
 

 

Oregon Health Policy Board 

AGENDA 
January 18, 2011 

Double Tree Hotel Portland 

1000 NE Multnomah Street 

Portland, OR 97232 

Weidler/Broadway Rooms 

9:00 AM to 4:00 PM 

 

# Time Item Presenter 
Action 

Item 

1 9:00 

Welcome, call to order and roll 

Action item:   

Consent agenda 

12/14/10 minutes 

Chair X 

2 9:05 

 

Director’s Report 

 

Bruce Goldberg  

3 9:15 

 

Legislative Update 

 

Amy Fauver  

4 9:45 

 

Medicaid 101 

 

Jeanene Smith  

 10:15 Break   

5 10:30 

 

Strategic Planning for 2011: 

Where we’ve been 

Where we’re going 

How we’re getting there 

 

 

Tina Edlund 

 

 

 

 12:00 Break for lunch      

6 1:00 2011-2013 Budget Issues Bruce Goldberg  

7 1:30 
Using the State’s Purchasing Power: 

Coordinating with PEBB, OEBB, Medicaid 

 

Chair 

Group breakout discussions 

 

 

8 3:30 Summary and Next Steps Chair  

9 4:00 Adjourn Chair  

 

Next meeting:  

February 8, 2011 

1 pm to 4:30 pm 

Market Square Building 





Oregon Health Policy Board 
DRAFT Minutes  
December 14, 2010 

Market Square Building 
1515 SW 5th Avenue, 9 th floor 

Noon – 5:00pm 
 
 

 

Item 

Welcome and Call To Order 
Chair Eric Parsons called the Oregon Health Policy Board (OHPB) meeting to order.  All Board members 
were present.  Oregon Health Authority (OHA) staff members present were Bruce Goldberg and Tina 
Edlund. 
 
Consent agenda –  
Minutes from November 9 and 16, 2011 Meetings 
The November 9 and 16, 2010 minutes were reviewed.  
 
Reports 
Incentives and Outcomes Committee Report  
Medical Liability Taskforce Report 
Public Employers Health Purchasing Committee Report 
Workforce Committee Report 
 
All items on the consent agenda were approved by unanimous voice vote. 
 
The Chair noted that the next meeting was planned for January 11, 2011, which creates a conflict for 
some Board members and January 18, 2011 was suggested as an alternative. 
Director’s Report – Dr. Bruce Goldberg 

� Dr. Goldberg reported that OHA has been busy with the governor’s transition, as well as the 
transition to two agencies. 

� The budget continues to require attention. 
� The quarterly rebalance is due to the Legislature, and at this point, the OHA budget is very 

close to balanced. 
� Staff numbers continue to diminish through attrition and the hope is that soon the hiring 

freeze will be lifted. 
���� The Board asked that the Director’s Report include revenues and expenditures on a monthly or 

quarterly basis in 2011. 
Value-Based Benefits Package: Focus Group Results Present ation – Carol Foley and 
Jeanene Smith 

� This study was designed to explore the feasibility of implementing value-based benefit design to 
see if there is interest from consumers and to explore the best way to communicate concept to 
employers and consumers. 

� Overall, the package was appealing to consumers.  They liked the emphasis on wellness 
and wanted greater emphasis on diet and nutrition.   

� The benefits and tiers were seen as complicated and the group felt that significant 
education and communication would be required. 

� Although participants had reservations about features, they were very interested in a 
program that reduced costs. 

� For insurers, the interest has so far been low.  Structuring tiers by procedure or diagnosis is 
manageable, but together would be a complicated design to administer.  The administrative impact 
is thought to be significant. 

This presentation can be found here. 
� The Board asked about the public’s level of understanding of the idea of value-based benefits 

packages.  Carol replied that most people felt that a chance incident, like a broken arm, would act 

http://www.oregon.gov/OHA/OHPB/meetings/2010/101214-hiex-vbbd.pdf
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as a penalty because it would require a higher tier treatment.  They could not reconcile that the 
benefit of lower tier preventive treatments outweighed the risk of possibly requiring a higher tier 
treatment because of an accident or cancer. 

