Winters, MD. Faculty, Oregon Psychoanalytic Institute, and former Training Director, Division
of Child & Adolescent Psychiatry, Oregon Health & Sciences University
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Resumes for Key Leadership Personnel Columbia Pacific Coordinated Care Organization, LLC

Rod A, Meyer

Qualifications: Experience in management, systems administration, and application develapment perspectives of
information technology. 1 have successfully held positions of Director, Syslems Programmer,
Frogramming Manager, and Application Developer in an Informalion Techaology environment. | have
also demonsiraled 1he abiliy fa work closely and effeclively with individuals at alf fevels of an
organization on a variely of prejects,

Experisnce:  Director of IS {September 2002 — present)
CareQregon, {nc., Porltand, Oregon

- Respansible for ell management aspects of the Information Systems department conslsting of a
team of |5 professionals with exparise in data analysis, desklop suppori, sysiem networking, phong
syslems, systems administration, systems coordination, applications programming, web
development, PC's and systems aperatons.

System: Microsoft Window XP and 2000, SQL Server 2000, SAS, Mapinfo, EZCAP

St. Systerns Developer {March 2000 -- August 2002)
CareOregon, inc., Porlland, Oregon

~ Invelved in the installation, implsmentation and maintenance of a managed care system, EZCAP,
that includes modules related to eligibility, provider data, cuslomer service, case management, and
an intemet based module, EZNET, for referral entry and eligibility inquiry.

Bystem: Microsoft Window 2000, SQL Server 7, SPSS, SAS, Mapinfo, EZCAP

Director of information Technology {Jan 1998 - March 2000}
Pagific Heritage Adminisiralors, Portland, Oregon

- Responsibie for all management aspects of the information Systems depariraent consisting of a
team of IS professionals with experlise in networking, phone systams, systems pregramming,
systems coordinalion, applications programming, PC's and systems operations.

- Responsible for Lhe complete retooling of all infarmation syslems o administer business as a denial
and health TPA administering only partially self funded groups with Individual and aggregate stop loss
imits. Prior to this the company had operated primarily as a risk bearing insurance organization.

- Also was required to design and implement a complate replacement of the group and individual
billing system {Groupfacts) because of Y2K conslderations. This syslem not only feplaced, but
greatly improved gn the previous system in terms of improved tumaround on group bills, COBRA
bills, id cards and reporting,

System: {BM ES9221-150, VSE/ESA, CICS, VTAM, UNIX, Sybase
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Resumes for Key Leadership Personnel Columbia Pacific Coordinated Care Organization, LLC

Sr. Programmer Analyst/ Systems Progmhmer {Oct 85 - Dec 1597)
Pacific Heritage Assurance, Porlfand, Oregon

- Responsible for all systems programming and administration functions for a mainframa system
running VSEYESA, VSE/SF, POWER, VTAM, CICS, VSAM, SDF, ICCF, and assoclated system
enhancing and monitoring software such as CA-RAPS, CA-DYNAMT, BIMEDIT, CA-SORT, BMC
SUPEROPTIMIZER CICS, FAQS, EXPLORE, VSAMTUNE, VSAMLITE, COMPAREX, CICS
WINDOWS, and EASYTRIEVE Plus.

- Responsible for all administration functions relating to a devetpment environment consisting of
Software AG products: ADABAS, NATURAL, PREDICT, CONSTRUGT, SMA, NATURAL SECURITY,
and NATURAL VSAM.

~ Mlso responsibla for alt functions relating fo @ major dlaims processing sofiware system,
CLAIMFACTS, including installation of new releases, maintenance, interfacing with ather systems,
and modifications as neGessary.

- Have deslaned, writien, and maintalned online systems soRlware using CICS Command Levet
COBOL and SDF, including a comprehensive group definiion system, DATACARDS.

- Primarily responsible for two major hardware upgrades: 1BM 4331 to IBM 4351 and IBM 4361 $o
IBM ES9000,

System: IBM ES9221-150, VSE/ESA, CICS, VTAM

Project Leader/Frogramming Manager {Nav 85 - Oct 86)
American Guaranly Financial Cotp., Potlland, Oregon

~ Primarily responsibla for implementation, maintenance, and modification of a major life insurance
software package, PALLM, consisting of approximately 700,000 lines of code and B0 onfine VSAM
support files.

- Developed an online interface to the XEROX 4050 laser printer for controlling and calling forms
overlays without making major medifications {o exisling batch programs.

- Temporarily managed a team of four programmears, two data entry clerks, and a PC speclalist.
System: IBM 4381, VSE/SP, GICS, VTAM, BTAM

Programmer Anaiyst {Sep 81 - Nov 85)
American Guaranty Financiat Corp., Porliand, Oregon

- Deslgned, written, instalied andfor maintained online sysiems using CICS Cammand Levet COBOL,
including Accounts Payable, Agenls Adverfising, Annuitles, Morigage Loan, and Check Numbering
Control, -

- Supplied CICS and batch system support to sevaral service bureau clients including auto ieasing,
pension savings, and reserd management comparnies.

System: IBM 4341, DOS/VSE, CICS, BTAM, VSAM
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Resumes for Key Leadership Personnel Columbia Pacific Coordinated Care Organization, LLC

TODD JACOBSON, L.C.S,W.
Operations Manager

PROFESSIONAL EXPERIENCE
Operations Manager, Greater Oregon Behavioral Health, Inc., fjune 2010 - present
Primary Responsibilities:
* Staffing: hiring, dismissal, and correction.
* Public relations: receiving and presenting information conducive to the enhancement of
Columbia Pacific operatians.
* Departmental structure: design, efficiency and collaboration of effort.
¢ CQuality assurancefimprovement: clinical design, aperations, and resource development;
internatly and with external contracted providers.
* Contract monitoring: contractor site and compliance reviews.
o External plans of improvement: developed with contracted providers.
* Grievances/appealsfcomplaints: facilitation, tracking, and resolution of Columbia Pacific
menmber and external provider concerns,
* Tacilities: ensure ergonomic, safe, and comfortable working environment.

Clinical Services Manager, Alcohol and Other Drugs, Intellectual and Developmental Disabilities
Program, Fastern Oregon Regional Developmental Disabilities Crisis Program, and Enhanced Care
Services, Mid-Columbia Center for Living, The Dalles, OR, May 2007 to lune 2010

Primary Responsihiiities:

*  Management of Criminal fustice Service Division Byrne Grant: Development of a Family
Dependency Treatrnent/Drug Court in Hood River and Wasco Countles.

* Planning and Management Advisory Committee: Representative for Assockation of Oregon
Counties to Oregon State Medicatd Block Grant program.

* Local Planning and Safety Coordinating Councl: Representative for Mid-Columbia Center for
Living in Sherman County.

* Agency Budget pfanning and oversight: In collaboration with Executive Director.

*  Oversight of Agency compliance with applicable Gregon Administrative Rules for Alcohof and
Other Drug, Developmental Disabilities, and Enhanced Care Services programs and ensuring
policies/procedures accurately reflect requirements,

* Process Improvement coordination: Utilizing NIATX principles to guide agency towards hest
practices In a progressive and effective fashion manner

¢ Supervision of four Program Supervisors. Ensuring all service areas are collaborating with
customers, partners, employees, and purchasers,

Interim Assistant Director, Mid-Columbia Center for living, The Dalles, OR, july 2005 to May 2007
Primary Responsibifities:
*  Oversight of afi clinical operations
*  Grants management,
* Planning and Management Advisory Committee; Representative for Association of Oregon
Counties to Oregon State Medicaid Block Grant Program,
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Resumes for Key Leadership Personnel Columbia Pacific Coordinated Care Organization, LLC

¢ Local Planning and Safety Coordinating Councli: Representative for Mid-Columbia Center for
Living in Sherman County,

*  Agency budget planning and oversight: In coliaboration with Executive Director and p:ogram
managers.

¢ Qversight of agency compliance with applicable Oregon Administrative Rules and that
palicies/procedures accurately reflect requirerments,

*  Process Improvement coordination: Utilizing NEATX principles to gutde agency towards best
practices in a progeessive and effective fashion.

* Supervision of three service area program managers, one program supervisor, and nine akohol
and drug counselors.

» Ensuring all service areas are collaborating with customers, partners, employees, and
purchasers,

Program Manager, Inteliectual and Developmental Disabilitles Service Coordination, Eastern Oregon
Regional Developmental Disahillties Crisis Program, Consunter Run Drop-in Center, and Enhanced Care
Services, Mid-Columbia Center for Living, The Dalles, OR, September 1997 to June 2005

Primary responsibifities include:
* Quality assurance and improvement.
* Apnual budget oversight and development.
*  Service coordination with partner agencies,
* Consensus bullding and supervision,
* Contract development and monitoring,
&  Program design and upgrades.
* Program and subcontractor compliance with all applicable laws and statutes.
¢ Developnient and updating of policies and procedures,
*  Community and program negotiations.

Community Rehabilitation Coordinator, Psychosacial Rehabilitation Program, Consumer Run Drop-in
Center, ant Assertive Community Treatment Case Managemient Program, Mid-Columbta Center for
Living, The Dalles, OR, September 1995 to September 1997

Primary responsibilities include:
* Designed and implemented community support services.
¢ Quality assurance and improvement,
*  Ensuring consumer participation in all aspects of the program.
* Service delivery and coordination with partner agencies.
¢ Supervision and consultation to the consumer drop-in canter.
* Supervisioh of Assertive Community Treatment Case Management Program.
*  Budget development and monitoring.
¢ Employment services.
* Individual therapy.
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Resumes for Key Leadership Personnel Columbia Pacific Coordinated Care Organization, LLC

Program Manager, Adult Day Treatment, Fountain House Program, Adult Day Treatiment, and Case
Management, , Central Washington Comprehensive Mental Health, Yakima, WA, July 1992 to
Sepitember 1985

Primary responsibilities include;
*  Supervision of Adult Day Treatment and Fountain House.
¢ Program design and implementation,
*  Team development.
* Fiscal management,
*  Group and individual therapy,
® Quality assurance within team.
*  Quersight of an Aduft Basic Education program.
* (Case management,

Case Manager, Sunrise Ciuls, Ceniral Washington Comprehensive Mental Health, Yakima, WA, June
199010 July 1992,

Primary responsibifities include;
* (ase management.
* Facifitation of a work ordered day In the Fountaln House program,
* Employment services,
*  Medication management,
* Money management.
*+  Service coordination with other departments

EDUCATION
» Eastern Washington University: June 1993
Master of Soclal Work
« Central Washington University: june 1987
Bachelor of Arts, Psychology .

LICENSE AND CERTIFICATION
+  State of Oregon Licensed Clinical Social Worker

ADDITIONAL EXPERIENCE
»  Winter term 2001, 2002, and 2004: instructor of 3 credit course, “Crisis Intervention” at
Columbia Gorge Community Cellege in The Dalles, Oregon. The class is a required course for
student Paramedics and emergency medical technicians,
« Residential Manager for 30 bed congregate care facility in Everett, Washington, 1988 to 1950.
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Appendix A Columbia Pacific Coordinated Care Organization, LLC

Appendix A — CCO Criteria Questionnaire
Columbia Pacific Coordinated Care Organization, LLC
June 11 Resubmission — Additional Information Highlighted in Red

Al

Background Information about the Applicant

Columbia Pacific Coordinated Care Organization, LLC is a 501{c)(3) Oregon nonprofit
corporation domiciled in Portland, OR.

CareOregon and Greater Oregon Behavioral Health, Inc. {GOHBI} are affiliates of
Columbia Pacific Coordinated Care Organization, LLC and are thereby relevant for the
answers to guestions within this Application.

Columbia Pacific’s intended effective date for serving Medicaid populations is August 1,
2012,

Columbia Pacific is not invoking alternative dispute resolution with respect to any
provider.

Columbia Pacific does not request changes or desire to negotiate any terms and
conditions in the Core Contract.

Columbia Pacific is applying to serve residents in ail of the zip codes in the following

counties:

Clatsop County AIIzip odes,

Columbia County All zip codes.

Coos County 97449

Douglas County 97436, 97441, 97467, 97473
Tillamook County All zip codes.

Columbia Pacific’s primary office and administration which are located in the service
area are at; 309 E. 2™ Street, The Dalles, OR 97058, Columbia Pacific is applying to
serve residents in all of the zip codes in the following counties:

Clatsop, Columbia, Hood River, Tillamook and Wasco counties with only portions of
western Douglas County and one zip code area in north Coos County {al} of the latter zip
codes are in the service area of the Lower Umpgqua Hospital in Reedsport}. (See f,
above).
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Appendix A Columbia Pacific Coordinated Care Organization, LLC

CareOregon, as owner of Columbia Pacific, has an agreement with the county health
departments in Clatsop, Columbia and Tillamook counties as a Fully Capitated Health
Plan. The agreement allows members to seek medical services as required by ORS
414.1S3. GOBHI, as an affiliate of Columbia Pacific, has the Mental Health Organization
contract with Clatsop, Columbia, Douglas, Hood River, and Wasco counties. Currently
GOBHI has a Memorandum of Understanding with Tillamook County and a letter from
the Tillamook County Commissioners requesting GOBHI coverage as a CCO for their
county, Columbia Pacific, through one or both of its affiliates, has received statements
of support from the county governments and will be obtaining agreements with ali the
counties listed above in A.Lf.

i Columbia Pacific is a new single member LLC, a wholly-owned subsidiary of CareOregon.
CareQOregon has a contract with the Oregon Health Authority as a fully capitated,
Medicaid managed care organization.

Je None of the Affiliate MCOs have been purchased, acquired or otherwise undergone any
legal status change since October 1, 2011.

k. Columbia Pacific affiliates have current MCO contracts with OHA: CareOregon has the
Fully Capitated Health Plan contract, and GOBHI is a Mental Health Organization.

l. Columbia Pacific is proposing to keep Care Oregon’s current MCO service area of
Clatsop, Columbia, Tillamook and western Douglas County, Additionally, Columbia
Pacific is proposing to keep GOBHI's current service area of Clatsop, Columbia, Hood
River, Wasco, and western Douglas counties.

m. Columbia Pacific’s affiliate, GOBHI, has experience with the Adult Mental Health
Initiative and has consistently achieved a higher standard than the goal recommended
by the State of Oregon.

n. CareOregon has experience as a Medicare Advantage contractor. Currently,
CareOregon’s Medicare Advantage plan, which serves primarily individuals with
Medicare and Medicaid, includes the Clatsop and Columbia County service areas.

0. - Health Plan of CareOregon, a wholly-owned subsidiary of CareOregon, is a healfh care
services contractor for its Medicare Advantage plan through the Department of
Censumer and Business Services (DCBS) and licensed through the National Association
of Insurance Commissioners (NAIC), license #12277.

p. Columbia Pacific, through its Affiliate partners, has experience with developing and
 managing alternative payment methodologies.
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Columbia Pacific Coordinated Care Organization, LLC

1. CareOregon has established quality and outcomes based payment

3,

methodologies. As part of its work in primary care homes, in 2009 CareOregon
implemented a quality payment program for its “Primary Care Renewal” clinics,
which cover over 40% of its Members. it has now evolved to where the payment
is based on improving or meeting target for 20 defined clinical metrics and on
demonstrating decreases in ED and Hospital use.

GOBHI’s contract with the Addictions and Mental Health Division of DHS
prescribes the payment methodology, so GOBHI has not been authorized to
consider or implement alternative payment methodologies; GOBHI’s capacity to

do so is reflected in Section 5. A.5.1,

Columbia Pacific will continue to create and evolve new standardized payment
methodologies to drive improved outcomes. This will build on existing
programs, and inciude community input on design through the Clinical Advisory
Panel and governing board. The fact that all of the major Medicaid payers are
involved and that the new organization has also committed to transparency and
to building the capacity for more provider accountability provides a new level of
alignment, making success likely.

CareOregon has a strong history of coordination with physical health care, oral
health care, chemical dependency services and DHS Medicaid-funded LTC
services. Also, as a mental health organization, GOBHI{ has historically
coordinated care with hospitals, chemical dependency services, and a variety of
Medicaid-funded LTC services for its Members. See Section 3. A.3.6.b.fora
description of this capacity.

See A.2 for how Columbia Pacific will engage community members and health
care providers in improving the health of the community and addressing
regional, cultural, socioeconomic and racial disparities in health care that exist
among the entity’s enrollees and in the entity’s community.

g. See document le. Resumes - Columbia Pacific CCO for resumes for the following key

personnel:

Interim Chief Executive Officer — Kevin M. Campbell

Interim Chief Financial Officer — Carolyn (Fritz) Rankin
Interim Chief Medical Officer — Margaret S. Rowland, MD
Interim Chief Medical Officer — Laurence Coleman, MD, MPH
Interim Chief iInformation Officer ~ Rod A, Meyer

Interim Chief Operations Officer — Todd jacobson, LCSW

. See document 1f. Organizational Chart — Columbia Pacific CCO

RFA 3402
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5. Columbia Pacific CCO will be deferring submission of tables until the readiness review.

A, Community Engagement in Development of Application

Columbia Pacific CCO, LLC is a joint venture by CareOregon and Greater Oregon Behavioral
Heaith, Inc. (GOBH!}. Each locally owned and governed organization brings a unique history,
evolution and set of strengths to this new organization. This section outlines each
organization’s relevant history relating to community engagement in the development of this
application, ' :

GOBH] Affiliate: Since its inception in 1995 GOBH! has been committed to a model that
delegates risk and management of local behavioral services to the local, rural communities. This
model set the stage for GOBHI’s deep level of engagement in the communities it serves from
the outset. The organization has a history of working with local communities in order to pian
and develop services locally that traditionally have heen provided out of community. This
history includes the habit of bringing emerging new best practices in health care to its
constituents,

As recent health care reform started to take shape in Oregon, GOBHI went to its communities
to begin the discussion, In January 2011, GOBHI hosted its first health care reform community
forum with a national consultant {Dale Jarvis) sharing information about the possible models
that are being examined on the national level. This forum gathered over 100 health care
leaders, elected officials, public health officials, etc. from all over the state and reached far
beyond just the seventeen counties that GOBHI serves. Since that first forum, GOBHI has
hosted a series of these large forums. In addition, between Kevin Campbell, the GOBHI CEO,
Sandy Ryman and other key staff, more than 186 meetings have been conducted throughout
the counties currently served by GOBHI. Those meetings have involved and informed hundreds
of rural citizens, and their expressed hopes and fears are reflected in this application. At the
request of Tillamook County Commissioners, there has been additional outreach into that
community and the mental heaith director was already participating in the GOBHI large group
trainings.

Most recently, GOBHI and CareOregon participated, as sponsors, in six community workshops
with a registered attendance of more than 900 people. GOBHI also hosted three consumer
town hall meetings in Astoria, The Dalles and Baker City. These gatherings attracted 50
participants. GOBHI then scheduled a round of community meetings with the specific intent to
discuss the CCO Application effort for all of the constituents in every one of the seventeen
counties within GOBHI’s current service area plus Tillamook County.

Kevin Campbell, GOBHI CEO, personally traveled to each of the county meetings, referenced
above, to facilitate the discussion and listen to those who attended, While he could have
chosen to delegate this responsibility, he committed to traveling the 3,000 miles spanning the
state to underscore GOBHI's commitment to creating a Coordinated Care Organization for a
board range of constituencies and partnerships.
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The audience spanned the full spectrum including public health, pubiic safety, education (at
both the K-12 and higher education sectors), community at large, mental health, and physical
health providers. :

A key message that resonated from one meeting to the next was the ability for policymakers,
county officials, consumers, physicians and mental health professionals to know who to contact
as questions arise throughout this evolutionary transformation period. That person, of course,
is Kevin Campbell, GOBH| CEO, and now a manager with Columbia Pacific CCO, LLC,
Representative Cliff Bentz made expressions of appreciation to the CEO for his willingness to be
on the front line to listen, craft solutions and build collaborative partnerships.

A brochure outlining GOBHI’s commitment and interest in applying to become a CCO was
developed for the purpose of creating a visual representation for attendees at each of these
community activities to carry away from events. Support documentation for the meetings,
together with the brochure, is referenced in Exhibit B. In addition to those meetings, Sandy
Ryman has attended over 100 meetings since May, 2010 with representatives of all the GOBHI
counties to discuss integration and the potential for the development of a CCO.

The multipie letters of support {included in Exhibit Cj from a myriad of providers - county
governments, mental health partners and others - underscore GOBHI’s commitment to
community engagement. The broad cross section of support represented in these letters
underscore GOBHI's long term commitment to building relationship and delivering services at
the local level.

GOBH/’s fifteen year history as a Mental Health Organization has provided the opportunity for
strong relationship building and collaboration for the rural counties of Oregon. Those
relationships and commitment to collaboration will serve GOBHI well in its commitment to
expand its mission to encompass physical health and dental health as a coordinated care
organization. GOBHI’s commitment is to every person in rural Oregon throughout its entire
service area.

