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A note on language and accessibility 

Everyone has a right to know about and use Oregon Health Authority 
(OHA) programs and services. OHA provides free help. Some 
examples of the free help OHA can provide are: 

• Sign language and spoken language interpreters 

• Written materials in other languages 

• Braille 

• Large print 

• Audio and other formats 

If you need help or have questions, please contact: Stephanie Jarem at 
971-273-6844 or through email at CC02.0@state.or. us. If assistance is 
needed for a meeting, please contact at least 48 hours prior to any 

__:_eetings. ~ th 
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Overview 
0 

c::::::::i g .J...g 
CC02.o 

• Coordinated Care Organizations (CCOs) started in 2012 with the 
goal of achieving the Triple Aim: 
- Better care 

- Better health 

- Lower health care costs 

• We have a lot of data about what is working and what needs more 
work over the next five years 

• We are calling this next phase "CCO 2 .0" 

_______ 1-@lth 

We now have more than five years of experience with the CCO model. 

The CCO 2.0 contracts will start in 2020, but we want to hear from you now to help 

inform the contract and continue health transformation in Oregon. 
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Why is this important? 

• One in four Oregonians, or nearly 
one million people now receive 
health coverage through the 
Oregon Health Plan (Medicaid). 

• Most are members of a CCO. 

• Oregon's Medicaid budget is about $14 billion, this accounts for 
19 percent of the state's budget. This is taxpayer money and you 
should have a say in how it is spent. 

• This is one of the largest procurements in the state. 

_________ 1-@lth 
5 
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Who is leading this work? 

• The Oregon Health Authority (OHA) 

• The Oregon Health Policy Board (OHPB) 
- Governor appointed nine-member board 

- Serves as the policy-making and oversight body for OHA 

- The Board is committed to providing access to quality, affordable health 
care for all Oregonians and to improving population health 

_________ 1-@lth 
6 
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A little history of 
health system transformation (HST) 

________ 1-@lth 
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Why did Oregon create CCOs? 

The system was fragmented and didn’t coordinate or integrate care for patients. The 

state contracted separately for physical health, behavioral health and oral health 

services meaning patients had to navigate the complex system and no system had an 

incentive to coordinate care to lower costs. 

High health care costs were unsustainable. 

A fragmented system encouraged more 

care rather than better care and improved 

health. 

Many countries around the world spend 
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between 9% and 11% of their gross 

domestic product (GDP) on health care but 

between 1980 and 2013 that rose to about 

17-18% in the United States, which tracks 

with Oregon’s budget. When we’re 

spending more money on health care, just 

like when families and businesses are 

spending more money in health care, that 

leaves fewer financial resources for other 

critical investments like housing and 

education. 
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Why did Oregon create CCOs? 

• Oregon created CCOs to improve care delivery: 

- Reducing waste 
- Improving health 
- Creating local accountability 
- Aligning financial incentives 
- Paying for performance and outcomes 
- Creating fiscal sustainabil ity 

_________ 1-@lth 
9 

In 2011 the state was faced with a pretty significant budget challenge including within 

Medicaid. 

Traditionally we’ve balanced the Medicaid budget and tight times by through cuts – 
either through cutting eligibility or benefits or provider rates – and the challenge with 

all three of those options is they ultimately result in less access. When there’s less 

access to the care that people need they end up in the emergency room which is the 

most expensive point-of-service and the only part of the system that has to provide 

coverage. Those costs are then passed on the rest of us. 

So, we decided to pave a fourth path forward and really look at ways to improve the 

delivery of care so that it would reduce waste in the system, improve the health of 

population, create local accountability, align financial incentives, pay for performance 

and outcomes and create fiscal sustainability. 
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An integrated and coordinated 
system focused on better health, 

better care, lower cost 

10 

We called the new system a Coordinated Care Model. 

Rather than the fragmented disarray of puzzle pieces that made up the old system, 

Oregon’s coordinated care organizations would bring together all parts of the health 

system to work together in an integrated and coordinated way that put patients at the 

center and coordinated high quality care for them. 

10 



Learning more about coordinated care 
organizations (CCOs) 

________ 1-@lth 
11 
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What is a CCO? 
Under tanding 

CCOs 

• Coordinated Care Organizations are community-governed 
organizations that bring together physical , behavioral and dental 
health providers to coordinate care for people on the Oregon Health Plan . 