� The Board felt that the burden of education should fall to the insurers. 
� The Board asked if anyone was currently offering value-based benefit plans.  Jeanene replied that 

OEBB rolled one out in October and hadn’t had as much dissention as they thought there would 
be.  ODS is offering a less complex design to their employees. 

Discussion on the Health Insurance Exchange: Legisl ative Concepts and Direction – Nora 
Leibowitz and Barney Speight 

� Areas of prior OHPB Agreement 
� Specify measures to ensure Exchange is accountable 
� Organization with a strong public mission  
� Exchange should have a governing board 

This presentation can be found  here. 
� The make up of the governing board was of concern to the Board. 

� They wanted to make sure that people with valuable experience were not excluded 
because they worked for a company that would benefit from the exchange. 

� They also wanted to be sure that they provided clear guidance to the Legislature, who will 
ultimately decide the make up of the governing board. 

 
The Board unanimously voted to adopt the legislativ e concept. 
The Health Insurance Exchange: Business Plan for a Sole Market Scenario –  Bill Kramer 
and Nora Leibowitz 

� Original analysis of the Health Insurance Exchange assumed a dual market; this analysis assumes 
a single market. 

This presentation can be found here. 
� The Board asked about the possibility of unintended consequences of a dual versus single market 

exchange. 
� Nora answered that when they assembled a panel of experts, the experts said that it could be 

difficult to ensure quality plans are offered in the Exchange if it is only a single market.  If insurance 
companies can offer plans outside the Exchange, it is easier to turn them away from the Exchange 
because their plans are not good enough.  If all insurance is offered through the exchange, it 
becomes politically difficult for a government to turn away a provider because they have no other 
opportunity to present their plans to consumers. 

� Bill recommended setting up the Exchange as a sole market because he felt it would be stronger 
and be a more effective vehicle for institutional change than a dual market. 

Break 
Discussion on the Oregon Health Action Plan, For Re view and Approval – Gretchen 
Morley 

� Foundational Strategies for Action 
� Spend health care dollars in a better way to lower costs. 
� Focus on prevention. 
� Improve health equity. 
� Make it easier for Oregonians to get affordable health insurance and quality care. 
� Reduce barriers to health care. 
� Set standards for safe and effective care. 
� Involve everyone in health system improvements. 
� Measure progress. 

This presentation can be found here. 
� The Board requested changes to the document, including putting the scorecard back in and 

rewording language to make it clearer. 
 
The Board unanimously voted to adopt the Action Pla n with the proposed changes. 

http://www.oregon.gov/OHA/OHPB/meetings/2010/101214-act-pln.pdf
http://www.oregon.gov/OHA/OHPB/meetings/2010/101214-hiex-sm.pdf
http://www.oregon.gov/OHA/OHPB/meetings/2010/101214-hiex.pdf
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Budget Discussion and Follow-Up On Governor-Elect K itzhaber’s Comments – Bruce 
Goldberg 

� Dr. Goldberg presented information on what has taken place since the Governor-Elect came 
before the Board and what’s occurring in the transition, particularly around the health care budget. 

� The biggest change is that we must live within the dollars that are available and change what we 
do with them rather than doing less. 

� The approach to the budget is to manage the Triple Aim, manage to a fixed budget, integrate 
services, and enforce regional accountability for cost and outcome. 

This presentation can be found here. 
� The Board emphasized their desire to look out ten years into the future instead of just a biennium.  

Dr. Goldberg responded that we must set up something in the next biennium that can be sustained 
into the future. 

Public Testimony 
 
Betty Johnson – Mid-Valley Health Care Advocates 
Ms. Johnson advocated for a public health plan as a way to motivate major changes to the quality and 
cost of health care in Oregon. 
 
Jim Hauser – Co-Owner, Hawthorne Auto Clinic and Co-Chair of Oregon Small Business Council 
Mr. Hauser spoke of the challenges small businesses face in providing health insurance to their 
employees.  He urged the Board to empower the Exchange to enable combined purchasing power of 
small employers. 
 