CareOregon Affiliate; CareOregon was founded in 1993 by a partnership of safety-net
providers, including the Multnomah County Health Department, Oregon Primary Care
Association and Oregon Health & Sciences University, CareOregon is committed to transforming
health care and improving health outcomes for all Oregonians. Such transformation requires
new methods for delivering and managing health care and the collaboration and engagement
of Oregon communitles,

An example of such engagement is CareOregon’s partnership with the Oregon Nurses
Association that established the Releasing Time to Care learning collaborative. This program is
an innovative methodology designed by nurses to help front-line hospital nursing staff increase
the time available for bedside nursing by improving the safety and delivery of care. Nurses from
Oregon’s hospitals gather together on a quarterly basis to learn from one another and
exchange best practices. Participating Oregon hospitals include ali of Providence’s hospitals,
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Oregon Health and Science University, Tuality Healthcare, St. Charles Heaith System, Legacy
Good Samaritan Hospital and Silverton Hospital. These hospitals are experiencing
improvements in staff and patient satisfaction, reductions in falls, and more.

Additionally, CareOregon offers the Care Support and Systems Innovation (CSS!) program; a
funding process improvement initiative offered to hospitals and clinics throughout Oregon that
improve care not only CareOregon members, but entire communities,

CareQOregon also offers grants and technical support to clinics through its Primary Care Renewal
(PCR} Collaborative, PCR offers support to implement the patient-centered medical home
modei of care. This model is structured around patient-centered and population focused
provider teams. The teams are co-located to optimize close working relationships and focus on
getting the best health outcomes for the panel of patients. PCR clinics integrate mental health
services, plan for the care of populations rather that just one-to-one care, and participate in a
shared learning collaborative, More than 18 clinics throughout Oregon, with close to 80 teams,
have implemented the PCR model.

All of the above examples of community engagement and collaboration have guided
CareOregon and GOBHI in the creation of this application and will continue to guide us in the
further development of the Columbia Pacific CCO.

Section 1 - Governance and Organizational Relationships

A1l Governance

Columbia Pacific CCO is established as an Oregon Limited Liability Company (LLC}). CareQregon
and GOBHI will manage the LLC in collaboration, with Kevin Campbell of GOBHI and Patrick
Curran of CareOregon named as initial managers, CareOregon is the single member of the LLC
and it is registered at CareOregon’s office in Portland: 315 SW Fifth Avenue, Portland, Oregon,
97204. This section describes the Columbia Pacific Governance Structure, Community Advisory
Councils {CAC), and details how the governance mode! will support a sustainable and successful
organization that will deliver the greatest possible health services within available resources,
and where success is defined through the triple aim.

A.1.1.a The Columbia Pacific CCO service area consists of three full counties that are contiguous
{Columbia, Clatsap, and Tillamook) and the specific zip codes of Coos and Douglas that are primarily
served by the Reedsport community. We propose this area as a single CCO as it has the opportunity to
cambine CCO membership from a global budget and CCO operational efficiency perspective, while
maintaining the identity of each community and remaining local. There will be one governing board,
and the specific Individuals on the governing body will be available at the readiness review, but we
envision the following:

o CareOregon representative
e  GOBHI representdative
e FQHC representative
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s Hospital representative

e Addictions treatment representative

e Practicing clinician(s) - could also be the CAP representative
e County govérnment representative

e Practlcing mental health professional

e CAC member(s)

o  County commissioner

e  Public health representative

This board will consist of 12-15 individuals. We look to add a dental provider as well, possibly at CCO
implementation. At least 2 individuals will represent each of the four areas (3 counties and Reedsport
area}, Though CareOregon is the sole owner and therefore has the overall financial risk of the CCO, we
plan to develop global budget arrangements in which many providers of care will be at some financial
risk, as well as GOBHI, which will hold financial risk for the mental health portion of the CCQ budget in
o capitated contract, CareOregon will not require a majority of seats on the governing board, and we
believe that this is the intent of the legislation, to include broad community representation on the
board. CareQregon, as the owner and the entity providing the reserves for the CCO, will hold certain
financial reserve powers that will include overall setting of payment levels, submission of CCO cost
estimates, and contracting decisions. The board will be actively involved in developing the methods of
payment, such as alternative payment mechanisms, as well as implementing programs and profects to
address the Triple Aim. Under all circumstances, the membership of the board will be consistent with
the requirements of 58 1580.

A.1.1.b. Each county within the Columbia Pacific service area (as noted previously,
western/coastal area of Douglas/Coos counties only) will have individual Community Advisory
Councils that will include representatives of the community and county government; with
consumers making up a majority of the membership. At a minimum, these local CACs will meet
the requirements of SB 1580 for CCO CACs. The CACs will meet at least quarterly to ensure that
the health care needs of the consumers and the community are being addressed. (See A.1.6.a.
“Strategic Plan for Assessments” for more information on the role of the CACs.)

Collectively, the local CACs shall constitute the Columbia Pacific CAC. This approach facilitates
direct communication between the CACs and the Columbia Pacific Governing Board and is
consistent with the focus of planning and governance at the local level. If this approach is not
acceptable to the OHA, an acceptable alternative would be that the Columbia Pacific regional
CAC will consist of no less than one and no more than three members of each county CAC
selected by the county commissioners as deemed appropriate by the CCO governing members.

A.1.1.c. The Columbia Pacific CCO will ensure transparency and accountability in its
relationship with the local CACs by:
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1. Requiring that a CAC representative of each county be a member of the CCO Governing
Body

2. Requiring that each local CAC meet no less than four times a year

3, Receiving all minutes and other documentation reflecting the deliberations and
recommendations of the CAC{s)

4. Taking action on CAC recommendations

If a regional CAC is deemed to be more appropriate by the OHA, the Columbia Pacific CCO will
ensure transparency and accountability in its relationship to the CAC by:
1. Requiring that a CAC representative be a member of the Columbia Pacmc CCo
governing body
2. Requiring that the CAC meet no less than four times a year
3. Receiving all minutes and other documentation refiecting the deliberations and
recommendations of the CAC{s)
4, Taking action on CAC recommendations

A.1.1.d. The Columbia Pacific CCO will reflect the needs of members with severe and
persistent mental illness and members receiving DHS Medicaid-funded LTC services and
supports through representation on the governing members and CAC(s} by community
members who are peers of those members. The membership of the GOBH! board of directors
has long included community members who have received treatment for severe and persistent
mental illness and are active peer support specialists. They provide valuable insight into
GOBHI’s efforts to create a barrier-free community free from discrimination and stigma, where
individuals labeled as "mentally ill" are included and treated as equals with dignity, compassion,
mutual respect, and unconditional high regard.

A.1.2. Clinical Advisory Panel

Columbia Pacific will establish a Clinical Advisory Panel {CAP) in an effort to identify best clinical
practices, set and meet practice standards, ensure high quality care, and coordinate the
implementation of recommendations coming out of the Community Health Assessment and
Action Plan,

A.1.2.a Relationship to Governance and Organizational Structure:

The CAP will address oral, physical and behavioral health. It will be comprised of practlcmg
providers and the Columbia Pacific medical director. Columbia Pacific is committed to a local
system for CAP appointments and maintaining a manageable advisory group. Three providers
will be selected by the Columbia Pacific governing members from each county and will include
at least one physical health and one behavioral health professional representing each county.
Once formed, one of the Columbia Pacific medical directors will chair meetings untif such a time
that the CAP has established operating procedures and elected a chair.

The CAP Chair and Columbia Pacific’s medical directors will be ex-officio members of the
Columbia Pacific governing managers. All recommendations from the CAP will be processed
through the board prior to implementation. The board or Columbia Pacific administration may
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direct the CAP to take on projects or activities as needed. The CAP will be an integrated part of
both the Community Health Needs Assessment and the Community Health Action Plan
processes, The CAP will meet at least twice a year to conduct business, and more often as
needed at the discretion of the chair. Columbia Pacific will provide administrative support for
conducting of CAP meetings and professional staff support for implementing recommendations
coming from the group.

A.1.2.b The CAP will perform the following clinical practices functions consistently adopted
across the entire network of providers and facilities:

o Establish clinical practice standards and guidelines. The CAP will determine minimum
practice standards and best clinical practice guidelines to ensure that all members served by
Columbia Pacific providers receive quality and comparable health care services, regardiess of
where they are seen. It will also provide guidelines regarding the appropriate use of high-cost
services.

o Help ensure high guality care:

o Metrics development. The CAP will assist the Columbia Pacific Quality Improvement
Committee in setting metrics with which to evaluate the standards and guidelines
noted above.

o Outlier review. The CAP will review reports from the Columbia Pacific Quality
Improvement Committee of practices/providers who are identified as being outliers
regarding standards and/or guidelines. While the CAP has no enforcement function,
it will make recommendations for improvement and, when appropriate, will work
with outliers to help meet expectations.

° Assist in formulary development. The CAP will work with Columbia Pacific pharmacists
to establish a standard formulary and an exception process to be followed when a provider
believes the use of a non-formulary drug is warranted.

o Share best practices. The CAP will serve as a forum to share promising new practice
ideas; ways to overcome operational barriers; referral practices that work well; and other
valuable clinical information. it will also help with disseminating this information system wide,

° Evaluate and assist with implementation of recommendations from the Community
Heaith Action Plan (CHAP]. During CHAP development, the CAP will provide input 6n both
suggested clinical practice changes and community-based intervention strategies. Once final
CHAPs are approved by the governing members and Columbia Pacific administration, the CAP
will facilitate changes to clinical practice and promote the involvement of providers/practices in
community-based interventions.

A.1.3. Agreements with Type B Area Agencies on Aging and DHS local offices for APD {APD)
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A.1.3.a Columbia Pacific’s behavioral health partner GOBHI has a long history of effective
relationships and collaboration with local service providers including Type B AAA and APD affices. in
preparation for the transition to the CCO model, GOBHI and CareOregon staff have taken steps to
formalize relationships with local AAA {type B) and APD offices. We have made |nitial contact with the
required contacts In Columbla, Clatsop, Tillamook, Douglas and Coos Counties in order to begin
tailoring the ongoing working relationship and the resulting MOU’s {using the template provided by
the state as a starting point hetween Columbia Pacific and these agencies). We will have MOUs in
place by the readiness review. '

A.1.3.b As Columbia Pacific expands its contractual relationships to include the full spectrum of
health care services, new MOUs will be developed to support the evolution towards an
integrated heaith care system. We will use Oregon’s website to guide us in this process
(Reference http://www.oregon.gov/DHS/hst/apd-cco-info.shtml}. Appropriate MOUs will be
provided at the Readiness Review, Please see section A.3.7 for a description of how Columbia
Pacific intends to ensure integration of services.

A1.4, Agreements with Local Mental Health Authorities and Community Mental Health
Programs

A.1.4.a All local CMHP’s {with the exception of Tillamook County} are currently contracted with
Columbia Pacific’s affiliate, GOBHI, and anticipate a continuing contractual relationship as the
system changes. in addition, these organizations serve on the Governing Board of GOBHI (as
well as a representation of local elected officials, consumers and other local leaders) and as
such have been deeply involved in the design of the model and the decision to apply for CCO
status. In all cases, these CMHP’s have involved their Local Mental Health Authority in
Columbia Pacific’s plans from the outset, MOU’s with the Local Mental Health Authorities are in
development and will be available for the readiness review. Numerous community forums and
discussions have been held through the region for the past year in order to ensure
understanding and support for this application.

In addition to the long standing relationships that exist with the Community Mental Health
programs in its current services area, GOBHI has been approached by Tillamook County for
inclusion in its application for CCO certification. Several discussions have been held with the
CMHP and county commissioners and letters of support are included in the application from
the county commissioners. The process of creating a substantive Memorandum of
Understanding has begun but is not complete as of the submission of this application. it will be
available the upcoming readiness review.

A.1.4.b. Columbia Pacific, through its affiliate, GOBHI, has been deeply involved with the
transitional and ongoing, care coordination, and discharge needs of its covered members {all of
whoim have serious mental health service needs) since 1995, In addition, GOBHI provided
statewide leadership in the Children’s System of Care Transformation and was able to redirect a
large percentage of the funding from intensive residential care to community based services
enabling it to double the number of children seen with less funding and better outcomes.
GOBHI again provided leadership to the statewide effort to launch the Adult Mental Health
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initiative during the last two years, with similar outcomes. The organization continues to
demonstrate an on-going commitment towards developing local, community based alternatives
for care,

A.1.4.¢ Columbia Pacific through its member CMHP’s has well established processes for
coordinating with its Community Emergency Service Agencies and other local partners in order
to meet the needs of members who experience a mental heaith crisis.

A.1.5.  Social and Support Services in the Service Area

CareOregon and GOBHI have a history of working with, and valuing meaningful relationships with
social and support service providers. For example, since early 2011 multiple community forums and
meetings have been held across the Columbia Pacific region to inform local agencies about healthcare
reform and CCO developments. These meeting were intended to provide a venue far input and
recommendations from local partners, and included a myriad of social and support service
representatives. These partners have been generous in sharing their questions, ideas, and support {as
evidenced by the breadth of the attached letters of support).

Furthermore, effective and collaborative local relationships between health care systems and
providers and social and support services are well established and ongoing throughout much af
Columbia Parcific’s service area. For example, with the introduction of model of care and hat spotting
initiatives, local planning meetings have increased in importance and become more formally
organlzed around caardination of care. Columbia Pacific intends to assign staff to support these
uctivities at the local level, to ensure CCO infarmation is transparent and readily available, and to
keep these activities coordinated with and supported by the activities of the Columbia Pacific’s Clinical
Advisory Panel and Community Advisory Councils.

Examples of such providers and programs who will be engaged In and supported by the Columbia
Pacific include: school districts and educational services districts; early chlidhood care and education
systems; local housing authorities and providers of housing to special needs individuals; family
support groups and peer support organizations; developmental disabilities programs; tribal
organlzatians and organizations serving tribal members; advocacy groups, Department af Humans
Services Children’s Adults and Families {CAF) field offices; Oregon Youth Authority (OYA) and Juvenile
Departments; Department of Corrections and local community corrections and law enforcement;
domestic violence organizatians; cultural organizations; mentor programs; and faith initiatives that
promote health. Columbia Pacific will pay careful attention to expanding and strengthening these
relationships to further develop a system of care that addresses the comprehensive needs of members
beyaond physical, mental and oral health needs in order to meet the TRIPLE AlM.

In addition, Columbia Pacific will invite such partners to become members of the CAC in order to
ensure meaningful and ongoing integratian and caordination at the community level.

A.1.6, Community Health Assessment and Community Health Improvement Plan

A.1.6.a. Background

Columbia Pacific is committed to improving the health status of the populations it serves, To
do so, it must have a comprehensive assessment of the current health status of communities
and of at-risk populations, know the health-related resources available to those communities
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and populations, engage in a myriad of community activities specifically tailored to improve
health status, and evaluate health status improvements over time. Columbia Pacific will use
four guiding principles in the development and monitoring of health status over time:

1) Quantitative health status data is an important source of information to consider when
making policy and/or program development decisions.

2} Qualitative data from both consumers and providers of health care services is an equally
important source of information. :

3) Health assessments are meaningless unless the information is used to developed action

plans that address identified health needs, and health status indicators are tracked over
time to document improvements.

4} Health assessments and action plans to address heaith concerns must be processed
through a broad-based community advisory group, and the group’s input needs to be
seriously considered by Columbia Pacific policy makers (the county governing bodies,
the CCO governing members and its administration).

Columbia Pacific Support for Assessments and Planning. Columbia Pacific will provide financiai
support for a staff person to support the CAC to coordinate the community needs assessment
work. Staff will be a member of the Community Care Team (CCT) to help implement initiatives
addressing the needs assessment priorities.

Strategic Plan for Assessments Columbia Pacific believes strongly that it should not “re-invent
the wheel” whenever possible and should utilize existing, effective resources when avaitabie.
Consequently, in the first year of CCO operations Columbia Pacific will initiate (or support, if
already existing) a comprehensive community needs assessment in each of the counties it
serves. Columbia Pacific will utilize Mobilizing for Action through Planning and Partnerships
(MAPP) developed by the National Association of County and City Heaith Officials - a
standardized, well-accepted planning tool. MAPP is a community-driven strategic planning
process for improving community health. Facilitated by community heaith leaders, this
framework applies strategic thinking to prioritize health issues and identify resources to
address them. MAPP is not an agency-focused assessment process; rather, it is an interactive
community-wide process that aims to improve the efficiency, effectiveness, and ultimately the
performance of local health systems. It uses both quantitative and qualitative data, and stresses
community engagement in all aspects of data collection, analysis and planning. The MAPP
planning process meets the standards established by the Public Health Accreditation Board for
a comprehensive community health assessment. In this effort, Columbia Pacific will partner
with the OHSU Office for Rural Health {ORH} — an entity that has nearly two decades of
experience conducting community health needs assessment specifically tailored to meet rural
and frontier community needs. Columbia Pacific has met with ORH to discuss joint involvement
in community health assessments and ORH is willing to partner in such an undertaking.

The comprehensive community health needs assessment to be initiated in each Columbia
Pacific county in the first year of CCO operations will primarily rely upon secondary data
sources for quantitative data. Atthe national level, Columbia Pacific will utilize resources such
as the County Health Rankings and Roadmap {CDC/University of Wisconsin) and Community
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Health Status Indicators (CDC). At the state level, other resources such as the Behavioral Risk
Factor Surveillance Survey (BRFSS}, healthy teens survey, DMAP claims data, hospital discharge
data, and a variety of other state agency data sets will be used, including those serving seniors
and people with disabilities and individuals with chronic mental iliness. At the local level,
Columbia Pacific will work closely with local health departments, hospitals, agencies serving
seniors (including long-term care facilities}, entities serving people with chronic mental iliness,
and County Commissions on Children and Families, to ensure that existing information is
identified and incorporated into assessment efforts. In future years, Columbia Pacific plans to
include primary data in its community health assessments. Direct surveys and oversampling of
BRFSS in Columbia Pacific counties will both be considered. Satisfaction surveys, both for
clients and for providers will also be a key data source. A comprehensive assessment process
will be conducted every four years, or as reqguired by Oregon Administrative Rules. A brief
addendum describing new data or significant changes in previous information will be provided
on an annual basis,

As mentioned above, qualitative data is equally important for community health assessments.
To begin the dialog with community members, during its CCO application development phase,
Columbia Pacific conducted county community forums involving numerous individuals. In the
future, Community Advisory Councils (CAC) in each of Columbia Pacific’s counties will play a
critical role in providing this type of information, and each CAC will develop a plan for obtaining
community wide input regarding health related issues. it’s anticipated that CAC-sponsored
community forums will be a key, on-going mechanism for obtaining gualitative data, but it will
also be important to allow CACs to develop other innovative approaches to gathering such
information. Columbia Pacific will explicitly task CACs to address health disparities. To support
this effort, following discussions with the OHA Office on Equity and Inclusion, Columbia Pacific
will provide each CAC with instructions on state policy and with data on sub-populations
experiencing and at-risk of health disparities {(e.g., race, ethnicity, language, seniors, disability
status and mental illness). Each CAC will include representatives from high-risk sub-
populations,

Columbia Pacific will rely heavily on each of its CACs to process both quantitative and
qualitative information, and to make recommendations on the most critical issues affecting the
health of its community. Before the end of the initial year of the MAPPS process, each CAC will
critically examine all health assessment data provided, and will develop a prioritized list of the
most important health issues affecting its community. This list will be presented to the
governing members directly related to the CAC and to Columbia Pacific administration. [f there
is not concurrence amongst these three entities, a facilitated meeting will be conducted in an
attempt to reach consensus on the prioritized list.

Community Health Action Plan As mentioned in the guiding principles above, assessments are
only as valuable as the concrete actions they lead to. Once consensus has been reached on a
prioritized list of health concerns, each CAC will develop a draft Community Health Action Plan
(CHAP). The list of health concerns will first be re-examined by each CAC using the following
three factors: (1) Priority assigned through the CHIP process; (2) Availability of evidence-based,

RFA 3402 - -CCO Criteria Questionnaire Page 13 of 46




Appendix A Columbia Pacific Coordinated Care Organization, LLC

effective interventions; and (3) Community resources {physical, monetary, motivational)
available to address the issue. To support (2) of this process, Columbia Pacific will provide to
each CAC a listing of research tested interventions for the issues on its MAPP prioritized list. At
a minimum, it will include interventions described in the CDC Guide to Community Preventive
Services and the US Preventive Services Task Force Recommendations for clinical services. To
support (3) of this process, Columbia Pacific will provide, upon request of the CAC, information
regarding existing and potential resources. Such information may be in the form of requesting
organizations or entities to participate in appropriate CAC discussions.

The eventual product of this CAC process will be a draft Community Health Action Plan that will
provide a re-prioritized listing of health concerns along with recommended interventions to be
undertaken in the community. The CAC will make recommendations for both clinical practice
and community-based activities. Because of the potential effect of the CHAP on providers, the
Columbia Pacific medical director will be involved in key CAC meetings dealing with these
issues. Similarly, when community-based interventions are being discussed, the local health
department and appropriate social services entities (both governmental and non-
governmental) will be invited to participate if they are not already active members of the CAC.
Given Columbia Pacific’s commitment to reducing health disparities, at least one of the
interventions in the draft CHAP will include a specific focus on improving health issues for sub-
populations experiencing a disproportionately poor heaith status indicator.

