OHA VBP PCPCH Data and CDA VBP Data Template - General Instructions

1. Complete all yellow highlighted cells on the following worksheets:
"PCPCH"

"Model Descriptions"

"Hospital CDA VBP Data"

"Maternity CDA VBP Data"

"Behavioral Health CDA VBP Data"

"Children's Health CDA VBP Data"

"Oral Health CDA VBP Data"

2. For payments that span multiple HCP-LAN categories, use the most advanced category. For example, if you have a contract that includes a shared savings
arrangement with a pay-for-performance component — such as a quality incentive pool — then you should put the total value of the annual contract in Category 3A for
shared savings because 3A (shared savings) is more advanced than 2C (pay-for-performance).

3. In addition to the HCP-LAN framework, Contractor shall use the VBP Roadmap for Coordinated Care Organizations and the OHA VBP Technical Guide for
Coordinated Care Organizations for the VBP specifications and the appropriate LAN VBP category for each payment model, located at
https://www.oregon.gov/oha/HPA/dsi-tc/Pages/Value-Based-Payment.aspx

5. The completed template is due to OHA by May 2, 2025, via the Contract Deliverables portal located at https://oha-cco.powerappsportals.us/. The submitter must

have an OHA account to access the portal. It may not be submitted as a PDF document and must remain a Microsoft Excel spreadsheet. Please use the following
naming convention when submitting the template: CCO + reporting year + title of template (e.g. CCOABC 2025 VBP PCPCH Data and CDA Template).

version 02032025
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CCO NAME [Eastern Oregon Coordinated Care O i ]
REPORTING PERIOD: 1/1/2024 - 12131/2024

Evaluation criteria for this worksheet: Response required for each highlighted cell, even if there are no current clinics in your service area at that tier level. If a question is not applicable, write N/A. Non-response in a highlighted cell will not be approved. Add or subtract additional rows as

needed. Guidance can be found on page 12 of the VBP Technical Guide : http: oregon.g ic/Dy T I-Guide-f

Tier level Number of contracted clini Average PMPM pavment

Medical group or clinic name (Optional: report

medical groups with more than one clinic location, If a PMPM range is provided in column C, rather than a fixed dollar amount, If applicable, note any deviations and rationale from required
Tier level (1-5) PMPM dollar amount or range '

operating at the same tier level, receiving the same please explain (e.g. if payment varied over the course of the year) payment

PMPM amount as a single line item)







CCO NAME:
REPORTING PERIOD:

Eastern Oregon Coordinated Care Organization

/112024 - 12/31/2024

Evaluation criteria for this worksheet: Response required for each highlighted cell. Non-response in a highlighted cell will not be approved.

Brief description of the five largest

Most advanced LAN

Percentage of

Additional LAN

Total dollars.
i

Quality metric(s)

Brief description of providers & services involved

Please describe if and how these models take into account:

models, defined by dollars spent and | category in the VBP model | payments made categori involved in this - racial and ethnic disparities; &
VBPs implemented (e.g. condition- (4> 3> 2C) Not or through this model | within arrangement - individuals with complex health care needs
specific (asthma) population-based models listed at a LAN at the highest arrangement
ment) category 3B or higher, indicated LAN
please list the risk sharing | category
A hospital participates in a shared risk arrangement where the CCO will make
a retrospective payment to the hospital if the actual spending on the hospital's
attributed maternity/obstetric population is less than expected spending and
the hospital performs well on specific performance measures; or the hospital
Exam| Shared risk arrangement with | 3B (Risk Sharing Rate: will make a payment to the CCO if actual spending is more than expected Inadequate postpartum care can contribute to persistent racial and ethnic disparities in
hosnlla\ -based maternity providers 30%) 90% 1 (FFS) $3.543.231 Timeliness of Prenatal and Postnatal Care spendina. maternal and infant health outcomes.
The budget i based on e
needs. A is. E0CCO
equity,which il
 outcomes. Examples
Over 80% of allcosts include the following
s Most E0CC is model. Hospitls, specialst, and PC 1) E0cy — race, ethncity, and
. for mee A  inthe event of a
shared risk calculation. in DHS custody, Childhood Immunizations, Cigarette oo
The total amount of Prevalence, Depression snvumng, Diabetes HbALC R (D ohe 5 (L) s the Tas:
rie - c re ris shared risk bonus in drug o n g
150CO shared rsk modek totel costof care sk 18,20,2,38,3N, | $203m (2024 [P0 Contrel n G e 4B " | take risk,but doctors and haspwta\sdotake riskon the labs' claims). Note that. e mode 3) Eoct I ke
pe payments has typically | . alcohol treatment, Mz:mnz'ul Languag e
payment for primary care practices averaged around 5-10% PrevetveOentl Serice, SBRT, Wt el vt for e : o o pf ororce,
of total payments. 2023 3.6 years old and 721 years od, Plan allcause | “For” | P e
bonusamounts hav "“'“":""‘" ""“"h"a"‘"‘ e iz S ek , since a i in2022. The 5) ‘The EOCCO Quality Improvement Team analyzes Unite Us as [cmmect Orezan] data to identify
ot been determined EetEe L hospitl, chidren' this model a5 well, e area. This
vet. ,SyslemJ ), identified
SDOH disparitie.
6) The EOCCO Quality Improvement Team stratifies incentive measures by race, e«hmcvlv. \anxuase.
disablty, and team wil
then address
" o
EOCCO has strategies in place for addressing heaith equiy, which will help ensure that VBPs do not
Examples o
1) £oc race, ethncity, and
Adolescent immunizations, Assessments for children janguive Cata?
n DHS custody,Childhood immunizations, Cgarette
Prel Gustom pavar. e i clams from s Lo s S SRR e
Primary care total cost of care model 4 INANEEEBLY e @ilie] ) i)
4 sharing rate 30%) alcohol treatment, Meaningful Language Access, e controlling: ma rather than iting a fxed PMPM budger. |80 fecar .
Preventive Dental Service, SBIRT, Well-child visits for | This provider is also capitated for primary care (4A). provider network, and community panne’g werktoree,
Fapzac] (el TeC b D 5) The EOCCO Quality Improvement Team analyzes Unite Us- uE [Cmmzn DreZun] data to identify
readmissions, Postpartem care AR
T memiov, identifed
S0OH dispariie.
6) The EOCCO Quality Improvement Team stratifies incentive measures by race, emhmcl'% \an!uaz&
disabilty, and other team wil
$40.2M (2024 Ez e
est.)
Capitation ratesare based on
needs. E0CCO , which wil
both
d Examples of
1) €0cco bi-annual  ethriciy, and
language data;
in DHS custody, Childhood Immunizations, Cigarette | V2" EOC TEETEED "
o tstof Tas;
" gt ht P or £ clnc. Al i 3) Eocco's quity I 5
B L 220 e b
[roce shevel e e L o incentive and shared risk model. Shared risk for PCPs s upx\de tisk only. Dollars in ths 4) €0cco d shares cultural compe e workforce,
Preventive Dental Srvice, SBIRT, Well-chid visits for
9% this calculation e ey in providers in this model provider '
incudes some hosptl 6 yesrs o and 21 years ot Panallcavse oLt oo 5 The E0CCO Qualty IprovementTeam anlzes Unte Us G [onnect Oegon]dtat denty
and specialty care B ur service area. This
spending in the same informs  system-level, identified
contract) SDOH disparities.
6) The Eocc: o Te " by e, ticy e,
Also note substantial disability, and team will
overlap with the above [
models
Capiation
needs. EOCCO & health equity, which will do
a Examples of
on a bi-annual race, ethncity, and
language data;
Improvement Comittee which has oversight of the T0;
itural e ‘workforce,
provider network, and community partners.
5) The EOCCO Quality Improvement Team analyzes Unite Us CIE [Connect Oregon] data to identify
. y 4 jce area. Th
Providers ar at isk or spend above the global e e
capitation paid, which includes routine Behavioral SoOH dlsparities,
Health access (30% Weight), IET metric (15% e i DI, ‘a"gum
Weight), peer delivered services (20% Welght), disabilty, and ather ‘team wil
DHS Metric (20% Weight), attend one OHA then address
approved translator cohort/training per year (10%
Weight), and attend two documentation training
offered by GOBHI Compliance per year (10%
Caitation + Incentive with CHIVIPS an 10000%  |2c.4A $51.418.358| Weight) Behavioral Health Outpatient Services both Mental Health and SUD)