Sandra Hernandes and Maria Lasso – THE-TREE Institute 
Ms. Hernandes urged the Board to enable the Exchange to include everyone in Oregon, regardless of 
documentation status, particularly children. 
 
David Green – Member, Oregon Consumer Survival Coalition 
Mr. Green spoke of the need for simpler information for those in the addictions and mental health 
community, as well as more conversation between consumers and survivors and OHA and the Addictions 
and Mental Health Division. 
Adjourn  4:45pm 

 
Next meeting:  
January 18, 2011 
8:00am – 5:00pm 
Double Tree Hotel 
1000 NE Multnomah Street, Weidler/Broadway Room 
Portland, OR 97232 

http://www.oregon.gov/OHA/OHPB/meetings/2010/101214-budget.pdf




 

 

Monthly Report to 

Oregon Health Policy Board 

January 18, 2011 

 
Bruce Goldberg, M.D. 

 

 

PROGRAM AND KEY ISSUE UPDATES 

 

Governor Kitzhaber Sworn into Office 

On Monday, January 10 Governor John Kitzhaber was sworn into office for his third term.  The 

Governor has already put together a Health Care Budget Transition Team, co-chaired by myself 

and the Health Policy Board’s Mike Bonetto.  The Team has been asked to develop 

recommendations for ways to reduce the size of the state health care “cut” in order to sustain 

our system in the first year of the biennium, as well as constructing strategies to develop and 

implement a more efficient and effective system in the second year of the biennium and 

beyond.   Lot’s more about this on Tuesday.  

 

Healthy Kids Program 
 

Enrollment 

Through December, just over 73,000 more children have been enrolled into Healthy Kids. 

•         This is 91% of our goal of 80,000 more children and a 27% increase in enrollment 

since June 2009 (baseline). 

•         Just over 3,400 children are now enrolled in Healthy KidsConnect. 

•         See the chart below for a more detailed look at Healthy Kids enrollment. 
 

Federal Performance Bonus Award 

• Oregon was awarded a $15 million performance bonus for streamlining its 

application and eligibility process and exceeding federal targets for Medicaid 

enrollment in FFY 2010. 

• Out of 15 states that received an award, Oregon’s was the fourth highest, which 

given our small population size is a significant achievement. 

 
New Application 

• The new application, developed with the Center for Health Literacy, has now rolled 

out across the state.  
• The new application simplified the form's language as well as incorporating recent 

policy changes.  It also includes an easy-to-read checklist of materials and paperwork 

that is required upon submittal, along with aesthetic upgrades.  
• Anecdotal reports from eligibility staff indicate that the new application and policy 

changes should significantly reduce the rate of pended applications (those put on 

hold pending further information). 
 



 

 

 

 

OHP Standard 
 

• As of November 15, 2010, total enrollment in OHP Standard is now 56,505.  Total 

enrollment in all OHP/Medicaid programs is 585, 617. 

• The 2009/2011 biennial goal is to have an enrollment of 60,000 people in the OHP 

Standard program by June 30, 2011. 

• There have now been fourteen random drawings to date.  The last drawing was on 

December 15, 2010 for 10,000 names.  The next drawing will be on January 12, 2011, for 

2,000 names.   

 

Thank You 

I want to take this opportunity to give a huge thank you to Board Members and to all of the 

Committee and Task Force members that have played such a vital role in this process.  Their 

effort and deliberation on a wide range of health policy issues is what enabled the Health Policy 

Board to take clear, decisive, and timely action on this huge step towards health care reform in 

Oregon.    

 

We begin planning our work for the new year on Tuesday.  