• CCOs receive fixed monthly payments from the state to coordinate care 
and financial incentives that reward outcomes and quality. 

• CCOs also have the flexibility to address their members' health needs 
outside traditional medical services. This model is designed to improve 
member care and reduce taxpayer costs. 

12 

» The first CCOs started doing business 
in Oregon in 2012. 
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Coordinated Care Organization Service Areas Under tanding 
CCOs 

There are now 15 CCOs caring for nearly one million Oregonians. This map shows 

the service areas of all of the CCOs. 

You can explore the map online: https://aix-

xweb1p.state.or.us/es_xweb/DHSforms/Served/le8116.pdf 

13 
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How are CCOs funded? 

• Global budgets 

• Sustainable costs 

• Budget Flexibility 

Under tanding 
CCOs 

-:-:--14 _______ 1-@lth 

Global budgets: CCOs are paid a “global budget” for all physical, oral, and 

behavioral health care for their members. CCOs are expected to stay within this 

budget while also improving quality and outcomes by focusing on prevention. 

Sustainable costs: Oregon has committed that spending on global budgets will not 

increase more than 3.4 percent per year. 

Budget Flexibility: CCOs have the flexibility to hire their own providers, conduct 

innovative quality improvement programs, and to spend money on health-related 

services like transportation, housing and education. 

14 
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CCOs can also earn incentive 
payments for improving quality 

Under tanding 
CCOs 

• The state rewards CCOs through an incentive pool. CCOs can earn 
money for meeting or exceeding targets on 17 quality measures. 
These include: 

- patient centered primary care home enrollment 

- cigarette smoking prevalence 

- colorectal cancer screening 

- childhood immunization status 

- controlling high blood pressure 

- application of dental sealants for kids 

- depression screening and follow-up 

- health assessments for kids in foster care 

cco incentive metrics reports and paymen-ts_ a_r_e _av_a-ila_b_le_o_n_lin_e __ 1-@lth 
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What do we know about CCO 1.0? 

________ 1-@lth 
16 
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What is working in CCO 1.0? 

• CCOs have reduced cost growth 

• CCOs are improving quality 

• CCOs are improving member health 

________ 1-@lth 
17 
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The CCO model has avoided $2.2 billion in costs 

Oregon's Medicaid expenditures with and 

S358B 

2013 2014 

18 

Projected expenditures WllHOUT transformation 
(5.4% IMual PMPM crowthl 

S7 S7 711 -------___ .. ___ _ 
Savings 

SSIJB S685B 

Actual expenditures WllH transformation 

Cumulative savings 2013-2017 
Federal and state funds 

2015 

State Fiscal Year 

• 
2016 2017 

Since 2013, the CCO model has grown at a rate of 3.4% instead of the 5.4% that we 

would have expected without transformation. That has resulted in about $2.2 billion in 

avoided costs over that five year period. 
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CCOs are improving quality 

19 

• Qual ity measures tied to incentive payments improved 
significantly 

- Increased enrollment in primary care homes 

- Emergency department use decreased 

- Developmental screenings for kids went up 

- Screenings kids in the foster care system jumped dramatically 
- More kids received dental sealants to prevent tooth decay 
- More people were screened for depression and had follow-up 

plans 

_______ 1-@lth 

More people were enrolled in primary care homes, which means better care 

coordination and a consistent care team 

Emergency department use went down as members were getting care in 

primary care setting 

Developmental screenings for kids went up, ensuring earlier treatment 

Screenings kids in the foster care system jumped dramatically with better care 

for this vulnerable population 

More kids received dental sealants to prevent tooth decay 

More people were screened for depression and had follow-up plans which 

ensures better mental health care 

19 



  

Quality measures tied to incentive 
payments have improved significantly 

Patient-centered primary care 
home enrollment 

_,,,...---- ""' 
SIA / 

HU ll .. ll ,01& 

Assessments for children in 
OHS custody 
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,, .. / 
.... .. 16 II 2017 

20 

Emergency department 
utilization 

110 ............... 

~ ,u 
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Dental sealants for children 
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,, ... 

Depression screening and 
follow-up plan 

---------- .... 

.... • • 

More information on improvements to quality based on measures tied to incentive 

payments. 
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What will CCOs look like in the future? 