Required implementation of care delivery areas by January 2025: Refer to Value-based Payment Technical Guide for CCOs
at https://www.oregon.gov/oha/HPA/dsi-tc/Documents/VBP-Technical-Guide-for-CCOs.pdf for more information on requirements.

Evaluation criteria for this worksheet: Response required for each highlighted cell. If questions on rows 18 and 20 are not

applicable, write N/A.

CCO NAME:

Eastern Oregon Coordinated Care Organization

Describe Care Delivery Area (CDA) Note: a VBP may
encompass two CDAs concurrently. If your CCO has taken this
approach, list both CDAs; no more than two CDAs can be
combined to meet the CDA requirement.

The hospital CDA is specific to all cause in-patient re-admits.
The accountability is primary with the hospitals and all
hospitals who are participating in EOCCO's Shared Savings
Model are included. The target is an improvement (reduction)
from the prior year.

LAN category (most advanced category)

[3B

Briefly describe the payment arrangement and the types of
providers and members in the arrangement (e.g. pediatricians
and asthmatic children)

The quality incentive arrangement is effective for dates of
service incurred from January 1, 2024 through December 31,
2024. Care delivery area payments will be calculated in
alignment with the Risk Sharing Model calculations and
payment will be incorporated into the settlement The number
of acute inpatient stays for patients 18 and older during the
measurement year that were followed by an acute readmission
for any diagnosis within 30 days, with risk adjustment for the
predicted probability of an acute readmission. Each hospital’'s
performance will be determined based on the ratio of observed
readmits to expected readmits, where the number of expected
readmits is based on the hospital’'s own case mix. payments in
third quarter 2025. EOCCO iis continuing this model for

If applicable, describe how this CDA serves populations with
complex care needs or those who are at risk for health disparities

This VBP directly targets patients with complex care needs,
as they are the ones most likely to experience readmits.

Total dollars paid

Total unduplicated members served by the providers

Approximately 78,000 (those who have a physical health
benefit)

If applicable, maximum potential provider gain in dollars (i.e.,
maximum potential quality incentive payment)

Hospitals will receive an adjustment to the shared savings
model surplus (or deficit), per the table below. |—G—S—

In the case of a shared
savings deficit, the adjustments are reversed; for example, an
observed/expected ratio of 1.2 increases the deficit owed by
2%. However, any adjusted shared savings model deficit is
still capped at the withhold amount.

Observed / Expected
Readmit Rate

>1.3

>1.1t0 1.3

>0.9to 1.1

>0.7t0 0.9

>0.5t0 0.7

0.5 or less

If applicable, maximum potential provider loss in dollars (e.g.
maximum potential risk in a capitated payment)

See above




List the quality metrics used in this payment arrangement using
the table provide in below. A least one quality component is
needed to meet requirement:

Metric

Metric steward
(e.g. HPQMC, NQF, etc.)

Briefly describe how CCO assesses
quality (e.g. measure against national
benchmark, compare to providers'
previous performance, etc.)

Describe providers' performance
(e.g. quality metric score increased from 8 to 10)

The number of acute inpatient stays for patients 18 and older
during the measurement year that were followed by an acute
readmission for any diagnosis within 30 days, with risk
adjustment for the predicted probability of an acute
readmission.