 

 

Upcoming 

 

Next OHPB meeting:   

Tuesday, February 8, 2011 

Location: Market Square Building 
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2011 Legislative Committees 

 

Oregon Health Policy Board,  
January 18, 2011 

SENATE COMMITTEES  
 
Business, Transportation and Economic 
Development  

Lee Beyer, Chair  
Jason Atkinson, Vice Chair  
Chris Edwards  
Ginny Burdick  
Bruce Starr  
Fred Girod  

 
Education and Workforce Development  

Mark Hass, Chair  
Frank Morse, Vice Chair  
Chip Shields  
Suzanne Bonamici  
Larry George  
 

Environment and Natural Resources  
Jackie Dingfelder, Chair  
Alan Olsen, Vice Chair  
Mark Hass  
Floyd Prozanski  
Chuck Thomsen  

 
Finance and Revenue  

Ginny Burdick, Chair  
Frank Morse, Vice Chair  
Mark Hass  
Chris Telfer  

 
General Government, Consumer  
And Small Business Protection  

Chip Shields, Chair  
Larry George, Vice Chair  
Rod Monroe  
Suzanne Bonamici  
Brian Boquist  

 
 
 
 
 
 
 
 

 
 
Health Care, Human Services and Rural 
Health Policy  

Laurie Monnes Anderson, Chair  
Jeff Kruse, Vice Chair  
Alan Bates  
Chip Shields  
Frank Morse  

 
Health Care Reform Sub-Committee  

Frank Morse, Chair  
Laurie Monnes Anderson  
Alan Bates  

 
Judiciary  

Floyd Prozanski, Chair  
Jeff Kruse, Vice Chair  
Jackie Dingfelder  
Suzanne Bonamici  
Doug Whitsett  

 
Rules  

Diane Rosenbaum, Chair  
Ted Ferrioli, Vice Chair  
Ginny Burdick  
Lee Beyer  
Jason Atkinson  

 
Veterans’ and Military Affairs  

Brian Boquist, Chair  
Peter Courtney, Vice Chair  
Laurie Monnes Anderson  
Alan Olsen  

 
Redistricting  

Suzanne Bonamici, Chair  
Chris Telfer, Vice Chair  
Lee Beyer  
Floyd Prozanski  
Bruce Starr  
Jason Atkinson  

 
 
 
 



2011 Legislative Committees 

 

Oregon Health Policy Board,  
January 18, 2011 

HOUSE COMMITTEES 

Agriculture and Natural Resources  
Brian Clem, Co-Chair 
Bob Jenson, Co-Chair 
Jean Cowan, Co-Vice Chair 
Mark Johnson, Co-Vice Chair 
Vic Gilliam 
Mike Schaufler 
Jefferson Smith 
Sherrie Sprenger 

Business and Labor  
Bill Kennemer, Co-Chair 
Mike Schaufler, Co-Chair 
Margaret Doherty, Co-Vice Chair 
Sal Esquivel, Co-Vice Chair 
Jason Conger 
Paul Holvey 
Mark Johnson 
Greg Matthews 

Education  
Sara Gelser, Co-Chair 
Matt Wingard, Co-Chair 
Jason Conger, Co-Vice Chair 
Lew Frederick, Co-Vice Chair 
John E Huffman 
Betty Komp 
Julie Parrish 
Jefferson Smith 

Higher Education Subcommittee  
Michael Dembrow, Co-Chair 
Mark Johnson, Co-Chair 
Jefferson Smith, Co-Vice Chair 
Sherrie Sprenger, Co-Vice Chair 
Shawn Lindsay 
Tobias Read 

 

 

 

 
 
Energy, Environment and Water  
Ben Cannon, Co-Chair 
Vic Gilliam, Co-Chair 
Deborah Boone, Co-Vice Chair 
Wayne Krieger, Co-Vice Chair 
Jules Bailey 
Cliff Bentz 
Jefferson Smith 
Jim Thompson 

General Government and Consumer 
Protection  
      Paul Holvey, Co-Chair 
      Gene Whisnant, Co-Chair 
      Sal Esquivel, Co-Vice Chair 
      Chris Harker, Co-Vice Chair 
      Brian Clem 
      Jason Conger 
      Greg Matthews 
      Patrick Sheehan 

