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Oregon State Innovation Model Foreword

The resources CMMI has afforded Oregon througlStiage Innovation Model award supports
the acceleration of health transformation in oatesand fuels the spread of the coordinated care
model from the Medicaid population to other paysrd populations more quickly and

effectively than if the SIM resources were not &lae to support our leading edge work. In this
foreword, we identify the specific contributiondVbiesources make to achieve the triple aim in
Oregon.

Oregon’s State Innovation Model (SIM) grant suppoine Oregon Health Authority and its
Transformation Center in coordinating implementatigpreading health care innovations and
lessons learned, and evaluating the coordinatedroadel.

Elements of the coordinated care model include:
* Best practices to manage and coordinate care;
» Sharing responsibility for health;
» Measuring performance;
» Paying for outcomes and health;
* Providing information;
» Sustainable rate of growth.

Oregon’s CMS waiveallows us to implement the coordinated care model wighMiedicaid
population, while SIM funding allows the work to fjother, faster and touch more Oregonians.
SIM also provides funding for a comprehensive eatadun to help other states learn what key
steps and tools work to transform the deliveryeysand achieve the triple aim: better health,
better car, and lower costs.

CCM elements — this is what we’re doing and what wee testing

Through the Transformation Center, SIM fundingdseaderating health system transformation
across Oregon by spreading best practices among@@®other health plans. This includes
supporting learning collaboratives and rapid cyeiprovement.

Without SIM dollars, the Transformation Center webbke unable to provide key support that
enables good ideas to travel faster, as detailkavbe

» If SIM funds were not available, Oregon would netdble to develop a robust
Transformation Center and activities would be ledito the Innovator Agents and one
statewide learning collaborative of the CCOs.

» Learning Collaboratives are available to CCO st@aéfinmunity Advisory Councils, and
other payers. SIM funding allows the coordinatedleido spread more quickly and with
more success, with rapid sharing of evidence-basddemerging best practices,
information and lessons learned through innovat&im funds are used to support the
Learning Collaboratives Manager and Coordinatortjpos, as well as the outside
expertise and consultant.

October 2013 revision



» SIM funds allow Oregon to provide a rich offerinfjtools and resources to support
innovation and the development of a culture of iratmn, outside of the Innovator
Agents and modest support through various exigtings of OHA.

» Oregon’s SIM demonstration period 2 target is tiige500 clinics as PCPCH certified,
which will engage approximately 43,000 primaryecproviders in the coordinated care
model

* SIM funding allows Oregon to continue to assistraiy care clinicians across the state
by providing support to the Oregon Patient-Centétedhary Care Institute (OPCPCI),
which works in collaboration with the TransformatiGenter to spread best practices and
adopt the primary care home model, a core elenfédtegon’s model.

» Since payment drives change, SIM has made it pedsilioring all of the commercial
and public payers around the table to bring consena Oregon’s multi-payer strategy
to support primary care as we move into demonstrgieriod 1.

With SIM funding, the Transformation Center effontgh transforming the delivery system will
support the spread of the coordinated care modeinoeMedicaid to state employees, Medicare
and other payers across the state.

The funding also allows for a thorough assessmithitecomodel as a whole, and of its key
elements. This will allow us to understand innomasi that are making a true difference in
improving health while lowering costs — and theriuidher spread these innovations across the
health system.

Oregon’s SIM grant focuses on innovation in thneaa: innovation and rapid learning, delivery
models, and payment models. Work includes:

- Integrating and coordinating care among primargcgty, mental and
behavioral health, and oral health providers;

- Engaging patients and consumers in their own carbdtter outcomes;

« Engaging providers in health system transformation;

« Improving community health through local partnepshihat support promotion
and prevention activities;

- Implementing more effective health care paymentathat incentivize better
health;

« Encouraging consensus-building to support primarg @ayment reform, which
now includes more than 25 payers, provider orgaioiza and other key partners;

- Implementing and sharing across Oregon’s health sactor those innovations
and best practices that reduce health disparities;

« Supporting health information technology and exgjgan building on other HIT
funding in Oregon with SIM investments, technicsdiatance to ensure
innovation and successful implementation;

« Funding pilot projects in local health departmentpromote integration of public
health and health care, innovation, and healthynconities;

« Improving quality and health outcomes for thosgible for both Medicaid and
Medicare;

« Integrating long-term care — reviewing optionsd$bared accountability between
long-term care and CCOs.
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Key activities that support transformation beyonddi¢aid:

Learning collaboratives;

Council of clinical innovators;

Bringing payers and providers together for altaugapayments efforts initially in
primary care and then spreading to broader payamgrbaches;

Bringing together the hospitals across the stat®twdinate care (SIM funding provides
an opportunity to set up an Emergency Departmdatrmtion Exchange (EDIE), a
solution to exchange information among emergenpadments to identify frequent
users. Working with the primary care providershait communities, the hospitals can
create care plans to help those frequent emergiaartment utilizers to determine if
there is a more appropriate care setting);

Technical assistance in the areas of promotingineal

Technical assistance in the areas of promotingeguity, consumer engagement, and
provider engagement (this includes providing openai support for the three additional
regional health equity coalitions, supporting thmeev cohorts of participants in the
Developing Equity Leadership through Training &ation program, or DELTA, and
certifying 150 new health care interpreters;

Working with the Patient-Centered Primary Careita, including trainings, webinars
and provider-level learning collaboratives for@imary care providers in the state.
Improving the state’s analytic infrastructure aadls$ to allow for more integrated, linked
and accessible data in a secure environment (iHiswpport data analytics needs at
multiple levels and improve transparency of heatitd health care data);
Implementation and evaluation support for the hagisvith services program — a new
model that would incorporate housing and socialises to improve health outcomes for
older adults and people with disabilities;

Coordination with early learning councils and hutygcifically concerning support of
kindergarten readiness.

SIM funding allows for assessment of:

Success of the overall model in Medicaid, as agte@d the CMS waiver;

Assessing key payment, delivery system and sugbamients individually to determine
how much each contribute to the success;

Testing the spread of the coordinated care modather payers and populations,
specifically public employees and Medicare;

Best practices and learning for other states.

Oregon is in the unique position of being a natideader in health care reform efforts. On July
3, Governor Kitzhaber sent a letter to HHS Secyefathleen Sebelius and CMS Administrator
Marilyn Tavenner to invite collaboration with CMEGMMI and other state governor’s to
develop multi-payer strategies and develop a comsetof core principles that focus on fiscal
sustainability and changing the way care is orgahiBpecifically, Governor Kitzhaber invites
collaboration on the following issues:

Reduce the per capita rate of growth: A state cament to achieve a reduction in the
per capita growth rate of Medicaid spending, with@aucing eligibility, benefits,
quality, health outcomes or access.
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» Federal investment: Depending on the particulauonstances and needs of the state,
there will be a negotiated budget neutral fedenakstment so long as the state
demonstrates a significant return on investment d0eyears.

» Payment for outcomes: Payment systems and or opayment structures that shift
from payment for procedures or encounters to asysif balanced incentives that
reward improvements in health outcomes and protnatsparency and accountability.

» Accountability: A commitment to quality measuresikey aspect of health system
transformation and common transparent metrics imeisised to provide both intra-and
inter-state comparisons.

» Flexibility: Allowing local and regional flexibily to pursue delivery system changes that
achieve the desired outcomes, provided that eliyitienefits and quality are not
reduced and State Plan requirements that haveseot\waived are met.

» Coordinated and Integrated Care: Delivering highelity, coordinated care through
integration of benefits with a strong focus on @mncare and home and community
based care delivery.

» Multi-payer Strategy: A commitment to pushing hiealare reform efforts beyond
Medicaid and into the commercial market.

Oregon is in a positive position to share our aqu@hments and experience in health reform
and support the efforts at the national, statelacal levels to transform the health care delivery
system that produces better health, better cdosvat cost.
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Governance, Management Structure and Decision-making

Section A

Authority

Oregon’s Health System Transformation has broagatifrom Oregon’s Governor, the
Legislature, state agencies and the private sethar State Innovation Model (SIM) project aids
and supports key next steps for Oregon to sucdgssfansform its delivery system to achieve
the three-part aim:

* Improve the lifelong health of all Oregonians.

* Increase the quality, reliability and availabildfcare for all Oregonians.

* Lower or contain the cost of care so it is affolddbr everyone.

Oregon’s commitment to the coordinated care mosleldlined in our Health Care Innovation
Plan (see Appendix P) submitted in September 2@ #i2monstrated through an intentional
coordinated and strategic multi-year planning angdlémentation process that included
extensive public discussion across the state aindbangagement by the Governor, the
Legislature and the Oregon Health Authority (OH&)d in partnership with the Oregon
Insurance Division and Oregon’s new health insueamachange, Cover Oregon. This high level
of coordination in planning and implementation coms today, now fueled by the SIM grant, to
extend the coordinated care model across the dglsystem in Oregon.

Governor’s Office engagement in oversight and implaentation

Governor John Kitzhaber has actively and dire@tydevelopment of Oregon’s framework for
delivery system redesign and implementation otctterdinated care model (CCM). His level of
commitment is reflected not only in his hands-ora@HKive leadership, but also in numerous
interviews and articles (see Appendix A). He firstiated the policy design discussions in 2011
by creating a 45 member Health System Transforma#iam to develop the legislative concept
that ultimately became the statutory authorityrfarving forward, which is summarized in
Section G in this Operational Plan. The Govern@ffice meets weekly with leadership from
the Oregon Health Authority, the Department of HarB&rvices, the Oregon Insurance Division
and Cover Oregon (Oregon’s health insurance exd)angontinue strategic policy
development that will ensure that both public andgte health care purchasing is increasingly
aligned around the coordinated care model. Medjaeich touches three-quarters of all
providers in the state, has served as the initiad for the coordinated care model; part of the
Governor’s strategic approach is to extend the fnoebe to the Oregon Public Employees’
Benefit Board (PEBB), Oregon Educators Benefit BQ®EBB), the Qualified Health Plans in
Cover Oregon and ultimately to commercial carrierthe health insurance market outside of
Cover Oregon.

Support in the beginning stages

The first step in establishing the coordinated caoelel in Oregon was to implement the model
in the state’s Medicaid program, which requiredgaiicant amendment to the state’s Medicaid
1115 demonstration waiver. The Governor was pealgomvolved in negotiation of the waiver
and continues to work closely with OHA on the MeulilZChildren’s Health Insurance Program
(CHIP) implementation of Medicaid’s Coordinated €&rganizations (CCO), which are
predicated on the coordinated care model. In dasupport successful implementation of the
coordinate care model, the Governor, OHA Direchod key OHA leadership meet with the
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CEOs of the Coordinated Care Organizations everweseks to share challenges and successes
as implementation progresses.

The Governor is committed to the extension of therdinated care model across Oregon’s
delivery system. The impetus for creating the Onelgealth Authority in 2009 was to bring

most of the state’s health care purchasing inioglesagency and increase its ability to act as a
strong purchaser. By aligning and spreading thedinated care model across Medicaid and
CHIP, the Public Employees’ Benefit Board (PEBB)ddhe Oregon Educators Benefit Board
(OEBB) as a strategic first step, OHA directly ughces 25% of the insured market in the state.

The Oregon Health Authority is the lead agencyd@oegon’s SIM initiative, working closely
with other public agencies, the Governor’s Offittes Legislature and Oregon’s delivery system
and its stakeholders. The Legislature created @HZ009 not only to consolidate most state
health purchasing, but also to integrate and oeesi@spects of health reform to ensure
components of the three-part aim are reached ambal This brought together purchasing for
more than 850,000 lives through Medicaid/CHIP,eseahployees, and Oregon educators, the
high-risk pool, and the premium subsidy program mtsingle agency, as well as integrating
public health, addictions and mental health prograhhis merging of state health care
purchasing into a single agency gave the statalili¢y to align across a significant portion of
the health care market to drive delivery systerngkaOHA Director Bruce Goldberg, M.D.,
along with the Governor and his staff work dailyiwinealth and health care stakeholders and the
Legislature to support the Governor’s vision of teerdinated care model across Oregon. As
OHA Director, Dr. Goldberg is a member of the Onmegtealth Leadership Council, which was
formed in 2008 at the request of the Oregon businesimunity and brings together health
plans, hospitals and physicians to develop prdaigaroaches to reducing costs while
delivering high-quality health care. Finally, Drol@berg holds a statutory seat on the Board of
Directors for Oregon’s health insurance exchangae€Oregon, further ensuring coordination
between public and private purchasers.

Extending support through leadership and management

One of the Governor’s health advisors is the curclair of the Public Employees’ Benefit
Board (PEBB), and the Governor has been workingetjowith PEBB board members, the
unions and PEBB staff to ensure that the coordiheéee model is incorporated into PEBB’s
request for proposals for benefit year 2015. A lsineffort is under way regarding the Oregon
Educators Benefit Board and their coverage for Gmégyschool districts. Additionally, one of
the Governor’s health advisors is a member of treg@n Health Policy Board (OHPB), the
nine-member Governor-appointed oversight bodyHer@regon Health Authority.

As Cover Oregon prepares to begin operations ioligct2013, Governor Kitzhaber has been
working closely with its board members (whom heapis) to ensure that the 2015 qualified
health plan request for proposals include attribotethe coordinated care model.

On June 3, 2013, the Governor delivered a letténedOregon Health Policy Board asking them
to make recommendations by the end of the yeaistoffice and the legislature about potential
legislative or regulatory changes that may be ne¢édéurther align PEBB, OEBB and Cover
Oregon around the coordinated care model (see Ajp&).
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Further, Governor Kitzhaber's commitment extendgobe Oregon. He has agreed to join
Governor Bill Haslam of Tennessee as co-chair eHkalth Care Sustainability Task Force for
the National Governor’s Association (NGA). Thetsthpurpose of the task force is to “... focus
on state innovations that require the redesigreatfth care delivery and payment systems with
the objectives of improving quality and controlliogsts. Through the sharing of state
experiences and best practices, the Task Forcevewk to identify areas where federal
legislative or regulatory action is necessary thuoe barriers and further support state
initiatives.” (SeeNGA press releage On July 1, the Governor sent a letter to SecreSatyelius
and Administrator Marilyn Tavenner stating his gmaWork closely with the Centers for
Medicare and Medicaid and other governors to devalmulti-payer strategy and a common set
of core principles that focus on fiscal sustaingbdnd changing the way healthcare is organized
(see Appendix O). He identifies that SIM is a kégypr in Oregon’s and other states’ success.

Role of the Oregon Health Policy Board in transfation and SIM grant activities:

The Oregon Health Policy Board (OHPB) is the ninemwmber, citizen-led policy-making and
oversight body for the Oregon Health Authority. fRed by the same legislation that created the
health authority, OHPB has a broad mandate fortineare transformation and its membership
includes key leaders from the provider communapol, large and small businesses, and
insurance. The current members are:

» Eric Parsons (OHPB chail— The board chair for StanCorp Financial Group ard
Standard Insurance Company, Mr. Parsons alsosasveice chair of the Oregon Health
& Science University (OHSU) Foundation Board of §tees; as a senior director of the
Oregon Business Council; and as a board of dire@od investment committee member
for the Oregon Community Foundation.

» Lillian Shirley, B.S.N., M.P.H., M.P.A. (OHPB viceair) — The director of the
Multnomah County Health Department, Ms. Shirleg isoard member for Community
Health Partnerships and a member of the Portlanthidlmah Sustainability
Commission. She serves as vice president of themNatAssociation of County and City
Health Officials (NACCHO) and as vice chair of tReblic Health Foundation Board in
Washington, D.C.

* Mike Bonetto, Ph.D., M.P.H., M.S- Currently one of the health policy advisors to
Governor Kitzhaber, Dr. Bonetto has been vice perdi of Business and Community
Development for St. Charles Health System; serna# president of Planning and
Development for Clear Choice Health Plans; direofdhe Oregon Health Policy
Commission; senior policy advisor to the Oregonasemepublican Caucus; and policy
analyst for the Oregon Insurance Pool Governing@&oa

» Carlos Crespo, M.S., Dr.P.H— Professor and director of the School of Communit
Health at Portland State University, Dr. Crespormase than 60 publications in the areas
of exercise, minority health, obesity and nutritibte also is a contributing author to five
textbooks on minority health and sports medicing rmwore than 10 government
publications. He received the 1997 U.S. SecretbHealth Award for Distinguished
Service as part of the Salud para su Corazon cgmjpaid in 2003 became a Minority
Health Scholar from the National Institutes of Hieal

Please note that live links have been insertedthigodocument to provide additional backgroundinfation on
specific topics.
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» Brian DeVore— Director of Healthcare Ecosystem & Strategy &lirMr. DeVore
provides strategic guidance and oversees the @h@mal local partnership efforts of Intel
necessary to provide health care to its employgesvorks with senior executives in the
health care and technology industries as well agmbas and government leaders to drive
the care, payment and data changes necessaryverdeiproved quality at a repeatedly
lower cost. Mr. DeVore represents Intel's viewthatPacific Business Group on Health,
the Oregon Coalition of Healthcare Purchasers woddregon Business Healthcare task
forces. He is a former alternate member of Healthtduman Services Secretary Mike
Leavitt’'s American Health Information Community (AE) and was an advisor to the
National Governor's Association State Alliancedétealth.

» Felisa Hagins— Political director for the Service Employeeseimational Union (SEIU)
Local 49, Ms. Hagins represents the largest unaiionally with more than two million
members and the largest union in Oregon with nmoaa 60,000 members. SEIU Local
49 represents more than 7,500 janitors and heafthworkers who work in the private
sector throughout Oregon.

» Carla McElvey, M.D— A pediatrician in private practice at the No&énd Medical
Center in Coos Bay, Dr. McElvey also is the immeal@ast president of the Oregon
Medical Association. Previously, she served as nadiirector for Doctors of the
Oregon Coast South, which managed the Oregon Heklthfor Coos County.

* Joe Robertson, M.D., M.B.A- President of Oregon Health & Science University
(OHSU), Oregon’s academic medical center, Dr. Risberholds a bachelor's degree
from Yale and an M.D. from the Indiana Universitgh8ol of Medicine. He completed
an ophthalmology residency at OHSU and fellowsmp®tina and vitreous disease and
surgery at OHSU and Devers Eye Institute, Legacgd=®amaritan Hospital. He has
served as the director of the Casey Eye Institu@#5U and as the chair for the
Department of Ophthalmology. Prior to becoming plest of OHSU, he served as dean
of the OHSU School of Medicine.

* Nita Werner, M.B.A— President/CFO of Ornelas Enterprises Inc. (d&f G contract
electronic manufacturing company located in HillshdMs. Werner brings the small
business perspective. She holds a bachelor's degageounting from Portland State
University and a master's degree in organizatidegelopment from Marylhurst
University.

The policy board played an integral role in theigotlesign and oversight of implementation of
the coordinated care model in Medicaid/CHIP. OHRBt lon the previous Oregon Health Fund
Board’s health reform design efforts in 2007-2008dvelop a comprehensive strategic plan,
titled “Oregon’s Action Plan for Health” in 2010 hich laid out specific strategies and next
steps for Oregon to achieve the three-part aim.bbaed also initiated work on the development
of Oregon’s Health Insurance Exchange. OHPB has hdeised by stakeholder groups
numbering more than 300 people who served on 20ritiees, subcommittees, work groups,
task forces and commissions in order to examinasglects of the health and health care system
transformation. More than 850 people attended @mmunity meetings across the state to
provide feedback to OHPB. Likewise, many organ@aiand groups, such as the Oregon
Health Leadership Council (which includes the majealth systems and commercial insurance
carriers in the state), and small businesses amadncmity groups provided extensive input. A
majority of the action items identified by OHPBlIa&t have been implemented or are in the
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process of being implemented, including the retgiisigislation. Notable among these are the
development of the coordinated care model, an@steblishment of Cover Oregon, Oregon’s
health insurance exchange.

As stated previously, on June 3, 2013, Governarhéiber directethe Oregon Health Policy to
take action to align health transformation impletagon activities across sectors. His letter
requests the development of recommendations fartstg and regulatory changes necessary to
ensure that Triple Aim goals are met, with a repaxtk to the Governor by December 2013
ahead of the next legislative session in Febru@fyt2Recommendations may include but are
not limited to:

» Strategies to mitigate cost shifting, reduce heiaklirance premiums and increase

overall transparency and accountability;

* Opportunities to enhance the Oregon Insurance Divisrate review process;

* Alignment of care model attributes within PEBB a@HBB contracts;

* Alignment of care model attributes within Cover Qua’s qualified health plans.

As the policy board tackles Governor Kitzhaber's/rbrective, it will apply the broad
stakeholder engagement strategies it has usee peat$t for input on extending and aligning the
coordinated care model across the delivery sysidém chair of the PEBB Board and the
executive director of Cover Oregon presented abtdeed’s June 3, 2013 meeting about
opportunities for alignment. A framework for recommaations will be developed over this
summer and fall as work groups are constitutedltivesss this assignment.

One of the OHPB work groups, the Coordinated Canelél Alignment workgroup, has been
meeting monthly through the fall of 2013. The wgrkup consists of two board members each
from PEBB, OEBB, and Cover Oregon. Their work hasrbfocused on understanding current
alignment with the coordinated care model acrostiyanizations, recognizing opportunities
for future alignment and proposing ideas that eilsure continued collaboration. Current efforts
towards alignment, as evidenced in contract languagn Request for Proposals (RFPs), have
been mapped as a baseline. A final report witbmmenendations will be presented to the OHPB
at the November 2013 board meeting. Please seendippk for current alignment, meeting
agendas and summaries from this work group.

Additionally, OHPB has established a joint comnatteith the state’s Early Learning Council
(ELC)? to make recommendations for alignment of earlyrie and health system
transformation. ELC recently adopted a statewided&rgarten Readiness Assessment that
launched in the fall of 2013. As kindergarten reads depends on both health and education
system innovations and processes, the Transform@gmter, OHA and ELC will collaborate
and test systems and supports that contributenttekgarten readiness. Effective strategies will
be shared jointly by OHA and ELC via learning cbbeatives, technical assistance, and the
Transformation Center’s Innovator Agents (see $adB, “Levers to enable action” for a
description of Innovator Agent roles). For examg@eggon’s Transformation Center, in

2 Early Learning Council (ELC), a 19-member Goverappointed committee responsible for assistingdhegon
Education Investment Board (OEIB) in overseeingidied system of early learning services for thepmse of
ensuring that children enter school ready to Iégrkindergarten. The Early Learning Council alsoses as the
state advisory council for the purpose of the fatlelead Start Act.
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partnership with ELC, will use SIM funds to suppcoimmunity-level learning collaboratives
that test innovative strategies for improving kirgheten readiness, particularly for low-income
residents through coordination of services acrd8®€and regionally based “Early Learning
Hubs.”

In addition, SB 436, which passed both legislatikambers in June 2013, requires that Oregon’s
Coordinated Care Organizations coordinate withelmy learning system and other education
partners in developing their community health nesst®essments and community health
improvement plans to further ensure optimal aligntietween the two systems.

Governance of the SIM project activities

The OHA Office for Oregon Health Policy and Resbgf@HPR) houses and supports the
management of the grant. OHPR Administrator and GHiwef Medical Officer Jeanene Smith,
M.D., is the SIM grant principal investigator andgle point of accountability to CMMI for the
SIM project. As the chief medical officer for OH#jth more than a decade of experience
working in health policy design in Oregon, Dr. Smitrings knowledge and expertise in the
development and initial implementation of the caoated care model to this project. Working in
partnership with the Transformation Center andlitsctor of Clinical Systems Improvement
and other OHA clinical staff, Dr. Smith and Dr. @bérg will ensure that Oregon’s providers
and health systems are partners in innovation hadrgy of best practices across the delivery
system.

Along with one of the Governor’s two health advisand OHA'’s chief financial officer, Dr.
Smith also serves on the state PEBB as it addrédssepread of the model for state employees.
She has worked during the past 11 years with thadrepresentation of health care
stakeholders involved with the Oregon Health Camelify Corporation (Q Corp) Board of
Directors. Q Corp is a Robert Wood Johnson Fouaddi®RWJF) Aligning Forces for Quality
grantee and a multi-payer, multi-health systema@msumer-focused nonprofit that has worked
on quality reporting and transparency across Orsgielivery system, and is a key partner on
several of the SIM grant activities.

Dr. Smith has extensive experience managing compigects and grants, and will be
responsible for ensuring that the project is megtive scope, budget and timelines agreed to
with CMMI. She will report to the Director of OHAnd the OHA chief of policy on project
progress and/or issues. A dedicated grants manareeaen, led by Project Manager Beth
Crane, EMPA reports directly to Dr. Smith, and wilhnage all administrative aspects of the
project, ensuring that OHA cooperates with CMMI ntoring plans and that reports, data and
other information requested by CMMI are submittea timely manner to allow for the
evaluation of the project results.

To monitor and make decisions, governance of tMe[B8bject activities includes executive
sponsorship by OHA chief of policy Tina Edlund, lwa Lean Project Management leadership
team, the SIM Steering Committee. This leaderskaot meets at least monthly through the six-
month implementation period, and will meet at lepsrterly thereafter. The team will include
Ms. Edlund and Dr. Smith as well as executive regméatives from Medicaid, the Oregon
Transformation Center, the director of Accountapidind Quality, and the Office of Health
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Analytics. The tasks described in the project plelhbe the responsibility of lead staff for each
major area of work. The project manager will worikhwead staff and will report to the
leadership team on status, issues and risks, dssvedise decisions impacting budget, timelines,
or scope. The principal investigator will provideagular updates to the OHA Cabinet and the
Oregon Health Policy Board. See Appendix C forleestatic of Oregon’s SIM governance
structure.

Mechanisms to coordinate private and public efforts

The Oregon Transformation Center, which is orgdiorally housed within the Oregon Health
Authority, was created and designed to drive aqgbst health system transformation and the
extension of the coordinated care model acrosstitiee health care delivery system in Oregon.
The center’s executive director directly reportshi® OHA chief of policy and works closely
with the principal investigator, Dr. Smith. The tenand its director will staff a Transformation
Steering Council, made up of representatives fr@@®€, PEBB, Cover Oregon, commercial
health plans, health systems, and providers. Thaabwill advise OHA and the
Transformation Center on the implementation ofdberdinated care model and inform and
assist in the model’s acceleration and spread Oregon Transformation Center serves as a
central hub around which public and private efftottest key model elements will be
coordinated.

Thanks to support from Oregon’s SIM grant, the @reglealth Authority (OHA) and the
Oregon Health Leadership Council (OHLC), convenasérées of meetings July to September
2013 that brought together payers and other keym@a from around the state to develop
consensus-based strategies to support primaryhoanes in Oregon, facilitated and supported
by the Center for Evidence-based Policy. To thib, @broad coalition of Oregon’s major public
and commercial payers, professional associatiodgeoviders has reached a pioneering
agreement to coordinate their efforts to suppanmary care homes in Oregon. They have agreed
to:

1. Use a common definition of primary care homeaslamels of coordination, based on the
State’s PCPCH program.

2. Based on that definition, payers have agreguideide payment models to practices in
their network that are based on PCPCH patrticipaimhincreasing levels of patient
centered, coordinated care.

3. Utilize a common set of core metrics to meaguogress toward achieving outcomes.

4. Find additional opportunities for meaningfullebloration that will support the long term
sustainability of primary care homes.

SIM funding was instrumental in bringing togethirod Oregon’s major commercial and public
payers with Oregon’s primary care specialty orgatins and providers by supporting the
facilitation of this group. The participating orgaations involved in the primary care strategy to
be signed in November 2013 included:

* Aetna

e Care Oregon (partner in 5 CCOs)

» Childhood Health Associates of Salem

+ CIGNA
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» First Choice Health

» Grants Pass Clinic

* Health Net of Oregon

* HealthShare (a Medicaid CCO)

» Kaiser Permanente

* LifeWise

* Moda Health

* Oregon Academy of Family Physicians

* Oregon Association of Hospitals and Health Systems
» Oregon Health Alliance

* Oregon Health Authority

* Oregon Health Leadership Council (OHLC)
* Oregon Medical Association

* Oregon Nurses Association

* Oregon Pediatric Society

» PacificSource Health Plans

* Providence Health & Services

* Regence Blue Cross Blue Shield of Oregon
» Tuality Health Alliance

* Umpqua Health Alliance (a Medicaid CCO)

This means that nearly all commercial and publigepsin Oregon will offer structured

payments to support patient-centered primary caneds. Payers will establish the amount and
type of payment with the providers in their netwsorks purchasers, PEBB, OEBB and

Medicaid are also aligning with this agreement tigfotheir contracting processes. The Oregon
Health Authority and the OHLC have agreed to boidthis momentum and convene broad
payment reform discussions in 2014. Please seerilpp8B for the agendas, minutes and straw
proposal this process produced.

Oregon’s SIM activities include multiple other exales of multi-stakeholder collaboration. As
we start into Test Year 1, an innovative examplerd of our public-private partnerships is the
housing with services project supported by SIM fuad well as other funding streams. Similar
to some efforts in Vermont, the grant to Cedar Simastablish this programing has been
executed and activities are underway to align $seivices with long term care. Please see
Appendix V, for the contract between OHA and Césiaai, on behalf of the consortia working
to develop this promising pilot project.

Coordinating the transformation of Medicaid/CHIP

For Medicaid/CHIP transformation, each of the C@©Oassigned an Innovator Agent (IA) who
acts as a change agent. Currently, each 1A sesraglaect link between a Medicaid CCO and
OHA, coordinating with internal operations of eastd supporting the implementation of the
CCO transformation plans. They provide suppoth&oCCOs to develop strategies for quality
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improvement and the adoption of innovations in canel they work with both CCOs and their
Community Advisory Councils to gauge the impacheélth systems transformation on
community health needs. The SIM grant is enablmegTransformation Center to provide the
resources IAs need to connect communities, prosided CCOS to build a robust learning
network.

Additionally, OHA staff meets monthly with CCO medl directors and quality improvement
directors to share progress and opportunitiesnfoovation both in the health care delivery
system and within OHA. Please see Appendix T foaitezl information about this and other
learning collaboratives. Since the SIM grant waaraled, the Transformation Center’s director
and key OHA leadership team members have condlisteding sessions around the state with
the executive leadership and managers of 15 CC@ainoa better understanding of the leading
CCO concerns as local communities are beginnirggttansformation. Each CCO has a distinct
set of needs and priorities and the input gathdteithg the individual visits helped in designing
the shape and structure of the Transformation Cehtedate, areas of discussion have focused
on approaches to learning collaboratives, needpdrége in areas such as alternative payment
approaches between the CCOs and their provideronetwrovider and patient communication
needs, discussion of a statewide Health Informaliechnology/ Health Insurance Exchange
framework, and data analytic needs (especiallfheg telate to the incentive metrics and the
CCOs transformation goals.)

Sharing strategies on payment reform

In April 2013, the Oregon Health Authority, in calfloration with a national payment reform
expert, convened an initial discussion with CCQOd rvate payer stakeholders. The
conversation centered around potential strategiesrfsuring CCO success, the process to
design and implement successful payment reformd$astering dialog with community leaders
to identify opportunities for early wins, potenti@rriers and areas of overlap and distinction
between private payers and Medicare. This work eafitinue over the SIM project period,
through the Transformation Center to convene paypeoviders and other stakeholders around
alternative payment approaches spread across liiergiesystem for primary care, specialty
care and hospital care.