_________ 1-@lth 
21 

21 



  

   

High-level timeline 

• The first contract cycle for Oregon's Coordinated Care 
Organizations (CCOs) is ending December 31 , 2019 

• OHA and OHPB are launching the CCO 2.0 process to investigate 
and develop policy recommendations to improve CCOs in the future 

• Policy 
development 
& public 
input 

• • Procurement 
process 

• • cco 2.0 
contracts 
begin 

________ 1-@lth 
22 

This timeline ensures that the next contracting cycle capitalizes on the health 

care transformation progress made by CCOs 

22 



  

   

    

  

 

     

  

   

@ Governor Brown's Vision 

The Governor has asked the Oregon Health Policy Board to provide 
recommendations in four areas: 

• Maintain sustainable cost growth 

• Increase value-based payments and pay for 
performance 

• Focus on social determinants of health and equity 

• Improve the behavioral health system 

________ 1-@lth 
23 

Governor’s vision: in the next phase of transformation CCOs will 

Integrate behavioral health and ensure patients receive the right care at 

the right time 

Move from focusing on health care to focusing on other systems that 

impact health and equity. Only 10-15% of what impacts health happens 

in the doctor’s office. 

Further increase quality and reduce disparities, and pay providers for 

value rather than volume of care. 

Continue to operate within a sustainable budget that contains cost. 

23 



  

   

 

Topic area work plan development 

• Policy options identified for exploration 
- Existing recommendations 

- Priority issues and ideas 

- Research and best practices 

- other states and systems 

• Narrowed list based on applicability to CCO 2.0, feasibility, 
readiness , and timelines 

• Built work plans that allow for: 
- In-depth research and analysis 

- Cross-topic and cross-agency collaboration 

- Robust public input 

- Straw model recommendations by June OHPB meeting 

________ 1-@lth 
24 

OHA established teams focused on each of the four areas highlighted by the 

Governor, and each team has developed a work plan. These work plans were 

shared with the Oregon Health Policy Board (OHPB) at their March meeting. 

24 



     

 

  

  

    

 

 

Behavioral Health 

• One in five Americans has a mental health disorder, and one in ten 
has an addictive disorder. The catch all term for these conditions is 
behavioral health . 

• Federal law requires equal coverage for behavioral and physical 
health conditions , but that doesn 't mean people with these 
conditions have equal access to care. 

• There is a national shortage of behavioral health providers and even 
though Oregon has made progress there is still much work to do to 
integrate behavioral and physical health. 

--
25 Behavioral Health Topic Area 

___ 1-@lth 

Oregonians who struggle with behavioral health – mental health challenges and 

addictive disorders, face barriers every day to getting the services and support they 

need. 

The behavioral health system continues to include fragmented financing, carve-outs 

that prevent integration, and a siloed delivery system. 

Access to specialty and general behavioral health services does not meet the needs of 

all Oregonians in the right place at the right time and in a culturally and linguistically 

specific manner. 

Coordination between systems, such as criminal justice, human services, health and 

education is insufficient. 

Social determinants of health, including insufficient housing, education, employment 

and transportation, create barriers to behavioral health resources. 

25 



   

    

    

    

 

Behavioral Health System 

Non-OHP 

l 
* LM HAS • Service Coordination Agreements CC Os 
/CMHPs 

Providers 

Providers 

Behavioral Health Care 

'LMHA IS Local Mental Health Authonty 
CMHP 1s Commuruty Mental Health Program 

-
26 Behavioral Health Topic Area 

___ 1-@lth 

CCOs have service coordination agreements with Community Mental Health 

Programs (CMHPs). CCOs may contract with the CMHP to provide services, or they 

may contract directly with other behavioral health service providers. CMHPs either 

provide behavioral health services or contract with other providers in the community 

to provide the services. 

26 



   

    

Oregon's Current Behavioral 
Health Status 

-27 ________ 1-@lth 

Data shows that consumers are not currently receiving sufficient or consistent 

behavioral health services throughout Oregon. 

We have ample opportunity for improvement. 

27 



     

   

  

   

    

     

   

Things we learned in the first five years 

• Integration of the benefit does not equate to integration 
of services 

• Need to balance the CCOs to delegate administration of 
behavioral health with accountability for behavioral 
health 

• Some successful CCO outcomes for physical health 
have not been successful for the behavioral health 
population. For example, emergency department visits 
for individuals with mental illness have not declined. 