Health Care  
Mitch Greenlick, Co-Chair 
Jim Thompson, Co-Chair 
Ben Cannon, Co-Vice Chair 
Bill Kennemer, Co-Vice Chair 
Margaret Doherty 
Val Hoyle 
Julie Parrish 
Jim Weidner 

Human Services  
Vic Gilliam, Co-Chair 
Carolyn Tomei, Co-Chair 
Lew Frederick, Co-Vice Chair 
Jim Thompson, Co-Vice Chair 
Deborah Boone 
Chris Harker 
Julie Parrish 
Jim Weidner 
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Oregon Health Policy Board,  
January 18, 2011 

Judiciary  
Jeff Barker, Co-Chair 
Wayne Krieger, Co-Chair 
Chris Garrett, Co-Vice Chair 
Wally Hicks, Co-Vice Chair 
Mary Nolan 
Andy Olson 
Mike Schaufler 
Carolyn Tomei 
Matt Wand 
Gene Whisnant 

Redistricting  
Chris Garrett, Co-Chair 
Shawn Lindsay, Co-Chair 
Kevin Cameron, Co-Vice Chair 
Tobias Read, Co-Vice Chair 
Michael Dembrow 
Sal Esquivel 

Revenue  
Phil Barnhart, Co-Chair 
Vicki Berger, Co-Chair 
Jules Bailey, Co-Vice Chair 
Katie Eyre Brewer, Co-Vice Chair 
Cliff Bentz 
Sara Gelser 
Val Hoyle 
Matt Wand 

Revenue Staffing: 
Paul Warner 
Mazen Malik 
Chris Allanach 
Dae Baek 
Christine Broniak 
Corinne Gavette 
Carol Phillips 

 

 

 

Rules  
Dave Hunt, Co-Chair 
Andy Olson, Co-Chair 
Vicki Berger, Co-Vice Chair 
Paul Holvey, Co-Vice Chair 
Tim Freeman 
Chris Garrett 
Tina Kotek 
Matt Wingard 

Transportation and Economic 
Development  
      Cliff Bentz, Co-Chair 
      Tobias Read, Co-Chair 
      E. Terry Beyer, Co-Vice Chair 
      Patrick Sheehan, Co-Vice Chair 
      Shawn Lindsay 
      Nancy Nathanson 
      Jim Weidner 
      Brad Witt 

Veterans Affairs  
Sal Esquivel, Co-Chair 
Brad Witt, Co-Chair 
Greg Matthews, Co-Vice Chair 
Julie Parrish, Co-Vice Chair 
Deborah Boone 
John E Huffman 
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Oregon Health Policy Board,  
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JOINT COMMITTEES 

Legislative Audits, Information 
Management and Technology  
      Rep. Chris Harker, Co-Chair 
      Rep. Kim Thatcher, Co-Chair 
      Rep. Brian Clem, Co-Vice Chair 
      Rep. Greg Smith, Co-Vice Chair 
      Rep. Lew Frederick 
      Rep. Patrick Sheehan 

Tax Credits  
Sen. Ginny Burdick, Co-Chair 
Rep. Jules Bailey, Co-Chair 
Rep. Vicki Berger, Co-Chair 
Sen. Frank Morse, Co-Vice Chair 
Rep. Val Hoyle, Co-Vice Chair 
Rep. Matt Wand, Co-Vice Chair 
Sen. Mark Hass 
Sen. Chris Telfer 
Rep. Phil Barnhart 
Rep. Cliff Bentz 
Rep. Katie Eyre Brewer 
Rep. Sara Gelser 

Staffing: 
Paul Warner 
Mazen Malik 
Chris Allanach 
Dae Baek 
Christine Broniak 
Corinne Gavette 

 

 

 

 

 

 

 

 

