
 

April 22nd, 2015 

MEDICAID ADVISORY COMMITTEE 
April 22nd  

9:00a.m. – 12:00 p.m. 
 

 General Services Building  
Mazama Conference Room  

1225 Ferry St. SE, Salem, Oregon 
 

Time Item Presenter 

9:00 

Opening Remarks 
 Approval of minutes – March 2015 
 Adopt revised charter 
 OHA Update 

Co-Chairs; Rhonda Busek, 
OHA; staff 

9:10 2015 Legislative Update Brian  Nieubuurt, OHA  

9:15 

Oregon Health Authority - Oregon Health Plan (OHP) 
─ Background: Community Partner Outreach Program 
─ Regional Learning Collaborative, Community Engagement 

and Provider Outreach 

Regional Outreach 
Coordinators, OHA 

9:45 
OHA Metrics and Scoring Committee  
─ Oregon’s Health Systems Transformation 2014 Mid-Year 

Performance Report 
Sarah Bartelmann, OHA 

10:15 

Trillium Community Advisory Council 
 Trillium’s CAC membership and community engagement 

activities 
 Council priority areas and implementation activities 

outlined in the CHIP 

Leah Edelman, Trillium CAC;  

10:45 BREAK  

11:00 
Medicaid 12 Month Continuous Eligibility 
- Overview of federal policy, work plan and key 

considerations  
Co-Chairs; OHA staff 

11:50 Public Comment or Testimony Co-Chairs 

11:55 Closing comments Co-Chairs; staff 

12pm Adjourn Co-Chairs; staff 

 
Materials: 

1. Agenda 
2. OHP Dashboard April 10, 2015 
3. Revised Committee Charter (April 2014) 
4. 2015 Legislative Sum. (as of 4/16/15) 
5. Oregon’s 2014 Mid-Year Performance 

Report 
6. Oregon’s Measurement Strategy 

(background doc)  

7. Brief on 12 month continuous eligibility 
8. OHP 1115 Quarterly Report (*previously 

sent for March 25th mtg)  
a. CCO Notices (*new) 
b. CCO Complaints and 

grievances(*new)  

 
Office for Oregon Health Policy and Research  

  

http://www.oregon.gov/oha/Metrics/Documents/2014%20Mid-Year%20Report%20-%20Jan%202015.pdf
http://www.healthshareoregon.org/about-us/community-advisory-council.html
http://www.healthshareoregon.org/about-us/community-advisory-council/meet-the-council
http://trilliumchp.com/documents/CCO_CAC/Lane-County-Health-Future-CHIP-2013.pdf


 

Next Meeting: 
June 24nd, 2015 – 9:00-12:00pm 
General Services Building  
Mazama Conference Room  
1225 Ferry St. SE, Salem, Oregon 



 

 

 
 
 

 
 
 
 
 
 

Main 800 number  Weekly Averages Baseline* 4/3/15 4/10/15 Target 

Total Daily Calls Received 6,846 3,695 3,842  
Total Daily Calls Answered 3,310 3,107 3,261 90% 

Average Wait Time (minutes) 33 7 6 <10 

Average Maximum Wait Time (minutes) 166 56 35 <20 
    *The baseline column represents the reporting numbers at the beginning of the project in February 2015.  

Closure Line Weekly Averages Baseline 4/3/15 4/10/15 Target 

Closure Line Calls Received 1,221 432 299  
Closure Line Calls Answered 664 386 285 90% 

Closure Line Average Wait Time 21 2 1 <10 
Closure Line Average Maximum Wait Time 149 43 18 <20 

 

Full Application Calls Weekly Averages Baseline 4/3/15 4/10/15 Target 
Full Application Calls Received 612 572 548  

Full Application Calls Answered 340 495 487 90% 

Full Application Average Wait Time 55 8 7 <10 

Full Application Average Maximum Wait Time 132 52 25 <20 
 

Oregon Application Process Baseline 4/3/15 4/10/15  
2015 enrollments Into Oregon Health Plan 46,563 107,984 121,163  

Applications Awaiting Determination 26,210 32,031 28,256  
Applicants Requiring Manual Review 23,749 20,205 37,515  

 
Federal Application Process Baseline 4/3/15 4/10/15  

Enrolled Into Oregon Health Plan 61,888 112,644 151775  

Applicants Requiring Manual Review 66,664 66,196 24,877  
 
 

Oregon Health Plan Enrollments Baseline 4/3/15 4/10/15 Difference 

Net Total Enrollment in OHP 1,098,200 1,115,600 1,136,400 20,800 
 



 

 

 
 
 
 
 
 
 
 
Our mission is to provide excellent customer support to all OHP members.  
 

Last week’s accomplishments: 

 Filled all positions that were needed to answer phones so more staff are available to process 

applications 

 Developed quality control process for call centers 

 Began developing calendar and SharePoint tools to anticipate increased call volumes 

 Continued training of new and reassigned staff 

 New temporary staff began processing the backlog of paper applications 

 
Last week’s challenges:  

 A shortage of qualified candidates has required a reposting of available positions. This is a 
drain on recruitment resources and requires additional training schedules 

 Training continues to limit the number of staff available to answer phones and process 
applications 

 

This week’s goals:  

 Refine hiring process for remaining positions 

 Refine detail of Phase Two 2015 Sustainment Support Plan 

 Continue development of process improvements and metrics to ensure that consistent quality 

measures are met 

 Review Advisory Committee Charter for finalization 

 We will be mailing approximately 38,000 redetermination applications to OHP member 

households by the end of April   

Feedback  
“Today a caller said he was very happy and surprised the call was answered so quickly. When he was 

on hold it said there were 19 callers ahead of him and he got through in less than two minutes.” Call 

center staff 

 



 

Medicaid Advisory Committee 
 Charter 

Approved by Oregon Health Authority on March 25th, 2015; Revised by Committee March 25th 
 

I. Authority 

Oregon is required by federal law (42 CFR 431.12) to have a committee that advises the Oregon Health 
Authority (OHA) about the health and services offered through Medicaid. The Medicaid Advisory 
Committee (MAC) is mandated by state statute to advise OHA on the policies, procedures, and 
operation of the Oregon Health Plan (OHP) that affect OHP enrollees and their families. ORS 414 
explicitly states that the committee is to advise the Directors of the OHA and the Department of 
Human Services (DHS) on: 

 Medical care, including mental health and alcohol and drug treatment and remedial care;  

 Operation and administration of programs provided through Medicaid; and 

 Determination of health care and services covered; quality and costs; affordability; and 
consumer engagement. 

 

The committee shall periodically review its charter at the discretion of the OHA Director and serves to 
complement existing statutory authority. 
 
II. Membership 

 

In accordance with ORS 414.211, the Medicaid Advisory Committee shall not consist of more than 15 

members appointed by the Governor. The term of office for each member is two years with the option 
to be reappointed for a second term. Membership includes representatives from the following 
entities: 

 Health care providers  and allied health care professionals 
 Two members of health care consumer groups that include Medicaid recipients 
 Two OHP members 
 Directors of the Oregon Health Authority and Human Services or designee(s) 

 

In addition, members may also include but are not limited to oral and behavioral health providers, 

community health workers and representatives of OHP member advocate organizations. 

 

III. Scope and Deliverables 

 

The MAC is responsible for developing and advising policy recommendations at the request of the 
Governor, the Legislature and OHA. OHA explicitly directs the Committee to support the following 
functions:  

 Monitoring: provide oversight and review of Oregon's administration of its Medicaid program.  
 Advising: serve as an advisory body to OHA on issues relevant to those served by OHP as 

described in state and federal policy, and as requested. 
 Policy Development: participate in Medicaid policy development by making recommendations 

to the OHA that are reflected as appropriate in program policies and procedures, statute, rule, 
or other governing  protocols. 



 

 Reporting: publish an annual letter that highlights key issues related to the operation of OHP 
that affect OHP enrollees and their families, and provide a list of pertinent reports developed 
by the committee.  

 

IV. Committee Principles  

In the past, the Committee has adhered to a set of principles to guide its decision-making and 
recommendations in an effort to support OHA’s Triple Aim of better health, better care and lower 
costs for OHP members. The principles, listed below are to be revisited, biannually, and revised to 
reflect external environmental changes.  

 Promote coverage options that maximize quality, affordable and equitable benefit coverage, 
ensure access and continuity of care, and result in the lowest net level of churn for OHP 
members;  

 Consider the health and support needs of diverse subpopulations, including but not limited to  
parents, women, children, seniors, persons with disabilities, communities experiencing health 
inequities, and residents in rural and frontier areas, among others served by OHP; and 

 Balance consumer needs with the need for financial viability and operational self-sufficiency in 
the state Medicaid program, the health care delivery system, and other health insurance 
markets, as appropriate. 

V. Dependencies  

 

To the extent directed and supported by OHA, the Committee will coordinate its recommendations to 
align with national and state health policy initiatives in formal reports submitted to:  

 OHA Leadership 

 State Medicaid (OHP) Leadership 

 Oregon Health Policy Board 

 Oregon Legislature 
 
The ability of the Committee to fulfill its statutory duties as outlined in section III is contingent upon 
support of and direction by OHA, as well as coordination with other health policy advisory bodies.  
 

VI. Resources  

 

Internal staff resources include the following: 
 Executive Sponsors: OHA Chief of Policy; OHA Chief Medical Officer;  OHA  MAP Director, and 

State Medicaid (OHP) Leadership 
 Staff support: 

o Office for Oregon Health Policy and Research (lead) 
o OHA Director’s Office 
o Medical Assistance Programs 



2015 Oregon Legislative Session Update -- Medicaid Policy-Related Bills 

Prepared for the Medicaid Advisory Committee 

Current as of April 16th  

1 
 

Bill Summary Relationship to MAC/OHP Current Status 

OHA Bills 

HB 2395 
Extends hospital assessment from September 30, 2015, 
to September 30, 2019. 

Funding for the Oregon Health Plan 

Governor signed March 
23rd; Chapter 16, (2015 
Laws): Effective date March 
23, 2015. 

House Bills  

HB 2302 
Modifies definition of "prepaid managed care health 
services organization." 

Changes meaning of an MCO to “person 
who is reimbursed through the state 
medical assistance program for providing 
care to a recipient of medical assistance.”  

Work session held April 15th. 

HB2231 

Prohibits CCO from requiring organizational providers to 
produce information that is redundant with respect to or 
outside scope of on-site quality assessment of 
organizational provider conducted by OHA 

Quality improvement and measurement; 
administrative burden.  

Work session held April 17th. 

HB 2522 

Creates Islander Health Coverage Gap Assessment Office 
in OHA to promote access to health care for island 
citizens residing in United States under Compact of Free 
Association (COFA) 

Would provide coverage to low-income 
individuals (COFA) currently barred from 
Medicaid coverage.  

Work session held April 17th. 

HB 2638 
Allows OHP members and CCOs to use the Oregon 
Prescription Drug Program.  

Allow CCOs the opportunity to take 
advantage of the discounted prescription 
drug rates  

Work session held April 13th. 

HB 2696 
Requires OHA to collaborate with CCOs to develop 
uniform audit processes and forms.  

Potentially lessen the administrative 
burden for CCOs. 

Work session on April 17th. 

HB 2877 

Requires Oregon Department of Administrative Services 
to contract with private entity to evaluate progress of 
coordinated care organizations in achieving goals of 
Legislative Assembly. 

Would provide information on the 
progress of CCOs in achieving coordinated 
care model and tripe aim goals; 
duplicative of ongoing evaluation work. 

Public hearing and possible 
work session on April 20th. 

HB 2878 
Establishes task force to investigate barriers and identify 
strategies to address health insurance coverage. 

Task force could identify barriers and 
strategies for OHP members (and others) 
to access health insurance coverage.  

Public hearing and possible 
work session on April 20th. 
 
 



2015 Oregon Legislative Session Update -- Medicaid Policy-Related Bills 
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Current as of April 16th  
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Bill Summary Relationship to MAC/OHP Current Status 

HB 2879 

Establishes task force to study financing and delivery of 
health care in this state and make recommendations 
regarding legislative changes to ensure that residents of 
this state have access to high-quality health care. 

Task force could identify improved options 
for financing and delivery of health care 
for individuals eligible for OHP and others 
in this state. 

Public hearing and possible 
work session April 20th. 

HB 2934 
Requires OHA to submit blueprint for Basic Health Plan 
to CMS by December 31, 2015 

MAC issued recommendation on BHP in 
2014.  

Work session held April 13th. 

HB 3300 

Requires primary care physician to serve specified 

percentage of medical assistance recipients in order to 

contract with Public Employees’ Benefit Board or Oregon 

Educators Benefit Board to provide medical care. 

Would increase access to OHP members. Work session held April 15th. 

HB 3343 
Requires medical assistance program to include 12 
months' coverage of prescription contraceptives under 
specified conditions 

Would ensure one year’s access to 
prescription contraceptives for eligible 
OHP members. 

Public hearing held, April 15; 
work session scheduled 
April 20th. 

HB 3464 

Establishes task force to study financing and delivery of 
health care in this state and make recommendations 
regarding legislative changes to ensure that quality 
health care is delivered in cost-effective manner 
 

Task force could identify improved options 
for financing and delivery of health care 
for individuals eligible for OHP and others 
in this state. 

Public hearing held, April 15; 
work session April 17th. 

HB 3506  Prohibits certain restrictions on medical assistance 
coverage of dentures, partial dentures and tooth 
extractions  

Improve coverage to certain dental service 
for OHP members. 

Public hearing held, April 13; 
work session April 17th. 

HB 3513 

Creates Rural Medicaid Access and Development Act to 
provide financial support to rural hospitals and health 
care providers and to establish primary care residency 
programs 

Provide funds to rural hospitals and health 
care providers serving OHP members; 
increase primary care provider capacity for 
OHP members 

Public hearing held, April 13; 
work session held April 15th. 

HB 3517 

Authorizes Oregon Health Authority to provide medical 
assistance, within available funds, to low income 
children residing in Oregon if necessary to move toward 
goals of Legislative Assembly expressed in law and to 
improve health of Oregon communities 
 

Could help children below 300% FPL who 
do not qualify for OHP gain access to 
health care. 

April 15th,  Health 
Committee : rec. do pass, 
2nd reading in House 
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Bill Summary Relationship to MAC/OHP Current Status 

Senate Bills 

SB1 

Abolishes Cover Oregon and board of directors of 
corporation and transfers powers, rights, obligations, 
liabilities, functions and duties to Department of 
Consumer and Business Services 

Coverage transitions between OHP and 
Marketplace coverage; churn.  

Governor signed into law, 
March 6th.  

SB 147 

Changes communication requirements for pharmacy or 
pharmacist that substitutes biological product. 

Would provide consumers better 
information and require their approval re 
when a pharmaceutical that is a biologic 
product could be substituted. 

Work session on April 20th. 

SB 231 

Department of Consumer and Business Services to adopt 
rules for participation of prominent carriers in Primary 
Care Transformation Initiative implemented by OHA. 
Specifies criteria for initiative. Requires authority to 
convene primary care payment reform committee to 
advise and assist in development of initiative 

Would establish a multi-payer primary 
care collaborative. Collaborative to 
support primary care providers, including 
providers that serve OHP.  

Public hearing held, April 15; 
work session April 20th. 

SB 309 

Prohibits discrimination based on age, expected length 
of life, present or predicted disability, degree of medical 
dependency or quality of life in issuance of health 
benefit plans and in determination of medical services 
covered by state medical assistance program. 

Would ensure improved health equity for 
OHP members. 

Public hearing and possible 
work session on April 20th. 

SB 440 

Requires Oregon Health Policy Board to establish Health 
Plan Quality Metrics Committee to develop health 
outcome and quality measures for CCOs and plans 
offered by Public Employees’ Benefit Board and Oregon 
Educators Benefit Board. 

 
 
Could affect the Metrics and Scoring 
Committee.  

 
Work session held April 15th. 

SB 679 

Creates Medicaid Management Information System 
Oversight Committee to monitor progress of 
improvements to Oregon's mechanized claim processing 
system for Medicaid claims. 

Could improve the MMIS system for 
processing OHP claims to ensure timely 
payment to provides and safeguard OHP 
members from undue financial burden 

Public Public hearing held, 
April 13; work session April 
17th. 

SB 695 
Repeals sunset on authorization for Oregon Health 
Authority to contract with prepaid managed care health 

Repeals sunset on authorization for OHA 
to contract with prepaid managed care 

Passed committee; referred 
to Ways and Means 
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Bill Summary Relationship to MAC/OHP Current Status 

services organization to provide care to medical 
assistance recipient 

health services organization to provide 
care to medical assistance recipient 

SB 832 

Requires OHA to provide grants for integrating mental 
health and physical health services to CCOs that meet 
standards prescribed by authority. Prohibits CCOs from 
restricting members' access to mental health services. 
Permits patient centered primary care homes to use 
billing codes applicable to mental health services 
provided in primary care and urgent care settings. 
Requires metrics and scoring committee to adopt quality 
measure based on percentage of coordinated care 
organization members participating in PCPCHs that offer 
integrated behavioral health care. 

Would prohibit CCOs from restricting 
access to mental health services for OHP 
enrollees.  

Work session scheduled for 
April 21st.  

SB 838 
Requires Health Evidence Review Commission to develop 
prioritized list of prescription drugs. (Will be gut and 
stuff) 

Could increase access to cost effects Rx 
drugs for OHP members and promote 
financial sustainability for MAP and CCOs. 

Public hearing held, April 15; 
work session scheduled 
April 20th. 

SB 841 
Modifies requirements for health plan coverage of 
prescription drugs dispensed in accordance with 
synchronization policy. 

Would affect OHP members not enrolled 
in a CCO. 

Work session scheduled for 
April 20th. 

SB 928 
Requires Oregon Health Authority to operate 24-hour 
nurse advice hotline for Oregon residents beginning 
January 1, 2016 

Would produce access to an OHA 
administered nurse hotline for all Oregon 
residents, including OHP members. 

Public hearing held April 
13th. 
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Bills that died as of April 16, 2015 

 HB 2421: Would include mental health medications in CCO global budgets. 

 HB 2204: Funding for the Oregon Health Plan 

 HB 2697: Potentially lessen the administrative burden for CCOs. 

 HB 2935: Ensures representation of dental care organizations on CCO governing boards; could improve access to dental care for OHP 

members. 

 HB 2937: Expands the definition and coverage criteria for durable medical equipment 

 HB 2950: Could improve customer service experience for OHP members; reduce administrative burden related to Medicaid eligibility. 

 HB 3023: Will ensure better dental health care for OHP pregnant women. 

 SB 609: Would establish a multi-payer primary care collaborative. Collaborative to support primary care providers, including providers 

that serve OHP. 

 SB 631: Would provide publicly funded, comprehensive, quality, patient-centered, equitable and affordable health care to all Oregonians 

 SB 773: Would help provide continuity of coverage for child eligible for OHP. 

 SB 791: Potentially impact OHA and CCOs 

 SB 892: Would potentially impact eligibility and enrollment in OHP. 

 

Upcoming Deadlines: 

 April 21 – Deadline for Committees to hold Work Session on First Chamber Measures 

 May 22 – Deadline for Chairs to schedule Work Session for Second Chamber Measures 

 June 5 – Deadline for Committees to hold Work Session for Second Chamber Measures 

 June 30 – Sine Die 

 



MEASUREMENT PERIOD 
July 2013 - June 2014 

JANUARY 14, 2015 

Oregon's Health System Transformation 
2014 Mid-Year Report 
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Incentives for better services 
This report lays out the progress of Oregon’s coordinated care organizations (CCOs) on quality measures from July 1, 2013 through 
June 30, 2014.  This is the fifth such report since coordinated care organizations were launched in 2012. It is also the first report to 
include data on some key measures for the more than 380,000 additional Oregonians who have enrolled in the Oregon Health Plan 
since the Affordable Care Act (ACA) took effect January 1, 2014. The Oregon Health Plan (OHP) is now open to more adults as allowed 
under the Affordable Care Act.  Today, approximately 990,000, Oregonians are enrolled in the Oregon Health Plan. 
The coordinated care model is progressing beyond the first year and continues to show improvements in a number of areas of care 
such as reductions in emergency department visits; and increases in developmental screening, follow-up after hospitalization for 
mental illness, and hospital readmissions -- even with the significant addition of new Oregon Health Plan members.  These areas of care 
represent positive changes toward better care coordination and integration of services. Additionally, new and existing members 
continue to be connected with health care teams that are part of patient centered primary care homes (PCPCHs).  
' 

The coordinated care model continues to show large improvements in the following areas for the state’s Oregon Health Plan members: 
 lllllllllllllllllllllllllllllllllllllllll 

Decreased emergency department visits. Emergency department visits by people served by CCOs have decreased 21 percent 
since 2011 baseline data. 

lllllllllllllllllllllllllllllllllllllllll 

Decreased hospital admissions for short-term complications from diabetes. The rate of adult patients (ages 18 and older) with 
diabetes who had a hospital stay because of a short-term problem from their disease dropped by 9.3 percent since 2011 
baseline data.  

llllllllllllllllll 

Decreased rate of hospital admissions for chronic obstructive pulmonary disease. The rate of adult patients (ages 40 and 
older) who had a hospital stay because of chronic obstructive pulmonary disease or asthma decreased by 48 percent since 2011 
baseline data. l 
llllllllllllllllllllllllllllllllllllll 

Patient-centered Primary Care Home (PCPCH) enrollment continues to increase. Coordinated care organizations continue to 
increase the proportion of members enrolled in a patient-centered primary care homes – indicating continued momentum even 
with the new members added since January 1.  PCPCH enrollment has increased 55 percent since 2011. Additionally, primary 
care costs continue to increase, which means more health care services are happening within primary care rather than other 
settings such as emergency departments. 

EXECUTIVE SUMMARY
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We’re also continuing to see improvement in the Screening, Brief Intervention, and Referral to Treatment measure, also referred 
to as “SBIRT.” This measures the percentage of adult patients (ages 18 and older) who had appropriate screening and intervention 
for alcohol or other substance abuse. One coordinated care organization has -- for the first time -- exceeded the benchmark, and 
another is close to achieving it. While there is still much progress to be made, the data point to progress across all CCOs. Initiation 
of alcohol and drug treatment has also increased. However, engagement of treatment has room to improve. 
llllllllllll 

lll

For the first time, core metrics are reported. The core performance metrics are a third set of metrics included in Oregon's 1115 
demonstration waiver. OHA reports these measures to CMS (Center for Medicare and Medicaid Services) each year.  There are 
no financial incentives or penalties associated with them. The core performance measures have more focus on population 
health, including the prevalence of obesity and tobacco use among Oregon Health Plan members.  Both of these metrics show 
areas where improvements can be made. 
llllllllllll llllllll 

With the significant increase in new Oregon Health Plan members through the Affordable Care Act, this report also includes a 
special section on these new enrollees. This section highlights emergency department usage of those newly enrolled through the 
Affordable Care Act compared to those who were enrolled in the Oregon Health Plan prior to January 1, 2014, and compared to 
those who had been enrolled in the Oregon Health Plan in recent years. Statewide, newly enrolled ACA members use emergency 
rooms less frequently than other members. Newly enrolled Affordable Care Act members also have fewer avoidable emergency 
room visits than other members.  
llllllllllll  

Additionally, financial data indicates coordinated care organizations are continuing to hold down costs. Oregon is staying within 
the budget that meets its commitment to the Centers for Medicare and Medicaid Services to reduce the growth in spending by 
two percentage points per member, per year.  
// 

Oregon is continuing its efforts to transform the health delivery system. By measuring our progress, sharing it publicly and 
learning from our successes and challenges, we can see clearly where we started, where we are, and were we need to go next.  

EXECUTIVE SUMMARY
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OHA has made a number of updates to this report to improve data presentation and provide information on several new 
measures that have not been included in previous reports 
/ 

New Measures 
/////// 

This performance report is the to include the core performance measures, a third set of metrics included in Oregon’s 1115 
demonstration waiver. Core performance measures included in this report are: 
////// 

- Ambulatory care: avoidable emergency department utilization 
- Health status  
- Initiation and engagement of alcohol or other drug treatment (initiation and engagement rates) 
- Low birth weight 
- Obesity prevalence 
- Tobacco use prevalence 
/ 

OHA has also included previously unreported calendar year 2013 data by race and ethnicity for the Medical Assistance with 
Smoking Cessation measure 

New Section 
//////// 

With the Affordable Care Act (ACA) coverage expansion, an increasing number of Oregonians receive public health insurance 
through the Oregon Health Plan (Medicaid). This increase in enrollment changed the demographic composition of the Medicaid 
population in Oregon. A new section of the report (pp 73-80) highlights changes in demographics and use of some services such 
as Emergency Department visits specific to OHP members in 2014. 

Reporting Period 
//////// 

This report lays out the progress of Oregon’s CCOs between July 1, 2013 through June 2013, 2014. New data included in this 
report reflects a full 12-month measurement period and is directly comparable to calendar years 2011 and 2013. Future reports 
will continue to include a full twelve months of data. 

UPDATES TO THIS REPORT
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Data Layout: Icons 
?// 

To help readers identify which metrics belong in which measure set, each metric is accompanied by up to three icons that 
denote the measure set: 

This icon indicates the measure is one of the 17 CCO incentive metrics. CCOs receive quality pool funding based on their 
performance on these measures.  

This icon indicates the measure is one of the 33 state performance metrics (also known as quality and access metrics). 
OHA is accountable to CMS for statewide performance on these metrics.  

This icon indicates the measure is one of the core performance metrics. There are no financial incentives or penalties for 
performance on these measures.  

Data Layout: Cost and Utilization 
.//// 

This report includes new charts to display cost and utilization data. See pages 81-86. 

UPDATES TO THIS REPORT
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White 

Hispanic/Latino 

White 

Hispanic/Latino 

Measure title 
Measure description: 
Brief description of the measure. 

Purpose:  
Brief summary of the importance 
of the measure.  

July 2013 - June 2014 data 
(n=xx,xxx) 

Summary of most recent data 
compared to 2013 performance 
and the benchmark;  

Overall comments on statewide 
and CCO performance. 

White 

Hispanic/Latino 

Hawaiian/Pacific Islander 

Asian American 

American Indian/Alaskan Native 

African American/Black 
60.6% 

68.3% 

78.0% 

59.6% 

75.4% 

59.5% 

86.4% 

90.1% 

86.7% 

87.1% 

83.1% 

73.5% 

African 
American/Black 

American 
Indian/Alaskan 
Native 

Asian American 

Hawaiian/Pacific 
Islander 

Hispanic/Latino 

White 

Benchmark 82.0% 

0.0 % 10 .0% 20 .0% 30 .0% 40 .0% 50 .0% 60 .0% 70 .0% 80 .0% 90 .0% 10 0.0%

[Brief description of what happened] between 2013 & 
June 2014. 
Gray dots represent 2011. 
Data missing for  x.x% of respondents. Each race category excludes Hispanic/Latino. 

66.0% 65.3% 
50.0% 

2014 
Benchmark: 
82.0% 

Statewide, [description] 
Data source:  
Benchmark source:  

2011 2013 July 2013 - 
June 2014 

Data source, 
benchmark 
source, and 
additional 
information. 

Statewide 
benchmark bar 
for each year. 

2011 baseline 
year in grey 

Most recent 
rolling tweve 
month data in 
darker shade. 

2013 year in 
lighter shade. 

Categories are sorted by 
amount of change between 
2013 -  mid 2014. That is, 
the racial or ethnic groups 
with the most improvement 
in June 2014 are listed first. 

Arrows highlight negative change (away from the benchmark). 

Percent of respondents 
with missing race/ 
ethnicity data; 
additional information. 

Icon(s) indicate which measure set(s) the 
measure is part of. See page viii for icon legend. MEASURE TITLE
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ADOLESCENT WELL-CARE VISITS

White

Hispanic/Latino

White

Hispanic/Latino

Adolescent Well-Care Visits

Measure description: Percentage of adolescents and 
young adults (ages 12-21) who had at least one well-
care visit.

Purpose: Youth who can easily access preventive health 
services are more likely to be healthy and able to reach 
milestones such as high school  graduation and entry 
into the work force, higher education or military service.

July 2013 - June 2014 data (n=109,652)

Performance on the adolescent well care visits is holding 
steady at 29.3 percent with gains observed among 
Hawaiians/Pacific Islanders, American Indian/Alaska 
natives and whites. In 2013, 29.2 percent of adolescents 
ages 12-21 received a qualifying well-care visit 
compared to 27.1 percent in 2011.  

Half of CCOs (8) are making progress over their 2013 
levels even with new OHP members enrolled through 
ACA included in the measure.  The mid-year 
denominator has increased by 13,000 members (a 13 
percent increase) from the 2013 progress report.  While 
we are making progress in this measure, we still have 
improvement to be made to reach the benchmark of 
53.2 percent

White

Hispanic/Latino

Hawaiian/Pacific Islander

Asian American

American Indian/Alaskan Native

African American/Black

26.3%

36.6%

27.2%

31.9%

27.2%

34.8%

30.8%

38.1%

27.7%

32.1%

27.1%

34.4%

Hawaiian/
Pacific Islander

African 
American/Black

American Indian/
Alaskan Native

Hispanic/Latino

White

Asian American

Benchmark 57.6%

0.0 % 10 .0% 20 .0% 30 .0% 40 .0% 50 .0% 60 .0% 70 .0%

Improvement in adolescent well care visits was mixed 
across racial/ethinic groups between 2013 & June 
2014.
Gray dots represent 2011.
Data missing for 7.0% of respondents. Each race cateory excludes Hispanic/Latino.

27.1% 29.2% 29.3%

2014
Benchmark:
57.6%

Statewide, adolescent well-care visits have remained 
fairly steady.
Data source: Administrative (billing) claims
2014 benchmark source: 2013 National Medicaid 75th percentile (administative 
data only)

2011 2013
July 2013 -
June 2014
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Benchmark 57.6% 24.8% 

26.8% 

27.5% 

22.0% 

33.5% 

20.5% 

35.8% 

22.6% 

21.3% 

25.5% 

28.6% 

22.3% 

31.9% 

28.9% 

24.2% 

43.4% 

26.5% 

28.2% 

28.8% 

23.3% 

34.5% 

21.5% 

36.2% 

22.9% 

20.9% 

24.5% 

27.2% 

20.3% 

29.6% 

26.5% 

20.7% 

39.3% 

Willamette Valley Community 
Health 

Trillium 

PacificSource - Central 

Intercommunity Health Network 

Health Share 

All Care Health Plan 

Western Oregon Advanced Health 

Jackson Care Connect  Columbia 

Pacific 

PrimaryHealth of Josephine County 

Umpqua Health Alliance 

Eastern Oregon 

PacificSource - Gorge 

Yamhill CCO 

Cascade Health Alliance FamilyCare 

Changes in adolescent well-care visits were small between 2013 & June 2014. 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization. 
Baseline data for PacificSource Central and Gorge are combined. 

Willamette Valley Community Health 

FamilyCare 
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White 

Hispanic/Lati

White 

Hispanic/Lati

Screenings for alcohol or other substance misuse 
(SBIRT) 

Measure description: The SBIRT measure, or Screening, Brief 
Intervention, and Referral to Treatment, measures the 
percentage of adult patients (ages 18 and older) who had 
appropriate screening and intervention for alcohol or other 
substance abuse.  

Purpose: By offering a simple but effective screening for 
alcohol or drug abuse during an office visit, providers can 
help patients get the care and information  they need to stay 
healthy. If risky drinking or drug use is detected, a brief 
intervention, and in some cases referral, helps the patient 
recover more quickly  and avoid serious health problems 

June 2013 - July 2014 data (n=309,902) 

Performance on screening for alcohol or other substance 
misuse (SBIRT) is steadily improving.  Screening has improved 
among all racial and ethnic groups as well as all 16 CCOs 
between 2013 and June 2014. Providers are continuing to 
learn more about this measure and how to include screening 
in their daily practice and billing processes.  The metric more 
than doubled between 2013 and June 2014 (2.0 percent to 
4.5 percent), a marked increase but with much improvement 
still possible. 

Since SBIRT is based on the number of members receiving an 
outpatient service; the new ACA population is included in the 
measure.  The mid-year denominator has increased by 
100,000 (55 percent increase) compared to 2013, but due to 
continued quality improvement initiatives and coding, SBIRT 
screening is higher in 2014.   

White 

Hispanic/Lati

Hawaiian/Pac  

Asia

American Ind
1.3% 

2.0% 

1.9% 

1.7% 

2.2% 

0.6% 

4.1% 

4.7% 

4.3% 

4.1% 

4.0% 

2.2% 

Hawaiian/ 
Pacific Islander

White

Hispanic/Latino 

African 
American/Black 

American Indian/
Alaskan Native 

Asian American 

Benchmark 
13.0% 

0.0 % 2.0 % 4.0 % 6.0 % 8.0 % 10 .0% 12 .0% 14 .0%

SBIRT rates improved for all racial/ethinic groups 
between 2013 & June 2014. 
Gray dots represent 2011. 
Data missing for  8.5% of respondents. Each race category excludes Hispanic/Latino. 

0.1% 
2.0% 

4.5% 

2014 
Benchmark: 
13.0% 

2013 
July 2013 - 
June 2014 

Statewide, appropriate screening and intervention for alcohol 
or substance abuse has increased steadily each year. 
Data source: Administrative (billing) claims 
2014 benchmark source: Metrics and Scoring Committee consensus 

 SCREENING FOR ALCOHOL OR OTHER SUBSTANCE MISUSE (SBIRT) 

2014 Mid-Year Performance Report
January 14, 2015

Oregon Health Authority
Office of Health Analytics

4



Benchmark 13.0% 
1.9% 

8.7% 

2.8% 

0.8% 

2.3% 

2.0% 

2.9% 

1.6% 

0.2% 

1.0% 

1.3% 

0.7% 

0.1% 

1.7% 

3.0% 

0.0% 

12.6% 

15.7% 

7.2% 

4.4% 

5.8% 

4.6% 

5.5% 

3.5% 

2.1% 

2.8% 

2.7% 

2.0% 

1.5% 

2.8% 

3.1% 

0.1% 

PacificSource - Gorge 

Willamette Valley Community Health 

Columbia Pacific 

Eastern Oregon 

Western Oregon Advanced Health 

FamilyCare 

PacificSource - Central 

Cascade Health Alliance 

Trillium 

   Health Share  

PrimaryHealth of Josephine County 

All Care Health Plan 

   

Intercommunity Health Network 

CCOs continued to improve SBIRT between 2013 & June 2014. 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization. 
Baseline data for PacificSource Central and Gorge are combined. 

Jackson Care Connect

Yamhill CCO 

Umpqua Health Alliance 
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White 

Hispanic/Latino 

White 

Hispanic/Latino 

All-cause readmission 

Measure description: Percentage of adult patients (ages 
18 and older) who had a hospital stay and were 
readmitted for any reason within 30 days of discharge. A 
lower score for this measure is better. 

Purpose: Some patients who leave the hospital end up 
being admitted again shortly thereafter. Often times, 
these costly and burdensome "readmissions" are 
avoidable. Reducing the preventable problems that send 
patients back to the hospital is the best way to keep 
patients at home and healthy. 

July 2013 - June 2014 data (n=25,028) 

Hospital readmissions continue to fall (lower is better).  
The percentage of adults who had a hospital stay and 
were readmitted for any reason within 30 days of 
discharge dropped from a 2011 baseline of 12.3 percent 
to 11.5 percent by June 2014, a reduction of 6.5 percent. 
This is encouraging since this mid-year report shows an 
increase of 26 percent in the denominator and the rate 
continues to improve.  

White 

Hispanic/Latino 

Haw

Asian American 

African American/Black 

9.8% 

14.7% 

11.6% 

11.1% 

14.7% 

1.9% 

8.0% 

12.7% 

11.5% 

11.5% 

15.2% 

15.6% 

Asian American 

African 
American/Black 

White

Hispanic/Latino 

American Indian/ 
Alaskan Native 

Hawaiian/Pacific 
Islander 

Benchmark 10.5% 

0.0 % 2.0 % 4.0 % 6.0 % 8.0 % 10 .0% 12 .0% 14 .0% 16 .0% 18 .0%

Asian American members are the only group to have 
met the benchmark in both 2013 & June 2014. 
(Lower scores are better) 
Gray dots represent 2011. 
Data missing for  4.7% of respondents. Each race category excludes Hispanic/Latino. 

12.3% 11.7% 11.5% 
2014 
Benchmark: 
10.5% 

 

2011 2013 
July 2013 - 
June 2014 

Statewide, hospital readmissions declined slightly, but still 
have not met the benchmark. 
(Lower scores are better) 
Data source: Administrative (billing) claims 

ALL-CAUSE READMISSION
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Benchmark 10.5% 
12.5% 

13.6% 

12.4% 

10.4% 

13.4% 

8.5% 

8.2% 

13.4% 

9.0% 

6.6% 

13.7% 

10.1% 

12.0% 

10.7% 

9.0% 

10.5% 

9.3% 

11.6% 

10.5% 

9.1% 

11.9% 

7.7% 

7.8% 

13.2% 

9.5% 

7.3% 

14.4% 

10.8% 

12.9% 

12.0% 

10.4% 

12.0% 

Umpqua Health Alliance 

FamilyCare 

Western Oregon Advanced Health 

PacificSource - Central 

Intercommunity Health Network 

PrimaryHealth of Josephine County 

Columbia Pacific 

Health Share 

Eastern Oregon 

All Care Health Plan 

PacificSource - Gorge 

Cascade Health Alliance 

Jackson Care Connect  

Trillium 

Yamhill CCO 

Readmission was mixed among CCOs between 2013 & June 2014.  
(Lower scores are better) 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization. 
Baseline data for PacificSource Central and Gorge are combined. 

Willamette Valley Community Health 
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White White 

Avoidable emergency department utilization 

Measure description: Rate of patient visits to an 
emergency department for conditions that could have 
been more appropriately managed by or referred to a 
primary care provider in an office or clinic setting.  
Rates are derived from the ambulatory care: emergency 
department utilization measure and are reported per 
1,000 member months. A lower number suggests more 
appropriate emergency department utilization.  

Purpose: Many patients use emergency departments for 
conditions that could be treated, or prevented, in a 
different care setting. Reducing avoidable emergency 
department utilization is an opportunity to improve care 
coordination, address high utilization, and explore 
innovative programs like health navigators.  

July 2013 - June 2014 data 
(n= 7,808,536) 

This is the first time avoidable Emergency Department 
visits have been included in a progress report.  
Avoidable emergency department visits have declined 
markedly between 2011 and June 2014 with an almost 
50 percent reduction. Despite an influx of 20 percent 
new enrollment from ACA expansion, new members are 
not using the emergency department for conditions that 
could be treated by a primary care office at high rates 
(see pages 73-74 for more information about avoidable 
emergency department visits and Medicaid 
membership).   

White 

Haw

Asian American 

American Indian/Alaskan Native 

African American/Black 

12.2 

7.8 

8.7 

3.4 

8.8 

10.0 

11.3 

7.2 

8.4 

3.2 

9.1 

10.3 

African 
American/Black 

Hispanic/Latino 

White

Asian American

Hawaiian/Pacific 
Islander 

American Indian/ 
Alaskan Native 0.0 2.0 4.0 6.0 8.0 10 .0 12 .0 14 .0

14.2 

8.6 7.8 

Statewide, avoidable emergency department utilization 
continues to decline. 
(Lower scores are better) 
Data source:  Administrative (billing) claims 

2011 2013 
July 2013 - 
June 2014 

African Americans experienced the greatest improvement in 
avoidable emergency department utilization between 2013 & June 
2014. 