This draft CHAP will be presented to the governing members and to Columbia Pacific
administration. The board and Columbia Pacific will be responsibie for adopting a FINAL
Community Health Action Plan. If there is not concurrence amongst these three entities
regarding the DRAFT CHAP, a facilitated meeting will be conducted in an attempt to reach
consensus. If consensus can’t be reached and Columbia Pacific administration does not take
the recommendations outlined in the DRAFT CHAP, Columbia Pacific will respond to the CAC in
writing outlining what circumstances are responsibie for different actions being taken in the
FINAL CHAP. For whatever interventions are adopted in the FINAL Plan, Columbia Pacific will
specify what metric(s) will be measured on an on-going basis to evaluate the effectiveness of
the intervention. As with the CHIP process, a comprehensive CHAP will be completed every
four years with annual modifications being made as new information, inciuding evaluation data,
becomes available.

Interim Assessment and Action Plan. Columbia Pacific is committed to facilitating a
comprehensive health assessment and action plan to improve health in each of its counties.
Such a process is expected to take a year to accomplish in each county. However, Columbia
Pacific recognizes that a lot of health-related data is already available to local communities and
that oftentimes the best way to get communities mobilized is to start working together on a
specific intervention project. Consequently, Columbia Pacific will encourage its CACs to select
an immediate project to improve health in the county. To facilitate such efforts, Columbia
Pacific will provide each CAC with “health status composite” data that is currently available for
its county {County Health Rankings and Community Health Status Indicators). It will also assist
the CAC to identify relatively low-cost interventions for addressing a selected community health
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concern, Forexamplie, in a county with unfavorable rates of chronic diseases, the CAC may
recommend the initiation of a Living Well program {OHA sponsored self-management
program); or in a county with oral health concerns, the CAC may suggest getting health care
providers trained on the First Tooth program (a no-cost project offered by the State Public
Health Division}. A CAC would request approvai from the appropriate governing members and
Columbia Pacific administration in order to implement this interim action. Columbia Pacific has
committed to funding an associated foundation in order to provide grants that will aid
communities who have followed due diligence in identifying and implementing community
health improvement actions.

Section 2 - Member Engagement and Activation

A.2.1. Member and Family Partnerships
A.2.1.a Columbia Pacific members (along with their families and their support networks) will be
engaged as partners in their own care through:

o Participation in the CAC, which will encourage all members and their families to share
their ideas; participate in projects and events that improve service and
communications (e.g., develop health fairs and advocacy days, review member
education materials) ; and actively support each other in peer-to-peer efforts.

e CAC members serving on Columbia Pacific internal committees devoted to process
and quality improvement. .
e CCTs provide staff to work one-on-one with members (either in person or on the

phone} who have chronic health issues or are transitioning to/from health care
facilities. By identifying both specific clinical needs and social determinants affecting
the individuals’ health, staff will work jointly with members and their families to
eliminate barriers to health improvement,

Further, Columbia Pacific will ensure that members who require care coordination for chronic
diseases have a care plan, The care plan will be developed using an initial General Assessment
followed by a disease-specific assessment, if indicated, and will include participation by the
member’s family and/or caregivers where appropriate. Where a Member is empaneiled with a
Patient Centered Primary Care Home {PCPCH}, the PCPCH will take the lead in developing the
care plan. Where a PCPCH is not available, the Columbia Pacific CCT will take the lead in
developing a member’s care plan. Either way, the member will have a comprehensive care plan
which will include self-management support and education (example, weight loss, diabetes.)
and motivational interviewing and coaching on behavior change. The care plan is a dynamic
document and will be reviewed at least every 6 months,

A.2.1.b Columbia Pacific will develop and implement a comprehensive communication program
for all members to include information related to physical health, behavioral health, and oral
health services. Such communication will build upon GOBHI and CareOregon’s existing
infrastructure and efforts. Each new member will receive a Welcome Packet with information
about resources for navigating the heaith system, web sites, and CCT contact Information.
Columbia Pacific will identify which of its members need special language versions of the
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Welcome Packet and also identify bilingual network providers to support them with
appropriate Welcome Packets for sharing with their members in both electronic and written
form. In provider settings where there are no bilingual providers or translators, Columbia
Pacific will facilitate real-time telephonic interpreters.

Also, Columbia Pacific will encourage members to use wellness and prevention resources by
connecting them with a Community Care Team. CCTs include a “non-traditional” health care
worker, who assists members with navigating the delivery system, acts as a cultural broker, and
who promotes wellness and prevention. Columbia Pacific will promote and augment the health
coaching done by PCPCH staff or provide the health coaching where a member is seen by a non-
PCPCH provider, Resources will include community-based programs such as Living Well, which
has a strong Spanish language component.

Rights and responsibilities of participating in the Oregon Health Plan will be presented in plain
language, in both English and Spanish, in the initial Welcome Package as well as on-line.

Additional culturally and linguistically appropriate communication will be provided via:
e Quarterly newsletters to all members,
e Social media links to support sharing news, peer-to-peer opportunities and to provide
feedback.
o PSAs using radio and TV to encourage better nutrition, exercise, immunizations,
screenings, testing and other forms of preventive care.

Section 3 - Transforming Models of Care

A.3.1. Patient-Centered Primary Care Homes

A.3.1.a Technical Assistance: CareOregon actively participated in the development and
implementation of the state Patient-Centered Primary Care Home (PCPCH) program.

Since 2007 CareQregon has offered the Primary Care Renewal (PCR); a program to provide
technical assistance and resources to develop PCPCHs. PCR is a medical home collaborative that
engages representatives from primary care practices in a “learning collaborative” and
introduces quality improvement tools to clinic staff. Through PCR, clinics develop tools to assist
with the process of change, team facilitation, data measurement and analysis and the cycle of
continuous qguality improvement. These tools are used by clinics to ensure their medical home
efforts are effective in achieving the clinic’s and state’s PCPCH goals. Furthermore, CareOregon
has had an incentive component of PCR based on the “co design” of measures that achieve a
patient-centered medical home. CareOregon will expand access to PCR across the Columbia
Pacific provider network.

In May, 2011, GOBHI began providing technical assistance to more than 80 Federally Qualified
Health Centers, Rural Health Clinics, Public Health Departments, School Based Health Centers,
outpatient substance abuse programs, Community Mental Health Programs, and other key

community clinics in its initial 17 county service area. The initial technical assistance has been
in the form of providing education to these entities about Oregon’s Patient Centered Primary
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Care Home (PCPCH) standards and then to further work individually with clinics to help them
assess their ability to meet the Oregon standards, In some areas there has been the additional
step of bringing together community partners to jointly review the PCPCH assessments for the
purpose of identifying strengths and gaps and developing actions to assure coordination of
services outside of primary care practices.

Forty two rural clinics/programs attended one or both of the GOBH¥'s “Creating a Healthcare
Neighborhood” conference offered in January and June, 2011. Event attendees were initially
introduced to the value of PCPCH in health care neighborhoods at the January meeting.
Participants at the June meeting were provided Oregon’s initial PCPCH standards report and
learned how Clatsop County used those standards to align their health care neighborhood
planning.

GOBHI currently has a contract with Oregon Rural Primary-care Research Network (ORPRN) for
individual consultation with a rural, isolated clinic which serves aimost half of a large coastal
county. The intent of the consultation is to bring clinics to a Tier 2 PCPCH with an action planto
move to Tier 3. Additionally, GOBHI is in consultation with ORPRN for group based education
and consultation for another twelve clinics. \

Columbia Pacific will integrate and utilize the best of the capacities and skills of both parent
organizations to support and advance the development of PCPCHs. Columbia Pacific also plans
to utilize the services of the joint OHA and Northwest Health Foundation Institute for Patient
and Family Centered Primary Care once it is up and running. The coordination and
communication of the PCPCH technical assistance offered by CareOregon and GOBHI will be an
ongoing priority for the Clinical Advisory Panel.

Tools for Coordination. Columbia Pacific will develop and deploy Community Care Teams (see
A.3.5.}) These teams and community partners will be able to use a heaith information exchange
(HIE) with a web based application to provide common information to all health team members
and providers, including primary care, behavioral health, public health, school based health
centers, tribal clinics (and their care teams), and the member. The HIE will support the
coordination of services across and between communities. The HIE will be used by clinics, who
currently have paper systems, as an EMR, thereby allowing all users to access to information
through the HIE. Columbia Pacific is committed to finding opportunities for educational and
financial resources for the clinics in their service area.

Management of Provider Concerns. Columbia Pacific will utilize and benefit from GOBHI and
CareOregon’s present network and quality infrastructures and their expertise to monitor
contract compliance and manage provider concerns, Columbia Pacific anticipates provider
concerns will also surface in, and be addressed by the CAP. Furthermore, the CAP will codify
standards for practice, promote their adoption across the system, and provide a forum to share
best practices. '
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Relevant Member Data. Data is essential for effective patient management throughout the
community. As noted under the “Tools for Coordination” section, Columbia Pacific will offer
access to a web based application to assure effective distribution and utilization of data.

Linguistic and Cultural Tools. As Columbia Pacific works with clinics to become PCPCHs, there
will be group trainings which will include cultural competency tools to assure proficient
linguistic and cultural services are provided to CCO members and their families. In Columbia
Pacific’s individualized PCPCH trainings to clinics, further needs will be identified and education
provided to clinic staff.

In addition to the individualized PCPCH work with clinics, Columbia Pacific recognizes the value
in building an informal network amongst the clinics as early as possible. Therefore, Columbia
Pacific hopes to have a fall, 2012 “Basics” training for clinics as a group, The “Basics” will cover
training in the topics discussed below, i.e., tools; data system basics; Clinical Advisory Panel
functions; Quality Assurance Committees, Culturai Competence, etc. In addition to the
introductory “Basics,” Columbia Pacific anticipates the need for further intensive trainings, in
many of these topic areas, particularly around the final planning and implementation of
Community Care Teams for communities. This will then result in customized trainings for the
Health Information Exchange, etc. Therefore, note that each section covered above will be
included in ongoing technical assistance, in coordination with the Clinical Advisory Panel, via
group and individual education and training.

A.3.1.bEngaging members in PCPCH Transformation. Columbia Pacific is committed to
continually improving the experience of care for its membership. This means a commitment to
providing the best customer service, most clear and accurate communications and working
with its provider network to ensure members have positive encounters with the health care
delivery system. Columbia Pacific will build on the experiences of developing CareOregon's
Member Advisory Council {MAC) established in 2010. MAC focuses on promoting health and
wellness through preventive care, exercise and good nutrition; advocating for equitable high
guality effective care; and offering peer to peer assistance and support. Furthermore, Columbia
Pacific will utilize the Partner for Quality Care, the Oregon Heaithcare Quality Corporation’s
consumer engagement program. The Partner for Quality Care offers information to help
Oregonians make informed choices about health care, including quality scores for doctors’
offices and hospitals in our state.

Additionally, Columbia Pacific staff will partner with local county governments to develop a
Public Outreach Committee of 5 to 10 community leaders in each county to:
s Convene one or more public forums in the months of May and June
¢ Invite local advocacy groups to participate in this outreach
e Use this opportunity to help solicit members for the Community Advisory Council {CAC)
e Once the CAC is established, use this meeting as a model for twice yearly solicitation of
member advise

Research and Respond to Member Opinions. Through the use of:
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e Consumer surveys to measure “Consumer satisfaction”
e Customer service summary reports about common concerns and obstacles
e Provider incentives for achieving high marks on CAHPS

increase the Clinical Connection with members, Both the fostering of further PCPCH
development and the use of CCTs will help to assure a close clinical connection between
network providers and members.

Develop Member to Member Support
¢  Work with CAC members to identify culturally and linguistically appropriate member
support services and opportunities.
e Refer and connect members to peer to peer support services, other types of support
groups and activities that promote wellness and prevention.
¢ Establish a Community Benefit Giving Program that will be guided by Columbia Pacific
stakeholders and the CAC membership.

A.3.1.c Using PCPCH capacity to achieve Health System Transformation. As previously
described, GOBHI and CareOregon have significant experience in partnering and supporting a
diverse network of clinics to meet Oregon’s PCPCH standards and will continue to provide its
technical support and resources to Columbia Pacific primary care providers. Currently at least 9
clinics are PCPCH certified in Columbia Pacific’s service area and 5 more have stated they are
preparing their applications at this time.

‘Assurances for Population Enroliment. Due to the number of small and rural clinics in the
Columbia Pacific catchment area, an estimated 30% of members will be enrolled in a PCPCH
during the first year. Columbia Pacific intends for at least one clinic in each county / coverage
area, to achieve Tier 1 standards in the first year {one frontier county may be an exception).
Columbia Pacific anticipates members already established care homes will shift into PCPCH at .
the rate which will alfow at least 15% more members per year in each succeeding year of
operation. While Columbia Pacific will strive for ever greater numbers of PCPCHs, it is
anticipated that 80% of the clinics in the Columbia Pacific region within three years

Concrete Plan. Exhibit E of this document, provides the certification plan for PCPCHs during the
first five years of operation, including their achievement of tiers 1, 2, and 3. Member
enrollment in PCPCHs is tied to their location and therefore to the clinics in their area.
Columbia Pacific will support members in staying with the clinics where they currently receive
care and then work with that clinic to support their PCPCH transformation.

Please note that a key component of Columbia Pacific’s proposal is the use of Community Care
Teams {CCTs). Those teams will be under Columbia Pacific’s umbrella and/or contracted out to
organizations who are proficient at meeting the needs of under-served populations - and will
help to assure the close coordination of care expected for members within a PCPCH. While it
may take a while to prepare some of the smaller rural clinics to become PCPCHs, Columbia
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Pacific anticipates implementing the Triple Aim through the use of the CCTs. As PCPCHs
become certified and move to Tier 3, they may integrate members of the CCT working into their
own clinic and be compensated to provide for close integration of the CCTs into the clinics.

Communication and Coordination. Columbia Pacific plans that the CCTs, the local Community
Advisory Councils, governing members, Clinical Advisory Pane) and Quality Assurance
Committee will all play a role in assuring communication and coordination between PCPCH and
other service providers. Section A.3.5 of this document details the CCTs but they will be the
primary local source for assuring communication takes place to support the member care plans
and referrals. The CCTs wiil be aided by the use of the HIE as described in A.6.

The CACs and governing members will work jointly with the local providers to assure provider
input into community assessments and establishments of outcomes and priorities. Those
outcomes and priorities will be used by the service providers and the CCTs to identify and
implement community based best practices to impact those priorities. All of these actions will
be supported by close communication amongst the community groups.

The Clinical Advisory Panel and Quality Assurance Committee involvement with PCPCHs is
discussed under the “Management Concerns” section in A.3.1.a.

A.3.1.d Coordination with DHS Medicaid-funded LTC providers and services. Columbia Pacific
has been discussing this area of concern with a variety of clinics within its service area. Each
clinic interviewed, describes their provision of services in the LTC facilities through visits with
their patients on a bi-weekly or weekly schedule. While they regard that as basic to assuring
the health of members in LTC facilities, they all noted LTCs are strongly motivated to avoid
potential liability. Anytime someone expresses feeling ill or appearing to have an acute illness,
many LTCs automatically call the ambulance for transport to the Emergency Room. This is a
very expensive process and all care transitions have the potential to negatively impact the
member,

Dr. Charles Hofmann in Baker City suggested we facilitate establishing protocol agreements
with local providers to assure the triage nurse at the Emergency Department is contacted
before transport. Additionally, in larger areas, Columbia Pacific may offer a part-time LTC
medical director or mid-level provider in each county with LTC facilities. This person would be
available for telephone triage and if it is determined appropriate to transport to the Emergency
Department, would then meet the ambulance at the Emergency Department. Due to the
knowledge of the patient and access to the patient’s medical records, the LTC staff would work
with the Emergency Department to determine an appropriate course of action. (It is estimated
that the prevention of three weekend hospitalizations would cover the cost for the referred to
part-time, on call provider.} Columbia Pacific may submit a proposal to the OHA that it provide
incentives to LTC facilities that enter into a protocol agreement with Columbia Pacific CCO. The
Clinical Advisory Panel in each county will fine tune this concept and make recommendations to
the governing board of the LLC,

A.3.1.e Applicant and Member Usageﬁ of Safety Net Clinics. Columbia Pacific has ten Federally
Qualified Health Center sites, three School Based Health Centers and nine Rura} Health Clinic
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sites which are geographically well distributed across its counties. Including private clinics,
there are currently seven Oregon certified sites which are Patient Centered Primary Care
Homes. These providers will ensure access to PCPCH’s are available within reasonable distance
to serve all Columbia Pacific CCO clients.

The providers located in the Columbia Pacific report the majority of members currently see
providers in Federally Qualified Health Centers, Rural Health Clinics, Migrant Health Centers,
School-Based Health Clinics and other safety net providers. As noted previously, Columbia
Pacific will encourage and support existing providers to become PCPCHs.

Also of note, CareOregon was established by safety net providers in 1993 and significantly relies
on these providers to offer culturally and linguistically competent services to its present
members. Furthermore, GOBHI has been working with health care safety net clinics since
January, 2011,

A.3.2. Other models of patient-centered primary health care

A.3.2.a-d Columbia Pacific will explore creating Patient Centered Healthcare Homes, utilizing
the model used in both New York and Missouri. More specifically, community mental heaith
centers already fulfill many functions of the PCPCH, i.e,, identification and active management
of high-risk, high-cost individuals; individualized care planning and a patient-centered approach
to care; coordination with consumers, caregivers and providers; promotion of member self-
management; and linking consumers to community and social supports. This “whole person”
approach emphasizes health and wellness, assures consumers receive the preventive and
primary care they need, and assists them in managing their chronic illnesses. Current Oregon
standards can be met by the CMHPs through contracting and coordination with local primary
care providers to meet the needs of their speciaity population {Q2 and Q4 consumers/members
as defined in the 4-Quadrant Model). In 2012, Columbia Pacific will initiate a feasibility study to
further inform the process by establishing the potential numbers of members who are
appropriate for those services in each county.

A.3.3. Access

A.3.3.aColumbia Pacific will offer a network of providers that will serve members’ health care
and service needs, meet access to care standards, allow provider choice for members, when
available, and include non-traditional health care workers. Columbia Pacific is fortunate to have
access to six Community Mental Health Programs {some of which are becoming PCPCHs}, four
Federally Qualified Health Centers (10 sites), and six Rural Health Clinics {9 sites) which are
geographically well distributed across the Columbia Pacific counties. Nonetheless, distance to
facilities provides a challenge to rural Oregonians. Many providers within the Columbia Pacific
service area aiready have integrated telemedicine into every day practice as well as specialized
consultation and evaluations. The partnership between GOBHI and Oregon Healthcare Network
has produced broadband access to over thirty rural {some very remote) clinical sites in the last
two years. Aggressive implementation of electronic medical records will support and improve
access as will equipping the mobile CCTs with wireless communication tools. This network of
virtual and locally based providers and their backup specialties will ensure access to PCPCH’s
are available within reasonable distance to serve all Columbia Pacific CCO clients.
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Columbia Pacific’s Affiliate CareOregon has designed a Community Care Program that provides
individualized, high-touch outreach and engagement to high-risk Individuals within non-traditional
settings rather than relying on these individuals to come Into an office setting. Outreach workers meet
with clients in their homes or in other community locations such as parks, coffee shops, and
community centers. Columbia Pacific will engage mental health organizations, public health, FQHCs,
and others in the service area to ensure the inclusion of their already-existing programs in the
Community Care Program approach. CareOregon, through its management agreement with Columbia
Pacific, will hire individuals, but we will look at other models, such as contracting with community-
based organizations who already are proficient in meeting the needs of under-served populations,
including the provision of culturally and linguistically specific services. If contracted, CareOregon
would provide the training and support.

A.3.3.h Columbia Pacific will regularly monitor potential and existing access barriers ta caordinate
care services in our area, Currently in rural areas, long distances, provider shortages, and scarce
resources are noted barriers to access, Columblia Paclfic will have open communication and
collaboration with providers to ensure that access to OHP clients is uninterrupted, Columbia Pacific
will build on CareOregon and GOBHI programs and strive to maintain a robust provider panel and
focus on strategies to eliminate other barriers {e.g., transportation, culturally and linguistically
competent services) to coordinated care in its service area. Some strategies to mitigate barriers for
new and existing members are described above in A.2.1.a {(Member and Family partnerships), A.3.1.b.
{engaging members in PCPCH), A.3.1.¢, (PCPCH capacity and transformation) as well as A.3.3.a.
{PCPCH-member connections). Furthermore, a network of social service agencles coordinating care for
our members, including community-based organizations proficlent at finding and serving under-served
populations and faith-based institutions, will be identified and utilized, We will educate these partners
about the Columbia Pacific CCO and the services it can provide. We will also use the CAC and CAP to
assist in identifying and addressing barriers to sufficient access to coordinated care services for
Columbia Pacific members,

A.3.3.c_Columbia Pacific will wark with its community partners ta ensure members are informed
partners in transitioning to the CCO model. Community meetings will be held to inform the
community and solicit feedback about CCO development and changes to the system. Announcements
regarding these community meetings will be advertised in the local newspapers. Members of the
Columbia Pacific will also be notified of changes via maifings from CareOregon, GOBH], and our
community partners. Furthermore, community health workers will directly engage with the healthcare
and social service providers in each community to support an ongoing dialague and activities about
the changes in the healthcare system and to collaborate on how to connect with and best serve local
OHP members, CCT staff will be recruited from underserved and minority communities whenever
possible. Columbia Pacific will work with representatives fram local communities to assist with
designing efforts to ensure engagement and cammunication Is culturally and linguistically competent.
Further, the CCO will engage local CMBHPs who have a history of working with APD, Child Welfare,
Juvenile justice, law enforcement, public health, schools, early childhood services and others in order
to coordinate services for members who are unable or unwilling to come to traditional provider
settings. These efforts will expand to include primary and emergency health care providers and
community care team members in order to successfully engage members who are unable to travel,
children in public custody, and other underserved populations,
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In addition, primary care practices will communicate directly with their patients about the changes in
the model of care and what it means to thelr patients, We anticipate communication between
providers and their patient panel members will occur through newslietters, websites and verbal
communication. PCPCH clinics are required to educate clients about the services available in a PCPCH,
and obtain agreement from patients to participate, PCPCH recognized clinics will engage clients to
obtain these agreements within six months of patient list submissions. Motivational Interviewing (M)
training will be available to our providers and community partners to enhance the effectiveness of
member engagement. Also, one of the CAC’s initial prlorities will be to develop a member
communication and engagement plan to ensure culturally and linguistically appropriate
communication strategies are developed, implemented and maintained.