Ways and Means  
Sen. Richard Devlin, Co-Chair 
Rep. Peter Buckley, Co-Chair 
Rep. Dennis Richardson, Co-Chair 
Sen. Betsy Johnson, Vice-Chair 
Rep. Bill Garrard, Co-Vice Chair 
Rep. Nancy Nathanson, Co-Vice 
Chair 
Sen. Alan C Bates 
Sen. Chris Edwards 
Sen. Fred Girod 
Sen. Rod Monroe 
Sen. David Nelson 
Sen. Chuck Thomsen 
Sen. Joanne Verger 
Sen. Doug Whitsett 
Sen. Jackie Winters 
Rep. E. Terry Beyer 
Rep. Jean Cowan 
Rep. Tim Freeman 
Rep. Betty Komp 
Rep. Tina Kotek 
Rep. Mike McLane 
Rep. Mary Nolan 
Rep. Greg Smith 
Rep. Kim Thatcher 
Rep. Gene Whisnant 
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Ways and Means Subcommittees: 

Capital Construction Subcommittee       
Sen. David Nelson, Co-Chair 
Sen. Peter Courtney                     
Sen. Richard Devlin 

Education Subcommittee 
Sen. Rod Monroe, Co-Chair 
Rep. Betty Komp, Co-Chair 
Rep. Sherrie Sprenger, Co-Chair 
Rep. Michael Dembrow, Co-Vice 
Chair 
Rep. Bill Garrard, Co-Vice Chair 
Sen. Chris Edwards 
Sen. Fred Girod 

General Government Subcommittee 
Sen. Betsy Johnson, Co-Chair 
Rep. Bill Garrard, Co-Chair 
Rep. Nancy Nathanson, Co-Chair 
Rep. Phil Barnhart, Co-Vice Chair 
Rep. Katie Eyre Brewer, Co-Vice 
Chair 
Sen. Richard Devlin 
Sen. Doug Whitsett 

Human Services Subcommittee  
Sen. Alan C Bates, Co-Chair 
Rep. Tim Freeman, Co-Chair 
Rep. Tina Kotek, Co-Chair 
Rep. Mitch Greenlick, Co-Vice 
Chair 
Rep. Kim Thatcher, Co-Vice Chair 
Sen. Laurie Monnes Anderson 
Sen. Jackie Winters 

       

 

 

 

 

 

Natural Resources Subcommittee  
Sen. Chris Edwards, Co-Chair 
Rep. Jean Cowan, Co-Chair 
Rep. Bob Jenson, Co-Chair 
Rep. Jules Bailey, Co-Vice Chair 
Rep. Mike McLane, Co-Vice Chair 
Sen. Jackie Dingfelder 
Sen. Chuck Thomsen 

Public Safety Subcommittee  
Sen. Jackie Winters, Co-Chair 
Rep. John E Huffman, Co-Chair 
Rep. Mary Nolan, Co-Chair 
Rep. Jeff Barker, Co-Vice Chair 
Rep. Wally Hicks, Co-Vice Chair 
Sen. Rod Monroe 
Sen. Joanne Verger 

Transportation and Economic 
Development Subcommittee 
           Sen. Joanne Verger, Co-Chair 
           Rep. E. Terry Beyer, Co-Chair 
           Rep. Greg Smith, Co-Chair 
           Rep. Mike McLane, Co-Vice   
           Chair 
           Rep. Brad Witt, Co-Vice Chair 
           Sen. Betsy Johnson 
           Sen. David Nelson 
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Oregon’s Action Plan for Health 
Key Recommendations for 2011 Legislature 

* This bill will be amended to reflect the Board’s full recommendation. 

 
 
 
Align purchasing 

• Bill # TBA : Standardize certain provider payments to Medicare methodology (not 
rates) to set stage for future payment reform. 

 
 
Reduce administrative costs in health care 

• SB 94: Create authority to extend standards to clearinghouses and third-party 
administrators. 

 
 
Mission-driven public corporation as legal entity for Oregon Health Insurance Exchange 

• SB 99*: Establish corporation board and Exchange. 
 
 
Build the health care workforce 

• Fund loan repayment program to attract and retain primary care providers in rural 
and underserved areas. 

• SB 96: Extend requirement to participate in Oregon’s health care workforce 
database to all health professional licensing boards. 

 
 
Expand use of health information technology (HIT) and exchange (HIE) 

• HB 2101: Establish a public-private state-designated entity to connect local, 
regional, and statewide HIE. 