AMBULATORY CARE: AVOIDABLE EMERGENCY DEPARTMENT UTILIZATION
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11.1 

7.5 

15.9 

8.3 

9.1 

8.9 

6.4 

8.3 

8.3 

8.9 

11.9 

7.5 

6.5 

8.6 

6.3 

3.6 

8.3 

5.6 

14.3 

6.8 

7.7 

7.8 

5.6 

7.5 

7.6 

8.3 

11.3 

7.2 

6.3 

8.8 

6.5 

3.9 

Eastern Oregon 

Western Oregon Advanced Health 

Umpqua Health Alliance 

PacificSource - Gorge 

FamilyCare 

Health Share 

PrimaryHealth of Josephine County 

PacificSource - Central 

Columbia Pacific 

Intercommunity Health Network 

Yamhill CCO 

Jackson Care Connect  

All Care Health Plan 

Trillium 

Willamette Valley Community 
Health 

Cascade Health Alliance 

Willamette Valley Community Health 

Twelve out of 15 CCOs reduced avoidable emergency department utilization between 2013 & June 2014. 
(Lower scores are better) 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization. 
Baseline data for PacificSource Central and Gorge are combined. 
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22.3 

54.9 

68.5 

36.6 

41.1 

62.0 

21.1 

54.4 

68.2 

37.4 

42.1 

65.9 

Asian American 

White 

African 
American/Black 

Hispanic/Latino 

Hawaiian/Pacific 
Islander 

American Indian/ 
Alaskan Native 

Benchmark 44.6 

0.0 10 .0 20 .0 30 .0 40 .0 50 .0 60 .0 70 .0 80 .0 90 .0

 
 

Ambulatory care: emergency department 
utilization 

Measure description: Rate of patient visits to an emergency 
department. Rates are reported per 1,000 member months 
and a lower number suggests more appropriate use of this 
care. 

Purpose: Emergency departments are sometimes used for 
problems that could have been treated at a doctor’s office or 
urgent care clinic. Reducing inappropriate emergency 
department use can help to save costs and improve the 
health care experience for patients. 

July 2013 - June 2014 data  
(n=7,808,526 member months) 

Emergency department visits by people served by CCOs 
have continued to decrease since 2011 baseline. Emergency 
department visits have decreased 21 percent between 
baseline and June 2014.  Financial data (pages 85-86) is 
consistent in showing reduced emergency department costs. 

The continued reduction in emergency department visits is 
exciting news.  Despite an influx of 20 percent new 
enrollment from ACA expansion, new members are not using 
the emergency department at high rates (see pages 75-76 for 
more information about emergency department visits and 
Medicaid membership).  Twelve CCOs observed lower 
emergency department visit rates between 2013 and June 
2014 and three of those who increased are below the 
benchmark.  However, emergency department visit rates 
have not decreased among all racial ethnic groups. 

61.0 
50.5 48.1 

2014 
Benchmark: 
44.6 

Statewide, emergency department utilization has 
continued to decline. 
(Lower scores are better) 
Data source: Administrative (billing) claims 
2014 benchmark source: 2013 National Medicaid 90th percentile  

2011 2013 July 2013 - 
June 2014 

Asian Americans used the emergency department least frequently in 
June 2014 and experienced the greatest improvement since 2013. 
(Lower scores are better) 
Gray dots represent 2011. 
Data missing for  8.9% of respondents. Each race category excludes Hispanic/Latino 

AMBULATORY CARE: EMERGENCY DEPARTMENT UTILIZATION
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Benchmark 44.6 

49.7 

59.2 

74.6 

50.2 

52.8 

50.9 

46.1 

49.2 

48.3 

45.0 

48.0 

51.3 

40.5 

58.9 

31.6 

41.3 

39.5 

49.1 

69.1 

46.4 

49.3 

48.4 

43.8 

47.7 

47.2 

44.3 

47.5 

51.2 

41.5 

60.4 

33.1 

42.9 

Western Oregon Advanced Health 

Eastern Oregon 

Umpqua Health Alliance 

FamilyCare 

Health Share 

Columbia Pacific 

PacificSource - Gorge 

Jackson Care Connect  

PacificSource - Central 

All Care Health Plan 

Intercommunity Health Network 

Trillium 

PrimaryHealth of Josephine County 

Yamhill CCO 

Cascade Health Alliance 

Emergency department utilization continued to decline for many CCOs between 2013 & June 2014. 
(Lower scores are better) 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization. 
Baseline data for PacificSource Central and Gorge are combined. 

Willamette Valley Community Health 
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White 

Hispanic/Latino 

White 

Hispanic/Latino 

Ambulatory care: outpatient utilization 

Measure description: Rate of outpatient services, such 
as office visits, home visits, nursing home care, urgent 
care and counseling or screening services. Rates are 
reported per 1,000 member months. 

Purpose: Promoting the use of outpatient settings like a 
doctor’s office or urgent care clinic is part of Oregon’s 
goal of making sure patients are getting the right care in 
the right places and at the right times. Increasing the 
use of outpatient care helps improve health and lower 
costs by promoting prevention and keeping down rates 
of unnecessary emergency department use. 

July 2013 - June 2014 data  
(n=7,808,526 member months) 

This metric shows a trend toward fewer outpatient visits 
since 2011. Outpatient visits include all visits to primary 
care and specialists as well as home and nursing home 
visits.  This report shows an influx of 20 percent new 
enrollment from ACA expansion. 

White 

Hispanic/Latino 

Hawaiian/Pacific Islander 

Asian American 

African American/Black 
305.1 

267.0 

221.7 

307.6 

349.2 

319.1 

310.5 

265.0 

218.5 

296.8 

336.8 

296.1 

American Indian/ 
Alaskan Native 

Hispanic/Latino 

Hawaiian/ 
Pacific Islander 

African 
American/Black 

White 

Asian American 

Benchmark 473.1 

0.0 50 .0 10 0.0 15 0.0 20 0.0 25 0.0 30 0.0 35 0.0 40 0.0 45 0.0 50 0.0

Outpatient utilization has declined for almost all racial 
and ethnic groups between 2013 & June 2014. 
Gray dots represent 2011. 
Data missing for  8.9% of respondents. Each race category excludes Hispanic/Latino. 

364.2 
323.5 304.3 

2014 
Benchmark:  
473.1 

Statewide, outpatient utilization has declined. 
Data source: Administrative (billing) claims 
2014 benchmark source: 2013 National Medicaid 90th percentile  

2011 2013 July 2013 - 
June 2014 
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Benchmark 473.1 
345.7 

302.4 

311.9 

339.6 

337.4 

298.0 

342.6 

302.9 

328.6 

267.4 

312.9 

327.3 

325.2 

337.4 

328.7 

298.2 

349.8 

299.4 

307.4 

335.1 

331.7 

291.1 

332.0 

292.0 

315.9 

254.6 

293.3 

307.2 

296.8 

308.0 

296.0 

250.6 

Cascade Health Alliance 

All Care Health Plan 

PacificSource - Central 

Trillium 

yH eHaeltahlt 

PacificSource - Gorge 

Umpqua Health Alliance Yamhill 

CCO 

Intercommunity Health Network 

FamilyCare 

PrimaryHealth of Josephine County 

Columbia Pacific 

Western Oregon Advanced Health 

Health Share 

Jackson Care Connect  

Eastern Oregon 

Willamette Valley Community Health

Outpatient utilization rates declined at a slower rate between 2013 & June 2014 than in previous years. 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization. 
Baseline data for PacificSource Central and Gorge are combined. 

2014 Mid-Year Performance Report
January 14, 2015

Oregon Health Authority
Office of Health Analytics

13

AMBULATORY CARE: OUTPATIENT UTILIZATION



70.8% 

69.3% 

73.5% 

76.5% 

69.0% 

57.1% 

73.1% 

69.9% 

72.7% 

74.8% 

64.1% 

53.8% 

Hispanic/Latino 

Asian American 

White 

African 
American/Black 

American Indian/ 
Alaskan Native 

Hawaiian/ 
Pacific Islander 

Benchmark 77.9% 

0.0 0% 10 .00% 20 .00% 30 .00% 40 .00% 50 .00% 60 .00% 70 .00% 80 .00% 90 .00%

Changes varied across racial/ethinic groups between 
2013 & June 2014. 
Gray dots represent 2011. 
Data missing for 8.6% of respondents. Each race category excludes Hispanic/Latino. 

Appropriate testing for children with 
pharyngitis 

Measure description: Percentage of children with a sore 
throat (pharyngitis) who were given a strep test before 
getting an antibiotic. 

Purpose: A strep test helps determine whether or not a 
child will benefit from antibiotics for a sore throat 
(pharyngitis).This test can help reduce the overuse of 
antibiotics, which can improve care quality and ensure 
that antibiotics continue to work when they are needed. 

July 2013 - June 2014 data (n=8,133) 

This metric tracks the percentage of children with a sore 
throat (pharyngitis) who had a strep test before being 
prescribed antibiotics. The 2014 data is comparable to 
baseline and increased slightly between 2013 and June 
2014.  CCOs show mixed results and statewide levels are 
well below the benchmark. 

73.7% 73.4% 2014 
Benchmark: 
77.9% 

Statewide, appropriate testing for children with 
pharyngitis has remained fairly steady. 
Data source: Administrative (billing) claims  
2014 benchmark source: 2013 National Medicaid 75th percentile 

2011 2013 July 2013 - 
June 2014 

72.8% 

APPROPRIATE TESTING FOR CHILDREN WITH PHARYNGITIS
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Benchmark 77.9% 

67.7% 

59.0% 

76.8% 

61.4% 

70.2% 

83.0% 

72.2% 

80.6% 

73.8% 

82.0% 

74.5% 

36.7% 

64.6% 

69.2% 

83.6% 

90.4% 

75.0% 

64.1% 

80.3% 

64.4% 

73.1% 

85.7% 

74.2% 

80.7% 

73.9% 

81.9% 

73.9% 

35.7% 

63.3% 

66.8% 

80.3% 

87.0% 

PrimaryHealth of Josephine County 

Columbia Pacific 

Jackson Care Connect  

Eastern Oregon 

Yamhill CCO 

PacificSource - Central 

All Care Health Plan 

Trillium 

Health Share 

FamilyCare 

PacificSource - Gorge 

Umpqua Health Alliance 

Western Oregon Advanced Health 

Intercommunity Health Network 

Willamette Valley Community
Health 

Cascade Health Alliance 

Willamette Valley Community Health 

CCOs showed mixed improvement on appropriate testing for children with pharyngitis between 2013 & June 2014. 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization. 
Baseline data for PacificSource Central and Gorge are combined. 
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White 

Hispanic/Latino 

White 

Hispanic/Latino 

Cervical cancer screening 

Measure description: Percentage of women patients 
(ages 21 to 64) who received one or more Pap tests for 
cervical cancer during the past three years. 

Purpose: A Pap test helps find early signs of cancer in 
the cervix when the disease is easier and less costly to 
treat. Treating cervical cancer in its earliest stages also 
increases the five-year survival rate to 92 percent, 
according to the American Cancer Society. 

July 2013 - June 2014 data 
(n=40,895) 

The June 2014 metric increased over 2013 but continues 
to show there is room for further development and 
attention for cervical cancer screening when comparing 
current performance to the benchmark.  The June 2014 
percentage is lower than the percentage of women 
screened in 2011 but includes a 9 percent increase in 
the denominator due to the new ACA population.  The 
lowered screening rates may be due to a number of 
factors including national guideline changes reported in 
2012 for cervical cancer screening and new members 
not yet being screened. 

White 

Hispanic/Latino 

Hawaiian/Pa

58.2% 

51.4% 

59.7% 

62.3% 

49.4% 

54.6% 

61.3% 

54.0% 

61.9% 

64.1% 

51.0% 

55.1% 

African 
American/Black 

White 

Asian American 

Hispanic/Latino 

American Indian/ 
Alaskan Native 

Hawaiian/ 
Pacific Islander 

Benchmark 72.0% 

0.0 % 10 .0% 20 .0% 30 .0% 40 .0% 50 .0% 60 .0% 70 .0% 80 .0%

Cervical cancer screening improved slightly for all 
racial/ethnic groups between 2013 & June 2014. 
Gray dots represent 2011. 
Data missing for  6.1% of respondents. Each race category excludes Hispanic/Latino. 

56.1% 53.3% 55.8% 

2014 
Benchmark: 
72.0% 

Statewide, cervical cancer screening  has remained 
fairly steady. 
Data source: Administrative (billing) claims 
2014 benchmark source: 2013 National Medicaid 75th percentile 

2011 2013 July 2013 - 
June 2014 

CERVICAL CANCER SCREENING 
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Benchmark 72.0% 
48.5% 

49.9% 

54.4% 

52.9% 

55.3% 

58.9% 

40.5% 

50.3% 

51.6% 

55.9% 

55.8% 

51.4% 

55.6% 

51.4% 

54.0% 

48.3% 

54.0% 

55.0% 

59.0% 

56.8% 

58.7% 

61.8% 

42.9% 

52.0% 

53.2% 

57.4% 

57.0% 

52.0% 

55.3% 

50.9% 

53.4% 

47.3% 

Trillium 

PacificSource - Gorge 

FamilyCare 

PacificSource - Central 

Health Share 

Yamhill CCO 

PrimaryHealth of Josephine County 

Columbia Pacific 

Eastern Oregon 

Jackson Care Connect    

Willamette Valley Community Health 

All Care Health Plan 

Umpqua Health Alliance 

Intercommunity Health Network 

Cascade Health Alliance 

Western Oregon Advanced Health 

After performance dropped in 2013, most CCOs are showing improvement in cervical cancer screening in June 2014. 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization. 
Baseline data for PacificSource Central and Gorge are combined. 

Willamette Valley Community Health 
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White 

Hispanic/Latino 

White 

Hispanic/Latino 

Childhood and adolescent access to primary 
care providers (all ages) 

Measure description: Percentage of children and 
adolescents (ages 12 months – 19 years) who had a visit 
with a primary care provider. 

Purpose: Access to a primary care provider is important 
for the healthy growth and development of children and 
teens. Measuring visits with a primary care provider 
helps to identify and address barriers to services that 
can keep youth healthy. 

July 2013 - June 2014 data 
(n=309,364) 

This measure tracks child and adolescent access to 
primary care providers by measuring the percentage of 
children who had a visit with a primary care provider 
during the last year.  This set of metrics is an area with 
an opportunity for improvement since access to primary 
care providers has declined across all age categories.  In 
particular, the youngest children experienced the 
greatest decline perhaps due to the new ACA members 
not yet having a primary care visit.  In June 2014, there 
has not been improvement on these measures when 
compared to 2011 or 2013.   Hispanic/Latino members 
experienced the greatest decline in access between 
2013 and June 2014. 

Any children ages 1-6 who are new ACA members are 
included in the measure but older children and 
adolescents ages 7-19 are not included due to measure 
criteria. 

White 

Hispanic/Latino 

Hawaiian/Pacific Islander 

Asian American 

American Indian/Alaskan Native 

African American/Black 
77.9% 

86.6% 

86.2% 

85.4% 

88.1% 

88.3% 

86.0% 

89.3% 

86.0% 

84.9% 

87.1% 

86.4% 

Hawaiian/ 
Pacific Islander 

White 

Asian American 

African 
American/Black 

American Indian/
Alaskan Native 

Hispanic/Latino 

Benchmark  
93.5% 

50 .0% 55 .0% 60 .0% 65 .0% 70 .0% 75 .0% 80 .0% 85 .0% 90 .0% 95 .0% 10 0.0%

Access declined for all groups except Hawaiian/Pacific 
Islanders and whites between 2013 & June 2014. 
Gray dots represent 2011. 
Data missing for 8.4% of respondents. Each race category excludes Hispanic/Latino. 

88.5% 87.0% 86.4% 

2014 
Benchmark: 
93.5% 

Statewide, childhood and adolescent access to 
primary care providers continues to decline slightly.  
Data source: Administrative (billing) claims 
2014 benchmark source: 2013 National Medicaid 75th percentile (average of the 
four age breakouts for this measure) 

2011 2013 July 2013 - 
June 2014 

(50%) (75%) (100%) 
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CHILDHOOD AND ADOLESCENT ACCESS TO PRIMARY CARE PROVIDERS (ALL AGES)



White 

Hisp

White 

Hisp

Childhood and adolescent access to primary 
care providers (12-24 months) 

Measure description: Percentage of children and 
adolescents (ages 12-24 moths) who had a visit with a 
primary care provider. 

Purpose: Access to a primary care provider is important 
for the healthy growth and development of children and 
teens. Measuring visits with a primary care provider 
helps to identify and address barriers to services that 
can keep youth healthy. 

July 2013 - June 2014 data (n=23,089) 

This measure tracks child and adolescent access to 
primary care providers by measuring the percentage of 
children who had a visit with a primary care provider 
during the last year.  This set of metrics is an area with 
an opportunity for improvement since access to primary 
care providers has declined across all age categories.  In 
particular, the youngest children experienced the 
greatest decline perhaps due to the new ACA members 
not yet having a primary care visit.  In June 2014, there 
has not been improvement on these measures when 
compared to 2011 or 2013.   Hispanic/Latino members 
experienced the greatest decline in access between 
2013 and June 2014. 

Any children ages 1-6 who are new ACA members are 
included in the measure but older children and 
adolescents ages 7-19 are not included due to measure 
criteria. 

White 

Hisp

American Indian/Alaskan Native 

African American/Black 
94.3% 

95.7% 

95.4% 

95.8% 

97.4% 

98.0% 

94.6% 

95.7% 

94.9% 

95.1% 

96.4% 

90.1% 

Hawaiian/ 
Pacific Islander 

African 
American/Black 

Asian American 

White

American Indian/ 
Alaskan Native 

Hispanic/Latino 

Benchmark 97.8% 

75 .0% 80 .0% 85 .0% 90 .0% 95 .0% 10 0.0% 10 5.0% 11 0.0%

97.4% 96.4% 95.1% 

2014 
Benchmark: 
97.8% 

Statewide, children aged 12-24 months experienced a 
slight decline in access to primary care providers. 
Data source: Administrative (billing) claims 
2014 benchmark source: 2013 National Medicaid 75th percentile  

2011 2013 July 2013 - 
June 2014 

(75%) (100%) 

Hispanic/Latino children experienced the greatest 
decline in access to PCP between 2013 & June 2014. 
Gray dots represent 2011. 
Data missing for  10.4% of respondents. Each race category excludesHispanic/Latino. 
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CHILDHOOD AND ADOLESCENT ACCESS TO PRIMARY CARE PROVIDERS (12-24 MONTHS) 



White 

Hispanic/Latino 

White 

Hispanic/Latino 

Childhood and adolescent access to primary 
care providers (25 months - 6 years) 

Measure description: Percentage of children and 
adolescents (ages 25 months - 6 years) who had a visit 
with a primary care provider. 

Purpose: Access to a primary care provider is important 
for the healthy growth and development of children and 
teens. Measuring visits with a primary care provider 
helps to identify and address barriers to services that 
can keep youth healthy. 

July 2013 - June 2014 data (n=103,921) 

This measure tracks child and adolescent access to 
primary care providers by measuring the percentage of 
children who had a visit with a primary care provider 
during the last year.  This set of metrics is an area with 
an opportunity for improvement since access to primary 
care providers has declined across all age categories.  In 
particular, the youngest children experienced the 
greatest decline perhaps due to the new ACA members 
not yet having a primary care visit.  In June 2014, there 
has not been improvement on these measures when 
compared to 2011 or 2013.   Hispanic/Latino members 
experienced the greatest decline in access between 
2013 and June 2014. 

Any children ages 1-6 who are new ACA members are 
included in the measure but older children and 
adolescents ages 7-19 are not included due to measure 
criteria. 

White 

Hispanic/Latino 

Hawaiian/Pacific Islander 

African American/Black 
71.7% 

83.1% 

82.6% 

86.9% 

85.9% 

86.9% 

82.3% 

83.2% 

81.4% 

84.4% 

83.3% 

72.3% 

Hawaiian/ 
Pacific Islander 

White 

African 
American/Black 

Asian American 

American Indian/
Alaskan Native 

Hispanic/Latino 

Benchmark  
91.2% 

50 .0% 55 .0% 60 .0% 65 .0% 70 .0% 75 .0% 80 .0% 85 .0% 90 .0% 95 .0%

Access to primary care declined the most for 
Hispanic/Latino children between 2013 & June 2014. 
Gray dots represent 2011. 
Data missing for 9.2% of respondents. Each race category excludes Hispanic/Latino. 

86.2% 84.3% 83.2% 

2014 
Benchmark: 
91.2% 

Statewide, access to primary care providers declined 
for children ages 25 months to 6 years.   
Data source: Administrative (billing) claims 
2014 benchmark source: 2013 National Medicaid 75th percentile  

2011 2013 July 2013 - 
June 2014 

(50%) (75%) (100%) 
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White 

Hispanic/Latino 

White 

Hispanic/Latino 

Childhood and adolescent access to primary 
care providers (7-11 years) 

Measure description: Percentage of children and 
adolescents (ages 7-11 years) who had a visit with a 
primary care provider. 

Purpose: Access to a primary care provider is important 
for the healthy growth and development of children and 
teens. Measuring visits with a primary care provider 
helps to identify and address barriers to services that 
can keep youth healthy. 

July 2013 - June 2014 data (n=81,561) 

This measure tracks child and adolescent access to 
primary care providers by measuring the percentage of 
children who had a visit with a primary care provider 
during the last year.  This set of metrics is an area with 
an opportunity for improvement since access to primary 
care providers has declined across all age categories.  In 
particular, the youngest children experienced the 
greatest decline perhaps due to the new ACA members 
not yet having a primary care visit.  In June 2014, there 
has not been improvement on these measures when 
compared to 2011 or 2013.   Hispanic/Latino members 
experienced the greatest decline in access between 
2013 and June 2014. 

Any children ages 1-6 who are new ACA members are 
included in the measure but older children and 
adolescents ages 7-19 are not included due to measure 
criteria. 

White 

Hispanic/Latino 

African American/Black 
76.7% 

85.5% 

86.7% 

87.7% 

84.1% 

88.7% 

86.4% 

86.6% 

86.7% 

87.1% 

83.1% 

73.5% 

Hawaiian/ 
Pacific Islander 

Asian American 

White 

American Indian/ 
Alaskan Native 

African 
American/Black 

Hispanic/Latino 

Benchmark 93.3% 

88.2% 87.2% 86.7% 

2014 
Benchmark: 
93.3% 

Statewide, access has declined slightly for children 
ages 7-11 years. 
Data source: Administrative (billing) claims 
2014 benchmark source: 2013 National Medicaid 75th percentile  

2011 2013 July 2013 - 
June 2014 

(50%) (75%) (100%) 

Hispanic/Latino children experienced the greatest decline 
in access to primary care between 2013 & June 2014. 
Gray dots represent 2011. 
Data missing for 8.1% of respondents. Each race category excludes Hispanic/Latino. 
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White 

Hispanic/Latino 

White 

Hispanic/Latino 

Childhood and adolescent access to primary 
care providers (12-19 years) 

Measure description: Percentage of children and 
adolescents (ages 12-19 years) who had a visit with a 
primary care provider. 

Purpose: Access to a primary care provider is important 
for the healthy growth and development of children and 
teens. Measuring visits with a primary care provider 
helps to identify and address barriers to services that 
can keep youth healthy. 

July 2013 - June 2014 data (n=100,793) 

This measure tracks child and adolescent access to 
primary care providers by measuring the percentage of 
children who had a visit with a primary care provider 
during the last year.  This set of metrics is an area with 
an opportunity for improvement since access to primary 
care providers has declined across all age categories.  In 
particular, the youngest children experienced the 
greatest decline perhaps due to the new ACA members 
not yet having a primary care visit.  In June 2014, there 
has not been improvement on these measures when 
compared to 2011 or 2013.   Hispanic/Latino members 
experienced the greatest decline in access between 
2013 and June 2014. 

Any children ages 1-6 who are new ACA members are 
included in the measure but older children and 
adolescents ages 7-19 are not included due to measure 
criteria. 

White 

Hispanic/Latino 

African American/Black 
84.8% 

84.4% 

87.0% 

88.6% 

87.9% 

87.5% 

87.4% 

85.0% 

87.4% 

88.4% 

87.3% 

82.1% 

Hawaiian/ 
Pacific Islander 

Asian American 

African 
American/Black

American Indian/ 
Alaskan Native 

White 

Hispanic/Latino 

Benchmark 91.8% 

75 .0% 80 .0% 85 .0% 90 .0% 95 .0% 10 0.0%

88.9% 87.6% 87.3% 

2014 
Benchmark: 
91.8% 

Statewide, access has declined very slightly for 
adolescents ages 12-19 years.  
Data source: Administrative (billing) claims 
2014 benchmark source: 2013 National Medicaid 75th percentile  

2011 2013 July 2013 - 
June 2014 

(75%) (100%) 

Hispanic/Latino children experienced the greatest decline 
in access to primary care between 2013 & June 2014. 
Gray dots represent 2011. 
Data missing for 7.4% of respondents. Each race category excludes Hispanic/Latino. 
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White White 

Childhood immunization status 

Measure description: Percentage of children 
who received recommended vaccines before 
their second birthday. 

Purpose: Vaccines are one of the safest, easiest and 
most effective ways to protect children from potentially 
serious diseases. Vaccines are also cost-effective tools 
that help to prevent the spread of serious diseases 
which can sometimes lead to widespread public health 
threats. 

July 2013 - June 2014 data (n=14,507) 

White 

60.6% 

59.5% 

78.7% 

82.8% 

59.6% 

68.3% 

66.5% 

61.5% 

79.1% 

78.5% 

53.8% 

58.7% 

African 
American/Black

White

Hispanic/Latino

Hawaiian/Pacific 
Islander 

American Indian/ 
Alaskan Native 

Benchmark 82.0% 

0.0 % 10 .0% 20 .0% 30 .0% 40 .0% 50 .0% 60 .0% 70 .0% 80 .0% 90 .0%

Childhood immunization varied across groups between 
2013 & June 2014. 
Gray dots represent 2011. 
Data missing for  8.9% of respondents. Each race category excludes Hispanic/Latino. 

66.0% 65.3% 67.6% 

2014 
Benchmark: 
82.0% 

2011 2013 July 2013 - 
June 2014 

Statewide, childhood immunizations continue to increase. 
Data source: Administrative (billing) claims and ALERT Immunization Information Sysytem 

Childhoold immunization remains fairly steady 
since 2011 baseline. Statewide performance in 
June 2014 is still well below the benchmark of 82.0 
percent. Childhood immunization improved 
slightly for African Americans and American 
Indian/Alaskan Natives since 2013, but decreased 
slightly for other racial/ethnic groups. 

Childhood immunization improved for all but two 
CCOs between 2013 and June 2014. 

Asian American
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Benchmark 82.0% 
58.2% 

49.0% 

63.6% 

55.9% 

68.3% 

74.0% 

63.9% 

55.1% 

69.4% 

49.7% 

40.5% 

58.1% 

68.8% 

58.8% 

68.5% 

74.5% 

72.9% 

56.9% 

70.0% 

61.1% 

72.6% 

77.0% 

66.8% 

57.4% 

71.5% 

60.7% 

66.9% 

59.6% 

70.3% 

59.8% 

67.7% 

72.1% 

PacificSource - Central 

Western Oregon Advanced Health 

Umpqua Health Alliance 

Yamhill CCO 

Eastern Oregon 

Cascade Health Alliance 

Trillium 

Intercommunity Health Network 

Health Share 

PacificSource - Gorge 

Columbia Pacific 

Jackson Care Connect  

Hy eHaeltathl 

All Care Health Plan 

FamilyCare 

PrimaryHealth of Josephine County 

Fourteen of 16 CCOs improved on chidhood immunziation status between 2013 & June 2014. 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization. 
Baseline data for PacificSource Central and Gorge are combined. 
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Willamette Valley Community Health



Hispanic/Latino Hispanic/Latino 

Chlamydia screening in women ages 16-24 

Measure description: Percentage of sexually active 
women (ages 16-24) who had a test for chlamydia 
infection. 

Purpose: Chlamydia is the most common reportable 
illness in Oregon. Since there are usually no symptoms, 
routine screening is important to find the disease early 
so that it can be treated and cured with antibiotics. If 
chlamydia is not found and treated, it can lead to pelvic 
inflammatory disease, which can cause infertility. 

July 2013 - June 2014 data (n=21,674) 

While still below the benchmark, Chlamydia screening 
increased between 2013 and June 2014 by three 
percentage points.  Thirteen CCOs increased since 2013 
despite a 16-percent increase in the number of eligible 
members. 

Hispanic/Latino 

Hawaiian/Pacific Islander 

Asian American 

American Indian/Alaskan Native 

African American/Black 

51.0% 

46.5% 

70.4% 

54.9% 

52.9% 

64.9% 

61.7% 

54.9% 

74.6% 

58.1% 

55.6% 

52.6% 

American Indian/ 
Alaskan Native 

Asian American 

African 
American/Black 

Hispanic/Latino 

White 

Hawaiian/ 
Pacific Islander 

Benchmark 64.0% 

0.0 % 10 .0% 20 .0% 30 .0% 40 .0% 50 .0% 60 .0% 70 .0% 80 .0% 90 .0%

59.9% 
54.4% 57.4% 

2014 
Benchmark: 
64.0% 

Statewide, chlamydia screenings have increased this 
year, but are still below the benchmark. 
Data source: Administrative (billing) claims 
2014 benchmark source: 2013 National Medicaid 75th percentile 

2011 2013 July 2013 - 
June 2014 

Chlamydia increased for all racial/ethnic groups except 
Hawaiian/Pacific Islanders between 2013 and June 2014. 
Gray dots represent 2011. 
Data missing for  7.0% of respondents. Each race category excludes Hispanic/Latino. 

CHLAMYDIA SCREENING IN WOMEN AGES 16-24
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Benchmark 64.0% 
48.9% 

43.5% 

50.4% 

41.5% 

51.2% 

50.2% 

47.4% 

48.8% 

52.5% 

43.6% 

62.3% 

52.1% 

58.7% 

58.0% 

51.5% 

52.1% 

57.0% 

51.4% 

55.8% 

46.7% 

56.3% 

54.7% 

51.5% 

52.2% 

55.8% 

46.6% 

64.7% 

53.9% 

60.4% 

57.3% 

50.0% 

49.8% 

Trillium 

PrimaryHealth of Josephine County 

PacificSource - Central 

Umpqua Health Alliance 

Jackson Care Connect   

Eastern Oregon 

Intercommunity Health Network 

All Care Health Plan 

Cascade Health Alliance 

Columbia Pacific 

Health Share 

Yamhill CCO 

FamilyCare 

Western Oregon Advanced Health 

PacificSource - Gorge 

Willamette Valley Community Health 

After decreasing in 2013, most CCOs are showing improvements in chlamydia screening rates in June 2014. 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization. 
Baseline data for PacificSource Central and  Gorge are combined. 
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White 

Hispanic/Latino 

White 

Hispanic/Latino 

Comprehensive diabetes care: HbA1c testing 

Measure description: Percentage of adult patients (ages 
18-75) with diabetes who received at least one A1c 
blood sugar test.  

Purpose: Controlling blood sugar levels is important to 
help people with diabetes manage their disease. It is 
also a key way to assess the overall effectiveness of 
diabetes care in Oregon. By improving the quality of 
care for diabetes, Oregon can help patients avoid 
complications and hospitalizations that lead to poor 
health and high costs. 

July 2013 - June 2014 data (n=21,160) 

Testing for blood sugar (HbA1c) among members with 
diabetes has shown continual improvement since 2011.  
HbA1c testing has approached the benchmark across all 
racial and ethnic groups.  All CCOs improved from 2013 
to June 2014 with the denominator increasing by 5 
percent due to the new ACA population. 

White 

Hispanic/Latino 

African American/Black 
73.0% 

81.5% 

78.8% 

84.3% 

82.8% 

82.1% 

77.5% 

85.7% 

82.3% 

87.1% 

85.4% 

84.1% 

American Indian/ 
Alaskan Native 

Hispanic/Latino 

White 

Hawaiian/ 
Pacific Islander 

Asian American 

African 
American/Black 

Benchmark 
 87.0% 

0.0 % 10 .0% 20 .0% 30 .0% 40 .0% 50 .0% 60 .0% 70 .0% 80 .0% 90 .0% 10 0.0%

78.5% 79.3% 82.7% 

2014 
Benchmark: 
87.0% 

Statewide, HbA1c testing for members with diabetes 
has continued to improve. 
Data source: Administrative (billing) claims 
2014 benchmark source: 2013 National Medicaid 75th percentile 

2011 2013 July 2013 - 
June 2014 

HbA1c testing has approached the benchmark across all 
racial/ethnic groups between 2013 & June 2014. 
Gray dots represent 2011. 
Data missing for  3.0% of respondents. Each race category excludes Hispanic/Latino. 
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Benchmark 87.0% 

76.8% 

79.4% 

80.0% 

70.9% 

76.6% 

78.6% 

80.8% 

79.5% 

77.2% 

75.1% 

76.2% 

80.7% 

82.5% 

83.0% 

77.0% 

81.7% 

83.2% 

85.1% 

85.0% 

75.6% 

80.9% 

82.9% 

84.3% 

82.9% 

80.5% 

78.3% 

79.1% 

83.6% 

85.0% 

85.3% 

79.1% 

83.2% 

Columbia Pacific 

Jackson Care Connect  

Trillium 

Eastern Oregon 

All Care Health Plan 

FamilyCare 

PacificSource - Gorge 

Umpqua Health Alliance 

PrimaryHealth of Josephine County 

PacificSource - Central 

Health Share 

Cascade Health Alliance 

Yamhill CCO 

Western Oregon Advanced Health 

Intercommunity Health Network 

All sixteen CCOs improved HbA1c testing rates for patients with diabetes between 2013 & June 2014. 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization. 
Baseline data for PacificSource Central and Gorge are combined.
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White 

Hispanic/Latino 

White 

Hispanic/Latino 

Comprehensive diabetes care: LDL-C screening 

Measure description: Percentage of adult patients (ages 
18-75) with diabetes who received an LDL-C 
(cholesterol) test.  

Purpose: This test helps people with diabetes manage 
their condition by measuring the level of 'bad 
cholesterol' (LDL-C) in the blood. Managing cholesterol 
levels can help people with diabetes avoid problems 
such as heart disease and stroke.  

July 2013 - June 2014 data (n=21,160) 

This metric follows the same trend as testing for HbA1c, 
testing for cholesterol (LDL-C) among members with 
diabetes has shown continual improvement (11 percent) 
since 2011.  LDL-C screening has approached the 
benchmark across all racial and ethnic groups.  All CCOs 
improved from 2013 to June 2014 with the denominator 
increasing by 5 percent due to the new ACA population.  
One CCO surpassed the benchmark. 
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Hispanic/Latino 

Asian American 

African American/Black 
73.1% 

64.1% 

76.8% 

72.3% 

70.2% 

69.7% 

76.0% 

68.0% 

80.7% 

78.8% 

75.3% 

74.2% 

African 
American/Black 

American Indian/ 
Alaskan Native 

Asian American 

Hawaiian/ 
Pacific Islander 

Hispanic/Latino 

White 

Benchmark 
 80.0% 

0.0 % 10 .0% 20 .0% 30 .0% 40 .0% 50 .0% 60 .0% 70 .0% 80 .0% 90 .0%

67.2% 70.1% 74.5% 

2014 
Benchmark: 
80.0% 

Statewide, LDL-C screening for members with diabetes 
has continued to improve. 
Data source: Administrative (billing) claims 
2014 benchmark source: 2013 National Medicaid 75th percentile 

2011 2013 July 2013 - 
June 2014 

LDL-C screening  approached the benchmark across all 
racial/ethnic groups between 2013 & June 2014. 
Gray dots represent 2011. 
Data missing for  3.0% of respondents. Each race category excludes Hispanic/Latino. 
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Benchmark 80.0% 

71.4% 

64.6% 

66.5% 

66.8% 

61.5% 

74.2% 

68.6% 

72.0% 

63.5% 

64.6% 

68.2% 

73.5% 

70.4% 

72.8% 

63.0% 

65.9% 

80.4% 

72.9% 

74.1% 

73.8% 

66.5% 

78.7% 

73.1% 

76.1% 

67.0% 

67.8% 

71.4% 

76.6% 

73.2% 

74.7% 

64.8% 

66.3% 

Trillium 

PacificSource - Gorge 

Columbia Pacific 

Jackson Care Connect   

Eastern Oregon 

Umpqua Health Alliance 

Health Share 

Cascade Health Alliance 

PrimaryHealth of Josephine County 

Intercommunity Health Network 

Yamhill CCO 

All Care Health Plan 

FamilyCare 

PacificSource - Central 

Western Oregon Advanced Health 

All sixteen CCOs improved LDL-C screening for patients with diabetes between 2013 & June 2014. 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization. 
Baseline data for PacificSource Central and Gorge are combined.
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White 

Hispanic/Latino 

White 

Hispanic/Latino 

Developmental screening in the first 36 months 
of life 

Measure description: Percentage of children who were 
screened for risks of developmental, behavioral and social 
delays using standardized screening tools in the 12 months 
preceding their first, second or third birthday. 

Purpose: Early childhood screening helps find delays in 
development as early as possible, which leads to better 
health outcomes and reduced costs. Early developmental 
screening provides an opportunity to refer children to the 
appropriate specialty care before problems worsen. Often, 
developmental delays are not found until kindergarten or 
later – well beyond the time when treatments are most 
helpful. 

July 2013 - June 2014 data (n=49,267) 

The percentage of children who were screened for the risk of 
developmental, behavioral and social delays continues to 
increase from a 2011 baseline of 21 percent to 35 percent in 
June 2014, an increase of 68 percent. There continues to be 
marked gains in developmental screening across Oregon. 

The new ACA population will not be included in this metric 
for 2014 due to continuous enrollment criteria.  However, 
this mid-year report shows 30,000 additional children in the 
denominator compared to 2013.  The increase is due to 
adding children who didn’t qualify for the denominator in 
2013 because of their birthdate and continuous enrollment. 
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28.7% 
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35.6% 

35.2% 
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35.0% 
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33.5% 

37.1% 

36.2% 

33.0% 

Asian American 

Hispanic/Latino 

Hawaiian/ 
Pacific Islander 

White 

African 
American/Black 

American Indian/ 
Alaskan Native 

Benchmark 50.0% 

0.0 % 10 .0% 20 .0% 30 .0% 40 .0% 50 .0% 60 .0%

All racial and ethnic groups except American 
Indian/Alaskan Natives show increased developmental 
screenings between 2013 & June 2014. 
Gray dots represent 2011. 
Data missing for  9.7% of respondents. Each race category excludes Hispanic/Latino. 

20.9% 

33.1% 35.2% 

2014 
Benchmark: 
50.0% 

Statewide, developmental screening continues to 
increase. 
Data source: Administrative (billing) claims 
2014 benchmark source: Metrics and Scoring Committee consensus 

2011 2013 July 2013 - 
June 2014 
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Benchmark 50.0% 8.1% 

31.6% 

23.5% 

28.3% 

16.8% 

23.9% 

30.0% 

33.1% 

58.0% 

62.7% 

27.2% 

33.9% 

24.9% 

30.0% 

50.7% 

57.1% 

21.7% 

41.9% 

28.6% 

33.3% 

20.1% 

26.9% 

32.6% 

35.5% 

60.4% 

64.4% 

28.8% 

35.5% 

26.2% 

29.8% 

49.4% 

53.7% 

PacificSource - Gorge 

PacificSource - Central 

Jackson Care Connect 

Trillium 

Yamhill CCO 

All Care Health Plan 

Columbia Pacific 

Cascade Health Alliance 

PrimaryHealth of Josephine County 

Umpqua Health Alliance 

Health Share 

Intercommunity Health Network 

Eastern Oregon 

FamilyCare 

Western Oregon Advanced Health 

Developmental screenings increased in nearly all CCOs between 2013 & June 2014. 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization. 
Baseline data for PacificSource Central and Gorge are combined. 
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White 

Hispanic/Latino 

White 

Hispanic/Latino 

Electronic Health Record (EHR) adoption 

Measure description: Percentage of eligible providers 
within a CCO’s network and service area who qualified 
for a “meaningful use” incentive payment during the 
measurement year through Medicaid, Medicare, or 
Medicare Advantage EHR Incentive Programs.  