A3.4 Provider Network Development and Contracts

A.3.4.a Columbia Pacific’s goal is to create a system of care that provides its members the right cdre
at the right time in the right place. To meet this goal and assure coordinated care and a team based
approach, Columbia Pacific will build upon GOBHI and CareQregon’s current provider networks as well
as tap into the technical expertise offered through the Primary Care Renewal [PCR) program described
inA.3.1.a. ‘

Columbia Pacific’s affiliate, CareOregon, has an extensive provider network for CCO members to
receive specialty and tertiary care services. CareOregon serves the proposed CCO service dred now,
and has contracts with all major providers, including all critical access hospitals and FQHCs, within the
service area. Furthermore, Columbia Pacific will perform a network dssessment twice annually to
ensure there are adequate numbers and geographic distribution of primary care, behavioral health,
and specialty practitioners that meet member’s needs, Columbia Pacific will monitor practitioner
availability annually against its standards, and inltiates actions as needed to improve network dccess.
Practitioner availability monitoring will be completed for the following provider types within the
netwark:

e Family Practice e« Alcohol and s Durable Medical
e Internal Drug Treatment Equipment
Mediclne Facilities suppliers
o Pediatricians e Detox facilities s Ambulatory
e General Practice o Mental Health Surgery Centers
o Women’s Health e Psychlatry o Ambulatory
e OB/GYN s  Hospitals Clinics
o Specialty care a  Skilled Nursing
practitioners, Facilities
{based on high- s Home Health
volume claims) agencies

All inpatient facility stays will be reviewed concurrently to assure timely access to services and
appropriateness of services.

Columbida Pacific, through its behavioral health partner, GOBHI, and its strong local network described
in A.3.4.b) has a well developed contracted network for speciallzed services that are not offered
{ocally. This network includes therapeutic foster care homes, addiction and co-occurring residential
treatment programs (women and children, adolescent, adult), intensive children’s mental health

RFA 3402 CCO Criteria Questionnaire Page 23 of 46




Appendix A Columbia Pacific Coordinated Care Organization, LLC

treatment facilities, adult residential treatment facilities and other specialty programs as the need
arises,

A.3.4.h Columbia Pacific will have a delegated, capitated contract with GOBH! to provide the full
scope of mental health services. CareOregon currently administers the chemical dependency
component of the benefit, and will continue to administer those services. However, Columbla Pacific
will identify ways to integrate and streamline to improve access to chemical dependency services. For
example, the benefit of coordinating services through a CCO is that many mental health providers also
offer chemical dependency and co-occurring services {term to describe both substance use and mental
disorders) in addition to mental health services. We will identify ways to streamiine contracting and
administration of addiction services within the first yvear of CCO operation. The key to making these
services culturally appropriate will be a partnership between the treatment provider, the community
care team, and the member.

A.3.4.c, Columbia Paclfic will build on the strengths and experiences of its behavioral health partner,
GOBHI, to assure services in the most appropriate setting, including in-home and independent
supported living. We value and use short-term utilization of local respite facilities or placement of
Qualified Mental Health Assoclates In the client’s home during periods of destabilizing crisis or
decompensation. When psychiatric hospitalization is indicated, GOBH! tracks the individual’s status
from admission through discharge, and provldes assistance to local providers in preparing plans for
transition to lower levels of care in the individual’s own community. Columbia Pacific will develop
supported housing services in all communities in its services area. These services will be flexible and
can Increase or decrease in frequency and intensity, and will be according to the changing needs of
members, Also, special suppaorts will be available to those who have failed in independent housing on
previous occasions. And, to further assure members receive care in the most appropriate setting, we
will continue to work with GOBH/’s provider network and Federally Qualified Health Centers, primary
care providers, Rural Health Centers and Alcohol and Drug Treatment Programs to improve the
integration and coordination of physical and behavioral health services,

A.3.5. Coordination, Transition and Care Management

Columbia Pacific is creating Community Care Teams based on the community care coordination
“hub” and pathways model as outlined in AHRQ's publication Connecting Those at Risk to Care.
Columbia Pacific’s adoption of the model will include CCTs which will utilize a staff person to
support the CAC and the community health assessment process. Additionally, each county will
have access to at least one non-traditional health worker (NTHW) who is supervised by a clinical
care coordinator manager. Each care coordinator manager will supervise muitiple NTHWSs
across multiple counties based on the number of at-risk members. Coordination across the
CCTs and local providers will be tied together through the HIE system described in A.6.

A.3.5.a Flow of information: As the CCO, Columbia Pacific will be proactive in supporting
information between providers, initially using telephonic outreach and its field-based CCTs.
Additionally, Columbia Pacific is a key proponent of the State’s Health information Exchange
{HIE} and will be proactive in implementing the HIE in its service area. Columbia Pacific will use
its HIPAA-compliant patient registry to aggregate different pieces of patient information into a
Care Plan to identify potential duplication of services and communicate with the various LTC
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providers on the members’ behaif. As along-time OHP Mental Health managed care
organization, Columbia Pacific has established relationships with mental health crisis services
and community-based services. Columbia Pacific’s pharmacy benefits manager (PBM) partner
will analyze claims data, etc. to help prevent medication errors. '

A.3.5.b Social and Support Services: Columbia Pacific will use its CCTs to develop partnerships
by contacting and meeting face-to-face with providers of social and support services.
Additionaily, Columbia Pacific will utilize the experiences and expertise of the CAC and Clinical
Advisory Panel (CAP) members. Furthermore, the Community Health Needs Assessment and
Improvement Plan will identify crisis management services, community prevention and self-
management programs and providers. As a current OHP Mentai Health Managed Care
Organization, GOBHI has most of these relationships established. Sections A.1.4 and A.1.5
detail how Columbia Pacific will develop agreements with local mental health authorities and
community mentai health programs.

The Columbia Pacific wilt use the State’s Chronic Disease Self-Management Program {CDSMP)
known as Living Well with Chronic Conditions {Living Well). Living Well is composed of three
different evidence-based programs that are available in Oregon. Living Well is a six-week, peer-
led workshop for people with one or more chronic conditions and their support people.
Tomando Control de su Safud is the culturally adapted, Spanish language version of COSMP.
Positive Self-Management Program is a seven-week, peer-led workshop deS|gned specifically
for peopie living with HIV/AIDS and their support people.

A.3.5.c Columbia Pacific will provide a variety of tools to providers, including services such as:

e A written tool to assist in culturally and finguistically appropriate education for members
about care coordination and the responsibilities of both providers and members in assuring
effective communications. {Similar to materials that GOBHI and CareOregon currently
provide.)

¢ A provider web site portal with information and links to educate members about care
coordination with the ability to download and print various handouts for the member.

o The provider portal will include a comprehensive, indexed provider manual (in PDF format)
to educate the provider about operations; care coordination; authorizations; service
requirements; cultural/linguistic expectations; member-provider relationship building.

¢ Directory of recommended language options, including language line services,

¢ Columbia Pacific will develop a provider learning collaborative and this will be one module
offered in the learning collaborative.

¢ Social media feeds for late breaking news, changes, opportunities and education,

A.3.5.dChronic Care coordination begins with analyses of multiple data sets to identify the
approximate 5-10 percent of members who drive a large portion of cost. Typical profiles
include chronic diseases, multiple co-morbidities, co-morbid severe mental iliness or substance
abuse, and end of life issues. The analyses may include review of the source of cost; the risk
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score ranking {Predictive Risk Report or PRR); admissions for Ambulatory Care Sensitive {ACS)
conditions; unnecessary ER use; readmission rates; medication use; and multiple physicians.

One of the Columbia Pacific’s primary goals is to reduce uncoordinated care among this
population. Elements of uncoordinated care include non-emergent use of the Emergency
Room; hospitalizations that are preventable through better primary care; hospital readmissions
that are preventable through better discharge planning and follow-up care; polypharmacy,
where members are taking many classes of drugs; medication possession ratios (MPR), a ratio
that demonstrates the average amount of medication a person with an iliness requiring
continuous use over the course of a year possess where low MPRs are linked to increased
service utilization; and clinical gaps, care that does not meet the HEDIS based guidelines,

Columbia Pacific will use a public domain tool used by the Oregon Health Plan (OHP}, the
Chronic lliness & Disability Payment System {CDPS} and Johns Hopkins Adjusted Clinical Groups
system {ACG]) to develop the PRR. These tools will be the method to identify members with
multipie diagnoses but Columbia Pacific will implement a wide ‘radar screen’ to use information
from a variety of sources including provider referrals, daily hospital census analysis, and self-
referral message in written and website information. Because claims data may not always be
available for a newly enrolled member or not be complete, Columbia Pacific will use other
methods of identifying members who may be candidates for chronic care management.
Columbia Pacific will provide the CCT care coordinator phone numbers and downloadable
referral forms, on the Columbia Pacific website, for providers to refer a patient for chronic
disease management. Either a phone call or completion of the form will initiate formal care
coordination.

Once a PRR risk rating is calculated, members are assigned a percentile {percentage from 1 to
99) that ranks the member’s risk relative to his or her peers. After this initial stratification,
Columbia Pacific will coordinate with individual PCPCHs to verify a member’s suitability for
chronic care management. Where there is not a PCPCH, Columbia Pacific will attempt outreach
to the member to do a Health Risk Assessment {or checklist in the pathways model) and obtain
the member’s consent to participate in care coordination. If need is indicated, a disease
specific assessment will be scheduled to be completed telephonically or in person by the CCT,

The PRR, General Assessment, and disease-specific assessment {if indicated) are used to
develop an individual Care Plan. The key to this process will be to identify actionable gaps in
care; the most urgent and “impactable” needs are addressed first by the CCT and/or the PCPCH.
Again, Columbia Pacific will use the AHRQ community care coordination “hub” and pathways
model to develop processes to ensure members get timely connections to needed health and
social services.

Columbia Pacific, through GOBHI, has already implemented a simple form of case spotting, in
most of its counties, based on data provided on Columbia Pacific members who were covered
under DMAP. Furthermore, CareOregon has a “hot spotting” team with experience and
expertise in identifying high acuity members and coordinating services and supports for the
complex needs of its members, Both efforts identify the needs of the member and what
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services and supports wiil address the barriers in advancing their health goals. Additionally,
these processes are person-centered and family-driven, and results in a plan with assigned
accountabilities for alt parties including the member and the member’s family.

in at least 3 of the current Columbia Pacific counties, there are community response teams for
high utilizing and high risk members, Under the leadership of the Columbia Pacific network of
providers, these community groups will further engage in joint case staffing and treatment plan
development.

A.3.5.e Where an SM!I member needs non-LTC services, coordination of care for SM{ members
will be a primary role of the Columbia Pacific CCTs. CCTs will help coordinate the interface with
clinics and or hospitals, CCTs will insure the LTC community is aware the CCT is a resource they
can use.

A.3.5.f As noted at the beginning of A.3.5., Columbia Pacific will recruit, hire, and train CCTs
staffed by an appropriate number of Columbia Pacific Care Coordinators, one Licensed Clinical
Social Worker {LCSW) and at |east six Non-Traditional Health Workers (NTHW). The NTHWs will
consist of Community Health Workers (CHW), Peer Wellness Specialists (PWS}, and Personal
Health Navigators (PHN}, who have completed Oregon’s 80 hour certified curriculum. The CCTs
will be based locally and may cover more than one county to optimize their impact and control
costs,

In certain cases where there are a significant number of OHP members, hospitals and PCPCHs
may hire {or have already hired) their own NTHW to cover other payer groups that need
chronic care management. Through agreements, to be developed, those NTHW will be a virtual
component of the Columbia Pacific CCT, The will have access to the patient management data
systemn and be included in team communications and meetings.

To address the needs of those experiencing health disparities and inequities, Columbia Pacific
will use data fields for gender, race, and ethnicity to develop clinical metrics and oversight
reports that will help insure disparities are reduced and ultimately eliminated.

Assignment of responsibility and accountability:

Columbia Pacific will work with all providers, network and non-network, to determine if they
will accept CCO members to ensure each member has a primary care provider and ultimately a
PCPCH within 30 days after enroliment.

A.3.5.g Columbia Pacific will do an initial analysis to see how many members have primary care
providers. This information can be self-reported by the member or a claims analysis will show if
a member has had 3 claims within a 12 month period with the same provider. This analysis will
be a proxy until better information is obtained from either the member or the provider. Where
there is no definitive primary care provider or team, a Columbia Pacific CCT will be responsible
for coordination of care and transitions. CCTs will be assigned geographically appropriate ZIP
codes. Members will receive education materials that encourage the establishment of a PCP
immediately upon attaining benefit eligibility. Furthermore, the CCT will stress the importance
of and help assure connection to a PCP. Members will be assigned based on prior history with a
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primary care provider, member preference, and provider availability in terms of capacity or
geography. The PCP will aiso regularly receive a member roster — highlighting new members.

Normally the State will send updated eligibility files monthly and the enrollment clock will start
around the end of the month upon receipt of this ‘refresh’ file. This will initiate the 30 day
engagement process for the newly enrolled. Columbia Pacific will then have two processes for
establishing appropriate levels of care: {1) For those who have been OHP members at least S0
days prior to their becoming Columbia Pacific members, we will use the Predictive Risk Report
scores to prioritize the outreach phone calls and {possibly) e-mails to reach members and
conduct an initial Health Risk Assessment (HRA). Columbia Pacific and OHA will agree upon a
top 5-10 percent range of scores that will require outreach within 30 days. (2) Newly enroiled
~ OHP members will be contacted by phone for an initial HRA within 30 days. Those who indicate
a chronic disease diagnosis or state a specific need will be referred to the CCT for further
contact within 30 days.

Columbia Pacific will develop protocols for Unable to Reach (UTR) members that will include
mailings, contacts with pharmacies, and other efforts to connect with the member.

A.3.5.h Columbia Pacific is committed to ensuring culturally and linguistically appropriate
services. Consequently, we will strive to have diverse bi-lingual and bi-cultural staff in addition
to cultural competency trainings to its staff and members of its provider network. Furthermore,
Columbia Pacific will employ bi-lingual bi-cultural Community Health Workers as needed, to be
part of the CCT. Columbia Pacific will offer interpretation assistance free of charge to non-
English speaking members. Access to qualified interpretation services shall be provided in
person or by telephone in providers’ offices. Columbia Pacific will require that communication
preferences are documented in the medical records including documentation on
accommodations made. Columbia Pacific will reguire that interpreters have reguired training
and certification, are proficient in communicating in English and the primary language of the
members, and able to interpret medical information effectively. Columbia Pacific will perform
general and disease-specific health assessments {or checklists) to determine care coordination
needs using Language Line interpreters where needed. Columbia Pacific will provide written
communication or signing tools to assist hearing impaired and speech disabled patients free of
charge. Members who are hearing impaired will have access to TTY.

Comprehensive transitional care:

A.3.5.i Columbia Pacific is committed to standardizing the admission and discharge transition
process so that PCPs are notified at admission and coordination occurs throughout the
member’s stay and at discharge. At discharge, a standard discharge document will be sent to
the member’s PCP or other primary provider and if they do not have one, the hospital will
notify the CCT,

Transitional care will be closely coordinated with Columbia Pacific’s Community Care Teams.
{See response to A.3.6.g.}) The CCTs will insure clinical transitions are smooth and assist with
connections to needed social and support services. Agreements and protocols will be
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established to assure any facilities will be contacting the CCT to assure their involvement in
creating consistency of care through the transition.

Columbia Pacific’s comprehensive transitional care efforts will build upon CareOregon’s existing
work in this area and benefit from CareOregon’s existing work with members during transitions
of care from a hospital setting, inpatient rehab, skilled nursing facilities and emergency
departments, Faxed notifications are provided for both pianned and unplanned admissions to
the inpatient setting to a member’s assigned primary care provider (PCP) the same day as
CareOregon is notified of the admission so the PCP can share the member’s plan of care with
the admitting facility for a safe transition. Notification of discharge is also faxed to the
member’s PCP. CareOregon Utilization Management staff identifies members at risk of adverse
outcomes and refers them to the CareSupport case management program or other CareOregon
clinical programs, including a disease management program. A daily hospital census includes
information about member history of enrollment in CareSupport, and other clinical programs in
order to assure awareness of the member’s admission to the hospital.

CareOregon’s Utilization Management and CareSupport programs refer members who have any
of 21 diagnoses to our disease management vendor, Health integrated {Hl), as soon as the
member is identified — either through utilization management activity or case management
activity. Hl works with CareOregon internal staff and the member to assure safe transitions
across settings of care while the member is engaged in support. There is a monthly clinical
coordination meeting in which specific members are discussed and the plan of care is updated.
The outreach worker for HI attends Concurrent Review rounds on a routine basis, and also
accompanies the CR RN in the hospital if the member is difficult to contact in the community,
The outreach worker also meets routinely with CareSupport staff to discuss and coordinate
cases across transitions for members. CareOregon also has two palliative care programs which
could expand into the Columbia Pacific region.

CareOregon also has an active Concurrent Review (CR) program in all of the hospitals to which
its members are admitted. The CR RN actively engages with hospital staff including hospitalists,
discharge planners and social workers, as well as members and their representatives, to discuss
the plan of care for the member, and to actively assure a safe transition to the next care
setting. CR RNs utilize information and reports within the CareOregon system in this
collaboration. CR in Skilled Nursing Facilities {SNF) also occurs. CareCregon’s RNs are

responsible for the timely flow of information for member stays in participating hospitals, and
at times, in non-participating hospitals, and in skilled nursing facilities, palliative care programs
and inpatient rehab facilities.

The above existing infrastructure and programs will benefit Columbia Pacific members and help
achieve the triple aim.

A.3.5.] members receiving LTC services will be coded as such in the CCO patient registry and
Columbia Pacific will coordinate and communicate with Type B AAA/APD members and case
managers when Columbia Pacific is facilitating the member’s transitional care. Columbia
Pacific’s CCTs, in some cases, will be able to assist in person with transitions at local hospitals,
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etc. These situations are a key time to meet with family members and/or caregivers and
improve patient compliance with discharge instructions. Again the details provided in A.3.1.d.
apply to this situation when members are in long term care facilities, also.

The Long Term Care project began as a joint venture with CareOregon, a large medical group,
and Seniors and People with Disabilities (SPD). The project utilizes a Nurse Practitioner (NP} to
perform home visits on chronically iil CareOregon members, living in their home or in an adult
foster home, who need additional support to access care/treatment, or are having difficulty
working within the regular medical system. The NP works directly with the member’s Primary
Care Providers (PCP) and SPD case managers. The focus is to improve the quality of health care
services, coordinate chronic disease treatment, streamline access, avoid over use of the ER,
assure safe transitions, and avoid unnecessary hospitalizations for these CareQOregon members.
Once the member is stabilized, the NP may release them back to the sole care of the PCP, or in
some cases, follow the patient for a longer period of time. CareOregon works with the NP and
PCP to discuss currently enrolled members and barriers they have to receiving care.
CareOregon and the NP work together to assure that member needs are met while
coordinating services and appropriate payments within the benefit structure,

Transitions work in concurrent review includes the CR RN working actively with discharge
planners and CareSupport staff while the member is in the inpatient setting. The CR RN works
to facilitate a safe and effective discharge plan. Work begins with CareSupport early in the
member’s hospital stay in order to proactively assist the member during the transition process.
CareOregon has a CR RN that reviews all SNF stays. In addition to the review work for level of
care, staff also visits the Skilled Nursing Facility (SNF) to participate in Care Conferences on
specific members. Additionally, staff visits members and if available, their families to discuss
transitions to other care settings.