 
 
Strengthen medical liability system 

• SB 95* : (1) Prevent liability insurers from canceling coverage or refusing to 
defend insurers to disclose errors. 

(2) Amend Oregon’s “apology” law to clarify that statements of regret or 
apology may not be used to prove negligence. 
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MEMORANDUM 

 

 

To: Oregon Health Policy Board 

From: Jeremy Vandehey 

Date: January 13, 2011 

Re: Revisiting input received in 2010 for 2011 planning 

 

 

I recently reviewed some notes of conversations I’ve had with stakeholders, partners, and 

advocates throughout 2010. I thought this would be a good opportunity to summarize some 

themes I’ve heard around the state for you to consider when setting your 2011 agenda and 

strategy. I realize that some of this may seem redundant after just finishing the Action Plan. 

 

Behavioral health integration is important and can yield real savings, particularly in 

communities with mental health provider shortages.  

• New reimbursement models could integrate care delivery so physical and behavioral 

health providers can work together to keep people out of emergency departments. 

• The way mental health services are currently provided with contracted mental health 

organizations creates provider shortages in communities where mental health providers 

cannot survive on the private market alone. 

• With expansion of community health center funding in federal reform, the state should 

look into integration of behavioral health with FQHCs. 

 

Focus on primary care, prevention, and improve population health to yield the greatest 

savings and improved quality. 

• Oregon must address the current access to primary care issues, including primary care 

provider workforce shortages. 

• The state should quantify the value of preventive services, attach that value to 

reimbursements rates, and require reimbursement for those services in OHA contracts. 

A method for doing this could be to create reimbursement rates for licensed, skilled 

“preventive care” providers. 

• In communities with a hospital, residents know they can go to the emergency room. 

Patients need to be retrained about where they access care.  

• Improving chronic care management will yield the largest savings in payments to 

hospitals, but there needs to be away to bill for successful chronic care management to 

encourage its use. 

• Patient responsibility and finding ways to encourage patients to follow-through should 

be considered in any new payment models which pay for outcomes. 

• Improved population health will occur over a generation, not immediately. There needs 

to be longer term metrics for measuring progress that provide incentives to hospitals 

and providers to improve health. 
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While managed care organizations may be a successful model, there still should be some 

competition. 

• There should be at least two Medicaid insurers in a region to drive innovation and 

ensure consumer satisfaction. 

• Capitated payments will require some oversight to ensure they do not result in 

underserved clients and ensure consumer satisfaction. 

 

Reducing duplicative and unnecessary services will yield large savings in small communities. 

 

The overuse of medical technology must be addressed, including creating some protection for 

providers against malpractice when they decline to use technology based on evidence. 

 

Long-term care in hospitals can be problematic. Staff are reimbursed at hospital rates, which is 

higher than they would be in a long-term care facility. If there are empty beds, that cost is 

subsidized by other hospital revenue. 

 

The board should address all workforce shortages, including dentists, physical therapists, 

behavioral health, and pharmacists.  

 

One size does not fit all. 

• Rural and smaller communities will always have higher costs because they cannot reach 

the same economies of scale as higher populated areas. 

• Variations between communities require local solutions.  Requirements of local 

communities should be to meet the board’s general principles, but in a way that 

addresses unique local needs. 

• Create vehicles for communities to share innovative ideas and replicate work that is 

improving quality, lowering costs, and improving health in other parts of the state. 

• To save start-up costs and time for integration and regionalization, OHPB should build 

off of models across the state that are working rather than reinventing the wheel. 

• There is innovative work going on across the state. OHA should ensure that pilot 

opportunities include communities outside I-5 corridor. 

 

The state should look into streamlining reporting requirements to the state. There is a direct 

cost shift between state mandated administrative requirements and increased costs, 

particularly at critical access hospitals and in smaller health departments. 

 

OHA and OHPB need to have continual communication with local partners, particularly about 

new priorities and expectations so they can integrate them into their work locally early on. 