There are several private, federal and state iiviéa in Oregon directed at supporting adoption
of the primary care home model, but to date Oregorerarching multi-payer strategy for
broader implementation and sustainability of priyneare homes is under development. As
noted above, the Oregon Health Authority partneviéd Oregon’s major health plans, systems,
hospitals, provider groups, and the Oregon Headtddership Council to hold a series of multi-
payer meetings through the Transformation Centilifated by the Oregon Center for
Evidence-based Policy, the attendees developeabtedtrategies for coordinated, sustainable
support of patient-centered primary care homes (H)Rn Oregon. Please see Appendix BB
for meeting agendas, minutes and the draft strapwqwal. Please see Appendix BB for meeting
agendas, minutes and the draft straw proposal.iSlairitical next step for Oregon for
sustaining primary care through payment reform afage the end of the recent ACA-supported
Health Home enhanced payments scheduled to sumSepiember 2013. Please see Section G
of our SIM Operational Plan for more detailed imh@tion about multi-payer strategies.
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Payment reform strategies also are being develapddested within a subset of Oregon
Federally Qualified Health Centers (FQHCs). ThroadgBtate Plan Amendment (SPA)
submission to CMS for alternative payments, Orag@aying pilot clinics on a per-member,
per-month (PMPM) basis instead of on a per-vissidéor individuals on the Oregon Health
Plan. This divorces the payment from the doctait,w¢hich frees the FQHC to implement new
and innovative ways to engage and manage patiemesgoal is to help clinics recruit and retain
doctors more easily by allowing for higher qualiynger clinic visits with patients. Since March
2013, four large FQHC clinics have begun using dftisrnative payment methodology (APM)
for medical patients only (not dental or mentalltiem this first phase). The first quarterly
dataset will soon be available for analysis, whighassess: (1) how the APM payment
compares with the payment clinics would have remdihrough the Prospective Payment
System (PPS); (2) the volume of non-billable “toeghthat were captured; and (3) quality
measures, access measures, and satisfaction ofereanid providers for the pilot clinics and
their patients. At the conclusion of the first yaaanalysis shows that clinics were paid
similarly or greater on APM as compared to PPS,thatiquality, access, and satisfaction
remained flat or improved, then the model can paiby be spread to other clinics, and mental
health and dental care could begin integrating ihécAPM.

Oregon also has established an exploratory stattehptocess that will result in a report to the
Centers for Medicare &Medicaid Services (CMS) relgay the opportunities and barriers to
integration of Medicaid-funded long-term care (LTi@p Coordinated Care Organization
(CCO) global budgetsThis CMS/LTC/CCO stakeholder work group is schedub collaborate
monthly (the first meeting took place May 1, 20IR)e group consists of a broad base of
stakeholders and currently is working to develofeptial models for integration and specific
evaluation, measurement, and metrics for enhanoed mation.

In addition, OHA is working with the Oregon Assdma of Hospitals and Health Systems
(OAHHS) Small and Rural Hospital Committee (SRChjah has established the Rural Health
Reform Initiative (RHRI) to prepare Oregon’s 32 éyp/B* hospitals for transformational
changes brought on by health reforms and marketggsa These small rural hospitals currently
receive cost-based payments that may not aligntivélgoals of health system transformation.
The goal of this work is to examine alternativerpayt and delivery models and to coordinate
with both federal and state leaders to developtigoisi not only in support of the financial
sustainability of small rural hospitals, but al§dre coordinated care model.

Finally, to further align with the goals of the edmated care model, the Oregon Association of
Hospitals and Health Systems has proposed a 1%\ygualentive pool in Medicaid for
Diagnosis Related Group (DRG) hospitals in theedtaunds in the proposed incentive pool
would be awarded according to achievement of ouésdmetrics designed to align with the
coordinated care model. This initiative requiresaarendment to Oregon’s Medicaid 1115
demonstration waiver, which has been submitted.

% Long-term care services and supports were ledislgtexcluded from CCO global budget in HB 326@ 88
1580, the legislation that created CCOs.

* Type A and B hospitals are small, rural hospitié receive cost-based reimbursement by Medica@regon.

Many are also designated as Critical Access Hdsi@AH) by Medicare.

®> DRG hospitals in Oregon are primarily large haalgitn urban centers. Twenty-six of Oregon’s 58ditass are
DRG hospitals. The state also recognizes hospitighsfewer than 51 beds as type A or B hospitadépehding on
their distance from other acute inpatient carelifees.
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All of the current work is consistent with prinagsl for payment reform articulated by the
OHPB'’s Incentives and Outcomes Committee in 20XDiacluded in the OHPB’s Action Plan
for Health. Current payment reform initiatives alsold on the foundation established by the
Incentives and Outcomes Committee’s recommendatkorsexample, the committee
recommended standardizing payment methodologidsdgpital and ambulatory surgical centers
(ASCs) to improve transparency, reduce adminisgatosts, and to provide a foundation for
aligning incentives in the future. This recommeiatatesulted in legislation (SB 204, 2011) that
required the state to develop and implement a atdimbd payment methodology for hospital
and ASCs. A work group met three times in late 281d made recommendations on
standardized payments. The methodology has bedenmepted in most parts of the state.

Expanding the model beyond the Medicaid population

The Governor’s vision and Oregon’s SIM grant geabi spread the coordinated care model
across the state. A high-level visual depictinggdrés ambitious goals and timeframe for model
alignment across sectors can be found in Appendix D

The Transformation Center will continue to worksety with CCOs throughout the SIM project
period, but will extend its services and suppartthe rest of the market from the beginning,
involving providers and delivery system partnergdmel the CCOs. The CCO efforts touch
almost 80% of providers in Oregon who see Medipaitients. The center will work closely with
and build upon the foundation started by the Patéantered Primary Care Institute (PCPCI),
which was launched in late 2012 to provide tecHrsagport for transformation to practices
statewide to succeed at becoming primary care hameésneeting the state’s Patient Centered
Primary Care Home standards. The Patient Centeredhf Care Institute (PCPCI) is working
“hands on” with 25 practices in a focused learréotjaborative but also offers technical
assistance webinars and other learning opportsrfitieall practices across the state. Topics so
far have included best practices for coordinated ptanning; shared decision making and
strategies to increase adherence to care plangrgadjing patients and families as practice
advisors. The Institute and the Transformation €eate working together to continue and
spread clinic-level technical assistance and sparfrbest practices, as the center works with
payers and others to sustain primary care, a dra@mponent of the coordinated care model.

In the spring of 2014, the Transformation Centdl agpoint a multi-payer steering committee
to guide the work of the center and act as chanspodthe spread of the Coordinated Care
Model across systems and payers. The Transform@gorer has hired a director of Clinical
Innovation, who will reach out to clinicians, Pati€Centered Primary Care Homes, provider
associations, and others to help shape the cestaisal transformation agenda and supports.
Approaches for high utilizers and strategies faitradsing patients with opiate addiction are
potential topics for early work. The director aisil convene a Council of Clinical Innovators,
who, along with the medical directors of the CC@d the commercial health plans, will serve
as advisors and champions for the implementatidegfinnovations in the delivery and
coordination of care. To further extend transfoiorgtthe council will build upon strong
partnerships created during the development ofdloedinated care model with the Oregon
Medical Association, the Oregon Association of Htadp and Health Systems, the Oregon
Academy of Family Physicians and the Oregon Nufss®ciation, among others.
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The PEBB Board also conducted listening sessionsiderstand beneficiaries’ interests and
concerns in the lead up to development of the PRBB for the 2015 benefit year. Continued
stakeholder engagement is ongoing through PEBB&udsions and regular public meetings.
Initial discussion of spread of the model begadune at the Oregon Health Policy Board, which
included overview of initial alignment of the coardted care model with Cover Oregon, PEBB
and Oregon educators in the SIM testing years sBlsae Appendix U for the RFP and
supporting documents for the PEBB 2015 benefit.year

The Transformation Center is instrumental in buigdon our existing multi-payer efforts and in
creating learning systems to accelerate innovatiahthe spread of the model across all payers.
Advancing the date of that tipping point of spreadihe coordinated care model across markets
and populations will ensure widespread and sudtl@nmprovements in health status, enhanced
patient experience and lower per capita cost trends

The state has been working with stakeholders armehg health and health care since 2007,
when the Oregon Health Fund Board began its woglguRar communication with stakeholders
was essential after passage of legislation thatehdive coordinated care model forward for
Medicaid participants in 2011 and 2012. These &ffimcluded: (1) Oregon Health Policy Board
(OHPB) meetings, work groups, and public comme2jtitie OHPB’s targeted expert and
stakeholder work groups (more than 130 participaf® OHA’s Health System Transformation
Community Meetings (more than 1,000 participantghtecities); (4) tribal consultations with

the nine federally recognized tribes in Oregon;R6PCH development stakeholder groups; and
(6) individual staff engagement with advisory coils)committees and other stakeholders to
gain input and feedback throughout the processtellvere more than 76 public meetings
leading up to the development of the overall CC@lamentation proposal and almost 350 key
stakeholders and experts gave hours of their tinelp build and refine the coordinated care
model. These extensive, inclusive efforts will goné as part of the extension of the coordinated
model of care to all payers. With the funding tigh the SIM, Oregon intends to maintain this
level of public and stakeholder engagement throughl of the SIM activities as the

coordinated care model is spread. Please see S€xtiour Communications Management Plan
and our revised Stakeholder Engagement plan (Appé&)dfor additional information.

Legislative and other authority necessary for tranformation and SIM activities

Oregon has fully integrated or aligned its plantradsformation with existing legislative and
executive authority. As outlined in Oregon's Heeadtle Innovation Plan (see Appendix P),
transformation in Oregon is the synthesis of tliteeuments, four major pieces of legislation, an
approved 1115(a) waiver renewal and amendmentaarehdments to the Medicaid State Plan.
These documents demonstrate Oregon’s focus orgrardying design for, health system
transformation from 2007 through 2012:

Key documents
* Oregon Health Fund Board Repe#t Aim High: Building a Healthy OreggmNovember
2008;
* Oregon Health Policy Board- Oregon’s Action Plan for Healtibecember 2010;
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» Oregon Health Policy Board- Coordinated Care Organizations Implementation Plan
ProposalJanuary 2012.

Enabling legislation

» HB 2009 (2009 legislative sessio@reated the Oregon Health Authority (OHA, Patient
Centered Primary Care Home (PCPCH) program, Orefgatth Policy Board (OHPB),
directed creation of a plan for an Oregon Healdutance Exchange, created the Health
Information Technology Oversight Council (HITOCEgdith care workforce initiatives
and created an all-payer, all-claims database (APAC

» HB 3650 (2011 legislative sessiol)irected OHPB to create an implementation plan fo
health system transformation using Coordinated Caganizations as a vehicle in
Medicaid, to create a business plan for the Hdakbrance Exchange, and to develop a
plan for spreading this model to the Public Empésyé3enefit Board (PEBB).

» SB99 (2011 legislative sessioMjarked legislative approval for the creation dfi@alth
Insurance Exchange as a public corporation.

» SB1580 (2012 legislative sessioWarked legislative approval for the creation €@s.

Waiver and State Plan Amendment Requirements

» Section 1115(a) Waiver Renewal and Amendm8aobmitted March 1, 2012,
approved July 5, 2012.

» ACA Section 2703 State Plan Amendment: Approvedatife Oct. 1, 2011.

* Non-traditional health care worker State Plan Anmeedt Temporarily adopted until
August 2, 2013, while permanent rules are drafietheNTHW Steering Committee

» SB 436 (2013 legislative session): Requires eac® @Ccoordinate and align with
school-based health centers in developing a contgnbaalth needs assessment and a
corresponding community health improvement fpecember 1, 2017.

Adoption of the coordinated care model for the Madi population is under way with

legislative authorization in place and federal veaiguthorities approved, and 15 CCOs
operational. (See Appendix F for a brief profileeaich CCO.) Oregon is confident that this
model will achieve cost savings and has commiitetthé federal government to reduce the
growth trend in per capita Medicaid expenditureIpercentage points through implementation
of its health care innovation plan (see Appendix P)

Since the plan and application were provided to AMadditional work has been under way
during the 2013 legislative session that concludellily. New legislation includes:

» HB 2279allows local government entities to join PEBB dEEBB, potentially expanding
the reach of Oregon’s SIM activities.

 HB 2118requires Cover Oregon to establish a health pleatity metrics work group,
with representation from the Oregon Health Authlyosihd PEBB, among other
organizations, to make recommendations on apptegnalth outcomes and quality
measures for Qualified Health Plans (QHPs) by Mai42

» HB 2216directs OHA to establish a hospital performancériceecommittee, with
representation from hospitals, CCOs, and performameasurement experts. The group
will recommend three to five quality measures agldted benchmarks to be used to
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reward hospitals for their performance and disteldunds from the hospital 1% quality
incentive pool described above isharing strategies on payment refofm

» HB 2013specifies that OHA and Oregon’s Early Learning @olushall work
collaboratively with CCOs to develop performancenms for prenatal care, delivery and
infant care that align with early learning outcomes

» HB 2859establishes a work group to identify strategiesié@ningfully engage Oregon
Medicaid patients in their health care, and tqpseameters for a grant program that
would support CCO pilot projects focused on patergagement and responsibility.

» SB 604directs OHA to create a statewide database fdttheare provider credentialing.
Related bills direct OHA to establish credentialstgndards for telemedicine and to
update credentialing review of mental health prexéd Reducing administrative burdens
for providers and removing waste in the system -thase bills aim to do — is part of
Oregon’s transformation strategy.

As mentioned above, the Governor’s June 2013 l&it&HPB mandates continued work to
spread the coordinated care model (in alignmerit thie high-level timeline for evolution of
coordinated care models in Appendix D). The ledtks for recommendations regarding
legislation or any other authorities to drive deti system transformation. That report will be
shared with CMMI by the end of 2013.

Section B Coordination with Other CMS, HHS, and Federal or Local Initiatives

In Oregon, there are many CMS, HHS, CMMI and ofkderal initiatives that are already under
way. Tying these initiatives into the work beinghdahrough SIM is a vital alignment that
supports a more efficient, sustainable, and untfiealth care system. Coordination occurs
through direction and guidance from advisory corntees, public-private partnerships, the
Governor’s Office, and the Oregon Legislaturesajpported by the Oregon Health Authority.
See Appendix G for a visual representation of cotioes between key stakeholders for health
systems transformation in Oregon.

Medicaid demonstration

CMS approved Oregon’s 1115 Medicaid demonstratiaiver on July 5, 2012, and the final
Special Terms and Conditions on Dec. 18, 2012. Tlli& waiver supports the first, or pilot,
stage of a strategic implementation of the cootdth@are model. This first stage rolls out the
coordinated care model in the Medicaid/CHIP popaitathrough integrated service delivery
provided by 15 Coordinated Care Organizations,isgmore than 650,000 low-income
Oregonians (and an estimated additional 240,000ynelgible in 2014). While the coordinated
care model is optional for those dually eligiblppeoximately 55% are enrolled fully in CCOs
and upcoming SIM activities will focus on alignmémtween Medicaid and Medicare for those
who are dually eligible. The coordinated care maniebrporates a number of design elements
that are the focus of other federal initiatives @rdgon is an active participant in several of
them. Participation in these initiatives, includihgse focused on population health through the
CDC, and behavioral health integration efforts iy Eubstance Abuse and Mental Health
Services Administration (SAMHSA) and the Health &ases and Services Administration
(HRSA), builds additional momentum for transforroatin Oregon’s health system and will
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enhance the spread of the coordinated care modaiovding infrastructure for reform and
generating evidence about best practices. In masgs; federal opportunities will directly
support spread of coordinated care elements ahthael to new payers or environments. OHA
oversees implementation of many of these projeadsnall coordinate them with SIM-supported
activities to promote alignment and avoid redungaarad waste. In addition, since 74% of
Oregon providers see Medicaid/CHIP enrollees, &fftar fulfill our waiver obligations through
the CCOs will echo throughout the delivery system further support extension of the model
across all payers.

Federal primary care initiatives: Health Homes andComprehensive Primary Care
Oregon’sMedicaid Health Home ACA Section 2703 progrejust wrapping up but was
integrated and aligned with the state’s Patientt€rexd Primary Care Home (PCPCH)
recognition program. Participating health homeictirhad to be recognized as primary care
homes, and service provision is aligned withdtege's PCPCH standards recognition criteria
Oregon’s Medicaid program also currently partiogsaih theComprehensive Primary Care
Initiative as a public payer, convener, and collaborativenpain this multi-payer federal
initiative. For example, the OHA-facilitated agremmhamong Oregon’s participating payers
uses the state PCPCH recognition criteria as dreggant for the 67 participating CPCI primary
care practices in Oregon. Current multi-payer dismns, funded by SIM, have discussed how
the CPCI approach to paying collaboratively fonmary care should be considered as they have
developed their straw proposal multi-payer stratgyupport primary care. Getting the
investment to the practices and aligning accoulitigisi has been very successful in CPCI
clinics, and payers want to build upon that modédiglp them understand the return on the
investment as they work with businesses, and aclauge that having Medicare at the table is
vital to gain provider support for change.

OHA partnered with the regionblorthwest Health Foundaticon a variety of health system
transformation efforts throughout the developmérnhe coordinated care model, including
establishing # CPCH Implementation Task Foraehich led to the development and public-
private funding of OregonBatient-Centered Primary Care Instit(R&CPCI). Initiated under
Oregon's HRSA State Health Access Planning gratht @antinued funding through the SIM
grant, PCPCI serves as practice-level technicadtasse to further the PCPCH model adoption.
OHA is coordinating with local non-federally fundsthte initiatives through the PCPCI's multi-
stakeholdeExpert Oversight Panaind its Technical Assistance Learning Networkiaupg
composed of technical assistance experts workingaaonus initiatives throughout the state,
which includes representation from academic cenpenislic health, health plans, hospitals, and
community-based organizations. Through a seriegetinars, toolkits and hands-on expertise in
best practices, it has been aiding the adoptiatheoPCPCH model across clinics, which aligns
with the requirements of the CCOs in Medicaid aodtiactual requirements already under way
in current contracts with PEBB health plans to @ase access to PCPCHSs across their provider
networks.

With the new Transformation Center, the PCPClgsitecal resource possible through SIM
funding into the test years to aid Oregon to misegoal of giving 75% of Oregonians access to a
primary care home by 2016. The PCPCI, in partnprelith the OHA Transformation Center, is
just completing a multi-stakeholder engagementgsedo develop its strategies for how best to
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assist practices going forward to meet these gP&l®.Cl is housed in Oregon’s multi-
stakeholder supported Quality Corporation whichdlaged payers, health systems and
providers, and consumers around quality measureaseatRWJIF-funded Aligning Forces for
Quiality grantee for the past decade and is welitipogd and experienced to bring both public
and private stakeholders together to implemenstasable strategic plan to expand its
technical assistance and resources to a broadef gectices across the years of the SIM grant
and beyond. This is a critical resource to helmpary care providers be successful at adopting
and expanding the primary care home model, a etalponent to Oregon’s coordinated care
model. It's first year work could only include 26the 50 clinics who applied for technical
assistance, “hands on” at the clinical site duigstbmited startup funding under another federal
grant, though it did reach hundreds more providestheir staffs via their tool kits and
webinars. SIM funding makes it possible for furttfesinds on” technical assistance directly to
more sites each year and continued tools and irg#om via its website and webinars to
providers and their clinical staffs. This is invalle to aid change management and to succeed at
delivery system reform.

Other federal initiatives
Some of the other initiatives that closely aligthaand will help to advance the coordinated care
model include:

* The Partnership for Patients: The program is aipydsivate CMS initiative to test
different models for improving patient care andgratengagement in order to reduce
hospital-acquired conditions and to improve caaagitions in hospitals nationwide; 79
groups in Oregon have signed tartnership Pledge

» The Safety Net Medical Home Initiativ€his initiative is a Commonwealth
Fund/Qualis/MacColl grant to transition Federallyalified Health Centers (FQHCSs)
into patient-centered medical homes. The Oregamd?i Care Association, Care
Oregon and the Oregon Rural Practice-based ResHatelork have partnered on this
initiative and serve as a Regional Coordinatingt@efor the initiative. Lessons are
being shared about this initiative through the érdtCentered Primary Care Institute.

» Safety Net APMs: An approved SPA submission to GMSlternative payments for a
pilot group of FQHCs in Oregon, where four clinazge being paid through a per-
member, per-month basis in order to divorce thermat from the doctor visit, freeing
the FQHC to implement new and innovative ways age and manage patients and
recruit and retain doctors.

* Long-term Support Services (LTSS) initiatives: Ténexlude expansion of the Money
Follows the Person program.

» Federal housing grant application: OHA is collabiogaon a federal 811 housing grant
application after building a sustainable partngr$br housing care with Oregon Housing
and Community Services through the CMS Real Ch8iystems Change grant program.

* Investment in HIT: Extensive investment in HIT thgh ONC/HHS, which will allow
for the secure use and sharing of patient medézalrds electronically to maximize care
coordination. Further detail is available in Seeti® of our SIM Operational Plan, and
Appendix AA.

* Rate review grant funding application: An applioatfor Cycle Il CCIIO rate review
grant funding, which will expand on the succesd&syele | and Il by supporting further
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health insurance rate review processes, and exgaokthe health care pricing data that
is collected, analyzed and displayed as part ofdteereview activities.

» CDC grant: Oregon recently received both basicemtthnced funding under the CDC'’s
State Public Health Actions to Prevent and Coridiabetes, Heart Disease, Obesity and
Associated Risk Factors and Promote School Hegdthtg

When Oregon’s SIM application was originally suldedt, a decision had not been made on
whether to continue to pursue a CMS financial ahgnt demonstration to blend
Medicare/Medicaid payments for dually eligible Goa@ns, through a three-way contract
between the state, CMS, and our CCOs. In Octob¥2,20regon decided not to pursue the
demonstration, due to concerns that the blendedheatyrates would be insufficient for CCOs to
voluntarily participate in the demonstration, calesing Oregon’s high penetration of Medicare
Advantage plans in the state. Many of the CCO® Itdnse ties to those plans in their own
partnering organizations. Oregon staff worked @psvith a small group of CCO
representatives and CMS to estimate the finaneiphct of the demonstration rates and found
that several factors specific to Oregon combinehée the rates unworkable for our CCOs.

In lieu of a financial alignment demonstrationg@on is exploring more incremental
approaches to improving quality and outcomes fallgieligible Oregonians. The state will
work with CMMI and the Medicare Medicaid CoordirmatiOffice (MMCO) to develop
improved and integrated materials for dually eligiimdividuals enrolled in CCOs and affiliated
Medicare Advantage plans (both SNP and non-SNRspl&veraging the CMMI authority to
waive the paperwork reduction act. Oregon alsbwwokk with CMMI/MMCO on improved
alignments in other areas not requiring any forwalers. In our next iteration of the
Operational Plan due in October, we will providerenmformation about our alignment work to
date.

SIM funding is fueling this work. In July, 2013, @Hhired a Medicare/Medicaid Analyst,
funded by the SIM grant, to further initiatives miiéied in the agency’s high-level work

plan. Building on the work done to date under trevjpus Duals planning effort, and ongoing
efforts on Medicaid and Medicare alignment, havimgused staff will ensure Oregon will
continue to progress to integrate the coordinaéed model for dually eligible Oregonians.

In addition to improving and integrating materigds dually eligible individuals, initiatives
identified in the work plan for implementation i024 and beyond include, but are not limited
to, working with CMS to:

» Develop integrated appeals notices for individesiolled in aligned Medicare/Medicaid
plans;

» Improve information on appeals rights and procefseisdividuals who are dually
eligible;

» Develop templates for integrated and streamlinead pummary information for enrollees
and potential enrollees that could be used by plal&ntities for outreach; and

» Develop limited standard text for CCO handbookderelop a template for a brief insert
clarifying and addressing topics specific to indivals who are dully eligible.

Additionally, the Medicare/Medicaid Analyst, in tathoration with identified partners, will
examine barriers to enroliment in aligned plansdieally eligible individuals and analyze
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integrated Medicare/Medicaid data to help undetstdraracteristics of individuals utilizing
original Medicare and identify potential barrieecsGCO enrollment. The Medicare/Medicaid
Analyst will begin collaboration with Senior Healitsurance Benefits Assistance (SHIBA) and
Aging and People with Disabilities (APD) to devekoaining and other supporting materials for
caseworkers and benefit counselors to ensure twspyn of accurate information to dually
eligible individuals and encourage aligned enrotimerhe Medicare/Medicaid Analyst also will
continue work with DHS around identifying and impienting mechanisms for shared
accountability between CCOs and LTSS, includingosupprovided to CCOs and LTC offices
during revisions of their memoranda of understagdin

State and local non-federally funded initiatives

Commercial health plan integration and communicatio

Many of the commercial health plans are alreadyriass partners with the state — offering
coverage options for the Medicaid population otestamployees. We envision that there will be
a tipping point for transformation of Oregon's tlealare system when the coordinated care
model’s delivery system and payment innovationsagphbeyond Medicaid beneficiaries and
state employees to more of the Medicare and comah@apulations to create a truly
transformed system. This spread of transformatidirhelp to ensure that Oregon’s delivery
system and health care workforce is coordinatedready for the new expansions of Medicaid
and the Health Insurance Exchange, and will hefuencosts remain sustainable over time.

Oregon’s insurance marketplace is concentrateddrapetitive, with seven major commercial
domestic carriers accounting for 90% of the totahmercial markel. Four of these are already
engaged in the coordinated care model and its dffrean Medicaid/CHIP, to PEBB and
Medicare Advantage. Additionally, it is anticipatindit these same plans will be offering
products on the health insurance exchange, Cowsgddr The synergy of these close linkages
between payers of the target populations will beaeeed by the activities of the Transformation
Center to bring these Medicaid/CHIP participatiteng and other commercial plans together
with Oregon’s clinical providers and health systeamachieve payment reform at the clinical
level. Oregon expects to start that work earlyhim grant period.

The Oregon Health Leadership Council (OHLC) israpartant venue for collaboration and
communication with the commercial market. The OH&@ collaborative organization working
to develop approaches to reduce the rate of inen@asealth care costs and premiums so health
care and insurance are more affordable. Forme@08 2t the request of the Oregon business
community, the council brings together health pldspitals and physicians to identify and act
on cost-saving solutions that maximize efficien@ad quality. With strong participation from
OHA staff (including the OHA Director, who is a aozll member), the OHLC has convened a
number of work groups over the past several y@adevelop and act on recommendations in
four key areas:
» Payment and reimbursement reform: This work hassed on appropriate payment for
medical homes and bundled payments for definedcgev
» Evidence-based best practices: OHLC was a key actoeating a community standard
for reducing elective deliveries before 39 week®megon. More recently, the council

5 Seewww.cbs.state.or.us/ins/health report/3458-headihort-2012.pdf
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work group launched a new pilot program to addtiessnanagement of acute low back
pain that offers access to physical therapy withvo business days. They also have been
discussing standards of care for opiate prescritoigduce their inappropriate use.
Value-based benefits: Several OHLC members areindgfdenefits on the basis of three
tiers, a framework similar to a model developedXyA staff and stakeholders in 2007
and 2008 as part of the Oregon Health Fund Boardess that ties cost sharing to best
evidence and prioritization of utilization of sergs.

Administrative simplification: The OHLC has collatated closely with OHA on
developing an Oregon companion guide to standaedexdronic data transactions
(starting with claims submissions and remittanaese state and adopted a best
practices recommendation for prior authorizatidige council also has been the venue
for exploratory conversations around common credimg; their past work and
continued input will be invaluable as Oregon waxkslevelop a statewide credentialing
database as mandated by SB 604 (2013).

Some specific strategies that OHA is employingrtsuee close alignment with commercial
payers include:

Purchasing and regulatory leverRFPs for next contracts for state employee cowerag
Oregon educators coverage and next versions ofif@daHealth Plans in Oregon’s
exchange and in the commercial marketplace thdtragnto incorporate key elements of
the coordinated care model.

Innovation and spreading best practicd$ie Oregon Transformation Center, which is
envisioned as the state’s hub, or integrator,rfoovation and improvement, and is a key
mechanism for implementing the coordinated careehsdccessfully and rapidly across
all markets.

Supporting and sustaining primary cai®regon’s Patient Centered Primary Care Home
(PCPCH) standards serve as a core around which ofdhg coordinated care model
elements are built, and recent multi-payer discusswill tie payment reform for

primary care to the PCPCH recognition and accolilittab

Emergency Department Information Exchange (EDHDIE is a solution to exchange
information among EDs to identify frequent userd areate care plans to help those
frequent ED utilizers to determine if there is arenappropriate care setting. SIM
carryover funds for EDIE would be granted to thel@Hwhich would then add
contributions from their organization and membexrsvall as the hospitals to procure and
implement the EDIE solution. The total amount @& grant would be $250,000 assuming
that OHLC meets all three (3) milestones. Progreskate reflects active engagement by
the OHLC with high likelihood to secure adequatdipgation and funding from the
state’s hospitals.

Alignment with reforms in Oregon’s educational eyst

As mentioned in Section A, the opportunity to allggalth and education system reform in
Oregon can dramatically contribute to short- amdyleerm improvements in health outcomes for
children. The Governor has prioritized the goalioiversal kindergarten readiness among
Oregon children, which depends on both health alodagion system innovations and processes.
Oregon’s Early Learning Council recently adoptedfaedewide Kindergarten Readiness
Assessment that will be broadly implemented infétleof 2013. The CMMI grant provides the
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opportunity to test systems and supports that & to kindergarten readiness and to
disseminate effective strategies.

The Oregon Health Authority (via the Transformat@aenter) will partner with the Early
Learning Council (ELC) to test innovative delivenpdels and payment innovations that result
in improved kindergarten readiness, such as coatidim of services across health care and
education and mutually accountable payments. &¥festrategies will be disseminated jointly
by OHA and ELC so that they spread to benefit itheutation statewide. OHA will disseminate
promising innovations via the Transformation Cestkrarning collaboratives, technical
assistance efforts, and Innovator Agents. The Eu€spread successful reforms statewide via
the Early Learning Hubs currently being establisiidae Hubs will provide a place for all the
sectors that touch early childhood education —themre, early childhood educators, human and
social services, K-12 school districts, and thegia sector — to coordinate and focus their
efforts, resources, and strategies. Seven hubd&idreated initially, with up to 16 hubs
covering all areas of the state by July 2014.

Connection with Community Advisory Councils

By statute, each Coordinated Care Organizatioegaired to have Community Advisory
Councils (CACs). Most CCOs have one CAC, but séve@Os have multiple CACs to reflect
the diverse characteristics of the communities #eye. The CACs are the responsible parties
for integrating and aligning other health transfation activities and initiatives at the local and
regional level. While local aging and disabilitytwerks are not statutorily mandated to be
members of Community Advisory Councils, increasiogimunication and coordination
activities between CCOs and LTSS systems, in gaatr@sult of MOUSs, has led to increasing
participation and membership by LTSS leaders on £ATACs lead the engagement of
community benefit programs, local public health anchmunity health agencies, and services
that address the social determinates of healtln, asi@nti-poverty, food security, housing,
recreation and related services delivered at thawanity level. The CCOs are directed by
statute to develop community assessment plansligatwith the similar plans required by
public, mental health county authorities and thgptals in their regions, and address their
regions’ overall population health needs, and noti$ exclusively on the Medicaid/CHIP
populations they serve. Legislation was passedstgsion (2013) to better align statutory
reporting requirements so that the various repgrintities can come together around their needs
assessments and create a shared, community-lewethat crosses public health, mental health
and Coordinated Care Organizations. This aspe@refon’s transformation will fuel spread of
the coordinated care model across communities.