OHA technical Specifications

Comparison of actual readmits to expected
readmits based on case mix

More providers performed better under this model in 2023 than
they did in 2022 (8 hospitals had a positive adjustment). In
2023, the model was changed to be based on observed vs.
expected ratio rather than an absolute readmit rate, so
performance in 2023 improved as expected.




Required implementation of care delivery areas by January 2025: Refer to Value-based Payment Technical Guide
for CCOs at https://www.oregon.gov/oha/HPA/dsi-tc/Documents/VBP-Technical-Guide-for-CCOs.pdf for more information

on requirements.

Evaluation criteria for this worksheet: Response required for each highlighted cell. If questions on rows 18 and 20 are

not applicable, write N/A.

CCO NAME:

Eastern Oregon Coordinated Care Organization

Describe Care Delivery Area (CDA) Note: a VBP may
encompass two CDAs concurrently. If your CCO has taken this
approach, list both CDAs; no more than two CDAs can be
combined to meet the CDA requirement.

Outpatient Behavioral Health (both Mental Health
and SUD.

LAN category (most advanced category)

[4A

Briefly describe the payment arrangement and the types of
providers and members in the arrangement (e.g. pediatricians
and asthmatic children)

CMHP responsible for all Outpatient Behavioral
Health (Mental Health and SUD).

If applicable, describe how this CDA serves populations with
complex care needs or those who are at risk for health disparities

Primary payment is Capitation with incentive
payments based on the measures shown below.

Total dollars paid

Total unduplicated members served by the providers

78,000

If applicable, maximum potential provider gain in dollars (i.e.,
maximum potential qualitv incentive pavment)

If applicable, maximum potential provider loss in dollars (e.g.
maximum potential risk in a capitated payment)

Providers are at risk for spend above the global
capitation paid.

List the quality metrics used in this payment arrangement using
the table provide in below. A least one quality component is
needed to meet requirement:

Metric

Briefly describe how CCO assesses
Metric steward quality (e.g. measure against national
(e.g. HPQMC, NQF, etc.) benchmark, compare to providers'
previous performance, etc.)

Routine Behavioral Health Access (30% Weight)

Home grown measure

IET Metric (15% Weight)

Home grown measure

Peer Delivered Services (20% Weight)

Home grown measure

DHS Metric (20% Weight)

Home grown measure

Attend one OHA approved translator cohort/training

per year (10% Weight)

Home grown measure

Describe providers' performance
(e.g. quality metric score increased from 8
to 10)




Attend two documentation training offered by GOBHI
Compliance per year (10% Weight) Home grown measure




Required implementation of care delivery areas by January 2025: Refer to Value-based Payment Technical Guide for CCOs at

https://www.oregon.govioha/HPA/dsi-tc/D BP-Technical

criteria for this

N/A.

ide-f .COs.pdf for more information on requirements.

: Response required for each highlighted cell. If questions on rows 18 and 20 are not applicable, write

CCO NAME:

Eastern Oregon Coordinated Care Organization

Describe Care Delivery Area (CDA) Note: a VBP may encompass
two CDAs concurrently. If your CCO has taken this approach, list
both CDAs; no more than two CDAs can be combined to meet the
CDA requirement.

The maternity care CDA is specific to postpartum care. The provider (or
physician) group that performed the delivery is held accountable for this
CDA. To be eligible for the CDA, the provider group must have at least 10
deliveries within the year. will be attributed to
provider groups based on the rendering provider for the delivery, as identified
by codes 59400, 59409, 59410, 59510, 59514, 59515, 59610, 59612,
59614, 59618, 59620, and 59622 rendered for births between January 1 —
December 31 of the measurement year. EOCCO is using the target as
specified by OHA. EOCCO will continue this model for the January 1, 2025
through December 31, 2025 measurement year as well.