- ___ 1-@lth 
28 Behavioral Health Topic Area 

Since the inception of the Affordable Care Act, there has been an increase in 

people receiving behavioral health services. However, what we have learned in 

the past five years is that the integration of the benefit doe not result in 

integration of services. And while we have seen improvements in physical 

health outcomes, such as a reduction in the number of emergency department 

visits, we have not seen a reduction in emergency department visits for people 

with mental illness. What we need to see is behavioral health services truly 

integrated with physical and behavioral health services. 

28 



  

   

 

  

  

   

  

  

     

   

   

    

  

  

    

Beh. Health - Questions and Policy Options " cco 
~~~- 'l_0 

How will we measure 

integration? 

How can OHA 

encourage CCOs to 

invest and support 

behavioral health and 

hold CCOs accountable 

for these investments? 

#1 Integration of behavioral healthcare: 1) Establish definition of integration, 2) , 

Identify metrics to track milestones of integration, 3) Identify expected outcomes and 

measure. 

#2 Electronic Health Record (EHR) and Health Information Technology {HIT) to 

improve integration. 

#3 Behavioral Health Home recognition program 

#4 Address billing barriers between physical health and behavioral health 

#5 Align CCO procurement process and contracting with Oregon Performance Plan 

(OPP), Behavioral Health Collaborative (BHC), Medicaid Waiver 

#6 Care Coordination Standards 

#7 Direct service providers are using evidence based practices and emerging 

practices 

#8 Identify options available to pay for use of evidence based practices 

How can we work with #9 Identify cultural best practices to ensure access to cultural specific programs 

the CCOs to ensure that The Behavioral Health Collaborative has workforce efforts underway to address 

the system has the 

workforce needed to 

achieve expected 

outcomes? 

What strategies should 

OHA take to ensure 

CCOs provide a 

workforce shortages (see page 1). This work is being coordinated with OHPB 

Healthcare Workforce Committee. 

#10 Ensure access to a behavioral health continuum of care across the lifespan 

#11 Ensure there are ample incentives and opportunities to work across systems 

children's BH continuum #12 Ensure there is a children's behavioral health system to achieve measurable 
of care to achieve 

expected outcomes? 

29 

symptom reduction 

#13 Ensure special populations, prioritizing children in Foster Care, have their 

physical and behavioral health needs met by CCO and system of care 

In September 2017, Governor Brown asked the Oregon Health Policy Board to focus 

on behavioral health when considering the future or Coordinated Care Organizations. 

The Governor’s request included the following: 

1. Reduce Emergency Department utilization 

2. Increase access to community based behavioral health care; and 

3. Children with behavioral health needs are a priority 

In order to fulfill the Governor’s request, behavioral health must be fully integrated 

into the CCO model. We have developed the following questions to move us forward 

with this work. 

1. How will we measure integration? In order to know that we are successful in 

integrating the behavioral health system, we must identify meaningful measures. 

We also need the technology, including Electronic Health Record and Health 

Information Technology. By investing in technology for behavioral health 

providers, we expect increased care coordination and support for integrated 

physical, behavioral and oral healthcare. 

2. How can we encourage investment in behavioral health and hold CCOs 

accountable for these investment? Our current behavioral health system is 

29 



  

   

  

     

    

   

 

       

  

   

          

  

   

fragmented and siloed. Addressing billing barriers between physical and 

behavioral health, and aligning contracts will improve access to behavioral health 

care for all Oregonians. 

3. How can we ensure that they system has the workforce to achieve expected 

outcomes? The Oregon Health Authority is assessing the current behavioral health 

workforce. Once this assessment is complete, we will develop and implement a 

recruitment and retention plan. This work will be complete March 31, 2019. 

Meanwhile, we must ensure that we have culturally and linguistically appropriate 

services for all Oregonians. 

4. How do we ensure that children receive comprehensive behavioral health services 

no matter where they live in Oregon? There must be a full continuum or care 

across the entire lifespan. This means prevention, early intervention, treatment, 

residential care and ongoing recovery support services 

29 



    

    

   

    

 

    

  

  

 

 

     

  

What are 
social 
determinants 
of health and 
health equity? 

Means that everyone has a fair and just opportunity 