OHA is convening a group of key stakeholders regmésg local public health authorities, local
mental health authorities, Coordinated Care Orgdinas, nonprofit hospitals, education
systems and OHA programs to develop timelines @pdogriate processes to allow for
maximum coordination between local entities chang#l developing community health
assessments and community health improvement (Gih8s/CHIPs). The CHA/CHIP
workgroup will convene in October 2013 and worklw#gin by having stakeholders share what
has facilitated a collaborative CHA/CHIP processalty, as well as what barriers local entities
have encountered. The goal of the CHA/CHIP workgratll be to put the supports in place that
local entities need to collaborate on required CEMAIP processes along a coordinated timeline.
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OHA supports broad participation from local ageaecreCHA/CHIP development, which will
ensure analysis of and coordination with otherllbealth-related activities and initiatives.

Please see Appendix H for a list of federal, statel, local initiatives under way that support and
extend Oregon’s health transformation efforts.

Section C Outreach and Recruitment

Oregon is thinking about outreach and recruitménttiple levels: outreach to systems and
providers to encourage them to adopt policies aadtiges associated with the coordinated care
model; outreach to consumers and potential enté@lans that are transitioning to
coordinated care, in alignment with ACA implemeraiat and tools for clinicians and practices
to use to help patients engage more actively im tven care.

Systems-level outreach

At the system level, the Transformation Center idla hub of outreach and recruitment, as it
works through the new Innovator Agents, healthesyst health plans, and providers to spread
best practices and engage the delivery systenamsfiormation. Fueled by SIM, this is a new
approach by Oregon to help to share and transladerece based practices across the state that
may be valuable for other states to increase emgawgiein transformation activities. Developing
approaches to engage providers, in partnershipkeytstakeholders such as provider
organizations and systems is not a traditionaésigency role. The Transformation Center can
act as a hub of connecting expertise to need atmesdelivery system, with a broad statewide
view. SIM funding will allow the Oregon Health Awihty to pull data and information together
from its multitudes of databases, particularly AtlePayer All-Claims database, to aid outreach
and engagement to help target areas of highestfoeathovation and improvement.

Communication with public and private beneficiates been ongoing and extensive throughout
the state, through a variety of media. SIM fundmgritical to allow adequate staff and

resources for success in communicating to the paold other stakeholders about

transformation and spread of the coordinated camein Publications include press releases,
articles in newspapers, blog posts, and commupisitihrough the mail; radio interviews have
been conducted; in-person meetings, presenta@malsgiscussions have been held; and websites
have been updated or created to better inform coess.

Outreach by plans, payers, and programs

Payers implementing the coordinated care modeugir&IM are reaching out to existing and
potential members to educate them about the mdtelinformation below highlights three key
examples: the Patient-Centered Primary Care Homgr&mn (PCPCH), which provides the
foundation for the coordinated care model; Medica@iO outreach efforts; and outreach being
conducted by PEBB, which will be the first step &rds spreading the model beyond individuals
on the Oregon Health Plan.

Patient-centered primary care homes
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Patient-centered care is a core tenet of Oregaarstormation. From seeking broad public and
stakeholder input in health policy for over two ddes, to the specific measures and
accountability imbedded in standards, expectatmuscontracting arrangement, the individual
and their family are at the center of the cooradidatare model. Our State Innovation Model
outlines the development of our statewide patiemtered primary care homes (PCPCH), with
national attention placed on the person-centemgliage used to describe our PCPCH
standards: i.e. “Be there when | need you to belegcribe having access to care. The
requirements for the Medicaid CCOs and the new &spiens outlined in the PEBB RFP further
the expectation of actively engaging the individaiadl their family in their care, and engaging
the community in the delivery system transformatilease see Appendix U for the PEBB RFP
and related documents.

Outreach and engagement activities for benefigasfehe PCPCH Program are conducted via a
consumer-friendly websifeducationaVideo, andinteractive mapmf recognized primary care
homes. For recognized clinics, posters, window ldeeadpatient brochures amvailable in

seven languages. These brochures are used thrdubbaiate by recognized primary care
homes to explain the model of care and engagenpaiie their own health. THeatient-

Centered Primary Care Institutevzolves consumers in a number of activities idahg

membership on thExpert Oversight Panehnd as guest speakers in B@PCH Learning
Collaborativesessions for primary care practices.

Medicaid CCOs

In Medicaid, the required CCO transformation plantdude discussion of outreach and
recruitment including strategies to reach non-Etgtipeaking and other underserved
populations. Several SIM activities are directeditbimprovements in health equity, such as
establishing Regional Equity Coalitions and centifycommunity health workers and health
care interpreters. The Community Advisory CounCiRCs) for each CCO can advise CCOs on
effective member engagement strategies and opptiegirEnhancing communications is a
critical aspect of SIM activities including bettaformation, education and resources for
individuals and their families across diverse papiahs, facilitated by the new Oregon
Transformation Center. Already published on the Okkbsite are a number @uccess
Stories”highlighting how Oregon’s health system transfdrorg including improved
coordination, directly impacts consumers’ healtd health care.

Public Employees’ Benefit Board (PEBB)

Anticipating the move to a coordinated care modéhe 2015 contracts and the need for more
and better communications, PEBB contracted witbraraunications group in fall 2012. PEBB
received a series of recommendations about the typmessages to use, and how, when and
where to communicate with members. PEBB createéssage grid that supports more member
engagement and the coordinated care model, asdralhunications with members are being
updated to reflect those messages.

To begin the conversation with members this spifvegPEBB Board, partnering with labor, held
a series of eight local meetings in seven citiegh WEBB members along with a live webinar
and an online survey. More than 1,100 people ppaied and another round of similar meetings
is planned for later this year. The PEBB websital$® being updated to be more user- friendly
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and PEBB staff is learning about a more memberdedworientation. The goal is to move
beyond just being the “benefit administrators” mer to be true advocates for members’ health
and health care dollars, and also help them urateddtow their decisions about health and
benefits have an effect on cost.

Patient outreach and education

In terms of assistance with patient engagemeng@re Medicaid Advisory Committee has just
completed an extensive review of strategies antgrastices for engaging individuals and their
families and made several recommendations for tleg@ Health Plan, presenting them to the
Oregon Health Policy Board at their July meetinigeif work will serve as the foundation for a
new work group, established by HB 2859 (2013)t wilh consider any legislative efforts
required to fuel involving Oregon Health Plan indivals and their families in their own care.

Alignment with 2014 expansion outreach and recruitrent
The Oregon Health Authority and Cover Oregon afkaborating on extensive outreach and
streamlined eligibility and enroliment processeasl4. This includes:

* Asingle seamless eligibility system housed witlv€dOregon. Medicaid and CHIP
clients will select a CCO in their region just hege who qualify for tax credits will
choose a qualified health plan;

* A shared marketing plan that will direct all congrmto one website and help line;

* One agency processing all paper applications bahmdcenes;

* A navigator program and application assistanceemutgation strategies for both the
exchange and Medicaid expansion populations, Imgldn the success of Oregon’s
Healthy Kids outreach efforts; a fast-track Medicanrollment process for income-
eligible adults who are already receiving food bgs¢hrough the Supplemental
Nutrition Assistance Program (SNAP) or whose cleifdare already receiving health
care benefits for children through Healthy Kids/QHRese individuals are receiving
fast-track enrollment letters and need only filt and return very brief form in order to
get enrolled. Oregon sent out approximately 26D £@h letters beginning in late
September and more than 56,000 have been retwidd. Enrolling these 56,000
people represents a 10% reduction in the statéfsured rate as of January 1, 2014.

Oregon and the federal government have investedfisintly in the development of a single
eligibility platform between Cover Oregon and Medicto ensure seamless and continuous
eligibility and enrollment processes. Like the fied@ortal and several other states, Oregon’s
exchange website has experienced some early tetipnablems but Cover Oregon intended to
open for individual enroliment in November. . Thend be one streamlined application for
individuals and families to use to apply for Inqura Affordability Programs including Oregon
Health Plan coverage provided by CCOs and privagdtih plan coverage provided by qualified
health plans along with financial assistance fosthqualifying for tax credits and/or cost
sharing reductions. People can apply online thinabhg Cover Oregon website or they can
complete a paper application. The two types ofiapfbns collect the same information and are
intended to be as similar as possible. This apjpdicavill replace the current Application for
Oregon Health Plan and Healthy Kids.
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The Cover Oregon website will offer a central mgplkace where individual consumers and
small employers can easily compare plans, enrdllraceive help paying for coverage if they
are eligible for subsidies. Cover Oregon recentlgesi a calculator on its website where
Oregonians can estimate how much they may be alslavie through the tax credits and other
assistance that will be available through the emghan 2014. The calculator is available at
http://Cover Oregon.com/calculator.php

In addition to connecting Oregonians with finan@sasistance, the exchange will provide
innovative plan options and simplified plan admtiragon for small employers. Small employers
with 50 or fewer employees can allow their empl@yechoose an insurance company and plan
through a defined contribution model.

The extensive outreach and streamlined eligibéitg enrollment processes for 2014 expansions
of Medicaid and the new Health Insurance Exchamgenaicative of the ways in which the
collaboration between OHA and Cover Oregon has baeoessful. Enhancing communications
are a critical aspect of SIM activities moving fana and will lead to better information,
education and resources for individuals and ttemilies across populations.

Outreach, education and recruitment in supportregon’s health system transformation and
spread of the coordinated care model are ongoinwudiiple levels. SIM is providing key
resources for these efforts in the form of Commatnins and Transformation Center staff in
OHA and support for a very wide range of stakehotd@vening opportunities. Please see
Appendix E for the revised Oregon SIM stakeholdeyagement plan.

Section D Information Systems and Data Collection Setup

Information technology infrastructure

The Oregon Health Authority (OHA) has been workiogseveral years to create a framework
for enterprise architecture and enterprise dataagement, as well as establish a beginning
practice around information management. The integraf standard client and claims data with
unstructured data, and the integration of the reszggdechnology and infrastructure to make this
possible, has been part of the agency’s vision. Bewe look to spread the coordinated care
model, plans for integrating data from externaMmters, such as electronic medical record
(EMR) data and hospital discharge data, using heaformation technology (HIT), health
information exchange (HIE), and Electronic HealgcBds (EHR) capabilities are being
specifically explored with the Medicaid/CHIP Coardted Care Organizations and with partners
in both the public and private sectors. The stafeects to finalize specific plans for an
achievable, workable solution within the next si@nths (please see project plan under Section
P). In the meantime, the incremental build-ouéd Hre occurring on the infrastructure side are
being staged to support the overall vision, which emerge over the next several years.

Thanks to SIM funding for expert consultation andused staff, the state has initiated planning
and design at a high level to address data iniegradata collection and data intake. The initial
approach is to leverage current implementatiorviets to develop a starting point, which can
then be expanded as the solution designs for tier otlated areas are completed. As an
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example, the state is in the process of estabtishinew data repository to address the need for
clear traceability and ensure data integrity. Thjgository is the first step in the larger plan to
allow data from multiple source systems to be éffety managed in aggregate, and also allows
for standardization of baseline and reporting data.

As described in Oregon’s SIM application, the Oregfealth Authority Office of Health
Analytics, in cooperation with the Transformatioar@er, will be responsible for much of the
ongoing data collection and tracking of SIM actest As a statewide aggregator of health care
data and statistics, the Office of Health Analyficsvides unique and valuable resources to
drive change across the health care system. Thoe d¢dfverages: all key health-related datasets
containing claims/encounters; long-term supportssarvices (LTSS) and other services and
supports outside of CCOs; surveys including Consukseessment of Health Care Providers
and Systems (CAHPS) and the Oregon Health Insur@noeey; and integrated datasets such as
the All Payer All Claims (APAC) database, and tHiei@ Process Monitoring System (CPMS),
which contains clinical data for mental health/cieahdependency treatment services.

Expertise and data resources within the Office @&lbh Analytics, particularly the APAC

dataset, coupled with IT infrastructure improvensemiill ensure that Oregon can report to
CMMI, assess the progress of SIM project goals,randitor the multi-payer environment.
Specific data collection or infrastructure expansicurrently under way include these examples:

* Medicare fee-for-service (FFS) data has been reggdieghich will allow for Oregon to
see the full state delivery system with the APA@d#n addition, OHA is developing the
internal capacity to use the same treatment arsbepigroupers employed by the APAC
vendor to analyze non-APAC data, in order to preduansistent analytics across payers
and data sources.

* The state’s Medicaid Management Information Sy<eiMIS) receives and processes
claims and encounters from plans, and also mamageser enroliments and records.
The data warehouse (DSSURS) is populated by MMt&, @ad serves as the source for
research data and historical baseline informati®ther data sources provide detailed
information regarding specialized programs. Orelgas been part of a CMS pilot
program to implement Transformed-Medicaid Statatinformation System (TMSIS)
for reporting. That work is progressing, and tmplementation of the Informatica tool
setis in its final stages. The state’s intent®to meet the target timelines of using
TMSIS for reporting in January 2014,

* At present, MMIS is being modified to receive sfiealata components as part of the
encounters submissions, and is in planning andisnldesign phases for using other
tools, as well. Pharmacy data related to childreis’e of psychotropic drugs is being
actively reported to medical directors on a weeaklpiweekly basis and pushed to them
via a secure portal; this is the first step inigegtto a fully integrated direct reporting/drill
down mechanism. These are only some of the imrteediaps that have been taken to
keep forward motion as the longer term plans acdvaw.

* The development of a new, integrated data repgsies described above) based on
defined enterprise standards, a formal data diatigrand including data from all
baseline systems, will align data and reportinglader immediate purposes, and stage
the agency for the next level of integration. Hibdity to automate data submission,
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collection and intake will be based on this initlalta repository, and the related tools that
will be used for analysis, reporting and modeling.

Mechanisms for data collection

Fueled by SIM funding, OregonSPAC databaseés a key data collection mechanism for
monitoring expenditures and utilization on a mpkiyer basis, and for assessing spread of the
coordinated care model. APAC is comprised of mddind pharmacy claims, and information
from the member eligibility and provider files, @allected from health insurance payers for
residents of Oregon. All carriers and licenseddtpiarty administrators with at least 5,000
covered lives are required to report to APAC omarterly basis. It includes fully-insured, self-
insured, Medicare managed care, and Medicaid daththe state is pursuing Medicare fee-for-
service data. More specifically, APAC includes pelaims data for each of the payer
populations that Oregon is targeting for spreathefcoordinated care model under the SIM
grant:

* Public Employees’ Benefit Board (PEBB) members dose PEBB and the Oregon
Educators Benefit Board are part of the Oregon tHelthority, the state also has more
direct access to paid claims data through thosgranas);

* Medicare lives (these data will be complete with émticipated addition of Medicare
FES records, but are very useful even now becausgod has one of the highest
Medicare Advantage penetration rates);

» Commercial carriers offering plans on Oregon’s iehaisurance Exchange. OHA is
working with Cover Oregon on potential updatesi® APAC data call to capture details
of interest to the exchange, including a plan IDalae.

However, APAC, while an extensive database, exdllides of business not currently required
to be reported, such as carriers too small to téfewer than 5,000 lives); TRICARE; Federal
Employee Health Benefits program; uninsured andpsgl; stand-alone dental, vision, or
prescription plans; medical care not included mghtatutory definition of health insurance (e.g.,
Indian Health Service); and other forms of insugrstich as workers’ compensation or medical
liability auto insurance. APAC data will feed ditlgcnto key analytic products that will help
propel and monitor improvements in care delivemgluding a quarterly multi-payer dashboard
with cost, quality and utilization data (see madoeuat this product below), potential hot-spotting
tools, and reports on geographic variation in emst quality, and similar analyses.

In addition to the all-payer data, the state hanlkading processes and requirements related to
improving reporting and data collection from Meditplans and providers for more than a year.
These changes, plus changes in the Oregon adratiistrules, and the legislation driving

health system transformation in the state, haveduetreate momentum for revising and
expanding current processes and mechanisms focdidgation.

One specific mechanism outlined in OHA's final agrent with CMS for the Medicaid

1115 demonstration is a 1% withhold to ensure tynaeld accurate encounter data submission.
OHA is in the process of revising CCO reportinguiegments to further ensure the timeliness of
encounter data submission. Future submissionn&gents will be based on adjudication date

October 2013 revision 33



rather than service date. Effective Oct. 1, 2@GOs will be required to include adjudication
date as part of their encounter data record sulmnisg hen, as of the next CCO contract
renewal date of Jan. 1, 2014, OHA is proposinghange the contract language to require CCOs
to submit their encounter data within 60 days gfididation date.

This change will serve two purposes. First, it wllbw OHA to track the average number of
days from service date to adjudication date, amchtimber of days from adjudication date to
encounter data submission date, which is usefarmmétion from a performance standpoint.
Secondly, the new rules will result in OHA receryimore timely data. Current Oregon
Administrative Rules require that providers subcaims to CCOs within 120 days of service
date and CCOs will, under the new rules, have §8 tasubmit encounter data to OHA.
Combined, this allows for up to 180 days from sezwdate to encounter data submission date
(assuming the claim is automatically adjudicatetina¢ of receipt). However, the typical
timeframe from service date to claim submissiom @gstconsiderably less than 30 days. Thus,
the new rules will effectively reduce the encourata submission timeframe from the current
180 days from service to less than 90 days fromicgrwithout posing an additional burden for
CCOs. OHA will provide support and technical assiste to CCOs in an effort to meet our
mutual goal of high quality data.

Oregon plans to develop a state-level clinical iqpatetrics registry (CQMR), with
requirements to be developed and an RFP proc&tslh The registry will be State-level
infrastructure necessary to submit clinical datthtoState and internally utilize aggregated
clinical data for quality monitoring and reportipgrposes. In the near-term, the registry will
support:

» Collection and calculation of CCO clinical incemimetrics (starting with the three
EHR-based metrics of depression screening, pobetka Alc control, and
hypertension) and

* Meeting federal requirements for Meaningful Useemtve payments to providers.

OHA's vision is that CCOs are able to leverageiftedt electronic health record technology to
access individual-level electronic clinical qualeasure data on their beneficiaries from
providers. Using electronic clinical quality measdiata, CCOs have the ability to conduct
analytics and performance monitoring to supportuyteon health management, care
coordination activities, and develop alternate paymmethodologies.

OHA recognizes that federal standards change awer and that not all CCOs are in the same
place when it comes to electronic health recorgado, health information exchange, and
meeting Meaningful Use. OHA’s goal is that Oregooviders meet Meaningful Use Stage 2
requirements and that CCOs take action to move tiatworked providers towards Meaningful
Use Stage 2. With SIM support, Oregon has a unguertunity to invest in the infrastructure
that will move us toward the vision for electronéporting of clinical quality data.

With development of the registry, CCOs and hedlimg can leverage state infrastructure to

meet reporting requirements and access/analyzegajgd clinical data on their providers’
performance and their members’ health outcomes.
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The registry will leverage existing efforts. Som€@s, health plans and local entities have
current or planned investments in clinical dataraggtion. These local aggregators (“data
intermediaries”) would submit data to the statewiglgistry and could receive data from the
registry as appropriate to feed into their anasyiad quality monitoring systems. Entities
without local data aggregation capability woulddide to have providers submit data to the
registry, and receive data from the registry relatetheir members and providers.

Over the longer term, the registry could be useafalyzing aggregated data to allow for the
development of dashboards and benchmarks, to supgalth plans’ and CCOs’ efforts for
better targeting of patients, and to support dgweknt of new care models and alternative
payment arrangements.

For information on the role of the registry in Ooats larger HIT/HIE strategy and timeline,
please see Section E 13 and the discussion of HETHHase 1.5 services.

Population data

Beyond claims or encounter data, the Oregon Héalthority Public Health Division (PHD)
operates numerous population health surveillanstesys that will assist Oregon’s providers and
delivery systems in understanding the overall heailtthe communities they serve and help
Oregon monitor the success of its transformatidorest. A number of these surveillance systems
are listed below:

* The Behavioral Risk Factor Surveillance System (BBJis an ongoing survey of
Oregon adults statewide that provides informatinrealth behaviors and preventive
practices related to the leading causes of deatldeability in the state. The BRFSS is
governed by a steering committee and includes ais@y group. PEBB has been
contributing for the past several years to gainrnmiation with an oversample of state
employees to aid monitoring of their efforts towatde three-part aim. SIM grant funds
are directed towards BRFSS data collection enhaentnthat will provide timely and
reliable data on the health of priority subpopuwlasi in Oregon through a Medicaid
BRFSS and a BRFSS race oversample.

* The Oregon Healthy Teens (OHT) survey is an ongsurgey of eighth- and 11th-
graders that provides information on the healthduflescents, specifically tobacco,
alcohol and other drug use, safety, violence, toitri physical activity, sexual activity,
health conditions and access to care. OHT is gedeby a steering committee and
includes an advisory group. SIM grant funds alsib v@lp support OHT data collection
efforts.

* The Hospital Discharge Dataset (HDD) provides imfation on hospital discharges from
all acute care hospitals in Oregon. The datas&ides admit and discharge dates,
diagnosis and procedural codes, financial chafg@sary payer, and patient
demographic information.

» The Pregnancy Risk Assessment Monitoring SystenAPR) collects data on maternal
attitudes and experiences prior to, during, and échixtely after pregnancy.

» The Vital Records Unit provides annual reports aagon birth and death data.

The Oregon Public Health Assessment Tool (OPHAT)eruly is in development and will
provide access to local level (county, ZIP codegamrsus tract, depending on the data source)
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population health data using the data sourcedllmsbeve. OPHAT will ensure that communities,
providers, and coalitions, including CCOs, haveeasdo population health data in order to
inform their community health assessments and camitgnbealth improvement plans.

All of these population databases will be invaledtol assess the impact of spreading the
coordinated care model statewide and amidst melpplyers and populations.

What measures will be collected?

Given the wealth of claims, encounter, and popoitatiata available for multiple payers and
populations in Oregon, the state has some fle®bii determining which measures to calculate
and report for purposes of self-evaluation, repgrto CMMI, and related purposes. A range of
claims-based quality measures, utilization and edjpere statistics can be calculated from the
APAC data. Because the aim of Oregon’s SIM grativigies is to extend the coordinated care
model from Medicaid to other populations and pay&regon intends to align its SIM metrics
with those measures already identified for monitgnd evaluating the Medicaid
transformation efforts (described briefly belowheFe is a strong direction in the state to align
health system performance and transformation messverall, evidenced by recent legislation
(e.g., HB 2118 creating a health plan quality nestwork group across agencies including
PEBB, OEBB and Cover Oregon, Oregon’s Health InsteéExchange.

Oregon’sMedicaid measurement strategy (see Appendixvhjch will be the conceptual
foundation for multi-payer measurement and repgrtinder SIM, is documented in detail
online. Briefly, it includes:

* Seventeen quality metrics, such as depressi@esitrg, hypertension control, and
CAHPS patient experience measures, as well as msasUEHR adoption and use of
patient-centered primary care homes. CCOs arebtditpp receive bonus payments based
on their performance on these metrics;

» Sixteen quality and access measures in addibidinet 17 CCO incentive metrics (for a
total of 33) that CMS will use to hold Oregon’s Meald program as a whole
accountable for its performance. If Oregon achietgeBledicaid cost containment goals
but quality and access (as measured by an aggregate from the 33 measures) suffer,
then the state faces significant financial pensiltie

* A number of health improvement metrics to be reggbto CMS for the Medicaid
population including tobacco use, obesity rateeatife contraceptive use, low birth
weight, and self-reported health status.

More discussion of SIM performance measures andgunealignment in Oregon can be found
in Section 1.

Measurement reporting mechanisms

As explained above, Oregon’s all-payer all-claimtadase will be the primary reporting
mechanism across payers. Participating entitigertieg frequency, data elements, and data
cleaning and aggregation mechanisms are well-esialol. Other data sources, including those
described above, will supplement the APAC data.
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With respect to reporting on progress toward assformation goals, Oregon has made a strong
commitment to accountability and transparency.t®igmith the fourth quarter of 2013 (Q1 of
the first SIM testing year) Oregon intends to psibla quarterly, statewide multi-payer
performance report with quality measures, utilzatstatistics, and expenditure trends, by major
payer category. After the first publication, fut@waitions will show changes over time.

The multi-payer report will build on one alreadgated to monitor performance and progress
among Oregon’s CCOs and for the Medicaid prograaggregate. The first of these quarterly
performance metrics reports was published in M&y32nd includes baseline data from 2011
for 11 of the 17 CCO incentive metrics and all 1&he additional measures that make up the set
of 33 statewide quality and access measures, descabove. In the second report published in
August, OHA continues to build the baseline da# ik the starting point for progress. The
measures reported in this update — 12 CCO incenieasures and 16 state performance
measures — were chosen in an open and public prezespresent the health care needs and
challenges of Oregon’s Medicaid populatiéor each incentive measure, the report shows
CCO-specific baselines, the statewide averagetl@blenchmark set by the Metrics and
Scoring Committee, which is typically based on orai data for high-achieving Medicaid
programs. Benchmarks are also being developedhédiiiancial and utilization data, using
vendor specifications for a “well-managed” popwatiPlease see Appendix Z for both of these
reports.

These initial Medicaid-focused quarterly reportd & prototypes of a statewide metrics and
benchmarks reporting across populations and matketied by the APAC and other data,
incorporating more clinical data measures over @séechnology allows. SIM funding is
integral to taking Oregon on this next step of ingkbeyond Medicaid to assess the spread of
the coordinated care model across all populatibhis data alignment will also help Oregon
monitor the impact of the SIM activities during tlesting periods.

Section E Alignment with State HIT Plans and Existing HIT Infrastructure

Oregon’s coordinated care model hinges on accessstntial tools that can improve care
coordination and the quality, while reducing thetaaf care. To ensure widespread adoption and
meaningful use of electronic health records (EHRgprdinated Care Organizations (CCOs)
must meet baseline requirements for access tohhe&drmation exchange (HIE) for their
providers, and the quality pool that was estabtisheea requirement of Oregon’s Medicaid 1115
waiver will include financial incentives starting 2013. CCO incentive measures include
metrics for meaningful use of EHRs. Many of OregdACPCH standards that aeeognition
criteriaalign with state health information technology THlincluding meaningful use measures
and health information exchange. Elements of tleedinated care model are in the PEBB 2015
RFP asking potential bidders to demonstrate hoy whk be furthering electronic record
adoption and health information exchange.

To support and accelerate statewide health infoom&atchnology initiatives, OHA plans to
offer CCOs and providers information and toolsupmort care coordination beyond basic HIE
and EHR use, including identifying and spreadingnusing approaches for using HIT and HIE
in care delivery, and supporting CCOs in their demment of strategies to use HIT and HIE.
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OHA also aims to facilitate awareness of and useeaf HIE services as options become
available such as real-time notifications of emaoyedepartment visits or hospital admissions,
and access to a patient’s care plan for each CO@bmeto be used by their CCO, providers,
caregivers, families and the patients themselvésutp coordinate care as a “team.” With almost
80% of providers seeing Medicaid patients, the iehplarough the CCOs will transform the
delivery system. Pilots can help test innovativaddhat improve person-centered care such as
mobile devices, home monitoring tools, and telelthéachnology.

HIT-related efforts are coordinated within and al#SOHA. For internal coordination, OHA has
created an HIT Policy and Program Steering Commjiitewhich agency leaders address
alignment of HIT efforts across program areas,udirig HIE, the EHR incentive program,
analytics, accountability, behavioral health, andlf health. OHA closely coordinates with
other statewide HIT initiatives, such as O-HITECGe@bn’s Regional Extension Center, which is
responsible for direct technical assistance toigerg and clinics in launching certified EHR
technology and helping providers meet meaningfalreguirements. OHA also coordinates with
the Oregon Health Network (OHN), Oregon’s FCC Rttadlth Care Pilot Program grantee,
which focuses on extending broadband connectiviglitareas of the state.

The Health Information Technology Oversight CouleilTOC), staffed by the OHA Office of
Health Information Technology (OHIT), is a citizbady tasked with setting goals and
developing a strategic health information technglplan for the state. There is a broad array of
stakeholders on HITOC, with members representiggrzations that include private and public
health care delivery, health care IT, consumerd,pivate health care research and policy, from
the local, state, and regional levels. HITOC adskesssues involving Oregon’s public and
private statewide efforts in HIT, EHR adoption ars#, and HIE. HITOC also considers options
to encourage provider adoption of EHRs and seehkglfipOregon meet federal requirements so
providers may be eligible for Medicaid and Medicki¢R Incentive payments.

As the Medicare and Medicaid EHR Incentive Prograsagiire providers to adopt and
meaningfully use certified EHRs, Oregon providemgdimet these higher standards.
Currently, Oregon is in the top tier of statesgoovider participation in the Medicaid and
Medicare EHR Incentive Programin Oregon, 42% of all physicians, physician stssits, and
nurse practitioners have received an incentive gayritom Medicare or Medicaid. The
Medicare EHR Incentive program has paid approxiim&®00 Oregon providers and 23
hospitals for achieving meaningful use. Oregon Maidi has paid approximately 1500 providers
and 51 hospitals for adopting certified EHRs andsame cases, achieving meaningful use.
Oregon’s Medicaid providers are reaching meaning$e! at a higher rate than the national
average: 31% (470 providers) of Oregon providers veteived a Medicaid incentive for
adoption also have been paid for meaningful usepemed to a national rate of 22.5%.

OHA is exploring opportunities for further suppéot EHR adoption, such as expanded

technical assistance to ensure that providers sardll effectively. Oregon’s statewide health
information exchange, CareAccord™, funded undeg@mné&s Cooperative Agreement with the
Office of National Coordinator for HIT, currentlyffers Direct Secure Messaging services at no
cost to providers. At the same time, Oregon is gadan a business planning process to evaluate
the scope of second phase of HIT/HIE servicesudinh key questions of scale and timing of
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additional HIT/HIE services, governance, and mpéer financing. Additionally, there is
consideration on how best to assist connectivity wiose not eligible for MU payments, such
as behavioral health and long term care systemishvane critical to achieve the coordinated
care model.

Oregon continues to make progress on implementiig-HE services as anticipated within the
ONC-approved Oregon HIE Strategic and Operatioteald? Oregon recently initiated, as
discussed with ONC, a targeted effort to develtypiginess plan for Oregon’s next phases of
HIT/HIE. In particular, Oregon has used SIM fund€hgage consultant Patricia MacTaggart of
George Washington University, a national HIT/HIEpex, to support policy, program, technical
assistance and strategy development for OregoitAHitE efforts across all payers/providers.
The work includes engaging stakeholders and deirgjapplan to accelerate the emergence of
HIT/HIE needed to support the coordinated care madeuding necessary technical assistance,
policies, guidance and other non-technical aspdtd T/HIE. This work is underway in
conjunction with technology consultants supportadar Oregon's remaining ONC funds who
are responsible for developing technology plangHemext phases of HIT/HIE.

The objectives are to provide the critical HIT/HiBrvices necessary to support Oregon’s health
system transformation, in particular:

* Exchange of clinical, patient information for caleivery, care coordination, and other
state purposes such as supporting public healdctobgs;

» The ability to use clinical information for qualitgporting and accountability purposes;
and

* Supporting Medicaid Coordinated Care Organizat(@S0Os) and Medicaid providers
and supporting the spread of the coordinated cadehto other payers.