Transition work continues after discharge with CareSupport and the Hot Spot program.
CareSupport utilizes a daily census report from its electronic system which identifies members
at admission and includes all inpatient, SNF, and Home Health admissions for the past year.
Additionally, another report from the system is a tool to identify a member who has been
discharged from the inpatient or SNF setting. The member is then followed for 30 days; staff
works with the member on their plan of care, and document contact with the member and the
member’s family in the electronic system,

A.3.5.k The key mechanisms to track member transitions will be through the use of agreements
and protocols to assure contact with the Columbia Pacific care coordinator and use of the
patient registry. Embedded in the registry will be the individual care plan which will have
reminders, goals and plans specific to each member. Family member contact info and case
narrative info will allow the CCTs to monitor and intervene will all entities

Individuai care plans:

A.3.5.] Columbia Pacific will develop individual care plans that are based on goals developed
between the member, the primary care provider, potentially a mental health clinician, and the
CCT Care Coordinator. Priority will go to those members with higher disease burden and
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complexity as determined by risk scores and assessments. Workflows will be deveioped to
assure members with the most urgent and “impactable” needs are given top priority. On a
member-specific basis, the workflows assure that issues are addressed in a prioritized manner
to identify treatment gaps of highest urgency.

A.3.5.m It is well established that a small group of members drives a large portion of the cost.
To identify and stratify these members, Columbia Pacific will use a public domain tool used by
the OHP, the Chronic Hliness & Disability Payment System {CDPS} and John’s Hopkin’s Adjusted
Clinical Groups {ACG) to calculate a risk adjustment score for the CCO population. OHP-
provided encounter data and fee-for-service data will be combined and classified into the
disease categories specified in the CDPS and/or ACG, using primary and secondary ICD9 codes
on each claim. A predictive risk report provides measures of a patient’s risk of high health care
expenditures relative to other Medicaid patients. Risk measures are calculated for the
following: ambulatory-sensitive conditions {diabetes, respiratory diseases, heart diseases, and
gastric diseases); mental health and substance abuse care; functional status {limited activities
of daily living); health care utilization {outpatient, ER, inpatient, and prescription drug use}

A.3.5.n Columbia Pacific CCTs will work with local Type B AAA and APD offices to develop
protocols for sending information to Columbia Pacific to enter into the patient registry/EHR.
Columbia Pacific will enter into Memorandums of Understanding to include HIPAA Business
Associate Agreements with each LTC provider. Any agreed upon event will be reported to the
local CCT for inclusion into the patient registry/EHR and for possible follow-up action.

A.3.5.0 Columbia Pacific will build upon the strengths and experiences of CareOregon and GOBHI in
serving high-needs members. CareOregon already has in place for its special needs plan a program for
performing annual health risk assessment and producing individual patient-facing care plans that
Includes speclfic goals. We will bulld on that process for this CCO, For members identified at high risk,
care coordinator will reassess the appropriateness of these care plans and services in conversation
with the member, reaffirming that the goals and strategies are realistic and desired, or revise them us
needed to meet the member's needs and circumstances. Those adjustments would take place at least
semi-annually, if not quarterly or as saon as needed. Whenever possible, care plans and services will
be developed, discussed, and revised in coordination with the member's PCP, Those members receiving
services through the mental health system will receive reassessments and updated service plans
consistent with the Individual Support and 5ervices rule.

A.3.5.p Columbia Pacific will provide a secure web portal to provide access to the care plans,
which will be part of the Health Information Exchange {HIE). :

A.3.6. Care Integration

Mental Health and Chemical Dependency Services and Supports

A.3.6.a Columbia Pacific, through its affiliate, GOBHI, currently provides services in 3 of the 4
counties. Embedded in the 4 county catchment areas, Columbia Pacific provides services to
members of diverse cultural and social backgrounds. Columbia Pacific currently has providers
in each county that currently provides mental health, chemical dependency and recovery
management services that are specific to that county’s diverse population. Since 1995
Columbia Pacific had demonstrated the ability to successfully engage providers that meet a
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wide variety of cultural, linguistically and sociaily diverse backgrounds of the members.
Columbia Pacific has historically and continues to demonstrate the unique ability to provide
local care that is specific to local needs. This allows members to truly have individualized and
integrated care regardless of levels of symptom and condition severity, all of which are in
compliance with Oregon State rules and regulations. Preparation for implementation will
include orienting the Tillamook County provider to the Columbia Pacific systems and
expectations. Training and support will be available as needed,

A.3.6.b Columbia Pacific currently partners with Chemical Dependency providers. Many of
Columbia Pacific’s current behavioral health organizations include chemical dependency
services. Coordination exists as demonstrated by: prevention services {school and community
based programs), outpatient services {Individual and family counseling, group counseling,
transition housing, pain management, co-occurring treatment for dual diagnosis, wrap around
services, drug free housing, etc.), residential, recovery services (person centered, family/ally
involvement, comprehensive services across the lifespan, services anchored in the community,
strengths-based, culturally responsive, peer recovery support, ongoing monitoring and
outreach, outcome driven, adequate and flexible cost, etc.).

Columbia Pacific will continue member engagement in treatment and support services through
connection with the CCTs. The individual is motivated by receiving: brief counseling,
motivational interviewing, comprehensive physical and behavioral health screenings, stepped
care, education, referral to self-help groups and/or appropriate level of care that is least
restrictive, follow-up calls and individual driven treatment planning, etc. Columbia Pacific
addresses limited social support systems, by providing an individual with a Community Care
Team who works with everyone that the client has identified as a support to them or who
meets identified needs (ex. various community providers, clergy, family, friends, professional
providers, teachers, mentors, etc.).

A.3.6.c Columbia Pacific currently will further integrate care and services in its catchment areas
by “identifying” members utilizing various modalities: encourage use of SBIRT, "hot spotting”,
ER and hospital referral, behavioral health referral, schoois, Department of Human Services,
community based organizations, and the various legal systems/entities. Columbia Pacific will
further arrange and facilitate the provision and coordination of care by the Community Care
Teams, which will include; care management, peer delivered services, home visits, family
involvement, wrap around services, safe and drug free housing, employment/education
support, child care, telemedicine, Skype, ICTS and Self Help. Columbia Pacific will coordinate
care with other related health services through the Community Care Teams and LTC
coordination is specifically addressed in A.3.1.d and A.3.5.i.

A.3.6.d Columbia Pacific will develop CCTs to cover all of its catchment area. These teams are
based on the AHRQ care coordination hub and pathways model which is recognized as a
national best practice. The teams provide an organized system of integration with mental
health, chemical dependency and primary care services across all systems and at all levels of
care. Even inthose counties with small clinics who are struggling to become Patient Centered
Primary Care Homes, the CCTs will be able to provide many of the enhanced features of care
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normally associated with the care homes. Within the Columbia Pacific catchment areas, there
are already strong partnerships with culturally diverse community based organizations exist,
such as Tribal organizations, minority based organizations, faith-based initiatives, access to
bilingual counselors and programming, and interpreters.

Oral Health

A.3.6.e Columbia Pacific acknowledges the great disparities that exist in oral disease prevalence
and that the OHP population is often disproportionately burdened with oral disease. Further,
access to preventive and routine dental care is a determinate of overall disease status.

Columbia Pacific will explore agreements with Dental Care Organizations (DCOs) no later than
2013 and evaluate the feasibility of developing contractual arrangements to serve the oral
health needs of members prior to July, 2014,

The draft benchmarks and timeline include:

o July-September 2012: Include DCOs and dental providers {including school-based dental
programs) in initial solicitation of health system transformation initiatives to fund to achieve
the Triple Aim

e October—-December 2012; Invite DCOs to attend Columbia Pacific board meeting(s) to discuss
integration opportunities and challenges

o January-March 2013: CCO Board develops a plan for integratijon of dental

o April 2013-July 2014: Selection process and cantract amendment to include dental, with the
actual implementation date to be determined by the CCO Board, Any dental outcome
measures and reporting will be determined jointly by the participating dental providers, the
governing board, and the CAP.

A.3.6.f. Access to preventive and routine dental care is a major determinant of overall disease status,
especially for children. Columbia Pacific will work with the participating DCOs to develop a process for
better coordination of care with dental providers prior to full DCO [ntegration. At a minimum, dental
needs will be a focus of the community needs assessment, and we will look at funding projects prior to
DCO integration that align with overall CCO outcome goals, Finally, we hope to include a dental
provider on our governing body and CAP to help determine the best way to integrate services and best
focilitate referrals in the short-term.

A.3.6.g Utilization and Payment

Hospital and specialty services utilization patterns

The majority of primary care will be provided by existing health care providers in the
community under contract with Columbia Pacific, Each of these providers will be (or will have
committed to becoming) at least a Tier 1 PCPCH. Consequently, these providers will have
established systems for referral to both hospitals and specialists. At least in the first year of
CCO implementation, Columbia Pacific does not see any significant changes being made to
these patterns of care provision. In those cases where primary care will be provided by a
mental health center that has beeftransformed into a PCPCH, Columbia Pacific will assist the
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center in working with local health care providers to establish patterns of hospital and specialist
referral that is consistent with the community standard.

Hospital and speciaity services payment

At least in the first year of CCO Implementation, Columbia Pacific does not foresee a significant
change te payment mechanisms. The majority of hospitals in Columbia Pacific’s service area will
continue to receive cost-based reimbursement as prescribed by federal and state law. Because
of the special status of these hospitals, it is possible that this payment schedule will continue to
exist over time. The other hospitals in the Columbia Pacific service area, and any hospital
outside of the service area to which a Columbia Pacific patient is admitted, will continue to
receive reimbursement consistent with existing payment contracts or formulas. Similarly with
specialists both within and without the Columbia Pacific service area, payment for services
rendered will be made foliowing existing methods used by existing primary care providers,

Potential for future change One role of Columbia Pacific’s Clinical Advisory Committee (CAP) is
to share best practices across the system. During the first year of CCO operations, the CAP will
review service utilization information regarding both hospital and specialist referral, and will
solicit input on effective referral systems from across its provider pool. Based on this
information, the CAP will make recommendations to the governing members and Columbia
Pacific administration on potential changes to referral systems. if adopted, Columbia Pacific
will attempt to make these changes operational by restructuring contracts or MOUs with the
appropriate entities. Potential changes include: capitated payment for some or all of the
services provided by highly-utilized hospitals and specialists; pooled transportation services to
high-use services; and pooled contracts for multi-specialist clinics.

Improved Care and Cost Reductions through Coordinated Care

PCPCH improvements

Because reimbursement mechanisms for hospitals and specialists are expected to remain
unchanged for at least the first year of CCO operations, payment reform will not have a
significant impact over the short term. However, there should be some cost reduction seen
from the decreased number of hospital admissions and emergency department visits due to the
improved care received in PCPCH's. Furthermore, ail Columbia Pacific PCPCH’s will have
agreements in place with regularly used hospitals and specialists so that medical records and
other pertinent information is shared with the hospital or specialist at the time of referral (or
within one business day after an emergency referral). This too will both improve the quality of
care and lead to reduced costs from fewer repeat tests and procedures being performed.

Coordinated care in the service area

Columbia Pacific CCTs will also play a significant role in improving care and reducing costs. CCT
information will be included in the materials sent to hospitals and specialists. More
importantly, CCTs will play a key role in transitions and coordinated follow-up care. Each
hospital will agree to send a daily admission census via secure FAX listing any Columbia Pacific
patient admitted so that every Columbia Pacific patient hospitalized in the Columbia Pacific
service area hospital will be monitored by a CCT member, including at feast one in-hospital visit
for a patient hospitalized for more than 2 days. This CCT member will work with hospital staff
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on discharge planning to ensure a smooth transition — either to home or to another facility.,

The discharge plan will also include detailed follow-up care instructions which will be
coordinated by the CCT. While not every individual referred to a specialist will receive
additional, individualized services, “hot spotting” for members receiving substantial amounts of
specialist care will be identified and provided additional care coordination services. This is also
discussed in Section A.3.5.d of this Questionnaire, The concept is not simply to reduce cost due
to specialist care but instead is: to promote the components of the individualized health care
plan that keep the individual healthy and thus avoid addition services; and to ensure that
services that can be provided in the PCPCH are utilized whenever possible rather than having
them provided in a higher cost specialty center.

Out-of-service support from a nurse coordinator and physician facilitator
There are some services that an individual Columbia Pacific member may need that are simply

outside of the services available within Columbia Pacific’s primary care system or even within
Columbia Pacific’s regular referral network. Some Columbia Pacific individuals will require
secondary and/or tertiary care that is only availabie in a highly populated area., Columbia
Pacific will benefit from CareOregon’s extensive provider network throughout Oregon for

members to receive specialty and tertiary care services.

During its first year of operation, Columbia Pacific will analyze the number of members being
hospitalized and seen by specialists in these areas. Where heavy enough utilization warrants it,
Columbia Pacific may contract with a nurse coordinator {and/or physician facilitator) to assist in
the coordination of care. This out-of-service-area nurse coordinator will be informed of every
Columbia Pacific member admitted to a metropolitan area hospital. This nurse coordinator
would then make in-hospital visits as heeded, and work with hospital staff on discharge
planning. In addition to ensuring a smooth transition and coordinated follow-up care, the nurse
would facilitate early discharge to local hospitals {inside Columbia Pacific’s service area)
whenever possible to promote both local delivery of care and improved connections with
family, friends and other community resources. This nurse coordinator will be informed of all
Columbia Pacific members who have been “hot spotted” for receiving substantial amounts of
specialty care and will work with those specialists providing the care to ensure that: an
individualized care plan is transmitted to the PCPCH responsible for the member; all relevant
information is communicated between the specialist and PCPCH; and that the member is
released to PCPCH care as soon as his or her condition is stabilized.

Emergency medical services

Emergency Medical Services {EMS} is a specialty service that requires further discussions
because of Columbia Pacific’s vision for its role in the CCO. During the initial year of CCO
operations, Columbia Pacific will utilize and reimburse for basic ambulance and medical
transport services similarly to other specialty services described above. In the future, however,
Columbia Pacific plans to use Emergency Medical Technicians (EMT) and EMS agencies to the
greatest extent their time and scope of practice allow. In some communities EMTs may get
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trained as patient navigators or community health workers and actually become a member of
CCTs (at least virtually), while in others they may be used in such special projects as
immunization clinics, providing health status monitoring for the homebound, or community-
based interventions such as injury prevention. When special arrangements such as these are
made, contracts between Columbia Pacific and EMS agencies will reflect this scope of work and
may be reflected in a payment mechanism that prospectively pays for both anticipated medical
transportation (emergency and non-emergency) and expanded health-related services.

A.3.7. DHS Medicaid-funded Long Term Care Services

As described in A.3.5.j-k, , CareOregon has a Long Term Care project which began as a joint
venture with CareOregon, a large contracted medical group and Seniors and People with
Disabilities (SPD). The project utilizes a Nurse Practitioner {NP} to perform home visits on
chronically ill CareOregon members, living in their home or in an adult foster home, who need
additional support to access care/treatment, or are having difficulty working within the regular
medical system. The NP works directly with the member’s Primary Care Providers (PCP) and
SPD case managers. The focus is to improve the quality of health care services, coordinate
chronic disease treatment, streamline access, avoid over use of the ER, assure safe transitions,
and avoid unnecessary hospitalizations for these CareOregon members. Once the member is
stabilized, the NP may release them back to the sole care of the PCP, or in some cases, follow
the patient for a longer period of time. CareOregon staff works with the NP and PCP to discuss
currently enrolled members and barriers they have to receiving care. CareOregon and the NP
work together to assure that member needs are met while coordinating services and
appropriate payments within the benefit structure,

A.3.8. Utilization management

A.3.8.a CareOregon makes utilization management decisions considering members unique
needs and diversity. As described above, CareOregon has established a program that creates
collaboration between SPD, member PCP, and CareOregon for member enrolled in LTC
services. This effort will be expanded to the Columbia Pacific area, Furthermore, this mode! will
be adapted for members with special health care needs — including the ENCC populations —
with intellectual disabllity and developmental disability, serious mental illness, and serious
emotional disturbance.

CareOregon maintains a no-authorization required list for ambulatory services so access is hot a
barrier to our members. This list can be found at www.careoregon.org. CareOregon requires
notification of acute admission and works closely with members, member’s family and
providers in order to assure a safe transition, and avoid readmission, CareOregon monitors and
analyzes utilization data on an ongoing basis in order to identify potential or actual incidents of
over funder utilization. Thresholds are determined for each of the selected areas. If
trends/patterns are recognized necessary steps are taken to investigate and address these
variances. Behavioral Health is included in the monitoring process which is performed at least
annually. Data is selected from HEDIS measures relevant to the Medicare/Medicaid population.

Section 4 - Health Equity and Eliminating Health Disparities
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A.4.1 Columbia Pacific recognizes “Culture Counts” and is committed to imbuing culturally
respectful and responsive practices in all aspects of health delivery. We believe culturally
competent services are the foundation of effective care that results in positive outcomes that is
valued by the individual, their family and their community. Both GOBH! and CareQOregon have a
history of detailed attention to health equity and cultural competency. CareOregon promotes
care that includes the pillars from |HI which include the following:

s Safe

e Effective

e Efficient

e Patient Centered (culturally appropriate and linguistically sensitive)
e Timely

e Equitable

These elements are the foundation to the CareOregon Provider Manual. It is imperative that
members with complex medical or social issues as well as those individuals who need additional
support in understanding health care issues as a result of language or literacy barriers have
their needs addressed.

CareQOregon has developed a “Diversity Team” which was created to ensure that culturally
appropriate communication is embedded in all aspects of our delivery systems to providers and
members.

GOBHI’s culturai competency policy is to promote the delivery of services and the provision of
information to Columbia Pacific members in a manner that is responsive to and respectful of
the individual attitudes, beliefs, customs and practices of the various cultural and ethnic groups
we serve, During the past two years, GOBH¥'s Community Mental Health Programs have all
been involved in implementing same day access to services and concurrent documentation
with the consumer. These have been implemented within the context of preventing disparities
and inequities through easier access arid increased consumer involvement in their care,

Columbia Pacific will benefit from the above described commitment to health equity and
eliminating disparities. It will offer culturally and linguistically proficient services and
information to members in a manner that is consistent with the policy below to enhance the
possibility of achieving positive clinical outcomes and eliminate health disparities. This will be
achieved by the following:

Staff Training
1) Columbia Pacific will develop and provide a training that covers basic concepts in culture

competency and health disparities, and increased awareness and sensitivity of issues facing
persons of culture in rural Oregon. This includes impact of intended or unintended bias in
community life and health care, isolation, socio-economic or political issues.
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2) Trainings on specific cultural communities (based on the first two highest “minority”
populations reflected in data) in the provider’s geographic region, including cultural
framework for health, disease, heip seeking behaviors, crisis, risk factors specific to
population, restorative practices (interventions) such as use of herbs, traditional healers,
role of family, etc.

Training is intended to result in providers creating a comfortable environment to encourage
respectful discussion of traditional and cultural health values, practices, identify barriers, etc.
and making appropriate adaptations of clinical service delivery to assure culturally appropriate

care,

Use of Specialized Resources: Cultural Brokers and Cultural Consultants

Columbia Pacific will assure cultural broker training to CHWs, Patient Navigators, and
Peer Support Specialists. Cultural brokers serve as liaisons and partners with the
providers on a member’s specific cuitural needs in heaith care and to help articulate
health concepts in culturally relevant way to the member. They are recognized in the
community and to the individual and family as trust worthy because of their cultural and
linguistic skills, knowledge and familiarity in the community for resources and referrals.

Columbia Pacific will maintain a list of qualified cultural consultants (professionals with
cultural knowledge and skills) for use in instances wy/ significant risk when there is clear
or suspected cultural factors.

Columbia Pacific will also develop contracts with culturally specific providers for
referrals when heaith and risk factors indicate this is appropriate and needed.

Documentation will reflect responses and adaptations to clients’ cultural needs.

Columbia Pacific understands that many evidence based practices are initially “tried
out” in white communities and evidence-based practices may need to be adapted, or
approached differently, so that they are effective, valued by non-mainstream
communities, and to produce positive outcomes.

Encourage and support the development of ethnic and cultural diversity on provider
teams to provide naturai learning opportunities for team members and brings skills and
competencies to services and care,

Encourage and support hiring practices that value qualified candidates who have
linguistic and cultural knowledge and practices in their skills and professional care.

Qutreach and Feedback
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o Columbia Pacific will reach out to underserved communities in a non-traditional manner
for inclusion in Community Health Assessment and Action Plan. Additional focus groups
will be used to provide feedback on concerns and to help problem solve disparities.

o Leaders in underserved communities will be recruited to serve on governance
structures,

Strategies to ensure communication in languages other than English
o Clients’ language preference/needs will be included in clinical documentation.

o Clients’ cultural framework and preferences noted in action or care plan.

o There will be increased sensitivity to include family members in the decision process
with the consent of the identified member.

e Signage in multiple languages, and consent forms.
s Welcoming anti-bias or “inclusion” statement displayed in waiting areas.

e Columbia Pacific policy will direct the use of qualified interpreters if a bilingual provider
or health care team member is not available. Health care providers will be trained in use
of interpreters.

¢ The grievance and complaint processes will be adapted or altered as appropriate for
persons of cultures and available in the person’s language of choice. Complaints will be
reviewed for concerns related to cuiture or linguistics.

Learning and Improving Together

Providers will be encouraged and supported in their development of policies, procedures and
strategies that address needs of the community members of non-mainstream cultures.
Through sharing of information and data analysis, effective practices for communities of culture
in rural Oregon. It is hoped that by providing data and expert technical support, the PCPCH will
evolve community focused strategies for implementation.