LAN category (most advanced category)

[3a

Briefly describe the payment arrangement and the types of
providers and members in the arrangement (e.g. pediatricians and
asthmatic children)

The Metrics and Scoring Committee selects benchmark and improvement
targets for each quality measure for the CCOs. Provider groups will receive
abonus payment based on their performance meeting or exceeding
EOCCO's 2023 measure target. EOCCO will publish this rate within 30
days of notification from the Oregon Health Authority. In subsequent years,
calculations will be based on a provider group’s ability to meet the EOCCO
measure target published by OHA and show improvement from the prior
year's performance to receive the highest level of bonus percentage
calculation. The bonus will be calculated based on the provider group's total
reimbursement for professional delivery services as identified by the list of

codes above. |

——

See cells D13:G16 for the rate schedule

If applicable, describe how this CDA serves populations with
complex care needs or those who are at risk for health disparities

Inadequate postpartum care can contribute to persistent racial and ethnic
disparities in maternal and infant health outcomes.

Total dollars paid

Total unduplicated members served by the providers

If applicable, maximum potential provider gain in dollars (i.e.,
maximum potential quality incentive payment)

f applicable, maximum potential provider loss in dollars (6.9
maimum potential risk in a capitated pavment)

There is no downside risk in this model.

List the quality metrics used in this payment arrangement using the
table provide in below. A least one quality component is needed to
meet requirement:

Did not meet
Year Improved from last year g target

1

N/A
Yes

Metric

Metric steward
(e.g. HPQMC, NQF, etc.)

Briefly describe how CCO assesses quality
(e.g. measure against national benchmark,
compare to providers' previous
performance, etc.)

Describe providers' performance
(e.g. quality metric score increased from 8
to 10)

The percentage of deliveries of live births between January 1 — December
30 of the measurement year that had a postpartum visit on or between 7-84
days after delivery.

OHA technical

See above for year one and year two
assessment. The "met target” is meeting the
EOCCO improvement target or benchmark,
whichever is less.

EOCCO has continued to meet the PPC
measure, which is difficult with the year over
vear increase until the is achieved.

15% 0%
20% 10%
15% 0%



Required implementation of care delivery areas by January 2025: Refer to Value-based Payment Technical Guide for
CCOs at https://www.oregon.gov/oha/HPA/dsi-tc/Documents/VBP-Technical-Guide-for-CCOs.pdf for more information

on requirements.

Evaluation criteria for this worksheet: Response required for each highlighted cell. If questions on rows 18 and 20 are

not applicable, write N/A.

CCO NAME:

Eastern Oregon Coordinated Care Organization

Describe Care Delivery Area (CDA) Note: a VBP may
encompass two CDAs concurrently. If your CCO has taken this
approach, list both CDAs; no more than two CDAs can be
combined to meet the CDA requirement.

This CDA was implemented as of January 1, 2023.
For oral health services, Members with limited-English
proficiency (LEP) who receive interpretation by an
OHA qualified or certified health care interpreter or
who receive an in-language visit with a qualified
provider.

LAN category (most advanced category)

[3A

Briefly describe the payment arrangement and the types of
providers and members in the arrangement (e.g. pediatricians
and asthmatic children)

The language access quality incentive arrangement is
effective for dates of service incurred from January 1,
2024 through December 31, 2024. This CDA includes
all dental providers and services that are delivered to
EOCCO members. Care delivery area payments will
be calculated in alignment with EOCCO's dental
organization provider contracts.

If applicable, describe how this CDA serves populations with
complex care needs or those who are at risk for health disparities

By providing quality interpreter services, this oral
health CDA will assist in providing members who
have limited English proficiency and Deaf and hard of
hearing, receive quality communication, language
access services and the delivery of culturally
responsive care.

Total dollars paid

Total unduplicated members served by the providers

[ 11,200 members

If applicable, maximum potential provider gain in dollars (i.e.,
maximum potential quality incentive payment)

Maximum amount for 2024 will be calculated in Q3
2025. We anticipate a decrease in payment for 2024,
as the target has changed from just a reporting
threshold to a reporting threshold and meeting the
CCO target.

If applicable, maximum potential provider loss in dollars (e.g.
maximum potential risk in a capitated payment)

There is no downside risk in this model.