Oregon’s Phase 2 HIT/HIE business plan framewotkssek to support health system
transformation efforts with the right level of HHIE services, and will align with activities
envisioned under the SIM grant as well as OregbitilsTrailblazer efforts. To date, Oregon has
developed various components of the needed HITikflastructure, such as the infrastructure
for point-to-point interfaces (Direct Secure Mesagyfor referrals and other use cases to push
data from one entity to another. Oregon’s currefYHIE infrastructure is funded through the
state’s ONC State HIE Cooperative Agreement. Ordganimplemented the infrastructure
required to support the Medicaid EHR Incentive Paogthrough Medical Assistance Provider
Incentive Repository (MAPIR), which leverages a Madl-funded cross-state approach.
Oregon has also identified public health infrasinoe needs that support the public health
meaningful use requirements that providers must todee eligible for EHR incentive
payments. The state is in the process of finaliatpalth Information Technology
Implementation Advanced Planning Document Updat&-((FAPDU) to submit to CMS for
funding.

Oregon’s approach to developing a Phase 2 HIT/Hign®ss plan framework is to work with
stakeholders to identify what next steps will bestroductive for providers, patients, CCOs,
other health plans, health systems, and the sitltelve emphasis on each entity’s needs. For
example: sharing patient-level data to ensure oaityi of care between physical and behavioral
health; integrating information from providers afte@ithout an EHR such as dental and long-
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term care; and/or ensuring more consistent, efftaygiality measurement and reporting.
Oregon’s stakeholder process will identify and ptize the information needs that will
determine what HIT/HIE infrastructure will be recgd, and of that infrastructure, what is the
state government role to provide and what shoulthbiétated at the local and/or provider level.

Since Oregon’s submission of the initial OperatiBten, great strides have been made in
identifying the next phases of HIT/HIE servicesawst In particular, Oregon engaged in
listening sessions with CCOs and other key staklkghslin summer/fall of 2013, leading to the
Phase 1.5 efforts outlined below, and now is wagkiith the HIT Task Force on Phase 2.0
planning. The HIT Task Force includes a diversitgtakeholders, including (but not limited to):
major payers, health systems, hospitals, providiecal HIE efforts, the public sector, and
advocates/consumers. The HIT Task Force also ieslugpresentation from Oregon’s HITOC
to ensure consistency with the HITOC's prior wonklangoing oversight role.

Oregon is aligning with and leveraging prior fedénaestments in health information exchange
(HIE), meaningful use of electronic health recadf@siRs), and potential strategies and
approaches to improve use and deployment of HI€g@n's efforts are divided into near-term
(“Phase 1.5") and longer-term (“Phase 2.0") effoRisase 1.5 is planned for 2013 to 2015, and
Phase 2.0 is being planned for 2015 and beyond.

Overall approach and relationship to existing eféor
» Create a statewide resource that supports provideadth plans and CCOs at different
ends of the technology spectrum.

o Statewide services would augment and support agisgrvices, including local
health information exchange organizations (HIO$) emmmunity-based health
records, as well as health plans and CCOs with sapéisticated HIT and
analytics capabilities. Statewide services will &praround” existing ones.

o0 Statewide services would also serve providerstingdns and CCOs with little
or no HIT/analytic capabilities with some foundatab and high-value services

» Future financial sustainability and the approachdweernance/operations of statewide
services will be addressed by OHA’s HIT Task Fowah options such as 2015
legislation related to financial sustainabilityacfing subscription fees for value-added
services, and moving operations of statewide Hl&ises to a non-State entity.

* Providers, CCOs, health plans, and health systésosiaed guidance on laws and
policies related to sharing of health informati@HA efforts to provide clarity in this
area will be important for the success of any stinacture in improving care delivery.

Phase 1.5 and related efforts — near term (20135201

Oregon’s Phase 1.5 strategy grew from review ofdbiedational work of the Health
Information Technology Oversight Council (HITOC)dameetings with key stakeholders during
the spring and summer of 2013. OHA has unanimoppatifrom the CCOs on this near-term
HIT/HIE development strategy to support healthaystransformation. As this work advances,
OHA will seek support from additional private paats.

This phase of HIT/HIE services will build a founitett for future statewide interoperability and
HIE, while supporting immediate coordination betwgeoviders seeking to exchange patient
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information and the incremental use of aggregalieccal data to improve the delivery of care.
Phase 1.5 includes six elements (which are boleéémi):

» Building blocks of identifying to whom, by whom, @mhere care is delivered to
facilitate exchange of patient information and gsisl of aggregated data

o State-level provider directory

o Incremental development ofstate-level patient index

» High value services that fill information gaps andwexpensive transitions of care

o Statewide hospital notificationsto providers, health plans, CCOs and health
systems when their patients are seen in the Emeyda2epartment, are admitted
to inpatient care, or discharged from the hospital

» Electronic connectivity of all members of the cegam across organizational and
technological boundaries (“push” first, build towarquery/’pull” in Phase 2)

o Statewide Direct secure messagingugments local capabilities to view or share
information (where they exist) by bringing new meargoto the electronic care
coordination circle, such as LTC and emergency oadiervices. Statewide
Direct secure messaging also extends electronierzoncation to providers and
communities with no local capabilities in placeat8tvide connection of Direct
secure messaging service providers (HISPs) wdlalproviders to meet federal
requirements and connect from their EHRs to angrdfhrect user in the state.

* Reliable, actionable information created from aggted clinical quality data to support
quality reporting and quality improvement efforsd enhance health plan and CCO
abilities around population management, targetingace coordination resources, and the
development of new methodologies to pay for outcome

o State-level clinical quality metrics registryto collect and aggregate key clinical
quality data, develop benchmarks and other quatiprovement reporting,
collect and calculate CCO clinical incentive metramd meet federal
requirements for Meaningful Use incentive paymeéatsroviders. Health plans
and CCOs can leverage state infrastructure to repetting requirements to
OHA and receive collected clinical data for theembers for analytics/quality
improvement.

0 Technical assistance to providerso help providers meet their Meaningful Use
requirements while ensuring that clinical datarfatrics captured in EHRs are
accurate and complete. Technical assistance calowagredibility of EHR data
underlying clinical quality measures, bolsteringypder confidence in metrics.

These elements will leverage ONC'’s investment iagon’s HIE (primarily supporting our
statewide Direct secure messaging goal) and CMi&sstments in adoption and meaningful use
of EHRs to advance the coordinated care model applast health system transformation.

Concurrently with Phase 1.5, OHA will partner wilie Oregon Health Leadership Council
(OHLC) to support the availability of the Emergeriagpartment Information Exchange (EDIE)
service. EDIE is a solution developed by Collectidedical Technologies (CMT) to exchange
information among EDs to identify frequent userd areate care plans to help those frequent
ED utilizers to determine if there is another csg#ting that is more appropriate.
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EDIE is:
* A collaborative case management framework foryglies of special needs patients.
» Atargeted tool for proactively notifying interedtparties and stake holders of relevant
patient-specific events or behavior.
* A low-cost, automated solution for sharing actideabformation to otherwise disparate
parties.

SIM funds for EDIE would be granted to the OHLC,igthwould then add contributions from
their organization and members as well as the hadsgb procure and implement the EDIE
solution. The total amount of the grant would b8®&R00 assuming that OHLC meets all three
milestones. The first milestone is to have at |&&8b of the hospitals in Oregon (44) sign the
MOU to agree to contribute to implement EDIE. Otlde mark is met, then OHA would release
half of the grant funds ($125,000). The second stolee is that within 6 months of reaching
milestone 1, 38% of hospitals (22) need to havdampnted EDIE. Once this mark is met, then
OHA would release another quarter of the grant $ui$®2,500). The third milestone is that 75%
of hospitals (44) have implemented EDIE within 1@ntins of reaching milestone 1. Once this
mark is met, then OHA would release the remainimartgr of the grant funds ($62,500).

Timeline for Phase 1.5 and related efforts

OHA intends to direct Phase 1.5 implementationreffavith input and advice from the CCOs
and key stakeholders. OHA anticipates developmmaahiraplementation of Phase 1.5 and
related efforts along the following timeline:

Spring/summer 2013 Listening sessions with keyedtalders
Fall 2013 — July 2015 Ongoing OHA efforts to sup@ord leverage Direct secure
messaging

* Continue CareAccord® Direct secure messaging ses\fiar
targeted providers

* Facilitate and monitor connections between Direcuse
messaging service providers

e Participation in Trust Communities to ensure cotinac
between Direct secure messaging service providers

Sept. — Nov. 2013 Establish health informatiomtecal advisory group (HITAG) for
Phase 1.5; HITAG and OHA to identify requiremerms f
contracting and develop implementation plan to gpg@hasing,
timelines and scope

winter 2013 — spring 2014« OHA to develop requirements for RFP/contracts WtlAG

input
* OHA to submit IAPDs to seek federal financial papation for
Phase 1.5
2014 As certification standards for EHRs require ofDirect, support

providers in achieving Meaningful Use, fitting Datanto
workflows, and leveraging Direct for improved camordination
across care settings

2014 Contracting process(es) for Phase 1.5 services

Summer 2014 Initial services contracted and deveéy begins for Phase 1.5
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elements

2014 Technical assistance supports Medicaid prowvitteachieve
Meaningful Use, receive incentive payments, paét in Direct
secure messaging and be ready to submit datanioatlguality
metrics registry

Winter 2014 Using EDIE, emergency department dscaoross Oregon have
critical patient information on high utilizers

Beginning Spring 2015 Initial Phase 1.5 servicesratonal

July 2015 Achieve statewide Direct secure messagirgct is in use to

provide an on-ramp for connecting all members efdare team

electronically and to facilitate economical exchauog clinical

information

» all HISPS in Oregon are connected

» all care team members have an option to use Dsesxire
messaging, whether integrated into an EHR or aedaésough

a web portal

2015 Unnecessary utilization of emergency departimsereduced

2015 Statewide resources (provider directory, ioatifons, patient
attribution service) support local exchange andyaica efforts

2015 Clinical quality metrics registry is opera@band used to produce
CCO metrics

2015 Because of technical assistance supporicaliquality metrics
registry data is increasingly valid and credible

2016 Clinical quality metrics registry includes dbsards and
benchmarks

OHA will seek federal financial participation frotine Centers for Medicare and Medicaid
Services (CMS) to help fund Phase 1.5 activities.

Phase 2.0

Concurrently with the Phase 1.5 work, planningtf@ next phase of HIT/HIE efforts is
underway. The OHA HIT Task Force — which began mgeh September and will continue
through November 2013 — is charged with develogiegPhase 2.0 business plan framework.
The Task Force’s charter, roster and meeting nadsenie publicly available
(http://healthit.oregon.goV/Initiatives/Pages/T&3kce.aspx) and public comment is solicited at
the Task Force meetings.

In 2015 and beyond, Oregon’s statewide HIT/HIE reéfavill be expanded to provide or support
robust, interoperable health information excharge $upports both data “push” as well as data
“query” (following the evolution of national stands) and more robust data aggregation. The
OHA HIT Task Force will be charged with developthg Phase 2 business plan framework.

The Task Force will consider the stakeholder inmauding the prior work of Oregon’s Health

Information Technology Oversight Council (HITOQ),make recommendations on a multi-year
state business plan framework. The resulting pl#irpvovide a foundational document for
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OHA's efforts, as well as help set the work plantfee ongoing oversight and policy work of the
HITOC.

Vision for a shared information infrastructure:

* Reduce gaps in patient information and create an playing field ensuring each
provider has relevant, actionable information attime of care. To reduce gaps in
patient information, every provider in the statesiriuave access to the information they
need to deliver high quality, person-centered care.

» Unify data collection and transparency to assueehtalth system (state, health plans,
CCOs, health systems, payers and providers) imgdgr value and health outcomes and
not visits. Leverage aggregated data (utilizatowst, clinical, etc.) to identify individuals
who can be helped by better care coordination amdggbers, clinics, and communities
who can benefit from interventions, resources, iandntives.

* Improve understanding and engagement of patieriteeinhealth care and outcomes
through access to their complete health recordidirg treatments and goals.

The Task Force will address these key health inddion technology questions:
* Which services or infrastructure should be offestsdewide?
* What is the right role for the State including pglistandards, guidance, etc.?
* How can the State best partner with stakeholdearorgtions financially to build and
support longer term needs?
* How should any statewide services be governed pathted (State-run, non-profit,
etc.)?

The Task Force will focus particularly on longemtg(2015 and beyond) solutions to the above
issues, and will take into account current and teran state-level efforts in development.
The timeline for Phase 2.0 is as follows:

Spring/summer 2013 Listening sessions with keyedtalders

Sept — Dec. 2013 Oregon HIT/HIE Business framevdakelopment: HIT Task
Force

2014 - 2015 Phase 2.0 development and implementalamning, including
HITOC policy work/oversight

2015 Phase 2.0 legislation possible and implemientaegins

Section F Enroliment and Disenrollment Processes

DOES NOT APPLY
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Section G Model Intervention, Implementation and Delivery

Model intervention

Oregon’s model being tested under SIM includeddhewing components: delivering technical
assistance and support for health system transfamanalyzing and evaluating innovative
delivery models; developing alternative paymenthuods; and spreading the coordinated care
model to other payers and populations. Oregonrhagvied multiple constituencies to develop
and implement the coordinated care model, using@xieeutive, legislative and administrative
arms of state government, partnering with CMS, gig\sector, organized labor, and most
importantly, extensive public input over severahngeto develop the coordinated care model.
Our efforts focus osystemsnnovations that produce better clinical outconmegroved health
and lower costs, while also supporting the prosagerd health systems in transforming care.
(See Appendix I, Revised for Oregon SIM Driver D&m).

Model implementation and delivery

Policies that set the groundwork for implementation

House Bill 2009rovided clear health policy direction for Oregtaying the foundation for
health system transformation. HB 2009 establishe®tegon Health Authorityand also
replaced the Oregon Health Fund Board (OHFB) withditizen-ledOregon Health Policy
Boardand established tteatient-Centered Primary Care Home Progr@tPB serves in an
oversight and advisory capacity to OHA, and ingdtvork on development of Oregon’s Health
Insurance Exchange. Furthering the vision of tha Aligh report, the OHPB developed a
comprehensive strategic plan in 2010, titled Orégéetion Plan for Health, which laid out
specific strategies and next steps for Oregon lieae the Triple Aim. OHPB and OHA were
advised by a broad stakeholder group of more ti@@np&ople who served on 20 committees,
subcommittees, work groups, task forces, and cosioms to examine all aspects of the health
and health care system. More than 850 people &ttlesid community meetings across the state
to provide feedback to OHPB. Likewise, many orgatians and groups, such as the Oregon
Health Leadership Council (which includes the majealth systems and commercial insurance
carriers in the state), and small businesses amancmity groups provided extensive input. A
majority of the action items identified by OHPB bdson this stakeholder process have either
been implemented or are in the process of beingeimgnted, including the requisite legislation.
Notable among these are the development of thedocwied care model, and the establishment
of Oregon’s health insurance exchange, known a€00vegon.

In June 2011, as the first step to implement tleedinated care model, House Bill 3650 passed
with broad bipartisan support (Senate 22—7, Ho@sé.} creating the legislative authority for
the development of CCOs as the Medicaid delivesyesy, in support of the model and health
system transformation. Essential elements of gmestormation outlined in the bill are:
integration and coordination of benefits and s&sjdocal accountability for health and resource
allocation; health equity; standards for safe difectve care; and a global Medicaid budget tied
to a sustainable rate of growth. Prior to fingbagval to implement, HB 3650 directed OHPB to
bring back a CCO Implementation Proposal by Jan@iy.The CCO Implementation
Proposatesulted in the enactment of SB 1580, which laud€d€Os and directed the state to
examine how to spread the coordinated care modghte employees. SB 1580 also garnered
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broad bipartisan support, passing in the Senat2 &8d in the House 53-7 in February 2012.
Adoption of the coordinated care model for the Madl population is under way with
legislative authorization in place and federal veaiguthorities approved, and fifteen CCOs are
operational as of November 1, 2012. One requirerme8LCOs is to develop Community
Advisory Councils (CACs), which must have 51% cansurepresentation. The role of the
CACs is to advise CCOs on health transformaticaiestjies most appropriate to each local
community. Additionally CACs are tasked with dey@ttg community health assessments and
the community health improvement plans that wildgutheir CCQO’s actions to improve health
outcomes. Oregon is confident that this model aglieve cost savings and has committed to the
federal government to reduce the growth trend imcppita Medicaid expenditures by 2
percentage points through implementation of itdthezare innovation plan (see Appendix P).

Simply put, CCOs are the pilot vehicle for delivgyipatient-centered care that is focused on
improving health and lowering costs at every pairthe health care system. They are the proof
of concept. Each CCO is required to partner witingrlement a network of PCPCHSs and, over
time, the state expects every Oregon Health Planbeeto have access to a PCPCH. CCOs
were required to outline efforts to achieve PCPCekas and how they will use alternative
payment methods to incent and sustain the PCPCHImbihinsformation relies on ensuring that
CCO members have access to high-quality care beysh@®CPCHs, including care provided by
other clinical and health professionals, such assfiecialists and hospital providers and also
nontraditional health care workers who can bring cautside the clinic setting and into the
community. This will be accomplished by the CCQotigh a provider network capable of
meeting health systems’ transformation objectivesensuring that members experience
enhanced care coordination among members of therieto meet their needs.

Spreading the model

Oregon, with the support of SIM, is now well-poigedspread the coordinated care model to
other populations and payers. As stated earlieth @irchases health care for approximately
640,000 people under Medicaid and CHIP and algoshehy for the health care of some 200,000
others, including state employees and public scteaalhers and Oregonians who would
otherwise be uninsured, essentially touching orfeuninsured Oregonians. Almost 80% of all
providers in Oregon see Medicaid patients, soah#ipport to the CCO'’s success through the
SIM funded activities, particularly the learningv@onment created by the Transformation
Center will have impact on the community and ckhievel. The timing is right for

incorporating the major elements of the coordinat@ model for individuals who are dually
eligible for Medicaid and Medicare and in the cantng procedures for state employees’ health
benefits. Our intent is ultimately to further leage this purchasing power by asking qualified
health plans joining Cover Oregon to align withtsthew care model as a high quality, low cost
option for all Oregonians.

Many of the commercial health plans are alreadynass partners with the state, offering
coverage options for the Medicaid population oteseanployees. Furthermore, many have
Medicare Advantage plans that serve dual eligibhr@gular Medicare enrollees, and have
contracted with providers who also serve Medicd&8.R-inally, many of commercial plans who
are invested as partners in CCOs are also offepiradjfied health plans on the exchange. Please
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see Appendix G for a visual representation of thenections between markets in Oregon, in
addition to the following examples:

* Providence Health Plan is both a partner in tealthShare CCO in the Portland area and
is the Public Employees Benefit Board (PEBB) castt¥d plan with the largest number
of PEBB lives. They have a Medicare Advantage fanthe Portland area, and are
partners in Southern Oregon (Jackson County) ith&nd@CO. They have started
primary care home enhanced payments across thealbstatewide network in PEBB,
in addition to their HMO-like PEBB plan and thesare providers are also serving
Medicaid/CHIP clients in the Portland area underriew Healthshare CCO. In addition
they have initiated some shared savings prograrsseime targeted specialty care
providers in high spend areas such as orthopethediology and gastroenterology who
serve both populations.

» PacificSource, another large commercial planasad a Medicare Advantage plan, is an
invested partner in a large CCO in the Central Gmeggion of Bend, after having
worked with that community for what was actuallgratotype of a CCO for the past
several years. They also are an invested partreesmaller CCO along the Oregon-
Washington border area of Hood River. In both regjdhe provider network has been
supported by PacificSource for their commercialdMaid/CHIP and Medicare
Advantage populations including enhancing primamecclinic and hospital grants on
changing the culture of care to new innovative nwf& the last several years and
innovative payments to specialty care providergylork closely with the provider
community in both regions, and also have contralttelo and Washington State
providers to serve these regions. Innovative valased payments by PacificSource will
touch more than just Oregon Medicaid/CHIP providers

* ODS is an invested partner in a CCO responsdla fL2-county rural/frontier region of
Oregon. ODS is committed to innovative changestds transformation in its
partnership in the CCO has enlisted a medical tlir¢o work with small rural practices
in partnership with local critical access hospitalgain patient-centered primary care
home certification and initiate enhanced paymehdslitionally, ODS serves other
populations in this same area and other parts ef@r, including employees with
coverage under the state’s Oregon Educators Beédeditd (school districts). Its work
with providers in the CCO region are the same phend serving commercial lines of
business and allow for increased spread of altespayment arrangements and
innovations.

We envision that there will be a tipping point fransformation of Oregon's health care system
when the coordinated care model’s delivery systachgmyment innovations spread beyond
Medicaid beneficiaries and state employees to rabtiee Medicare and commercial populations
to create a truly transformed system. This spréachosformation will help to ensure that
Oregon’s delivery system and health care workfisageady for the new expansions of Medicaid
and Cover Oregon, and will help ensure costs reswstainable over time. The Transformation
Center is instrumental in building on our existmglti-payer efforts and in creating learning
systems to accelerate innovation and the spretiteahodel across all payers. Advancing the
date of that tipping point will ensure real andtairsble improvements in health status,
enhanced patient experience and lower per capstati@nds
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Forthcoming RFPs for state employee coverage angufalified health plans within Cover
Oregon will incorporate key elements of the cooati care model. Successful respondents for
these commercial contracts will demonstrate inéngeasdoption of model features such as
value-based payment, care coordination and integrand accountability for outcomes. In
addition, the Oregon Health Authority and the Oregiesurance Division are now exploring

how the rate review process and other mechanismistine leveraged to encourage carriers that
do not participate in Cover Oregon to adopt elesehthe coordinated care model. See
Appendix D for a high-level timeline showing Oregowuision for evolution of the coordinated
care model across sectors.

A key strategy of the Oregon Health Authority isiag as a strong purchaser to spread the
coordinated care model beyond Medicaid to publipleyees, to Medicare beneficiaries served
by plans and providers who also contract with tges and qualified health plans in Cover
Oregon. The state will also employ other leversrioourage alignment between public and
commercial payers and providers, as described bdiasvrelevant to note here that the majority
of Oregon’s providers and health systems partieipamultiple markets, perhaps to a greater
degree than seen in other states. For example of @egon’s physicians currently see
Medicaid patients and 85% are open to new pati€ioist of Oregon’s seven largest individual
market insurers already are involved in one or n@EOs, as noted in a response above. This
degree of interconnection will help Oregon sprésaldoordinated care model rapidly to achieve
health care transformation.

As CCOs and elements of the coordinated care nmaklelroot and begin to spread in Oregon,
many of the same policy-making and stakeholderdsothiat contributed to the model
development will continue to provide oversight deedback. The Oregon Legislature has
explicitly requested quarterly reports on the impdatation of health systems transformation
through 2017. Thérst quarterly performance metrics repfmt Medicaid CCOs was published
in May 2013, and the second report was publishékligust. Please see Appendix Z for both
reports. The OHPB, Medicaid Advisory Committee, BEBEBB and other existing bodies will
track implementation and provide input. Targetedkeholder and expert work groups, such as
the legislatively-mandatedetrics & Scoring Committeghe CCO contractors, and the “Medi-
Medi” advisory grouponsisting of CCOs and their affiliated MedicarevAdtage plans and
other key stakeholder groups will provide inputpmiicies to further model implementation
across payers, providers and populations.

Levers to enable action

Identifying and assessing the state policy andleggry levers that are available, actionable, and
consistent across the state provides an analytsppetive on the implementation and
advancement of the coordinated care model.

1. Financial levers

Using penalties and incentives to drive behaviame of the methods being employed in
Oregon to support SIM efforts. The coordinated cacelel is being implemented statewide in
Oregon’s Medicaid and CHIP program through Coorgid&Care Organizations. CCOs are in
part defined by a new payment model that holds thecountable for the total cost of care
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(behavioral, physical and dental health care) fwoked members through a global budget.
Between August and December 2012, 15 CCOs contragth the state to provide
comprehensive Medicaid/CHIP services. The stasentede significant progress in transitioning
to this new model of care, with 90% of Oregon’s ladl and CHIP populations enrolled into

a CCO as of January 2013.

The state is applying a form of a shared savingdahihat provides conditional rewards with
one-sided (upside) risk using an incentive pook Téwards are based on performance, not on
growth of services, and are conditional to imprgwiuality. Under the Oregon Health
Authority’s final agreement with CMS as requiredthg Special Terms and Conditions (STCs)
of Oregon’s Section 1115 demonstration, the stasecommitted to reducing the growth in
Medicaid expenditures by 2 percentage pointss dichieving these savings through the multiple
levers and the Triple Aim objectives outlined ie firoposal. OHA has established a new
financial pool (“quality pool”) for CCOs. Initialljunded at 2% of the total budget, the quality
pool is viewed as a bridge strategy to move thee $tam a capitated payment system to one that
increasingly rewards CCOs for value and outconaher than utilization of services. This lever
is one of several health system transformation imisims for achieving Oregon’s vision for
better health, better care, and lower costs.

The two primary payment models, the global budgetthe enhanced, tiered payments for
patient-centered primary care homes will be inctffer the entire grant period. The global
budget currently impacts an estimated 576,000 Medlioeneficiaries (90% of total). The goal is
to have PCPCH payments in place by 2016 for apprataly 75% of the Medicaid and duals
population, 60% of public employees, and at le@%b bf the commercially insured. While some
of the payers have other new alternative paymermtetsan place, many CCOs have not yet
finalized which additional alternative payment neogtblogies they will choose to use with their
contracted providers, nor is it possible to esteritae number of patients or volume of services
covered by those alternative payments.

However, CCO contracts require that they creatdaimmechanisms to reward providers for
improved quality and outcomes. They are being askéuitiate and broaden efforts to move
away from FFS to value-based payments with thélividual provider networks. Oregon’s
model emphasizes community flexibility, so the spealternative payment methodology
(APM) is not prescribed, and it is likely that thenay be several different APMs that emerge
depending on the characteristics of the regionilely system. Each of the CCOs has recently
submitted a contractually required Transformatitanfutlining several key areas of needed
innovation and transformation, including specifiels. The state will be finalizing
amendments to CCO contracts that set specific lmeadts and milestones for 2014 and 2015
for implementing their APMs.

A majority of the CCOs are proceeding with enhanatient-centered primary care home
payments but a variety of additional efforts ardemway or being considered for other
providers and hospitals. Some of the CCOs are wgrta expand the mental health capitated
payments to include substance abuse providersaudeas as well.
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Finally, to further align with the goals of the edmated care model, the Oregon Association of
Hospitals and Health Systems (OAHHS) has proposed guality incentive pool in Medicaid
for DRG hospitals in the state. Funds in the psgplancentive pool would be awarded
according to achievement of outcomes/metrics design align with the coordinated care
model. This initiative requires an amendment togores Medicaid 1115 demonstration waiver,
which has been submitted.

PEBB members will have increased PCPCH optionsirsgan 2013, as the largest PEBB PPO
plan members who seek care from a recognized PGMICkee a decrease in their cost sharing
from 15% to 10% and the providers will receive mtbee payments if they fulfill the standards
for a higher level PCPCH. Moving to the future, agcessful bid for the upcoming 2015 RFP
will be required to demonstrate incentives to fartepread the PCPCH model, including
alternative payment methodologies. By aligning déads and payment incentives between
Medicaid and PEBB, primary care providers and payell have a common set of expectations
across provider networks serving 25% of the Oragsured population. CCOs can also bid on
the 2015 PEBB RFP and, if successful, be offeream @an choice for PEBB members. In
addition, the Legislature built limits on PEBB spery tied to similar trend rates as in our
Medicaid 1115 waiver agreement when approving thei budget. These will be critical in our
negotiation with potential vendors to share in dasmg costs while maintaining quality and
improving the health of state employees.

2. Legal and regulatory levers

Oregon’s commitment to the coordinated care mosleldlined in our Health Care Innovation
Plan (see Appendix P) submitted in September 2@ #i2imonstrated through an intentional
coordinated and strategic multi-year planning angdlémentation process that included
extensive public discussion across the state aindbangagement by the Governor, the
Legislature and the Oregon Health Authority (OHa&)d in partnership with the Oregon
Insurance Division and Oregon’s new health insugaachange, Cover Oregon. This high level
of coordination in planning and implementation coms today, now supported by the SIM
grant, to extend the coordinated care model achaesdelivery system in Oregon.

As Oregon’s health insurance exchange, Cover Otggepares to begin operations in October
2013, Governor Kitzhaber has been working closeti ts Governor-appointed board members
to ensure that the 2015 qualified health plan RifeRuide attributes of the coordinated care
model. The timing is right for incorporating thejor elements of the coordinated care model
for individuals who are dually eligible for Medichand Medicare and purchasing for state
employees’ health benefits. The intent is to furlbgerage this purchasing power by requiring
gualified health plans in Cover Oregon to alignhathiis new care model as a high quality, low-
cost option for all Oregonians. The model will betnew to parts of the commercial market, as
many of the commercial health plans are curreniness partners with the state, offering
coverage options for the Medicaid population oteseanployees.

On June 3, 2013, the Governor delivered a letténedOregon Health Policy Board asking them
to make recommendations by the end of the yeaistoffice and the legislature about potential
legislative or regulatory changes that may be ne¢édéurther align PEBB, OEBB and Cover
Oregon around the coordinated care model (see Al &). One of the Governor’s health
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advisors is the current chair of the PEBB board, iarworking closely with board members, the
unions, and PEBB staff to include the coordinatae: enodel in the state employee plan’s
upcoming RFP.

The Oregon Health Policy Board, in partnership whie Oregon Insurance Division, will be
setting the framework for incorporating the cooeded care model into the rate review process.
The Cover Oregon Board, with the Oregon Insuranegesidon will play a strong regulatory role

in the products offered as well. Other regulatdfgrés that support dissemination of the
coordinated care model include administrative ruledates to strengthen Oregon’'s PCPCH
standards and administrative simplification effdhat would increase efficiencies for public and
private plans alike.

As outlined in the innovation plan (see AppendixaRyl noted previously, Oregon’s health
system transformation is the result of an intergtionulti-year planning and implementation
process. Oregon’s Legislature was actively involaedvery step, crafting and passing key
pieces of legislation including HB 2009 (2009), B850 (2011), and SB 1580 (2012). These
transformational pieces of legislation passed Wrttad bipartisan support (Senate 22—-7 and
House 59-1 for HB 3650; Senate 18-2 and House &8-SB 1580). Oregon fully expects that
the Legislature will continue to be a key playeaatelerating and spreading health system
transformation, including into the commercial marke

3. Structural levers

The three main health care-related agencies inddtegbe Oregon Health Authority, the Oregon
Insurance Division and Cover Oregon are aligningnaltiple levels to ensure the coordinated
care model is entrenched in current work to prefaréhe 2014 expansions. Executive
leadership of all three agencies meet on a weealdjstwith the Governor’s Office and the group
also includes an experienced executive, whosasatework with legislators and stakeholders
to increase alignment with the coordinated careehobjectives.

Governor Kitzhaber has been the primary drivehefd¢oordinated care model, initiating the
policy design discussion stakeholders and the lagi®, resulting in the enabling legislation in
2012. The Governor also was at the table in nefjmiaf the 1115 Medicaid demonstration
waiver. Additionally, Governor Kitzhaber has beeorking closely with the Governor-

appointed board members for Oregon’s Health Ina@&xchange (Cover Oregon) regarding
inclusion of coordinated care model elements imignsed RFP for Qualified Health Plans. He has
already started to meet with health plan executalesit his desire to see the coordinated care
model achieve both savings and improved qualillicommercial products.