Purpose: Electronic health records have the potential to 
improve coordination of care, increase patient safety, 
reduce medical error, and contain health care costs by 
reducing costly, duplicative tests. Physicians who use 
electronic health records use information available to 
make the most appropriate clinical decisions. 

July 2013 - June 2014 data  
(n=9,227, total number of eligible providers) 

Electronic health record adoption among measured 
providers continues to increase dramatically across 
Oregon. In 2011, 28 percent of eligible providers had 
adopted certified EHRs. By June 2014, 63 percent of 
eligible providers had adopted certified EHRs, an 
increase of 124 percent.  All CCOs improved electronic 
health record adoption between 2013 and June 2014. 

White 

Hispanic/Latino 

Hawaiian/Pacific Islander 

Asian American 

American Indian/Alaskan Native 

African American/Black 

28.0% 

53.7% 
62.7% 

2014  
benchmark: 
72.0% 

2011 2013 
As of 

September 
2014 

Race and ethnicity data. 
Electronic health record adoption will not be stratified by race and ethnicity. 

Statewide, electronic health record adoption continues to increase. 
Data source: State and Federal EHR Incentive Program 
2014 benchmark source: Committee consensus, based on  highest performing CCO in July 2013. 
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Benchmark 72.0% 

51.6% 

44.8% 

59.2% 

56.3% 

56.2% 

63.0% 

65.7% 

58.3% 

54.4% 

90.8% 

58.6% 

57.4% 

45.2% 

68.0% 

53.1% 

44.8% 

69.5% 

61.0% 

74.9% 

71.9% 

70.5% 

76.7% 

76.9% 

68.2% 

64.3% 

100.0% 

67.4% 

66.1% 

53.3% 

75.6% 

60.5% 

52.1% 

PacificSource - Gorge 

Trillium 

PacificSource - Central 

Western Oregon Advanced Health 

Cascade Health Alliance 

Umpqua Health Alliance 

All Care Health Plan 

FamilyCare 

Jackson Care Connect  

PrimaryHealth of Josephine County 

Intercommunity Health Network 

Yamhill CCO 

Columbia Pacific 

Willamette Valley Community 
Health 

Health Share 

Eastern Oregon 

Willamette Valley Community Health 

CCOs continued to improve electronic health record adoption between 2013 & June 2014, and several have met the 
benchmark. 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization. 
2011 baseline data for PacificSource Central and Gorge are combined. 
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White 

Hispanic/Latino 

White 

Hispanic/Latino 

Follow-up after hospitalization for mental 
illness 

Measure description: Percentage of patients (ages 6 
and older) who received a follow-up with a health care 
provider within seven days of being discharged from the 
hospital for mental illness. 

Purpose: Follow-up care is important to help patients 
make progress and feel better after being in the hospital 
for mental illness. This measure addresses an emerging 
issue for children and adults by suggesting follow up for 
patients ages 6 and up. Additionally, research shows 
that follow-up care helps keep patients from returning 
to the hospital, providing an important opportunity to 
reduce health care costs and improve health. 

July 2013 - June 2014 data (n=2,259) 

This mid-year report shows follow-up after 
hospitalization for mental illness continues to improve 
and statewide performance continues to approach the 
benchmark.  The success may be partly the result of 
allowing community providers to complete the follow-
up which promotes behavioral and physical health care 
integration.  This modification was developed by the 
Metrics Technical Advisory Group and approved by 
Metrics and Scoring Committee but is not part of the 
national HEDIS measure specifications. White 

Hispanic/Latino 

Asia

American Indi

African American/Black 

6767.6% 

68.9% 

52.2% 

74.3% 

71.6%

69.6% 

51.6% 

65.9% 

Hispanic/Latino 

White

Asian American 

American Indian/ 
Alaskan Native~ 

Hawaiian/ 
Pacific Islander ~ 

Benchmark 68.8% 

0.0 % 10 .0% 20 .0% 30 .0% 40 .0% 50 .0% 60 .0% 70 .0% 80 .0%

65.2% 
67.6% 68.3% 2014 

Benchmark: 
68.8% 

Statewide, follow-up care after hospitalization for 
mental illness has improved. 
Data source: Administrative (billing) claims 
2014 benchmark source: 2013 National Medicaid 90th percentile 

2011 2013 July 2013 - 
June 2014 

Follow-up care after hospitalization for mental illness decreased 
for all racial/ethnic groups between 2013 and June 2014. 
Gray dots represent 2011. 
Data missing for  6.5% of respondents. Each race category excludes Hispanic/Latino. 
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Benchmark 68.8% 55.3% 

65.6% 

69.9% 

68.0% 

51.2% 

69.1% 

64.1% 

63.4% 

73.0% 

68.0% 

68.3% 

62.9% 

81.0% 

66.7% 

75.0% 

75.0% 

70.7% 

73.3% 

77.3% 

73.3% 

53.2% 

69.2% 

63.2% 

62.4% 

71.5% 

65.6% 

58.8% 

44.2% 

Eastern Oregon 

PacificSource - Central 

Trillium 

Columbia Pacific 

All Care Health Plan 

Health Share 

FamilyCare 

Jackson Care Connect 

Willamette Valley Community 
Health 

Umpqua Health Alliance 

Western Oregon Advanced Health 

Intercommunity Health Network 

Yamhill CCO~ 

PrimaryHealth of Josephine County~ 

Cascade Health Alliance~ 

PacificSource - Gorge~ 

Willamette Valley Community Health 

CCOs have mixed results between 2013 & June 2014 in providing timely follow-up after hospitalization for mental illness. 
Gray dots represent 2011 baselines, which are pre-CCO & based on data from the predecessor care organization. 
Baseline data for PacificSource Central and Gorge are combined.
~ Data suppressed (n<30)  
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Follow-up care for children prescribed ADHD 
medication (initiation phase) 

Measure description: Percentage of children (ages 6-12) 
who had at least one follow-up visit with a provider 
during the 30 days after receiving a new prescription for 
attention deficit hyperactivity disorder (ADHD) 
medication.  

Purpose: Children with attention deficit hyperactivity 
disorder can be greatly helped by ADHD medication. 
One critical component of care is that children have 
follow-up visits once they are on the medication. After a 
child receives ADHD medication, a primary care provider 
should continue to assess learning and behavior and 
help manage the condition. ADHD treatment is an 
important emerging issue for children.

July 2013 - June 2014 data (n=2,395) 

Statewide, the follow-up for children prescribed ADHD 
medication has continued to improve and remains 
above the benchmark (57.7 percent versus 51.0 
percent).  All but three CCOs exceed the benchmark  and 
follow-up care is above the benchmark for all racial and 
ethnic groups. New ACA members receiving a new 
prescription after April 2014 are included in this metric. 

Asian American 

American Indian/Alaskan Native 

African American/Black 

51.1% 

53.2% 

53.8% 

56.4% 

54.9% 

56.9% 

53.1% 

American Indian/ 
Alaskan Native~ 

African 
American/Black 

White 

Hispanic/Latino 

Asian American~ 

Hawaiian/Pacific Islander~ 

Benchmark 51.0% 

Follow-up care for children prescribed ADHD 
medication is above the benchmark for all racial and 
ethnic groups in both 2013 & June 2014. 
Gray dots represent 2011. 
Data missing for  8.9% of respondents. Each race category excludes Hispanic/Latino. 
~Data suppressed. 

52.3% 53.3% 
57.7% 

2014 
Benchmark: 
51.0% 

Statewide, Oregon has surpassed the benchmark in 
initiating follow-up care for children prescribed ADHD 
medication.  
Data source: Administrative (billing) claims 
2014 benchmark source: 2013 National Mediaid 90th percentile 

2011 2013 July 2013 - 
June 2014 
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Benchmark  
51.0% 

43.5% 

47.7% 

70.8% 

56.3% 

45.9% 

45.3% 

53.7% 

53.0% 

61.7% 

58.7% 

56.7% 

47.4% 

56.0% 

52.8% 

53.3% 

75.0% 

60.9% 

61.8% 

80.0% 

63.2% 

52.1% 

50.7% 

58.9% 

57.8% 

65.7% 

61.2% 

58.3% 

48.8% 

56.9% 

53.2% 

49.3% 

61.3% 

PrimaryHealth of Josephine County 

PacificSource - Central 

Cascade Health Alliance 

Eastern Oregon 

Willamette Valley Community 
Health 

Columbia Pacific 

All Care Health Plan 

FamilyCare 

Yamhill CCO 

Health Share 

Umpqua Health Alliance 

Intercommunity Health Network 

Trillium 

Jackson Care Connect  

Western Oregon Advanced Health 

PacificSource - Gorge 

Fourteen of 16 CCOs met the benchmark for initiating follow-up care for children prescribed ADHD 
medication between 2013 & June 2014.  
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization. 
Baseline data for PacificSource Central and Gorge are combined. 

Willamette Valley Community Health 
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White 

Hispanic/Latino 

White 

Hispanic/Latino 

Health Status (CAHPS) 

Measure description: Percentage of Medicaid members 
(adults and children) who self-report their overall health 
as excellent or very good.  

Purpose: Self-reported health status is a good predictor 
of future disability, hospitalization, and mortality. 
Programs to prevent or manage diseases and increase 
healthy behaviors can all lead to improved health status. 

Calendar year 2013 data 
(n=4,889 adults, 5,387 children) 

The percentage of Medicaid members who report their 
overall health is good or excellent improved from 2011 
before the Coordinated Care Model was in existence to 
2013.  This is self-reported information from members 
who were enrolled in Medicaid during 2013 so does not 
include new ACA enrollees.  
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Hispanic/Latino 

Hawaiian/Pacific Islander 

Asian American 

American Indian/Alaskan Native 

African American/Black 

56.0% 
63.0% 

93.0% 95.0% 

Statewide,the percentage of Medicaid members who 
feel healthy increased between 2011 and 2013.  
Data source: Consumer Assessment of Healthcare Providers and Systems (CAHPS) 
2013  benchmark source: National  CAHPS camparative data.  
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55.1% 

57.8% 

52.7% 
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73.5% 

69.4% 

61.0% 
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Islander 

Benchmark 67.0% 
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Children 
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95.4% 
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98.0% 
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93.2% 
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96.9% 
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97.9% 
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American Indian/ 
Alaskan Native 
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Islander 0.0 % 20 .0% 40 .0% 60 .0% 80 .0% 10 0.0% 12 0.0%

While most racial/ethnic groups felt healthier in 2013 than 2011, 
Hawaiian/Pacific Islander children and adults felt  less healthy. 
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Benchmark 67.0% 
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FamilyCare 
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Cascade Health Alliance 

PrimaryHealth of Josephine County 
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Willamette Valley Community 
Health 

Eastern Oregon 

Columbia Pacific 

Jackson Care Connect  

PacificSource - Central 

PacificSource - Gorge 

Western Oregon Advanced Health 

Intercommunity Health Network 

Trillium 

Willamette Valley Community Health 

All CCOs showed improvement in member health status between 2011 & 2013. 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization. Baseline data for PacificSource Central and Gorge are combined.  
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Immunization for adolescents 

Measure description: Percentage of adolescents who 
received recommended vaccines before their 13th 
birthday.   

Purpose: Like young children, adolescents also benefit 
from immunizations. Vaccines are a safe, easy and cost-
effective way to prevent serious disease. Vaccines are 
also cost-effective tools that help to prevent the spread 
of serious and sometimes fatal diseases. 

July 2013 - June 2014 data (n=12,595) 

Hawaiian/Pacific Islander 

Asian American 

American Indian/Alaskan Native 

44.9% 

54.1% 

64.1% 

46.0% 

60.4% 

50.3% 

50.3% 

57.7% 

67.0% 

48.3% 

61.6% 
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Islander~ 

American Indian/ 
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Asian American 
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American/Black 

Benchmark 77.1% 
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Adolescent immunization increased for all 
racial/ethnic groups between 2013 & June 2014. 
Gray dots represent 2011. 
Data missing for  7.2% of respondents. Each race category excludes Hispanic/Latino.
~Data suppressed (n<30) 

49.2% 52.9% 55.3% 

2014 
Benchmark: 
77.1% 

2011 2013 July 2013 - 
June 2014 

Statewide, adolescent immunizations continue to 
increase in June 2014. 
Data source: Administrative (billing) claims and ALERT Immunization Information Sysytem 

Adolescent immunizations continued to increase 
over 2011 baseline and reached 55.3 percent in 
June 2014. However, there is still room for 
improvement. Adolescent immunizations 
improved for all racial/ethnic groups since 2013 
and most CCOs. However, even the highest 
performing CCOs are still 10 percentage points 
below the benchmark. 

Hispanic/Latino 
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Benchmark 77.1% 
29.6% 

46.6% 

56.5% 

35.3% 

58.9% 

59.9% 

54.8% 

62.1% 

36.5% 

49.7% 

40.5% 
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60.5% 

39.4% 

45.9% 

60.3% 

35.5% 

52.4% 

61.3% 
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57.4% 

64.1% 

38.2% 
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34.7% 

55.8% 

59.3% 

37.8% 

42.0% 

55.8% 

Columbia Pacific 

Cascade Health Alliance 

PacificSource - Gorge 

Jackson Care Connect  

FamilyCare 

Health Share 

Eastern Oregon 

Yamhill CCO 

Intercommunity Health Network 

Trillium 

All Care Health Plan 

Willamette Valley Community 
Health 

PacificSource - Central 

Umpqua Health Alliance 

Western Oregon Advanced Health 

PrimaryHealth of Josephine County 

While many CCOs improved adolescent immunizations between 2013 & June 2014, no CCOs have met 
the benchmark. 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization. 
Baseline data for PacificSource Central and Gorge are combined. 

Willamette Valley Community Health 
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38.4% 

37.4% 

40.3% 

Asian American 
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Initiation has improved for every group except 
Hispanic/Latinos between 2013 & June 2014. 
Gray dots represent 2011. 
Data missing for 8.0% of respondents. Each race category excludes Hispanic/Latino. 
~ Data suppressed due to small denominator. 

Initiation and engagement of alcohol or other 
drug treatment (initiation phase) 

Measure description: Percentage of patients (ages 13 
and older) newly diagnosed with alcohol or other drug 
dependence and who began treatment within 14 days of 
the initial diagnosis.  

Purpose: There are more deaths, illnesses and 
disabilities from substance abuse than from any other 
preventable health condition. 

Deliberate efforts to reach those with alcohol or other 
drug dependence and keep them engaged in treatment 
can improve health outcomes and save on health care 
costs.  

June 2013 - July 2014 data (n=11,596) 

Statewide the percentage of patients ages 13 and older 
newly diagnosed with alcohol or drug dependence who 
began treatment within 14 days of diagnosis surpassed 
the benchmark in June 2014.  Eight of 16 CCOs 
performed above the benchmark (2013 national 
Medicaid median).  However, with less than 40 percent 
of newly diagnosed patients receiving timely alcohol or 
drug treatment, there is much room for improvement. 

33.0% 33.3% 
38.7% 2014 

Benchmark: 
38.2% 

Statewide, initiation of alcohol or other drug treatment 
has increased. 
Data source: Administrative (biling) claims 
2014 benchmark source: 2013 national Medicaid median 

2011 2013 
July 2013 - 
June 2014 
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Benchmark 38.2% 
32.3% 

35.7% 

31.2% 

34.2% 

29.5% 

35.0% 

33.7% 

27.9% 

33.0% 

49.7% 

40.5% 

35.8% 

44.1% 

33.3% 

33.0% 

42.4% 

49.3% 

44.9% 

40.0% 

42.5% 

37.4% 

42.7% 

39.9% 

33.0% 

37.1% 

36.5% 

38.6% 

37.8% 

46.1% 

34.8% 

31.5% 

31.5% 

PacificSource - Gorge 

Yamhill CCO 

Jackson Care Connect 

PacificSource - Central 

Health Share 

Western Oregon Advanced Health 

Trillium 

Umpqua Health Alliance 

All Care Health Plan 

FamilyCare 

Willamette Valley 

Eastern Oregon 

Intercommunity Health Network 

Cascade Health Alliance 

Columbia Pacific 

PrimaryHealth of Josephine County 

Initiation rates improved for most CCOs between 2013 & June 2014. 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization.  
Baseline data for PacificSource Central and Gorge are combined. 
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Hispanic/Latino Hispanic/Latino 

Initiation and engagement of alcohol or other 
drug treatment (engagement phase) 

Measure description: Percentage of patients (ages 13 and 
older) who had two or more additional services for alcohol 
or other drug dependence within 30 days of their initial 
treatment.  

Purpose:  Many individuals with alcohol and other drug 
disorders leave treatment prematurely, even though 
individuals who remain in treatment longer have better 
outcomes. Ongoing engagement is an important step 
between the first visit and completing a full treatment. 

Deliberate efforts to reach those with alcohol or other 
drug dependence and keep them engaged in treatment 
can improve health outcomes and save on health care 
costs.  

June 2013 - July 2014 data (n=11,596) 

Statewide the percentage of patients ages 13 and older 
with two or more services for alcohol or drug dependence 
within 30 days of initial treatment dropped from 2013 to 
June 2014.  This metric decreased among all racial and 
ethnic groups as well as 11 CCOs.  This metric shows an 
area of behavioral health integration that needs focus for 
future improvements.  Nationally, performance on this 
metric is low with a Medicaid median of 10.6 percent. 

Hispanic/Latino 

Asia

American Indian/Alaskan Native 

African American/Black 

16.7% 

19.9% 

19.7% 

23.4% 

28.4% 

31.5% 

19.3% 

18.6% 

20.4% 

23.5% 

Asian American 

White

African 
American/Black 

American Indian/ 
Alaskan Native 

Hispanic/Latino 

Hawaiian/ 
Pacific Islander~ 

Benchmark 10.6% 

0.0 % 5.0 % 10 .0% 15 .0% 20 .0% 25 .0% 30 .0% 35 .0%

Engagement has fallen for all racial/ethinic groups 
between 2013 and June 2014. 
Gray dots represent 2011. 
Data missing for  8.0% of respondents. Each race category excludes Hispanic/Latino. 
~ Data suppressed (n<30) 

18.9% 
21.6% 20.4% 

2014 
Benchmark: 
10.6% 

2011 2013 
July 2013 - 
June 2014 

Statewide, engagement of alcohol or other drug 
treatment has fallen slightly this year. 
Data source: Administrative (billing) claims 
2014 benchmark source: 2013 national Medicaid median

INITIATION AND ENGAGEMENT OF ALCOHOL OR OTHER DRUG TREATMENT (ENGAGEMENT PHASE) 

2014 Mid-Year Performance Report
January 14, 2015

Oregon Health Authority
Office of Health Analytics

46



Benchmark 
 10.6% 

15.4% 

19.2% 

21.7% 

29.5% 

18.6% 

22.7% 

18.1% 

17.9% 

22.0% 

23.5% 

24.2% 

23.9% 

23.9% 

27.6% 

33.3% 

20.5% 

21.1% 

21.1% 

23.6% 

31.1% 

19.1% 

22.7% 

17.5% 

17.3% 

21.2% 

21.3% 

21.6% 

19.9% 

16.1% 

17.8% 

19.1% 

Cascade Health Alliance ~ 

PacificSource - Gorge 

Umpqua Health Alliance 

Jackson Care Connect  

Intercommunity Health Network 

FamilyCare 

PacificSource - Central 

Health Share 

Eastern Oregon 

Yamhill CCO 

Trillium 

Willamatte 

All Care Health Plan 

Columbia Pacific 

Western Oregon Advanced Health 

PrimaryHealth of Josephine County 

Engagement has declined slightly in many CCOs between 2013 & June 2014. 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization.  
Baseline data for PacificSource Central and Gorge are combined. 
~ Data supressed (n<30) 
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White White 

Low birth weight prevalance 

Measure description: Percentage of live births that 
weighed less than 2,500 grams (5.5 lbs) 

Purpose: Low birth weight babies are more likely than 
babies with normal weight to have health problems as a 
newborn and may be more likely to have chronic health 
conditions later in life. Some risk factors for low birth 
weight can be identified through timely prenatal care 
and can be addressed through behavioral changes and 
treatment of the mother’s chronic conditions.  

July 2013 - June 2014 data (n=12,185) 

The percentage of live births with low birth weight 
remained roughly the same between 2013 and June 
2014 at 5.6 percent.  CCOs ranged from 3.8 percent to 
7.8 in June 2014. 

White 

Hawaiian/Pacific Islander 

Asian American 

American Indian/Alaskan Native 

African American/Black 

8.3% 

5.5% 

4.7% 

5.5% 

9.9% 

3.6% 

6.4% 

4.8% 

4.9% 

5.8% 

10.4% 

4.4% 

African 
American/Black 

Asian American 

Hispanic/Latino 

White 

Hawaiian/Pacific 
Islander 

American Indian/ 
Alaskan Native 

Benchmark 6.0% 

0.0 % 2.0 % 4.0 % 6.0 % 8.0 % 10 .0% 12 .0%

African Americans experienced the greatest 
improvement in reducing low birth weights between 
2013 & June 2014. 
(Lower scores are better) 
Data missing for  14.3% of respondents.  
Each race category excludes Hispanic/Latino. 

5.5% 
5.6% 

Statewide, low birth weights have remained steady and 
are below the benchmark. 
(Lower scores are better) 
Data source: Administrative (billing) claims 
2014 benchmark source: County health rankings 90th percentile 

2013 
July 2013 - 
June 2014 

2014  
Benchmark:  
6.0% 
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Benchmark 6.0% 8.0% 

5.4% 

6.5% 

5.2% 

5.5% 

6.2% 

4.5% 

7.4% 

3.3% 

5.8% 

4.2% 

3.7% 

3.6% 

2.3% 

4.9% 

5.0% 

6.4% 

3.8% 

5.7% 

4.6% 

4.9% 

5.7% 

4.8% 

7.8% 

3.9% 

6.5% 

5.6% 

5.1% 

5.1% 

4.1% 

7.0% 

7.3% 

Umpqua Health Alliance 

Intercommunity Health Network 

Cascade Health Alliance 

Western Oregon Advanced Health 

Willamette Valley Community 
Health 

Health Share 

FamilyCare 

Trillium 

All Care Health Plan 

Eastern Oregon 

PrimaryHealth of Josephine County 

Jackson Care Connect  

Columbia Pacific 

PacificSource - Gorge 

Yamhill CCO 

PacificSource - Central 

CCO performance reducing on low birth weight was mixed between 2013 &  June 2014. 
(Lower is better) 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization. 
Baseline data for PacificSource Central and Gorge are combined.

Willamette Valley Community Health 
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White 

Hisp

White 

Hisp

Medical assistance with smoking and tobacco 
use cessation 

Component 1: Percentage of adult tobacco users 
advised to quit by their doctor.  

Purpose: Tobacco use causes many diseases and 
quitting can have immediate and long-term health 
benefits. In addition to improving health outcomes, 
helping people quit smoking also reduces the costs of 
treating health problems caused by using tobacco, such 
as lung cancer and heart disease.  

Calendar year 2013 data: 

White 

Hisp

35.0% 

31.6% 

43.7% 

52.3% 

48.6% 

59.6% 

60.0% 

55.6% 

47.0% 

54.9% 

47.5% 

50.0% 

Asian American 

Hawaiian/ 
Pacific Islander 

Hispanic/Latino 

White

American Indian/
Alaskan Native 

African 
American/Black 

Benchmark 81.4% 

0.0 % 10 .0% 20 .0% 30 .0% 40 .0% 50 .0% 60 .0% 70 .0% 80 .0% 90 .0%

Asian American and Hawaiian/Pacific Islander adult 
tobacco users were least likely to receive advice to quit 
in 2011 but most likely in 2013. 
Each race category excludes Hispanic/Latino. 

50.0% 55.0% 

Statewide, doctors were more likely to advise smokers 
to quit in 2013 than in 2011.  
Data source: Consumer Assessment of Healthcare Providers and Systems (CAHPS)
2013 benchmark source: 2012 National Medicaid 90th percentile 

2011 2013 July 2013 - 
June 2014 

2013 
Benchmark: 

Statewide, doctors were more likely to advise 
smokers to quit in 2013 than in 2011. While a 
promising increase, there is still room for 
improvement as providers should advise all tobacco 
users to quit. Asian American and Hawaiian/Pacific 
Islander tobacco users were most likely to receive 
advice to quit in 2013. Most CCOs showed small 
improvements in providers advising tobacaco users to 
quit. 
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Benchmark 81.4% 
46.0% 

50.0% 

50.0% 

47.0% 

51.0% 

51.0% 

53.0% 

45.0% 

45.0% 

50.0% 

61.0% 

58.0% 

47.0% 

47.0% 

56.0% 

55.0% 

58.3% 

60.0% 

59.1% 

55.0% 

58.8% 

57.7% 

59.1% 

50.4% 

48.3% 

49.7% 

40.5% 

58.1% 

45.0% 

43.9% 

50.9% 

43.9% 

Western Oregon Advanced Health 

Yamhill CCO* 

Jackson Care Connect* 

PacificSource - Central 

Cascade Health Alliance 

Intercommunity Health Network 

Eastern Oregon 

Umpqua Health Alliance 

Willamette Valley Community 
Health 

Columbia Pacific* 

PrimaryHealth of Josephine County 

Health Share 

FamilyCare 

PacificSource - Gorge 

Trillium 

All Care Health Plan 

Willamette Valley Community Health 

Twelve of 16  CCOs improved on this metric between 2011 and 2013, however nobody has reached the benchmark. 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization. Baseline data for PacificSource Central and Gorge are combined. 
*CCO baseline could not clearly be attributed to past FCHP; baseline provided is state average. 
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White 

Hispanic/Lati

White 

Hispanic/Lati

Medical assistance with smoking and tobacco 
use cessation 

Component 2: Percentage of adult tobacco users whose 
doctor discussed or recommended medication to quit 
smoking. 

Purpose: Tobacco use causes many diseases and 
quitting can have immediate and long-term health 
benefits. In addition to improving health outcomes, 
helping people quit smoking also reduces the costs of 
treating health problems caused by using tobacco, such 
as lung cancer and heart disease.  

Calendar year 2013 data: 

White 

Hispanic/Lati

22.7% 

15.8% 

25.6% 

15.5% 

30.2% 

30.3% 

35.0% 

25.0% 

29.0% 

18.0% 

27.3% 

26.2% 

Asian American 

Hawaiian/ 
Pacific Islander 

White 

Hispanic/Latino 

American Indian/
Alaskan Native 

African 
American/Black 

Benchmark 50.7% 

0.0 % 10 .0% 20 .0% 30 .0% 40 .0% 50 .0% 60 .0%

Most racial/ethnic groups were more likely to receive 
advice on cessation medications in 2013 than 2011. 
Each race category excludes Hispanic/Latino. 
2013 benchmark source: 2012 National Medicaid 90th percentile 

24.0% 
28.9% 

Statewide, doctors were more likely to recommend 
medications to quit smoking in 2013 than in 2011. 
Data source: Consumer Assessment of Healthcare Providers and Systems (CAHPS)
2013 benchmark source: 2012 National Medicaid 90th percentile. 

2011 2013 July 2013 - 
June 2014 

2013  
Benchmark:  
50.7% 

MEDICAL ASSISTANCE WITH SMOKING AND TOBACCO USE CESSATION (PART 2)

2013. 

Statewide, doctors were more likely to recommend 
medication to quit smoking in 2013 than in 2011. 
However, statewide performance is still well below the 
benchmark. Asian American tobacco users were most 
likely to receive advice on cessation medications in 
2013. CCOs ranged from 16.8 percent to 41.9 percent in 
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Benchmark 50.7% 
28.0% 

24.0% 

21.0% 

19.0% 

24.0% 

23.0% 

20.0% 

28.0% 

25.0% 

24.0% 

25.0% 

22.0% 

24.0% 

33.0% 

25.0% 

34.0% 

41.9% 

37.7% 

34.4% 

32.1% 

33.0% 

30.0% 

26.1% 

33.3% 

30.3% 

49.7% 

40.5% 

22.5% 

21.7% 

26.8% 

17.2% 

16.8% 

Health Share 

Yamhill CCO* 

Willamette Valley Community 
Health 

Intercommunity Health Network 

Jackson Care Connect* 

Eastern Oregon 

Cascade Health Alliance 

PrimaryHealth of Josephine County

Columbia Pacific* 

PacificSource - Gorge 

Umpqua Health Alliance 

FamilyCare 

Trillium 

PacificSource - Central 

All Care Health Plan 

Willamette Valley Community Health 

Tobacco users across 12 CCOs were more likely to be recommended cessation medications by their doctor in 2011 than 2013. 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization. Baseline data for PacificSource Central and Gorge are combined. 
*CCO baseline could not clearly be attributed to past FCHP; baseline provided is state average. 

Western Oregon Advanced Health
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White 

Hispanic/Latino 

White 

Hispanic/Latino 

Medical assistance with smoking and tobacco 
use cessation 

Component 3: Percentage of adult tobacco users whose 
doctor discussed or recommended strategies to quit 
smoking.  

Purpose: Tobacco use causes many diseases and 
quitting can have immediate and long-term health 
benefits. In addition to improving health outcomes, 
helping people quit smoking also reduces the costs of 
treating health problems caused by using tobacco, such 
as lung cancer and heart disease.  

Calendar year 2013 data: 

White 

Hispanic/Latino 

African American/Black 
10.5% 

15.8% 

25.0% 

21.8% 

17.3% 

30.8% 

37.5% 

35.0% 

26.8% 

23.5% 

14.0% 

22.5% 

Hawaiian/ 
Pacific Islander 

Asian American 

American Indian/ 
Alaskan Native

White 

Hispanic/Latino 

African 
American/Black 

Benchmark 56.6% 

0.0 % 10 .0% 20 .0% 30 .0% 40 .0% 50 .0% 60 .0%

Asian American and Hawaiian/Pacific Islander 
tobacco users were least likely to receive advice to quit 
in 2011 but most likely in 2013. 
Each race category excludes Hispanic/Latino. 

22.0% 23.6% 

Statewide, there is much for improvement toward the 
benchmark. 
Data source: Consumer Assessment of Healthcare Providers and Systems (CAHPS)
2013 benchmark source: 2012 National Medicaid 90th percentile 

2011 2013 July 2013 - 
June 2014 

2013 
Benchmark: 
56.6% 

MEDICAL ASSISTANCE WITH SMOKING AND TOBACCO USE CESSATION (PART 3)

While there was slight increase between 2011 and 2013, 
there is still considerable room for improvement on the 
percentage of doctors who discuss or recommend 
strategies to quit smoking. Hawaiian/Pacific Islander and 
Asian American tobacco users were least likely to 
receive recommendations on strategies to quit in 2011, 
but most likely  2013.  
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Benchmark 56.6% 
17.0% 

21.0% 

20.0% 

21.0% 

18.0% 

22.0% 

16.0% 

27.0% 

23.0% 

22.0% 

16.0% 

20.0% 

27.0% 

22.0% 

24.0% 

25.0% 

25.8% 

28.1% 

27.0% 

27.9% 

24.3% 

28.1% 

19.8% 

30.1% 

23.9% 

49.7% 

40.5% 

17.8% 

24.8% 

19.4% 

18.5% 

18.8% 

Willamette Valley Community 
Health 

Western Oregon Advanced Health 

Eastern Oregon 

PrimaryHealth of Josephine County 

Intercommunity Health Network 

Yamhill CCO* 

PacificSource - Gorge 

Health Share 

Cascade Health Alliance 

Jackson Care Connect* 

PacificSource - Central 

Umpqua Health Alliance 

Trillium 

Columbia Pacific* 

FamilyCare 

All Care Health Plan 

Willamette Valley Community Health 

The likelihood of doctors recommending cessation medications was mixed between 2011 and 2013.  
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization. Baseline data for PacificSource Central and Gorge are combined. 
*CCO baseline could not clearly be attributed to past FCHP; baseline provided is state average. 
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Mental and physical health assessments within 
60 days for children in DHS custody 

Measure description: Percentage of children age 4+ who 
receive a mental health assessment and physical health 
assessment within 60 days of the state notifying CCOs that 
the children were placed into custody with 
the Department of Human Services (foster care). Physical 
health assessments are required for children under age 4, 
but not mental health assessments.  

Purpose: Children who have been placed in foster care 
should have their mental and physical health checked so 
that an appropriate care plan can be developed. Mental 
and physical health assessments are a requirement for the 
foster program because of their importance to improving 
the health and well-being of a child in a trying situation. 

July 2013 - June 2014 data (n=1,034) 

This measure has continued systematic challenges that can 
make it difficult to measure and report by CCO. Despite 
these challenges, the percentage of children receiving 
timely physical and mental health assessments has 
continually increased.  Since 2011, the percentage has 
grown by nearly 25 percent.  This means that more 
children entering the foster care system are receiving 
needed assessments to help improve their health and well-
being.  OHA and the CCOs are continuing to work together 
on the methodology to improve data collection and 
reporting for this measure. Nonetheless, assessments 
across all race and ethnicity groups have increased since 
2011. 

Hawaiian/Pacific Islander 

Asian American 

American Indian/Alaskan Native 

African American/Black 

63.1% 

69.8% 

68.7% 

65.5% 

57.7% 

50.0% 

50.0% 

American Indian/ 
Alaskan Native~ 

White 

African 
American/Black~ 

Hispanic/Latino~ 

Asian American ~ 

Hawaiian/Pacific 
Islander ~ 

Benchmark 90.0% 

0.0 % 10 .0% 20 .0% 30 .0% 40 .0% 50 .0% 60 .0% 70 .0% 80 .0% 90 .0% 10 0.0%

53.6% 
63.5% 66.9% 

2014 
Benchmark: 
90.0% 

Statewide, health assesments for children in foster 
care are improving slightly. 
Data source: Administrative (billing) claims + ORKids 
2014 benchmark source: Metrics and Scoring Committee consensus  

2011 2013 July 2013 - 
June 2014 

American Indian/Alaskan Native children in foster care were most 
likely to receive comprehensive health assessments in June 2014. 
Gray dots represent 2011. 
Data missing for  1.6% of respondents. Each race category excludes Hispanic/Latino. 
~Data suppressed (n<30)  
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Benchmark 90.0% 39.1% 

65.7% 

39.6% 

45.7% 

49.1% 

48.1% 

55.3% 

53.8% 

55.1% 

50.0% 

57.5% 

65.7% 

51.7% 

45.8% 

58.2% 

69.5% 

75.0% 

97.2% 

69.0% 

73.5% 

75.4% 

71.4% 

73.7% 

68.9% 

70.0% 

61.1% 

66.7% 

73.0% 

57.9% 

50.0% 

52.2% 

58.3% 

PrimaryHealth of Josephine County 

Western Oregon Advanced Health 

Jackson Care Connect  

PacificSource - Central 

Trillium 

Umpqua Health Alliance 

Eastern Oregon 

FamilyCare 

Yamhill CCO 

All Care Health Plan 

PacificSource - Gorge 

Willamette Valley Community 
Health 

Health Share 

Columbia Pacific 

Intercommunity Health Network 

Cascade Health Alliance 

Willamette Valley Community Health 

Fourteen of 16 CCOs improved on mental and physical health assessments for children in foster care between 2013 & June 2014. 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization.  
Baseline data for PacificSource Central and Gorge are combined. 
2013 data have been refreshed to reflect combined 2011 and 2013 performance. This combined data provides larger denominators and is more comparable to 2014 performance. 
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White 

Hispanic/Latino 

White 

Hispanic/Latino 

Obesity prevalence 

Measure description: Percentage of adult Medicaid 
members (ages 18 and older) who are obese, defined as 
body mass index greater than 30.  

Purpose: Obesity is the second leading cause of 
preventable death in Oregon and is a major risk factor 
for many conditions like diabetes, cancer, and heart 
disease. In addition to improving health outcomes, 
helping people reach a healthy weight can reduce health 
care costs.  

2012 data 

The prevalance of obesity among Medicaid members 
increased slightly but remained below the benchmark 
established in Oregon's waiver (lower is better). 
Updated obesity prevalence at the state, race/ethnicity, 
and CCO level from a Medicaid Behavioral Risk Factor 
Surveillance Survey will be available in the next 
performance report.  

White 

Hispanic/Latino 

Hawaiian/Pacific Islander 

Asian American 

American Indian/Alaskan Native 

African American/Black 

36.6% 
39.6% 

Benchmark: 41.0% 

Statewide, obesity prevalence increased slightly 
between 2010 and 2012.  
(Lower is better) 
Data source: Oregon Behavioral Risk Factor Surveillance System (BRFSS) 
2014 benchmark source: Oregon's 1115 demonstration waiver goals 

2010 2012 July 2013 - 
June 2014 
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White 

Hispanic/Latino 

White 

Hispanic/Latino 

Patient-centered primary care home 
enrollment 

Measure description: Percentage of patients who were 
enrolled in a recognized patient-centered primary care 
home (PCPCH).  

Purpose: Patient-centered primary care homes are 
clinics that have been recognized for their commitment 
to quality, patient-centered, coordinated care. Patient-
centered primary care homes help improve a patient’s 
health care experience and overall health. 

Data as of September 2014 (n=868,392) 

Enrollment in patient-centered primary care homes has 
increased by 55 percent since 2012, the baseline year 
for that program.  Enrollment continued to improve 
through June 2014 despite large increases in CCO 
enrollment due to the new ACA population.  PCPCH 
enrollment dipped in the first quarter of 2014 but by the 
third quarter of 2014 the drop had been made up by 
CCOs enrolling new members into PCPCHs.   

White 

Hispanic/Latino 

Hawaiian/Pacific Islander 

Asian American 

American Indian/Alaskan Native 

African American/Black 

51.8% 

78.6% 80.4% 

Statewide, patient-centered primary care home 
enrollment continues to increase. 
Data source: CCO quarterly report 
2014 benchmark source: n/a 

2012 2013 
September 

2014 

Race and ethnicity data. 
Patient-centered primary care enrollment  will not be stratified by race and 
ethnicity. 
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PATIENT-CENTERED PRIMARY CARE HOME ENROLLMENT 



59.0% 

41.8% 

65.0% 

76.1% 

63.3% 

87.6% 

81.2% 

74.1% 

95.6% 

73.5% 

90.1% 

89.9% 

67.6% 

75.5% 

95.4% 

85.3% 

69.7% 

76.9% 

81.3% 

81.8% 

68.6% 

92.7% 

85.3% 

76.8% 

97.8% 

75.6% 

90.3% 

90.2% 

66.0% 

69.9% 

86.2% 

60.9% 

All Care Health Plan 

Jackson Care Connect  

Cascade Health Alliance 

Columbia Pacific 

Eastern Oregon 

Intercommunity Health Network 

Health Share 

FamilyCare 

PrimaryHealth of Josephine County 

Umpqua Health Alliance 

Willamette Valley Community Health 

PacificSource - Central 

Western Oregon Advanced Health 

Yamhill CCO 

PacificSource - Gorge 

Trillium 

Overall, PCPCH enrollment continues to increase between 2013 & September 2014. 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization. 
Baseline data for PacificSource Central and Gorge are combined. 
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Diabetes short term complications admission 
rate 

Measure description: Rate of adult patients (ages 18 and 
older) with diabetes who had a hospital stay because of a 
short-term problem from their disease. Rates are reported 
per 100,000 member years. A lower score is better.  