to be as healthy as possible. This requires removing 

economic and social obstacles to health such as 
poverty and discrimination 

(RWJF) 

Social Determinants of Health ISDOHl 
Are the social , economic, political , and environmental 

conditions in which people are born, grow, work, live, and age. 
(Oregon Medicaid Advisory Committee - "MAC") 

The Social Determinants of Equity 
Are structural factors, such as racism, sexism, able-ism, and 

others, that determine how different groups of people 
experience Social Determinants of Health. (MAC) 

_ 1-@lth 
30 Social Determinants of Health & Equity Top ic Area 

• One of our primary goals for the next five years of Coordinated Care Organizations 

is to increase health equity in the health care system. 

• Health equity is about fairness and social justice. It means that everyone has a fair 

and just opportunity to be as healthy as possible. This requires removing economic 

and social obstacles  to health such as poverty and discrimination 

• Another term for obstacles like poverty and discrimination is the “social 

determinants of health” 

• The social determinants of health are the social, economic, political, and 

environmental conditions in which people are born, grow, work, live, and age. 

• Social determinants of health aren’t fairly distributed in communities. Policies and 

structural factors like racism, sexism, age-ism, and others mean that certain groups 

face more factors like poverty and other social determinants of health than others. 

These structural factors are also called “the social determinants of equity” 

30 



    

    

   

     

 

 

Understanding how they are tied together: 

Social Determinants of Health & Equity Factor 

31 

racism 

Poverty 
Employment 
Food inseaJrity 
Diaper insea.mty 
Access to quality childcare 
Housing instabllly, 
induding homelessness 
Access to banking/aedit 

Eoonomic 
Stability 

(MAC -DRAFT 1/24) 

SOCIAL DETERMINANTS OF 
EQUITY sexism 

Social 
Determinants 

of Health 

Access to healthy foods/protection from food 
·swamps• 
Access to transportation (non-medcal) 
Quality, availability, andaffordabih of 
housing 
Crime and ~olence {induding c:k>mestac 
~olence) 
Ell't'ironmental condrtions 
~ the outdoors/parks 

Health· and ' 
))ealll) ca1e : 

Access to health care 
Culturally and linguistical~ 
appropriate care 
Health literacy 

Social integration 
CMc partidpationlcomrrurityengagement 
Meaningful soda/ role (e o meaningful 
wont) 

Earty childhood 
education and 
development 
Language and hteracy 
High school graduaticn 
Enrollmentln higher 
education 

Education Social and 
Communi 

Health 

Olsaimlnation (e g race . ethnlaty, aJlture, 
oender. disability) 

ab/eism ageism 
SOCIAL DETERMINANTS OF 

EQUITY 

Cltizenship.i1mmgratiCll status 
Incarceration 
Trauma (e g a<Werse d'lildhood 
experiences) 

Homophobia & transphobia 

• This image shows how the social determinants of equity, like racism and sexism, 

are connected to the social determinants of health, like poverty and employment. 

• This graphic also shows the different social, political, and environmental conditions 

we mean when we say the social determinants of health 

• Oregon’s Medicaid Advisory Committee, a stakeholder advisory group to OHA and 

Department of Human Services, is coming up with a definition of social 

determinants of health and equity for Oregon CCOs. This graphic is the draft 

definition. 
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Why are the social determinants of 
health and equity so important? 

What Determines Health Status? 

• Genetics • Behavior Health Care • Social Conditions 

5% 

-
32 Social Determinants of Health & Equity Topic Area 

_ 1-@lth 

• Health care is important, but the medical care we get only determines about 10% of 

our health. 

• Social and environmental conditions – or the social determinants of health – 
actually make a much bigger difference in how healthy we are. 

• In order to keep transforming the health care system and help Medicaid members 

improve their health, we need to expand the work that health care partners do to 

impact social determinants. 

32 



    

  

    

 

 

 

  

       

     

 

  

 

    

 

Things we learned in the first five years 

• CCOs have already done some work on social determinants of 
health (SDOH), like housing and childhood trauma(ACEs). 

• CCO show little spending in "health-related services" . Health related 
services are non-clinical services CCOs can pay for.* They help 
make progress in the health of the member and the community in 
general. 

• Many CCOs work on SDOH and equity with community partners. 
such as local health departments. However, some CCOs have more 
partnerships than others. 

*Health-related services arc services CCOs can pay for that arc outside of a regular clinic-al setting but improve bcahh for an individual or 
community. For example-assisunc:epaying for utilities, or funding a fwnersmarket in a neighborhood where if shard to find fresh fruits 