Another structural component being implementethés@regon Transformation Center, which is
envisioned as the state’s hub, or integrator,rfoovation and improvement, and is a key
mechanism for implementing the coordinated careghsdccessfully and rapidly across all
markets. The Transformation Center will be iniyidtbcused on aiding the CCOs and their
provider networks in moving to alternative paymeans new delivery system models and is
critical for setting up a learning environment thah spread innovation to achieve the metrics
and goals the OHA has set for the CCOs and CMS¢éita®r Oregon in our quality strategy.
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One of the key elements Gfregon’s SIM plan, the Innovator Agents, is cooatia through the
Transformation Center. At its core, the role ofdaator Agents is to assist CCOs and their
communities, provider entities, and OHA identifyfdamplement innovations and best practices
that support the coordinated care model and h&altisformation’s three-part aim of better
health, better care and lower cost.

There are two types of Innovator Agents: CCO InhawvAgents, as noted above, who will act as
a single point of contact between the CCO and Gail, to help champion and share innovation
ideas; and long-term care (LTC) Innovator Agentisowvill support shared accountability for

the Triple Aim between CCOs and long-term care agsrand providers. It is important to
clarify that Oregon’s SIM grant provides financsalpport for four LTC Innovator Agents; the
state budgeted for an additional three LTC Innavagents and has and has committed to
funding CCO Innovator Agents through other means.

Oregon SIM funds are invested in the Transformafienter to support the rate of adoption of
innovation in Oregon’s Coordinated Care Organizeti(CCOs) and the spread of the
Coordinated Care Model (CCM) to other payers.

The Transformation Center serves as a hub to load gleas travel faster. It is doing this
through a set of strategies designed to supporubeess of the Coordinated Care Organizations
(CCOs) as the lead vehicle for system transformatidOregon. As the CCOs gain momentum
and experience success in adopting innovationgtlessons will be spread across other
populations and payers. Because roughly 80% of @regroviders see Medicaid patients,
efforts aimed at supporting changes in the delieéryare through CCO provider networks will
also promote the spread of these innovations aonotigple populations and payers. The
Transformation Center will also actively seek inpatl participation from payers outside
Medicaid in its learning network activities, inciad learning collaboratives and conferences. If
SIM funds were not available, Oregon would not bie @& develop a robust Transformation
Center and activities would be limited to the Inator Agents and one statewide learning
collaborative of the CCOs. SIM funds allow Oregorptovide a rich offering of tools and
resources to support innovation and the developwfesmtulture of innovation, outside of the
Innovator Agents and the otherwise modest suppostigh various existing arms of OHA.

Transformation Center strategies supported by SIM:

» Transformation Center Management Team

SIM funds support the positions of the lean managgrteam responsible for guiding the
work of the Center. SIM funds support the Transfaiion Center Director, Director of
Systems Innovation, Director of Clinical Innovatiand the Director of Operations.

* Learning Collaboratives

SIM funds are used to support the Learning Collatrees Manager and Coordinator
positions, as well as the outside expertise andudtants needed to support the learning
collaboratives. The Transformation Center has éstadul three learning collaboratives in the
SIM Implementation Period. Planning for a fourthri@ng collaborative focused on complex
care is underway with the first meeting schedutedNiovember 5. Please see Appendix T
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for detailed information about our learning colledtove activities to date. Current
collaboratives include:

o0 CCO Medical Directors and Quality Improvement Magrag focusing on the
seventeen incentive metrics, one for each montsdgien.

o0 Community Advisory Council (CACs) chairs and menshyéocusing on
developing the capacity and capabilities of the GA&develop the community
health assessments and community health improveptemd required by Oregon
statues. These committees are required to be nyagomsumer members and
need extensive technical assistance to achievegobais.

o Innovator Agents, focusing on supporting transfdramaefforts, sharing best
practices, the Science of Improvement techniquesilae people side of change.
The SIM-funded LTC Innovator agents will be inclddes they come on board to
broaden this collaboration amidst the agents. Wioksfunding the original
Innovator Agents salaries, The SIM grant fuelsrttraining particularly through
providing investment for the state to work with thetitute for Healthcare
Improvement to help the agents be successful.

o0 The pre-work needed to stand up a learning colktha focused on the care for
high cost, high utilizers, with plans for this @ibrative to formally launch in
November.

o More collaboratives will be developed as the aucksrand content needs are
identified. One already under development is fodumehigh utilizers and this
collaborative is expected to be launched in thd tvea months.

o SIM funds also provide support to Oregon’s Patiéattered Primary Care
Institute (PCPCI), which works in collaboration wihe Transformation Center
PCPCI offersa Learning Collaborative that incorporates mugtilgarning
methods to maximize opportunities for 26 practicelearn from each other and
from technical experts in topic areas aligned v@tiegon Health Authority's
Patient-Centered Primary Care Home (PCPCH) progtandards
Collaboratives include face-to-face training sessjavork between sessions via
phone and web and individualized practice coaching.

* Provider Engagement

The Transformation Center, through the effortshef Director of Clinical Systems, and a
Transformation Analyst, the Center will develop @u@cil of Clinical Innovators, a cadre of
10-12 providers who will serve as champions of geasand support the implementation of
the Coordinated Care Model through provider-to-pter conversations. The initial meeting
and training of this group of clinical innovatossanticipated to be in the first quarter of the
first Demonstration Period. This “Transformationalemy” will translate into the spread
and adoption of the coordinated care model pringipeross many practices areas as the
champion’s carryout their in-service commitmentas the state in multiple practice
settings and specialties to share knowledge angeprpractices.

» Coordinate Transformation Communications

SIM funds support the Transformation Center, Domecf Communications and a
Communications Analyst position. These position$ @avelop a master communications
plan; coordinate communications efforts and stiategcross the Oregon Health Authority
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with consumers, providers, stakeholders and théquthe Transformation Center’s initial
webpage is currently functioning as a central pofnbformation dissemination about
transformation. SIM funds will also be used to tvar the OHA web presence and more
effectively communicate OHA'’s triple aim goals assall areas of the Health Authority.
This will help internally for all units of the Authity to understand and engage in their roles
in transformation. SIM funding will support strategutreach and align communication
efforts with community partners and stakeholdesstipularly around the multi-payer efforts
underway and over the test years.

» Technical Assistance

SIM funds provide support for world class techn@assistance in the area of health
transformation. The Transformation Center has eatéd with the Institute for Healthcare
Improvement to provide training on the Sciencengpiovement to the Innovator Agents,
CCO Account Representatives, Quality Improvemerdr@ioators and Transformation
Center and OHA leadership. Additional support Wwélprovided by IHI in the demonstration
periods to continue to advance OHA capacity bugdmtransformation and systems
innovation. We will continue to engage other expéotsupport our work in alternative
payment methodologies; clinical innovation, andhkeple side of change.

» Transformation Analysts

SIM funds support a group of four high level openas and policy analysts that will conduct
research on policy and systems issues and req&editsy and systems areas include: clinical
standards and supports to CCOs, support for the@laaf Clinical Innovators (described
above); researching and resolving systems andypiskces brought to the Center by
Innovator Agents; researching resources, best erging practices, and subject matter
experts for issues that the Center will support prasnote including: Physical health, mental
health, addiction recovery, and dental health irategn; Patient-centered Primary Care
Home; Alternative Payment methodologies; CommuNi#eds Assessments and Community
Health Improvement Plans; Electronic Health Recart Health Information Exchange;
Health equity issues, including cultural competeang health literacy, workforce diversity
including traditional health workers, and addregdiealth disparities; Patient engagement
and patient responsibility; Incentive Measures;leuiealth; Social determinants of health;
and early childhood and the connection to Earlyrhiegy Hubs; This SIM investment allows
for focused attention to gather what the delivgistam needs to spread innovation, on the
ground practical experience rather than just paliesign and theory. It will allow the
Transformation Center to make connections, pepe&s to those in the CCOs, health plans,
health systems, hospitals and clinical providestae community to drive transformational
change.

4. Cooperative levers

In June 2013, Governor Kitzhaber directed the Onegealth Policy Board to take action to
align health transformation implementation actasti His directive includes: development of
recommendations for possible additional statutowy r@gulatory changes necessary to
ensure the Triple Aim goals are met. These maydelbut are not limited to:
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» Strategies to mitigate cost shifting, decreasethéasurance premiums and increase
overall transparency and accountability;

* Opportunities to enhance the Oregon Insurance Divisrate review process;

» Alignment of care model attributes with PEBB andBBEcontracts;

* Alignment of care model attributes with Cover Onegoqualified health plans.

The Oregon Health Authority and the Oregon Insueadivision are now exploring how the rate
review process and other mechanisms might be Igedrto encourage commercial carriers to
adopt elements of the coordinated care model (@fgrdability standards that align with aspects
of the coordinated care model). The Governor amt@xe agency leads are working to
encourage carriers to adopt CCM eleme8imilarly, there has been ongoing dialogue and work
with long-term care and Medicare stakeholdersjqaddrly around the dually eligible

population, with respect to how to align effortsetacourage collaboration and alignment with
the coordinated care model.

As part of the work being done by the OHPB to aslsltbe Governor’s letter, the Coordinated
Care Model Alignment workgroup has been meetingtimigrihrough the fall of 2013. The work
group consists of two board members each from PEBEEB, and Cover Oregon. Their work
has been focused on understanding current alignwiémthe coordinated care model across the
organizations, recognizing opportunities for futahgnment and proposing ideas that will
ensure continued collaboration. Current effortsaxs alignment, as evidenced in contract
language or in Request For Proposals (RFPs), leasrhapped as a baseline. A final report with
recommendations will be presented to the OHPBaNbvember 2013 board meeting. Please
see Appendix Il for the current alignment documerggeting agendas and summaries from this
work group.

These latest cooperative efforts follow severaryed efforts by the Governor, OHA, and other
bodies to align all health care stakeholders irstage around the goals of transformation.
Evidence of frequency and visibility of the Goverscefforts to encourage transformation
across markets can be found in the media coveligbédited in Appendix A and in the revised
stakeholder engagement plan (Appendix E). Cooperdédivers and voluntary alignment can be
particularly powerful in a small state such as @regvhere the health care stakeholders are
strongly interconnected. See Appendix G for a Jisglaresentation of the connection between
different stakeholder organizations and health taresformation initiatives in Oregon.

Mechanisms to engage CCOs in the innovation culturand practice

Contracts between each CCO and the state requhe@a0 develop a transformation plan. The
purpose of the transformation plans is to encoucagéinuous quality improvement; foster
transparency and accountability for achieving tegyistems transformation within the context
of local control. OHA published initial guidance tre transformation plans in November 2012
and January 2013, all CCOs submitted plans thatded a self-assessment and self-identified
improvement goals across eight key areas:

» Developing and implementing a health care deliveoglel that integrates mental health
and physical health care and addictions (must 8palty address the needs of
individuals with severe and persistent mental #b)e

» Continuing implementation and development of pateamtered primary care homes.
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* Implementing consistent alternative payment methagdes that align payment with
health outcomes.

* Preparing a strategy for developing a communitythessessment and an annual
community health improvement plan for the CCO smnarea.

» Developing electronic health records; health infation exchange and meaningful use.

* Ensuring communications, outreach member engageameingervices are tailored to
cultural, health literacy and linguistic needs.

* Ensuring provider network and staff ability to méet diverse cultural needs of the
community (cultural competency training, providengosition reflects member
diversity, nontraditional health care workers cosipon reflects member diversity).

» Developing a quality improvement plan focused omiglating racial, ethnic and
linguistic disparities in access, quality of caeperiences of care and outcomes.

OHA trained a cadre of reviewers to evaluate thesformation plans and provided feedback
and requested changes as necessary to achievaabksgoals. OHA finalized approval of all
CCO plans in March 2013, CMS approved the propesettact amendments and the CCO
contracts will be amended to include the commitmenitlined in the CCO transformation plans.
The amendments will become effective in July 204 8ey function of the Innovator Agents and
the Transformation Center is to support CCO pregan transformation plan goals by fostering
a culture of innovation and disseminating the ewggebased tools of innovation, including
change management, providing technical assistaccess to national experts, establishing
learning collaboratives and other supports as 1saces

Additionally, the Transformation Center’s Coundil@inical Innovators (along with the
medical directors of each CCO and other healthg)leull act as champions for key innovations
in the delivery and coordination of care with theatleagues and with Oregon’s physician,
specialty and other provider associations. With &f%hysicians in Oregon seeing Medicaid
patients, the initial work with the Medicaid poptitea and CCOs creates a strong foundation in
the delivery system for innovation and transformati

Mechanisms to engage government stakeholders

Integration with the public health system in Oredyas been ongoing and includes partnership
with local public health authorities (LPHAS) anetGouncil of Local Health Officials (CLHO),
and the OHA Public Health Division (PHD) in orderluild infrastructure that supports health
system transformation in Oregon. PHD staff havéigpated in the review of CCO applications
and led the CCO Transformation Plan review forGeenmunity Health Assessment and
Community Health Improvement Plan (CHA/CHIP) comeoin Many LPHAs have been
involved in the development of CCOs. Several Itesdlth officials serve on boards and/or
advisory committees of CCOs. In May 2013, CLHO halelfirst meeting of the Health System
Transformation subcommittee comprised of local theadiministrators and other LPHA staff
that are working to partner with CCOs on commuhgglth initiatives. The primary focus of
this committee is to support LPHAs operating agstesn and aligning around strategic
directions, priorities, and broad operational apphes related to Oregon’s health system
transformation and to develop system improvemesdmenendations to CLHO and OHA.
Working to implement primary and secondary prewanstrategies recommended by the U.S.
Preventive Health Services Task Force Guides tor@amity and Clinical Preventive Services,
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OHA plans to facilitate CCO partnerships with lopablic health authorities and other local
organizations to reduce the leading causes of skségjury, and death while also driving down
the leading drivers of health care costs in themmunities. These collaborations will use
evidence-based clinical as well as community praverstrategies to address a specific health
need, using a “flood-the-zone approach.” The go&bi communities to make lasting changes in
practice and/or policy to support prevention. Twilt impact PEBB members and dually eligible
individuals in these communities, but also spreadther Oregonians as community efforts align
with the clinical delivery system around the Triglen.

Other authorities and levers of state governmenahleady part of OHA’s overall portfolio. For
example, the Office of Equity and Inclusion hasbkshed three regional equity coalitions
currently operating as advisors to CACs and comtgyoartners on culturally relevant and
specific strategies to reduce health disparitiesteow agencies and community leaders can act
as change agents to improve equity and the repgeggemnof the interests of marginalized
communities in health transformation efforts. Tisis key strategy aimed at improving the
social determinants of health. SIM resources witMale operational support for three additional
regional coalitions as well as conducting trainfiogthree more cohorts of participants in the
DELTA training program and certifying 150 new hbattre interpreters over the course of the
SIM project period.

Oregon has a strong school-based health centergmogvith 63 centers. Many are pursuing
recognition as patient-centered primary care hasnesare participating in CCO delivery
networks. The opportunity to align health and ediwn system reform in Oregon can
dramatically contribute to short- and long-term royements in health outcomes for children.
The goal of universal kindergarten readiness antmgon children depends on both health and
education system innovations and processes. Oregarly Learning Council recently adopted
a statewide Kindergarten Readiness Assessmenwilhae broadly implemented in fall 2013.
The CMMI grant provides the opportunity to testteyss and supports that contribute to
kindergarten readiness and to disseminate effestreg¢egies.

OHA, via the Transformation Center, will partnetiwihe Early Learning Council (ELC) to test
innovative delivery models and shared incentives tésult in improved kindergarten readiness.
Effective strategies will be disseminated jointly®HA and the ELC via learning

collaboratives, technical assistance, and the latom\Agents. For example the Transformation
Center, in partnership with the ELC, will fund thest innovative strategies for improving
kindergarten readiness, such as coordination gfcgsr across CCOs and “Early Learning Hubs”
and shared measurement strategies.

OHA and the Oregon Department of Human ServicesPaie sister agencies, sharing a
common history and administrative services. Inrpaship with DHS, OHA is developing
strategies to align financial incentives for CC@d &TSS to coordinate care and achieve
desired outcomes for individuals they serve in camn®©regon’s Legislature excluded LTSS
from CCO budgets, but Oregon has worked closelly stitkeholders to develop strategies to
share accountability and coordinate between CC@QgheLTSS system, including financial
strategies. One promising coordination approathdsCongregate Housing with Services
Model, such as the one used in Vermont, where gestiips between health plans, housing

October 2013 revision 57



providers, and LTSS providers can achieve posiiaadth outcomes, address social determinants
of health, increase member engagement, reducénhltigitarities, and save costs in communities
or in Section 8 housing that serves mostly low-mepaged, and people with disabilities.

Another example of how the state has engaged gth@rnmental agencies can be seen in two
legislatively funded reports; one on the mentalthesystem and one on the addictions system
(summarized in thigeport to the legislatujeThese reports identified the complicated stmectu
of the mental health and addiction systems in QweBoth reports recommended changing the
system to an integrated funding and service mdueIwill:

- Provide consistent service throughout the state;
« Consolidate funding;

« Regionalize;

« Make the system more transparent;

« Gain efficiencies in utilization of resources.

At the direction of the Joint Committee on Ways Mehns, Subcommittee on Human Services,
the OHA Addictions and Mental Health Division (AMIl$) moving forward with the
establishment of two or three demonstration prejdtat will integrate addictions, mental health,
and physical health services in Oregon. The systenge also will focus on an integrated
service management and payment system. These amges will result in a simpler system
making more efficient use of state, federal andlloesources and providing better services to
those in need.

AMH will be using a website as its primary vehiéde communicating about the demonstration
projects, which includes an automatic notificatsystem that sends out emails as the site is
updated. The demonstration projects will be guickethe following principles:

- The goal of treatment and recovery is to providgises and opportunities for
individuals to become self-sufficient.

- The array of treatment and recovery services mighiess the therapeutic needs of
people in a holistic fashion. To the extent possg@rvices need to be delivered in a
seamless and integrated manner. Services incladetenuum of core health, mental
health and addiction services, as well as wrapat@envices for housing and
employment/education assistance.

« The service delivery system must be managed imibst cost-effective and individually
focused manner. Funding for services should folloevshortest line from the state to
community provider. The management structure uséadensolidate all available funds,
Medicaid and non-Medicaid funds, to pay for thegmwf core and wraparound services
being provided with state funds.

- The service payment process will focus on achievgémimeasurable outcomes
wherever possible.

Core mental health and addictions services ainetgdmgraphically located to encourage access

as close to home as possible. To avoid managemdriragram duplication, services will be
provided in a regional manner where possible.
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Mechanisms to engage community and patient stakeldsrs

Local control and accountability

A key component of the coordinated care model imroanity-driven accountability. Within
Medicaid, CCOs are organized to encourage locxilbilty and accountability. CCOs are
community-driven entities with requirements for yder, community and consumer
involvement in governance and in active Communitlyi&ory Councils (CACs). A core
requirement is that CCOs collaborate with localditads, public health agencies, social services
organizations and others. CACs are required ha% &dnsumer representation and are
responsible for developing the CCO’s community theassessments and annual community
health improvement plans. This level of commummyalvement is intended to ensure that CCOs
are responsive to local needs; they will also bd Aecountable through clear performance
expectations, payment for outcomes and transpaiammyblic reporting.

As the model is spread, PEBB and other purchaséirserlooking at how potential vendors will
encourage local flexibility and accountability &gy incorporate elements of the coordinated
care model into their review and contracting preees CCOs may bid for the PEBB contract
but any and all potential contractors will be assdgor their interactions with the local
community and delivery system and efforts to ensliaéindividuals and their families are the
focus of efforts to deliver benefits and services.

Stakeholder engagement

Consistent with Oregon’s reputation as a leadénernpublic process for health policy
development, Oregon committed itself to obtainingide range of input and feedback
throughout the process of planning for health sgysteansformation, and the initial phase of
CCO implementation and this will continue as therdinated care model is spread. Section A of
this Operational Plan and our previously submigéate Innovation Plan (please see Appendix
P) has additional detail, but these efforts to thatee included: (1) Oregon Health Policy Board
(OHPB) meetings, work groups, and public comme?jtilfe OHPB’s targeted expert and
stakeholder work groups (more than 130 participa(®3$ OHA’s Health System Transformation
Community Meetings (more than 1,000 participantghtecities); (4) tribal consultations with

the nine federally recognized tribes in Oregon;REPCH development stakeholder groups; and
(6) individual staff engagement with advisory coilsyccommittees and other stakeholders to
gain input and feedback throughout the processte€llvere more than 76 public meetings in
total leading up to the development of the oveZ&llO implementation proposal and almost 350
key stakeholders and experts gave hours of tleé to help build and refine the coordinated
care model. Further details were provided in cakeolder engagement plan provided in May,
which has been revised. Please see Appendix E.

The PCPCH Program provides one clear example of@b has engaged payers, providers,
governmental agencies, the community and otheebtdlers throughout the development and
implementation process in a variety of ways:
» Participates in the CMMI Comprehensive Primary Qaitative as a public payer,
convener, and collaborative partner in this mutygr federal initiative.
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» Established a multi-stakeholder implementation taske in partnership with the
Northwest Health Foundation, to provide recommendaton resources needed for
broad-scale adoption of patient-centered primarg.ca

» Established the PCPCH Standards Advisory Commigeeyllti-stakeholder group
providing policy direction and technical expertieethe patient-centered primary care
home model. Representation from across governngamicées includes county health
departments, public and mental health authorigablic university medical centers, and
private and public health plans, community-baselestolder organizations, patient
advocates, and local professional societies aliggaate on the committee.

» Established the Expert Oversight Panel for theeRefCentered Primary Care Institute,
which is composed of multiple public and privatakstholders that guide the institute’s
key decisions and strategic direction for technasalistance resources — representation
includes the state School-based Health Centerg@mdocal foundations, community-
based organizations, and patient advocates.

» Participated in the recently concluded multi-pasteategy consensus meetings on
primary care payment with all the major public gmivate payers and provider groups,
facilitated by SIM grant funding. The program waked to develop a set of
measurements for the payers to evaluate their imesg in primary care homes and will
actively imbed the payers and provider input ifi® dngoing Standards program;
particularly as it builds up its site visit funatiovith SIM funding (please see Appendix
BB for meeting agendas, minutes and the draft spnaposal).

Ongoing support from key stakeholders is evidenh@énumber and range of letters of support
included in our original SIM application. They inde letters from key policy-making and
advisory groups to the OHA such as the Oregon Héddticy Board (OHPB), Medicaid
Advisory Commission (MAC), and Oregon’s Public Eoy#es’ Benefit Board (PEBB); CCOs
including HealthShare in the Portland metro arehEilium in Lane County; key delivery
system partners and academic medical center psigneh as Oregon Health & Science
University, the Oregon Association of Hospitals &fehlth Systems, Oregon Health Care
Association, Oregon Association of Area AgencieAging, and the Office of Rural Health;
commercial payers represented by Providence H8gktems and the Oregon Business Council,
philanthropic organizations, such as the Northwisstlth Foundation, and consumer advocacy
organizations such as AARP. These and other entitie stakeholder groups will be engaged
throughout the SIM years as Oregon spreads thelt@bed care model.

OHA will continue its strong commitment to outreaatviting input through various methods
including stakeholder presentations and webinansyal regional listening sessions, a robust
open public process of public meetings, transpardtpublic reporting of CCO performance
and of progress toward health systems transformaials, and ongoing direct work with key
stakeholder groups (See Appendix E for Oregon’seevStakeholder Engagement Plan and
Appendix J Revised for a high-level timeline anéwwew of Oregon’s health system
transformation activities).

Alignment with federal positions and stated directbn

The goals and strategies of Oregon’s health systemsformation initiatives align with several
federal initiatives. Oregon’s health reform billBF2009, mirrors the Affordable Care Act,
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passed nine months before the federal legislatas passed. In addition, Oregon’s efforts align
with Healthy People 2020, National Prevention ®ggtand Aging and Disability Resource
Center initiatives. In 2012, the Public Health Bien (PHD) drafted its five-year strategic plan
consisting of priority areas to make Oregon onthefhealthiest states in the nation. These PHD
strategic priority areas overlap with the aforenmred national initiatives as follows. In

addition, Oregon is in the process of buildingniéswork of Aging and Disability Resource
Centers (ADRCs). An active ADRC advisory group utgs representatives from several OHA
and Department of Human Services programs.

Further, Governor Kitzhaber's commitment extendgobe Oregon. He has agreed to join
Governor Haslam of Tennessee as co-chairs of théh€are Sustainability Task Force for the
National Governor’'s Association (NGA). The stapeofpose of the task force is to “... focus on
state innovations that require the redesign ofthezlre delivery and payment systems with the
objectives of improving quality and controlling ¢®sThrough the sharing of state experiences
and best practices, the Task Force will work tantdg areas where federal legislative or
regulatory action is necessary to reduce barriedsfarther support state initiatives.” (SE§6A
press relea3eOn July 1, the Governor sent a letter to SeryeSabelius and Marilyn Tavenner
to Setting his goal to work closely with the Cestfar Medicare and Medicaid and other
governors to develop a multi-payer strategy andmangon set of core principles that focus on
fiscal sustainability and changing the way healtb¢a organized (see Appendix O). He
identifies that SIM is a key player in Oregon’s anber states’ success.

Please see Appendix K, Revised for the Oregon Sbljept management plan and timeline.

Section H Participant Retention Process

Oregon’s SIM project is primarily focused on inntigas in deliverysystemsand payment
reform. Oregon’s Medicaid 1115 demonstration waes&gblishes obligations of the state to the
federal funding agency for administering the Orebl@alth Plan to beneficiaries via the
coordinated care model using CCOs as the initidely vehicle. CCOs are partnerships that
include both payers and providers. Included in@##A contracts with CCOs, is the requirement
to implement the coordinated care model and tagiaate in the duration of the contract period
through the five-year period of the waiver endin@017.

Shared accountability of OHA and CCOs to achieeegbals of health transformation is
reflected in the extensive set of CMS approvedgeardnce metrics developed as part of the
Medicaid 1115 demonstration waiver. This includ8g8rformance measures shared by the
state and CCOs, of which 17 are quality incentiegrios that will link to a quality pool
beginning in 2014 based on data collected duriridZ8ee Appendix L for a list of the
performance and quality incentive measures).

Commitment to align and spread the model to other gpulations

In June 2013, Governor Kitzhaber directed the Onggealth Policy Board to take action to
align health transformation implementation actasti His directive includes: development of
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recommendations for possible additional statutowy r@gulatory changes necessary to ensure
the Triple Aim goals are met. These may includermitlimited to:

» Strategies to mitigate cost shifting, decreasethéasurance premiums and increase
overall transparency and accountability;

* Opportunities to enhance the Oregon Insurance iDivisrate review process;

* Alignment of care model attributes within PEBB @HBBB contracts;

» Alignment of care model attributes within Cover @ua’s qualified health plans.

The Public Employees’ Benefit Board (PEBB) représeam early next opportunity to translate
the coordinated care model to the commercial mailked PEBB Board is adopting the
coordinated care model in its current and futurg@m@eting and plan design elements, focusing
on the value gained through creating incentivesaamoduntability for improved health outcomes
with its partner plans. Oregon and CMMI are engadgedchnical assistance to prepare for the
release of the PEBB RFP in fall 2013 for the 20H® year. Metrics for accountability will be
aligned with those required for CCOs, and the RE&®opportunities for financial
arrangements and other key elements to align thedoc@ted care model. Similar actions will be
undertaken to develop the OEBB RFP to begin tor d¢iffe model to Oregon educators for
benefit year 2015.

As part of the work being done by the OHPB to assltbe Governor’s letter, the Coordinated
Care Model Alignment workgroup has been meetingtimgrinrough the fall of 2013. The work
group consists of two board members each from PEBEEB, and Cover Oregon. Their work
has been focused on understanding current alignwiémthe coordinated care model across the
organizations, recognizing opportunities for futahgnment and proposing ideas that will
ensure continued collaboration. Current effortsaxs alignment, as evidenced in contract
language or in Request for Proposals (RFPs), has ib@pped as a baseline. A final report with
recommendations will be presented to the OHPBaNbvember 2013 board meeting. Please
see Appendix Il for current alignment document, imgeagendas and summaries from this work

group.

Spread to the state employee and educator pomsadiod the commercial market will be
enhanced because many of the same delivery systebregon are part of the new CCO
networks, and several CCOs have commercial hekldthgartners as part of their governance.
Additionally, PEBB and its health plan partners evgwolved as key stakeholders in the
development of the coordinated care model. Sevientiypercent of Oregon’s providers see
Medicaid patients, most of whom also serve statel@yees, so alignment of contracting
expectations will support delivery system transfation so the new CCOs will be contracting
with many of the same provider networks as the ceroral plans, and share similar metrics for
performance. Finally, the PEBB Board has encourg@gdiént-centered primary care for many
years as part of its contracts, but with the ovetatewide acceleration there will be increased
incentive to move to the new team-based model.

PEBB members will have increased PCPCH optionsirsgan 2013, as the largest PEBB PPO

plan members who seek care from a recognized PGMICkee a decrease in their cost sharing
from 15% to 10% and providers will receive inceatpayments if they fulfill the standards for a
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higher level PCPCH. Moving to the future, any ssstal bid for the upcoming 2015 RFP will
be required to demonstrate incentives to furthezahthe PCPCH model, including alternative
payment methodologies. By aligning standards andpat incentives between Medicaid and
PEBB, primary care providers and payers will haeemmon set of expectations across
provider networks serving 25% of the Oregon insyrepulation. CCOs can also bid on the
2015 PEBB RFP and, if successful, be offered darmghoice for PEBB members.

Additionally, the investment in the Transformati@enter will provide the needed resources to
bring national and local expertise in payment methagies, analytics and evidence-based
practices and tools across both public and pripketes to accelerate the spread of the model into
the commercial market. Oregon’s commercial plamsthe health systems and providers that
work with them have been at the table in desigtivegmodel, but investment in moving the
model to fit the different purchasing worlds andrleng from each other’s success is vital for
the transformation of Oregon’s overall health aabvery system.

The Oregon Transformation Center is envisionedhastate’s hub, or integrator, for innovation
and improvement, and is a key mechanism for impfemeg the coordinated care model
successfully and rapidly across all markets. Than3itormation Center will be focused on aiding
the CCOs and their provider networks in movinglteraative payments and new delivery
system models and is critical for setting up arleay environment that can spread innovation to
achieve the metrics and goals we have set for @@sCand CMS has set for us in our quality
strategy. Private commercial payers will be inctlidethis effort, many of which also are
invested partners in CCOs in many regions of cateshave Medicare Advantage plans, and
have contracted with providers who also serve MeeiEFS.

Below are examples of how the support of Medica@OS and the initial spread in PEBB has
had a ripple effect across the delivery systen@rggon:

* Providence Health Plan is a partner in the Healin§SKKCO in the Portland area while
also being a Public Employees’ Benefit Board (PEB&)tracted plan with the largest
number of PEBB lives. They have a Medicare Advaatalgn for the Portland area, and
are partners in Southern Oregon (Jackson Coungnather CCO. They have started
primary care home enhanced payments across thealbstatewide network in PEBB,
in addition to their HMO-like PEBB plan and thesare providers are also serving
Medicaid/CHIP clients in the Portland area underriaw HealthShare CCO. In addition
they have initiated some shared savings prograrsseime targeted specialty care
providers in high-spend areas such as orthopethediology and gastroenterology that
serve both populations. Providence is also offeamialified health plan on Cover
Oregon, the Oregon Health Insurance Exchange.