PQIs (prevention quality indicators) come from the 
Agency for Healthcare Research and Quality, Prevention 
Quality Indicators. 

Purpose: Good disease management with a health care 
provider can help people with chronic diseases avoid 
complications that could lead to a hospital stay. Improving 
the quality of care for people with chronic disease to help 
them avoid hospital stays improves the patient experience 
of health care and improves overall health outcomes. 
Decreasing hospital stays also helps to reduce the costs of 
health care. 

July 2013 - June 2014 data (n=3,835,271 member months) 

The 2013 rate shows a modest increase compared to 2011 
and the June 2014 rate shows a marked decline (9 percent 
reduction since 2011).  

All of the expansion population is included in the PQI 
measures, and the denominator has increased by 44 
percent. While the number of numerator events has 
increased, the influx of new members in the denominator 
has increased at a faster pace, resulting in a continued drop 
in the PQI rates (lower is better).  

Hawaiian/Pacific Islander 

Asian American 

African American/Black 

466.3 

70.5 

233.9 

101.1 

0.0 

114.7 

389.9 

27.8 

206.3 

91.0 

0.0 

147.6 

American Indian/
Alaskan Native 

Asian American 

White 

Hispanic/Latino 

Hawaiian/ 
Pacific Islander 

African 
American/Black 

Benchmark 10% 
reduction from 

baseline 

0.0 10 0.0 20 0.0 30 0.0 40 0.0 50 0.0 60 0.0 70 0.0

 

192.9 
211.5 

174.9 Benchmark: 
10% reduction  
from baseline 

Statewide, hospital admission rates due to diabetes 
complications have declined. 
(Lower scores are better) 
Data source: Administrative (billing) claims 
2014 benchmark source: OHA consensus, based on prior performance trend 

2011 2013 
July 2013 - 
June 2014 

American Indian/Alaskan Natives experienced the most improvement 
 between 2013 and June 2014, yet hospital admission rates remain 
higher than other groups. 
(Lower scores are better.) 
Gray dots represent 2011. Data missing for  8.7% of respondents.  
Each race category excludes Hispanic/Latino. 
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DIABETES SHORT-TERM COMPLICATION ADMISSION RATE (PQI 01)



Benchmark:  
10% reduction from 
 statewide baseline 

286.6 

344.3 

290.5 

254.4 

213.4 

417.3 

260.2 

237.0 

183.8 

148.9 

58.4 

279.7 

193.0 

117.0 

42.8 

16.7 

139.7 

215.5 

202.4 

185.4 

154.2 

370.6 

223.5 

219.4 

170.5 

139.4 

79.1 

304.6 

218.8 

151.9 

80.9 

57.6 

PacificSource - Central 

Trillium 

PrimaryHealth of Josephine County 

Eastern Oregon 

Umpqua Health Alliance 

Cascade Health Alliance 

Willamette Valley Community 
Health 

Intercommunity Health Network 

Health Share 

Columbia Pacific 

FamilyCare 

Jackson Care Connect  

Yamhill CCO 

All Care Health Plan 

PacificSource - Gorge 

Western Oregon Advanced Health 

The number of CCOs that have met the benchmark increased between 2013 & June 2014.  
(Lower scores are better). Rates are per 100,000 member years 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization.  Baseline data for PacificSource Central and Gorge are combined. 
PQIs come from the Agency for Healthcare Research and Quality, Prevention Quality Indicators. 

Willamette Valley Community Health 
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White 

Hispanic/Latino 

White 

Hispanic/Latino 

Chronic obstructive pulmonary disease (COPD) 
or asthma in older adults admission rate 

Measure description: Rate of adult patients (ages 40 and 
older) who had a hospital stay because of chronic 
obstructive pulmonary disease or asthma. Rates are 
reported per 100,000 member years. A lower score is 
better.  

PQIs (prevention quality indicators) come from the 
Agency for Healthcare Research and Quality, 
Prevention Quality Indicators. 
Purpose: Good disease management with a health care 
provider can help people with chronic diseases avoid 
complications that could lead to a hospital stay. 
Improving the quality of care for people with chronic 
disease to help them avoid hospital stays improves the 
patient experience of health care and improves overall 
health outcomes. Decreasing hospital stays also helps to 
reduce health care costs. 

July 2013 - June 2014 data (n= 3,835,271 member months) 

Statewide, this measure continued to improve with a 
decrease of 48 percent between 2011 and June 2014. 

All of the expansion population is included in the PQI 
measures, and the denominator has increased by 44 
percent. While the number of numerator events has 
increased, the influx of new members in the denominator 
has increased at a faster pace, resulting in a continued 
drop in the PQI rates (lower is better).  

White 

Hispanic/Latino 

Hawaiian/Pacific Islander 

Asian American 

meri

African American/Black 

344.9 

283.1 

82.7 

129.3 

487.6 

233.1 

269.6 

210.7 

60.7 

129.9 

528.3 

363.9 

White

Hawaiian/Pacific 
Islander 

Hispanic/Latino 

Asian American 

African 
American/Black 

American Indian/ 
Alaskan Native 

Benchmark 277.3 

0.0 10 0.0 20 0.0 30 0.0 40 0.0 50 0.0 60 0.0 70 0.0 80 0.0

454.6 

308.1 

234.0 

Benchmark: 
10% reduction  
from baseline 

Statewide, hospital admission rates for adults with 
COPD or asthma continue to fall.  
(Lower scores are better) 
Data source: Administrative (billing) claims 
2014 benchmark source: OHA consensus, based on prior performance trend 

2011 2013 
July 2013 - 
June 2014 

Admission rates for adults with COPD were mixed across 
racial/ethnic groups between 2013 and June 2014. 
(Lower scores are better) 
Gray dots represent 2011. 
Data missing for  8.7% of respondents. Each race category excludes Hispnic/Latino.  

2014 Mid-Year Performance Report
January 14, 2015

Oregon Health Authority
Office of Health Analytics

63

CHRONIC OBSTRUCTIVE PULMONARY DISEASE (COPD) OR ASTHMA IN OLDER ADULTS ADMISSION RATE (PQI 5)



Benchmark 277.3 602.6 

268.0 

415.9 

428.2 

282.7 

245.7 

281.3 

181.1 

243.8 

238.5 

322.8 

228.1 

285.5 

419.5 

202.9 

42.9 

344.6 

103.7 

310.1 

323.6 

178.8 

145.0 

182.2 

111.3 

200.3 

195.6 

314.9 

224.6 

283.4 

447.3 

251.3 

116.7 

Umpqua Health Alliance 

Western Oregon Advanced Health 

Health Share 

PacificSource - Gorge 

Eastern Oregon 

PacificSource - Central 

Columbia Pacific 

FamilyCare 

Intercommunity Health Network 

Willamette Valley Community 
Health 

PrimaryHealth of Josephine County 

Trillium 

Cascade Health Alliance 

Jackson Care Connect  

All Care Health Plan 

Yamhill CCO 

Overall, CCOs continued to showed improvement between 2013 & June 2014.  
(Lower scores are better). Rates are per 100,000 member years 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization.  Baseline data for PacificSource Central and Gorge are combined. 
PQIs come from the Agency for Healthcare Research and Quality, Prevention Quality Indicators 

Willamette Valley Community Health 
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White White 

Congestive heart failure admission rate 

Measure description: Rate of adult patients (ages 18 and 
older) who had a hospital stay because of congestive heart 
failure. Rates are reported per 100,000 member years. A 
lower score is better.  

PQIs (prevention quality indicators) come from the 
Agency for Healthcare Research and Quality, Prevention 
Quality Indicators. 

Purpose: Good disease management with a health care 
provider can help people with chronic diseases avoid 
complications that could lead to a hospital stay. Improving 
the quality of care for people with chronic disease to help 
them avoid hospital stays improves the patient experience 
of health care and improves overall health outcomes. 
Decreasing hospital stays also helps to reduce health care 
costs. 

July 2013 - June 2014 data (n=3,835,271 member 
months) 

Statewide, this measure continued to improve with a 
decrease of 34 percent between 2011 and June 2014. 

All of the expansion population is included in the PQI 
measures, and the denominator has increased by 44 
percent. While the number of numerator events has 
increased, the influx of new members in the denominator 
has increased at a faster pace, resulting in a continued drop 
in the PQI rates (lower is better).  

White 

Hawaiian/Pacific Islander 

Asian American 

African American/Black 

242.4 

688.4 

101.1 

235.2 

233.1 

0.0 

232.5 

691.5 

111.2 

259.7 

260.0 

105.3 

White 

African 
American/Black 

Hispanic/ 
Latino 

Asian American

American Indian/ 
Alaskan Native 

Hawaiian/Pacific 
Islander 

Benchmark: 10% 
reduction from 

baseline 

0.0 10 0.0 20 0.0 30 0.0 40 0.0 50 0.0 60 0.0 70 0.0 80 0.0 90 0.0 10 00.0

Admission rates have increased for all racial/ethnic 
groups except whites between 2013 and June 2014. 
(Lower scores are better) 
Gray dots represent 2011. 
Data missing for  8.7% of respondents. Each race category excludes Hispanic/Latino.  

336.9 

247.0 
223.7 

Benchmark: 
10% reduction  
from baseline 

Statewide, congestive heart failure admission rates 
continue to decline. 
(Lower scores are better) 
Data source: Administrative (billing) claims 
2014 benchmark source: OHA consensus, based on prior performance trend 

2011 2013 
July 2013 - 
June 2014 
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256.9 

263.7 

290.5 

188.5 

230.3 

134.0 

148.9 

114.7 

150.1 

185.1 

411.4 

160.5 

146.1 

216.1 

101.4 

307.5 

134.8 

145.1 

179.9 

105.9 

171.7 

92.2 

107.2 

86.0 

145.9 

182.1 

408.5 

161.4 

149.4 

237.9 

141.4 

392.4 

PacificSource - Gorge 

Umpqua Health Alliance 

PrimaryHealth of Josephine County 

Eastern Oregon 

Intercommunity Health Network 

Western Oregon Advanced Health 

Columbia Pacific 

PacificSource - Central 

Yamhill CCO 

Trillium 

Health Share 

Willamette Valley Community 
Health 

FamilyCare 

Jackson Care Connect  

All Care Health Plan 

Cascade Health Alliance 

CCOs with the highest admission rates in 2013 have improved the most as of June 2014.  
(Lower scores are better). Rates are per 100,000 member years .
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization.  Baseline data for PacificSource Central and Gorge are combined. 
PQIs come from the Agency for Healthcare Research and Quality, Prevention Quality Indicators. 

Willamette Valley Community Health 

Benchmark: 10% reduction from baseline 
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White 

Hispanic/Latino 

White 

Hispanic/Latino 

Adult (ages 18-39) asthma admission rate 

Measure description: Rate of adult patients (ages 18-39) 
who had a hospital stay because of asthma. Rates are 
reported per 100,000 member years. A lower score is better. 
PQIs come from the Agency for Healthcare Research and 
Quality, Prevention Quality Indicators. 

Purpose: Good disease management with a health care
provider can help people with chronic diseases avoid 
complications that could lead to a hospitalization. Improving 
the quality of care for people with chronic disease to help 
them avoid hospital stays improves the patient experience of 
health care and improves overall health outcomes. 
Decreasing hospital stays also helps to reduce health care 
costs 

July 2013 - June 2014 data (n= 3,835,271 member
months) 

Statewide, this measure continued to improve with a 
decrease of 39 percent between 2011 and June 2014. 

All of the expansion population is included in the PQI 
measures, and the denominator has increased by 44 percent. 
While the number of numerator events has increased, the 
influx of new members in the denominator has increased at a 
faster pace, resulting in a continued drop in the PQI rates 
(lower is better).  

White 

Hispanic/Latino 

Hawaiian/Pacific Islander 

Asian American 

American Indian/Alaskan Native 532.9 

95.6 

23.5 

36.8 

0.0 

18.4 

285.9 

69.9 

0.0 

29.4 

0.0 

20.2 

American Indian/ 

Alaskan Native 

African 

American/Black 

Asian  

American 

White 

Hawaiian/Pacific 

Islander 

Hispanic/ 

Latino 

Benchmark: 10% 

reduction from 

baseline 

0.0 10 0.0 20 0.0 30 0.0 40 0.0 50 0.0 60 0.0

53.4 

43.6 

32.5 

Benchmark: 10% 

reduction from 

baseline 

Statewide, hospital admission rates for adult asthma 

continue to decline.
(Lower scores are better) 
Data source: Administrative (billing) claims 
2014 benchmark source: OHA consensus, based on prior year trend 

2011 2013 
July 2013 - 

June 2014 

Although American Indian/Alaskan Natives experienced the greatest 

improvement between 2013 & June 2014, they still have the highest 

adult asthma admission rate.  
(Lower socres are better). Gray dots represent 2011.
Data missing for 8.7% of respondents. Each race category missing Hispanic/Latino.
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47.7 

70.2 

22.0 

21.4 

52.6 

16.5 

33.9 

57.3 

33.5 

24.6 

28.3 

47.3 

42.8 

0.0 

0.0 

25.1 

21.7 

47.1 

0.0 

0.0 

35.1 

0.0 

19.1 

43.5 

23.1 

16.1 

19.9 

42.5 

53.9 

22.5 

28.6 

54.4 

Willamette Valley Community 
Health 

All Care Health Plan 

Cascade Health Alliance 

Yamhill CCO 

FamilyCare 

Columbia Pacific 

Intercommunity Health Network 

Health Share 

Western Oregon Advanced Health 

PacificSource - Central 

Eastern Oregon 

Trillium 

PacificSource - Gorge 

PrimaryHealth of Josephine County 

Jackson Care Connect      

Umpqua Health Alliance 

Twelve of 16 CCOs improved adult asthma admission rates between 2013 & June 2014.  
(Lower scores are better). Rates are per 100,000 member years. 
Gray dots represent 2011 baselines, which are pre-CCO and based on data from the predecessor care organization.  Baseline data for PacificSource Central and Gorge are combined. 
PQIs come from the Agency for Healthcare Research and Quality, Prevention Quality Indicators. 

Benchmark: 10% reduction from baseline 

Willamette Valley Community Health 
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White 

Hispanic/Latino 

White 

Hispanic/Latino 

Tobacco use prevalance 

Measure description: Percentage of adult Medicaid 
members (ages 18 and older) who currently smoke 
cigarettes or use other tobacco products 

Purpose: Tobacco use causes many diseases and 
quitting can have immediate and long-term health 
benefits. In addition to improving health outcomes, 
helping people quit smoking also reduces the costs of 
treating health problems caused by using tobacco, such 
as lung cancer and heart disease. 

2013 data (n=4,812) 

Tobacco use among adult Medicaid members increased 
from 2011 to 2013. In 2013, 34.1 percent of Medicaid 
members reported tobacco use which is higher than the 
tobacco use rate of the general population (16.3 
percent in 2010). 

White 

Hispanic/Latino 

Hawaiian/Pacific Islander 

19.0% 

11.8% 

35.8% 

28.6% 

33.0% 

41.0% 

17.0% 

12.4% 

38.0% 

32.6% 

39.2% 

52.5% 

Hispanic/Latino 

Asian American 

African 
American/Black 

Hawaiian/Pacific 
Islander 

White 

American Indian/ 
Alaskan Native 

Benchmark 25.0% 

0.0 % 10 .0% 20 .0% 30 .0% 40 .0% 50 .0% 60 .0%

Tobacco use increased for all racial/ethnic groups 
except Hispanic/Latino between 2011 and 2013. 
(Lower scores are better).
Each race category excludes Hispanic/Latino. 

31.1% 
34.1% 

Statewide, tobacco use increased in the Medicaid 
population since 2011. 
(Lower scores are better) 
Data source: Consumer Assessment of Healthcare Providers and Systems (CAHPS) 
2014 benchmark source: Oregon's 1115 demonstration waiver goals 

2011 2013 July 2013 - 
June 2014 

2013 
Benchmark: 
25.0% 
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Benchmark 25.0% 34.8%

42.1%

37.5%

37.5%

41.3%

33.7%

39.0%

37.0%

31.1%

31.4%

36.4%

28.2%

37.6%

28.2%

31.1%

31.1%

27.7%

35.5%

33.2%

34.9%

40.0%

33.6%

39.4%

37.9%

33.3%

34.8%

39.8%

34.3%

44.5%

36.1%

39.8%

46.6%

Willamette Valley Community 
Health

PrimaryHealth of Josephine County

PacificSource - Central

PacificSource - Gorge

Cascade Health Alliance

All Care Health Plan

Eastern Oregon

Umpqua Health Alliance

Jackson Care Connect   

FamilyCare

Intercommunity Health Network

Health Share

Western Oregon Advanced Health

Trillium

Yamhill CCO

Columbia Pacific

Willamette Valley Community Health

While tobacco use decreased in six CCOs between 2011 and 2013, tobacco use increased in ten CCOs. 
(Lower scores are better)
2011 baselines are pre-CCO and based on data from the predecessor care organization.
Baseline data for PacificSource Central and Gorge are combined.
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Overview 
With the Affordable Care Act (ACA) coverage expansion, an 
increasing number of Oregonians receive health insurance 
through the Oregon Health Plan (Medicaid). More than 
380,000 Oregianas gained coverage in 2014, meaning 
approximately 990,000 Oregonians are enrolled today. 
This increase has changed the demographic composition 
of the Medicaid population in Oregon.  

This section of the report highlights those changes.  
This section of the report also provides more detailed 
information on three utilization measures, since the ACA 
expansion: emergency department utilization, avoidable 
emergency department utilization, and outpatient 
utilization. Data are presented for January 1, 2014 – June  
30, 2014, and are broken out by three groups of members. 

43% 

25% 

15% 

13% 

4% 

60% 

16% 

10% 

8% 

6% 

  0 - 18

  19 - 35

  36 - 50

  51 - 64

  65+

October 2014 
December 2013 

The proportion of members ages 19-35 enrolled in 
Medicaid has increased more than other age groups 
between December 2013 and October 2014 

"Pre-2014" members are clients  whose enrollment 
in a CCO began prior to 2014. 

"New" members  are clients who were newly enrolled in 
a CCO in 2014 and were not enrolled before that point. 

"Returning" members are clients who were not enrolled 
in the Oregon Health Plan during calendar during 2013, 
but were at sometime prior to 2013.  
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53% 

47% 

55% 

45% 

  Female

  Male

The proportion of males enrolled in Medicaid 
has increased between December 2013 and 
October 2014 

October 2014 

December 2013 

3.4% 

1.6% 

3.1% 

59.4% 

19.2% 

4.1% 

1.9% 

3.5% 

62.9% 

African
American/Black

American
Indian/ Alaskan

Native

Asian or Pacific
Islanders

White

Hispanic/Latino

Despite the influx of new member, the racial/ethnic 
makeup of Medicaid enrollees has not changed 
much between December 2013 and October 2014 . 

October 2014 

December 2013 

20.5% 

(Data missing for 7% of respondents in 2014) 
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14.8 

12.0 

9.7 

9.3 

8.8 

8.2 

7.9 

7.8 

7.8 

7.6 

7.1 

7.1 

6.4 

5.7 

4.8 

4.7 

8.2 

Umpqua Health Alliance

Yamhill CCO

Eastern Oregon

Trillium

Intercommunity Health Network

Health Share of Oregon

PacificSource - Central

Columbia Pacific

FamilyCare

Jackson Care Connect

Willamette Valley Community Health

PacificSource - Gorge

All Care Health Plan

PrimaryHealth of Josephine County

Western Oregon Advanced Health

Cascade Health Alliance

Statewide

Avoidable emergency department utilization since January 1, 
2014. 
Lower is better. 
Rates are reported per 1,000 member months 
Data source: Administrative (billing) claims 

Avoidable emergency department utilization 
with new ACA population. 

Measure description: Rate of patient visits to an 
emergency department for conditions that could have 
been more appropriately managed by or referred to a 
primary care provider in an office or clinic setting.  
Rates are derived from the ambulatory care: emergency 
department utilization measure and are reported per 
1,000 member months. A lower number suggests more 
appropriate emergency department utilization.  

January - June 2014 data 
(n= 5,924,279 member months) 

This graph shows avoidable emergency department visit 
rates for all CCO members between January 1, 2014 and 
June 30, 2014.  The observed rate of 8.2 is below the 
2013 rate of 8.6 (see page 8) despite the large influx of 
new Medicaid members. 
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Cascade Health Alliance

Western Oregon Advanced Health

PrimaryHealth of Josephine County

All Care Health Plan

Willamette Valley Community Health

PacificSource - Gorge

Jackson Care Connect

Columbia Pacific

Health Share of Oregon

PacificSource - Central

FamilyCare

Intercommunity Health Network

Trillium

Eastern Oregon

Yamhill CCO

Umpqua Health Alliance

4.9 

5.3 

6.6 

6.9 

7.5 

7.7 

8.2 

8.7 

9.0 

9.1 

9.3 

9.8 

9.9 

10.3 

12.8 

16.5 

2.6 

2.0 

3.3 

4.5 

4.7 

4.4 

4.1 

4.8 

4.2 

4.5 

4.0 

5.0 

5.6 

6.5 

7.4 

8.5 

0.6 

5.8 

4.5 

6.1 

7.1 

7.0 

8.8 

7.5 

8.3 

6.9 

8.2 

8.0 

10.7 

9.1 

12.7 

12.2 

9.0 

4.7 

8.3 

Statewide, new ACA members have lower rates of 
avoidable emergency department utilization than 
other members. 
Lower is better. 
Rates are reported per 1,000 member months 
Data source: Administrative (billing) claims 

pre-
2014 new returning 

Avoidable emergency department 
utilization with  new ACA population, 
by member type. 

January - June 2014 data (n= 5,924,279 
member months) 

New ACA members enrolled in a CCO in 
2014 but with no prior Oregon Health Plan 
ernollment (blue bars) have fewer avoidable 
emergency deparmentvisits than other 
members (4.7 versus 9.0 and 8.3).  Existing 
members enrolled in a CCO in 2013 and 
2014 had the highest rate of avoidable 
emergency department visits for the first six 
months of 2014. 

"Pre-2014" members are clients  whose 
enrollment in a CCO began prior to 2014. 

"New" members  are clients who were newly 
enrolled in a CCO in 2014 and were not 
enrolled before that point. 

"Returning" members are clients who were 
not enrolled in the Oregon Health Plan during 
calendar during 2013, but were at sometime 
prior to 2013.  
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69.2 

64.0 

54.5 

51.9 

50.0 

49.6 

49.2 

48.8 

47.9 

46.6 

45.2 

44.4 

44.0 

42.5 

35.7 

33.5 

49.1 

Benchmark 
44.6 

Umpqua Health Alliance

Yamhill CCO

Eastern Oregon

Trillium

Health Share of Oregon

Jackson Care Connect

Intercommunity Health Network

Columbia Pacific

PacificSource - Central

FamilyCare

Willamette Valley Community Health

PacificSource - Gorge

All Care Health Plan

PrimaryHealth of Josephine County

Cascade Health Alliance

Western Oregon Advanced Health

Statewide

Emergency department utilization since January 1, 2014  
Lower is better. 
Rates are reported per 1,000 member months 
Data source: Administrative (billing) claims 
2014 benchmark source: 2013 National Medicaid 90th percentile  

Emergency department utilization with new 
ACA population 

Measure description: Rate of patient visits to an 
emergency department. Rates are reported per 1,000 
member months and a lower number suggests more 
appropriate use of this care. 

January - June 2014 data (n= 5,924,279 member 
months) 

This graph shows emergency department visit rates for 
all CCO members between January 1, 2014 and June 30, 
2014. The rate of 49.1 per 1,000 member months below 
the 2013 rate of 50.5 (see page 10) despite the influx of 
new Medicaid members.  
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Jackson Care Connect

PacificSource - Central

Intercommunity Health Network

Health Share

Trillium

Eastern Oregon

Yamhill CCO

Umpqua Health Alliance

Emergency department utilization 
since January 1, 2014, by member 
type. 
January - June 2014 data (n= 5,924,279 
member months) 

New ACA members enrolled in a CCO in 2014 
but never enrolled in the Oregon Health Plan 
prior (blue bars) used the emergency 
department less frequently than members 
who have prior enrollment experience (34.4 
versus 51.0 and 59.7). Members returning to 
Medicaid in 2014 had the highest rate of 
emergency department visit use (59.7).  

"Pre-2014" members are clients  whose 
enrollment in a CCO began prior to 2014. 

"New" members  are clients who were newly 
enrolled in a CCO in 2014 and were not 
enrolled before that point. 

"Returning" members are clients who were 
not enrolled in the Oregon Health Plan during 
calendar during 2013, but were at sometime 
prior to 2013.  
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Statewide, new ACA members use emergency rooms 
less frequently than other members.  
Lower is better. 
Rates are reported per 1,000 member months 
Data source: Administrative (billing) claims 
2014 benchmark source: 2013 National Medicaid 90th percentile  
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Statewide

Ambulatory outpatient utililization since January 1, 2014 
Data source: Administrative (billing) claims 
Benchmark source: 2013 national Medicaid 90th percentile 

Outpatient utilization with new ACA 
population 

Measure description: Rate of outpatient services, such 
as office visits, home visits, nursing home care, urgent 
care and counseling or screening services. Rates are 
reported per 1,000 member months. 

January - June 2014 data 
(n= 5,924,279 member months) 

This graph shows outpatient utilization rates for all 
CCO members between January 1, 2014 and June 30, 
2014. 
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Statewide, new ACA expansion members receive care 
in an outpatient setting more frequently than other 
members. 

pre-
2014 new returning 

Outpatient utilization with  new ACA 
population, by member type. 

January - June 2014 data (n= 5,924,279 
member months) 

Member enrolled returning to Medicaid in 
2014 used outpatient services slightly less 
frequently than existing members and new 
members with no prior enrollment 
experience. 

"Pre-2014" members are clients  whose 
enrollment in a CCO began prior to 2014. 

"New" members  are clients who were newly 
enrolled in a CCO in 2014 and were not 
enrolled before that point. 

"Returning" members are clients who were 
not enrolled in the Oregon Health Plan during 
calendar during 2013, but were at sometime 
prior to 2013.  
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Overview 
This section of the report contains cost and utilization data for Medicaid spanning calendar years 2011 – 2013, as well as 
data through the second quarter of 2014. OHA uses Milliman’s MedInsight Health Cost Guidelines (HCG) Grouper 
software to classify claims. Cost and utilization data reported here are comparable to reports produced from Oregon’s All-
Payer All-Claims database for commercial and Medicare populations.  

This report does not include data on services that have occurred but have not yet been recorded or encountered. Data 
may be incomplete due to lags in submitting data to OHA. Future reports will be updated as more complete data are 
submitted.  
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Newborn 

Surgical 
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Medical 

Physician Services 

Hospital Inpatient Care 

As the Medicaid population increased from 2011 with the 
creation of CCOs and  new Oregon Health Plan members who 
were able to access health care through the Affordable Care 
Act this year, per member per month costs have decreased 
5.7 percent for inpatient hospital services since 2011, the 
baseline year. This indicates utilization did not increase as 
more members enrolled in Medicaid and the inpatient dollars 
were spread to a larger population. The greatest cost declines 
were in mental health inpatient and maternity categories, 
dropping 12.7 percent and 11.1 percent from 2011 
respectively.   

Overall, inpatient costs have decreased since 2011. 
Figures are U.S. dollars per member, per month 
Total: $87.45

Total: $82.31
$79.04
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Inpatient: Maternal Utilization 

Measure description: Newborns that are born without 
complications compared to newborns with complications, and 
total C-section deliveries compared to normal deliveries.  Fewer 
resources are needed for well and normal newborn deliveries at 
both the time of the delivery and for follow-up care.   

Purpose: There are higher cost implications for newborn 
deliveries with medical complications and also via C-section.  
There will always be a certain number of births that occur with 
complications and also by C-section, however, reducing 
inappropriate or avoidable occurrences will result in better 
health outcomes as well as decreased costs.    

2013 data (n= 13,371 births, 14,332 deliveries) 

The ratio of newborn births with complications has increased 
1.4 percent from 2011 to 2013, a slight upward trend.  There are 
a wide range of situations or conditions that can contribute to 
complications at birth though higher complications are linked to 
poorer health of the mother. See page 48-49 for data on low 
birth weight.  

C-sections as a percentage of total deliveries remained steady at 
around 27 percent all three years, showing that the 
implementation of CCOs has not had an impact on this measure 
as of 2013.   
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As a percent of total births, newborn complications are 
trending up slightly. 
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The percent of deliveries by C-section remains steady. 
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Newborn costs per case for those with complications are 
much higher than those who are well. 
Figures in U.S dollars 
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deliveries. 
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Inpatient: Maternal Costs 

Measure description: The average cost of births with 
complications compared to those without complications and 
the cost of a C-section compared to a normal delivery.  The 
total cost of the service is divided by the total number of the 
services performed to get the cost per birth. 

Purpose: The financial impact of a birth with complications can 
be considerable.  Reducing complications wherever possible, 
through prenatal evaluations or other initiatives, can lower 
overall spending for CCOs.  C-sections are also more costly than 
normal deliveries, though are influenced by physician practice 
patterns and patient preference, which can make C-section 
rates more difficult for CCOs to influence.  Q2 2014 (n= $11,454 
with complications, $1,799 well, $6,570 C-section, $4,100 
normal).

Updated data (n= 13,371 births, 14,332 deliveries; Q2 2014 
n= $11,454 with complications, $1,799 well, $6,570 C-
section, $4,100 normal) 

Cost per case for newborns with complications ranged between 
6 to 9 times higher than those that were well each quarter.  For 
the second quarter 2014 the cost per case for newborns with 
complications was $11,454 and historically there have been 
about 3,800 cases, which comes to a potential annual total of 
approximately $43 million.  The well cases, babies born without 
complications, at $1,799 would come to $7 million for a 
difference of $36 million. 
C-sections cost almost twice as much per case as a normal 
delivery ($6,570 compared to $4,100).   
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Outpatient Costs 

Measure description:  Per member, per month (PMPM) cost 
of outpatient services.  Costs are calculated by dividing the 
total claims paid by the total member months and are 
categorized by major services. 

Purpose: Different outpatient interventions require different 
levels of resource use and utilization changes within these 
services are also expected over time with the coordinated 
care model.  

2013 (n= $183.71) 

As overall outpatient per member, per month costs have 
decreased since 2011, two sub categories have increased: 
primary care and prescription drugs.  With the inception of 
CCOs, a key focus has been to increase resources at the 
primary care level to ensure that patients are accessing care 
and treatment plans are initiated in a way that is effective for 
the patient.  

Overall, outpatient costs have also decreased since 2011. 
Figures are U.S. dollars, per member per month. 

Emergency 

Primary Care 

Prescription 

All Other 

Mental Health 

Surgery 

Specialty Care 

Total: $191.44
Total: $183.71

$178.12
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Primary Care and Emergency Department Costs 
Measure description: Per member, per month cost of 
primary care services combined with primary care 
utilization.  Costs are calculated by dividing the total claims 
paid by the total member months and utilization by 
dividing total primary care visits annually by 1,000 
members.   

Per member, per month costs of emergency services are 
calculated as total costs divided by member months.   

Purpose:  Primary care and emergency department visits 
may be influenced by the coordinated care model with the 
focus on patient centered primary care enrollment.Q2  

2014 

Primary care costs and utilization have similar trends: first 
quarter costs and utilization are considerably higher than 
the previous fourth quarter. This is consistent for periods 
prior to CCOs and ACA expansion. Emergency department 
costs have decreased from 2011 by 20 percent in the 
second quarter of 2014.  See pages 10-11 and 75-76 for 
additional data on emergency department utilization.       
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Primary Care Cost and Utilization have similar trends. 
Costs shown are U.S. dollars, per member per month; Utilization is annualized/1000 members 
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Meanwhile, Emergency Department costs have declined, with no 
noticable increase due to the ACA expansion population.  
Figures in U.S. dollars, per member per month 
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Coordinated Care Organization Service Areas

CCO Name Service Area by County

AllCare Health Plan Curry, Josephine, Jackson, Douglas (partial)
Cascade Health Alliance Klamath County (partial)
Columbia Pacific CCO Clatsop, Columbia, Coos (partial), Douglas (partial), Tillamook

Eastern Oregon CCO

FamilyCare Clackamas, Marion (partial), Multnomah, Washington
Health Share of Oregon Clackamas, Multnomah, Washington
Intercommunity Health Network Benton, Lincoln, Linn
Jackson Care Connect Jackson
PacificSource Community Solutions - Central Oregon Crook, Deschutes, Jefferson, Klamath (partial)
PacificSource Community Solutions - Gorge Hood River, Wasco
PrimaryHealth of Josephine County Douglas (partial), Jackson (partial), Josephine
Trillium Community Health Plan Lane
Umpqua Health Alliance Douglas (most)
Western Oregon Advanced Health Coos, Curry
Willamette Valley Community Health Marion, Polk (most)
Yamhill CCO Clackamas (partial), Marion (partial), Polk (partial), Yamhill

Baker, Gilliam, Grant, Harney, Lake, Malheur, Morrow, 
Sherman, Umatilla, Union, Wallowa, Wheeler
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Coordinated Care Organization Service Areas
Insert Map from Arron 
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OHA Contacts and Online Information

For questions about performance metrics, contact: 

Lori Coyner, MA
Director of Health Analytics 
Oregon Health Authority 
Email: lori.a.coyner@state.or.us 

For questions about financial metrics, contact: 

Jeff Fritsche 
Finance Director 
Oregon Health Authority 
Email: jeffrey.p.fritsche@state.or.us 

For more information about technical specifications for measures, visit: 
http://www.oregon.gov/oha/analytics/Pages/CCO-Baseline-Data.aspx  

For more information about coordinated care organizations, visit: 
http://www.health.oregon.gov  
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This document can be provided upon request in an alternate format for individuals with disabilities or in a 
language other than English for people with limited English skills. To request this publication in another 
format or language, contact the Oregon Health Authority Director's Office at 503-947-2340 or email at 
OHA.DirectorsOffice@state.or.us.  
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Oregon Measurement Strategy 

This Measurement Strategy outlines how the Oregon Health Authority (OHA) will measure 

quality of and access to care for individuals enrolled in Coordinated Care Organizations (CCOs) 

and for the Oregon Health Plan population as a whole. 

OHA Measurement Framework 

Oregon has identified over 80 potential measures of cost, quality, access, patient experience, 

and health status that could be tracked over delivery settings and populations. These measures 

come from several measure sets, including the CMS Adult Medicaid Quality Measures, 

Children’s Health Insurance Program Reauthorization Act (CHIPRA) Measures, Oregon’s core 

performance measures, and the incentive measures for year one selected by the Metrics and 

Scoring Committee that will be tied to quality pool funding for CCOs. These measures by set are 

listed below.  

Ensuring Continuous Quality Improvement  

In coordination with the Metrics and Scoring Committee, the Oregon Health Authority will be 

revisiting selected measures annually to ensure that quality of and access to care are being 

tracked appropriately. OHA will be exploring National Quality Forum (NQF)-endorsed and other 

healthcare disparities and cultural competency measures for inclusion in the measurement 

framework. As new measures are identified, potentially through the CMS Adult Core Quality 

Measures Grant, or endorsed, through NQF or Meaningful Use Stage 2, OHA will add and retire 

measures from the overall measurement framework. 

The Metrics and Scoring Committee will be reviewing CCO performance data, improvement 

over baseline, and distribution of the quality pool to determine if the initial incentive metrics 

selected were the right combination of measures to improve quality and access for the Oregon 

Health Plan population. Incentive measures may be added in subsequent years and it is likely 

that other measures will be retired from the list, either due to measurement concerns or 

progress. 

Data Collection 

The Oregon Health Authority will be responsible for collecting data on all measures selected. An 

external quality review organization (EQRO) will play a role in data collection and analysis 

where necessary, assisting with measures that require chart reviews and/or validation of 

information submitted by a CCO as specified by OHA. OHA is also contracting with the Oregon 



Oregon Measurement Strategy Page 2     

January 2013 

Health Care Quality Corporation (Quality Corp) for assistance in data cleaning and analysis, third 

party validation, and reporting. 

Data Analysis 

OHA is in the process of developing a more detailed timeline to establish the necessary steps 

and responsibilities for collecting and analyzing selected measures, while being as efficient with 

resources as possible. This reporting plan will be developed by February 2013. 

OHA will also be responsible for conducting data analysis on these measures. Where possible, 

measures will be aggregated by CCO, and analyzed for trends, issues, areas of concern and 

areas of innovative improvement. Data will also be analyzed and reported by racial and ethnic 

groups, in addition to vulnerable populations such as people experiencing homelessness and 

people with specific diagnoses (disabling conditions, serious and persistent mental illness 

(SPMI), chronic conditions, addictions). OHA will be involving data analysts, internal and third 

party evaluators, the Office of Equity and Inclusion, and other external stakeholders in clearly 

defining selected subpopulations for analysis. Quality Corp  

Data Reporting 

The Oregon Health Authority is committed to transparency in health system transformation 

efforts: all selected measures will be reported publicly on the Oregon Health Authority 

website. With the exception of data that is collected annually (e.g., patient experience of care 

surveys), metrics will be reported quarterly to track patterns of utilization and highlight 

potential issues with performance.  

These data will be used to track program goals, address disparities, and drive quality 

improvement through financial incentives, performance reporting, and rapid cycle feedback 

processes. Data from selected measures will also be used to meet OHA reporting requirements 

to the Centers for Medicare and Medicaid Services (CMS) and inform formative and impact 

evaluation questions.  