A.4.2 Conducting a population analysis annually provides us with the building blocks for
understanding our members. The Quality Improvement process ensures our focus on the IHi
care pillars noted above. CareOregon has the ability to analyze data for health care disparities
which can include a review by eligibility category, gender, age group as well as race/ethnicity
and languages. Outcome data (HEDIS) is reviewed for variations of practice on a provider level.
Information is shared currently on an annual basis with the plan to increase the report sharing
to guarterly.
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CareOregon’s Ql Program s created as a way to not only improve outcomes but also as a
mechanism to identify opportunities for improvement. Currently CareQregon utilizes a software
program “CareAnalyzer” which provides the ability to track and report on quality measures.
CareAnalyzer is updated monthly which allows reports to be generated for a variety of HEDIS
measures inciuding ones that involve mental health and substance abuse,

Columbia Pacific will conduct surveys of both physical and behavioral health providers as a way
to understand the needs of both; focusing on communication and information sharing,

in order to ensure continuity and coordination of care of members between medical and
behavioral health, CareOregon implemented QIC, evidence based guidelines for substance
abuse screening. These are available for providers through the CareOregon website. Similar
information will be provided on the Columbia Pacific website. Claims data will be used as a way
to assess the frequency of this screening in the primary care clinics. Provider training in the use
of the screening tools has been made available to the primary care clinics as a way to support
the process

As stated in the Community Health Assessment and Improvement section, given Columbia
Pacific’s commitment to reducing health disparities, at least one of the interventions in the
draft CHAP will include a specific focus on improving a health issue for a sub-population
experiencing a disproportionately poor health status indicator.

Section 5 - Payment Methodologies that Support the Triple Aim

A.5.1 Supporting the Triple-Aim.

The health care reform passed by the Oregon Legislature contains provisions to implement new
payment systems that link payment to better health care outcomes, greater value, and
improved patient experiences. By alighing payment models across community (public and
private) systems, spending can be addressed to make the health care system more affordable.
In addition, without aligned payment systems, doctors, mental health providers, clinics, and
hospitals are likely to continue to receive payments that are largely “value-blind” and to face a
dizzying array of conflicting incentives, inconsistent reporting requirements, and disjointed
administrative demands.,

In an effort to go beyond “fixing” fee-for-service payments, the proposed legislation inciudes
alternative models that would link payments more directly to quality and outcomes. These
models include bundled payments to cover the range of services related to a defined medical
condition; global fees to cover the entire cost of care {regardiess of the setting) over an
extended period for a person with a condition such as cancer; extra payments for patient-
centered primary care delivered through medical homes (i.e., Patient Centered Primary Care
Homes); and the rewarding achievement of desired performances in caring for a defined
popuiation.

Reform proposals describe these new payment models in broad strokes that when fully
implemented, they can support the Triple AIM and have the intended consequences —
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promoting more-affordable, better-quality care with better health outcomes. And, such new
{or relatively new)} payment models have been employed in pilot studies where relative
strengths and weaknesses have heen identified so that adjustments can be made with the
intent to capitalize on the strengths, N

Though we will not implement major payment changes prior to local engagement and
guidance, we will build on existing programs and payment methods already in place, such as:
CareOregon currently complies with the state requirement to use DRG and APC payment
methodology with hospitals. In addition, the payment also includes incentives for member
experience (hospital CAHPS scores) and member outcomes {Oregon Patient Safety Commission
reporting), as well as project-based funding through its CSS| program to encourage provider
connectivity and sharing of electronic health record data.

CareQregon’s primary care payment mode! is one that has several components: (1) fee for
service, (2) CSSI project-based funding to improve health outcomes and engage in PCPCH
development, (3) an incentive plan that has several elements related to member experience
and health outcomes (similar to a Basic Pay for Performance Model). The primary care incentive
payment will be based on the PCPCH criteria to ensure that clinics are not duplicating efforts
and focus on patient care and not plan reporting.

Columbia Pacific will benefit from the above described experiences and “lessons learned” and
convene impacted stakeholders from its catchment area to explore alternative payment
methodology options and strategies. The existing payment models will continue to be utilized
until local engagement is solicited to determine what and how to implement the following
alternative payment methodologies:

e The Direct Primary Care Model with an unlimited primary care package of services
arranged through a clinic system which pays the provider a flat monthly fee for that
package of care.

e The Pay for Coordination Model is single risk adjusted payment for the full ranges of
services. It can be specific care coordination services, usually to certain types of
providers {heaith home providers)

¢ The Episode {or Bundied Payments) Model occurs at the chronic care condition or
episode of care level.

e The Comprehensive / Total Cost Care Payment Model involves providing a single risk-
adjusted payment for the full range of health care services needed by a specified group
of people for a fixed period of time.

o Any possible updates to the existing Basic Pay for Performance (P4P) Model is a
payment or financial incentive (e.g., a bonus) associated with achieving defined and
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measurable goals related to care processes and outcomes, patient experience, resource
use, and other factors.

In the Healthcare Transformation effort, the recognition of the need to improve payments is
certainly the launching point for an integrated approach to payment reform. Columbia Pacific’s
approach seeks to ‘harmonize’ payment methodologies to providers and incent services that
promote the triple aim. We believe that this harmonization will require several steps that build
on the revision of fee-for-service payments.

First, Columbia Pacific will assess how the adoption of new payment models, affects the cost
and quality of care for patients within the current payment structure. The implementation will
occur gradually as Columbia Pacific works with providers to design processes and data analytics
to operate and analyze for efficiency, effectiveness, and adjustment where needed to meet
unigue needs of local providers.

Second, Columbia Pacific will establish monitoring systems and processes for regular
assessment that the payment structure meets the needs of the Triple AIM, that payments are
not ‘value blind’, and that they incent best practices promoting more affordable, better quality
care.

Third, Columbia Pacific will work with the other providers to facilitate the collection, sharing,
and public reporting of information {using enabling systems—HIT, EHR, HIE, etc.} on the quality,
efficiency, and utilization of care. Rewarding higher-quality and more-affordabie care requires
far better information on quality and costs to permit comparisons among regions, types of
services, providers, and payers; the results of such comparisons could then inform payment
design and innovation. Payment model designs will include mechanisms to reward for
performance.

And, Columbia Pacific will establish/work with local advisory groups to develop processes to
determine best practices policies to pursue and how best to implement those policies to align,
‘harmonize’ incentives for patients and providers. This advisory process should include those
knowledgeable in delivery and payment reform, providers, patients, other representatives of
consumers and providers, and state and regional stakeholders, so that a wide range of
perspectives can inform the CCO for coordination with implementation strategies and ongoing
payment-data-analysis operations,

By aligning incentives for improved outcomes, high value, coordinated care, effectiveness
feedback, these steps would ensure that the important changes being proposed would have
positive system-wide effects. Without such harmonization, uncoordinated payment reforms run
the risk of creating a confusing hodgepodge of requirements, incentives, penalties, and rewards
for providers and patients alike.
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Conversely, with providers, payers {CCO), local stakeholders working together, anticipated
achievements — a heaith care system redesigned to provide patient-centered care focused on
outcomes, value, and efficiency—becomes very doable.

Section 6 - Health Information Technology

A.6.1.a Columbia Pacific’s founders will offer secure their Health Information Technology {(HIT)
capabilities and Information Technology Service Management (ITSM) capabilities to meet the
needs of the CCO. This approach strengthens not only the technical infrastructure and
capability but the business and organizational capability of the CCO.

GOBHY’s current HIT capabilities are:
« Network infrastructure for providers
» Secure email services for employees and providers
+ In-house developed claims management system
+ File and print services
+ Accounting system and software
« Video conferencing capabilities

CareOregon currently houses application systems that efficiently maintain and process member
enrollment, provider configuration, customer service call tracking, contracts, plan benefits, case
management, claims adjudication, and utilization management, including web-based tools that
support provider practices and have the capacity to be expanded to include personal health
records, EHR and medical home functionality. The current web functionality includes capability
to send and receive secure communications between the plan and providers.

GOBHI and CareOregon are in dialog about how to combine and utilize the best of each system
for the new Columbia Pacific. Within this context, GOBHI will upgrade its HIT capabilities in a .
sensible and sustainable manner and will create only the appropriate levei of redundancy in
relation to CareOregon, for the support of Columbia Pacific. Services will be outsourced
wherever it makes sense so that resources are not burdened with technology issues and can
focus on the core competency of the business; ensuring quality care to members, Any and all
outsourced services will be subject to Supplier Management and Service Level Management as
part of ITIL* best practices. Service Level Agreements (SLA’s) and contracts will be in place for
all suppliers. Supplier performance will be reviewed periodically to ensure contract
commitments are fulfilled and that there is real and improving value for the money paid for IT
contract services.

Columbia Pacific will leverage the Direct-enabled Health Information Service Provider (HISP)
“services of Gorge Health Connect, Inc. (See section A.6.1.c for more details). Claims processing

! Information Technology Information Library. A set of Best Practices guiding IT Service Management. ITIL is owned by the OGC and consists of
a series of publications giving guidance on providing Quality IT Services, and on Processes and facilities needed to support them.
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and services will utilize existing Care Oregon and/or GOBHI systems. Information Services may
inciude:
« An electronic mailbox with the State of Oregon
» Collection and compilation of encounter data
s Security of data through backup procedures and backup preparedness
« Monthly management reports _
« Collaboration with members to problem-solve barriers to the timely and accurate
gathering of encounter data
« Provide education to staff, members, and providers on billing and encounter data
processes
» Guarantees that data submitted on behalf of members achieves encounter data
accuracy levels of 99% and also meets all other regulatory standards
+ Provide data extracts from the production database with regards to membership,
authorizations, and claims data
+ Provide web-based data analysis tools
« Provide customer call center web tools
« Support for letters and notices to providers as part of the authorization process
+ Support for rate setting data analysis and contract negotiation with the state

GOBHI currently maintains and funds high speed, secure network connections through OHN
and plans to increase speed and security in the following communities: Arlington, Astoria, Baker
City, Boardman, Burns, Canyonville, Christmas Valley, Clatskanie, Condon, Drain, Enterprise,
Fossil, Heppner, Hermiston, Hood River, John Day, La Grande, Lakeview, Milton Freewater,
Ontario, Pendleton, Reedsport, Roseburg, Scappoose, Seaside, St. Helens, The Dalles, Umatilla,
and Vernonia. '

Currently CareOregon maintains, and on behalf of Columbia Pacific, will continue to maintain,
data systems and a data warehouse populated with claims, member enrollment, providers,
pharmacy claims, lab results, ALERT data, etc. used for a variety of analytic purposes. Those
purposes include financial, contractual, program evaluation, hot spotting, clinic, and whole
system analysis. See section A.6.1.c for information on patient engagement HIT.

Columbia Pacific will adopt sound ITSM practices and assure necessary organizational IT
capabilities. The processes listed below will be developed based on the international ISO/IEC
200002 Standard and ITIL best practices. These processes will be continuously improved upon.
Areas that will be initially addressed and adopted are:

+ Incident Management
« Problem Management
+ Change Management

2150 specification and Code of Practice for 1T Service Management, 1SO/IEC 20000 Is aligned with ITIL Best Practice.

RFA 3402 CCO Criteria Questionnaire Page 44 of 46




Appendix A Columbia Pacific Coordinated Care Organization, LLC

« Supplier Management
« Service Level Management
+ Continual Service Improvement

Furthermore, Columbia Pacific IT systems will include services such as:

« Intrusion detection capabilities that detect and stop inappropriate or malicious use of
network resources such as a denial of service attack

+ Disaster recovery plan to ensure business continuity in the event of a disaster {fire,
flood, etc.)

« Readily available backup resources (hot swap) capabilities for non-disaster related
outages such as hardware failure

« Technical support services for Columbia Pacific providers which include but are not
limited to:
o Help/Service desk {with automated tracking system)
o Storage for backing up local provider data over the network
o Local hardware/software installation and training
o Consultation and encouragement for providers to adopt HIT practices and standards

+ Data analysis capability through local data warehousing. This capability would ‘marry’
disparate streams of data (i.e. claims data, clinical data} for the purpose of analyzing and
improving the quality of health care delivery. (See section A.6.1,c for more detailed
information).

A.6.1.bThere are three components to health IT infrastructure for the Columbia Pacific:
electronic health records, health information exchange, and data management and analysis
tools. Through their affiliate, CareOregon, Columbia Pacific will be actively involved in the
provider community through the Primary Care Renewal program which actively supports and
encourages use of EHRs. Columbia Pacific will promote adoption of EHRs within its network and
coordinate these efforts with the Regional Extension Center (REC) for Oregon O-HITEC and
Gorge Health Connect, Inc. The purpose of O-HITEC is to furnish assistance, defined as
education, outreach, and technical assistance, to help providers in Oregon select, successfully
implement, and meaningfully use certified EHR technology to improve the quality and value of
health care. Ensuring alignment of efforts with O-HITEC will be a key enabler of success for
Columbia Pacific network providers to adopt and achieve meaningful use of EHRs. There are
also providers within the network that are not eligible professionals under the EHR Incentive
Program, such as mental health providers, who will need additional assistance to implement
EHR technology. The Columbia Pacific will facilitate a glide path towards adoption that will meet
these rural providers where they are while assisting in selecting and implementing appropriate
technologies. We have a regular provider survey and verification process that can be enhanced
to include gathering information on EHR status, and enable appropriate follow-up, As
mentioned above, our current web functionality can be enhanced to include a certified EHR
that can be made available to providers,
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A.6.1.c GOBHI, in cooperation with CareOregon, will concentrate efforts and provide the
necessary technology infrastructure to facilitate meaningful use and HIE. Columbia Pacific
intends to leverage infrastructure investment in its catchment area, and as necessary, facilitate
Health Information Exchange efforts, to assure coordination of care by all eligible providers.

Coiumbia Pacific, through CareOregon, will have a regular provider survey and information
verification process that can be enhanced to include gathering information on meaningful use
and HIE status, thus enabling appropriate follow-up to assist providers with accessing these
network tools.

Health Information Exchange capability may be provided by Gorge Health Connect for all
Columbia Pacific providers. On an as needed basis, through GOBHI, Columbia Pacific will
leverage the Direct-enabled Health Information Service Provider (HISP) services of Gorge Heaith
Connect, inc. (GHC), an existing Health Information Organization (HIO) with the ability for
providers on any EHR system {or with no EHR system) to be abie to share electronic information
with any other provider within the network using secure messaging developed under the Direct
Project. GHC was deeply involved in the development of the Direct Project and one of the first
Direct Project pilots in the nation. GHC worked very closely with the state to create strategic
and operational plans for statewide health information exchange {HIE) and is well aligned with
the phased approach the state is taking for HIE implementation. The HIE will allow the
Columbia Pacific to identify those patients for whom they are accountable; possess master
patient indexes that link a patient's medical record numbers among providers; provide registry
capabilities to track the care provided to members; and assess the degree to which the its
providers are appropriately managing cohorts of members.

GHC will enabie the Columbia Pacific to facilitate electronic health information exchange in a
way that allows all providers to exchange patients’ health information with any other provider
in the Columbia Pacific. In order to identify high-risk and high-cost patients who demand
greater care and more focused care resources, the aggregation of data at a community level
will be required. As the level of EHR interoperability and HIE increases, the data repositories of
the Columbia Pacific will expand to include data generated by multiple provider entities. The
Columbia Pacific will use a HIE infrastructure provided by GHC which will enable the
identification of patient populations and individuals in need of intervention based on current
and historical health information in order to report on quality measures that support shared
savings. GHC will provide secure messaging acting as the HISP for certificate management.

Integrating behavioral health into the GHC infrastructure will be an important step to improving
heaith and lowering costs. Although behavioral health is a critical component of a person’s
overall health, mental health and substance use treatment information is currentiy not
integrated with physical health information. This creates significant gaps in health records,
potentially leading to fragmented, lower quality care. Being able to access and share complete
patient health information, including both behavioral and physical health records {and
eventually oral health) across clinical practice areas, enables the creation of a longitudinal and
comprehensive patient record, which will be valuable in providing a complete picture of an
individual’s overall health and effective and efficient treatment.
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Appendix B — Provider Participation and Operations Questionnaire
Columbia Pacific Coordinated Care Organization, LLC
June 11 Resubmission — Additional Information Highlighted in Red

Section 1 — Service Area Capacity

' 3Ma)'(imurh_-'l\!ﬁr'r:"5'er'of Meinb_efs- ki
SO apacity Level

. } Columbia Pacific CCO desires to have
Clatsop County All zip codes in Clatsop County. o limit on member capacity.
Columbia County All zip codes in Columbia County, COE[{m.b'a Pacific CCO des.lres to have
no limit on member capacity.
Coos County 97449 Cofum!oaa Pacific CCO des.1res to have
no limit on member capacity.
- e CCO dest
Douglas County 97436, 97441, 97467, 97473 Columbia Pacific CCO desires to have
no limit on member capacity.
bi e CCO desi
Tillamook County All 2ip codes in Tillamook County. Coh{m. fa Pacific CCO desires to have
no limit on member capacity.

Section 2 - Standards Related to Provider Participation

Standard #1 - Provision of Coordinated Care Services — See attached list. Columbia Pacific,
through CareOregon and GOBHI, has a comprehensive and integrated networks of physical and
behavioral providers to serve our Medicaid CCO members. We will build upon CareOregon and GOBHI
participating provider lists, including arrangements with local public health, long term care, and other
providers to ensure that services are coordinated across the system of care even when they are
outside the CCO global budget. Columbia Pacific is also exploring how to best utifize, train, and
support Community Health Workers. We will work with OHA, CAC, CAP, and others to develop an
effective strategy.

Standard #2 — Providers for Members with Special Health Care Needs
In addition to accessing the expertise of the providers and specialist listed in TABLE B-1, Columbia

Paclfic will build upon CareOregon’s care management work to engage members In' ongoing care
coordination, specifically those members with multiple chronic conditions and special healthcare
needs. “CareSupport” uses a behavloral Interviewing model that Is patlent-centered and Identifles
potential for improvement and engagement by the member. Additionally, CareSupport uses a care
management vendor, Health Integrated, for members with diabetes or depression.

Furthermore, Columbia Pacific, through its behavioral health partner, GOBRI, will build upon its
current community based treatment services to all children, adolescents, and their familles, who
qualify for intensive community-based treatment and support services, in collaboration with €€O
providers. Columbia Pacific will assist with member tracking; placement determination; needs and
resource identification; individual services and supports picmning} and the facilitation of safe
transitions to lower levels of care. Currently, GOBHI Community Mental Health Providers (CMHPs)
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offer a full range of services to members with special health care needs, which are coordinated by
trained Family Care Coordinators (FCC’s), including special services such as long term out-of-home
placements, as required and needed. Columbia Pacific will work with its providers, to focus on utilizing
“family finding” services for children receiving Intensive Service Array, ISA, and at risk of becoming
Child Welfare charges. I1SA is 4 range of service components that are coordinated, comprehensive,
culturally competent, and family-focused and child centered, and include intensive and individualized
home, community, and facility based services for children and adolescents with severe mental or
emotional disorders, Care Is Integrated in @ way that ensures that youth and adolescents are served in
the most natural, least restrictive environment possible. This is sometimes referred to as
“wraparound”. In addition to individual services, families will be provided a significant level of support
services, including family psycho-educational groups and occupational therapy.

Columbla Pacific will work closely with Its CMHPs and others to ensure a focus on early identification
of attachment and attunement between parents and their infants. Services will include trainings in
child-parent psychotherapy, parent-child interaction therapy, and Neurb-sequential Model of
Therapeutics for “first responders” {pediatricians, PCP’s, nurse practitioners and mental health
clinicians). Columbia Pacific CMHPs and others also will participate in the EASA Program (Early
Assessment and Support Alliance). EASA provides prompt screening services and, when appropriate,
the individual is connected with the EASA team far ongoing service delivery, EASA programs also
provide cammunity education and outredach, and worked to build strong relationships with community
partners.

Standard #3 - Publicly funded public heaith and community mental heaith services

3a. Publicly funded services from each county have been involved in the development of this
application. Columbia Pacific’s local public health, mental health, community health centers and rural
health clinics will be invited and involved in the CCO’s governance structure, Community Advisory
Councils, and Clinical Advisory Panel.

3b. Through Affiliate CareOregon, Columbia Pacific has current contracts (see Table) or will contract
with public health departments, all Type A and B hospitals within the proposed service ared, as well as
all Federally Qualified Health Centers. GOBHI also has contractual arrangements with local county
mental health agencies.

3c. Columbia Pacific anticipates no issues to obtain contracts with alf local publicly-funded
organizations within our service area.