» PacificSource, another large commercial plan asd alMedicare Advantage plan is an
invested partner in a large CCO in the Central Gmaggion of Bend, after having
worked with that community for what was actuallgratotype of a CCO for the past
several years. They also are an invested partreesmaller CCO along the Oregon-
Washington border area of Hood River. In both regjdhe provider network has been

" www.oregon.gov/oha/OHPB/Documents/special-termreditinsaccountability-plan.pdf
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supported by PacificSource for their commercialdiMaid/CHIP and Medicare
Advantage populations including enhancing primamsecclinic and hospital grants on
changing the culture of care to new innovative nwl® the last several years and
innovative payments to specialty care providergyhork closely with the provider
community in both regions, and also have contrakttelo and Washington state
providers to serve these regions. Innovative valased payments by PacificSource will
touch more than just Oregon Medicaid/CHIP providPeificSource is also offering a
gualified health plan on Cover Oregon.

* MODA Health is committed to innovative changes to¥garansformation in its
partnership in the Eastern Oregon CCO and hageshigsmedical director to work with
small rural practices in partnership with locaticel access hospitals to gain patient-
centered primary care home certification and itetenhanced payments. Additionally,
MODA Health serves other populations in this sanea@and other parts of Oregon,
including employees with coverage under the st&deégon Educators Benefit Board
(school districts). Its work with providers in tR&O region are the same providers
serving commercial lines of business and allowirioreased spread of alternative
payment arrangements and innovations. MODA alsdfésing a qualified health plan on
Cover Oregon.

Oregon’s Patient-Centered Primary Care Home ProgP®#®CH) standards also serve as a core
around which many of the coordinated care modehergs are built. With support from OHA’s
statewide program, PCPCHs are being formed andynened across Oregon and are providing a
new standard of coordinated care to all their pétieboth inside and outside CCOs. More than
450 PCPCHs have been recognized to date. In Otbgoa is growing participation in

alternative payments for primary care homes by pathiic (e.g., Medicaid, PEBB) and private
purchasers. Oregon’s goal is that 75% of the stgtepulation will have access to a recognized
PCPCH by 2016.

Through Oregon’s participation in tl@mprehensive Primary Care Initiatig@PClI), all payers
agreed to and adopted contract language requiartgcipating primary care practices to adopt
the PCPCH model of care and become recognizedraamgrcare homes in the first year of the
initiative. Through CPCI, 68 primary care practiae©regon are required to become recognized
as primary care homes within the first year ofithiative. Oregon’s PCPCH Program has
already recognized more than 450 primary care gescacross Oregon, representing more than
2,300 providers that have adopted the primary lsanee model of care. The 450 recognized
practices are approximately half of the potentialigible clinics.

In Oregon, we have a concentrated but competitigarance marketplace, with seven major
commercial domestic carriers accounting for 90%heftotal commercial mark&our of these
are already engaged in the coordinated care modeatsaspread from Medicaid/CHIP, to PEBB
and Medicare Advantage. Additionally, we anticiptitese same plans will be offering products
on our health insurance exchange, Cover Oregonsyimergy of these close linkages between
payers of our target populations will be enhancgthbk efforts of the Transformation Center to
bring these Medicaid/CHIP participating plans atiteocommercial plans together with
Oregon’s clinical providers and health systems twv@payment reform at the clinical level. At

8 Seewww.cbs.state.or.us/ins/health report/3458-headihort-2012.pdf

October 2013 revision 64



the same time, the state as a major purchaser (QHehases for an estimated 33% of the non-
Medicare market) continues to move payment refoyrtying global payments to specific
guality and accountability metrics with the CCO$ bath the CCO and provider levels, Oregon
is optimistic that it can shift 50% of the markedrh an FFS to a value-based system during the
testing period, and an even greater proportioretfesr.’

HB 2118(2013) requires Cover Oregon to establish a heddth quality metrics work group,
with representation from the Oregon Health Authyoaihd PEBB, among other organizations, to
make recommendations on appropriate health outcameeguality measures for QHPs by May
2014. In addition to the 2118 group, Cover Oregoesitablishing an Evaluation Technical
Advisory Group to provide advice and feedback alibmter Oregon’s evaluation efforts and
health plan quality rating system and has aske®tiA accountability director to participate.

Governor Kitzhaber recently asked the Oregon Hedilicy Board for recommendations about
statutory and regulatory changes needed to enBgneneent of coordinated care model attributes
with PEBB and OEBB (Oregon Educators Benefit Boaat)tracts, and with contracts for Cover
Oregon’s qualified health plans. In the future,cassful bids for these contracts will
demonstrate increasing adoption of model featsas) as value-based payment, care
coordination and integration, and accountabilitydatcomes. The Governor’s letter also asked
OHPB to explore how cost transparency and accollityagdnd the Oregon Insurance Division’s
rate review process might be leveraged to encowagers who do not participate in the
exchange to adopt elements of the coordinatednoadel. See Appendix B for a copy of the
Governor’s letter.

Quality, Financial and Health Goals and Performance Measurement

Section |

Plan

SIM performance goals
As described in Oregon’s initial grant applicati@regon’s quality, financial, and health goals
for health systems transformation are centered reg@’s version of the Triple Aitft

* Improve the lifelong health of all Oregonians.

* Increase the quality, reliability and availabildfcare for all Oregonians.

» Lower or contain the cost of care so it is affolddbr everyone.

Specific financial goals under the SIM grant are to

* Reduce Medicaid PMPM cost growth 1 percentage poiRl 2014 (from a 2011
baseline) and by 2 percentage points in subsegeans.

* Reduce PMPM cost growth for the state’s public eryygé coverage (PEBB) by 1
percentage point in FY 2015 and 2 percentage pBivit2016. Oregon expects to see
cost containment in PEBB via reductions in ambulatare sensitive hospital
admissions and potentially avoidable emergencyrdegat visits achieved through

° www.cbs.state.or.us/ins/health_report/3458-hesdhort-2012.pdf
10 Adapted from Institute for Healthcare Improvemdiite Triple Aim,
<http://www.ihi.org/IHI/Programs/StrategiclnitiatigéT ripleAim.htn®, accessed November 22, 2010.
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increased use of primary care homes and applicafiother key elements of the
coordinated care model (CCM).

* Reduce Medicare dually eligible cost trend in Oregg 1 percentage point in FY 2016,
also through increased use of primary care homessgillover” effects of other key
elements of the CCM.

Oregon aims to achieve this cost containment wdtileast maintaining — if not improving —
quality of care. Because SIM funds are being userplify and accelerate existing plans for
health systems transformation in Oregon, Oreganitg to align its SIM metrics with those
measures already identified for monitoring and e&&hg Medicaid transformation efforts,
rather than specifically establishing a new sgieformance measures for SIM. Alignment of
these measures with the CMMI core set and with @sgSIM driver diagram (see Appendix |
Revised) is addressed below.

Background on Oregon’s measurement strategy

Performance measurement in Medicaid

Just as Oregon’s coordinated care model was ffimgtemented in Medicaid and will spread from
there, the state’s SIM performance measurementiplads on the measurement strategy
designed for Oregon’s landmark Medicaid waiver@2. That strategy contains the following
key elements:

» Seventeen CCO incentive measures, almost all affwdrie NQF-endorsed measures
such as depression screening and follow up, hypside control, and CAHPS patient
experience measures. A few measures are speciflcetgon, such as use of Patient-
Centered Primary Care Homes. CCOs are eligibledeive bonus payments annually
based on their performance on these 17 qualityicsednd the proportion of CCO
payment that is at risk based on performance néildase over time.

* An additional 16 measures which, when combined wigh1l7 CCO incentive measures,
will be used by CMS to hold Oregon’s Medicaid piegras a whole accountable for its
performance. (CMS and Oregon have referred toséti®f 33 measures as “quality and
access test” measures.) As articulated above atie iSIM driver diagram (see
Appendix | Revised), Oregon aims to reduce PMPM tresd while improving or at
least maintaining quality. In the context of Oregadedicaid waiver, CMS will use the
33 quality and access test measures to ensuredsigtare not controlled by sacrificing
guality: If Oregon achieves its Medicaid cost camt@ent goals, but quality and access
(as measured by an aggregate of the 33 measursiegd¢he state faces significant
financial penalties.

* Finally, the state will report annually to CMS on ‘Lore” waiver performance
measures. The core measures overlap in part vet@@0 incentive and quality and
access test measures but also contain a numbeahh improvement indicators, such as
tobacco use, obesity rate, effective contraceptses low birth weight, and self-reported
health status. The various population health degaeescribed in Section D will be key
resources for tracking performance on these coasuares and for monitoring population
health overall.
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* Oregon also has committed to testing and repotliadcMS Adult Medicaid Quality
measures and the Children’s Health Insurance Prmo&@authorization Act (CHIPRA)
measures as part of CMS grant projects previowg@raed to the state.

With respect to the CCO incentive measures destabeve, the methodology used to
determine whether a CCO will qualify for a bonugmant incorporates both uniform
benchmarks and the CCO'’s baseline performancepdtimn of available quality pool funds
that a CCO will receive is based on the number edisnres on which it achieves either an
absolute benchmark or demonstrates improvementitoawn baseline. Common benchmarks
were set for each of the 17 incentive measureialp at the 98 or 75" percentile for

Medicaid plans nationally. A CCO that does not aghithe absolute benchmark must
demonstrate at least a least a 10 percent reduntibie gap between its baseline status and the
benchmark to qualify for incentive payments inaegi year. (The improvement targets are
based on the Minnesota Department of Health’'s Quiscentive Payment System.) The CCO
quality pool methodology is described in detaiAippendix DD and more information is
available herehttp://www.oregon.gov/oha/Pages/CCO-Baseline-Dapx. a

Measure alignment across initiatives and payers

The 17 CCO incentive metrics and the larger s83afuality and access measures were selected
in close consultation with CMS. A majority are waially endorsed measures also used at the
federal and state levels in one or more initiatiisee Appendix L). As Oregon expands its
transformation efforts, a key area of focus willddgning these measures with those used by
PEBB, the Oregon Educators Benefit Board, and bye€®regon. The Governor’s June 2013
letter to the Oregon Health Policy Board, referehiceseveral sections of this operational plan,
asks the board to make recommendations for carelnatignment between Medicaid, PEBB,
OEBB, and exchange QHPs; quality measurement imilbst certainly be a featured element of
those recommendations (see Appendix B). A gredtaledignment already exists or is in
progress:

* PEBB has for several years measured and reporedogiformance on a range of
standard HEDIS quality and utilization measuresyel as patient experience. Work is
currently under way to develop the competitive RéiFthe 2015 plan year and PEBB’s
RFP performance subcommittee has stated its intetdialign with the CCO
performance measures to the greatest extent pessibl

» Cover Oregon has identified 13 quality measureswiilhbe used to provide consumers
with quality ratings (1-4 stars) at the carrierdiewhen open enrollment begins in
October 2013. (As actual exchange performancelsatame available, the measures
will be reviewed and possibly adjusted, and quahtyngs will be created for each
gualified health plan.) Alignment with CCO measungss one of the selection criteria
and nine of the 13 Cover Oregon measures overldptie Medicaid performance
measures described above. Furthermore, HB 2118)28quires Cover Oregon to
establish a health plan quality metrics work grai representation from the Oregon
Health Authority, PEBB, and OEBB, (among other ongations), to make
recommendations on appropriate health outcomesgjaality measures by May 2014. In
addition to the HB 2118 work group, Cover Oregoastablishing an Evaluation
Technical Advisory Group to get advice and feedbambut their evaluation efforts and
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health plan quality rating system and has aske®tiA accountability director to
participate.

» As part of participation in the Comprehensive Pryr@are Initiative (CPCI) in Oregon,
Medicaid, Medicare, and four commercial plans hageed on a set of quality,
utilization, patient experience and cost metricgack and support practice
transformation. The quality and patient experiemeasures, in particular, overlap
heavily with the set of 33 measures described abaodemany can also be used to help
practices qualify for recognition as a patient-eeadl primary care home under Oregon’s
standards.

» HB 2216(2013) directs the Oregon Health Authority to btk a hospital performance
metrics committee, with representation from ho$pit@COs, other health plans and
performance measurement experts. The group withneeend 3-5 quality measures and
related benchmarks to be used to reward hospaathéir performance. Operationally,
the hospital quality pool will have similarities ttwe CCO quality pool and the inclusion
of two CCO representatives on this hospital pertoroe metrics committee will help
ensure good conceptual alignment between the labspitt CCO metrics.

» HB 2013(2013) specifies that OHA and Oregon’s Early LaagrCouncil shall work
collaboratively with CCOs to develop performancenmus for prenatal care, delivery and
infant care that align with early learning outcomes

Measure alignment for Oregon’s transformation alitated by the Oregon Health Care Quality
Corporation (QCorp), an RWJF Aligning Forces forady grantee that publically reports
primary care quality metrics across payers in One@ince 2008, QCorp has aggregated claims
data from multiple payers to produce quality antization reports for consumers, providers,
health plans, policymakers and employers. QCor@asurement experts have advised OHA,
Cover Oregon, and many of the entities mentioney@lon metric selection, and calculation,
supporting alignment across the state. Via a basiassociate relationship with the state and a
SIM-supported contract, QCorp will validate perfamae data for the CCO quality pool and will
assist with the production of the multi-payer dasdrid described below and in Section D.

Appendix M contains a crosswalk of many of the measets described above, showing areas
of alignment. Measure sets listed include: the G@&@ntive measures; the 33 Medicaid “quality
and access test” measures; the core performancaresdisted in Oregon’s 1115 waiver; PEBB
and OEBB'’s 2013 measures; and the 13 measure€dwatr Oregon will use in 2014; along

with four federal measure sets: the CHIPRA and gkdi Adult quality measures, the CPCI
measures, and CMMI’s core set.

Stakeholder engagement in measure selection

Oregon’s statutorily created Metrics and Scoringn@ottee consulted extensively with payers,
providers, and consumers in selecting its Medigadntive and performance measures and will
continue to involve stakeholders as it strengthreaasure alignment between payers.

» Building on the work of two predecessor groups,@t#A nine-member Metrics and
Scoring Committee is responsible for identifyingamme and quality measures,
including measures of for ambulatory care, chendependency and mental health
treatment, oral health care and all other healtiiees provided by CCOs. The group
also establishes and updates performance benchfoatke 17 measures that determine
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CCOs'’ eligibility for quality bonus payments. Thembership includes three CCO
representatives, three measurement experts, agel dttarge members and meetings are
always open to the public.

» As described above, several new stakeholder graxgoforming to provide input on the
selection of specific measures:

0 HB 2118(2013) requires Cover Oregon to establish a hegddth quality metrics
work group, with representation from the Oregon ItheAuthority, PEBB, and
OEBB (among other organizations) to make recomntgaon appropriate
health outcomes and quality measures for QHPs by 2044.

0 HB 2216creates a hospital performance metrics work greifp, representation
from hospitals, CCOs, and performance measurenxpets.

0 HB 2013calls for OHA and the Early Learning Council tdlaborate on metrics
relevant to early childhood.

0 The OHA'’s Metrics and Scoring Committhas convened a short-term dental
quality metrics work group to identify a small nuentof measures that can be
used to monitor quality of services when oral Heatfolded into CCO global
budgets in 2014.

SIM performance measures

As explained above, Oregon intends to align its &ibtrics with those measures already
identified for monitoring and evaluating Medicardrisformation efforts, rather than establishing
a new set of performance measures for SIM speliifica partial list of those measures that will
be most relevant for monitoring Oregon’s innovatmadel is given below, organized by the
aims and drivers from Oregon’s SIM driver diagramt imore specifics are provided in Section
R. (Please refer to Appendix | - Revised for theairdiagram.)

Driver diagram (see Appendix | Revised) | Relevant performance measures

Aim 1: Spread key elements of the + Degree and pace of spread of CCM key
coordinated care model to state employees, elements (e.g., plan and provider contractual
dually eligible individuals and other language reflecting CCM,; further spread and

Medicare beneficiaries, and Oregonians with use of PCPCHs, range of participation in
coverage through the exchange by the end ofalternative payment arrangements, etc.)
the SIM grant period.

|
°

Aim 2: Reduce PMPM cost trend (specifieds PMPM cost trend, overall and by category

by target population) while improving or at|  (inpatient, Rx, primary care, specialty care

least maintaining quality. etc.)

+ Rates of ambulatory care sensitive
admissions

» Potentially avoidable ER use

« ED and ambulatory care utilization

+ Patient experience measures

Driver 1: Improving care coordination at all -+ Adoption of PCPCHs

points in the system, with an emphasis on| « Rates of ambulatory care sensitive
patient-centered primary care homes admissions

(PCPCH) + Potentially avoidable ED use

+ Readmissions
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Driver 2: Implementing alternative payment. Proportion of total payment from CCOs to

methodologies (APMs) to focus on value gnd providers made under an APM

pay for improved outcomes + Variation among CCOs and hospitals in
amount of quality pool awards

+ Multi-payer participation in APM pilots or
learning collaboratives

+ Ratio of primary to specialty care payment

Driver 3: Integrating physical, behavioral,| + Alcohol and drug misuse, screening, brief
and oral health care with community health intervention, and referral for treatment

improvement (SBIRT)
+ Follow up on hospitalization for mental
illness
Driver 4: Standards and accountability for| « Number and scope of Oregon evidence-based
safe, accessible, and effective care care guidelines

+ Use of evidence-based care guidelines

+ Contractual and other mechanisms enforcing
accountability for delivery system
performance

Driver 5: Testing, acceleration, and spread + Rate of adoption of best practices identified

of effective delivery system and payment and disseminated by the Transformation

innovations Center

+ Multi-payer participation in TC initiatives
and learning collaboratives

Oregon understands that CMMI is interested in g @tM testing states use a yet-to-be
determined number of performance metrics fromot® eneasures list (v. 9, March 2013) for
SIM reporting. As the crosswalk in Appendix M showeere is a good deal of conceptual
alignment and a fair degree of actual overlap bebntbe CMMI core measure and Oregon’s key
measure sets described above. Given Oregon’s tramsfion goals, the most relevant measures
from CMMI’s core list are those that reflect systiawel change: integration of care across silos,
care coordination, prevention, and patient expegeSome of the more clinical, population- or
disease-specific measures are less pertinent.

Self-monitoring and reporting

With respect to reporting on progress toward @assformation goals, Oregon has made a strong
commitment to accountability and transparency.t®igmith the fourth quarter of 2013 (Q1 of
the first SIM testing year) Oregon intends to psibla quarterly, statewide multi-payer
performance report with quality measures, utilizatstatistics, and expenditure trends by major
payer category. After the first publication, fut@aitions will show changes over time.

The multi-payer report will build on one alreadgated to monitor performance and progress
among Oregon’s CCOs and for the Medicaid prograaggregate. The first of these quarterly
reports was published in May 2013 and included Ibesdata from 2011 for 11 of the 17 CCO
incentive metrics and all 16 of the additional meas that make up the set of 33 statewide
guality and access measures, described aboveaEbimcentive measure, the report shows
CCO-specific baselines, the statewide averagetl@blenchmark set by the Metrics and
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Scoring Committee, which is typically based on orai data for high-achieving Medicaid
programs. Benchmarks also are being developedhédiiiancial and utilization data, using
vendor specifications for a “well-managed” popwati The second report was published in
August. Please see Appendix Z for both reports.

The Transformation Center will be the main vehfollerapid cycle learning in Oregon. Building
on the performance reporting mechanisms describ&ection I, the center will support
continuous improvement through multiple methodsuding learning collaboratives, technical
assistance and coaching, as well as Innovator Aderdisseminate reforms and innovations.
Key Transformation Center and OHA staff and theolrator Agents have received extensive
training from Institute for Healthcare Improvemstdff on improvement methods. The
Transformation Center will engage clinicians, CQ@ ather health plans along with health
systems staff, and others to understand what neeepses and new innovations are being
implemented. Practices that have been successbuldrsetting will be collected and shared by
the Transformation Center with other CCOs, as a®lvith external health systems and payers.
Other stakeholders will be included to ensure bim@admunity engagement. In addition, the
center will provide data and research on extemabvations by recruiting expertise and input
from around Oregon, regionally and nationally oa liest evidence-based practices and
innovations in quality and payment that will fatzte improvement on problems that have been
identified.

Please also see sections D and R of the operaptarafor data collection and performance
monitoring and evaluation information.

Section J Appropriate Consideration for Privacy and Confidentiality

Contracts with the Oregon Health Authority and Brepartment of Human Services involving
financial assistance provided under the Healthrbosze Portability and Accountability Act or

the federal regulations implementing the act (cbiNely referred to as HIPAA), require the
contractors and all subcontractors to comply witRAA. These requirements cover the
following conditions: diagnoses related to behaalitiealth, HIV/AIDS, and sexually

transmitted diseases; confidentiality for minorspnetic information and treatment in correctional
settings.

The terms provided in each contract are as follows:

1. Privacy and Security of Individually IdentifiablesBllth Information Individually
Identifiable Health Information about specific iadiuals is confidential. Individually
Identifiable Health Information relating to specifndividuals may be exchanged
between Contractor and Agency for purposes direetbted to the provision of services
to Clients which are funded in whole or in part enthis Contract. However, Contractor
shall not use or disclose any Individually Ideatifie Health Information about specific
individuals in a manner that would violate AgenciwvBcy Rules, OAR 410-014-0000 et.
seq., or Agency Notice of Privacy Practices, ifellny Agency. A copy of the most
recent Agency Notice of Privacy Practices is postethe Agency web site at
http://www.dhs.state.or.us/policy/admin/infosecyigt.htm, or may be obtained from
Agency.
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2. Data Transactions System# Contractor intends to exchange electroni@adat
transactions with Agency in connection with claionencounter data, eligibility or
enrollment information, authorizations or othercélenic transaction, Contractor shall
execute an EDI Trading Partner Agreement with Ageard shall comply with the
Agency EDI Rules.

3. Consultation and Testingf Contractor reasonably believes that the Contrésor the
Agency data transactions system or other applicatfdHIPAA privacy or security compliance
policy may result in a violation of HIPAA requiremts, Contractor shall promptly consult the
Agency HIPAA officer. Contractor or Agency maytiate a request for testing of HIPAA
transaction requirements, subject to availableuess and the Agency testing schedule.

The Transformation Center is working with CCOsraxk requests for assistance, data, or
improvements to streamline service delivery, adstiation or other points of potential
improvement in a secure, online database. The ickatedeveloped a policy statement that
directs users to not include personally identigaléalth information of any type in the issue
tracker system. Please see Appendix EE for thisypstatement.

Challenges

Oregon will achieve the three-part aim of bettaaltie better health care and lower costs, first
with public payers but later with private payerg,tmplementing the coordinated care model
across most payers. Within Medicaid, the modelaoé és being implemented through
Coordinated Care Organizations (CCOs). CCOs arsitigle point of accountability for health
guality and outcomes in the population they sefvey are responsible to provide behavioral
health services to their clients — including substaabuse screening, intervention and
treatment. Each of Oregon’s 15 CCOs is structuriéerently; however, they all operate within
global budgets and manage care through networksaf providers. They are governed by
partnerships of providers and community members.

To coordinate care most effectively, the CCOs rteathderstand and gain access to clients’
substance abuse treatment history. However, thesGit®©concerned that 42 CFR Part 2,
Confidentiality of Alcohol and Drug Abuse Patiemd@rds (Part 2) may prevent the sharing of
these records. Specifically, the CCOs would lik&rtow whether written client consent must be
obtained before Part 2 records can be shared. o®iegnterested in working with SAMSHA,
CMMI and CMS to eliminate any unnecessary bariieithe effective coordination of physical
and behavioral health services.

Substance abuse treatment providers may sharefmotiaformation without client consent

with Qualified Service Organizations (QSOs) withtten QSO Agreements (QSOA). A QSO
“Provides services to a program, such as data gsowg bill collecting, dosage preparation,
laboratory analyses, or legal, medical, accountingyther professional services ...” Disclosure
is limited to information that is “necessary foetQ SO to perform its duties.” QSOs may not re-
disclose protected information. CCO representativesld like to confirm that they properly
serve in the role of QSOs and what the implicati@n®SO status are.
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Section K Staff/Contractor Recruitment and Training

Roles and responsibilities

SIM-specific job descriptions have been develomedfl the positions in the initial hiring plan.
Additionally, there are SIM specific position ddgtion templates available to assist managers
across the Oregon Health Authority to quickly depabosition descriptions for the additional
staff slated to be hired in the next two to foumtins.

Recruitment and hiring

Oregon has made several key health transformairea recently. Cathy Kaufmann, M.S.W.,
has been appointed as the Transformation Centectioir Ron Stock, MD, MA has been hired
as a consultant to serve as the Director of Cliniggovation. Chris DeMars, MPH has been
hired as the Director of Systems Innovation. Bethn€, EMPA serves as the Director
Operations for the Transformation Center and asSthMeProject Director. Alissa Robbins serves
as the Communications Director for the TransfororatCenter. Eight Innovator Agents have
been hired with expertise from public health, meh&alth and addictions, health policy
advocacy, senior services, and health informatianagement systems, with an additional .5
FTE Innovator Agent position posted for the newdytidied CCO in Klamath County. This part
time Innovator Agent position is scheduled to tlediby the end of November. Additionally the
Learning Collaboratives manager and the LearninigpBoratives coordinator have been hired.
The executive assistant to the Transformation Celtector has been hired and the
Transformation Center administrative assistanttisshas been filled The Transformation
Analyst positions have been posted, initial intewss have been completed and final round
interviews are scheduled be concluded and finakctehs made by the last week of October.

Under the management of the SIM project directwr,$IM grant management group
coordinates the administrative functions that supihe SIM cooperative agreement. The SIM
project director facilitates a biweekly operationseting attended by members of the SIM
leadership group and SIM project area leads tdit@e cross-agency communication,
coordinate project activities and identify and tesdarriers to progress. Oregon has hired two
SIM business managers who will work with SIM prdjacea leads to provide budget to expense
reporting, budget development and refinement, amtract payment support. These positions
also will provide position and contract paymentkiag, coordinate financial and program
progress reporting and integrate these activitissthe existing Office of Health Policy and
Research operations as well as the Oregon HealtioAty fiscal management structure. The
grants management administrative assistant witebponsible for document management,
scheduling meetings and conference calls, devedapieeting agendas and minutes and
providing overall administrative functions for theants management group.

Additionally, in coordination with the shared se®s group of OHA and DHS, 1.5 FTE
contracts and procurement staff have been broughbard that are embedded in the SIM grants
management group. These technical staff track aotstfrom request to execution, review
statements of work and develop Request for Proppaaiendments for existing contracts,
special procurements and other purchasing reqtoredpport SIM activities.
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Oregon has engaged additional human resourcesstadkist in broad recruitment efforts to
attract the best and most accomplished staff tp@tur transformation efforts. In addition to
standard recruitment strategies, Oregon has beemtrag on professional job websites, such as
the American Public Health Association Careernthg,Oregon Public Health Association,
Oregon Health Research and Evaluation Collaborafivegon Health &Science University,
Portland State University Masters in Public Healtid Public Administration programs, Mac’s
List, CNRGY list serves and through OHA's list-semesigned to communicate OHA
employment opportunities to diverse audiences.

The health transformation coordinator position witea OHA Public Health Division has been
filled. This position will serve as a liaison bew®vethe Transformation Center staff and the SIM
community health initiatives.

The long term care policy analyst position andatiministrative position shared between long
term care and health information technology has liled. The long-term care Innovator
Agents position descriptions have been developddlarecruitment has been posted.
Interviews are planned for November with positisneeduled to be filled by December 1.

Please see Appendix S for a SIM position descnptgonplate and more information on our staff
recruitment process.

Staff training and support

Oregon has contracted with the Institute for Hezlth Improvement (IHI) to provide staff
development and training opportunities. Throughbatinitial start-up period, IHI has conducted
a series of coaching calls to assist OHA and mewator Agents. To further prepare Innovator
Agents and other key OHA staff, IHI conducted a&#&iday Science of Improvement (SOI)
Program for 26 OHA staff aimed to develop a culifrénnovation and cultivate consistent,
advanced practice skills. Components of the trgimicluded methods such as how to manage
teams effectively, how to effectively measure asd data for improvement and decision-
making, and the human side of change. Please seendlix Y for the IHI training agenda.

Other IHI-conducted plans for development and eatadan include:

* A Training and Professional Development Plan thailek continue to advance and
support key OHA staff, Innovator Agents and CCQitra’ capacity and skills to drive
forward health system innovation;

* In September IHI collaborated with OHA in a stratead visioning meeting focused on
providing a clear understanding of the existinglgape and the capabilities across the
emerging CCOs. This work has led to a proposahdfiiitional support IHI can offer to
assist OHA in building a culture of quality imprawent, support CCO transformation
projects and support our learning collaboratives.

Based on the information gathered during the s## &nd subsequent coaching and
communications, IHI has developed a written assessof the macro-environment of Oregon’s
efforts that summarizes the current state of t@anstion and makes recommendations for next
steps and suggests areas for additional strategiamce for continued innovation and systems
change.
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The Transformation Center has launched three legrcollaboratives with a fourth in
development. Please see Appendix T, for detailxanmation on rapid cycle learning projects to
advance quality improvement initiatives.

In addition, OHA is preparing and planning contiduleformation and education to the agency
staff regarding the ongoing CCO implementation sgmeéad of the coordinated care model.
Cross-agency discussions to complete the Goverrexént directive to the Oregon Health
Policy Board also will enhance sharing and lear@iagss the agencies and necessary
implementation steps.

Section L Workforce Capacity and Monitoring

Oregon’s health care workforce is a vital enginetfansformation. Ultimately, it is providers
who will make the practice changes that lead ttebetre, lower costs, and improved health,
and none of Oregon’s transformation plans can fdtdhere are not enough providers to meet
the demand for care. The state has a number offaraekcapacity development and monitoring
initiatives under way that will help ensure thae@on has the health care workforce needed to
support transformation. SIM funding will provideyksupport for a few specific workforce
development projects.

Workforce development

Health care workforce development planning in Oreigacoordinated and guided by the Oregon
Health Policy Board’'s Healthcare Workforce ComnattEstablished by HB 2009, the same
legislation that created the Oregon Health Autlyaid set many of Oregon’s market reforms in
motion, the committee’s charge is to coordinategOneefforts to educate, recruit, and retain a
quality healthcare workforce to meet the demandtereby the expansion in health care
coverage, system transformation and an increastligrse population. Committee membership
incorporates a range of health care providers,&dus, and workforce policy or development
bodies, including the Governor’'s Workforce Policghésor, and the committee consults with the
Oregon Employment Department as needed. The mehipeaiso includes representatives from
the Oregon Health and Sciences University—the 'statdy academic medical center—and

from Western University, a California-based ingtdao that recently opened a medical school
offering Doctor of Osteopathy degrees in LebanaiegOn. It should also be noted that both the
President of OHSU and the immediate past presiofethie Oregon Medical Association sit on
the Health Policy Board and help to provide directio the Healthcare Workforce Committee’s
activities. Over the past three years, the worlda@m@mmittee has analyzed workforce needs and
capacity and has made policy recommendations @amiaty of topics including standards and
training requirements for non-traditional healthrkeys and professional competencies that must
be emphasized in training to prepare providersiteesed with new models of care delivery.
Please see Appendix FF for examples of this work.