and \·cgetab1cs. 

-
33 Social Determinants of Health & Equity Topic Area 

_ 1-@lth 

• When we looked at the last five years of CCOs, we saw that CCOs are already 

starting to do work to address the social determinants of health, especially in areas 

related to housing and addressing trauma, including trauma during childhood. 

However, there’s more work we can do. 

• When we looked at CCO financial reports, we saw that CCOs weren’t reporting 
high investments in health-related services, which is a flexible part of a CCOs 

budget that can be used to provide services that might address a person’s social 

service needs, like transportation needs or the need for healthy food. There are lots 

of reasons we saw these low investments, including a lack of understanding about 

how CCOs could use these services. 

• We saw that CCOs had partnerships with community partners that could support 

work related to social determinants of health and equity. Some had more and some 

had less, and the types of partnerships (whether they had a formal contract, or 

worked on a shared plan together) varied. 
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More things we learned in the first 
five years ... 

• Member's access and results in health care vary 
because of race or ethnicity, disability, drug/alcohol 
problems or mental health challenges. 

• CCOs work with many types of healthcare professions. 
Some types, such as traditional health workers and 
healthcare interpreters, are a good tool in reducing 
health disparities. However, we don't have good data 
about how CCOs are working with these types. 

-- _ 1-@lth 
34 Social Determinants of Health & Equity Topic Area 

• When we looked at health care access and health outcome data, we saw disparities, 

especially related to race/ethnicity. However, the data that we have on 

race/ethnicity has limitations. 

• And, when we looked at the workforce, we saw that we need to know much more 

about how CCOs are using certain providers like traditional health workers (e.g. 

community health workers) and health care interpreters. Yet, we know that these 

type of workers can make a big difference in helping address the social 

determinants of health and equity. 
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SDOH&E- Questions and Policy Options ~ co 
Questions Policy Options ~ 
How can OHA encourage CCOs to invest #1 Additional ways to promote CCO use and reporting of Health-

' more in social determinants of health & related Services (HRS) 

equity work, and hold CCOs accountable 
#2 Requirements or other ways to promote or increase spending 

for these investments? 
related to social determinants of health and equity (SDOH&E) 

#3 Community Health Improvement Plan (CHP) implementation 

requirements/expectations 

#4 CCO incentive metrics that address SDOH & Equity 

#5 Defining SDOH & Equity for CCOs 

How do we strengthen CCO partnerships #6 Community Advisory Council (CAC) and Governance connections 

and ensure meaningful engagement to and representation 

support social determinants of health & 

equity work? 

How do we better ensure provider cultural #7 CCO Internal workforce/infrastructure requirements (e.g. health 

competency, language accessibility, a equity position, health equity plan, cultural competency criteria) to 

diversified workforce, and access to critical coordinate and support health equity activities 

services across the state within a CCO and #8 Strengthening requirements for Traditional Health Worker 
its provider network that reflects the contracting and utilization 
population served by the CCO? 

#9 Explore strengthening telehealth reimbursement requirements 

What changes can we make to improve #10 SDOH & Equity Data and Accountability 

our understanding of social determinants 

of health & equity initiatives and 

disparities? 

35 

• Based on these lessons learned, we are considering the following policy questions 

and policy options: 

• How do we encourage CCO investment in social determinants of health and health 

equity? 

• In other words, how do we require or otherwise encourage CCOs to spend 

more of their funds in these areas? 

• How do we ensure that CCOs have a culturally and linguistically competent 

workforce that reflects the population they serve? 

• How do we strengthen CCO partnerships with community partners that support 

work in SDOH and equity? 

• How can we improve our understanding and get better data around the social 

determinants of health and equity? 

35 



    

     

 

     

   

     

 

   

   

    

    

     

    

      

Value-based payment (VBP) 
• Most health care in the U.S. is currently paid for using a fee-for

service model , which pays for each health care service, visit , or test. 
This system incentivizes the delivery of more health care, instead of 
better health care . 

• The goal of paying for performance or value-based payments 