Publicly Funded Health Care and Service Programs Table
Columbia Pacific included the following definition, provided by the Oregon Office of Rural
Heaith, for determining inclusion in this table:

Key: CMHP = Community Mental Health Program (under a county mental health authority)
PH = Public Health
RHC/District = Rural Health Clinic funded through a health district
FQHC/District = Federally Qualified Health Center funded through a health district
Hospital/District = District funded hospital
SBHC = School Based Health Center funded through public health and schools
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" Countyinwhich _

‘Specialty/sub-Specialty -

_ & oo PIOBTAM . grovidesservice, o
Clatsop Behavioral Health CMHP Clatsop To be determined
Clatsop County Public Health | PH Clatsop To be determined
Providence Seaside Hospital

(partially district funded) Hospital {District) | Clatsop To be determined
Columbia Community Mental CMHP Columbia To be determined
Health 7

Columbia County Pubiic : .
Health Authority PH Columbia To be determined
SBHC c/o The Public Health SBHC Columhbia To be determined

Foundation of Columbia Co
Douglas County Mental Health | CMHP - | Douglas To be determined
Douglas County Heaith and

. . PH Douglas To be determined

Social Services

Lower Umpgua Hospital Hospital {District) { Douglas To be determined
Tilamook F.amlly Counseling CMHP Tillamook To be determined
Center

Tillamook Public Health FQHC Tillamook To be determined
Tiltamook Public Health FQHC Tillamook To be determined
Tillamook Public Health FQHC .| Tillamook To be determined
Public Health

Columbia Pacific will contract with each of the local health departments in the counties it
serves, CareOregon, as the Affiliate, has extensive and positive experience in contracting with
county Public Health Departments. In general, CareOregon contracts with local health
departments will cover:

1. Community Health Assessment and Health Action Plan. Local health department
involvement in these efforts is critical and described in A.1.6 of this application.

2. Point of contact services. Per ORS 414.153, local health departments will be reimbursed for
immunizations, sexually transmitted disease, and other communicable disease clinical
services, o

3, School-based health centers. Provisions for school-based health centers in those counties
where a school-based health center(s) exists. Payment mechanisms for these centers will
be consistent with how Columbia Pacific treats other publicly funded health care centers.

4. Wraparound and other preventive services. Columbia Pacific’s CAP help determine the best
" lacus for provision of services such as maternity case management, high-risk infant tracking
and monitoring, prenatal care, child care, and health-related services provided in schools
and early childhood development programs. When appropriate, some or all of these

services may be included in the contract with publicly funded programs.
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5. Community-based prevention services. Following decisions made through the Community
Health Assessment and Action Plan {A.1.6), Columbia Pacific will facilitate discussions with
local health departments, clinical providers, and appropriate community organizations to
determine the best locus for providing community-based preventive interventions. When
appropriate, some or all of these services may be included in the contract with local health
departments.

Mental Health

Columbia Pacific, through its delegated mental health partner GOBHI, has weil established
contractual arrangements with three of the community mental health and addictions programs
within this region, These partnerships provide the full range of outpatient, case management,
day treatment, housing support, and emergency services to children, families and adults, A
similar contract will be developed in Tillamook County in order to complete the network. In
addition, out of network contracts are supported for the provision of specialty services not
available in the Community Mental Health Network,

Standard #4 — Services for the American Indian/Alaska Native Population {Al/AN)

Columbia Pacific’s affiliate and behavioral health partner have some, yet limited, experience with the
coordination of services for NA/AN members. Stating that, we recognize and value that services vary
greatly depending on an individual’s Tribal enrollment, health benefits, and personal preferences. Key
areas of work may include identifying barriers access to care through customer service call logs;
connecting clinical care to Native cultures, traditions, and languages; and increasing understanding of
the Impact of social determinants of health on healith status and appropriate treatment plans for this
community. Columbia Pacific members who are members of a federally recognized Indian Tribe may
access health-care services at a Tribal Health Center outside of the usual service area, pursuant to OAR
410-120-1230 and us provided under Public Law 93-638. Exceptional Needs Care Coordinators will
oversee requests for primary care in these settings to ensure there are no barriers to care
coordination, client choice, and access to Indian Health Services.

Standard #5 - indian Health Services (IHS) and Tribal 638 facilities
Columbia Pacific will develop staff liaisons to reach out to Tribal Nations to better understand
specific needs, preferences and opportunities in order to develop MOU’s, and contractual
relations that enhance resources and improve health care outcomes. Columbia Pacific will
contract with tribal health professionals and paraprofessionals to ensure that the needs of
Al/ANs who are receive services in the catchment area have access to culturally appropriate
services to help meet the triple aim. As stated, Columbia Pacific has limited experience working with
{HS or tribal facilities. However, when needed, member services for clients that are members of a
federally recognized indian tribe are coordinated at regional tribal clinics. CHents that are members of a
federally recognized Indian tribe may choose to obtain healthcare services through 1HS or Tribal 638
facilities. When these services are requested by a member or their representative or when a member is
referred, coordination of IHS services is completed by the Exceptional Needs Care Coordinator {ENCC).
The ENCC processes the request for prior authorization or referral for [HS in accordance with QAR 410-
120-1230 and ensures that a comprehensive plan Is in place that will meet the individual needs of the
member, from both a physical and cultural perspective.
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Current processes include the following: (1) CareOregan has an open contracting policy, so that any
interested organization, including all those that serve the Al/AN papulation, may participate as o
contracted provider; (2) If a member requires services outside the participating provider network at a
clinic/facility specializing in care for the Al/AN, those services are authorized and paid as a benefit
under the OHP.

Standard #6-Integrated Service Array (ISA) for children and adolescents

(a) Columbia Pacific will provide community based treatment services to all children,
adolescents, and their families, who qualify for Intensive Community-based Treatment and
Support Services. Presently, GOBHI providers offer a full range of services to this population,
which are coordinated by trained Family Care Coordinators {FCC’s) with leadership provided by
the GOHBI Regional Youth Program. Columbia Pacific will build upon this foundation.

Columbia Pacific plans to invest in the assessment and treatment of infant mental heaith, This
will include early identification of attachment and attunement caregivers and their infants.
Services will focus on trainings in Child-Parent Psychotherapy, Parent-Child Interaction Therapy,
and Neurosequential Model of Therapeutics for “first responders” (pediatricians, PCP’s, nurse
practitioners) and mental health clinicians. Columbia Pacific also plans to partner with parent
support and mental health specialists to provide education and support to at-risk caregivers
and their infants.

(b) Community Care Teams {CCTs} will be established for each child enrolled in intensive
Community Treatment Services (ICTS). See Appendix A.2.1 and A.3 sections

{c) The CCT will also help to recognize the unique attributes and strengths the family brings to
the treatment process. The CCT is a key to assuring that the ISA meets all appropriate
contemporary standards, and will work with families to guide professionals to understand the
needs of the child and family. The job of the CCT is to then deploy and/or develop those
services and culturally appropriate approaches designed to meet the needs of the child and
family in their community.

Standard #7A- Mental lliness Services

a. Columbia Pacific will build upon the experiences and strengths of its behaviaral health partner
GOBHI to provide mental health and addictions services and adhere to 1915(1) SPA. During the past
fifteen years, GOBH| has been a leader in the delivery of community-based mental health services in
rural Oregon. With mental health providers contracted on a capitated basis to provide mental health
services and sharing risk for expensive acute care and residential treatment services, GOBHI has
successfully encouraged its providers to develop a wide-range of traditional and innovative
community-based services to ensure that the mental health needs of members are assessed early in
thelr development and treated in the most natural, local and appropriate setting. Traditional
community-based services Include: 24-hour crisis assessment and intervention services; psychiatric
assessment and medication management; individual, group and activity therapies; rehabilitative life
skills training services; and case management, Less traditional and innovative community-based
services include: peer delivered services; mentoring; therapeutic foster care; community care
coordination teams; and in-home family therapy and respite services. Additionally, when the need
arises for a service not typically provided by the network, Columbia Pacific’s behavioral health partner
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has contracts already in place for specialty behavioral health providers. Columbia Pacific will monitor
hospital and residential treatment stays, and provide extensive technical assistance to its providers
when it appears they are not acting aggressively enough to ensure timely discharge of adults and
children to treatment in more normative, community settings,

b. Columbia Pacific will work with its providers to develop norms and tools that support evaluation of
possible mental health and substance abuse problems for every service setting, Columbia Pacific will
promote community awareness about the signs and symptoms of mental lliness and referrals, We will
offer providers trainings about tools such as SBIRT - Screening, Brlef Intervention, and Referral to
Treatment - an evidence-based, effective method to intervene in alcohol and drug misuse, Validated
screening tools for depression and anxiety will be made available and their use promoted by all
primary care providers and is a component of a Patient- Centered Primary Care Home, which we
strongly support {as described in Appendix A), Also, we will elicit guidance from the CAP and CAC in
developing strategles to ensure providers incorporate such tools into community standards,
Furthermore, the CAP and CAC will assist with updating and disseminating a current list of mental
health treatment referrals throughout the CCO service area.

Standard #7B — Chemical Dependency Services - See A3.6.aand b

Standard #8 — Pharmacy Services and Medication Management

B.2.8.a Columbia Pacific affiliate, CareOregon, has extensive experience providing prescription
drug benefits following the OHP Condition/Treatment pair guidelines, and is committed to
continuing to provide this benefit.

B.2,8.b CareCregon, a Columbia Pacific affiliate, has a restrictive Medicaid formulary that has
FDA approved drug products in each therapeutic class in addition to including over-the-counter
medications. The formulary includes at least one FDA approved drug for each therapeutic class.
Access to products not on the formulary is managed through a formulary exception process.

B.2.8.c Columbla Pacific will use the contracted pharmacy benefit manager of CareQOregon,
ExpressScripts. CareOregon currently provides prescription drug coverage and access to a
comprehensive nationwide pharmacy network to the members in the proposed service area. We
anticipate no changes to the current processes or formulary upon CCO implementation. All pharmacies
and providers have coples of the formulary, and all updates will also be posted on the CCO website.
Utilization tools such as prlor-authorization, step-therapy, quantity limits, age and drug interaction
edits and other quality interventions will be used and updated regularly, based on reviews by
physician and non-physicians specialists of the latest research,

B.2.8.d Columbia Pacific’s will use its affiliate, CareOregon, to do pharmacy claims processing
that provides real time inquiry and update access through our pharmacy benefits manager. This
system captures the relevant clinical and historical data required for claims payment and
includes appropriate coordination of benefits application. Pharmacy provider reimbursement is
tracked and coordinated from the claims processor regularly.

B.2.8.e Again, Columbia Pacific will use CareOregon PA servic-es, which are done in-house and
accepted via fax 24/7. CareOregon is open 8 AM to 5SPM Monday through Friday and
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ExpressScripts covers after-hours for urgent requests and phone calls from pharmacies or
providers. In addition, ExpressScripts and CareOregon staff will provide emergency supplies of
medication to assist when necessary to provide immediate coverage for urgent medications.

B.2.8.f Columbia Pacific’s affiliate, CareOregon, has negotiated rates that are confidential and
do not exceed -15% of the Average Wholesale Price (AWP) for either retail brand or generic
drugs. Mail order rates do not exceed -20% AWP. All rebates are handled according to State
and Federal regulations or as agreed upon and stipulated by the contract. Dispensing fees do
not exceed $2.00 for either brand name or generic drugs. Generally, mail order prescriptions do
not have a dispensing fee.

B.2.8.g Columbia Pacific’s affiliate, CareOregon, currentiy has contracts with nearly all 340B
pharmacies associated with 340B-qualified entities serving the Columbia Pacific population.
CareOregon will work with pharmacists representing 340B pharmacies within the Columbia
Pacific to optimize 340B utilization, increase membership use of pharmacies eligible to process
340B, and expand best practice in clinical pharmacy services with 340B revenue.

B.2.8.h Medication Therapy Management (MTM) is an integral part of CareOregon’s PCPCH
services and will be used by Columbia Pacific.

B.2.8.i CareOregon provides E-prescribing for providers to utilize with their EMR systems.
Providers can access eligibility, formulary information and patient history. Again, Columbia
Pacific will benefit from this affiliate’s resource.

Standard #9 — Hospital Services

{a) Ensuring access for members. As described in the Access Section, Columbia Pacific will use
an existing, extensive system of primary care providers. These providers aiready have
established referral mechanisms for hospital and specialty services. in cases where Columbia
Pacific mental health centers will become a PCPCH, the Columbia Pacific Medical Director will
work with these providers to establish similar referral patters that meet the community
standard and needs. This backbone of providers will ensure access to PCPCH’s are available
within reasonable distance for routine services, and that required services that do not exist in
the Columbia Pacific service area are available as needed. Columbia Pacific Administration will
ensure that: existing contracts and/or MOU’s between PCPCH’s, hospitals and specialty services
will be maintained and contracts and/or MOU’s with mental health providers, PCPCHs,
hospitals & specialty services are further established, as needed. All contracts and/or MOU’s
will include the scope of services to be provided and policies & procedures for the appropriate
use of the services are secured.

Columbia Pacific will ensure adequacy of coverage for its members by monitoring the
availability of providers statewide and for the Columbia Pacific service area. Columbia Pacific’s
affiliate, CareOregon, will perform a network assessment twice annually to ensure there are
adequate numbers and geographic distribution of primary care, behavioral health, and specialty
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practitioners that meet its members’ needs. CareOregon will monitor practitioner availability
annually against its standards, and initiates actions as needed to improve network access.

Practitioner availability monitoring will be completed for the following provider types within
our network:

1. Family Practice 9. Detox facilities

2. internal Medicine 10. Mental Health

3. Pediatricians 11. Psychiatry

4, General Practice 12, Hospitals

5. Women’s Health 13. Skilled Nursing Facilities

6. OB/GYN : 14. Home Health agencies

7. Specialty care practitioners, {based on 15. Durable Medical Equipment suppliers
high-volume claims) 16. Ambulatory Surgery Centers

8. Alcohol and Drug Treatment Facilities 17. Ambulatory Clinics

CareOregon will arrange for non-network specialty care when providers are unavailable or
inadequate to meet a member’s medical need, If necessary, single case agreements will be
arranged to assure member access to necessary services. The issue of monitoring equal access
for members is described in (b} which immediately follows.

{b) Monitoring and correcting inappropriate use of services Columbia Pacific will build upon the
CareOregon’s CareSupport work, CareSupport receives a daily emergency department census
from hospitals. CareSupport staff then follows up with members on the ED visits and provides
education to members on ED use. This program will be expanded into the entire Columbia
Pacific service area and include ambulance and urgent care/walk-in clinics. Columbia Pacific will
secure services that aliow timely access to ambulance, ED or urgent care use, and from that,
utilize existing motivational interviewing for member education.

(c) Preventable conditions. Columbia Pacific will use CareOregon’s Claims services, which
includes a process to monitor and adjudicate claims for HACs. The claims payment system,
QNXT, automatically-adjudicates claims based on applicable indicators and can stops claims
with a Present on Admission indicator, and the claim is sent to an examiner for review.
Columbia Pacific’s IT system will identify all “CMS never events” and, will not reimburse
providers for such events as per federal and state law. In addition, Columbia Pacific will work
closely with the Oregon Patient Safety Commission to work on a number of other preventable
conditions; encourage active participation in the Commission’s severe adverse even reporting
system; and promote the Commission’s intervention strategies. At a minimum, prevention
activities will Include utilization of the surgical check list, infection prevention tool kit, and guide
to reducing falls.

(d) Readmission Policy. Building upon CareQregon’s current processes, readmissions will be
identified on a dally census report, and reviewed by staff. The reason for readmission will be identified
and analyzed, and then staff will work with discharge planners to assure an appropriate plan. We will
also bulld on CareQregon’s existing readmission policy, which uses Interqual evidence-based criteria
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for every hospital stay, Columbia Pacific will continue to follow this policy. In addition, we will build on
existing transitions programs, such as those members discharged with a diagnosis of congestive heart
failure, to reduce incidence of readmissions.

(e} Innovation and decreasing unnecessary hospital admissions. One of Columbia Pacific’s
guiding principles is Prevention, and realizes a key way to reduce health care costs is to keep
individuals and communities healthy. it is anticipated that the improved care provided by
PCPCH’s will lead to a reduction in unnecessary hospital admissions. One key component of
this improved care will be the assurance of 24/7 access to health care services. Columbia
Pacific will support 24/7 access as needed by providing technical assistance to providers
experiencing problems with this requirement (primarily small practices). Furthermore, CCT’s
wilt closely monitoring high-risk patients and their coordination of care. Also, CCTs will work
with hospital staff on discharge planning on all Columbia Pacific admitted patients to ensure
both a smooth transition and that follow-up care is coordinated and achieved.

Columbia Pacific plans to implement at least two other strategies to reduce hospital admissions
that have been described in previous sections. One is to ensure the assignment of mid-level
providers to long-term care facilities so that patients are more closely supervised than current
practice, and that patients with emerging issues who might require referral services {such as
hospitalization) can be evaluated on-site prior to referral. Similarly, Columbia Pacific plans to
utilize Emergency Medical Services (EMS) to the greatest extent possible - recognizing their
time and scope of practice.

Promoting health equity and reducing disparities. The monitoring approach described above
will do more than simply identify practice pattern outliers, It will also help to ensure that a
culturally and finguistically appropriate care is being provided across the Columbia Pacific.
Because of its commitment to reducing health disparities, Columbia Pacific will conduct further
monitoring and correction activities. In addition to comparing a number of service items across
PCPCH’s, it will also compare these same items across populations groups such as: race and/or
ethnicity; gender; age; severe mental iliness; and disability status. As with other clinical
monitoring activities, the CAP will be actively involved in determining whether there is
inappropriate over- or under-utilization of services, and in making suggestions for corrective
action, '

Section 3 - Assurances of Compliance with Medicaid Regulations and Requirements

Columbia Pacific’s affiliates both have policies and procedures that address all fourteen {14)
Assurances listed in Appendix B — Provider Participation and Operations Questionnaire. The
affiliates will blend existing policies in order to continue to achieve the participation and
provider assurances they can currently provide. These policies and procedures are consistent
with the requirements set forth in 42 CFR, the Oregon Revised Statues and Administrative
Rules. Upon development the policies and procedures will be reviewed by Columbia Pacific’s
CAP, who will verify accuracy, and provide to the board for final approval.
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Appendix € — Accountability Questionnaire
Columbia Pacific Coordinated Care Organization, LLC
June 11 Resubmission — Additional Information Highlighted in Red

C.1 Accountability Standards

C.1.1.a Columbia Pacific recognizes transformed systems of care require a workforce fully
trained to use measurement in their daily work as a way to continuously improve outcomes,
constantly fine tuning workfiows, eliminating waste, and developing entirely new processes to
get better outcomes, Both GOBHI and CareOregon, Columbia Pacific affiliates, in their current
roles as an MHO and MCO, collect and report a variety of quality measures related to the
delivery of mental health and physical health services to their members. Measurement data is
primarily drawn from encounter data claims and consumer satisfaction surveys and is
supplemented by consumer complaints and grievances, adverse incident reports, and regularly
scheduled provider site reviews,

During its first year as a CCO, Columbia Pacific will expand this system to include additional
measures as follows:

s Member/patient experience of care, using the CAHPS or a similar instrument;

e Health and functional status among enrollees, by member survey and provider reports;

+ Rate of tobacco use among enrollees, by member survey and provider reports;

» Obesity rate among enrollees, by member survey and provider reports;

¢ Qutpatient and ED utilization, by encounter data analysis;

* Potentially avoidable ED visits, by encounter data analysis; .

¢ Ambulatory care sensitive hospital admissions, by encounter data analysis;

e Medication reconciliation post discharge, by encounter data analysis;

s All-cause readmissions, by encounter data analysis;

e Alcohol misuse — screening, brief intervention, and referral for treatment, by encounter
data analysis;

s Initiation & engagement in alcohol and drug treatment, by encounter data analysis;

* Mental health assessment for children in DHS custody, by encounter data analysis;

* Follow-up after hospitalization for mental illness, by encounter data analysis;

o Effective contraceptive use among women who do not desire pregnancy by member
survey;

¢ Low birth weight, by encounter data analysis and provider reports;

o Developmental screening by 36 months, by encounter data analysis and provider
reports;

e Planning for end of life care {documentation of wishes for members 65+), by member
survey;

¢ Screening for clinical depression and follow-up, by encounter data analysis, provider
report and member survey;

¢ Timely transmission of transition record, by provider survey;

e Care plan for members with Medicaid-funded long-term care benefits, by provider
report and member survey; and
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e Such additional quality metrics as may be required by OHA or recommended by
Columbia Pacific’s CAP.

In addition, Columbia Pacific will develop and implement procedures for tracking and reporting
the following CMS transparency measures:;

s Flu shots for aduits 50-64;

e Breast and cervical cancer screening;

e Chlamydia screening;

o Elective delivery & antenatal steroids, prenatal and post-partum care;

e Annual HIV visits;

e Controlling high biood pressure, comprehensive diabetes care;

o Antidepressant and antipsychotic medication management or adherence;

¢ Annual monitoring and for patients on persistent medications;

¢ Childhood & adolescent immunizations;

o  Well child visits;

» Appropriate treatment for children with pharyngitis and otitis media;

s Annual {HbA1C) testing for average blood sugar level;

¢ Utilization of dental, emergency department {ED) care {including ED visits for asthmay};

* Pediatric central line-associated bioodstream infection events (CLABSI);

¢ Follow up for children prescribed ADHD medications;

e |mprovement in housing (adults);

¢ Improvement in employment {(adults);

s Improvement in school attendance {youth);

¢ Decrease in criminal justice involvement {youth};

e Time from enrollment to first encounter and type of first encounter {urgent or non-

urgent, physical, mental, etc.; and
¢ [nitiation and engagement of mental health treatment.