Oregon’s transformation goals demand a robust pyioare workforce and a new cadre of
flexible, trusted, community-based practitionersovelan bridge the community-medical system
divide, such as community health workers, peermvesl specialists, and personal health
navigators, and doulas (collectively known in Omnegs non-traditional health workers,
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NTHWS). The following programs have been develof@edvill be developed and/or expanded
under SIM) to develop the workforce required foe@un’s innovation model:

Medicaid primary care provider loan repaymeAs part of its 2012 Medicaid waiver,
Oregon committed to providing $2 million annuaklyaducational loan repayment to
primary care providers willing to serve Medicaiteals (and others) in underserved areas
of the state for the 2013—-2015 biennium. A bilaédishing the program was enacted in
May 2013 and OHA recently established the necessdmynistrative rules. The goal is

to open for applications by Dec 2013. The loan yapent incentive will be available to a
range of primary care provider types, with priogiyen to providers who are counted by
HRSA for purposes of Health Professional ShortaggaAHPSA) designations.

NTHW workforce developmeriirst under the auspices of the Oregon Healthcare
Workforce Committee and now guided by a 15-membBEAW Steering Committee of
culturally and professionally diverse stakeholdésegon has developed standards for
training and certification of NTHWs. Temporary rsileurrently detail the standards and
the process for individual worker certificationwasll as training program approval
(permanent rulemaking will begin after the closéhaf 2013 Legislative Session).
Oregon has committed to certifying 300 new comnyuinéalth workers by December
2015, with the Department of Community Colleges Whatkforce Development
providing more than $600,000 in the 2013—-2015 hienrfor curriculum development
and training. These workers will promote health andport care provision in a range of
settings across the state.

Health care interpretersEnsuring linguistically and culturally accessiblre is a key
component of health care transformation. Oregbtedicaid Coordinated Care
Organizations (CCOs) are taking a lead role indnégsa by developing transformation
plans to ensure that communications, outreach, meerigagement, and service delivery
strategies are tailored to cultural, health litgramnd linguistic needs. To help CCOs and
others deliver coordinated services using qualified certified health care interpreters,
Oregon has committed to establishing the infrastinecneeded to accelerate certification
of health care interpreters. With SIM funding, thate will certify 150 interpreters by
June 2016.

Support for practice chang®ue to SIM support, Oregon’s Patient-CenterechBry

Care Institute (PCPCI) and the new Transformatient€r are providing resources and
assistance to help Oregon’s current and incomingsfeace make practice changes in
support of Transformation. The PCPCH Institute ®king with 25 practices in a
focused learning collaborative involving peer-tepeducation and consultation with
technical experts. Technical assistance webinaraailable to a statewide audience
have covered topics such as: best practices fadowied care planning; shared decision
making and strategies to increase adherence t@tars; and involving patients and
families as practice advisors. Templates and qiremtical tools are also available to all
providers through the institute’s comprehensive siteb

The OHA Transformation Center will be the hub wtinical assistancen practice
transformation across Oregon, connecting with iors in state and outside experts to
provide tool and resources around improvement sei@and on specific topics of interest
to the provider community. The center is workinghnstakeholders and a newly hired
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Director for Clinical Innovation and launched iisst learning collaborative in summer
2013, focused on how to improve performance indibraains of care represented in
Oregon’s 17 incentive measures for CCOs. A learnoitaborative on complex care
coordination will launch in November. The Director Clinical Innovation also will
convene a Council of Clinical Innovators, who, @awth the medical directors of the
CCOs and the commercial health plans, will servadsgsors and champions for the
implementation of key innovations in the delivendacoordination of care. In the
meantime, the Transformation Center’s Innovatorrmgare working with CCOs to
implement their transformation plans in a varietyaeas.

* Projecting future primary care workforce demarids widely anticipated that ACA
implementation in 2014 will increase the demandclme. It is much more difficult to
predict how many primary care providers will be e to meet that demand in the
context of a rapidly evolving care model. Team-blasare, greater use of non-physician
providers, patient engagement and community-basaeption, and increasing adoption
of HIT all change the level of provider demand. §ine has contracted with workforce
and economic modeling experts to help produce gerah Oregon-specific projections of
primary care workforce need, adjusted for the lilesfects of new models of care, during
the next 10 years. The results of this analysieapected by the end of 2013.

Monitoring workforce capacity

In addition to its workforce development effortge@on has several mechanisms in place for
monitoring general workforce capacity and levepadvider participation in key transformation
efforts:

Oregon Healthcare Workforce Databa3énanks to the foresight of Oregon’s Legislature and
the cooperative efforts of many of the state’s thetofessional licensing boards, Oregon has a
statewide workforce database that includes dembgramd practice characteristic information
from 10 boards representing 21 major health castepsions in the state:

» Dentists * Occupational therapy assistants
* Dental hygienists * Pharmacists
» Dietitians * Pharmacy technicians
* Registered nurses * Physical therapists
* Nurse practitioners * Physical therapist assistants
» Certified registered nurse anesthetists * Physicians
» Clinical nurse specialists * Physician assistants
» Licensed practical nurses * Podiatrists
» Licensed professional counselors and * Psychologists
therapists » Social workers
» Certified nursing assistants
» Occupational therapists

The database has been in place since 2010 andheged by the Oregon Health Authority.
Because the data are collected as part of theskcesnewal process, participation is close to
100% for many licensed professions. Data elemactade practitioner demographics,
languages spoken, education, employment statug, setting, specialty, practice location, and
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anticipated changes in practice. Some professiergbhysicians, physician assistants, nurse
practitioners, and dentists — also provide or sdlbn provide information on the payer mix for
their current patients. The workforce databaseheila valuable data source for ongoing
tracking of health care workforce size, distribatiand capacity during the SIM period.

The most recent analysis and report from the Wockf@®atabase isicluded among the

evidence accompanying this Operational P@omparing 2009/10 and 2011/12 licensing data,
the majority of the health care professions listbdve experienced an increase in Oregon
licensees, including physician assistance, RNgnpheists, and physical and occupational
therapists. However, the number of licensed dengisdcticing in Oregon dropped by 8% and the
number of physicians practicing in Oregon declibg8%. There was a 2.9% net reduction in
primary care practitioners (MDs/DOs, PAs, and NBsintifying an Oregon practice address.
The OHPB Healthcare Workforce Committee descrillexva is focusing its efforts on
strengthening the primary care workforce.

Oregon Physician Workforce Survd@ye Oregon Health Authority has conducted a dedd
physician (M.D. and D.O.) workforce survey everytto three years since the early 2000s. The
survey generates important information about phgsiattitudes and opinions, as well as
demographics and practice characteristics. It lrag la key data source for monitoring physician
acceptance of Medicaid, Medicare, and commercigngat and, perhaps more importantly,
reasons for non-acceptance when that is the cas¢hé2012 survey, Oregon added a small
number of questions regarding physicians’ awareatasd participation in health care reform
efforts, with the intent of using the 2012 datadsaseline to assess future changes. The question
included items about work in multidisciplinary tegngare coordination, and ability to access
non-medical supports and services for patientajedisas participation in patient-centered
primary care homes and CCOs. The Oregon Healthokitgtcurrently is making plans for

future rounds of the Physician Workforce Survey.

Non-traditional health worker and Health Care Inpeeter Registriesin conjunction with the
certification process for NTHWSs described abovesdon is creating a statewide registry of
certified non-traditional health workers. (To qfafior Medicaid reimbursement, NTHWs must
be certified by OHA through successful completidbam approved training program and
enrolled in the registry.) The registry is currgnti development with an anticipated launch date
in fall 2013.

The Health Care Interpreter (HCI) Registry is aatlase of working health care interpreters in
Oregon. The registry includes three types of inttgrs:

* Those who have met only the requirements for regien;

* Qualified health care interpreters (who have derratesd proficiency in both English
and a second language, and have met formal H@ingaand work experience
requirements);

» Certified health care interpreters (those who hestablished their interpreting skills and
medical knowledge as well as language proficienayoval and written examination,
along with formal training and experience).
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Not all active interpreters choose to registerthatHCI registry will enable the state to track the
number of registered interpreters throughout ti Sériod.

Documentation of training capacitin 2010 and 2012, the Oregon Healthcare Workforce
Institute produced aimventory of Oregon health professions traininggoamsfor the OHPB’s
Healthcare Workforce Committee. The latest vergsancluded among the evidence Appendix
GG for this Operational Plan.

Data regarding the provider community’s level ofj@agement in SIM activities and Oregon’s
health care transformation will more broadly comuaf a variety of sources:

* Oregon’s Patient-Centered Primary Care Home (PCH&Z6fjram records can provide
timely data on which clinics or practices acrossgtate have been recognized as
PCPCHs and at which tier level (or level of devet@nt). Information on practices’
geographic location and other characteristics @ available.

* As described above, the Oregon Physician WorkfSuowey now includes items
regarding physicians’ awareness of and participatichealth care reform efforts,
including practice changes working in multidisanalry teams and formal affiliation with
a PCPCH or CCO. The survey data can be run by geogpecialty and geography and
compared to the 2012 baseline.

» As part of its own tracking, the OHA Transformati@enter will maintain records of
health care provider participation in the manyefiint learning communities, trainings,
and technical assistance events that the centeideso The center’'s Council of Clinical
Innovators (along with the medical directors offe@CO and other health plans) will act
as champions for key innovations in the delivergt anordination of care with their
colleagues and with Oregon’s physician, speciaity @her provider associations.

Apart from direct workforce capacity monitoring,egon will track a number of access-to-care
metrics as part of its SIM performance measurempkm. Depending on the population,
measures are likely to include survey-based meagideeneficiaries’ satisfaction with their
ability to access care (e.g., CAHPS items or sipildaims-based measures of ambulatory and
ED utilization or timely prenatal care, or othefSee section (I) for more details.

Section M Care Transformation Plans

Oregon is committed to developing transformativecpices across the health delivery system.
With SIM funding, there is work underway with muttayer stakeholders to share best and
promising practices across the delivery systemuiindhe Transformation Centers rapid cycle
learning system; foster innovation in primary celieics across the state through the PCPC
Institute; and a multitude of other SIM-fueled aities. Coupled with new funding via Oregon’s
legislature through the transformation fund grdatsised on enhancing care coordination,
Oregon is set to launch Test Year 1 to demonsitisataulti-pronged approach to achieving the
Triple Aim. The state is partnering with the Orefgdmealthcare and business leaders with the
Oregon Health Leadership Council cultivating oppoities to collaborate on multi-payer
initiatives on payment reform and transparencywasspread the coordinated care model, we
are collaborating with the Oregon Association oEpitals and Healthcare Systems to work with
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hospitals, especially the smaller ones, as thekwh their communities to transform care.
Below we describe the transformation work suppoaed leveraged by SIM funding to further
spread innovation across the delivery system.

CCO transformation plans

Another function of the Transformation Center iglavelop, launch and evaluate rapid cycle
learning. Oregon has adopted the Breakthrough reg@iviodel developed by the Institute for
Health Care Improvement as the basis for desigrnirapttmentation of our learning
collaboratives. We will continue to engage IHI iiffeoing the Transformation Center staff
coaching, technical assistance and to act as jafmslOregon’s learning collaboratives. The
Transformation Center’s is currently offering thtearning collaboratives with a fourth
scheduled to be added in the Oct-Dec 2013 quéttease see Appendix T, Learning
Collaboratives Initiatives for a list of the leangicollaboratives underway and planned as well
as meeting agendas and minutes. Additionally wevar&ing closely with CCOs and other
providers to coordinate training opportunities thatead innovation. Please see Appendix CC
for an announcement for the Screening, Brief Irdeton Referral to Treatment (SBIRT)
training sponsored by Providence Health Plan, MQiBalth, and HealthShare; that was
broadly disseminated by Innovator Agents, healttesys, CCOs and through other channels.
Funded through Oregon’s HRSA State Health Acceasrithg (SHAP) that is just ending, OHA
launched th&atient-Centered Primary Care InstititeSeptember 2012. It is the centralized,
“front door” for primary care provider-level qualitmprovement training and technical
assistance. The institute conducts the PCPCH Leg@ollaborative with 25 practices from
across Oregon, which includes in-person and vitta#hing, and practice facilitation services.
The institute also conducts monthly webinars ore ¢ransformation and quality improvement
topics, which are recorded and available to al/jgers at no cost. Furthermore, the institute
website provides free, downloadable tools and nessurelated to quality improvement topics
and adopting the PCPCH model of care. In summe8,20& institute is conducting a
“Technical Assistance Learning Network” and trane-trainer program to increase the capacity
and quality of technical assistance (TA) expertsupport primary care transformation
throughout the state. Recently, the Center for tHegaare Strategies wrosa articlefeaturing
Oregon’s provider-level TA supports. The Patienttéeed Primary Care Institute works with
various stakeholder community-based organizationsvierage existing expertise via thepert
Oversight Panekl multitude of technical assistance subcontractord the “Technical
Assistance Learning Network,” all designed to briogether TA experts, academic medical
centers, independent physician associations, dret tarning networks to identify resources
gaps and strategically deploy needed provider-lsupports.

Long-term care services (LTSS) and support systenadignment

Innovator Agents, specializing in innovation withire long-term care system will be joining
Transformation Center Innovator Agents to cooradinamplify and accelerate change related to
long-term supports and services. The LTC InnovAgents will focus on the promising
mechanisms identified to achieve system-wide aligmnbetween CCOs and the LTSS system
including: sharing and educating about CCO and L$#$ems, increasing communication and
coordination, especially around the needs of hagt atilizers, interdisciplinary care teams;
shared-care plans; sharing client level data bet\eOs and LTSS systems; and bringing
health services to individuals in their homes anomunity-based care facilities. OHA and the
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Oregon Department of Human Services (DHS) areamtiocess of implementing a shared
accountability system with four components:
» Specific, contractual requirements for coordinati@tween the two systems were
implemented in 2012 for CCOs and LTSS local offices
» All CCOs are required to have jointly developed mesnda of understanding (MOUS)
with the local LTSS field offices in their area tligescribe clearly defined roles and
responsibilities;
* Reporting and transparency of performance meteleged to better coordination
between the two systems; and
* Incentives and/or penalties linked to performanetrics applied to the CCO and the
LTSS system.

This sets the stage for building links from LTSStber sectors of Oregon’s health care delivery
system, as we spread the coordinated care modebtSrtransitions and enhanced quality of
care to and from the LTSS is essential for an idial and family-centered care model. Please
see Appendix W for a template MOU between CCOsLAMESS field offices.

Clinical standards, supports and patient engagement

Oregon’s Health Evidence Review Commission (HERQ)lding on decades of work on the
Prioritized List of Health Services is developingdence-based decision tools that are grounded
in extensive research and expertise on treatméesttefeness in achieving meaningful clinical
outcomes. Disseminated through the Transformatemté?, these tools along with others such
as the “Choosing Wisely” multi-specialty effortget the right care at the right time will provide
guidance to providers, CCO clinical advisory paragld others across into the private sector in
delivering clinically- and cost-effective care. Beeresources also will provide the PEBB Board,
other health plans, providers and health systembéist available evidence for benefit design
and APMs. Oregon also will support payers and gieng with evidence-based approaches and
tools for patient activation and informed decisioaking. Expanding availability of clinical
guidelines as well as evidence-based patient engagfeand shared decision-making tools
directly engages providers and patients in hegitesns transformation efforts. Efforts through
the Transformation Center will include training froviders in the use of these tools as well as
education for individuals and their families.

Reducing health inequities is a key support to@cdhg the three-part aim. SIM support will

build on regional health equity coalitions, effaiwsexpand health care interpreters and other
efforts in Oregon to enhance communication and &titut across all populations and reduce the
barriers that limit some from accessing the necgdsenefits and services that can improve and
maintain their health.

Modernized information systems

Oregon has long recognized the potential for impdodtata systems to contribute toward better
health, and has initiated efforts to modernizernmiation systems that support health care and
other programs. In addition, Oregon will ensureastnlined access to Cover Oregon and
interaction with Medicaid information systems tovel®p capacity for robust analytics. In the
special terms and conditions of Oregon’s recentitéed 1115 demonstration waiver approval,
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Oregon committed to accomplish quality improvenmastivities and payment reforms that are
heavily reliant on clear, reliable and timely detdlection and analysis.

All health information technology-related (HIT) effs are coordinated within and outside OHA.
For internal coordination, OHA has created an Hbolidy and Program Steering Committee in
which agency leaders address alignment of HIT &ffacross program areas, including HIE, the
EHR incentive program, analytics, accountabilitghavioral health, and public health. OHA
closely coordinates with other statewide HIT irtitias, such as O-HITEC, Oregon’s Regional
Extension Center, which is responsible for direchnical assistance to providers and clinics in
launching certified EHR technology and helping pdevs meet meaningful use requirements.
OHA also coordinates with the Oregon Health Netw@KN), Oregon’s FCC Rural Health
Care Pilot Program grantee, which focuses on ekigristoadband connectivity to all areas of
the state.

Community health support

Integration with the public health system in Oredpas been ongoing and includes partnership
with local public health authorities (LPHAS) anetGouncil of Local Health Officials (CLHO),
and the OHA Public Health Division (PHD) in orderhuild infrastructure that supports health
system transformation in Oregon. PHD staff havéigpated in the review of CCO applications
and led the CCO Transformation Plan review for@loenmunity Health Assessment and
Community Health Improvement Plan (CHA/CHIP) comeii Many LPHAS have been
involved in the development of CCOs. Several Itedlth officials serve on boards and/or
advisory committees of CCOs. In May 2013, CLHO héllfirst meeting of the Health System
Transformation subcommittee comprised of local theadiministrators and other LPHA staff
who are working to partner with CCOs on commungglth initiatives. The primary focus of
this committee is to support LPHAs operating agstesn and aligning around strategic
directions, priorities, and broad operational apphes related to Oregon’s health system
transformation and to develop system improvemesdmenendations to CLHO and OHA.
Working to implement primary and secondary prewanstrategies recommended by the U.S.
Preventive Health Services Task Force Guides tor@amity and Clinical Preventive Services,
OHA plans to facilitate CCOs’ partnerships withdbpublic health authorities and other local
organizations to reduce the leading causes of skségjury, and death while also driving down
the leading drivers of health care costs in themmunities. These collaborations will use
evidence-based clinical as well as community praverstrategies to address a specific health
need, using a “flood-the-zone approach.” The go&bi communities to make lasting changes in
practice and/or policy to support prevention. Twilt impact PEBB members and dually eligible
individuals in these communities, but also spreadther Oregonians as community efforts align
with the clinical delivery system around the Triglen.

Section N Sustainability Plans

Sustainability through flexible growth and replication

Because the coordinated care model allows for libeability, it is an ideal platform for further
innovation and for replication to other payers pogulations and projects sustainability after the
three-year testing phase. Oregon has investedettesgsary time and resources to lay the
foundational groundwork to advance the model fird¥ledicaid by working with key
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stakeholders at the state level (including legsatbeneficiaries, health plans, providers, and
advocacy organizations) and CMS (through its 11akver and ACA 2703 Health Homes SPA).
The 1115 demonstration waiver is under way andeptmns are that the coordinated care model
will generate both federal and state Medicaid sgsjia crucial element of long-term
sustainability. Support from the SIM funding oppuity will provide the upfront investment

and framework that Oregon will be able to suppod eontinue well beyond the three-year
testing phase by reinvesting a portion of the mteje savings.

OHA currently purchases health care for almost @30 people, or about one in four insured
Oregonians, and this will increase by an estima®&@000 people with the 2014 Medicaid
expansion. By spreading this model to those whalaadly eligible for Medicare and Medicaid,
to state employees, and to the Health Insurancldige we will create a “tipping point” for
transformation of Oregon’s entire health care aglnsystem. This transformation can ensure
real and sustainable improvements in health stahlgnced patient experience of care and
lower costs. Oregon expects to save a total o2 $8iflion over the three-year SIM
demonstration period from these efforts, but thefmts set the stage for continued savings
across the system.

Sustainability plan and goals

As the Transformation Center only recently launc@atil 1, 2013), a detailed sustainability
plan has not yet been developed. However, by tdeoéthe first year, the Transformation
Center will begin to prove its value in accelergtand spreading transformation and the OHA
Director and OHA agency leadership will begin warkiwith the OTC Steering Committee and
other health system leaders to establish a subilipglan. A sustainability plan for the center
will be completed by Sept. 1, 2014.

Oregon will sustain the investments made by CMMewreral ways: many of the staff,
consultants and contractors will initiate activstieut will ramp down or be eliminated over time.
Some ongoing costs, including the Transformationt€&e will eventually be funded in whole or
in part by the savings generated out of the mdodegr time, the center may transition to a
public-private collaborative supported in part bg$ from participating health sector entities
and/or foundation grants.

Sustainability with contractors, consultants, and he Transformation Center

The long-term sustainability of Oregon’s prograrneathe grant period ends involves intense
contractor and consultant support during the gbaaid initiation stages, with phase out as the
program gains traction. In describing the chaleeafjhealth care transformation, Governor
Kitzhaber often makes an analogy to a ropes cotiselescribes the moment when, in order to
reach the rope that will swing you to the “new”tfidam, you have to let go of the “old” rope. In
Oregon’s SIM proposal, contractors and/or conststaill be used strategically to help
providers, plans and OHA let go of that “old” rogwed grasp the “new” rope that will move the
state toward the Triple Aim. For this reason, cottaand consultant support is budgeted most
heavily during startup and the first phases ofgubimplementation, and will ramp down or be
eliminated as critical functions become fully opemaal.
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Oregon also is contributing a real investment, Iney8IM funding, in state staff in the
Transformation Center and elsewhere to supportritieal functions of health care
transformation on an ongoing basis. Key positiorctude the Transformation Center director
and CCO Innovator Agents. Through collaborativekimay relationships with consultants and
contractors, these staff and others will gain etxpeiand Oregon will build internal capacity that
can be carried forward beyond the grant periodri@&arto in-sourcing some activities at the
outset of the grant period include the pace ofsfi@ammation to which Oregon has committed
itself and the perennial state restraints of gavemt pay scales and limited appetite for new
positions at the state Legislature.

Section O Administrative Systems and Reporting

Programmatic and financial oversight

Oregon’s SIM grant project is managed within théc@ffor Oregon Health Policy and Research
(OHPR), with a dedicated project manager, Beth €rand with OHA Chief Medical Officer
and OHPR Administrator Jeanene Smith, M.D., aptiveipal investigator and single point of
accountability to CMMI for the SIM project. Dr. Sthihas extensive experience managing
complex projects and grants, and will be respoadit ensuring that the project is meeting the
scope, budget, and timelines agreed to with CMMdl will report to the Director of OHA and
the OHA chief of policy on project progress andésues. Ms. Crane also has extensive
experience with complex grant management and apesawvill report directly to Dr. Smith, and
will manage all aspects of the project, ensurireg @HA cooperates with CMMI monitoring
plans and that reports, data and other informagguested by CMMI are submitted in a timely
manner to allow for the evaluation of the projesguits.

Grant management activities will be conducted leyftbcal and administrative staff supported
by the SIM grant. This includes business managésneport to Crane, and who will serve as
fiscal and administrative support to SIM programaamanagers, providing monthly expense to
budget reporting at both the SIM program area lawel at the total grant level, tracking contract
status and payments across the project, and agagrttie required quarterly fiscal reports. The
business managers also will be the coordinatorageembling and consolidating the quarterly
SIM program area reports. The accounting codesdoh program area have been set up and
will allow for detailed reporting as well as macaslup at the grant level across all project areas.
The contracts specialists will support the SIM pamg area managers to develop sound
contracting instruments in a timely manner and s@s/the point of contact between the
program and the Department of Justice to reviewraots for legal sufficiency. As the load of
contracts decreases, the FTE also will be redumased on program need. The administrative
support positions will provide general supporttsue timely communications, developing
meeting agendas and recording meeting minutesngasbcuments on the appropriate websites
and managing scheduling for coordination meetiige. SIM grant management staff will
integrate SIM activities into the operations of M#ice of Health Policy and Research and the
other program areas within the Oregon Health Autharith SIM activities including: Office of
Health Analytics, The Division of Medical Assistanrograms, the Public Health Division, and
with our sister agency, the Aging and People witbabilities Program within the Department of
Human Services.
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The SIM project manager facilitates a biweekly Siperations meeting attended by members of
the SIM leadership team as well as the SIM prageeéa leads. This meeting focuses on
coordinating activities, facilitating cross-agermmmmunication, and identifying and resolving
barriers. Leadership team members will raise isandsconcerns to OHA and other necessary
agency heads and/or the Governor’s Office rapidigcessary to ensure success of the SIM
activities.

All SIM quarterly reports are reviewed and approbgdhe SIM principal investigator and the
SIM Steering Committee prior to submission. Plesese Appendix R for our first SIM Quarterly
report which describes our progress in the firgt pgriods of the implementation period.
Subsequent reporting on the second half of theemphtation period will be provided in the
final report on the implementation period due Deloen80, 2013.

Please see the SIM governance model diagram ingpp€, and the SIM organizational chart
in Appendix Q for more information.

Section P Implementation Timeline for Achieving Participation and Metrics

A detailed SIM project management plan with milest®can be found in Appendix K Revised.
Please also see Appendix J Revised for a high-igseél timeline of Oregon’s innovation and
health care transformation plans and Appendix Dis&elfor Oregon’s vision of the evolution of
coordinated care models.

Section Q Communications Management Plans

Stakeholder engagement

The state has been working with stakeholders armehg health and health care since 2007,
when the Oregon Health Fund Board began its woglguRar communication with stakeholders
was essential after the passage of legislationntioaed the coordinated care model forward for
Medicaid participants in 2011 and 2012. These exteninclusive efforts will continue as part
of the extension of the coordinated model of caralltpayers.

Consistent with Oregon’s reputation as a leadénerpublic process for health policy
development, Oregon committed itself to obtainingide range of input and feedback
throughout the process of planning for health sgsteansformation, CCO implementation, and
this proposal. These efforts have included: (1)goreHealth Policy Board (OHPB) meetings,
work groups, and public comment; (2) the OHPB'gé¢ted expert and stakeholder work groups
(more than 130 participants); (3) OHA’s Health ystTransformation Community Meetings
(more than 1,000 participants, eight cities); (al consultations with the nine federally
recognized tribes in Oregon; (5) PCPCH developmtakeholder groups; and (6) individual
staff engagement with advisory councils, commities other stakeholders to gain input and
feedback throughout the process. There were mare# public meetings in total leading up to
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the development of the overall CCO implementatimyppsal and almost 350 key stakeholders
and experts gave hours of their time to help baid refine the coordinated care model.

Other governmental stakeholders engaged in thisegohave included: the Oregon Health
Policy Board; Healthcare Workforce Committee, Eadarning Council, Metrics and Scoring
Committee; Health Evidence Review Commission; Hebilformation Technology Oversight
Council, and the Medicaid Advisory Committee.

Recent Transformation Center efforts include meetegularly with Coordinated Care
Organization leadership; coordinated care CEOs; Q@o@ality Improvement and Health
Outcomes Committee; CCO Community Advisory Counalgoing efforts will also include
meeting with community organizations, provider udihg specialty associations and
stakeholders, including those in the private sedtbe Transformation Center will establish its
steering committee at the start of year 1, withadreepresentation.

Stakeholders inclusive of public and private payerge been essential partners. The state has
been working closely with the Public Employees’ BenBoard and will also coordinate and
work closely with the Oregon Educators Benefit Bb&tate leadership, including the
Governor’s Office and the Director of OHA, consfudiquently with the Health Leadership
Council (OHLC), which is a private collaborativeltdalth plans, hospitals and physicians
working to develop practical solutions that redtleerate of increase in health care costs and
premiums. (The OHA Director is an OHLC member.) Aiddally, OHA works closely with
Cover Oregon, Oregon’s Health Insurance ExchamgeOHA Director has a statutory seat on
the Cover Oregon Board and meets regularly witretteeutive director of Cover Oregon.

Providers and caregivers have been key stakehdideesbeen essential partners and will
remain essential. The Oregon Association of Holspaad Health Systems (OAHHS), the
Oregon Medical Association (OMA), the Oregon AcaglevhFamily Practice (OAFP) and the
Oregon Health Care Association (OHCA) as well asasentatives of individual hospitals and
clinics were all participants in the extensive piisug process that led to the coordinated care
legislation. Another example of the type of outteaxtended to these partners was the long-
term care listening tour, where the state engatgdaolders around the future of long-term
services and supports in Oregon.

The public health stakeholders, who are essemtigltégrating health care and public health,
will continue to be a part of the transformationgess. Some include the Conference of Local
Health Officials; local health departments; the [IRuHealth Advisory Board; the Oregon
Sovereign Tribes; Regional Equity Coalitions; thepBrtment of Education; the Oregon Healthy
Teens and BRFSS Advisory Groups.

Social services, including medical transportatiod aducation groups such as the Early
Learning Council, housing authorities, and partrarthe Department of Human Services are
stakeholders that the state consistently commuasaaith often. Patients and their families have
been included in numerous and essential ways imgutles on boards and committees, as well
being participants in public meetings.
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See Appendix G for a visual representation of i@taships between OHA and key health system
transformation stakeholders and initiatives.

Multimodal techniques and external communications wth each group of relevant
stakeholders

Techniques to reach each of the audiences haveanelenill continue to be tailored to each
specific stakeholder’'s needs and preferred commatinits and engagement methods. Public or
in-person meetings have been a primary methodgdgament for many stakeholder groups and
will continue to be, including Oregon Health PolBgard meetings. Public meetings include
public testimony, which commonly includes testimdrom patients and their families. Smaller
committee meetings have also been held, as theewtaked to design and implement the
coordinated model of care for Medicaid participattigs approach to involve stakeholders via
face-to-face meetings supplemented with electroptmn such as webinars continues to be a
preferred mode for many stakeholder groups. Mostimgs include a public call-in, live video
stream or webinar option. Documents such as meagiegdas are also posted to websites
available to the public.

Communications with external stakeholder groupsahexs early as 2007 with the work of the
Health Fund Board (the Oregon Health Policy Boapi&decessor). Working closely with these
groups has remained critical as Oregon works taonghealth and health care, including
spreading the elements of the coordinated care mGdenmunicating with stakeholders was
essential as the work of the Health Policy Boadktoff in 2009. The extensive committee work
that took place in 2010 under the board’s leadprsbiped form Oregon’s Action Plan for
Health, released in early 2011. This plan and tbekwf stakeholders’ communications
remained essential as everyone worked togetheawvtelap plans for the coordinated model of
care, Health System Transformation, in 2011 an®2@th the passage of state legislation.
Relationships with these groups have continuedwathdontinue as this work moves forward.

A variety of techniques were used to communicaté stakeholders, including public meetings
with remote options; public forums and listeningr®across the state; regular meetings with a
variety of community and stakeholder groups; regulaoerson meetings; and communication
by telephone. External communications also havéiroed electronically, by way of emails to
stakeholder group distribution lists and more diedectronic communication with key groups to
supplement in-person meetings and communicationhbye. Mass media have also been
employed at key times, as well as social media@aahn stakeholder groups, including patients
and their families. As the CCO model moved forwalidect mail was used to reach patients,
their families and caregivers. Direct mail will ¢omue to be used as needed to reach patient,
families, caregivers, providers and other stakedmsld

Other specific examples of external communicatiookide:

» OHA'’s Public Employees’ Benefit Boal(PEBB) seeks to engage public employees in
their health and encourages them to seek careagmnézed primary care homes by
offering a reduction in cost-sharing. PEBB condectsimunication and outreatt
public employees about what the PCPCH model of weans, and why they should
select high-quality primary care services.
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* A number of'Success Storiesdre published on the OHA website and highlight how
Oregon’s health system transformation, includingroved care coordination and
patient-centered primary care homes, directly irntgppatients and families’ health and
health care

* The PCPCH Program conducts outreach and engagactesities for patients and
families via aconsumer-friendly website@ducationaVideg, interactive majof
recognized primary care homes, posters, windowlslegadpatient brochureavailable
in seven languages. These brochures are used huaiuthe state by recognized primary
care homes to explain the model of care and engaiignts in their health.