For More Information 

Metrics and Scoring Committee: http://www.oregon.gov/oha/pages/metrix.aspx  

Contact:  

Lori Coyner, Director of Accountability and Quality  

(503) 947-2340  

Sarah Bartelmann, Metrics Implementation Coordinator  

(503) 490-5689 or sarah.e.bartelmann@state.or.us  
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Measures by Set 

 

Incentive Measures – Year One 

1. Alcohol and drug misuse, screening, brief intervention, and referral for treatment* 

(SBIRT) 

2. Follow-up after hospitalization for mental illness* (NQF 0576)  

3. Screening for clinical depression and follow-up plan* (NQF 0418)  

4. Mental and physical health assessment within 60 days for children in DHS custody* 

(state measure) 

5. Follow up care for children prescribed ADHD medication (NQF 0108)  

6. Prenatal and Postpartum Care:  Timeliness of Prenatal Care (NQF 1517) 

7. PC-01: Elective delivery (NQF 0469) 

8. Ambulatory care: outpatient and emergency department utilization* (HEDIS) 

9. Colorectal cancer screening (HEDIS)  

10. Patient-Centered Primary Care Home (PCPCH) enrollment  (state measure) 

11. Developmental screening in the first 36 months of life* (NQF 1448)  

12. Adolescent well child visits* (HEDIS)  

13. Controlling high blood pressure* (NQF 0018)  

14. Diabetes: HbA1c Poor Control (NQF 0059) 

15. Access to Care: Getting Care Quickly* (CAHPS survey composites for adult and child) 

a. In the last 6 months, when you needed care right away, how often did you get 

care as soon as you thought you needed?" (Adult) 

b.  "In the last 6 months, not counting the times you needed care right away, how 

often did you get an appointment for your health care at a doctor’s office or 

clinic as soon as you thought you needed?" (Adult) 

c. “In the last 6 months, when your child needed care right away, how often did 

your child get care as soon as you thought he or she needed?" (Child) 

d. "In the last 6 months, not counting the times your child needed care right away, 

how often did you get an appointment for health care at a doctor’s office or 

clinic as soon as you thought your child needed?" (Child) 

 

16. Health Plan Satisfaction:  Customer Service (CAHPS survey composites for adult and 

child)  

 

1. "In the last 6 months, how often did your health plan's customer service give you 

the information or help you needed?" (Adult) 
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2. "In the last 6 months, how often did your health plan’s customer service staff 

treat you with courtesy and respect?" (Adult) 

3. "In the last 6 months, how often did customer service at your child’s health plan 

give you the information or help you needed?" (Child) 

4. "In the last 6 months, how often did customer service staff at your child’s health 

plan treat you with courtesy and respect?" (Child) 

 

17. EHR adoption (composite – 3 Meaningful Use questions) 

1115 Demonstration Core Performance Measures  

1. Getting needed care and getting care quickly* (CAHPS survey composites) 

2. Member health status, adults (CAHPS health status)  

3. Rate of tobacco use among CCO enrollees (Medicaid BRFFS, CAHPS) 

4. Rate of obesity among CCO enrollees (state measure)  

5. Ambulatory Care:  Outpatient and emergency department utilization* (HEDIS) 

6. Potentially avoidable ED visits (Medi-Cal approach)  

7. Ambulatory-care sensitive hospital admissions* (PQI #1:  NQF 272; PQI #14: NQF 638) 

8. Medication reconciliation post-discharge (NQF 0554)  

9. All-cause readmissions (NQF 1789)  

10. Alcohol or other substance misuse* (SBIRT)  

11. Initiation and engagement in alcohol and drug treatment* (NQF 0004) 

12. Mental health assessment for children in DHS custody* (state measure) 

13. Follow-up after hospitalization for mental illness* (NQF 0576) 

14. Effective contraceptive use among women who do not desire pregnancy (BRFFS) 

15. Low birth weight (NQF 0278, PQI #9)  

16. Developmental screening by 36 months* (NQF 1448)  

17. Screening for clinical depression and follow-up plan* (NQF 0418) 

CMS Adult Core Measures
1
 

1) Flu shots for adults ages 50-64 (NQF #0039) 

2) Adult BMI assessment 

3) Breast cancer screening (NQF #0031) 

4) Cervical cancer screening (NQF #0032) 

5) Medical assistance with smoking and tobacco use cessation (NQF #0027) 

6) Screening for clinical depression and follow-up plan* (NQF #0418) 

                                                           
1
 These measures are subject to change by CMS. 
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7) All-cause readmission 

8) PQI 01: diabetes, short-term complications admission rate (NQF #0272) 

9) PQI 05: chronic obstructive pulmonary disease (COPD) admission rate (NQF #0275) 

10) PQI 08: congestive heart failure admission rate (NQF #0277) 

11) PQI 15: adult asthma admission rate (NQF #0283) 

12) Chlamydia screening in women age 21-24 (NQF #0033) 

13) Follow-up after hospitalization for mental illness* (NQF #0576) 

14) PC-01: elective delivery (NQF #0469) 

15) PC-03: antenatal steroids (NQF #0476) 

16) Annual HIV/AIDS medical visit (NQF #0403) 

17) Controlling high blood pressure* (NQF #0018) 

18) Comprehensive diabetes care: LCL-C screening (NQF #0063) 

19) Comprehensive diabetes care: hemoglobin A1c testing* (NQF #0057) 

20) Antidepressant medication management (NQF #0105) 

21) Adherence to antipsychotics for individual with schizophrenia  

22) Annual monitoring for patients on persistent medications (NQF #0021) 

23) CAHPS health plan survey v4.0 – adult questionnaire with CAHPS health plan survey 

v4.0H – NCQA supplemental 

24) Care transition – transition record transmitted to health care professional* (NQF #1391) 

25) Initiation and engagement of alcohol and other drug dependence treatment* (NQF 

#0004) 

26) Prenatal and postpartum care: postpartum care rate (NQF #1391) 

CHIPRA Measures
2
 

1) Prenatal and postpartum care: timeliness of prenatal care* (NQF #1517) 

2) Frequency of ongoing prenatal care (NQF #1391) 

3) Percentage of live births weighing less than 2,500 grams (e.g., low birth weight) (NQF 

#1382) 

4) Cesarean rate for nulliparous singleton vertex (NQF #0471) 

5) Childhood immunization status (NQF #0038) 

6) Immunization for adolescents (NQF #1407) 

7) Weight assessment and counseling for nutrition and physical activity for 

children/adolescents: BMI assessment for children/adolescents  

8) Developmental screening in the first three years of life*(NQF #1448) 

                                                           
2
 These measures are subject to change by CMS 
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9) Chlamydia screening in women (NQF #0033) 

10) Well-child visits in the first 15 months of life (NQF #1392) 

11) Well-child visits in the 3
rd

, 4
th

, 5
th

, and 6
th

 years of life (NQF #1516) 

12) Adolescent well-care visit* 

13) Total eligibles who received preventive dental services (ages 1-20) 

14) Child and adolescent access to primary care practitioners 

15) Appropriate testing for children with pharyngitis (NQF #0002) 

16) Total eligibles who received dental treatment services (ages 1-20) 

17) Ambulatory care: emergency department visits* 

18) Pediatric central-line associated bloodstream infections – neonatal intensive care unit 

and pediatric intensive care unit 

19) Annual percentage of asthma patients with one or more asthma-related emergency 

department visit (age 2-20) (NQF #1381) 

20) Follow-up care for children prescribed attention deficit hyperactivity disorder (ADHD) 

medication (NQF #0108) 

21) Annual pediatric hemoglobin A1c testing (NQF #0060) 

22) Follow-up after hospitalization for mental illness (NQF #0576) 

23) CAHPS 4.0H (child version including Medicaid and children with chronic conditions 

supplemental items) 

 

* Measure (or similar measure) appears in more than one measurement set 
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12-month Continuous Eligibility for ACA Expansion Adults  

Introduction  
A key success of Affordable Care Act (ACA) implementation in Oregon is the state’s 
expansion of Medicaid in 2014. Within less than 12 months, approximately 357,500 new 
individuals enrolled in the Oregon Health Plan (OHP), now covering nearly one in four 
Oregonians. 1 Equally important to expanding coverage is ensuring that those already 
insured retain their coverage.  
 
At any point in a calendar year, individuals and families may experience coverage 
transitions caused by several factors, including income shifts, changes in family 
circumstances, or administrative enrollment issues, such as difficulties meeting 
documentation requirements. The phenomenon commonly referred to as “churn” is not 
new, but its extent and scope have become more complex due to coverage dynamics 
created by the ACA (e.g. transitions between Medicaid and qualified health plans available 
on the Marketplace). A key policy issue for states is managing churn in a way that preserves 
continuity of care and insurance coverage.  
 
This brief provides an introduction to the federal policy of 12-month continuous eligibility 
for adults in Medicaid. The brief also considers why several states are considering this 
option, review current Medicaid eligibility and renewal guidelines in Oregon, and offer an 
outline for the proposed financial feasibility study for this federal option in Oregon.  

Background 
The underlying issue is that low and moderate-income parents and childless adults 
experience substantial income volatility throughout the year, which affects eligibility and 
can cause churning on and off Medicaid. Prior to implementation of the ACA, several 
studies2 estimated that nationally, adults under age 65 with income below 138 percent of 
the federal poverty level (FPL) (i.e. expansion population) would transition on-and-off 
coverage, at significant rates. For example, one study estimated that 23 percent of adults 
would have incomes above 138 percent FPL four months later. Of these adults, a third (34 
percent) would fall back below 138 percent FPL by their regular annual redetermination.3  
In other words, although income eligibility for adults has increased to 138%, and there are 
new coverage options available through the ACA, individual and families will continue to 
transition, or churn in-and-out of Medicaid coverage.  
 

                                           
1 OHP Enrollment Report (2015, January).  
2 Sommers, B. & Rosenbaum, S. (2011).Issues in Health Reform: How Changes in Eligibility May Move Millions 

Back and Forth between Medicaid and Insurance Exchanges. Health Affairs. 30 (2): 228-236. 
3 Analysis for MACPAC by Brett Fried of the State Health Access Data Assistance Center (SHADAC), using data 

from the U.S. Census Bureau’s Survey of Income and Program Participation (SIPP) for April 2010, August 
2010, December 2010, and April 2011. 

http://www.oregon.gov/oha/healthplan/DataReportsDocs/January%202015%20Physical%20Health%20Service%20Delivery%20by%20Eligibility%20Group.pdf
http://content.healthaffairs.org/content/30/2/228.abstract
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In 2013, Oregon received a federal waiver to grant Medicaid and OHP eligibility to adults 
who already qualified for other state issued benefit programs (such as SNAP).4 This 
process, referred to as “fast track,” resulted in approximately 140,000 eligible adult 
Oregonians being enrolled in OHP as part of Medicaid expansion. This policy significantly 
increased the number of income-eligible adults enrolled in OHP, resulting in an historic and 
unprecedented number of Oregonians in OHP.   
 
Recognizing the success of Oregon’s Medicaid expansion and the importance of monitoring 
churn, OHA tasked the Medicaid Advisory Committee (MAC) to explore policy options 
intended to promote continuity of coverage in OHP. 

 
Committee’s 2014 churn report  
In 2013, the MAC started examining the issue of churn and considered policy options 
intended to promote continuity of coverage for individuals and families enrolled in OHP 
and qualified health plans (QHP) in the Marketplace. In August 2014, the committee 
submitted a comprehensive report and set of recommendations to reduce, avoid, and 
mitigate future churn between these two programs.  One of the committee’s 
recommendations was to conduct a study of the costs and benefits of adopting 12-month 
continuous eligibility for OHP income-eligible adults, similar to the policy already in place 
for children in OHP.5  

Why states are considering the12-month option? 
For almost two decades, states have had the option to provide 12-months of continuous 
eligibility for children in Medicaid and CHIP. As of 2013, CMS reported that 32 states had 
adopted 12-month continuous eligibility for children through their Medicaid and/or CHIP 
programs.6 States have opted to implement this federal option for children in an effort to 
minimize disruption in coverage (i.e. churn) resulting from a temporary change in 
eligibility status or administrative related churn, such as complex renewal processes with 
burdensome verification requirements.    
 
States that implement 12-month continuous eligibility can reduce month-to-month 
disenrollment in state Medicaid programs, as demonstrated by states that previously 
adopted this option for children. 7 

 
Rationale for 12-month continuous eligibility 

 Promotes coverage continuity for eligible individuals, despite fluctuations in family 

income or other eligibility criteria (i.e. potentially prevents avoidable breaks in 

coverage). 

                                           
4
 Fastrack enrollment as of October 2013. 

http://www.oregon.gov/oha/OHP2014/OHP%20Fast%20Track%20Fact%20Sheet.pdf 
5 OAR 410-200-0115 
6 See CMS.  
7 See Ku, L. and Steinmetz, E. Bridging the Gap: Continuity and Quality of Coverage in Medicaid. George 

Washington University. Sept. 2013. http://ccf.georgetown.edu/wp-content/uploads/2013/09/GW-
Continuity-Report-9-10-13.pdf 

http://www.oregon.gov/oha/OHPR/MAC/Documents/2014%20MAC%20Churn%20Report.pdf
http://www.medicaid.gov/medicaid-chip-program-information/by-topics/outreach-and-enrollment/continuous.html
http://ccf.georgetown.edu/wp-content/uploads/2013/09/GW-Continuity-Report-9-10-13.pdf
http://ccf.georgetown.edu/wp-content/uploads/2013/09/GW-Continuity-Report-9-10-13.pdf
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 Increases access to timely and necessary preventive and ongoing health care, ensuring 

continuity in services, including medications, that Medicaid eligible individuals need. 

 Reduces hospitalizations for chronic health conditions that occur as a result of the lack of 

consistent care. 

 Helps states to serve the greatest number of eligible individuals possible and to keep them 

enrolled for appropriate eligibility periods. 

 Promotes the triple aim by supporting consistent, comprehensive coverage for low-

income families. 

 
Research indicates individuals who experience more stable coverage have better met 
health needs and require less costly services over time. 8 Thus, states may also realize 
potential savings from enhancing continuity of coverage through 12-month continuous 
eligibility. For example, by decreasing the number of renewals, there may be reduced 
administrative costs, and thus, potentially program savings. Another potential type of 
savings for states to assess is that individuals enrolled in Medicaid for longer periods of 
time experience lower monthly costs. These individuals are more likely to receive primary 
and preventive care as a direct result of enhanced coverage continuity, in addition to 
reducing the potential for expensive specialty care or avoidable utilization of the 
emergency department (ED). 9  
 

Federal Policy on Medicaid Eligibility and Renewal 
Federal law requires states to cover a number of mandatory population groups (e.g. 
pregnant women, children, people with disabilities, and seniors and medically needy 
individuals). States also have the option to cover additional population groups (e.g. low-
income adults who do not meet current criteria). For optional eligibility groups, states have 
the flexibility in determining Medicaid eligibility by setting income eligibility criteria as 
long as they adhere to federal minimum eligibility standards.  10 
 
CMS requires that states must re-determine the eligibility of Medicaid recipients, with 
respect to eligibility-related circumstances that may change, at least every 12-months. 
States have the flexibility to implement more frequent renewals (e.g. every 6 months). 11 
Upon being determined eligible, individuals or households receive a 6-12-month 
certification period. 12   States are also required by federal law to review eligibility within 
the 12-month period if it receives information about a change in the beneficiary’s that may 
affect eligibility.13  
 
 
 

                                           
8 See Ku, L ( 2013).    
9
 Ibid.   

10 There are also federal residency requirements (citizenship and immigration status, etc.) that can either 
qualify or disqualify an individual from being eligible.  

11 42 C.F.R. §435.916. 
12 Kaiser Brief (2012, Dec.). Medicaid Eligibility, Enrollment Simplification, and Coordination under the ACA: 

A Summary of CMS’s March 23, 2012 Final Rule.   
13 Kaiser Brief (2012, Dec.). p. 12.  

http://ccf.georgetown.edu/wp-content/uploads/2013/09/GW-Continuity-Report-9-10-13.pdf
file:///C:/Users/OR0196928/Desktop/Temp%20docs/8391.pdf
file:///C:/Users/OR0196928/Desktop/Temp%20docs/8391.pdf
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Federal Guidance on 12-month Continuous Eligibility 
In guidance provided by CMS on May 17, 2013, states were given the option of applying for 
a federal waiver to adopt a 12-month continuous eligibility policy for parents and other 
adults. 14 Guidance stated that CMS would work with states interested in this strategy on 
ways to apply the appropriate federal medical assistance percentage (FMAP) to the extent 
that individuals remain enrolled despite not meeting the requirements for newly eligible 
FMAP.   
 
After issuing the 2013 guidance, CMS reviewed the analysis of health policy researchers at 
George Washington University. The researchers studied the impact of continuous eligibility 
on enrollment continuity for children, after the enactment of the CHIPRA of 2009, when 
seven states adopted this policy for children.15  Based on the information from the GW 
analysis, in 2014 CMS released additional guidance, in which interested states learned that 
they would not receive the full enhanced match rate for their Medicaid expansion 
population under 12-month continuous eligibility. According to CMS, 97.4% of the member 
months could be matched at the enhanced rate, and 2.6% of the member months would be 
matched at the regular FMAP. This was to account for the proportion of member months 
that beneficiaries would have been dis-enrolled due to excess income in the absence of 
continuous eligibility.  
 
For states interested in this policy, their matching rate for continuous eligibility depends on 
its regular Medicaid rate and on the enhanced matching rate for newly-eligible adults, 
which remains at 100 percent through the end of 2016, but then declines modestly in 2017 
and future years until it reaches 90 percent in 2020 and thereafter. No state, except for 
New York has yet adopted 12-month continuous eligibility for their new ACA expansion 
population, largely due to financing barriers. 16,17   
 
In May 2014, Manatt released a brief that included state-specific data on the estimated 
federal matching rate for newly-eligible adults that states would likely receive. Their 
analysis indicated a matching rate s between 98.7 percent and 99.3 percent for the new 
ACA expansion population in 2014. 18,19  For state Medicaid programs, although continuous 
eligibility will likely increase enrollment continuity and coverage, it also creates additional 
costs for a state.  

                                           
14 CMS Letter to State Medicaid Directors, 13-003 (May 17, 2013). Facilitating Medicaid and CHIP Enrollment 

and Renewal in 2014.  
15 Ku, L. (2013).   
16 New York CMS Section 1115 Waiver (2015, March 31st). 
17 Guyer, J., & Schwartz, T. (2014, May 14). Manatt on Medicaid: New strategy for financing 12 months of 

continuous coverage for newly eligible adults.  
18 Guyer, J. & Schwartz, T. (2014).  
19 Manatt (2014, May 14). State-specific chart.  

http://www.medicaid.gov/Federal-Policy-Guidance/downloads/SHO-13-003.pdf
http://www.medicaid.gov/Federal-Policy-Guidance/downloads/SHO-13-003.pdf
%20
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/downloads/ny/ny-partnership-plan-ca.pdf
http://www.manatt.com/ThreeColumn.aspx?pageid=167991&id=600931
http://www.manatt.com/uploadedFiles/Content/4_News_and_Events/Newsletters/HealthLaw@Manatt/12_month_continuous_eligibility_FMAP.pdf
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Oregon Medicaid Policy 
Oregon’s July 2012 section 1115 Demonstration Waiver from CMS allows the State to enroll 
all OHP populations for Medicaid for 6-12-months.  In compliance with federal regulations, 
Oregon Administrative Rule (OAR 410-200-0235) requires that OHP beneficiaries report 
changes in circumstance affecting eligibility within 30 calendar days of their occurrence.  
 
Changes in circumstances that affect income eligibility and that must be reported are:  

 A change in source of income 
 Change in employment status (e.g. new job or job loss) 
 Change in earned income of more than $100 or unearned income of more than $50 

 
Circumstances affecting eligibility not related to income include but are not limited to:  

 Receipt or loss of health coverage 
 Change in pregnancy status of a household member 
 Change in household group membership (e.g. marriage)  

 
Currently, individuals determined eligible are 
enrolled in OHP for a 12-month certification period. 
However, when an individual experiences a change 
in circumstance, they are required to report the 
change and will be redetermined for Medicaid 
eligibility. If the 12-months elapse and an 
individual does not experience a change in 
circumstances, federal law requires states to re-
determine their eligibility at the end of the 
certification period in order to renew their 
Medicaid coverage. 

Oregon feasibility study  
Committee staff is working to prepare an analysis of the policy and implementation 
considerations, the potential effect related to increases in estimated expenditures in OHP 
for the 2017-19 biennium, if 12-month eligibility were to be adopted, and potential cost 
savings. The analysis will provide estimates, where available, for additional member 
months for income-eligible adults in OHP, forecast of federal funds that reflect reduced 
FMAP for the ACA expansion population for 17-19 biennium, and required state matching 
funds. A preliminary analysis will be available by mid-June for the committee’s review.  

Conclusion 
There are a number of important considerations around 12-month continuous eligibility 
for states working to promote coverage continuity and reduce churn.  To develop and 
submit a recommendation for OHA by July 2015, the committee will consider a range of 
factors related to the federal option of 12-month continuous eligibility for OHP income-
eligible adults for future consideration by state policy makers.  

A key distinction between 12-
month certification and 12-month 
continuous enrollment is that with 

12-month continuous eligibility, 
children and adults are able to keep 

coverage during the 12-month 
period even if an individual 

becomes employed, has a raise in 
pay, or receives new income or 

assets, and it is reported. 

http://arcweb.sos.state.or.us/pages/rules/oars_400/oar_410/410_200.html
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I. Introduction 

A. Letter from the State Medicaid Director 

From October through December 2014, the Oregon Health Authority (OHA) continued to move forward in 

meeting the goals of the Oregon Health Plan (OHP) demonstration. 

 Lever 1: Improving care coordination – As of December 2014, there were 535 recognized Patient 

Centered Primary Care Home (PCPCH) clinics in the state, surpassing Oregon’s goal of 500 by 2015. 

The proportion of CCO members enrolled in a PCPCH continues to increase, ranging from 97.8 to 

60.9 percent across CCOs. 

 Lever 2: Implementing alternative payment methodologies (APMs) – The CCO Metrics and 

Scoring Committee selected the 2015 benchmarks for most CCO incentive measures. OHA also 

worked with CCOs to improve reporting of APMs and flexible services. 

 Lever 3: Integrating physical, behavioral and oral health care – The Transformation Center and 

Oregon Health Sciences University (OHSU) completed an statewide environmental scan of 

behavioral health integration activities, best practices and barriers to integration.  

 Lever 4: Increased efficiency in providing care – The percent of recent graduates who enroll as 

Oregon Medicaid providers has greatly increased, partly due to Oregon’s efforts to reach out for 

additional providers to prepare for the 2014 Medicaid expansion. The Traditional Health Worker 

(THW) program met its goal to train 300 THWs by December 31. 

 Lever 5: Implementation of health-related flexible services – CCOs submitted their flexible 

services policies and procedures for OHA review and feedback. CCOs will receive feedback in the 

first calendar quarter of 2015. If they choose, CCOs can revise their procedures based on this 

feedback and resubmit in March 2015. 

 Lever 6: Innovations through the Transformation Center – The Transformation Center hosted the 

Coordinated Care Model Summit in December. Health care leaders from throughout the state were in 

attendance, and the CCOs presented their work in many of the sessions. In an internal evaluation of 

the Center’s learning collaboratives, 88.2 percent of respondents found the sessions valuable or very 

valuable to their work. 

One vital test of whether the OHP demonstration is meeting the goals of lower cost, better care and better 

health is the quality and access test, which determines whether our transformation efforts are making the 

quality of care and access to care better or worse.  

 During this quarter, OHA presented three sets of quality and access test results for Demonstration 

Year (DY) 12, the first year that this test applies.  

 In all three sets of test results, Oregon demonstrates over 100 percent improvement over the 2011 

baseline. 

This test is one of many that we are proud to see the OHP demonstration pass, and we hope for continued 

future successes. 

    
Judy Mohr Peterson, PhD,. State Medicaid Director 
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B. Demonstration description 

The Oregon Health Plan (OHP) is the state’s demonstration project under Section 1115 of the Social Security 

Act, funded through titles XIX and XXI of the Social Security Act.  

Phase I of OHP started on February 1, 1994, for Medicaid clients in the Poverty Level Medical (PLM) and 

Aid to Families with Dependent Children (AFDC, now known as Temporary Assistance to Needy 

Families/TANF) populations. One year later, Phase II added persons who are aged, blind, and disabled, and 

it added children in state custody/foster care.  

Following the creation of the Title XXI Program in 1997, the State Children’s Health Insurance Program 

(SCHIP) was incorporated into the OHP, providing SCHIP-eligible people with the same benefits and 

delivery system available to Medicaid clients.  

The OHP 2 demonstration began November 1, 2002, which established the OHP Plus and OHP Standard 

benefit packages, and included the Family Health Insurance Assistance Program. In 2007 and 2009, more 

children became eligible through expanded SCHIP eligibility and the creation of the Healthy Kids program.  

On July 5, 2012, the Centers for Medicare and Medicaid Services (CMS) approved the current 

demonstration, Oregon’s Health Care Transformation, through June 30, 2017. Key features include: 

 Coordinated Care Organizations (CCOs): The State established CCOs as the delivery system for 

Medicaid and CHIP services. 

 Flexibility in use of federal funds: The State has ability to use Medicaid dollars for flexible services 

(e.g., non-traditional health care workers), to be used for health-related care that is authorized under 

managed care rules and regulations. CCOs will have broad flexibility in creating the array of services 

necessary to improve care delivery and enrollee health. 

 Federal investment: The federal government agreed to provide federal financial participation (FFP) 

for several health care programs that had been previously supported entirely by State funds. These are 

called Designated State Health Programs (DSHP). Expenditure authority for DSHP is limited to $704 

million FFP over the demonstration period July 5, 2012 through June 30, 2017, allocated by 

Demonstration Year (DY) as follows:  

DY Time Period FFP Limit  DY Time Period FFP Limit 

11 07/1/12-06/30/13 $230 M  14 07/1/15-06/30/16 $ 68 M 

12 07/1/13-06/30/14 $230 M  15 07/1/16-06/30/17 $ 68 M 

13 07/1/14-06/30/15 $108 M     

 Workforce: To support the new model of care within CCOs, Oregon will establish a loan repayment 

program for primary care physicians who agree to work in rural or underserved communities in 

Oregon, and training for 300 community health workers by 2015. 

The primary goals of the Oregon demonstration are:  

 Improving health for all Oregonians: The State is committed to fostering innovative approaches to 

improving population health through a focus on linking community health and services with the 

clinical delivery system. Population health efforts and alignment with schools and the education 

system are integral to improving the health of all Oregonians by going beyond the walls of the clinics 

and hospitals. 

 Improving health care: The State is working to coordinate physical, behavioral and oral health care 

and increase the focus on prevention and improved care. Individuals can get the care and services 

http://www.ohsu.edu/xd/outreach/oregon-rural-health/providers/loan-repayment/ompclrp.cfm
http://www.ohsu.edu/xd/outreach/oregon-rural-health/providers/loan-repayment/ompclrp.cfm
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they need, coordinated regionally with access to statewide resources when needed, by a team of 

health professionals who understand their culture and speak their language. 

 Reducing the growth in Medicaid spending: The state has agreed to reduce per capita medical 

trend, the growth in per capita spending, by 2 percentage points by the end of the second year of the 

demonstration period from an assumed trend rate of 5.4 percent as calculated by federal Office of 

Management and Budget.   

In December 2013, conforming amendments for the Affordable Care Act and the full implementation of the 

Tribal Uncompensated Care amendment to the 1115 Demonstration were approved.  

In June 2014, the Hospital Transformation Performance Program (HTPP) was approved, and OHA and CMS 

concluded final negotiations regarding the measures included in the program in September 2014. This two-

year program will offer hospitals incentive payments to support quality improvement. 

C. State contacts 

Demonstration and Quarterly Reports 

Janna Starr, MAP Operations and Policy Analyst 

503-947-1193 phone 

503-373-7689 fax 

State Plan  

Jesse Anderson, MAP State Plan Manager 

503-945-6958 phone 

503-947-1119 fax 

Coordinated Care Organizations 

Rhonda Busek, MAP Interim Director 

503-945-6552 phone 

503-373-7689 fax 

Quality Assurance and Improvement 

Chris Barber, Quality Assurance and Clinical Services Section 

503-945-6588 phone 

503-945-6548 fax 

For mail delivery, use the following address  

Oregon Health Authority 

Medical Assistance Programs 

500 Summer Street NE, E49 

Salem, OR 97301-1077 
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II. Title  

Oregon Health Plan Section 1115 Quarterly Report 

10/1/2014 – 12/31/2014 

Demonstration Year (DY): 13 (7/1/2014 – 6/30/2015) 

Demonstration Quarter (DQ): 2/2015 

Federal Fiscal Quarter (FQ): 1/2015  

III. Events affecting health care delivery 

A. Overview of significant events across the state 

Category of event 

Impact? (Yes/No) 

Interventions or actions taken? 
(Yes/No) 
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A. Enrollment progress Yes Yes Yes 

Renewals deferred; ongoing system 
and process improvements; decision 
to move to FFM and eventually to 
Kentucky-like system 

B. Benefits     

C. CCO Complaints and Grievances    No No Yes Yes 

D. Quality of care – CCO / MCO / FFS No No Yes Yes 

E. Access      

F. Provider Workforce      

G. CCO networks          

Detail on impacts or interventions 

Oregon moved to the Federally Facilitated Marketplace (FFM) during this quarter. OHA coordinated with 

CCOs, providers and other stakeholders to promote education about the move to HealthCare.gov and the new 

website at OregonHealthCare.gov, which helps Oregonians determine the best way to apply for health 

coverage; and about use of the FFM eligibility confirmation letter as interim proof of OHP eligibility (i.e., 

until the FFM members are enrolled in Oregon’s eligibility system). 

B. Complaints and grievances  

Table 2 – Complaints and grievances 

This information is from quarterly submissions received from the contracted health plans and cross-

referenced with complaint and grievance calls received internally by the Oregon Health Authority.  

The following chart shows CCO complaint totals and rates per 1,000 members for the reporting period. CCO 

totals and ranges by complaint category CCO are attached separately. 

http://www.oregon.gov/oha/healthplan/DataReportsDocs/CCO%20Complaints%20and%20Grievances%20by%20Category,%20First%20Quarter%202015.pdf
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Coordinated Care Organization 

Total 
Complaints/ 
Grievances  

Received 
Enrollment as 
of 12/31/2014 

Per 1000 
Members 

AllCare Health Plan, Inc. 54 48,568 1.11 

Cascade Health Alliance 41 17002 2.41 

Columbia Pacific CCO, LLC 81 28068 2.89 

Eastern Oregon CCO, LCC 51 44801 1.14 

FamilyCare CCO 94 114,893 0.82 

Health Share of Oregon 641 233802 2.74 

Intercommunity Health Network 27 55498 0.49 

Jackson Care Connect 58 30022 1.93 

PacificSource Community Solutions 66 50876 1.30 

PacificSource Community Solutions – Gorge 2 12244 0.16 

PrimaryHealth of Josephine County CCO 4 11054 0.36 

Trillium Community Health Plan 240 89237 2.69 

Umpqua Health Alliance, DCIPA 19 25195 0.75 

Western Oregon Advanced Health 98 20606 4.76 

Willamette Valley Community Health 17 101726 0.17 

Yamhill County Care Organization 31 23950 1.29 

The following chart shows the total number of complaints and grievances by category, and the range of 

complaints and grievances received by CCOs for each category.  

Complaint or grievance type 
Number 
reported 

Range 
reported 
by CCOs  

ELIGIBILITY AND ENROLLMENT 2431 4-210 

ACCESS TO PROVIDERS AND SERVICES   

a) Provider's office unresponsive, not available, difficult to contact for appointment or 
information. 

106 1-42 

b) Plan unresponsive, not available or difficult to contact for appointment or information. 26 0-16 

c) Provider's office too far away, not convenient 24 0-13 

d) Unable to schedule appointment in a timely manner. 55 0-21 

e) Provider's office closed to new patients. 20 0-13 

f) Referral or 2nd opinion denied/refused by provider. 25 0-8 

g) Unable to be seen in a timely manner for urgent/ emergent care 12 0-3 

h) Provider not available to give necessary care 46 0-15 

i) Eligibility issues 13 0-5 

j) Client fired by provider 21 0-7 

k) Availability of specialty provider 4 0-3 

INTERACTION WITH PROVIDER OR PLAN    

a) Provider rude or inappropriate comments or behavior 208 0-32 

b) Plan rude or inappropriate comments or behavior 19 0-11 

c) Provider explanation/instruction inadequate/incomplete 107 0-57 

d) Plan explanation/instruction inadequate/incomplete 44 0-23 

e) Wait too long in office before receiving care 21 0-14 

f) Member dignity is not respected 31 0-13 

g) Provider's office or/and provider exhibits language or cultural barriers or lack of cultural 
sensitivity. 

6 0-2 

h) Plan's office or staff exhibits language or cultural barriers or lack of cultural sensitivity 3 0-2 

i) Lack of coordination among providers 24 0-5 

 CONSUMER RIGHTS    

a) Provider's office has a physical barrier 1 0-1 

b) Abuse, physical, mental, psychological 4 0-1 

c) Concern over confidentiality 22 0-13 
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Complaint or grievance type 
Number 
reported 

Range 
reported 
by CCOs  

d) Client not involved with treatment plan. Member choices not reflected in treatment plan. 
Member disagrees with treatment plan. 

68 0-23 

e) No choice of clinician 10 0-3 

f) Fraud and abuse  1 0-1 

g) Provider bias barrier (age, race, religion, sexual orientation, mental/physical health 
status) 

7 0-2 

h) Plan bias barrier (age, race, religion, sexual orientation, mental/physical health status) 2 0-1 

i) Differential treatment for Medicaid clients 12 0-6 

j) Lack of adequate or understandable NOA 2 0-1 

k) Not informed of consumer rights 1 0-1 

l) Complaint and appeal process not explained 0  

m) Denied member access to medical records 3 0-1 

CLINICAL CARE    

a) Adverse outcome, complications, misdiagnosis or concern related to provider care. 104 0-54 

b) Testing/assessment insufficient, inadequate or omitted 40 0-15 

c) Medical record documentation issue 18 0-5 

d) Concern about prescriber or medication or medication management issues 123 0-46 

e) Unsanitary environment or equipment 5 0-3 

f) Lack of appropriate individualized setting in treatment 5 0-4 

QUALITY OF SERVICE    

a)Client feels unsafe/uncomfortable 18 0-10 

b) Delay, quality of materials and supplies (DME) or dental 41 0-14 

c) Lack of access to ENCC for intensive care coordination or case management services 3 0-2 

d) Benefits not covered  41 0-17 

CLIENT BILLING ISSUES    

a) Co-pays 7 0-2 

b) Premiums 0 0 

c) Billing OHP clients without a signed Agreement to Pay 185 0-117 

Trends related to complaints and grievances 

The last quarter of 2014 had a total complaint and grievance trend rate of 0.17 to 4.76 per 1000 members.  

Areas of highest trend and range were seen in Access to Provider and Services, Interactions with the Plan 

and Provider, and Clinical Care. Sub category drivers under each of these categories included: 

 Access to Provider and Services - Provider's office unresponsive, not available, difficult to contact for 

appointment or information 

 Interactions with Providers and Plan - Provider rude or inappropriate comments or behavior 

 Clinical Care - Concern about prescriber or medication or medication management issues 

The following charts break down Access, Interaction and Clinical Care complaints and grievance rates by 

plan. 
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In reviewing the 4
th

 quarter individual data, a review of the past seven quarters was included in the analysis.  
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As shown below, the overall number of complaints has increased over the last 5 quarters, which appears to 

align with the increase and movement of members: 

 First, throughout 2013 as OHP enrollees were enrolled into CCOs, and  

 Again through additional Medicaid expansion in the first and second quarter of 2014.  

Beginning with the third quarter of 2014, there has been a decline in total complaints. Client movement 

among plans has stabilized and may be a factor in this decline.   

 

Quality of care complaints had a spike during the beginning of 2014, but have declined in the last quarter of 

2014. Hearings and quality of care reviews completed by the plans and the state have not identified trends in 

adverse events and negative outcomes related to quality of care complaints. Billing has remained at a steady 

range.  

Interventions 

To address access of care issues, several plans have initiated outreach efforts, worked with providers to open 

up primary care access and adjusted member services staffing to adjust to the increase in members. Two 

plans have had consistently high billings complaints. These plans are working with OHA to review their 

processes and address best practices going forward.  

Access complaints reported by the plans have been reviewed and compared to calls entering into the state 

call system. Two plans had a potential discrepancy in the numbers reported and the state numbers received. 

OHA is working with these plans to address these differences to identify if access concerns are present. 

C. Appeals and hearings 

Table 2.1 – Appeals and hearings – statewide report – all categories of CCO appeals and 

contested case hearings for the current quarter  

Reporting according to the following categories is still in development. While we are able to provide totals 

for the status of appeal and hearings during the quarter, we are unable to provide these numbers by category.  



  Oregon Health Plan Quarterly Report 

Page 10 Federal Fiscal Year 2015, Quarter 1 

CCO appeals and hearings 

The following chart lists the total appeals submitted by CCO members following receipt of CCO Notices of 

Action (NOAs). A breakdown, by reason and CCO, of all NOAs issued during the reporting period is 

attached separately. 

Category 

CCO Appeals Contested Case Hearings from CCO Appeals 

Total  
Overturned at 

plan level 
Decisions 
Pending Total  

Overturned at 
hearing 

Decisions 
Pending 

# Range # Range # Range # Range # Range # Range 

a) Denial or limited 
authorization of a 
requested service  

1677 25-352 479 3-145 12 0-7 774 0-123 
*See graph 

below 
21 0-7 

b) Single PHP 
service area, denial 
to obtain services 
outside the PHP 
panel 

14 0-6 4 0-1 - - - - - - - - 

c) Termination, 
suspension or 
reduction of 
previously 
authorized covered 
services 

65 0-57 10 0-6 - - - - - - - - 

d) Failure to act 
within the 
timeframes provided 
in §438.408(b) 

0 0 0 0 - - - - - - - - 

e) Failure to provide 
services in a timely 
manner, as defined 
by the State 

0 0 0 0 - - - - - - - - 

f) Denial of payment 
for a service 
rendered 

296 0-96 76 0-30 - - - - - - - - 

TOTALS 2052 - 569 - 12 - 774 - * - 21 - 

NOTE: Not all plans are currently using same reporting categories, which results in large range variations in the above categories. 

OHA is working with plans to align these categories.  

Contested case hearings information 

The following charts represent hearings information for cases that were initiated through the State’s Fair 

Hearings process.  

 They reflect hearing requests submitted to OHA by members of the following plans.  

 They do not reflect appeal requests submitted to plans. 

Plan Name 
Total 

Received 
Average 

Enrollment* 
Per 1000 

Members 

 

Coordinated Care Organization requests 

AllCare Health Plan, Inc. 31 48,114 0.6443 

Cascade Health Alliance 30 15,921 1.8843 

Columbia Pacific CCO, LLC 9 25,919 0.3472 

Eastern Oregon CCO, LCC 57 45,777 1.2452 

FamilyCare CCO 80 112,402 0.7117 

Health Share of Oregon 123 228,837 0.5375 

Intercommunity Health Network                      43 53,765 0.7998 

Jackson Care Connect 14 28,343 0.4939 

http://www.oregon.gov/oha/healthplan/DataReportsDocs/CCO%20Notices%20of%20Action%20by%20Reason,%20First%20Quarter%202015.pdf
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Plan Name 
Total 

Received 
Average 

Enrollment* 
Per 1000 

Members 

Kaiser Permanente OR Plus, LLC 6 2,125 2.8235 

PacificSource Community Solutions 105 51,438 2.0413 

PacificSource Community Solutions – Gorge 
 

12,395 
 PrimaryHealth of Josephine County CCO 14 10,845 1.2909 

Trillium Community Health Plan 53 73,718 0.7190 

Umpqua Health Alliance, DCIPA 46 25,831 1.7808 

Western Oregon Advanced Health 20 20,082 0.9959 

Willamette Valley Community Health 108 95,176 1.1347 

Yamhill County Care Organization 10 21,153 0.4727 

 

Dental Care Organization requests 

Access Dental Plan, LLC   1,911 0.0000 

Advantage Dental 5 25,538 0.1958 

Capitol Dental Care Inc. 
 

15,103 0.0000 

Care Oregon Dental 

 
2,017 0.0000 

Family Dental Care 
 

1,892 0.0000 

Managed Dental Care of Oregon 
 

1,991 0.0000 

ODS Community Health Inc. 4 8,319 0.4808 

Willamette Dental Group PC 
 

2 0.0000 

      

Fee-for-service (FFS) requests 31 226,568 0.1368 

    Total 789 1,225,071 0.6440 

    

Trends 

The following chart shows trends for contested case hearings for this quarter. As stated above, this 

information only reflects hearing requests submitted to OHA; it does not reflect requests submitted to plans. 

 

The following chart shows how the quarter’s hearing requests were resolved.  
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Interventions 

A breakdown, by reason and CCO, of all NOAs issued during the reporting period is attached separately. 

OHA will be working with the CCOs to identify areas around NOAs that may help reduce the number of 

appeals and hearings requested by CCO members. For example, researching the individual drivers for each 

NOA category may help OHA and CCOs identify best practices. 