C.1.1.b The use of HEDIS and CAHPS survey results will be evaluated as part of the total quality
measurement and reporting system,

C.1.1.c Columbia Pacific will build on the current quality improvement plan developed by CareOregon
and approved by DMABP. The starting paint for the CCO will be to achieve those standards that retain
CareOregon NCQA Commendable Accreditation status. We will also build on existing HEDIS and CAHPS
medsures, and have identified a target of 75" national percentile to achieve for this CCO and all CCOs
In which CareOregon is participating.

The focus is on improvement. Current primary care medical home payment incentives are based on
certain HEDIS measures, and have specific improvement targets for clinics to achieve. The goal for the
CCO is to meet target standards (75" percentile) and encourage clinics to work on those measures that
achieve the Triple Aim. Engaging clinics in this process is critical, which is why we will support
improvement efforts through training and technical assistance,

Further, we look forward to working with the CAP to identify strategles to implement best practices,
and identify heaith outcome priorities consistent with CCO statewide goals. The Columbia Pacific Chief
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Medical Officer and staff will be respansible for providing information on quality improvement
activities to the governing board, CAP, providers, and OHA.

C.1.1.d Columbia Pacific will share information drawn from ongoing encounter data claims
reports, quality assurance and improvement audits of providers, consumer satisfaction surveys
and other sources of information with its providers and subcontractors. This information will
be made available directly to providers in written or electronic form, to Columbia Pacific Board
of Directors.

Columbia Pacific is committed to transparency, sharing perfarmance information from an even
wider variety of sources, including community needs assessments, quality and compliance audit
results, and healthcare provider performance measures, with its Board, CAP, providers and
covered members.

C.1.1,e Columbia Pacific will build upon the work of its affiliates to assure culturally and
linguistically communication strategies and work with the CAC to assure meaningful and quality
materials for all its members. All materials will be available in multiple languages, including
Braille, and written in such a way to promote member engagement, and identify who members
should address their questions to. All materials wilt be available in multiple formats — printed
copy, audio, and via the web.

CareOregon and GOBHI will design a system of shared standards and hold sub-contracted
organizations accountable to policies and behaviors that will result in the most culturally
competent Member communication strategy across all networks of providers. Cultural
competency thought leaders from the catchment area and beyond, members of the CAC and
CAP, and the Columbia Pacific staff will work together to implement a systemic strategy for
cultural competence including sharing performance information with members.

C.1.1.f Columbia Pacific will establish alternative payment mechanisms and other types of
incentives for the achieving quality and performance goals; building on the work of its affiliates.
Since Columbia Pacific’s application is based on a decentralized model that emphasizes local
control of healthcare delivery and dollars, we anticipate that the nature of these incentives will
vary widely across the Columbia Pacific region, as least at first, with a general tendency toward
a more homogenous system of incentives base on accumulating experience of what works.

Columbia Pacific expects that incentives and alternative payment mechanisms for improving
quality of services and service outcomes will include many of the following strategies:

e Returning savings in the cost of acute care, achieved through earlier and more effective
intervention with of a broad, well-coordinated array of community-based health care
services, to the community for reinvestment in local prevention and treatment services;
and

¢ Providing incentive bonuses for communities and practices that meet high standards for
ease of access, positive clinical outcomes, low re-hospitalization rates, and consumer
satisfaction.
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C.1.1.g Columbia Pacific will utilize the experiences and strengths of its affiliates, GOBHi and
CareOregon, to collect the accountability measurement data OHA requires. Columbia Pacific
will utilize information technology professionals and specialists capable of gathering,
maintaining, analyzing and reporting findings from a variety of data sources not connected with
claims processing, including survey results, clinical outcome measures and community health
indicators.

Section 2 — Quality Improvement Program

C.2.1.a. Building on the existing strengths of its affiliates, Columbia Pacific will assure a quality
improvement program responsible for:

1. Monitoring overall clinical performance using standard metrics (e.g. HEDIS) and overseeing
initiatives to promote improvement;

2. Monitoring and improving accessibility and availability of clinical care services;

3. Ensuring that those with exceptional needs and individuals at risk for poor outcomes are
provided appropriate supportive resources;

4, Establishing evidence based standards of care and clinical practice guidelines;

5. Monitoring, evaluating and responding to episodes of poor quality care cr plan service;

6. Ensuring that members are provided relevant information in a culturally and linguistically
appropriate manner;

7. Maintaining an up to date credentialing and recredentialing process of providers and
organizations;

8, Assuring high member satisfaction with health care delivery, including plan functions, to
ensure it is Member and community centered;

9. Aligning efforts with community and State quality improvement initiatives;

10. Providing oversight of all delegated relationships;

11, Assuring the appropriate use of plan resources and adherence to OHP benefit design; and

12. Promoting integration with other clinical and social service providers

Recognizing that health outcomes are significantly driven by non-medical, social issues,
Columbia Pacific will develop a broader quality improvement framework in alignment with the
CAP and CAC,

C.2.1.b Columbia Pacific proposes a decentralized system of local CCOs, each linked in and
supported by regional risk-sharing arrangements. In keeping with this model, each Columbia
Pacific county will develop a community advisory council and other committees mirroring the
requirements set for CCOs by the OHA, The Columbia Pacific’s CAP consisting of providers,
members, and others from throughout the service area will work together to monitor and
improve the quality of healthcare services throughout the region. The CAP will review site
reports, complaints, critical incident reports, access and utilization data and make
recommendations to the Governing Board for improving services, developing annual quality
improvement plans and monitoring their implementation and results. The CAP will meet
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regularly to align these findings regarding social needs from the community assessment and the
areas found to need clinical improvement to develop more effective solutions leveraging the
knowledge and assets of both groups. Work groups will be created to develop interventions
and monitor progress.

C.2.1.c Alignment of the Quality Plan with the transparent metrics by which the partners
monitor each other’s use of scarce resources means that quality is a central part of our business
strategy. Meeting at least quarterly, and with input from providers, consumers and other
stakeholders, CAP will develop a quality plan, including definitions of and processes for
collecting data on measurable key indicators of community health, access, quality of services,
and outcomes. The quality plan will be submitted to both the Governing Board for approval.
Once approved, the implementation of local quality plans will be overseen CAP, which will
report progress toward plan goals on a quarterly basis.

Columbia Pacific is committed to transformational initiatives to produce better outcomes at
lower cost, as well as identifying providers who produce the highest quality outcomes at the
lowest cost — reflecting the central premise of the Triple Aim. The Quality plan is therefore an
integral part of the business plan and will be reviewed on an ongoing basis as part of regular
business reviews.

C.2.1.d. CAP and CAC efforts wiil involve members and community based organizations in the Ql
program. Beyond the development of regional and community specific initiatives, this joint
effort will ensure further consumer and community input into the programs being developed
for clinical practice. Consumer advisory panels, focus groups, and input at the practice level,
which already exists in some of the practices serving the Medicaid population {e.g. FQHCs), will
also be encouraged so that local improvement efforts receive maximal community input as they
are implemented, Columbia Pacific will also utilize the Community Health Needs Assessment as
aresource to help inform the Quality Improvement program, It will also draw input from
practitioners and culturally diverse community based organizations and leaders,

C.2.1.e Performance metrics will be regularly evaluated to see if there are specific sub-
population disparities. Results will be reported to the central CAP as part of the yearly Quality
Improvement Work Plan review.

C.2.1.e Columbia Pacific is committed to ensuring that all members have equal access to all
levels of healthcare, regardless of age, race, ethnic background, religious or sexual preference
gender identification. All performance measures and indicators, including but not limited to,
gase of access, utilization of services, referral to specialties, clinical outcomes and user
satisfaction will be reported by age group, ethnic, racial and/or cultural category, and primary
language of the member. Columbia Pacific staff will analyze this data and present findings to
the board of directors and the CAP. When inequities in healthcare utilization and/or outcomes
are apparent, the CAP will recommend corrective actions to the board of directors. The CAP
will monitor the implementation of appropriate corrective actions and report findings to the
hoard of directors.
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€.2.1.f Columbia Pacific will build primarily upon the quality infrastructure of its affiliate, CareOregon.
Columbia Pacific will identify issues related to compliance and regulations through the
following: (1) member complaints; {2) credentials and recredentials process; (3) utilization or
coding patterns identified through plan data; and (3) ongoing monitoring of provider
activities through provider service staff contact . If concerning trends or specific activities are
revealed through any of these means, quality improvement staff contact the provider to
gather information, then It is reviewed by the Chief Medical Officer, who will use the existing
CareOregon committee structure for input to ensure consistency across the service area across
the network. The quality improvement committee structure includes the following:

Quality Improvement Management Committee

-s  Develops and provides oversight and direction for the implementation of Quality related
initiatives in the CareOregon strategic plan. Reviews and recommends approval of the
annual Quality Improvement and Utilization Management evaluations and program
descriptions

o Establishes and monitors plan-wide quality metrics

s Provides oversight and direction to the various Ql committees by dassessing committee
specific information

s Makes final de-delegation decisions for specific delegated entities

s Meets and exceeds regulatory and accreditation agency standards

Credentialing Committee
«  Evaluates healthcare professionals’ initial credentialing applications based on established

criteria

¢ FEvaluates organization/facillty initial credentialing applications based on established
criteria

o Fvaluates healthcare professionals’ recredentialing applications based on established
criteria

e Evaluates organization/facility recredentialing applications based on established criteria

» Approves credentialing and recredentialing applications with and without exceptions

« Approves organization/facllity credentialing and recredentialing applications with and
without exceptions

o Makes recommendations to the Network & Quality Committee of the Board of Directors
regarding healthcare professionals’ and facilities’ participation on the CareOregon panel
in the event of an adverse action for applicants

s Reviews and approves policies and procedures that directly relate to the credentialing
decision-making process

«  Reviews results of internal audits on a regular basis

Delegations Oversight Committee
«  Reviews pre-delegation assessments for contracted entities and has the authority to make
the following determinatlons:
®  Approve assessment
= Request corrective plan from delegate
= Make recommendation to QIMC regarding denial of delegation
+  Reviews and approves documents related to delegation oversight
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Makes on-going delegation decisions for delegates based on review of annual reports and
audits and has the authority to make the following determinations:
u  Approve assessment
v Request corrective action plan from delegate
" Make recommendation to QIMC regarding denial of delegation
Establishes de-delegation and performance thresholds for delegated entities -
Identifies opportunities for Improvement
Defines and implements corrective action plans when warranted
Ensures adequate resources are available to provide delegation oversight
Makes policy recommendations regarding delegation oversight

Pharmuacy & Therapeutics Committee

Develops, regularly reviews and revises the CareOregon drug formulary to be consistent
with evidence-based clinical practice and requirements of the Oregon Health Plan
Develops, regularly reviews and revises the Health Plan of CareOregon drug formulary to
be consistent with evidence-based clinical practice and requirements of CMS

Assists with development and appraisal of drug utilization review (DUR) programs

Assists with development and appraisal of the Medication Therapy Management Program
Develops, regularly reviews and revises prior authorization, step-edit, quantity limit and
other clinical edits to ensure that they are clinically appropriate

Reviews pharmacy utilization; Identifies trends and recommencdls and monitors
improvement projects das appropriate

Peer Review Committee

Reviews aggregate provider-specific complaints and takes action as appropriate
Reviews provider-specific performance information (such as sentinel events and dadverse
outcomes)

Reviews results of office site assessments done as a result of member complaints and
muakes recommendations '

Defines and implements provider-specific corrective action plans

Monlitors progress against provider-specific corrective action plans

Recommends de-credentialing of specific providers to the Credentialing Committee

Quality Improvement Committee

RFA 3402

Reviews population analysis and establishes priorities for projects involving clinical
aspects of care to ensure that they address high risk/high volume areas
Decision-making authority for CareOregon medical policies relating to benefit
management
Decislon-making authority to review new technology assessments and new uses of
established technologies and make recommendations regarding coverage of the
technalogy
Reviews utilization data Including but not limited to referrals, authorizations, inpatient
utilization, appeals and identifying trends
Establishes performance standards
Reviews and analyzes data as it pertains to quality improvement initiatives including:
" Preventive health initiatives
&  Health education programs
»  Programs for members with chronic conditions
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= [Initiatives that focus on patient safety, health disparities, cultural competency,
and health literacy
v Makes recommendations for change or interventions based on results of data
= Monitors for the effectiveness of changes
s Reviews and approves practice guldelines
= Service Quality Committee
¢ Reviews and analyzes data from multiple sources including but not limited to:
= Consumer Assessment Health Plan Survey (CAHPS)
v Aggregate member complaint reports
= focus groups
v Aggregate appeals reports
= Provider satisfaction surveys
¥ Aggregate provider complaint reports
= Member Focus Groups
»  Member Surveys
e ldentifies areas for improvement and testing
o Monitors results against established targets
« Implements and monitors a systematic and ongoing process to obtain member input
¢ Recommends improvements to the QIMC

Upon thorough review of information received, the quality improvement staff will contact the provider
to determine next steps, which may include specific corrective action, or ongoing monitoring, or
recommendations for improvement. We will expand upon this current process to include the CAP and
other local clinical criteria to ensure that we are both applying standards consistently and engaging
local providers in these activities,

€21g

Treatment planning protocol review/revision/dissemination and use with evidence based
guidelines '

Responsibility for quality is local, and Columbia Pacific’s primary approach to Ql involves
applying the region’s resources in support of local quality improvement efforts.

Customer satisfaction: clinical, facility, cultural appropriateness

At the regional level, Columbia Pacific will conduct surveys of customer satisfaction, including
but not limited to satisfaction with clinical services and outcomes, access to welcoming
facilities, and cultural appropriateness of clinical relationships and services;

Fraud and Abuse/Member protections

The Ethics and Compliance Program of the Columbia Pacific will address all the criteria
contained in the Federal Sentencing Guidelines. it exceeds the standard for such programs in
most managed care organizations that only address Medicaid fraud, waste and abuse by
identifying and prioritizing ail of its significant risk exposures and, consistent with the
availability of organizational resources, providing guidance for the development of action plans
to address the highest priority risks. While the existing Program addresses the risks associated
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with the provisiocn of mental health services, it will be expanded to include physical health,
substance abuse and dental care risks.

The Program will also include an active auditing and monitoring program to assure
organizational leadership of compliance with all relevant laws, contractual obligations and
company policies, procedures and standards of conduct. Columbia Pacific will audit and
monitor providers for compliance with all applicable state and federal regulations, and report
to appropriate authorities issues related to possible healthcare fraud, waste or abuse and
monitor providers to ensure that member rights and protections are respected, providing easy
ways for members to express grievances, report misbehavior, and obtain assistance in resoiving
problems, and ensuring that incidents of abuse are reported to appropriate authorities. Where
issues are identified, Columbia Pacific provides technical assistance, with providers from a
neighboring county, having dealt with similar issues, being calied on to provide the advice.
Columbia Pacific’s clinical advisory panel will play a central role in promoting evidence-based -
practice guidelines, and for recommending incentives for their wider adoption within the
region.

The key to well-coordinated care is communication, Columbia Pacific’s emphasis on local
control of healthcare dollars ensures that communication starts at the local level, in the places,
the communities, where its members live. In a variety of ways, members are encouraged and
expected to participate in local and regional decision-making bodies (e.g., governing members,
community advisory boards, quality improvement committees, consumer caucuses). Those
who use heaithcare services know quality when they experience it, and Columbia Pacific will
regular reach out to its membership to assess their satisfaction. Input from all these sources
will inform Columbia Pacific’s quality improvement efforts.

C.2.2, Clinical Advisory Panel ,
C.2.2.a Yes, at least one representative of the CAP will be part of the Columbia Pacific governing
board. {See A.1.2.} :

€.2.3. Continuity of Care/Outcomes/Quality Measuras/Costs
C.2.3.a. Columbia Pacific is committed to Improving member cutcomes. Some strategies that
will be deployed include:

1. Benefit management, including prior authorizations, to assure that services provided
Members meet effectiveness criteria as defined by the Prioritized list and current clinical
standards of care;

2. Evidence based formularies and medication therapy management;

3. Concurrent review processes to assure acute care services meet established standards
for appropriateness;

4.  Quality reporting for program improvement and provider profiling;

Care Coordination and case management for members with exceptional needs or

increased risk or at transitions of care;

w

RFA 3402 Accountability Questionnaire Page 9 of 11




Appendix C Columbia Pacific Coordinated Care Organization, LLC

6.  Establishment of evidence based guidelines and performance targets for clinical
practice; '

7. Complaint monitoring and creatlon of corrective action plans;

8. Member education programs to promote wellness and optimal chronic disease
management;

9. Fraud and abuse monitoring; _

10. Feedback of actionable data to providers; and

11. Quality performance incentives,

C.2.3.b As noted previously, once the OHA has defined the CCO required quality measures,
Columbia Pacific will assess what further metrics are desirable and feasible in order to assure
progress towards improved outcomes.

C.2.3.c Care Oregon currently has member education and engagement programs to promote
weliness and health improvement. Columbia Pacific will build on those existing programs and
leverage the synergy between the Community Advisory Committee and Clinical Advisory Panel
to work with community service organizations and develop strategic plans to improve member
engagement in wellness and health improvement. This could include the development of
incentive programs to improve compliance with preventive measures or improve participation
in health improvement activities such as smoking cessation, medication adherence, etc. We will
also be working closely with our network of Patient Centered Primary Care Homes to support
provider initiatives addressing wellness and health improvement, This includes alternative
payment methodologies and indirect support such as technical assistance.

C.2.3.d Columbia Pacific will build upon CareOregon and GOBHI’s established capacity to collect
and report encounter-based quality data as well as experience using this data to monitor and
improve performance henchmarks and we are working on systems to better leverage data from
electronic health records across the service area to improve patient care,

C.2.3.e Some key strategies to imprave patient care outcomes, decrease duplication of service and
make costs more efficient include:

e [dentify priorites: Coordination of local Cammunity Needs Assessment by a diverse group
of providers and consumers (CAC) to identify health Improvement priorities and
commitment to work across the community on the shared priorities to achieve enhanced
collective Impact and population health improvements.

s Fund projects: We will fund community-based projects that address short and long-term
opportunities to achieve the Triple Aim (cost, outcomes, experience) and will fund those
projects that have the most potential to achieve all three aims.

o Support improvement: Technical support for new projects and maturing PCPCHs so that
PCPs and other organlzations wilf have the needed skills and tools to better manage
patient panels,

C.2.3.f. Columbia Pacific will draw upon the experience of CareOregon, and its behavioral health
partner GOBHI, to build on existing processes. For example, CareOregon has policies and procedures
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for prior authorization of services. That policy currently does not require a referral for most services,
but does prior authorize certain services such as DME and PT, as well as surgeries and certain
procedures, The Chief Medical Officer leads an ongoing review of these services and those palicies to
ensure that the authorization criteria are appropriate. A high approval for a service requiring
autharization {(more than 90%) would lead to evaluation of the need for that service to be authorized
ongoing. Another example is the policy for enrolling recently discharged members in care
coordination. A high readmission rate in a certain diagnostic category would initiate review of the
policy to determine whether that diagnosis should be added to automatic enrollment in care
coordination,
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Appendix D Columbia Pacific Coordinated Care Organization, LLC

Appendix D — Medicare/Medicaid Alighment Demonstration Questionnaire
Columbia Pacific. Coordinated Care Organization, LLC

D.2.1 Describe the Applicant’s approach to be able to provide Medicare benefits to dually eligible
Members by January 1, 2014, Include:

D.2.2.a.CareOregon has operated a Medicare Advantage program since 2006. Our dual-eligible Special
Needs Plan (SNP}, CareOregon Advantage Plus, has more than 7,000 members, and includes the
following Columbia Pacific CCO countles in its service area: Columbia and Clatsop.

More than 90% of CareOregon Advantage members receive both Medicare and Medicaid
services through CareOregon. Members have a single local phone number, with specizaiized
staff, to answer any questions they have regarding the complex set of Medicare parts A and B,
Medicare Part D, and Medicaid benefits. Our care management staff has extensive experience
working with individuals who have both Medicare and Medicald coverage. More than 50% of
our SNP members are younger than age 65, and many have multiple chronic conditions, that
include both physical and mental health.

D.2.2.b.CareQOregon already has a contract in place with CMS for individuals who have Medicare and

Medicaid. The timeline for expanding its provider network includes the folidwing:

* November 2012 — Submit Letter of Intent to CMS to expand the CareOregon Advantage
service area to Tillamook, Hood River, Wasco, and specific zip codes of Douglas County.

s February 2013 — Complete all necessary contracting and submit geographic access maps to
CMS as required.

s June 2013 — Submit the 2014 bid to CMS5 to include the new counties in its service area.

s September 2013 - Receive final approval from CMS.

o October 2013 — Begin marketing activities in the new counties.

D.2,2,c. CareOregon has participated in the statewide CCO dialogue regarding integration of Medicare
and Medicaid services through the CCO Medicare/Medicaid Work group and the ongoing DMAP
Medicare/Medicaid Work Group. CareOregon is committed to working with the state to
participate in the CMS Medicare/Medicaid alighment Demonstration. We are enthusiastic
about the opportunities the Demonstration brings in terms of better alignment of both
programs to benefit the member, If the state does not pursue that option, CareOregon
Advantage would continue its current contract with CMS as a Medicare Advantage plan.

RFA 3402 Medicare/Medicaid Alignment Demonstration Questionnaire Pagelofl