List the quality metrics used in this payment arrangement using
the table provide in below. A least one quality component is
needed to meet requirement:

Metric

Metric steward
(e.g. HPQMC, NQF, etc.)

Briefly describe how CCO assesses
quality (e.g. measure against national
benchmark, compare to providers'
previous performance, etc.)

Describe providers' performance
(e.g. quality metric score increased from 8
to 10)

Report on 80% of member visits for members with
interpreter needs, as identified by OHA’s eligibility file
interpreter flag . Additionally, meet the metric
improvement target for EOCCO.

OHA specifications

Oral health/DCOs must meet the EOCCO
benchmark or improvement target

Both DCOs were able to report on 80% of
their population in 2023. We will start to track
the rate once this measure goes to full
population, as it would need to be rebased
from sample to full population




Required implementation of care delivery areas by January 2025: Refer to Value-based Payment Technical Guide
for CCOs at https://www.oregon.gov/oha/HPA/dsi-tc/Documents/VBP-Technical-Guide-for-CCOs.pdf for more information

on requirements.

Evaluation criteria for this worksheet: Response required for each highlighted cell. If questions on rows 18 and 20 are

not applicable, write N/A.

CCO NAME:

Eastern Oregon Coordinated Care Organization

Describe Care Delivery Area (CDA) Note: a VBP may
encompass two CDAs concurrently. If your CCO has taken this
approach, list both CDAs; no more than two CDAs can be
combined to meet the CDA requirement.

This CDA was implemented as of January 1, 2024
and will continue in 2025. Measure: Well Child Visits
ages 7-21

The number of children ages 7-21 that received one
or more well-care visits between January 1 —
December 31 of the measurement year.

LAN category (most advanced category)

[3A

Briefly describe the payment arrangement and the types of
providers and members in the arrangement (e.g. pediatricians
and asthmatic children)

Provider groups will be eligible to receive a bonus
payment based on their performance meeting or
exceeding EOCCO’s 2025 measure target calculation.
The well child visits ages 7-21 has been added to the
well child visits ages 3-6 measure in the Quality
Bonus Payment Formula under the Quality Incentive
Exhibit. Provider groups must meet both age ranges
to achieve the points for the well child measure.

If applicable, describe how this CDA serves populations with
complex care needs or those who are at risk for health disparities

Per the CDC, research suggests that many disparities
in overall health and well-being are rooted in early
childhood. For example, those who lived in poverty
as young children are more at-risk for leading causes
of illness and death, and are more likely to experience
poor quality of life. Interventions, such as ensuring
PCP visits annual, support healthy development in
early childhood reduce disparities, have lifelong
positive impacts, and are prudent investments.
Addressing these disparities effectively offers
opportunities to help children, and benefits our society

ac a whala

Total dollars paid

[ 2024 will be determined in Q3 2025

Total unduplicated members served by the providers

[ 2024 will be determined in Q3 2025

If applicable, maximum potential provider gain in dollars (i.e.,
maximum potential quality incentive payment)

‘ 2024 will be determined in Q3 2025

If applicable, maximum potential provider loss in dollars (e.g.
maximum potential risk in a capitated pavment)

‘ There is no downside risk for this CDA.

List the quality metrics used in this payment arrangement using
the table provide in below. A least one quality component is
needed to meet requirement:

Metric

Metric steward
(e.g. HPQMC, NQF, etc.)

Briefly describe how CCO assesses
quality (e.g. measure against national
benchmark, compare to providers'
previous performance, etc.)

Describe providers' performance
(e.g. quality metric score increased from 8
to 10)




Well Child Visits ages 7-21

HPQMC and NCQA

Since the current 2025 CCO incentivized well
child measure is for age range 3-6, the

improvement target for the 7-21 age group will
be calculated using the methodology selected
for the 3-6 age range. The benchmark will be

the previous year’s statewide CCO rate, TBD, will be evaluated in 2025 for 2024

calculated by OHA.

performance to set baseline rate.