D. Implementation of 1% withhold  

During this quarter, DMAP analyzed encounter data received for completeness and accuracy for the subject 

months of March through May 2014.  All CCOs met the Administrative Performance (AP) standard for all 

subject months and no 1% withholds occurred. 

Future reports will contain the following information: 

Table 3 – Summary  

Metric 

Frequency 

Quarterly Annually 

Actual amount paid of monthly PMPM capitation rate broken out by: 
 Average/mean PMPM 
 Eligibility group 
 Admin component 
 Health services component 

 
For the first year, this will be 99% and NOT include the 1% withhold, which is 
reflected under incentives agreement (or policy) 

X X 

Actual amount paid in incentives monthly broken out by: 
 Total by CCO 
 Average/mean PMPM incentive 
 The over/under 100% of capitation rate by CCO and by average enrollee 

PMPM 

X X 

http://www.oregon.gov/oha/healthplan/DataReportsDocs/CCO%20Notices%20of%20Action%20by%20Reason,%20First%20Quarter%202015.pdf
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Metric 

Frequency 

Quarterly Annually 

Best accounting of the flexible services provided broken out by: 
 Services that are not Medicaid state plan services but DO have encounter 

data (e.g., alternative providers) 
 Services that are not reflected in encounter data (e.g., air-conditioners, 

sneakers) 

X X 

CCO sub-contractual payment arrangements – narrative 
 Description of innovative (i.e., non-FFS) reimbursement and incentive 

arrangements between CCOs and sub-contracted service delivery 
network 

 X 

Encounter data analysis 
 Spending in top 25 services by eligibility group and by CCO 
 To the extent that this can be further indexed to the payment 

arrangements listed above, that would be helpful analysis as well 

X X 

E. Statewide workforce development  

Traditional Health Workers (THW)  

THW Program 

Total number certified  
statewide* 

Number of approved training 
programs 

Current Qtr. Cumulative Current Qtr. Cumulative 

Community Health Workers (CHW) 47 100 0 6 

Personal Health Navigators (PHN) 0 5 0 1 

Peer wellness/support specialists 48 238 0 16 

Other THW 4 11 0 1 (Doula) 

Total Certified 99 354 0 24 
*Statewide registry currently under reconstruction to add enhanced data collection features.  

Training Program 

Total number 
trained statewide Cumulative trained by THW Type 

Current 
quarter 

To 
date CHW PHN 

Peer 
Support 

Peer 
Wellness 

Other 
(doula) 

Multnomah County Community 
Capacitation Center 

24       

Lane Community College 8       

Central Oregon Community 
College 

13       

Mental Health America/Peer 
Link 

12       

Peer Services Consulting 10       

Addictions Counselor 
Certification Board of Oregon 

7       

Central City Concern 11       

Project Able 22       

Cascadia Behavioral Health  20       

1st – 3rd Quarter Totals - 469 222 2 214 17 14 

4th Quarter Totals - 127 45 0 62 20 0 

Total Trained Since 2013 - 596 267 2 276 37 14 
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Approved training programs 

Approved Training Program Name 

THW Type 

CHW PHN 
Peer 

Wellness 
Peer 

Support 
Other 

(doula) 

Addiction Certification Board of 
Oregon 

    
 

Cascadia Behavioral Health      

Central City Concern      

Central Oregon Community College      

Chemeketa Community College      

Cultivating a New Life through 
Community Connections 

    
 

Empowerment Initiatives      

Eugene Relief Nursery      

Institute for Professional Care 
Education  

    
 

Intentional Peer Support Program      

International Center for Traditional 
Childbearing 

    
 

Lane/Clackamas Community College      

Mental Health of America      

Miracles Club Inc      

Multnomah County Health 
Department 

    
 

National Alliance on Mental Illness      

Northeast Oregon Network      

Oregon Behavioral Consultation and 
Training 

    
 

Oregon Family Support 
Network/Youth MOVE 

    
 

Portland Community College      

Project ABLE      

Recovery and Beyond      

Rogue Community College      

Willamette Family Treatment Services      

Total approved training programs 
CHW 

7 
PHN 

1 

Peer 
Wellness 

2 

Peer 
Support 

14 

Other 
(doula) 

1 

Training programs pending approval:  

Mental Health America Oregon Peer Wellness and Peer Support Programs 

Narrative detail on regional distribution of certified THWs and THW training programs; news 

about relevant recruitment efforts or challenges 

System integration 

During the current quarter, we continued to coordinate system-level activities within (OHA, and with the 

Department of Human Services and the Community College Workforce Development Agency (CCWD).  

There are shared and similar complex THW goals legislatively required of each of the state agencies. OEI’s 
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goal is to coordinate these efforts to prevent duplication of the work, share lessons learned, engage the THW 

Commission for advisory purposes, and spread the THW model. 

 Partnering with OHA Transformation Center, THW Commissioners helped to shape a statewide 

THW survey that assessed the value of THWs in the current delivery system. The survey was fielded 

among CCOs in all 15 regions. The results from this survey are to be shared on the OHA 

Transformation Center website in 2015.  

 The THW Commission is working closely with Rogue Community College to develop and field their 

statewide THW needs assessment. The assessment will evaluate payment models, pay rates, 

utilization of THWs and employment trends. Previous funding level for this assessment limited the 

scope of the assessment to Community Health Workers (CHW). With encouragement from the THW 

Commission, the CCWD agreed to utilize unobligated grant funding to increase the amount of Rogue 

Community Colleges’ contract to broaden the scope of the survey to include all THW worker types. 

The assessment is to be completed along with a comprehensive report by June 2015. 

Training, certification and hiring of THWs 

Oregon has met its goal to train 300 THWs by December 31, 2015. Due to an increase in OEI staffing 

capacity to process THW applications, this quarter OEI was able to certify 78 percent of all THW trainees in 

the same quarter, compared to 44 percent in the previous quarter.  Relative to Oregon’s workforce 

development investment in CHW training opportunities through local community colleges, 17 of the 21 

individuals trained by the community college’s CHW training programs also received certification.  

In 2015, the training focus will shift to ensuring the incumbent workforce has access to an Incumbent 

Worker Assessment as a pathway to certification.  

 Multnomah County Community Capacitation Center is in the process of developing this tool for 

CHWs.  

 The THW Commission will complete its 2014-2015 work plan with the development of this tool for 

all THW worker types seeking certification. 

Diversity of the workforce 

More than 39 percent of this quarter’s THW trainees are people of color.  Other data reveals that 100 percent 

of THW training program participants had at least a high-school or equivalent education; 54 percent had 

some college-level course work; and 26 percent have bachelor’s degrees or above. 

THW presentations 

 October 28, 2014 OHA Ombuds Advisory Council 

 November 19, 2014 Chronic Disease and Self-Management Plenary Session 

 December 4, 2014 Coordinated Care Model Summit THW Breakout Session 

Meetings with stakeholders 

 October 2, 2014 AMH Peer Delivered Services Workgroup 

 October 3, 2014 THW System Coordination Meeting 

 October 10, 2014 Cross Agency Health Related Workforce Group 

 October 20, 2014 ORCHWREC Research Project Meeting 

 October 21, 2014 CHW Program Site Visit in Enterprise, Oregon 

 October 22, 2014 CHW Program Site Visit in La Grande, Oregon 

 October 24, 2014 Oregon Community Health Workers Association 

 October 27, 2014 THW Commission Meeting 

 November 5, 2014 Community Health Worker Diverse and Talented Conference 
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 November 6, 2014 Care Oregon  

 November 6, 2014 AMH Peer Delivered Services Workgroup 

 November 6, 2014 THW Compensation Workgroup 

 November 7, 2014 Cross Agency Health Related Workforce Group 

 November 10, 2014 THW System Coordination-Rogue Community College 

 November 17, 2014 THW Commission Meeting 

 November 19, 2014 ORCHWREC Research Project Meeting 

 December 1, 2014 Urban League of Portland CHW Meeting 

 December 4, 2014 Office of Equity and Inclusion Annual Meeting  

 December 10, 2014 THW Systems Integration Subcommittee 

 December 15,  2014 THW Commission 

 December 15, 2014 ORCHWREC Research Project Meeting 

 December 16, 2014 SIMergy Webinar CHW Roles 

 December 19, 2014 THW System Coordination-Rogue Community College 

Health professional graduates participating in Medicaid 

OHA periodically receives information about medical school, physician assistant, nurse practitioner, and 

dentistry program graduates from Oregon Health and Sciences University (OHSU). In accordance with STC 

57.b.iii, we match this information with Medicaid provider enrollment data to ascertain what proportion of 

those graduates go on to serve Medicaid clients. OHA received an updated graduate file from OHSU in late 

2014 and results for the following graduate cohorts are shown below: 

 First-time match results for 2013-14 graduates in medicine, advanced practice nursing, dentistry, and 

physician assistant studies; and  

 Second-run match results for 2012-13 graduates in the fields of nursing, dentistry, and physician 

assistant studies programs. An initial match for this cohort was conducted in late 2013 and results 

were included in the quarterly report covering October-December 2013. We conducted a second 

match recently to determine whether more of these graduates had become Medicaid providers as time 

goes on.   

Cautions 

It is important to note the limitations of this tracking method before reviewing the results. The primary 

limitation is that a “no match” result could mean one of several things:  

 The graduate has left Oregon; or 

 The graduate is still in Oregon but is not currently working as a direct care provider (e.g. working in 

policy or academia) or is not working at all (perhaps pursuing further education, or raising a family, 

or seeking a job but not yet employed); or 

 The graduate is working in direct care and seeing Medicaid patients under the auspices of an enrolled 

clinic or CCO, and so is not enrolled individually as a Medicaid provider; or 

 The graduate is working in direct care but not seeing Medicaid patients. 

The advantage of this method—as discussed with school officials—is that it is likely to produce better results 

over time than a survey of graduates, because survey response rates would likely be low and the school’s 

ability to provide accurate contact information for graduates would deteriorate quickly over time. 



  Oregon Health Plan Quarterly Report 

Page 18 Federal Fiscal Year 2015, Quarter 1 

Results 

Proportion of 2012-2013 graduates enrolled as Oregon Medicaid providers 

Field January 2014 January 2015 

Nursing (adv. practice) 0% 60.0% 

Physician Assistant N/A - data were not available 50.0% 

Dentistry  3% 40.5% 

Medicine* 100% N/A – did not re-run since residencies 
generally last for minimum of 3 years 

Proportion of 2013-2014 graduates enrolled as Oregon Medicaid providers 

Field January 2015 

Nursing (adv. practice) 33.3% 

Physician Assistant 50.0% 

Dentistry  32.4% 

Medicine* 100% 

Discussion 

The most recent match indicates that a substantial number of OHSU graduates go on to serve Medicaid 

beneficiaries.  Among the most recent graduating cohort (2013-14), 50 percent of physician assistant (PA) 

graduates and about 33 percent of dentistry and advanced practice nursing graduates are enrolled Medicaid 

providers. 100 percent of recent medicine graduates whose residency training is in Oregon are working at 

institutions registered as Medicaid facilities.  

When we conducted a second match of the 2012-13 graduate cohort, we found a much higher proportion of 

graduates enrolled as Medicaid providers than in the initial match. 60 percent of advanced practice nursing 

graduates, 50 percent of PA graduates, and 40 percent of dentistry graduates from 2012-13 are currently 

enrolled as Medicaid providers in Oregon. We suspect that this higher match rate is attributable both to 

increased time since graduation and to the substantial efforts of Oregon’s Medicaid program to enroll 

additional providers in advance of Medicaid expansion.  

F. Table 5- Significant CCO/MCO network changes during current quarter  

Approval and contracting with 
new plans 

Effect on Number affected 

Delivery system Members CCOs CCO members 

None - - - - 

 

Changes in CCO/MCO networks 

Effect on Number affected 

Delivery system Members CCOs CCO members 

Trillium CCO closed until 
12/31/2014 

None  11,000 FFS 
members 
remain FFS 

1 0 

Non emergent medical 
transportation (NEMT) integration 

 AllCare 10/1/2014 

 CHA 10/1/2014 

 Jackson Care Connect 
10/1/2014 

 
NEMT integration saw no change 

Integrated 
NEMTs 

New 
brokerage 
(Ready Ride) 
for AllCare 
members 

3 
50,000 AllCare 
members 
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Changes in CCO/MCO networks 

Effect on Number affected 

Delivery system Members CCOs CCO members 

for CHA and Jackson Care 
Connect (their NEMT brokerage 
remained the same). 

 

Rate certifications 

Effect on Number affected 

Delivery system Members CCOs CCO members 

July-December 2014 rates - - 16 - 

 

Enrollment/disenrollment 

Effect on Number affected 

Delivery system Members CCOs CCO members 

No issues     

 

CCO/MCO contract compliance 

Effect on Number affected 

Delivery system Members CCOs CCO members 

No issues     

 

Relevant financial performance 

Effect on Number affected 

Delivery system Members CCOs CCO members 

No issues     

 

Other 

Effect on Number affected 

Delivery system Members CCOs CCO members 

Member Medicare  eligibility 
added to 834 enrollment file 

- 

Plans receive 
accurate 

detail about 
their medical 

coverage 

All 
All Medicare-eligible 

members 

New search criteria added to 
MMIS Managed Care Capitation 
panel, allowing more timely 
response to CCO inquiries 

- - All - 

G. Transformation Center  

The Transformation Center continues to assist CCOs through Innovator Agent leadership and learning 

collaboratives.  

Key highlights from this quarter: 

Statewide CCO Learning Collaborative for the Quality and Health Outcomes Committee 

The Transformation Center facilitated two sessions in this period, where Innovator Agents served as small 

group discussion facilitators:   

 One session focused on depression screening. It featured a presentation from a national expert on 

behavioral and mental health care in the primary care setting as well as presentations from three 

CCOs. 

 Another session focused on alternative payment methodologies and Oregon’s Incentive Metrics. It 

featured a presentation from a national expert on alternative payment methodologies and 

presentations from two CCOs.  
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More information is available at http://transformationcenter.org/learning-collaborative/statewide-cco-

learning-collaborative/. 

Community Advisory Council Learning Collaborative 

As noted in the last report, in response to feedback from the Community Advisory Council (CAC) Summit in 

May 2014, the CAC Steering Committee decided that this collaborative should meet quarterly in person 

rather than continue monthly online meetings.  

 During this quarter, the Committee convened monthly to make recommendations for the learning 

collaborative’s new quarterly meeting structure and topics; and to gather recommendations for CAC 

learning and networking for the Coordinated Care Model Summit in December.  

 On October 27, 2014, the Transformation Center hosted the first in-person regional CAC learning 

collaborative meeting. Co-sponsored by Willamette Valley Community Health CCO and the 

Transformation Center, this meeting was held in conjunction with a provider training on health 

literacy and the culture of poverty. 

To provide ongoing leadership development for the CACs, the Transformation Center hosted conference 

calls for the two new CAC leadership networks. One is for the CAC chairs and co-chairs, who are CAC 

members; the other is for the CCO CAC coordinators, who are primary staff of the CCOs. More information 

about CAC learning collaborative activities is available at http://transformationcenter.org/learning-

collaborative/cac/.  

As noted below, on December 3 and 4, 2014, the Transformation Center hosted the Coordinated Care Model 

Summit. At this event, the Transformation Center hosted roundtable discussions for CAC members on five 

topics pertinent to their work. The Transformation Center also hosted dinners with facilitated discussions for 

general CAC members, CCO CAC Coordinators and CAC Chairs/Co-Chairs. 

Health Equity Learning Collaborative 

In response to requests from CCOs, the Transformation Center and Office of Equity and Inclusion convened 

a new learning collaborative focused on promoting health equity for CCOs. The goals are to share promising 

practices on advancing health equity and to build a support network across CCOs. The Health Equity 

Learning Community launched this quarter with a breakfast at the Coordinated Care Model Summit. 25 

people attended, representing over half of the CCOs. Starting next quarter, the Transformation Center will 

launch regular meetings that focus on topics such as “Identifying Health Disparities by Using Metrics and 

CAHPS Data” and “Organizational Cultural Competence and Language Access.”  

Quality Improvement Community of Practice  

At the CCM Summit, the Transformation Center convened the first meeting of this group of quality 

improvement and measurement leads within CCOs.  

 To facilitate connections across CCOs, the Transformation Center shared a spreadsheet of the 115 

Transformation Fund projects organized by theme.  

 Attendees were also invited to participate in a three-month IHI online training, Leading Quality 

Improvement: Essentials for Managers. This training begins February 2015, and the Transformation 

Center is covering the enrollment fee for one person per CCO.  

In December, an online forum was launched for CCO and OHA quality improvement portfolio and project 

managers. The forum will provide a space to network, collaborate and share best practices for quality 

improvement and measurement. 

http://transformationcenter.org/learning-collaborative/statewide-cco-learning-collaborative/
http://transformationcenter.org/learning-collaborative/statewide-cco-learning-collaborative/
http://transformationcenter.org/learning-collaborative/cac/
http://transformationcenter.org/learning-collaborative/cac/
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Council of Clinical Innovators  

In October, the Clinical Innovation Fellows program held a day-long, in-person meeting focused on health 

equity, public narrative and Trillium CCO’s behavioral health integration. Ten fellows and two faculty also 

participated in a spokesperson training by OHA’s Public Health Division. In November, the group held an 

online meeting focused on community health and CACs. 

In December, all fellows and faculty attended the CCM Summit. Fellows participated in the poster session, 

which highlighted their innovation projects. The group also convened to discuss summit learnings and meet 

with Eric Coleman, a summit plenary speaker from the University of Colorado Anschutz Medical Campus. 

Throughout this quarter, each fellow met monthly with their faculty mentor, both individually and in small 

groups, to receive support on project implementation. More information about the Council of Clinical 

Innovators is available at www.transformationcenter.org/cci.  

Transformation Center CCO Technical Assistance Bank 

As a result of requests from CCOs and their CACs for technical assistance in key areas to help foster health 

system transformation, the OHA Transformation Center began offering CCOs and their CACs the 

opportunity to receive such assistance starting October 1, 2014:  

 The Transformation Center has contracted with outside consultants who will provide 35 hours of free 

consultation to each CCO. The designated 35 hours include 10 hours of consultation to support CACs 

and other community-based work and will be accessible through September 2015.  

 This technical assistance is in addition to the support and technical assistance CCOs already receive 

through other parts of OHA. 

To continue to provide this support after September 2015, the Transformation Center plans to release a 

Request for Proposals (RFP) next quarter for consultants to contract as technical assistance providers through 

September 2016. Through the Innovator Agents, the Transformation Center has solicited feedback from 

CCOs to inform the RFP process. The Transformation Center also continues to communicate with the Office 

of Equity and Inclusion, Office of Health Information Technology, Public Health Division, Office of Health 

Policy and Research, and Child Wellbeing Team to ensure coordination of OHA technical assistance for the 

topics listed below.  

TA Bank technical assistance topics: 

 Alternative payment methods 

 Behavioral health integration 

 Community advisory council (CAC) development 

 Community health improvement plan (CHIP) implementation and evaluation 

 Early Learning 

 Health equity 

 Health information technology 

 Oral health integration 

 Patient- and family-centered health engagement 

 Primary care transformation, including patient-centered primary care homes 

 Program Evaluation 

 Public health integration 

 Quality improvement and measurement 

 Other topics upon request 

http://www.transformationcenter.org/cci
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TA Bank projects through January 2015: 

CCO Topic Hours requested 

AllCare CAC member engagement 33 

Eastern Oregon CCO LCAC member engagement 6 

FamilyCare CAC development, CHIP 
implementation 

15 

Intercommunity Health Network  Measurement 7 

Jackson Care Connect CAC development, CHIP 
implementation 

TBD 

PacificSource Central Oregon  Measurement 25 

PrimaryHealth Josephine County  CAC member engagement TBD 

PrimaryHealth Josephine County, Jackson 
Care Connect, AllCare 

Health Literacy 
3 

Trillium Program evaluation 15 

Willamette Valley Community Health   Health equity 4 

 Total anticipated hours 108 

Innovator Agent-led Tiger Teams 

Innovator Agents continued to lead OHA internal transformation through Tiger Teams, which were formed 

to address key internal areas within the agency. Innovator Agents were the lead staff for teams working 

towards integrating adult mental health residential into the global budget, rate setting, rules promulgation, 

and contracts. The Director of OHA was the Executive Sponsor, the Transformation Center’s Director was 

the Tiger Team Project Director, and OHA Sub-Cabinet approved completion of all chartered deliverables. 

Tiger Teams completed their work in December of this quarter. 

Coordinated Care Model Summit 

On December 3 and 4, 2014, the Transformation Center held a two-day summit titled Oregon’s Coordinated 

Care Model: Inspiring Health System Innovation. The goal of the summit was to connect and engage 

stakeholders and share best health transformation practices. CCOs, CAC members, providers, community 

stakeholders, health leaders, consumers, lawmakers, policymakers, health plan representatives and funders 

came together to share concrete, innovative strategies for implementing health system transformation.  

Oregon Governor John Kitzhaber, M.D. provided opening remarks to kick off a series of presentations that 

included inspiring speakers such as Don Berwick, M.D., former Administrator for the Centers for Medicare 

and Medicaid Services and founding CEO of the Institute for Healthcare Improvement. Berwick challenged 

attendees to focus on cooperation and remaking the delivery system. Four CCOs told their stories of success 

implementing aspects of the coordinated care model. The second day highlighted upstream strategies, social 

determinants of health, the national health care landscape, and patient engagement.  

88 percent of evaluation respondents plan to implement at least one innovative practice they learned about at 

the summit. Most common topic areas for follow-up included: collaboration or connections, patient 

engagement, peer supports, or social determinants of health. 91 percent agreed they made new connections 

with colleagues and other organizations they plan to follow up on. In particular, respondents valued remarks 

provided by Drs. Kitzhaber and Berwick, as well as their insights on how Oregon’s work is connected to and, 

in many respects, leads the national health transformation movement. Comments included: “As a presenter 

on alternative payment methodologies, it was gratifying to hear what other CCOs are doing and to feel much 

more confident that my CCO is on the right track.” 
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The convening of the Public Health and CCOs 

In conjunction with the CCM Summit, the Transformation Center and the OHA Public Health Division 

hosted a hands-on, facilitated discussion about opportunities for CCOs and local public health departments to 

work together to improve community health. Innovator Agents were members of the Steering Committee and 

facilitated some of the small-group discussions. Participants learned from CCO and local public health 

colleagues, engaging in regional discussions focused on maternal and child health, early learning and chronic 

disease prevention. 

Traditional Health Worker (THW) survey 

As recommended by the HB 2859 Task Force on Individual Responsibility and Health Engagement, the 

Transformation Center was tasked to: 

 Conduct a formal assessment to identify barriers to the use of THWs, and  

 Develop strategies to address barriers, foster engagement and support partnerships between THWs, 

community-based organizations and CCOs.   

This fall, the Transformation Center initiated the first phase of a formal assessment to identify barriers to 

CCO use of THWs.  A survey was developed in coordination with the Office of Equity and Inclusion and the 

THW Commission and distributed to all CCOs. The Transformation Center is currently exploring ways to 

support CCO utilization of THWs based on the current findings and survey results.  The THW survey results 

and recommendations for next steps will be released by the Transformation Center in Spring 2015.  

Table 6 - Innovator Agents – Summary of promising practices 

Innovator agent learning experiences 

Summary of activities The Transformation Center convenes Innovator Agents for monthly in-person 
meetings to share information and learn from others in OHA as well as outside 
experts. Meetings this quarter included presentations from other OHA divisions 
such as Public Health and OHA’s Child Health Director and her Child Well-
being Team.  

Promising practices 
identified 

Coordination between the Innovator Agents and other OHA divisions are 
valuable ways to share information. For example, Public Health was 
responsible for fielding a survey of CCOs’ tobacco-cessation benefits, and 
used their meeting time to come up with a strategy for working with the IAs to 
obtain this information from the CCOs.  

Participating CCOs 16 

Participating IAs 8 

Learning Collaborative activities 

Summary of activities The IAs play a key role in helping the Transformation Center develop and fine-
tune its learning collaboratives. For example, IAs provided invaluable support 
in helping design and execute the Coordinated Care Model support, and the 
various learning experiences (e.g., the launch of the Quality Improvement 
Community of Practice) that were part of that event. 

Promising practices 
identified 

Ensuring IA engagement with learning collaborative development is key to 
ensuring the content meets CCO needs, and the right people from each CCO 
participate. 

Participating CCOs 16 

Participating IAs 8 
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Assisting and supporting CCOs with Transformation Plans 

Summary of activities IAs provided support to their CCOs in getting ready to create their 
newTransformation Plans for 2015-2017, which are due early 2015. In 
addition, the Transformation Center staff worked with the IAs to develop 
guidance for the CCOs’ Community Health Improvement Plan updates (due 
June 30, 2015). 

Promising practices 
identified 

Since CCOs are in different stages of development, each IA’s role is different. 
Some IAs provide internal support for CCOs’ transformation, whereas others 
focus more on identifying solutions and addressing barriers within OHA. 

Participating CCOs 16 

Participating IAs 8 

Assist CCOs with target areas of local focus for improvement 

Summary of activities IAs supported their CCOs as they engaged in conversations with state 
agencies, local public health representatives (especially at the CCM Summit, 
see above), and Early Learning Hub staff. The conversations addressed 
aligning upstream prevention efforts between CCOs and these entities. IAs 
also assist with behavioral health integration, oral health, alternative payment 
methodology, non-emergency medical transportation, cultural competency, 
and data collection. 

Promising practices 
identified 

IAs are an instrumental liaison between their CCOs and their communities, and 
the role is uniquely situated to provide value in this area. 

Participating CCOs - 

Participating IAs - 

Communications with OHA 

Summary of activities Through their Tiger Team work completed this quarter, IAs addressed a 
number of system issues related to improved communications with OHA and 
came up with recommendations to solve them. 

Promising practices 
identified 

Tiger Teams have proved to be a very effective model of identifying system 
issues and creating solutions. Embedding IAs within OHA teams strengthened 
IA relationships with other OHA staff,  greatly improving communication. 

Participating CCOs 16 

Participating IAs 8 

Communications with other Innovator Agents 

Summary of activities IAs continue to work together on internal transformation, sharing information 
on promising practices to promote through in-person and electronic 
communication. 

Promising practices 
identified 

The IAs work as a team, sharing and benefitting from the expertise each IA 
brought to their job as well as their unique CCO experiences. They regularly 
meet as a team twice via phone each week, and once monthly for a day-long 
in-person meeting. In addition to these regularly scheduled meetings, they 
communicate frequently via email, phone, and periodically in person, as 
needed. 

Participating CCOs 16 

Participating IAs 8 
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Community Advisory Council activities 

Summary of activities See CAC Learning Collaborative summary. 

Promising practices 
identified 

 Reducing in-person gatherings of the two CAC leadership groups 
(Chairs/Co-Chairs, and CAC Coordinators) to two times a year ( the 
CAC Summit and the CCM Summit). 

 Expanding CAC Steering Committee membership to all CAC 
Coordinators and one CAC member per CAC. 

 Eliminating the previous six-month rotation schedule for CAC Steering 
Committee membership. 

Participating CCOs CCO participation varied at each event, with a range of five to 13 CCOs 
represented. 

Participating IAs IA participation also varied depending on the event, with on average one to two 
IAs participating at each event. 

Rapid-cycle stakeholder feedback (to identify and solve barriers; assist with adapting innovations;  

simplify and/or improve rate of adoption; and increase stakeholder engagement) 

Summary of activities The CCO Technical Assistance Bank provides customized resources to assist 
CCOs in adapting innovations. About half of the CCOs’ requests have been for 
resources to support their CAC development, which ultimately increases 
stakeholder and community engagement. In addition, a number of requests 
have come in to foster health equity and metrics/ measurement. 

Promising practices 
identified 

Each CCO has distinct priorities and initiatives to support innovation in different 
areas of transformation. In addition to offering learning collaboratives that 
reach broad groups of participants, it has been important for the 
Transformation Center to offer customized technical assistance to meet CCOs’ 
diverse needs. 

Participating CCOs 16 

Participating IAs 8 

Data base implementation (tracking of CCO questions, issues and resolutions in order to identify 

systemic issues) 

Summary of activities The Transformation Center trained new staff in order to more appropriately and 
consistently capture data within the Issue Tracker. Innovator Agents used the 
Issue Tracker to identify themes for forming Tiger Teams. 

Promising practices 
identified 

Issues collected within the Issue Tracker were important foundational 
information for the Tiger Teams. 

Participating CCOs 16 

Participating IAs 8 

Information sharing with public 

Summary of activities IAs continue to present to a large variety of stakeholders, sharing  information 
on CCO or OHP? enrollment, health equity data, leadership opportunities, and 
local partnership opportunities with CACs and community partners. 

Promising practices 
identified 

Communicating with CACs is a good way to more broadly disseminate 
information to community members. Both the Transformation Center program 
staff and the IAs use this approach to disseminate information to the public 

Participating CCOs 16 

Participating IAs 8 
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Table 7 - Innovator Agents – Measures of effectiveness  

Measure 1: Surveys rating IA performance 

Data published for 
current quarter? Type? 

N/A: Plans for qualitative interviews with CCO stakeholders are forthcoming 
in early 2015. 

Web link to Innovator 
Agent quality data 

- 

Measure 2: Data elements (questions, meetings, events) tracked 

Data published for 
current quarter? Type? 

Innovator Agents submit quarterly reports that track their activities in three 
areas: (1) supporting transformation within their CCO; (2) partnership with 
OHA, and (3) other activities focused in the community. 

Web link to Innovator 
Agent quality data 

- 

Measure 3: Innovations adopted 

Data published for 
current quarter? Type? 

See Good Ideas Bank, an online searchable database of innovative ideas in 
health system transformation. In early 2015, the Transformation Center plans 
to revamp the Good Ideas Bank to make it more robust and usable. 

Web link to Innovator 
Agent quality data 

http://transformationcenter.org/good-ideas-bank/  

Measure 4:  Progress in adopting innovations1 

Data published for 
current quarter? Type? 

CCOs are making marked progress in adopting innovations. For example, 
the Transformation Fund grants the CCOs received in Fall 2013 have led to 
the implementation of over 100 innovative projects across all CCOs. The 
primary Transformation Fund project areas include health information 
technology, patient-centered primary care (including behavioral health 
integration in primary care settings), and managing complex care patients. 

Web link to Innovator 
Agent quality data 

http://transformationcenter.org/transformation-funds/  

Measure 5: Progress in making improvement based on innovations2 

Data published for 
current quarter? Type? 

In their progress reports and milestone reports to OHA, CCOs report solid 
progress. They report on 8 areas of transformation, including oral and 
behavioral health integration; primary care home; alternative payment; health 
information; and community empowerment. 

Web link to Innovator 
Agent quality data 

- 

 

                                                           
1
 This item will be reported in a qualitative, narrative fashion based on quality, access and cost data and other progress 

reports submitted by CCOs and reviewed for statewide impact. 

2
 This item will be reported in a qualitative, narrative fashion based on quality, access and cost data and other progress 

reports submitted by CCOs and reviewed for statewide impact. 

http://transformationcenter.org/good-ideas-bank/
http://transformationcenter.org/transformation-funds/
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Measure 6: CCO Transformation Plan implementation 

Data published for 
current quarter? Type? 

Transformation Plans are on track, as evidenced by CCO milestone reports . 
As noted above, the Technical Assistance Bank will help CCOs move toward 
their Transformation Plan goals. The Transformation Center has created a 
menu of technical assistance topics for which CCOs may access a set 
number of hours of technical assistance. Each CCO decides how to best use 
the TA resources by selecting the topics of most interest and need. 

Web link to Innovator 
Agent quality data 

- 

Measure 7: Learning Collaborative effectiveness 

Data published for 
current quarter? Type? 

Evaluation results from Transformation Center learning collaborative can be 
found in Section V, Table 9. 

Web link to Innovator 
Agent quality data 

- 

Measure 8: Performance on Metrics and Scoring Committee metrics 

Data published for 
current quarter? 
Type? 

All Innovator Agents assist their CCOs in internal planning to align internal 
work with improvements on performance metrics. Their consultation and 
guidance include contract review and in some cases, clinical recommendations 
related to behavioral health integration. 

Web link to Innovator 
Agent quality data 

- 

H. Legislative activities 

Nothing to report this quarter. 

I. Litigation status 

Nothing to report this quarter. 

J. Two-percent trend data 

See Appendix C. 

K. DSHP terms and status 

See Appendix D. 
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IV. Status of Corrective Action Plans (CAPs) 

Table 8 – Status of CAPs 

Entity (CCO or 
MCO) 

Purpose and 
type of CAP  

Start date 
of CAP 

Action 
sought 

Progress 
during current 
quarter 

End 
date of 
CAP Comments 

Willamette Valley 
Community Health 

Findings in 
EQRO report 

10/1/2014 CCO 
developed 
Action Plan 
to correct 
findings 

Action Plan 
received and 
approved 
10/10/2014 

- Re-
evaluate 
progress in 
January 
2015 

V. Evaluation activities and interim findings 

In this quarter, Mathematica completed the initial draft report of its independent midpoint evaluation of the 

waiver. Per the Special Terms and Conditions (STCs) of the waiver, OHA submitted this draft report (along 

with additional information requested) to CMS on December 23, 2014.  After CMS comments are received, 

OHA will have 60 days to work with Mathematica on any needed amendments and submit the final report to 

CMS.  

The Transformation Center’s Coordinated Care Model Summit, held in December (see Section G for details 

on the summit), included a session on early evaluation findings of the Coordinated Care Model in Medicaid. 

Researchers from Oregon Health and Sciences University (OHSU) and the Providence Center for Outcomes 

Research and Education (CORE) presented findings from their work in this area. Mathematica also presented 

some of their preliminary qualitative findings.
3
 The session was both well-attended and well-received. 

Table 9 - Evaluation activities and interim findings  

In the tables below, relevant OHA and CCO activities to date are reported by the “levers” for transformation 

identified in our waiver agreement and Accountability Plan. 

Lever 1: Improving care coordination at all points in the system, especially for those with 

multiple or complex conditions, with an emphasis on primary care through patient- 

centered primary care homes (PCPCH) 

Evaluation 
activities:  

In this quarter, the PCPCH program continued planning for future evaluation efforts as 
well as working on its annual report. This report will include findings from the initial 
Portland State University evaluation of the program. The formal reports for the initial 
evaluation of the program (discussed in previous quarterly reports) will be published in 
2015. 

                                                           
3
 CORE and OHSU’s findings have been discussed in previous quarterly reports (Q2 and Q3 2014, respectively). In 

addition, per the STC’s, CMS was informed of Mathematica’s presentation prior to the Summit. 
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Interim 
findings: 

As of December 2014, there were 535 recognized clinics in the state (surpassing 
Oregon’s goal of 500 by 2015).  
 
OHA’s goal is to enroll 100 percent of CCO members in a PCPCH. The statewide 
baseline (for 2012) for this measure is 51.8 percent.  

 CCO mid-year performance metrics (see Appendix E) show that the proportion of 
CCO members enrolled in a PCPCH has continued to increase from the baseline (to 
80.4 percent in September 2014, ranging from 97.8 to 60.9 percent across CCOs). 

 It is noteworthy that this increase occurred during a time when Medicaid enrollment 
increased significantly due to the Patient Protection and Affordable Care Act.   

 It is also promising that there was a large improvement in terms of PCPCH 
enrollment for the poorest-performing CCO on this measure in each period. The 
poorest-performing CCO in calendar year 2013 had 41.8 percent of its members 
enrolled in a PCPCH, while in September 2014 the poorest-performing CCO had 
60.9 percent of its members enrolled in a PCPCH.   

Improvement 
activities: 

Oregon’s Patient-Centered Primary Care Institute provides technical support and 
transformation resources to practices statewide, including learning collaborative 
opportunities. 
 
In this quarter, the Institute conducted three in-person sessions for its learning 
collaboratives. These sessions focused on patient experience of care, improving 
access, and patient-centered communication. Each session was attended by an 
average of 31 participants.  
 
The Institute also held five webinars:  

 National Health Service Corps and Other Programs – Tools to Support Providers 
and Expand Oregon’s Health Care Workforce (attended by 20 people) 

 PCPCH Site Visits: What to Expect (attended by 64 people) 

 Patient-Centered Primary Care Home Program Overview (attended by 40 people)  

 Scrubbing and Huddling (attended by 48 people)  

 Coming Out of the Shadows: Addressing Substance Use in Primary Care (attended 
by 39 people)  

 
Webinar attendees were asked to rate the quality of the webinars on a scale ranging 
from 1 (poor) to 5 (excellent). Responses were 4 or above on all webinars. 

Lever 2: Implementing alternative payment methodologies (APMs) to focus on value and 

pay for improved outcomes 

Evaluation 
activities: 

OHA worked with the Oregon Association of Hospitals and Health Systems (OAHHS) to 
provide hospitals with support and guidance on Oregon’s hospital incentive measure 
program, the Hospital Transformation Performance Program (HTPP). This work 
included launching a webpage devoted to the programat 
http://www.oregon.gov/oha/analytics/Pages/Hospital-Baseline-Data.aspx, publishing 
additional supporting documentation, and holding several webinars about the program 
(see the HTTP Web page and Appendix E for more detail). 
 
In this quarter the CCO Metrics Technical Advisory Workgroup (TAG) and the CCO 
Metrics and Scoring Committee also met, and metrics continued to be refined (see 
Appendix E for detail):  

 The CCO Metrics and Scoring Committee selected the 2015 benchmarks for 
most incentive measures. 

 The Technical Advisory Group finalized the 2015 measure specifications. 

http://www.oregon.gov/oha/analytics/Pages/Hospital-Baseline-Data.aspx
http://www.oregon.gov/oha/analytics/Pages/Hospital-Baseline-Data.aspx
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Interim 
findings: 

Internal analysis of the July-September 2014 CCO financial reports shows a slight 
decrease in the proportion of all plan payments that are non-fee-for-service (non-FFS): 

 In July-September, non-FFS payments are 57.3 percent of all plan payments. In 
the previous quarter, non-FFS payments were 59.4 percent of all plan 
payments.  

 This is still an increase over January-March 2014, the first period in which this 
was tracked (at that time, the proportion of non-FFS payments was 52.5 
percent).  

 Non-FFS payment arrangements include salary (2.1 percent), capitation (29.3 
percent), and Other payment arrangements (26.0 percent).  

 
Note: These data should be treated as preliminary as OHA is working with the CCOs to 
improve reporting of APMs and flexible services. 

Improvement 
activities: 

The November statewide learning collaborative for CCO Medical Directors and Quality 
Improvement Coordinators focused on exploring the link between payment 
methodologies and improving quality of care through measurement. Michael Bailit, of 
Bailit Health Purchasing (which OHA retained to be available to assist CCOs in setting 
up APMs), presented.  
 
OHA contracted with the Center for Evidence-Based Policy at OHSU (the Center) to 
prepare materials to assist CCOs with implementation of APMs. The final report will be 
available in the next quarter. In addition, OHA is currently working with the Center to 
develop plans for next steps in providing technical assistance to CCOs to design and 
adopt APMs.  
 
The state-sponsored Coordinated Care Model summit included a break-out session in 
which a selection of CCOs presented on their experiences implementing APMs. 

Lever 3: Integrating physical, behavioral, and oral health care structurally and in the model 

of care 

Evaluation 
activities: 

In partnership with OHSU, the Transformation Center continued work on an 
environmental scan of behavioral health integration activities across the state. The 
goals of the project are to assess:  

 The extent of integration implementation;  
 The strategies and resources used;  
 Successes and barriers to further development; and  
 How OHA might best support these efforts. 