See our revised Stakeholder Engagement Plan (AppEjdor detailed information about
stakeholders and the rationale for their involvetntie engagement method; stakeholder roles
and responsibilities and timeframe. This appendas vevised for the October submission to
reflect stakeholder categories suggested by CMMI.

The Oregon Health Authority Office of Communicascend the Transformation Center director
will oversee and execute all components of the cameations plan during the grant period. A
Transformation Center communications director élappointed as the responsible party to
carry out health transformation communication anés.

Section R Evaluation Plan

Oregon has a long history of health services rekeand evaluation of its policy and
implementation of the Oregon Health Plan. The Stateactively partnered with local and
national researchers over the years to optimaltietstand the impacts of the state’s efforts to
expand coverage and other health care policieshdV/e worked diligently during our 1115
Waiver negotiations to consider how best to evaltla¢ coordinated care model in Medicaid,
but with SIM funding, we now can fully actualizestkvaluation of the impact of the coordinated
care model on Oregon’s delivery system overalgddition to the factors related to specific
activities under SIM such as the Transformationt@ei he various state levers Oregon is using
to spread the model and work towards the Triple Mithnot only inform Oregon’s next steps,
but also other states undertaking transformation.

We understand that CMMI has contracted with Re$e@riangle Institute (RTI) and various
subcontractors to plan and conduct a national etalu for SIM and to provide technical
assistance to states. As more information abowgetlewaluation plans and requirements becomes
available, Oregon will work with CMMI and its coatitors to develop plans for data provision
and participation in the national evaluation. T¢gstion describes Oregon’s own plans for
tracking and monitoring progress of SIM implemeiotaand for assessing the impact of the
coordinated care model (CCM) in the state.

Evaluation objectives

As described in Oregon’s SIM application, Oregoa tiee primary evaluation objectives for its
SIM project:
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1. Assess the success of the overall model (CCM) iditéed, as outlined in the state’s
landmark 1115 waiver:

* Research question: Is the state achieving targ&t#eM cost trend reductions in
Medicaid while at least maintaining, if not improgi quality and access?

2. Test the spread of the CCM to other payers andlptpuas, particularly public
employees and Medicare:

* Research questions: What is the degree and papradd of CCM key elements
(e.g., patient-centered primary care homes, cavedomation and management,
accountable payment methods, etc.) to non-Medpayers? Are other payers or
populations experiencing cost trend reductionsiamtovements in quality?

3. Assess some of the model's key payment, delivestesy, and support elements
individually to determine to what extent these edats contribute to overall success:

* Research questions: Which of the key elements hishacombination of key
elements, are most strongly associated with su¢oe3siple Aim outcomes? Is
there any evidence regarding whether and how coniynsetting, payer, or other
contextual differences affect which model eleme@ntsombination of elements
are most predictive of success?

Evaluation plans

Operationally, Oregon’s SIM evaluation will haveatwain components: (1) a self-evaluation
that will track Oregon’s progress on its cost andliy goals and provide timely information for
course adjustments or improvements processes2a@dngultifaceted outcome assessment to
evaluate the spread and impact of the CCM, condwetiih the help of independent researchers
with expertise in evaluation and health systemeaie. Oregon does not intend to contract with
just one entity for evaluation of its SIM effortastead, the state will let contracts for particula
elements of data collection, analysis, and evaluads needed and will make strategic
investments in internal capacity for data analgsid reporting in support of transformation.
Existing contracts are described under the ‘Cotdrdeading later in this section.

The key self-evaluation and outcome assessmentitadithat Oregon has planned for each
objective and research question are shown in thle teelow. Plans are still being discussed and
refined and the outcome assessment componentsticuter should be read here as not yet
completely finalized, but as providing a strongedtron as we launch into Test Year 1.
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In addition to these overall evaluation plans, savepecific initiatives under Oregon’s SIM
grant include focused evaluation activities:

* The congregate housing pilot project will be thajoly studied by experts from Portland
State University. Their plans include: a processwation that involves attending
meetings with cooperative partners, interviews \piihtners, and review of documents
created for the pilot project; surveys and othé¢adallection to assess resident
satisfaction and health outcomes over time; andsarement to assess changes in
utilization of hospital, ED, and long-term carewsees and supports. See Appendix X for
an overview of the scope of work for this evaluatio

» Arolling process evaluation will be conducted othex project period for the Regional
Equity Coalitions. Additionally an outcome evalwetiwill be conducted with baseline
data collected in the first quarter of the dematgin period, with second-wave data
collection in the eighth through 11th quartersdaling completion of each coalition’s
strategic plan due in Q7. Data analysis and anooutcevaluation report will be
produced in the final quarter of the SIM projectipé.

Contracts for data collection, analysis and reportig processes

As noted above and described in Oregon’s SIM agiitin, the Oregon Health Authority Office
of Health Analytics, in cooperation with the Tramshation Center, will be responsible for much
of the ongoing data collection and tracking for gane's SIM self-evaluation. As a statewide
aggregator of health care data and statisticQthiee of Health Analytics provides unique and
valuable resources to drive change across thenhesidé system. The office leverages: all key
health-related datasets containing claims/encosintdiSS and other services and supports
outside of CCOs; surveys including CAHPS and BRFE8S; integrated datasets such as the All-
Payer All-Claims (APAC) database, and the CliemicBss Monitoring System (CPMS), which
contains clinical data for mental health/chemicgbehdency treatment services. Sections D and
| of this operational plan describe the data calbecinfrastructure and the performance
measurement strategies that the Office of Healtaly&its will develop and use in support of
Oregon’s SIM testing.

In addition to in-house capacity, Oregon has esstiaddl or will establish contracts with several
key entities for data collection, analysis, ancorépg:

* Milliman serves a primary role in the collection and adstiation of Oregon’s All-
Payer All-Claims (APAC) database. Milliman collectaims and enrollment data from
more than 40 mandatory reporters, analyzes coatehtjuality of key elements, assesses
data volume trends over time, tests referentialityu@ key component that assesses data
consistency over time), and benchmarks reasonaddoekey CPT codes. Upon
successful submission, Milliman loads each datangsgion into a secure data warehouse
and its MedInsight Analytic Platform. In additiomwarehousing the data, Milliman
provides a number of analytic tools to enable gmease and understanding of Oregon’s
health care system. These include risk adjusteosipgrs, benchmarks, and member
identifiers that enable an understanding of indigi@’ health care utilization over time
even as their plans, employers or even names chimgaly, Milliman produces public
use data files and limited use data files that GfdA make available to interested parties
and researchers for further analysis.
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» TheOregon Health Care Quality Corporation (Q Corp) is an independent, nonprofit,
multi-payer health care quality organization in @re, an AHRQ Chartered Value
Exchange and an RWJF Aligning Forces for Qualigngge. Q Corp will provide
strategic consulting and external validation for¢iMedicaid performance
measurement and will assist with multi-payer perfance measurement using both
APAC data (under a business associate agreemdnOMA) and their own
administrative claims database, which includes t%e state’s commercial insured
population, 71% of the Medicaid population and miin 38% of the Medicare
population. Q Corp recently was selected as orkeeofirst three Qualified Entities in the
country to receive Medicare fee-for-service datd estimates that they soon will have
data for approximately 96% of Medicare enrollee®rnagon.

* Social Science Research SolutiofSSRS) will manage survey planning, fielding, and
data cleaning for a third round of the Oregon Hehllsurance Survey, which is a key
data source for monitoring health coverage, utiimg and health status in Oregon.
SSRS was the contractor for the first two cyclethedf survey.

» DataStat will manage annual collection and repgrtihpatient experience data (via
AHRQ’s CAHPS survey tools) as a key component &gon’s performance
measurement and self-monitoring plans.

In addition to these data collection and analysigracts, Oregon plans to contract with
independent evaluators to investigate the disseéimmand impact of the Coordinated Care
Model in different populations, as described in‘thietcomes assessment” column of the table
above. A contract relevant to Objective 1 of thaleation—a rigorous analysis of the
association between state transformation activitesedicaid and changes in Medicaid access
and quality, controlling for external forces—wasestly out for bid and will be awarded

shortly. CMMI staff and SIM technical assistancatcactors provided input on the RFP.

Oregon is lucky to have an active and engagedtheativices research community with a history
of sophisticated, policy-relevant health systenseaech including the landmark Oregon Health
Study. The Oregon Health Research & Evaluationaboltative (OHREC) serves as a point of
collaboration and connection between state staffragearchers from a variety of organizations
in Oregon and across the nation. A number of OHREilated projects—Iled by researchers at
Oregon Health & Sciences University, Providencesni€r for Health Outcomes Research &
Education and Portland State University—have alyeadeived funding from the NIH, the
Robert Wood Johnson Foundation, and private phitapl to examine aspects of Oregon’s
Medicaid transformation efforts. (Seevw.ohrec.orgor a full listing of OHREC-affiliated

health policy research.) This local capacity angegience should facilitate Oregon’s ability to
find highly qualified contractors for SIM evaluatiovork.

Ensuring that performance feedback drives improvemet

The Transformation Center will be the main vehifollerapid cycle learning in Oregon. Building
on the performance reporting mechanisms describ&ection I, the center will support
continuous improvement through multiple methodsluding learning collaboratives, technical
assistance and coaching, as well as Innovator Aderdisseminate reforms and innovations.
Key Transformation Center and OHA staff and theolrator Agents have received extensive
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training from Institute for Healthcare Improvemstdaff on improvement methods. The
Transformation Center will engage clinicians, CQ@ ather health systems staff, and others to
understand what new processes and new innovatrerizeang implemented. Practices that have
been successful in one setting will be collected stmared by the Transformation Center with
other CCOs, as well as with external health syst@maspayers. Other stakeholders will be
included to ensure broad community engagementditian, the center will provide data and
research on external innovations by recruiting etigeeand input from around Oregon,
regionally and nationally on evidence-based prastand innovations in quality and payment
that will facilitate improvement on problems thaivie been identified.

Section S Fraud and Abuse Prevention, Detection and Correction

Oregon’s coordinated care model incorporates ptiotexand builds in requirements to address
potential fraud and abuse. Our focus is a threeged approach: prevention, operational
detection and recovery. This model has been opedized in the Medicaid CCO contracts and
we will use a similar framework in our spread of ttoordinated care model as we develop
additional contractual and regulatory vehiclesM 8inding is integral to the success of
spreading the model, and state processes and pireseadill insure the grant expenditures will
also be regularly monitored and tracked to endwueg &re used to their intended intent.

Prevention, operational detection, and recovery itMedicaid

The prevention effort is largely accomplished bioiwing the expanded provider screening
requirements stipulated by section 6401 of theeRafrotection and Affordable Care Act of
2010 (ACA). All providers are now held to this hey screening standard, which tries to make
sure that providers, facility owners and managdrs may seek to enter the Medicaid system for
fraudulent purposes are identified and prohibitedinfdoing so. These screening requirements
also are applied to those providers who serve leemts in a managed care setting. If an
applicant is matched to an excluded individualirtapplication is denied. Lastly, the full
provider file in the MMIS is scrubbed though anamated monthly process that also looks for
excluded individuals. If an excluded person isehat to a provider in our MMIS, their active
status is immediately ended.

The operational detection occurs in the robuseseasf edits and audits within our Medicaid
Management Information System (MMIS). The MMISuged to process both claims and
managed care encounters for goods and serviceglpdow our Medicaid clients. Any claim or
encounter that hits an editor audit is either pdrfde manual review or denied, dependent upon
the programmed actions for that specific edit. tier, applying data analytics to the claims and
encounter data generated by the MMIS also aidsaudfand abuse detection. Finally, auditors
from the Office of Payment Accuracy and Recover&R) add a post-payment identification
component through their regular audit investigapoocess.

Once an overpayment is identified, the MMIS is desd to recover funds by reprocessing the
claim and recouping the overpayment. Larger regeseare typically completed by OPAR’s
Overpayment Recovery Unit, which possesses the toal training necessary for recoveries
with higher levels of complexity.
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Prevention, operational detection and recovery athe model is spread

The PEBB and OEBB benefits contracts will contaimguage to prevent and detect fraud and
contract language to recover funds if fraud is thusimilar to the protections found in the CCO
contracts supported by Medicaid funds. Please gpperdix U for the PEBB RFP and our
requirements for fraud protection contract languagéhe PEBB vendors. Similar protections
will be in place in contracts OEBB and for qualifieealth plans under Cover Oregon.

Section T Risk Mitigation Strategy

Oregon’s model for health transformation has bewteudevelopment for several years and
during that process has undergone intensive exaimmiay stakeholders, including the Oregon
legislature, federal funders, business partneesptbvider community, technical experts and the
general community. This has provided a rich envitent to refine and adjust the model to meet
multiple stakeholder interests and as a resultQifegyon coordinated care model is a mature
proposal for large scale health care systems chasgeflected in our State Innovation Model
project Operational Plan.

Oregon’s SIM project is a systems change modeérégying every opportunity to align actions,
outcomes and timelines to maximize impact and dgynghd accelerate success across all payers
and populations. As an ambitious and complex ua#erg, forward thinking and planning is
necessary to identify potential risks and mitigatsdrategies to maintain forward momentum
towards achieving the triple aim.

Our risk mitigation plan described below is baspdruthe major components described in our
SIM Operational Plan. Building off a model develdd®y Minnesota, Oregon has adapted a Risk
Probability/Risk Impact matrix that evaluates asdigns a risk priority value to the major areas
of the Oregon SIM project.

Risk Impact
Medium Low
~ High High/Low
Risk Medium Medium/Medium  Mediurhbw
Probability Low LowMigh LowMedium Low/Low

Overall Risk Mitigation High Med Low

Priority -
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Guiding Principles for Risk Mitigation

Systems Chang@regon’s SIM goals involve widespread systems ceatgvery level of
health care delivery. That requires a broad comenitnto reflection on efficacy and
effectiveness and the potential for change at epenyt of contact in every institutional setting
including state government, coordinated care omgdianins and health plans, clinical delivery,
workforce development, payer institutions and atghtient level of engagement.

Quality Improvement Principles and Practic€¥A has made extensive investments in quality
improvement training and has a strong commitmens®Ql principles and practices to improve
internal process and procedures and to build quatiprovement capacity across the health
delivery system to support systems change at dgeey and in every setting. SIM resources will
be used to extend Oregon’s investment in QI adfessystem, with the Transformation Center
acting as the vehicle to connect the various levkthe delivery system with expertise, training
and opportunities to share best practices.

Strong project managemer@regon has a strong project management team vatdosed staff
with experience in leading complex, high stakegguts. We have the tools to develop solid
project planning and management systems, trackamenunicate progress and early
identification of issues and barriers and work ptvaly towards effective solutions. For SIM
activities, Oregon will use the biweekly meetingloé SIM Operations Team as the platform for
early identification of emerging risks and sigmapiementation of necessary mitigation
strategies.

Consistent communicationg/ith SIM support, we have a strong communicati@nteledicated
to health transformation that supports our neeadmsistent, reliable communications internally
and with our stakeholders. Regular communicatioiis @VMI and Oregon’s project leads will
continue to identify any emerging risks and discausg assistance for mitigation early.

Involvement of stakeholders at every leye:reflected in our SIM Operations Plan, Oregon has
a long history of stakeholder involvement in oualtie transformation efforts. This continues as
we implement our model, seeking feedback and oppiti¢s to improve quality and access and
reduce costs at every level. From the Governoath éevel of the Oregon Health Authority and
its sister agency, the Dept. of Human Servicesimapartnership with Cover Oregon, Oregon’s
Health Insurance Exchange and our Oregon Dephsafrénce, outreach and engagement of
stakeholders is integral to the spread of the donatdd care model. The delivery system leaders,
systems, hospitals, clinicians and other provitéense multiple avenues to participate and
provide input in the spread of the model, alondwiaicused efforts to engage individuals, their
families and their communities as well.

Commitment to equityDHA has a deep commitment to increasing healthtgquid reducing
health disparities. We do this through our actiggpering with communities to develop
positive, proactive solutions to overcome barrterequitable health for all Oregonians. Impact
on health equity goals will be considered whenradigves or changes in strategy, focus,
resource allocation or other aspects of our mogkeegamined or implemented. Explicit efforts
are built into Oregon’s SIM activities such as Regional Health Equity Coalitions and
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increasing training of health care interpretersyal as contract language with the CCOs and
other health plans partnering in care purchasdtiéptate. Data and analytics focused on equity
will continue to be monitored to ensure these ¢dfare successful and assess additional areas of
intervention.

Responsive to local need3regon is a diverse state in geography, populaionposition and
distribution, infrastructure, and culture. Our adioated care model is specifically designed to
take into account the health needs of the populatidhe local level and to adjust systems and
delivery methods to ensure the best outcomes atlrestate. In Medicaid, the structure of the
CCOs is built upon community advisory councils wigipresentation at the CCO Governance
Board level. PEBB continues to seek input arourdsthate as it crafts how to best incorporate
the coordinated care model into its 2015 beneféarofgs, acknowledging the community
variability across the state. Providers and hegttems’ unique challenges and concerns are
being incorporated in the efforts of the TransfaioraCenter and the Patient-Centered Primary
Care Home Institute to spread and share best pescieer to peer.

TransparencyOregon will use the Transformation Center’'s webaitd the redesign of the
OHA web presence to facilitate transparency intmaith transformation efforts with all
stakeholders including the public. Quarterly scards are in place already for the Medicaid
CCOs and will be expanded to include the entirezegl system in 2014 to openly share
performance across the state with everyone. Ongaiatyation efforts are designed to ensure
transparency in the spread of the coordinatedroadel and as Oregon proceeds to implement
the Affordable Care Act.

Data-driven decision makingVith SIM investments, Oregon will be able to pravidetailed
reporting on health outcomes at multiple levels eict upon the strengths and weaknesses of
the system to identify successes and focus needa@dvements. Strong data and analytics will
support the success of the health transformatifmmtef Efforts to modernize information

systems in Medicaid, linking with our All-Payer Alllaims data base, interacting with Cover
Oregon, Oregon’s Health Insurance exchange, aexteal full Medicare data is critical to see
the influence of the spread of the model on allgorgans.

Implementation of evidence-based best practi@esgon has a long history of promoting
evidence-based decision making for over the pageabs, starting in the early days of the
Oregon Health Plan and its Prioritized List. SIMeastments in the Transformation Center and
other SIM project areas will facilitate our ability broaden our efforts across the delivery
system. This support will allow Oregon to identdyidence-based practices and scale or adapt
them for implementation in the Oregon environment.

Commitment to public stewardshipregon maintains the highest standards for public
stewardship in all our actions. We are fortunatba@ble to attract the most qualified and
experienced staff from across the nation to conducprograms and projects. We engage in
contracting and procurement activities to secueegtteatest value for the public investment. We
maintain high standards for professional condudtaatountability to ensure public confidence
in the integrity of efforts for health transfornati

October 2013 revision 99



Evaluating Probability, Impact and Risk Priority

Oregon’s coordinated care model requires overaltesys change and is therefore coordinated
across all levels and agencies within the Oregoalthléduthority and in collaboration with our
sister agency on Aging and People with Disabilitiethin the Department of Human Services.
We have established the SIM Operations Team todawate project activities. Each area has at
least two identified project area leads respondimeommunicating and coordinating activities.
We meet biweekly for updates and share progresastifgl barriers and develop solutions. Issues
requiring escalation for resolution are directethi® SIM Steering Committee. Below we discuss
our risk probability, impact and overall priorityatnix across the major areas of our SIM project
and our proposed mitigation strategies.

Governance, management structure and decision makgnauthority

: e Risk Overall
Risk Identification Probability Impact Priority
1. Lack of clarity on roles, responsibilities aimek of
communication and decision making authority acrogs L M M
SIM areas

Mitigation Strategies

* Develop a SIM Operational Team charter that deteeeoles, responsibilities and lines
of communication and process to escalate issugggotution if necessary

* Bring issues requiring resource allocation or vpithicy implications to the SIM Steering
Committee for resolution

» Use the SIM Operational Team as a platform to doatd activities and communicate
about success and issues as they arise

» Use team building processes and activities to kahilred understanding of project goals

and outcomes

. e Risk Overall
Risk Identification Probability Impact Priority
2. Staff resources inadequate to achieve milestones
, . M H M
deliverables on time

Mitigation Strategies
» Scale projects to staffing available

» Seek additional funding or leverage existing resesiito meet goals on time and budget

Coordination with other CMS, HHS and federal or loal initiatives

: L Risk Overall
Risk Identification Probability Impact Priority
3. Changes in federal rules or guidance that minfl
. e M H M
with planned activities
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Mitigation Strategies
* Negotiate with federal agencies to achieve agreéoreactions necessary at all levels to
implement health care reform within the scope aradesof Oregon’s approved model
test.
* Monitor activities of federal agencies developintes and participate in/comment on
proposed rules that impact Oregon efforts.

» Develop or revise project plans to adapt to fddaratate regulatory requirements

Model intervention, implementation and delivery

. e . Risk Overall
Risk Identification Probability Impact Priority
4. Changes in CMMI rules or guidance that
) . o H H H
conflict with planned activities

Mitigation Strategies
* Negotiate with CMMI project officer and leadershijpnecessary, to achieve agreement
on actions necessary at all levels to implemenadtivities within the scope and scale of
Oregon’s approved model test.

» Develop or revise project plans to adapt or restcal@MMI revised requirements

) L Risk Overall
Risk Identification Probability Impact Priority
5. Stakeholders have financial disincentives to
work with state or conflicts of interest relatedjto M H H
SIM goals

Mitigation Strategies
» Conduct rigorous engagement activities to undedstiae stakeholder environment

» Conduct broad environmental scan to identify simgaues and solutions developed in
other states

* Identify areas of possible common interests aneldgvshared goals

* Engage state leadership for identifying potentmared solutions to minimize financial
disincentives

) L Risk Overall
Risk Identification Probability Impact Priority
6. Critical needs identified that are outside of L M L
project scope

Mitigation Strategies
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» Track issues and identify potential resourcesuiture project seek additional resources
or reallocate existing resources if necessary

: e Risk Overall
Risk Identification Probability Impact Priority
7. Recommendations developed under project lack
force of law; payers/providers not required to L M M
comply without statutory/regulatory change

Mitigation Strategies
* Engage state leadership for identifying potentmared solutions to participate

» Develop recommendations for policy changes necgssamplement required
compliance for appropriate legislative or admiristre action

, e L Risk Overall
Risk Identification Probability Impact Priority
8. Sharing of information may be impeded by lack H H H
of clarity regarding federal regulation 42 CFR

Mitigation Strategies:
» Conduct strong advocacy and partnership with CMivAdsist with timely data

acquisition.
. e L Risk Overall
Risk Identification Probability Impact Priority
9. Barriers to acquiring Medicare FFS data to
align with our data in our APAC database to M H H
ensure we are seeing across the entire landscape
as the model is implemented

Mitigation Strategies:
» Conduct strong advocacy and partnership with CMivAdsist with timely data

acquisition.
. e . Risk Overall
Risk Identification Probability Impact Priority
10.Lack of progress in providing support for
; L H M
transformation

Mitigation Strategies
» Ensure the high performance of the Transformatient& through:

o Establishing a multi-payer stakeholder advisorynmlu
o Hiring highly qualified staff to provide technicassistance
o Establishing strategic priorities;
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Coordinating timely and effective communications

Operating a robust learning management system

Capturing and sharing lessons learned

Applying quality improvement practices internally

Building quality improvement capacity externally

Access state leadership, if needed , for gainimtitiathal support or resources needed

to accomplish strategic goals and objectives

o Develop a Transformation Center sustainability maring the first SIM
demonstration period

Ensure data driven decision making

0 Acquire data analytic capacity through hiring highualified staff and purchasing

software tools needed for complex analyses
0 Request assistance from CMMI or other federal agaghoeeded, to fully utilize

Oregon’s All Payers All Claims database for robarsalytics and transparency
0 Publish and disseminate quarterly metrics reports
0 Robust evaluation and monitoring of activities

O O O O O O

. e Risk Overall
Risk Identification Probability Impact Priority
11.Lack of progress in SIM projects improving the
: L M M
delivery of care

Mitigation Strategies

Strong project management using clear targetsdiivatables and timelines

Strong communications on project status

Early identification and resolution of issues amdriers

Publish quarterly metrics reports

Strong stakeholder engagement in all areas, phatigun HIT planning and
implementation, PCPCH spread, and multi-payer adtére payment approaches.
Development of an HIT sustainable financing plaertisure health information exchange
efforts sustainable over time.

Engagement of leadership as needed to resolvensysteresource issues

Engagement with CMMI for technical assistance smhee issues or barriers

: e L Risk Overall
Risk Identification Probability Impact Priority
12.Lack of progress in reforming payment in
, Lo M H H
designated timeline

Mitigation Strategies

Strong, early and sustained stakeholder engagement
Establish shared vision, goals and actions
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* Provide strong, high level state leadership to

supgUCCESS

» Utilize all necessary levers to ensure success

* Engagement with CMMI for technical assistance azssary

Risk Identification

Risk
Probability

Impact

Overall
Priority

13. Clarification of the definition of “flexible
services” for CCOs. If “flexible services”
counts as a medical expense rather than an
administrative expense, it can work against

plans for spreading the model to the commergial

market. Yet if “flexible services” counts as an

administrative expense, it can raise issues as

well. The intention is to get the individual the

H

necessary care and prevent expensive care ir

emergency departments and hospitals.

Mitigation Strategies

» Conduct strong advocacy and partnership with CMivAdsist with clarifying the

definition of flexible services

Quality, Financial and Health Goals, Performance Masurement

: e Risk Overall
Risk Identification Probability Impact Priority
14.Lack of progress in improving quality of care
L H M
and health outcomes
Mitigation Strategies
* Publish quarterly metrics
* Provide early identification and problem solving
* Build quality improvement capacity at all levelstbé system
* Provide technical assistance where needed for wepnent
* Engage contract compliance mechanisms when negessar
: L Risk Overall
Risk Identification Probability Impact Priority
15.Moving the system from “payment for volume” to
“payment for outcomes.” Oregon is starting with @
2% withhold for CCOs, to move payment towards
. H H H
outcomes. Current volume payments are also tied to

actuarial soundness, a concept that may not fit i
in a world of payment for outcomes, as it assum

es
2S
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no efforts to contain costs, improve health or
quality of health care.

Mitigation Strategies:
» Strong advocacy and partnership with CMS to disbass to move from the old world

of payment to a real new world that fits with thaple Aim.

, e Risk Overall
Risk Identification Probability Impact Priority
16. Overall model not financially sustainable L H H

Mitigation Strategies
» Examine aspects of the model that challenge sadigity and make appropriate

adjustments
* Rescale the model as necessary to sustain theegréanefits and offset the most
important detractions from sustainability

Likelihood of success

The coordinated care model has broad support ftakekolders, executive leadership, the
Oregon Legislature, and CMS. In 2011 and 2012Gbeernor and legislative leadership
enacted legislation to establish and implementtwedinated care model statewide for Oregon
Health Plan (OHP) members through Coordinated Caganizations, including individuals
eligible for both Medicare and Medicaid (if theyodse to enroll). House Bill 3650 and Senate
Bill 1580 passed the state Legislature with bragapsrt; in fact, in March 2012, SB 1580
passed an evenly divided House by 53-7. CCOs als® GMS support in the form of approval
for Oregon’s Medicaid 1115 waiver amendment in A@§2. Oregon gained buy-in for the
coordinated care model from key stakeholders ac¢hesstate through a series of stakeholder
committees, boards, councils and work groups coedyémm 2007 through 2012, with more
than 76 public meetings in the year preceding #esage of our health system transformation-
enabling legislation alone. More than 300 Oregamiapresenting health plans, providers,
beneficiaries, consumer advocacy groups and othestakeholder groups participated in the
strategic planning and development of Oregon’stheaistem transformation agenda. As stated
earlier, there was strong support for adoptingcti@rdinated care model — Oregon has
completed a $1 billion procurement for its Medicpidgram for the 16 organizations
successfully certified as CCOs (See Appendix EOiargon’s revised stakeholder engagement
plan).

Oregon continues to engage stakeholders as thdinated care model is rolled out and
implemented. As evidenced by the number of CCG=adly certified and PCPCHs already
recognized, the model has widespread engagemerstsa@regon and has passed the first set of
hurdles associated with bringing a concept to inigletation. The proposed Transformation
Center will be a critical factor to the successhef model as implementation continues, since it
will provide CCOs, providers, consumers, and comitresywith the examples and technical
assistance they need to make reforms work andhtbemation necessary for rapid-cycle
improvement.
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Additional risk mitigation considerations

Strong data and analytics will support the sucoésise health transformation efforts. Oregon
has long recognized the potential for improved @gtdems to contribute toward better health,
and has initiated efforts to modernize informatsystems that support health care and other
programs. In addition, Oregon will ensure streaadiaccess to Cover Oregon and interaction
with Medicaid information systems to develop capafor robust analytics. Oregon intends to
work closely with its Federal partners on ensuthmgability to fully integrate behavioral,
physical and dental health information for indivadisiand their families in order to maximize
coordination of care, striving to ensure 42 CFRstitampede that effort and maintain the silos
the CCO structure was designed to correct. Medidata is also critical to see the influence on
the Medicare lives, as the balance is tipped watth Medicaid and private payers working on
the coordinated care model, while the state worksteeamlining administrative functions.

Oregon is committed to accomplish quality improveireetivities and payment reforms that are
heavily reliant on clear, reliable and timely detdlection and analysis. Change and innovation
at this scale are never without risks and capdoeityransformation is an important one.
Oregon’s vision for health systems transformatialhsdor significant changes on an accelerated
timeline. Providers, plans, consumers, and the staist all adopt new business models or shed
outdated paradigms. Strong governance with a caean@overnor and engaged Legislature,
and continued active stakeholder engagement netitpat risks. The Transformation Center will
mitigate the risk inherent in the transformatiorcomplex systems by providing a structured
path for sharing of best practices and robust asapport mid-course corrections and rapid
cycle improvement strategies.

Oregon believes that the coordinated care modidely to be successful as we spread the model
to other populations. For example, it is likelybt® successful for state employees within
Oregon’s Public Employees’ Benefit Board (PEBB)dese of the steps already taken to
incorporate key elements of the model and becaa&BRnd its health plan partners were
involved as key stakeholders in the developmerti@imodel.

In addition, as is often true in a policy enviromfyghere are multiple initiatives being
implemented at the same time in the state — soate-sponsored, some health system-
sponsored and some federally sponsored. It witlrlieal to our success that Oregon continues
to track and collaborate with these multiple eBokthere possible in order to best reach shared
policy goals.

The risks that OHA will face are considerable betlwnderstood. The transformation activities
under way in Oregon create a dynamic environmerat, @HA will continually monitor the
impact of different reforms to make quick adjusttseand corrections as well as build on
experience.
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