 
Current findings are below. 

Interim 
findings: 

Initial findings from the environmental scan show that:  

 While there has been extensive integration activity statewide, penetration of 
integrated care varies, with smaller and rural practices facing the most 
challenges.  

 The general components of integrated care are known and are being adapted 
according to how services are organized in each community.   

 The most frequently cited challenges to integration include reimbursement 
complexity and confusion; regulatory siloes; information sharing barriers; and 
workforce development.  

 
Five of the CCO incentive measures relate to integration. The midyear report 
(comparing the 2011 baseline to July 2013-June 2014) includes data for four of the 
measures. The data continue to show progress on all four, though this varies across the 
CCOs:  
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 SBIRT increased from 0.0 to 4.5 percent, below the 13.0 percent benchmark4 
(ranging from 0.1 to 15.7 percent across CCOs).   

 Follow-up after hospitalization for mental illness increased from 65.2 to 68.3 
percent, which is just under the benchmark of 68.8 percent (ranging from 44.2 to 
77.3 percent across CCOs).  

 Follow-up care for children initially prescribed ADHD medications continued to 
exceed the benchmark (57.7 percent versus a 51.0 percent benchmark), though 
this varied by CCO (from 49.3 to 80.0 percent). This measure has been dropped 
from the incentive measure set for 2015, though OHA will continue to monitor 
and report on this measure as part of the Quality and Access Test. 

 Mental and physical health assessments for children in DHS custody improved 
from 53.6 to 66.9 percent, but remained well below the benchmark (90.0 
percent). Rates across CCOs varied significantly, from 50.0 to 97.2 percent.  

Improvement 
activities: 

Flowing in part from the Transformation Center’s environmental scan, an OHA work 
group has been organized to address questions around barriers to behavioral health 
information sharing (e.g., federal and state regulations, EMR limitations, and provider 
misconceptions). A similar work plan is being explored to address reimbursement 
issues.   
 
Work continues on Oregon’s Adult Medicaid Quality Grant. The learning collaborative 
supported by this grant focuses on ”reverse” integration (bringing primary care into 
behavioral health settings).  

 10 mental health and chemical dependency treatment settings participate in this 
collaborative, for which there have been two webinars, three in-person learning 
sessions, and ongoing practice coaching.  

 In December 2014, CMS approved a 12-month extension for this grant. During 
2015 OHA will provide more intensive practice coaching and training in care 
coordination, data management, and shared decision-making aimed at building 
capacity to implement the four core attributes of a behavioral health home as 
defined by SAMHSA.   

Lever 4: Increased efficiency in providing care through administrative simplification and a 

more effective model of care that incorporates community-based and public health 

resources 

Evaluation 
activities: 

In this quarter Mathematica completed the draft report of the independent midpoint 
evaluation of the waiver, which OHA submitted to CMS in December. The report will be 
finalized upon receipt of CMS comments on the draft. 

Interim 
findings: 

The data in Appendix E show CCO progress on quality measures from July 2013 – June 
2014 compared to baseline data from 2011 (these will be published in the next quarter). 
    
Promising findings: 

 Decreases  continue in emergency department (ED) visits; hospitalizations for 
chronic conditions; and hospital readmissions. 

 Increases continue in PCPCH enrollment; primary care expenditures; 
developmental screening; and follow-up after hospitalization for mental illness. 
While still far below the benchmark statewide, screening for risky drug or alcohol 
behavior (SBIRT) doubled from calendar year 2013.  

 
Areas for improvement: 

 Access to primary care providers (PCP) for children and adolescents (measured 

                                                           
4 Benchmarks noted are those for 2014.  
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as the proportion with a visit with a PCP) declined and was below the benchmark 
for all ages.  

 While immunizations among children under age two and adolescents increased 
from the baseline, they are still below the benchmark and no CCO has achieved 
the benchmark for either measure.  

 While below the benchmark of 41.0 percent (lower is better), the obesity rate 
among CCO enrollees increased from 36.6 percent in 2010 to 39.6 percent in 
2012. However, most CCOs did not form until August or September 2012, so this 
may not reflect CCO impact.  

 Tobacco use among CCO enrollees increased from 31.1 percent in 2011 to 34.1 
percent in 2013, exceeding the benchmark of 25.0 percent (a lower number is 
better for this measure). No CCO achieved the benchmark on this measure, and 
tobacco use rates were worse than the benchmark for all races and ethnicities 
except among Hispanic/Latino and Asian Americans.  

 Chlamydia screening decreased from 59.9 to 57.4 percent during the reporting 
period (below the 64.0 percent benchmark). Only one CCO achieved the 
benchmark. These data are under review. 

Improvement 
activities: 

In December 2014, the OHA Public Health Division and Transformation Center 
facilitated a half-day meeting for leadership from local public health authorities (LPHAs) 
and CCOs, immediately preceding Oregon’s Coordinated Care Model Summit.  

 The purpose of this meeting was to engage LPHA and CCO administrators in 
robust conversations about ways they can better collaborate, specifically with 
regard to maternal and child health promotion and chronic disease prevention.  

 Nearly all of Oregon’s 34 LPHAs and 16 CCOs were represented, and through 
OHA staff-facilitated regional conversations, participants left the meeting with a 
draft work plan for how to continue their efforts in the future. 

 
OHA’s Office of Health Information Technology (OHIT) staff completed a series of on-
site meetings with each CCO. The aim of the meetings was to ensure that state IT 
initiatives align with and support CCO needs. OHIT is producing a summary document 
about these meetings, along with detailed individual profiles of each CCO’s health 
information technology use. This will be part of a broader environmental scan on the 
status of health information technology and exchange across the state. 
 
OHA recently launched monthly quality metric progress reports for CCOs, utilizing the 
automated metric reporting tool (“dashboard”) developed by OHA’s contractor, the 
Center for Outcomes Research and Education (CORE) at Providence.  

 The dashboards utilize rolling 12-month windows and have the ability to filter key 
measures by population subgroups such as race/ethnicity, ZIP code, and 
eligibility.   

 The dashboards currently include a limited number of incentive and quality and 
access measures, but will be expanded to include additional measures as well 
as cost and utilization data in future releases (see Appendix E). 

Lever 5: Implementation of health-related flexible services aimed at improving care delivery, 

enrollee health, and lowering costs 

Evaluation 
activities: 

Analysis of the CCO financial reports has shown a relatively low level of flexible service 
provision (though this varied across the CCOs). These data are being tracked each 
quarter to understand the level of flexible service provision at an aggregate level. 

Interim 
findings: 

None at this time.  
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Improvement 
activities: 

CCOs submitted their flexible services policies and procedures for OHA review and 
feedback in October. CCOs will receive feedback in the first calendar quarter of 2015. If 
they choose, CCOs can revise their procedures based on and resubmit in March 2015.     
 
In addition, the Transformation Center is working with OHA Medical Assistance 
Programs to develop a learning collaborative for CCOs to share best practices related 
to implementation and reporting of flexible services. 

Lever 6: Testing, accelerating and spreading effective delivery system and payment 

innovations through peer-to-peer learning, the spread of best practices, and innovation 

through the Transformation Center 

Evaluation 
activities: 

The formative evaluation of the Transformation Center continued this quarter, with the 
external evaluation team observing a range of Transformation Center meetings and 
events. They also interviewed Community Advisory Council (CAC) leaders and 
participants to identify how the Transformation Center could better support the needs of 
this audience. 
 
The team continues to analyze the data in real-time and debrief with the Transformation 
Center routinely to share emerging findings and to refine the direction of the evaluation. 
The evaluation team will present their CAC interview findings to Transformation Center 
staff in the next quarter.  
 
Findings from the Transformation Center’s ongoing, internal process for rapidly 
evaluating the effectiveness of its learning collaboratives are below. 

Interim 
findings/ 
Improvement 
activities: 

The Transformation Center hosted the Coordinated Care Model summit in December. 
Health care leaders from throughout the state were in attendance, and the CCOs 
presented their work in many of the sessions (see Section G for more).  
 
The Transformation Center now hosts seven external learning collaboratives (an eighth 
internal learning collaborative for the CCO Innovator Agents also exists):  

(1) Statewide CCO learning collaborative focused on incentive metrics;  
(2) Learning collaborative for CCO Community Advisory Council members; 
(3) Complex care collaborative;  
(4) Institute for Healthcare Improvement for CCO Transformation Fund Portfolio 

Managers collaborative;  
(5) The Council of Clinical Innovators;  
(6) Health Equity learning collaborative (new this quarter); and,  
(7) Quality Improvement Community of Practice (new this quarter). 

  
The Health Equity learning collaborative was created at the request of CCOs, and is a 
partnership between the Transformation Center and OHA’s Office of Equity and 
Inclusion.   
 
The Quality Improvement Community of Practice was launched during a breakfast at 
the Coordinated Care Summit in December. It is not included in the evaluation data 
presented below, but will be included in future reports.   
 
From October – December 2014 the Transformation Center held 11 learning 
collaborative sessions for the external learning collaboratives, attended by an average 
of 24 people.  

 The roles of attendees are as follows: 18 percent clinical; 31 percent 
administrative or operational lead; 12 percent QI/QA staff; the remainder hold 
other roles. 
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 The sessions were a mix of teleconferences, in-person sessions, and webinars. 
Topics ranged from Community Health” to APMs and Incentive Metrics. 

 
Results from the Transformation Center’s internal evaluation of the effectiveness of the 
learning collaboratives shows that:  

 88.2 percent of respondents found the session valuable or very valuable to their 
work. 

 50.7 percent of respondents say they will attend future sessions. 
 
The evaluation forms also include free response questions asking attendees to note 
what they found most helpful from the session, as well as suggestions for improvement. 
Based upon this feedback, the Transformation Center has included future programming 
aimed at addressing those needs. For example: 

 Based on feedback from the first Health Equity Learning Collaborative session, 
the Transformation Center is creating a survey to capture CCO practices related 
to health equity.  

 The Transformation Center is also in the process of developing a CAC 101 
PowerPoint presentation on health system transformation to assist in CAC 
member engagement and training. 

VI. Public Forums 

Public comments received 

During this quarter, the Metrics and Scoring Committee received public testimony regarding benchmark 

setting for effective contraceptive use, adoption of HIV as an incentive measure, and general considerations 

for incentive measure selection.  

You can find the Committee’s meeting material, including all public testimony received, on the Committee’s 

Web page at http://www.oregon.gov/oha/analytics/Pages/Metrics-Scoring-Committee.aspx.  

VII. Transition Plan, Related to Implementation of the Affordable Care Act 

No updates to the Transition Plan this quarter. 

VIII. Appendices  

Appendix A. Quarterly enrollment reports 

1. SEDS reports  

Nothing to report (the report format and data collection process is currently being reprogrammed). 

2. State reported enrollment tables  

Enrollment  October 2014 November 2014 December 2014 

Title XIX funded State Plan 
Populations 1, 3, 4, 5, 6, 7, 8, 12, 14 

1,009,918 972,030 995,928 

Title XXI funded State Plan 76,368 69,816 68,292 

http://www.oregon.gov/oha/analytics/Pages/Metrics-Scoring-Committee.aspx
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Enrollment  October 2014 November 2014 December 2014 

Title XIX funded Expansion 
Populations 9, 10, 11, 17, 18 

NA NA NA 

Title XXI funded Expansion 
Populations 16, 20 

NA NA NA 

DSH Funded Expansion NA NA NA 

Other Expansion NA NA NA 

Pharmacy Only NA NA NA 

Family Planning Only NA NA NA 

    

Enrollment current as of 10/31/2014 11/30/2014 12/31/2014 

*Numbers reflect final movement in enrollment reporting systems of CHIP children with incomes to 
138% FPL to Medicaid. 

3. Actual and unduplicated enrollment 

Ever-Enrolled Report 

 POPULATION 

Total 
Number of 

Clients 
Member 
Months 

% Change 
from 

Previous 
Quarter 

% Change 
from 

Previous 
Year 

Expansion 
Title 19 

PLM Children FPL > 170% 1,662 3,949 -10.53% -37.48% 
Pregnant Women FPL > 170% 909 2,213 -6.49% -19.36% 

Title 21 SCHIP FPL > 170 32,243 72,421 -9.29% 30.80% 

Optional 
Title 19 PLM Women FPL 133-170% 13,979 31,819 -1.55% -5.67% 
Title 21 SCHIP FPL < 170% 65,254 147,005 25.78% 2.93% 

Mandatory Title 19 

Other OHP Plus 456,186 1,077,026 -6.94% -6.88% 
MAGI Adults/Children 669,104 1,670,560 30.61% 0.00% 
MAGI Pregnant Women 10,538 27,124 26.34% 0.00% 

  QUARTER TOTALS 1,249,875    

* Due to retroactive eligibility changes, the numbers should be considered preliminary. 

OHP eligibles and managed care enrollment 

OHP Eligibles* 

Coordinated Care 
Physical 
Health 

Dental 
Care 

Mental 
Health 

CCOA** CCOB** CCOE** CCOG** FCHP DCO MHO 

October 931,298 881,136 1,623 1,604 51,812 3,055 56,477 4,648 

November 978,405 831,019 1,474 1,656 50,341 2,737 53,809 4,480 

December 999,496 852,528 1,369 1,550 52,087 2,733 54,782 4,493 

Qtr Average 969,733 854,894 1,489 1,603 51,413 2,842 55,023 4,540 

  88.16% 0.15% 0.17% 5.30% 0.29% 5.67% 0.47% 

*Total OHP Eligibles include: TANF, GA, PLM-Adults, PLM-Children, MAGI Adults/ Children, MAGI Pregnant 
Women, OAA, ABAD, CHIP, FC and SAC. Due to retroactive eligibility changes, the numbers should be considered 
preliminary. 
**CCOA = CCO provides physical, dental and mental health services 
  CCOB = CCO provides physical and mental health services. 
  CCOE= CCO provides mental health services only. 
  CCOG = CCO provides dental and mental health services. 

Appendix B. Neutrality reports  

1. Budget monitoring spreadsheet  

Attached separately. 

http://www.oregon.gov/oha/healthplan/DataReportsDocs/Appendix%20B%20-%20Neutrality%20Reports,%20First%20Quarter%202015.zip
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2. CHIP allotment neutrality monitoring spreadsheet  

Attached separately. 

Appendix C. Two-percent trend reduction tracking 

Attached separately. 

Appendix D. DSHP tracking 

Attached separately. 

Appendix E. Oregon Measures Matrix 

In this period, OHA continued reporting on 2014 data, selected the 2015 measures and benchmarks, and 

finalized measure specifications for 2015.  

This quarterly report includes the final 2013 results and updated data for a rolling 12-month window (July 

2013 – June 2014) for the 17 CCO incentive measures, 33 quality and access test measures, and additional 

core performance measures.  

This quarterly report also includes the results of the Demonstration Year (DY) 12 test for quality and access, 

as conducted by OHA’s contractor, the Oregon Health Care Quality Corporation.  

During this reporting period OHA worked with the Oregon Association of Hospitals and Health Systems 

(OAHHS) to provide hospitals with support and guidance on Oregon’s hospital incentive measure pool, the 

Hospital Transformation Performance Program (HTPP). This work included launching a Web page devoted 

to the program (see http://www.oregon.gov/oha/analytics/Pages/Hospital-Baseline-Data.aspx), publishing 

additional supporting documentation, and holding several webinars about the program (detailed below). 

CCO incentive metrics updates 

CCO reporting and validation:  

 During this reporting period, OHA launched monthly progress reports for CCOs, utilizing the 

automated metric reporting tool (“dashboard”) developed by OHA’s contractor, the Center for 

Outcomes Research and Education (CORE) at Providence. The dashboards utilize rolling 12-month 

windows and have the ability to filter key measures by population subgroups such as race/ethnicity, 

ZIP code, and eligibility.  

 The dashboards currently include 11 claims-based incentive measures and will be expanded to 

include additional measures and cost and utilization data in future releases.  

 OHA will be publishing the next public report on the measures on January 14, 2015. The report will 

be available online at: http://www.oregon.gov/oha/metrics/.  

 During this reporting period, OHA continued to work with its contractor, the Oregon Health Care 

Quality Corporation to validate measures for multiple measurement periods. See the Validation 

Update and DY 12 Test sections below for additional details. 

2015 CCO incentive measure and benchmark selection 

During this reporting period, the Metrics & Scoring Committee finalized the selection of CCO incentive 

metrics and benchmarks for the third measurement year, 2015. The measures and benchmarks are provided 

below and available online at http://www.oregon.gov/oha/analytics/CCOData/2015%20Benchmarks.pdf. 

 

http://www.oregon.gov/oha/healthplan/DataReportsDocs/Appendix%20B%20-%20Neutrality%20Reports,%20First%20Quarter%202015.zip
http://www.oregon.gov/oha/healthplan/DataReportsDocs/Appendix%20C%20-%20Two-Percent%20Test,%20First%20Quarter%202015.xls
http://www.oregon.gov/oha/healthplan/DataReportsDocs/Appendix%20D%20-%20DSHP%20Tracking,%20First%20Quarter%202015.xls
http://www.oregon.gov/oha/analytics/Pages/Hospital-Baseline-Data.aspx
http://www.oregon.gov/oha/metrics/
http://www.oregon.gov/oha/analytics/CCOData/2015%20Benchmarks.pdf
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2015 Measures 2015 Benchmarks 

Adolescent well care visits 62.0% 
2014 national Medicaid 75th percentile (administrative 
data only) 

Alcohol and drug misuse (SBIRT) 12% 
Metrics Technical Advisory Workgroup 
recommendation, weighted to accommodate inclusion 
of adolescents.  

Ambulatory care: emergency department 
utilization 

39.4/1,000 member months 
2014 national Medicaid 90th percentile  

CAHPS composite: access to care 87.2% 
2014 national Medicaid 75th percentile; weighted 
average of adult and child rates. 

CAHPS composite: satisfaction with care 89.6% 
2014 national Medicaid 75th percentile; weighted 
average of adult and child rates. 

Colorectal cancer screening 47.0% 
Metrics & Scoring Committee consensus 

Controlling hypertension 64.0% 
2014 national Medicaid 75th percentile 

Dental sealants on permanent molars for 
children 

20.0% 
Metrics & Scoring Committee consensus; based on 
national EPSDT data and Healthy People 2020 goals 

Depression screening and follow up 25.0% 
Metrics & Scoring Committee consensus 

Developmental screening 50.0% 
Metrics & Scoring Committee consensus 

Diabetes: HbA1c poor control 34.0% 
2014 national Medicaid 75th percentile  

Effective contraceptive use 50.0% 
Metrics & Scoring Committee consensus 

Electronic Health Record adoption  72% 
Metrics & Scoring Committee consensus 

Follow up after hospitalization for mental 
illness 

70.0% 
2014 national Medicaid 75th percentile  

Mental, physical, and dental health 
assessments for children in DHS custody 
(foster care) 

90.0% 
Metrics & Scoring Committee consensus 

Patient Centered Primary Care Home 
enrollment 

N/A – sliding scale. Goal: 100 percent of members 
enrolled in a Tier 3 PCPCH.  

Timeliness of prenatal care 90.0% 
2014 national Medicaid 75th percentile 

All 2015 measure specifications were finalized and posted online in December 2014 at  

http://www.oregon.gov/oha/analytics/Pages/CCO-Baseline-Data.aspx. 

Statewide chart review and year one proof of concept data 

OHA has adopted a multi-pronged approach to build CCO capacity related to reporting on the three CCO 

incentive measures that require electronic medical record data. In 2013, CCOs were required to submit a 

Technology Plan and proof of concept data to receive the associated quality pool payments for these three 

measures. The objective of the Technology Plan was to describe how the CCOs will build the capacity to 

collect and report on these three measures from EHRs, and the proof of concept data demonstrated this 

http://www.oregon.gov/oha/analytics/Pages/CCO-Baseline-Data.aspx
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capacity. Requirements for data submissions will increase in future years. As the 2013 proof of concept data 

submission was the first time CCOs had extracted this type of data and the first time OHA had looked to this 

type of data for performance measurement, additional validation of the proof of concept data is necessary. 

OHA has completed a comparative analysis of the 2013 statewide chart review data for the three clinical 

incentive measures collected by OHA’s contracted EQRO, Acumentra Health, with the year one proof of 

concept data extracted from electronic health records by CCOs. Due to validity issues, OHA calculated a 

performance rate for the proof of concept data using a subset of the data with consistent parameters that also 

passed a validity check.   

Findings include similar performance rates for the hypertension measure, with 63.43 percent for the proof of 

concept data subset and 61.83 percent for the chart review data.  The performance rate for the diabetes 

measure was almost double for the proof of concept data subset compared to the chart review data, with 

respective rates of 30.85 percent and 15.63 percent.   

Most surprising were the calculated performance rates for the depression screening measure.  The proof of 

concept data subset came in with a rate of 47.73 percent compared to the 1.44 percent for the chart review 

data.   Additional analysis is needed, however, OHA’s hypotheses for the differences include: 

 The chart review process was able to validate the use of a standardized, age-appropriate tool for 

screening and exclude these encounters from the numerator. While there is also an expectation for the 

proof of concept data submission to utilize a standardized, age-appropriate tool it was more difficult 

to validate in this data set. 

 The proof of concept data submission was based on a convenience sample from the CCOs.  In many 

cases, CCOs (appropriately) looked to practices that were high performers in this area and also able 

to report on the measure data. 

 The performance rate for the proof of concept rate was calculated based on a subset of the total data 

submissions.  It is possible that this subset represents a grouping of the highest performing practices 

within the subset.   

Measure development updates 

During this reporting period, OHA fielded the 2014 Physician Workforce Survey. Results were used to 

calculate the provider access questions (one of the 33 quality and access measures) and data is provided in 

the measures matrix below.  

During this reporting period, OHA also finalized specifications for one of the remaining core performance 

measures: low birth weight. New data for low birth weight and obesity prevalence are provided in the core 

performance measures matrix below.  

Measure validation updates  

OHA contracted with the Oregon Health Care Quality Corporation (Q Corp) to independently calculate and 

conduct a multi-directional validation process on the 33 quality and access test measures, prior to the 

calculation of the DY 12 test (see below). This has been an ongoing process, with Q Corp calculating and 

validating the 2011 baseline, calendar year 2013, the “dry run” period (July 2012 – June 2013), and the first 

year of the test (July 2013 – June 2014). To date, the following validation activities have occurred: 

Validation of measures computed with administrative claims 

There are 22 measures that are computed using administrative claims data. As of February 5, 2015, 15 of the 

22 measures have been fully validated and signed off for the DY 12 test. Validation status for all time 

periods is shown in the table below.  
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Time Period Baseline Dry Run CY 2013 Year One Test 

Measures Signed Off  
(as of 2/5/15) 

19 19 17 15 

Total Measures 22 22 22 22 

Q Corp staff reviewed all of the OHA programming code used to produce the measures. First, they compared 

the code to measure specifications to ensure the correct algorithms were being used to identify numerator 

and denominator populations. Then they recommended corrections to coding errors, which OHA 

incorporated. 

Q Corp also conducted a parallel test of the 2011 baseline measures produced by OHA. Q Corp maintains a 

multi-payer claims database which includes Medicaid data provided by OHA. Q Corp computed the CCO 

metrics using this data to provide a reconciliation point for the metrics produced by OHA.  

Validation of non-claims based measures 

In addition to the claims-based measures described above, Q Corp also validated several measures that are 

produced by OHA that do not use administrative claims. They include: 

 Childhood immunization status 

 Early elective delivery (EED) 

 Immunization for adolescents 

 Mental and physical health assessments for children in DHS custody 

 Patient-centered primary care home (PCPCH) enrollment  

For each of these measures, Q Corp evaluated the methodology and/or calculations used to determine 

measure results. Q Corp provided “Validation Summary” documents for each of these measures that detailed 

their validation process and summarized their findings. 

Hospital metrics updates 

Implementation of HTPP, Oregon’s hospital incentive measure program, continued in this quarter. OHA 

created and published documentation on how OHA would administer the program, including detailed 

specifications for each measure, quality pool payment distribution, calculation of improvement targets, and 

guidance on baseline data submission.  

In addition, OHA partnered with OAHHS to provide additional technical assistance to hospitals. This 

included four webinars on topics ranging from an in-depth look at the measure specifications to technical 

assistance on implementing the SBIRT (Screening, Brief Intervention, and Referral to Treatment) process in 

the Emergency Department. All supporting documentation, as well as the slides and recordings from all 

webinars are available on the program’s official Web page 

(http://www.oregon.gov/oha/analytics/Pages/Hospital-Baseline-Data.aspx), which was launched in October.  

In the next quarter hospitals will submit baseline data for the first year of the program (covering September 

2013 – October 2014). 

Committee and workgroup updates 

The CCO Metrics & Scoring Committee met in October and November 2014. Meeting materials are 

available online at http://www.oregon.gov/oha/analytics/Pages/Metrics-Scoring-Committee.aspx.  

 In October, the Committee reconsidered the adoption of tobacco use prevalence as a CCO incentive 

measure and agreed to postpone this measure until 2016. The Committee also selected the 2015 

benchmarks for the majority of measures.  

http://www.oregon.gov/oha/analytics/Pages/Hospital-Baseline-Data.aspx
http://www.oregon.gov/oha/analytics/Pages/Metrics-Scoring-Committee.aspx
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 In November, the Committee set the final benchmark (for Effective Contraceptive Use), modified the 

challenge pool measures for 2015 (removed PCPCH Enrollment as a challenge pool measure and 

replaced with Developmental Screening), and established their 2015 meeting schedule.  

The CCO Metrics Technical Advisory Workgroup (TAG) also met in October and November 2014. 

Meeting materials are available online at www.oregon.gov/oha/analytics/Pages/Metrics-Technical-Advisory-

Group.aspx.  

 In October, the TAG received a demonstration of the new automated metrics reporting tool 

(“dashboard”) and continued to discuss the draft 2015 measure specifications. 

 In November, the TAG finalized the 2015 measures specifications and considered recalculation of 

baseline data to reflect changes in specifications, to allow for meaningful comparisons.  

The Hospital Performance Metrics Advisory Committee did not meet during this reporting period. 

DY 12 quality and access test 

Under STC 52 and 54 of Oregon’s 1115 demonstration waiver, OHA must conduct a quality and access test 

in each program year that the state achieves its cost control goal. This test will determine whether the state’s 

health system transformation efforts have caused the quality of care and access to care experienced by state 

Medicaid beneficiaries to worsen.  

The test consists of two parts: part 1 is a relatively simple comparison of program period quality and access 

to historical baseline levels of quality and access; part 2 is a more complex counterfactual comparison that 

will only be undertaken if the state fails part 1 in a given program year.  

For the first two years, part 1 of the test is passed if a composite score for the quality and access metrics 

remains constant or improves as compared to the historical baseline. Part 1 of the test consists of a single 

aggregate indicator constructed using the 33 agreed upon quality and access measures (although individual 

measures can be excluded from the composite with good reason). The test result is based on the difference 

between aggregate performance in the demonstration year and the baseline period (calendar year 2011). For 

the full methodology for this test, see Oregon’s Accountability Plan, online at 

http://www.oregon.gov/oha/OHPB/Documents/special-terms-conditions-accountability-plan.pdf.  

This section provides the results of Oregon’s DY 12 test. DY 12 is the first year Oregon’s quality and access 

test applies. A ”dry run” of the test for DY 11 was provided in previous quarterly reports.   

DY 12 test results 

OHA presents three sets of DY 12 test results for CMS consideration, depending on the level of 

independence in the measure production underlying the composite score and the number of measures 

included. Regardless of which option selected, Oregon demonstrates aggregated improvement over the 2011 

baseline on the selected quality and access measures. 

The DY 12 Test Score is a composite score that represents the average percent improvement in all 

measurement rates included in the composite (as compared to the historical baseline). 

http://www.oregon.gov/oha/analytics/Pages/Metrics-Technical-Advisory-Group.aspx
http://www.oregon.gov/oha/analytics/Pages/Metrics-Technical-Advisory-Group.aspx
http://www.oregon.gov/oha/OHPB/Documents/special-terms-conditions-accountability-plan.pdf
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DY 12 
Test # Description 

# of Measures 
Included (of 375) 

DY 12  
Test Score 

1 Q Corp conducted this test entirely, independently 
calculating and validating all measures included in the 
composite.  
 
However, because Q Corp can only independently calculate 
claims-based measures, less than half of the measures 
were included in the composite.  

15 153.7% 

2 Q Corp and OHA jointly conducted this test.  
 
Q-Corp independently calculated and validated the 15 
claims-based measures included in the composite; OHA 
calculated the remaining non-claims based measures.  

25 114.3% 

3 OHA conducted this test entirely; OHA produced all 
measures included in the composite.  
 
Slight differences in the code and data used between OHA 
and Q Corp result in different results for the individual 
claims-based measures, although the overall trend in 
improvement is similar. This iteration of the test also 
includes the remaining claims-based measures that Q Corp 
has not finished validating (these remaining measures were 
excluded from the previous two iterations of the test).  
 
OHA produced all other data reported in Appendix E. 

29 103.5% 

 

See the DY 12 Quality and Access Test Composite Tables for the specific results, included measures, and 

rationale for exclusions under each result. 

Core Performance Measure Matrix and PQI Matrix 

Attached separately. OHA has continued development work on the core performance measures outlined in 

the waiver; 2011 baseline data, calendar year 2013 data, and a rolling 12-month measurement period at the 

state level are included in the table below, as are high and low CCO performance on each measure where 

possible. Updates provided in red. 

                                                           
5
 Note measures with multiple rates are treated as separate measures in the composite scoring, resulting in more than 

the 33 quality and access test measures. For example, the measure Ambulatory Care: Outpatient and Emergency 

Department Utilization is treated as two measures for the purposes of the composite.  

http://www.oregon.gov/oha/healthplan/DataReportsDocs/DY%2012%20Quality%20and%20Access%20Test%20Composite%20Tables.pdf
http://www.oregon.gov/oha/healthplan/DataReportsDocs/Core%20Performance%20Measure%20Matrix%20and%20PQI%20Matrix,%20First%20Quarter%202015.pdf
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Core Performance Measures by Race/Ethnicity - June 2013 – May 2014 

As part of the dashboard reporting under development with OHA/CORE, additional measures and additional 

stratifications will be added in future quarterly reports.  

CORE Performance 
Measures 

White,  
non-

Hispanic 

African-
American,  

non-
Hispanic 

American 
Indian / 
Alaska 
Native, 

non-
Hispanic 

Asian 
American, 

non-
Hispanic 

Hawaiian / 
Pacific 

Islander, 
non-

Hispanic 
Hispanic / 

Latino 

Ambulatory care: ED 
utilization 

54.3/1,000 
mm 

67.7/1,000 
mm 

63.3/1,000 
mm 

21.1/1,000 
mm 

41.4/1,000 
mm 

35.2/1,000 
mm 

Developmental screening 36.9% 36.1% 32.5% 34.3% 32.0% 31.2% 

Follow up after 
hospitalization for mental 
illness 

69.5% 52.1% 55.2% 62.9% 42.9% 73.2% 

Hospital Transformation Performance Program (HTPP) Measures Matrix 

See Appendix E. 
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Appendix E: Oregon Measures Matrix 

NOTE: Measures with an asterisk (*) are those that are reported quarterly. All others are reported annually. 

This quarterly report includes the final 2013 results for the 17 CCO incentive measures and 33 quality and access “test” measures, as well as a 

new rolling 12-month window (July 2013 – June 2014) for all claims-based measures and two non-claims based measures.  

Updates from last quarter’s report are indicated in track changes.  

Focus 

Area 

Measure Sets Quality and Access ‘Test’ CCO Incentive Targets Reporting 
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2011 

Baseline 

2013 

Benchmark 

Improvement 

from Baseline 

Target 

2013 

Benchmark 

Target 

Baseline  

CY 2011 

Final  

CY 2013 

June 2013 

– July 

2014 

Improving 

behavioral 

and 

physical 

health 

coordina-

tion  

*Alcohol or other 

substance misuse 

(SBIRT) 

√ √   √ 

0.02% 

 

13% 

Metrics & 

Scoring 

Committee 

consensus 

MN method 

 

13% 

Metrics & 

Scoring 

Committee 

consensus 

State: 

0.02%  

High 

CCO: 

0.22% 

Low CCO: 

0.0%  

State:  

2.0% 

High 

CCO: 

8.7% 

Low CCO: 

0.0%  

State: 

4.5% 

High CCO: 

15.7% 

Low CCO: 

0.1% 

 

* Follow-up after 

hospitalization for mental 

illness  

(NQF 0576) √ √ √ √ √ 

65.2% 68.0% 

2012 National 

Medicaid 90
th

 

percentile 

MN method 

with 3% floor. 

 

68.0% 

2012 

National 

Medicaid 

90
th

 

percentile 

State: 

65.2% 

High 

CCO: 

88.9% 

Low CCO: 

State:  

67.6% 

High 

CCO: 

81.0% 

Low CCO: 

State: 

68.3% 

High CCO: 

77.3% 

Low CCO:  

44.2% 
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Focus 

Area 

Measure Sets Quality and Access ‘Test’ CCO Incentive Targets Reporting 
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2011 

Baseline 

2013 

Benchmark 

Improvement 

from Baseline 

Target 

2013 

Benchmark 

Target 

Baseline  

CY 2011 

Final  

CY 2013 

June 2013 

– July 

2014 

57.1% 51.2% 

Screening for clinical 

depression and follow-up 

plan  

(NQF 0418) 

√ √ √  √ 

0% Reporting 

only in CY 

2013.  

 Reporting 

only in CY 

2013. 

0% n/a 

 

N/A 

*Mental and physical 

health assessment within 

60 days for children in 

DHS custody 
√ √    

53.6% 90% 

Metrics & 

Scoring 

Committee 

consensus 

MN method 

with 3% floor. 

 

90% 

 

 

State: 

53.6%  

High 

CCO: 

67.7% 

Low CCO:  

35.7% 

State: 

63.5% 

High 

CCO: 

100% 

Low CCO: 

23.1% 

State: 

66.9% 

High CCO: 

97.2% 

Low CCO: 

50.0% 

 *Follow-up care for 

children prescribed 

ADHD meds (NQF 0108) 

√   √ √ 

Initiation:  

52.3% 

C&M:  

61.0% 

Initiation:  

51% 

C&M:  

63.0% 

Medicaid 

2012 NCQA 

National 90
th

 

percentile 

MN method Initiation:  

51% 

C&M:  

63.0% 

Medicaid 

2012 NCQA 

National 90
th

 

percentile 

Initiation: 

State: 

52.3% 

High 

CCO: 

88.9%  

Low CCO: 

33.3% 

C&M:  

Initiation: 

State: 

53.3% 

High 

CCO: 

70.8% 

Low CCO: 

43.5% 

C&M: 

Initiation:  

State: 

57.7% 

High CCO: 

80.0% 

Low CCO: 

49.3% 

C&M will be 

available in 
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2011 

Baseline 

2013 

Benchmark 

Improvement 

from Baseline 

Target 

2013 

Benchmark 

Target 

Baseline  

CY 2011 

Final  

CY 2013 

June 2013 

– July 

2014 

State: 

61.0% 

High 

CCO: 

100% 

Low CCO: 

29.4% 

State: 

61.6% 

This 

measure 

cannot be 

reported 

at the 

CCO level 

for 2013. 

a future 

report. 

Improving 

perinatal 

and 

maternity 

care 

*Prenatal and 

postpartum care: 

Timeliness of Prenatal 

Care (NQF 1517) 

√   √ √ 

65.3% 

using 

admin 

data only. 

69.4% 

2012 National 

Medicaid 75
th

 

percentile: 

(adjustment 

factor applied 

to account for 

difference 

between 

admin data 

and hybrid 

rates) 

MN method
 

with 3% floor. 

 

69.4% 

2012 

National 

Medicaid 

75
th

 

percentile: 

(w/ 

adjustment 

factor) 

State: 

65.3%  

High 

CCO: 

77.0% 

Low CCO: 

47.7% 

 

 

State: 

67.3% 

High 

CCO: 

78.3% 

Low CCO: 

56.0% 

 

OHA will 

report on 

this 

measure 

when 

hybrid data 

are 

available 

following 

the end of 

the CY  

2014 

measure 

period. 

*Prenatal and 

postpartum care: 

postpartum care rate 

  √  √ 
40.0% 

using 

admin 

 

43.1%2012 

National 

n/a n/a State: 

40.0% 

State: 

33.4% 

OHA will 

report on 

this 
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Focus 
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Measure Sets Quality and Access ‘Test’ CCO Incentive Targets Reporting 
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2011 

Baseline 

2013 

Benchmark 

Improvement 

from Baseline 

Target 

2013 

Benchmark 

Target 

Baseline  

CY 2011 

Final  

CY 2013 

June 2013 

– July 

2014 

(NQF 1517) data only 

 

Medicaid 75
th

 

percentile 

(adjustment 

factor 

applied) 

High 

CCO: 

47.1% 

Low CCO: 

22.6% 

This 

measure 

cannot be 

reported 

at the 

CCO level 

for 2013. 

measure 

when 

hybrid data 

are 

available 

following 

the end of 

the CY  

2014 

measure 

period. 

 

PC-01: Elective delivery  

(NQF 0469) 

Lower score is better. 

√  √  √ 

10.1% 5% or below. MN method 

with 1% floor. 

 

5% or below. State: 

10.1% 

High 

CCO: 

14.9% 

Low CCO: 

7.2% 

State: 

2.6% 

High 

CCO: 

4.3% 

Low CCO: 

0.2% 

N/A 

Reducing 

preventabl

e re-

hospitaliza

*Follow-up after 

hospitalization for mental 

illness  

(NQF 0576) 

√ √ √ √ √ 

65.2% 68.0% 

2012 National 

Medicaid 90
th

 

MN method 

with 3% floor. 

 

68.0% 

2012 

National 

Medicaid 

State: 

65.2% 

High 

CCO: 

State:  

67.6% 

High 

CCO: 

State: 

68.3% 

High CCO: 
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Measure Sets Quality and Access ‘Test’ CCO Incentive Targets Reporting 
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 D
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2011 

Baseline 

2013 

Benchmark 

Improvement 

from Baseline 

Target 

2013 

Benchmark 

Target 

Baseline  

CY 2011 

Final  

CY 2013 

June 2013 

– July 

2014 

-tions percentile 90
th

 

percentile 

88.9% 

Low CCO: 

57.1% 

81.0% 

Low CCO: 

51.2% 

77.3% 

Low CCO:  

44.2% 

*Ambulatory Care: 

Outpatient (OP) and 

Emergency Department 

(ED) utilization.  

Lower score is better for 

ED utilization.   

√ √  √ √ 

ED: 

61.0/ 

1,000mm 

OP:  

364.2/ 

1,000mm 

ED: 44.1 / 

1,000mm 

OP: 439/ 

1,000mm 

2011 National 

Medicaid 90
th

 

percentile  

MN method 

with 3% floor. 

 

ED: 44.1 / 

1,000mm 

OP: 439/ 

1,000mm 

2011 

National 

Medicaid 

90
th

 

percentile 

ED  

State: 

61.0/ 

1,000mm 

High 

CCO: 

86.2/ 

1,000mm 

Low CCO: 

55.4/ 

1,000mm 

OP 

State: 

364.2/ 

1,000mm 

High 

CCO: 

412.3/ 

1,000mm 

Low CCO: 

ED 

State: 

50.5/1,000

mm 

High 

CCO: 

74.3/1,000

mm 

Low CCO: 

31.6/1,000

mm 

OP 

State: 

323.5/1,00

0mm 

High 

CCO: 

345.7/1,00

0mm 

Low CCO: 

ED 

State:  

48.1/1,000

mm 

High CCO: 

69.1/1,000

mm 

Low CCO: 

33.1/1,000

mm 

OP 

State: 

304.3/1,000

mm 

High CCO: 

349.8/1,000

mm 

Low CCO: 

250.6/1,000
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Focus 

Area 

Measure Sets Quality and Access ‘Test’ CCO Incentive Targets Reporting 
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2011 

Baseline 

2013 

Benchmark 

Improvement 

from Baseline 

Target 

2013 

Benchmark 

Target 

Baseline  

CY 2011 

Final  

CY 2013 

June 2013 

– July 

2014 

296.6/ 

1,00mm 

267.4/1,00

0mm 

mm 

*Plan all-cause 

readmission (NQF 1768) 

Lower score is better.  

 √  √ √ 

12.3% 10.5% 

Average of 

Commercial 

and Medicare 

75
th

 

percentiles  

n/a n/a State: 

12.3% 

High 

CCO: 

14.6% 

Low CCO: 

8.7% 

State: 

11.7% 

High 

CCO: 

13.6% 

Low CCO: 

6.6% 

State: 

11.5% 

High CCO: 

14.4% 

Low CCO: 

7.3%  

Ensuring 

appropriat

e care is 

delivered 

in 

appropriat

e settings 

*Ambulatory Care: 

Outpatient and ED 

utilization  

Lower score is better for 

ED utilization.   

√ √  √ √ 

ED: 

61.0/ 

1,000mm 

OP:  

364.2/ 

1,000mm 

ED: 44.1 / 

1,000mm 

OP: 439/ 

1,000mm 

2011 National 

Medicaid 90
th

 

percentile  

MN method 

with 3% floor. 

 

ED: 44.1 / 

1,000mm 

OP: 439/ 

1,000mm 

2011 

National 

Medicaid 

90
th

 

percentile 

ED  

State: 

61.0/ 

1,000mm 

High 

CCO: 

86.2/ 

1,000mm 

Low CCO: 

55.4/ 

1,000mm 

OP 

State: 

ED 

State: 

50.5/1,000

mm 

High 

CCO: 

74.3/1,000

mm 

Low CCO: 

31.6/1,000

mm 

OP 

State: 

ED 

State:  

48.1/1,000

mm 

High CCO: 

69.1/1,000

mm 

Low CCO: 

33.1/1,000

mm 

OP 

State: 

304.3/1,000
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Measure Sets Quality and Access ‘Test’ CCO Incentive Targets Reporting 
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2011 

Baseline 

2013 

Benchmark 

Improvement 

from Baseline 

Target 

2013 

Benchmark 

Target 

Baseline  

CY 2011 

Final  

CY 2013 

June 2013 

– July 

2014 

364.2/ 

1,000mm 

High 

CCO: 

412.3/ 

1,000mm 

Low CCO: 

296.6/ 

1,00mm 

323.5/1,00

0mm 

High 

CCO: 

345.7/1,00

0mm 

Low CCO: 

267.4/1,00

0mm 

mm 

High CCO: 

349.8/1,000

mm 

Low CCO: 

250.6/1,000

mm 

Improving 

primary 

care for all 

population

s 

Colorectal cancer 

screening  

2011 and 2013 measure 

specifications modified to 

identify unique members 

receiving colorectal 

cancer screening in 12 

month period, reported 

per 1,000 member 

months (mm).  

2014 measure will use 

HEDIS hybrid 

specifications 

√    √ 

15.8/ 

1,000mm 

using 

admin 

data only. 

 n/a 

3% 

improvement 

only 

n/a  

3% 

improvement 

only 

State: 

15.8/ 

1,000 mm 

admin 

data only.  

High 

CCO: 

21.3/ 

1,000 mm 

Low CCO: 

5.1/ 

1,000 mm 

State: 

11.4/1,000

mm 

 

High 

CCO: 

15.7/1,000

mm 

Low CCO: 

7.2/1,000

mm 

OHA will 

report on 

this 

measure 

when 

hybrid data 

are 

available 

following 

the end of 

the CY  

2014 

measure 

period. 
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Measure Sets Quality and Access ‘Test’ CCO Incentive Targets Reporting 
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2011 

Baseline 

2013 

Benchmark 

Improvement 

from Baseline 

Target 

2013 

Benchmark 

Target 

Baseline  

CY 2011 

Final  

CY 2013 

June 2013 

– July 

2014 

Patient-Centered Primary 

Care Home Enrollment 

√    √ 

51.8% 

(2012) 

100%  

(Tier 3) 

The % of 

dollars 

available to 

each CCO for 

this measure 

will be tied to 

the % of 

enrollees in 

PCPCH, based 

on formula. 

The % of 

dollars 

available to 

each CCO 

for this 

measure will 

be tied to the 

% of 

enrollees in 

PCPCH, 

based on 

formula. 

State: 

51.8% 

(2012) 

High 

CCO: 

94.4% 

(2012) 

Low CCO: 

3.7% 

(2012) 

State: 

78.6% 

High 

CCO: 

95.6% 

Low CCO: 

41.8% 

State: 

80.4% 

High CCO: 

97.8% 

Low CCO: 

60.9% 

* 

Developmental screening 

in the first 36 months of 

life  

(NQF 1448) √ √  √ √ 

20.9%usin

g admin 

data only. 

50% 

Metrics & 

Scoring 

Committee 

consensus 

MN method. 

 

50% 

Metrics & 

Scoring 

Committee 

consensus 

State: 

20.9%  

High 

CCO: 

67.1%  

Low CCO: 

0.2% 

State: 

33.1% 

High 

CCO: 

62.7% 

Low CCO: 

16.8% 

State:  

35.2% 

High CCO: 

64.4% 

Low CCO: 

20.1% 
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2011 

Baseline 

2013 

Benchmark 

Improvement 

from Baseline 

Target 

2013 

Benchmark 

Target 

Baseline  

CY 2011 

Final  

CY 2013 

June 2013 

– July 

2014 

*Well-child visits in the 

first 15 months of life  

(NQF 1392) 

   √ √ 

68.3% 77.3% 

2012 National 

Medicaid 90
th

 

percentile 

n/a n/a State: 

68.3%  

High 

CCO: 

81.3% 

Low CCO: 

45.0% 

State: 

60.9% 

High 

CCO: 

75.3% 

Low CCO: 

33.3% 

State:  

60.4% 

High CCO: 

76.8% 

Low CCO: 

50.0% 

*Adolescent well-care 

visits (NCQA) 

√   √ √ 

27.1% 

(admin 

data only) 

53.2% 

 

2011 National 

Medicaid 75
th

 

percentile 

(admin data 

only)  

MN method 

with 3% floor. 

 

53.2% 

 

2011 

National 

Medicaid 

75
th

 

percentile 

(admin data 

only) 

State: 

27.1% 

High 

CCO: 

31.9% 

Low CCO: 

20.7% 

State: 

29.2% 

High 

CCO: 

43.4% 

Low CCO: 

20.5% 

State: 

29.3% 

High CCO: 

39.3% 

Low CCO: 

20.3% 

Childhood immunization 

status 

(NQF 0038) 

   √ √ 

66.0% 

(Combo 2) 

82.0%  

2012 National 

Medicaid 75
th

 

percentile 

(combo 2) 

n/a n/a State: 

66.0%  

High 

CCO: 

73.1% 

Low CCO: 

State: 

65.3% 

High 

CCO: 

74.5% 

Low CCO: 

State: 

67.6% 

High CCO: 

77.0% 

Low CCO:  

56.9% 
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Measure Sets Quality and Access ‘Test’ CCO Incentive Targets Reporting 
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2011 

Baseline 

2013 

Benchmark 

Improvement 

from Baseline 

Target 

2013 

Benchmark 

Target 

Baseline  

CY 2011 

Final  

CY 2013 

June 2013 

– July 

2014 

58.0% 49.0% 

Immunization for 

adolescents (NQF 1407) 

   √ √ 

49.2% 

(Combo 1) 

70.8% 

2012 National 

Medicaid 75
th

 

percentile 

(combo 1) 

n/a n/a State: 

49.2%  

High 

CCO: 

57.2%  

Low CCO: 

31.6%  

State: 

52.9% 

High 

CCO: 

60.3% 

Low CCO: 

29.6% 

State: 

55.3% 

High CCO: 

64.1% 

Low CCO: 

34.7% 

Appropriate testing for 

children with pharyngitis 

(NQF 0002) 

   √ √ 

73.7% 76.0% 

2012 National 

Medicaid 75
th

 

percentile 

 

n/a n/a State: 

73.7% 

High 

CCO: 

90.7% 

Low CCO: 

41.9% 

State: 

72.8% 

High 

CCO: 

90.4% 

Low CCO: 

36.7% 

State: 

73.4% 

High CCO: 

87.0% 

Low CCO: 

35.7% 

Medical assistance with 

smoking and tobacco 

use cessation (CAHPS)  

(NQF 0027) 
  √  √ 

1: 50.0% 

of adult 

tobacco 

users on 

Medicaid 

reported 

being 

2012 National 

Medicaid 

benchmark 

90
th

 

percentile: 

Component 1: 

n/a n/a State: 

1: 50.0% 

2: 24.0% 

3: 22.0%  

 

High 

CCO: 

State: 

1: 55.0% 

2: 28.9% 

3: 23.6% 

High 

CCO: 

N/A 
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2011 

Baseline 

2013 

Benchmark 

Improvement 

from Baseline 

Target 

2013 

Benchmark 

Target 

Baseline  

CY 2011 

Final  

CY 2013 

June 2013 

– July 

2014 

advised to 

quit by 

their Dr;  

2: 24.0% 

reported 

their Dr 

discussed 

or 

recommen

ded 

medicatio

ns with 

them;  

3: 22.0% 

reported 

their Dr 

discussed 

strategies 

to quit 

smoking 

with them 

(CAHPS 

2011) 

81.4% 

Component 2: 

50.7% 

Component 3: 

56.6% 

1: 61% 

2: 34% 

3: 27% 

Low CCO: 

1:45% 

2: 19% 

3: 16% 

 

1: 61.5% 

2: 41.9% 

3: 30.1% 

Low CCO: 

1: 43.9% 

2: 16.8% 

3: 17.8% 

Deploying 

care 

teams to 

*Ambulatory Care: 

Outpatient and ED 
√ √  √ √ 

ED: 

61.0/ 

ED: 44.1 / 

1,000mm 

MN method 

with 3% floor. 

ED: 44.1 / 

1,000mm 

ED  

State: 

61.0/ 

ED 

State: 

50.5/1,000

ED 

State:  

48.1/1,000
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Measure Sets Quality and Access ‘Test’ CCO Incentive Targets Reporting 
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2011 

Baseline 

2013 

Benchmark 

Improvement 

from Baseline 

Target 

2013 

Benchmark 

Target 

Baseline  

CY 2011 

Final  

CY 2013 

June 2013 

– July 

2014 

improve 

care and 

reduce 

preventabl

e of 

unnecessa

rily costly 

utilization 

by super 

users 

utilization  1,000mm 

OP:  

364.2/ 

1,000mm 

OP: 439/ 

1,000mm 

2011 National 

Medicaid 90
th

 

percentile  

 OP: 439/ 

1,000mm 

2011 

National 

Medicaid 

90
th

 

percentile 

1,000mm 

High 

CCO: 

86.2/ 

1,000mm 

Low CCO: 

55.4/ 

1,000mm 

OP 

State: 

364.2/ 

1,000mm 

High 

CCO: 

412.3/ 

1,000mm 

Low CCO: 

296.6/ 

1,00mm 

mm 

High 

CCO: 

74.3/1,000

mm 

Low CCO: 

31.6/1,000

mm 

OP 

State: 

323.5/1,00

0mm 

High 

CCO: 

345.7/1,00

0mm 

Low CCO: 

267.4/1,00

0mm 

mm 

High CCO: 

69.1/1,000

mm 

Low CCO: 

33.1/1,000

mm 

OP 

State: 

304.3/1,000

mm 

High CCO: 

349.8/1,000

mm 

Low CCO: 

250.6/1,000

mm 

Addressin

g discrete 

health 

Controlling high blood 

pressure (NQF 0018) √  √  √ 

0% Reporting 

only in CY 

2013.  

 Reporting 

only in CY 

2013. 

0% N/A N/A 
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2011 

Baseline 

2013 

Benchmark 

Improvement 

from Baseline 

Target 

2013 

Benchmark 

Target 

Baseline  

CY 2011 

Final  

CY 2013 

June 2013 

– July 

2014 

issues 

(such as 

asthma, 

diabetes, 

hypertensi

on) within 

a specific 

geographi

c area by 

harnessing 

and 

coordinatin

g a broad 

set of 

resources, 

including 

CHW. 

*Comprehensive 

diabetes care: LDL-C 

Screening (NQF 0063) 

  √  √ 

67.2% 80% 

2012 National 

Medicaid 75
th

 

percentile 

n/a n/a State: 

67.2%  

High 

CCO: 

73.1% 

Low CCO: 

55.2% 

State: 

70.1% 

High 

CCO: 

74.2% 

Low CCO: 

61.5% 

State: 

74.5% 

High CCO: 

80.4% 

Low CCO: 

66.3% 

*Comprehensive 

diabetes care: 

Hemoglobin A1c testing 

(NQF 0057) 

  √  √ 

78.5% 86% 

2012 National 

Medicaid 75
th

 

percentile 

n/a n/a State: 

78.5% 

 

High 

CCO: 

86.4% 

Low CCO: 

63.6% 

State: 

79.3% 

High 

CCO: 

83.0% 

Low CCO: 

76.8% 

State: 

82.7% 

High CCO: 

85.3% 

Low CCO: 

75.6% 

Diabetes: HbA1c Poor 

Control (NQF 0059) √    √ 

0% Reporting 

only in CY 

2013.  

 Reporting 

only in CY 

2013. 

0% N/A N/A 

*PQI 01: Diabetes, short 

term complication 

admission rate (NQF 

 √ √  √ 

192.9 / 

100,000 

member 

10% 

reduction 

from baseline 

n/a n/a State: 

192.9 

Low CCO: 

State: 

211.5 

Low CCO: 

State: 

174.9 

Low CCO: 
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Measure Sets Quality and Access ‘Test’ CCO Incentive Targets Reporting 
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2011 

Baseline 

2013 

Benchmark 

Improvement 

from Baseline 

Target 

2013 

Benchmark 

Target 

Baseline  

CY 2011 

Final  

CY 2013 

June 2013 

– July 

2014 

0272) 

Lower is better 

years 109.0 

High 

CCO: 

360.8 

16.7 

High 

CCO: 

417.3 

57.6% 

High CCO: 

370.6% 

*PQI 05: Chronic 

obstructive pulmonary 

disease admission (NQF 

0275) 

Lower is better 

 √ √  √ 

454.6 / 

100,000 

member 

years 

 

10% 

reduction 

from baseline  

n/a n/a State: 

454.6 

Low CCO: 

292.5 

High 

CCO: 

821.1 

State: 

308.1 

Low CCO: 

42.9 

High 

CCO: 

602.6 

State: 

234.0 

Low CCO: 

103.7 

High CCO: 

447.3 

*PQI 08: Congestive 

heart failure admission 

rate  

(NQF 0277) 

Lower is better 

 √ √  √ 

336.9 / 

100,000 

member 

years 

10% 

reduction 

from baseline 

n/a n/a State: 

336.9  

Low CCO: 

177.2 

High 

CCO: 

611.9 

State: 

247.0 

Low CCO: 

101.4 

High 

CCO: 

411.4 

State: 

223.7 

Low CCO: 

86.0 

High CCO: 

408.5 

*PQI 15: Adult asthma 

admission rate  
 √ √  √ 

53.4 /  

100,000 

member 

10% 

reduction 

n/a n/a State:  

53.4 

State: 

43.6 

State: 

 32.5 
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2011 

Baseline 

2013 

Benchmark 

Improvement 

from Baseline 

Target 

2013 

Benchmark 

Target 

Baseline  

CY 2011 

Final  

CY 2013 

June 2013 

– July 

2014 

(NQF 0283) 

Lower is better 

years from baseline Low CCO:  

16.1 

High 

CCO: 

180.3 

Low CCO: 

0.0 

High 

CCO: 

70.2 

Low CCO: 

0.0 

High CCO: 

54.4 

Improving 

access to 

effective 

and timely 

care 

CAHPS 4.0 – Adult 

questionnaire (including 

cultural competency and 

health literacy modules). 

√ √ √  √ 

Access to 

Care 

OR adult 

baseline: 

79% 

OR child 

baseline 

87% 

OR 

average: 

83% 

 

 

Access to 

Care 

2012 National 

Medicaid 

adult 

75
th

percentile: 

83.63% 

2012 National 

Medicaid 

child 75
th 

percentile: 

90.31% 

National 

average: 

86.97% 

 

Access to 

Care 

OR adult 

baseline: 79% 

OR child 

baseline 88% 

OR average: 

83.5% 

 

Access to 

Care 

2012 

National 

Medicaid 

adult 

75
th

percentil

e: 83.63% 

2012 

National 

Medicaid 

child 

75
th

percentil

e: 90.31% 

National 

average: 

86.97% 

Access to 

Care 

Adult: 

79% 

Child: 

87% 

Avg: 83% 

High 

CCO: 

Adult: 

85% 

Child: 

94% 

Avg: 90% 

Low CCO: 

Adult: 

73% 

Child: 

81% 

Access to 

Care 

Adult: 

80.1% 

Child: 

87.1% 

Avg: 

83.6% 

High 

CCO: 

Avg: 

88.3% 

Low CCO: 

Avg: 

80.4% 

 N/A 
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Measure Sets Quality and Access ‘Test’ CCO Incentive Targets Reporting 
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2011 

Baseline 

2013 

Benchmark 

Improvement 

from Baseline 

Target 

2013 

Benchmark 

Target 

Baseline  

CY 2011 

Final  

CY 2013 

June 2013 

– July 

2014 

 Avg: 81% 

Note: 

OHA 

cannot 

report on 

all CCOs 

for this 

measure – 

CAHPS 

2011 was 

sampled 

for old 

managed 

care orgs 

– not 

current 

CCOs. 

CAHPS 4.0H (child 

version including 

Medicaid and children 

with chronic conditions 

supplemental items). 

√ √  √ √ 

   

Chlamydia screening in 

women ages 16-24  

(NQF 0033) 

  √ √ √ 

59.9% 63.0% 

2012 National 

Medicaid 75
th

 

n/a n/a State: 

59.9% 

High 

State: 

54.4% 

High 

State:  

57.4% 

High CCO: 
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2011 

Baseline 

2013 

Benchmark 

Improvement 

from Baseline 

Target 

2013 

Benchmark 

Target 

Baseline  

CY 2011 

Final  

CY 2013 

June 2013 

– July 

2014 

percentile CCO: 

65.8% 

Low CCO: 

49.6% 

CCO: 

62.3% 

Low CCO: 

41.5% 

64.7% 

Low CCO: 

46.6% 

*Cervical cancer 

screening (NQF 0032) 

  √  √ 

56.1% 74.0% 

2012 National 

Medicaid 75
th

 

percentile 

n/a n/a State: 

56.1% 

High 

CCO: 

59.8% 

Low CCO: 

47.5% 

State: 

53.3% 

High 

CCO: 

58.9% 

Low CCO: 

40.5% 

State: 

55.8% 

High CCO: 

61.8% 

Low CCO: 

42.9% 

 

*Child and adolescent 

access to primary care 

practitioners (NCQA) 

   √ √ 

12-24 mos 

97.4% 

25 mos – 

6 years 

86.2% 

7-11 yrs 

88.2% 

12-19 yrs  

88.9% 

12-24 mos 

98.2% 

 

25 mos –  

6 years 

91.6% 

7-11 yrs 

93.0% 

 

12-19 yrs  

n/a n/a 12-24 

mos 

State: 

97.4% 

High 

CCO: 

99.0% 

Low CCO: 

96.2% 

25 mos –  

6 years 

12-24 

mos 

State:  

96.4% 

25 mos-6 

years  

State: 

84.3% 

7-11 yrs 

State: 

State: 

12-24 mos: 

95.1% 

25 mos – 6 

years: 

83.2% 

7-11 years: 

86.7% 

12-19 
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2011 

Baseline 

2013 

Benchmark 

Improvement 

from Baseline 

Target 

2013 

Benchmark 

Target 

Baseline  

CY 2011 

Final  

CY 2013 

June 2013 

– July 

2014 

All ages 

88.5% 

 

 

 

91.7% 

All ages 

n/a 

2011 National 

Medicaid 75
th

 

percentile 

 

 

State: 

86.2% 

High 

CCO: 

88.8% 

Low CCO: 

83.5% 

7-11 yrs 

State: 

88.2% 

High 

CCO: 

91.4% 

Low CCO: 

86.0% 

12-19 yrs  

State: 

88.9% 

High 

CCO: 

92.3% 

Low CCO: 

86.9% 

All ages 

State: 

88.5% 

87.2% 

12-19 yrs 

State: 

87.6% 

All ages 

State: 

87.0% 

CCO data 

not 

available 

for 2013.  

years: 

87.3% 

All ages: 

86.4% 
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Measure Sets Quality and Access ‘Test’ CCO Incentive Targets Reporting 
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2011 

Baseline 

2013 

Benchmark 

Improvement 

from Baseline 

Target 

2013 

Benchmark 

Target 

Baseline  

CY 2011 

Final  

CY 2013 

June 2013 

– July 

2014 

 

 

 

Provider Access 

Questions from the 

Physician Workforce 

Survey: 

1) To what extent is 
your primary 
practice accepting 
new Medicaid/OHP 
patients? (include: 
completely closed, 
open with limitations, 
and no limitations). 
 

2) Do you currently 
have Medicaid/OHP 
patients under your 
care? 
 

3) What is the current 
payer mix at your 
primary practice?  

    √ 

In 2012: 

86.3% of 

Oregon’s 

physicians 

accepted 

new 

Medicaid 

patients 

with no or 

some 

limitations 

 

86.9% of 

physicians 

have 

Medicaid 

patients. 

Medicaid/

OHP 

represente

d 17% of 

current 

TBD n/a n/a In 2012: 

1) 86.3

% 

2) 86.9

% 

3) 17% 

Baseline 

revised to 

include all 

providers, 

not just 

PCPs. 

This 

measure 

cannot be 

reported 

by CCO.  

N/A. OHA 

is fielding 

a 

physician 

workforce 

survey in 

2014 to be 

able to 

report on 

this 

measure.  

In 2014:  

1) 94.3% 

2) 88.9% 

3) 23% 
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2011 

Baseline 

2013 

Benchmark 

Improvement 

from Baseline 

Target 

2013 

Benchmark 

Target 

Baseline  

CY 2011 

Final  

CY 2013 

June 2013 

– July 

2014 

payer mix 

at primary 

practice.  

Screening for depression 

and follow up plan (see 

above) 

     

       

*SBIRT (see above)             

*Mental and physical 

health assessment for 

children in DHS custody 

(see above) 

     

       

*Follow-up care for 

children on ADHD 

medication (see above) 

     

       

*Timeliness of prenatal 

care (see above) 
     

       

Colorectal cancer 

screening (see above) 
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Focus 

Area 

Measure Sets Quality and Access ‘Test’ CCO Incentive Targets Reporting 
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2011 

Baseline 

2013 

Benchmark 

Improvement 

from Baseline 

Target 

2013 

Benchmark 

Target 

Baseline  

CY 2011 

Final  

CY 2013 

June 2013 

– July 

2014 

PCPCH enrollment (see 

above) 
     

       

*Developmen-tal 

screening by 36 months 

(see above) 

     

       

*Adolescent well child 

visits (see above) 
     

       

Addressin

g patient 

satisfactio

n with 

health 

plans 

CAHPS 4.0 – Adult 

questionnaire (including 

cultural competency and 

health literacy modules). 

√ √ √  √ 

Satisfacti

on with 

Care 

OR adult 

baseline: 

76% 

OR child 

baseline: 

80% 

OR 

average: 

78% 

 

Satisfaction 

with Care 

2012 National 

Medicaid 

adult 

75
th

percentile: 

83.19% 

2012 National 

Medicaid 

child 

75
th

percentile: 

84.71% 

National 

average: 

Satisfaction 

with Care 

OR adult 

baseline: 76% 

OR child 

baseline: 80% 

OR average: 

78% 

 

Satisfaction 

with Care 

2012 

National 

Medicaid 

adult 

75
th

percentil

e: 83.19% 

2012 

National 

Medicaid 

child 

75
th

percentil

e: 84.71% 

National 

Adult: 

76% 

Child: 

80% 

Avg: 87% 

High 

CCO: 

Adult: 

81% 

Child: 

86% 

Avg: 83% 

Low CCO: 

Adult: 

65% 

Child: 

Adult: 

82.1% 

Child: 

84.1% 

Avg: 

83.1% 

High 

CCO: 

Avg: 

88.2% 

Low CCO: 

Avg: 

79.5% 

N/A 
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Focus 

Area 

Measure Sets Quality and Access ‘Test’ CCO Incentive Targets Reporting 
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2011 

Baseline 

2013 

Benchmark 

Improvement 

from Baseline 

Target 

2013 

Benchmark 

Target 

Baseline  

CY 2011 

Final  

CY 2013 

June 2013 

– July 

2014 

83.95% average: 

83.95% 

72% 

Avg: 70% 

CAHPS 4.0H (child 

version including 

Medicaid and children 

with chronic conditions 

supplemental items). 

√ √  √ √ 

   

Meaningful 

Use 

EHR adoption See 

revised documentation 

online at 

www.oregon.gov/oha/Pa

ges/CCO-Baseline-

Data.aspx 

√    √ 

28.0% 49.2% 

2014 Federal 

benchmark 

for Medicaid. 

 

Minnesota 

Method 

49.2% 

 

State: 

28.0% 

High 

CCO: 

35% 

Low CCO: 

12% 

State: 

59.0% 

High 

CCO: 

77.2% 

Low CCO: 

46.0% 

As of April 

2014 

State: 

62.7% 

High CCO: 

100% 

Low CCO: 

52.1% 

As of Sept 

2014 

 

 

http://www.oregon.gov/oha/Pages/CCO-Baseline-Data.aspx
http://www.oregon.gov/oha/Pages/CCO-Baseline-Data.aspx
http://www.oregon.gov/oha/Pages/CCO-Baseline-Data.aspx
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*These measures are reported quarterly 

**The Minnesota Department of Health’s Quality Incentive Payment System requires participants to have had at least a 10 percent reduction in 

the gap between its prior year’s results and the performance target goal to quality for incentive payments. For example, a health plan’s current rate 

of mental health assessments is 45% and Oregon has set the performance goal at 90%. The difference between the plan’s baseline and the 

performance target is 45%. The plan must reduce the gap by 10% to be eligible for payment; therefore the plan must improve their rate of mental 

health assessments by 4.5%, bringing their total rate to 49.5% before they are eligible for payment. In cases where the MN method results in 

required improvement rates of less than 3%, the health plan must achieve at least 3% improvement to be eligible for the incentive payment. 

Additional details on the MN method are available online at www.health.state.mn.us/healthreform/measurement/QIPSReport051012final.pdf.  

Hospital Transformation Performance Program (HTPP) Measures Matrix  

Hospital 

Measures 

Waiver Measure Sets Target Calculations Targets 

Reporting 

Mechanism A
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n

s
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it
h
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Numerator Denominator 

Improvement 

from Baseline 

Target Benchmark 

Alcohol and drug 
misuse, screening, 
brief intervention, 
and referral for 
treatment (SBIRT) 
in the ED  

√ √  

Measure set broken down as 
follows: 
 
1. Alcohol and Other Drug 
Use Screening in the ED –   

Patients in ED age 12+ 
screened for alcohol and other 
substance use using an age-
appropriate, validated 
instrument. 
 
2. Alcohol and Other Drug 
Use Brief Intervention 
Provided – ED patients age 

12+ who received a brief 
intervention. 

Measure set broken down as 
follows:  
 
1. Alcohol and Substance 
Use Screening in the ED – All 

ED patients age 12+. 
 
 
 
 
 
2. Alcohol and Other Drug 
Use Brief Intervention 
Provided – ED patients age 

12+ who screen positive for 
unhealthy alcohol or drug use. 

 
 
 
1. MN method 
with a 3 
percentage 
point floor  
 
 
 
 
2. N/A  – 
reporting only   

 
 
 
1. Alignment 
with CCO 
benchmark 
(12%)  
 
 
 
 
2. N/A – 
reporting only 

OAHHS will 
collect and report 
to OHA 

Follow-up after 
hospitalization for 
mental illness  
(modified NQF 
0576) 

√ √  

Number of discharges for 
Medicaid members enrolled in 
a CCO at hospital of interest:  

 Age 6+  

 Hospitalized for treatment of 
selected mental health 

Number of discharges from 
acute inpatient settings 
(including acute care 
psychiatric facilities) at hospital 
of interest for Medicaid 
members enrolled in a CCO: 

 Age 6+  

MN method with 
3 percentage 
point floor  

Alignment 
with CCO 
benchmark 
(National 
Medicaid 90

th
 

percentile, 
68.8%) 
 

OHA MMIS – 
OHA will calculate 
rates for this 
measure through 
encounters/claims 

http://www.health.state.mn.us/healthreform/measurement/QIPSReport051012final.pdf
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Hospital 

Measures 

Waiver Measure Sets Target Calculations Targets 

Reporting 

Mechanism A
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Numerator Denominator 

Improvement 

from Baseline 

Target Benchmark 

disorders  

 With an outpatient visit, an 
intensive outpatient 
encounter or partial 
hospitalization within 7 days 
of discharges 

 Who were hospitalized for 
treatment of selected mental 
health disorders 

Hospital-Wide All-
Cause 
Readmissions   √  

Number of readmissions, 
defined as an inpatient 
admission to any acute care 
facility which occurs within 30 
days of the discharge date.  

Number of all inpatient 
discharges (for patients of all 
ages) 

MN method with 
a 1 percentage 
point floor 

State 90
th

 
percentile for 
all hospital 
types  

OAHHS will 
calculate and 
report to OHA 

Hypoglycemia in 
inpatients 
receiving insulin 
(American Society 
of Health Systems 
Pharmacist Safe 
Use of Insulin 
measure) 

  √ 

Number of inpatients with 
hypoglycemia (blood glucose of 
50mg per dl or less) 

 

Number of inpatients receiving 
insulin during the tracked time 
period 

MN method with 
1 percentage 
point floor 

7% or below OAHHS will 
collect and report 
to OHA 

Excessive 
anticoagulation 
with Warfarin 
(Institute for Safe 
Medication 
Practices 
measure) 

 

  √ 

Number of patients 
experiencing excessive 
anticoagulation (INR > 6) 

Number of inpatients receiving 
warfarin anticoagulation 
therapy during tracked period 

MN method with 
1 percentage 
point floor 

5% or below 
 

OAHHS  will 
collect and report 
to OHA 

Adverse Drug 
Events due to 
opioids (Institute 
for Safe 
Medication 
Practices 
measure) 

 

  √ 

Number of patients treated with 
opioids who also received 
naloxone 

Number of patients who 
received an opioid agent during 
tracked period 

MN method with 
1 percentage 
point floor 

5% or below 
 

OAHHS  will 
collect and report 
to OHA 
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Hospital 

Measures 

Waiver Measure Sets Target Calculations Targets 

Reporting 

Mechanism A
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Numerator Denominator 

Improvement 

from Baseline 

Target Benchmark 

HCAHPS, Staff 
always explained 
medicines (NQF 
0166)

6
 

  √ 

Number of patients answering  
‘always’ to Q16 and Q17:  

Q16: Before giving you any 

new medicine, how often did 
hospital staff tell you what the 
medicine was for?  

Q17: Before giving you any 

new medicine, how often did 
hospital staff describe possible 
side effects in a way you could 
understand? 

Number of clients with number 
of valid responses >=2 for 
same domain 

MN method with 
2 percentage 
point floor 

National 90
th

 
percentile 
(72%, April 
2014) 

OAHHS will 
collect and report 
to OHA 

HCAHPS, Staff 
gave patient 
discharge 
information (NQF 
0166)

2
 

  √ 

Number of patients  answering 
‘Y’ to Q19 and Q20:  

Q19: During this hospital stay, 

did doctors, nurses or other 
hospital staff talk with you 
about whether you would have 
the help you needed when you 
left the hospital?  

Q20: During this hospital stay, 

did you get information in 
writing about what symptoms 
or health problems to look out 
for after you left the hospital? 

Number of clients with number 
of valid responses >=2 for 
same domain 

MN method with 
2 percentage 
point floor 

National 90
th

 
percentile 
(90% in April 
2014) 

OAHHS will 
collect and report 
to OHA 
 
 
 

                                                           
6 Note that the Child HCAHPS survey is under development. Therefore, Shriner’s Hospital for Children is unable to field an HCAHPS survey. Instead, it uses 

the Press Ganey Inpatient Pediatric Survey. Shriner’s performance on staff providing discharge information is therefore assessed against a similar question 

included in the Press Ganey Inpatient Pediatric Survey. The Press Ganey survey does not have a question about staff explaining medications, so Shriner’s is 

not eligible for the HCAHPS staff explaining medication measure. 
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Hospital 

Measures 

Waiver Measure Sets Target Calculations Targets 

Reporting 

Mechanism A
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Numerator Denominator 

Improvement 

from Baseline 

Target Benchmark 

CLABSI in all 
tracked units 
(modified NQF 
0139)  

 √ 

Total number of CLABSI in all 
tracked units (adult ICU, 
pediatric ICU, NICU, and adult, 
pediatric, medical, surgical, and 
medical/surgical wards)  

Total number of central line 
days in all tracked units (adult 
ICU, pediatric ICU, NICU, and 
adult, pediatric, medical, 
surgical, and medical/surgical 
wards) 

TBD MN 
method 

TBD after 
review of 
baseline data 
from Year 1 
of program 

OAHHS will 
collect and report 
to OHA 

CAUTI in all 
tracked units 
(modified NQF 
0754) 

  √ 

Total number of healthcare-
associated CAUTIs in all 
tracked units as defined or 
accepted by NHSN.   

Total number of catheter days 
for all patients that have an 
indwelling urinary catheter in all 
tracked units as defined or 
accepted by NHSN.  

TBD MN 
method 

TBD after 
review of 
baseline data 
from Year 1 
of program 

OAHHS will 
collect and report 
to OHA 

Hospitals share 
ED visit 
information with 
primary care 
providers and 
other hospitals to 
reduce 
unnecessary ED 
visits 

  √ 

1. Number of outreach 
notifications to primary care 
providers for patients with 5+ 
ED visits in past 12 months 
 
 
2. Number of care guidelines 
completed for patients with 5+ 
ED visits in past 12 months 
who did not previously have a 
care guideline 

1. Number of patients with five+ 
ED visits in the past 12 months 
 
 
 
 
2. Number of patients without a 
care guideline with five+ ED 
visits in the past 12 months  

1. TBD 
 
 
 
 
 
2. N/A – 
reporting only 

1. TBD after 
review of 
baseline data 
from Year 1 
of program 
 
2. N/A – 
reporting only 

OAHHS will 
collect and report 
to OHA 
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a) Denial or limited authorization of a 

requested service.
1,952 2,502 84 537 2,193 2,577 1,495 177 2,446 598 642 1,587 2,083 1,569 2,574 171

b) Single PHP service area, denial to 

obtain services outside the PHP panel
0 116 2 0 0 42 89 0 0 0 0 2 48 7 0

c) Termination, suspension or reduction 

of previously authorized covered 

services

220 0 0 34 1 162 0 1 0 0 14 0 0 0 0 0

d) Failure to act within the timeframes 

provided in § 438.408(b)
3 4 0 0 0 2 0 0 0 0 4 0 0 0 0

e) Failure to provide services in a timely 

manner, as defined by the State
0 0 0 0 0 0 0 0 0 0 1 0 0 0 0

f) Denial of payment, at the time of any  

action affecting the claim.
3,123 0 469 15,520 805 2,699 999 0 888 216 0 15 0 4,780 0

TOTAL 5,298 2,622 555 16,091 2,999 5,482 2,583 178 3,334 814 656 1,592 2,100 1,617 7,361 171

Enrollment numbers as of 12/31/2014 48,568 17,002 28,068 44,801 114,893 233,802 55,498 30,022 50,876 12,244 11,054 89,237 25,195 20,606 101,726 23,950

NOAs Per 1000 members 109.1 154.2 19.77 359.2 26.1 23.45 46.54 5.93 65.53 66.48 59.35 17.84 83.35 78.47 72.36 7.14

Oregon Health Authority

First Quarter 2015 Quarterly Report Attachment

CCO Notices of Action. October-December 2014
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TOTAL: 19 15 10 16 17 118 4 10 17 0 2 52 3 48 8 13

PENDING: 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

RESOLVED: 19 15 10 16 17 118 4 10 17 0 0 52 3 48 8 13

RANGE: 0-6 0-5 0-4 0-5 0-4 0-21 0-1 0-3 0-4 0 0 0-9 0-3 0-13 0-3 0-7

TOTAL: 16 10 20 12 51 196 13 9 25 2 2 72 12 15 1 0

PENDING: 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

RESOLVED: 16 10 20 12 51 196 13 9 25 2 0 72 12 15 1 0

RANGE: 0-9 0-4 0-10 0-12 0-31 2-70 0-8 0-4 0-15 0-2 0 0-32 0-9 0-8 0-1 0

TOTAL: 7 4 5 5 4 49 1 2 14 0 0 12 1 26 1 0

PENDING: 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0

RESOLVED: 7 4 5 5 4 49 1 1 14 0 0 12 1 26 1 0

RANGE: 0-4 0-1 0-2 0-2 0-3 0-22 0-1 0-1 0-7 0 0-0 0-3 0-1 0-23 0-1 0

TOTAL: 9 2 13 14 11 123 6 6 9 0 0 85 2 8 2 0

PENDING: 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

RESOLVED: 9 2 13 14 11 123 6 6 9 0 0 85 2 8 2 0

RANGE: 0-3 0-2 0-10 0-7 0-7 0-54 0-3 0-5 0-7 0 0-0 0-40 0-1 0-7 0-1 0

TOTAL: 2 9 8 3 9 36 3 5 1 0 0 19 1 0 4 3

PENDING: 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0

RESOLVED: 2 9 8 3 9 36 3 4 1 0 0 19 1 0 4 3

RANGE: 0-2 0-8 0-6 0-3 0-9 2-17 0-2 0-3 0-1 0 0-0 0-10 0-1 0 0-3 0-2

TOTAL: 1 1 25 1 2 119 0 26 0 0 0 0 0 1 1 15

PENDING: 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

RESOLVED: 1 1 24 1 2 119 0 26 0 0 0 0 0 1 1 15

RANGE: 0-1 0-1 0-23 0-1 0-1 0-117 0 0-26 0 0 0-1 0 0 0-1 0- 0-14

GRAND TOTAL 54 41 81 51 94 641 27 58 66 2 4 240 19 98 17 31

Enrollment numbers as of 12/31/2014 48,568 17,002 28,068 44,801 114,893 233,802 55,498 30,022 50,876 12,244 11,054 89,237 25,195 20,606 101,726 23,950

Per 1000 members: 1.11 2.41 2.89 1.14 0.82 2.74 0.49 1.93 1.30 0.16 0.36 2.69 0.75 4.76 0.17 1.29

CLIENT BILLING ISSUES

ACCESS

INTERACTION WITH PROVIDER OR PLAN

CONSUMER RIGHTS

CLINICAL CARE

QUALITY OF SERVICE

Oregon Health Authority

First Quarter 2015 Quarterly Report Attachment

CCO Complaints and Grievances, October-December 2014
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