(VBPs) is to shift from payments based on quantity to payments that 
reward providers for improving quality and health outcomes. 

• The Oregon Health Authority pays CCOs using a VBP model : 

- A set amount of money that comes with flexibility to ensure their 
members receive the care they need, and 

- Incentives for providing high-quality health care to members 

-36 ~~~~~~-~1h 
Value-based Payment Topic Area 

Most entities that pay for health care, such as health insurance companies, paid for 

health care using a model called “fee-for-service,” which pays for each health care 
service, visit, or test a patient receives. 

The goal of paying for performance or value-based payments is to move away from 

payments that are based solely on quantity of services delivered to payments that 

reward providers for improving quality of care and better health outcomes for the 

patients they see. 

In other words, value-based payment is not just about moving away from fee-for-

service payments, but it must also include a link to quality of care. 

The Oregon Health Authority pays CCOs using a value-based payment model. 

Specifically, it pays CCOs a set amount of money—which we call a “global 

budget”—that gives CCOs flexibility to ensure their members receive the care they 

need. CCOs also receive financial rewards for providing high-quality health care to 

their members. These payments are tied to CCOs’ performance on 17 incentive 
metrics. 

36 



  

     

 

  

   

     

   

  

 

    

     

    

 

Things we learned in the first five years 

• The use of VBPs varies by CCOs 

• Non-fee-for-service payment is not new to Oregon 
(primary care capitation) but there is less experience 
linking to quality 

• CCO differences in geography, plan size and provider 
market power means "one size VBP model" will not work 
for all 

-
37 Value-based Payment Topic Area 

___ 1-@lth 

Value-based payments in Oregon’s Medicaid program can exist at two different levels 

of Oregon’s Medicaid program. First are payments from OHA to CCOs, the payment 

we refer to as a “global budget,’ as I just explained. The second are payments between 

CCOs and their contracted health care providers. 

Through information collected from CCOs over the first five years, we learned that all 

CCOs have non-fee-for-service arrangements with their providers. However, there is 

less experience linking these payments to quality of care, which would make them 

value-based payments. 

Unique characteristics within CCOs, including differences in their geography, number 

of members, and provider market power means “one value-based payment model” 
will not work for all CCOs. 

The goal of CCO 2.0 is to increase the degree to which value-based payments are used 

between CCOs and their providers, encouraging a health care delivery system that 

rewards quality and better health outcomes. We’re also investigating ways to enhance 
the OHA to CCO value-based payment model. 
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VBP - Questions & Policy Optio~ cco 
Question PoHc.y options ' 2.0 Ql. Should the percentage of CCO global 1. CCO incentive measure benchmarks/targets 
budgets tied to performance and quality (setting the bar higher) 

increase? (OHA payments to CCOs)? 2. CCO global budget incentive methodology design 

"' 
(i.e., increasing lump [bonus or withhold] 

payments) 

Q2. How can OHA encourage VBPs between 1. VBP targets and goals for CCOs 
the CCOs and their providers and hold CCOs 

accountable? (CCOs payments to providers)? 

Q4. Should VBPs that reduce health disparities 1. VBP targets to address SDOH (CCO payments to 

and address the social determinants of health providers) 

(SDOH) be incented for CCOs? (OHA payments 2. Incentive payments (i.e., incorporating lump 

to CCOs; CCO payments to providers)? [bonus or withhold] payments) (CCO payments to 

providers 

QS. Should VBPs that foster improvements in 1. VBP targets to address BH (CCO payments to 

behavioral health outcomes be incented for providers) 
CCOs? (OHA payments to CCOs; CCO 2. Incentive payments (i.e., incorporating lump 

payments to providers)? [bonus or withhold) payments) (CCO payments to 

providers) 

Q6. What changes to data collection are 1. CCO reporting requirements: Modifying/using 

necessary to track progress on, and improve APAC's Appendix G (non-claims) reporting 

our understanding of, VBP utilization? (OHA to 2. CCO reporting requirements: Supplemental data 

CCO payments; CCO to provider payments)? 3. OHA CCO monitoring requirements 
38 

The goal of CCO 2.0 is to increase the degree to which value-based payments are used 

between CCOs and their providers –for a health care delivery system that rewards 

quality and better health outcomes. We’re also investigating ways to enhance the 

OHA to CCO value-based payment model. 

Specific questions that are being considered as part of CCO 2.0 include: 

• Should the percentage of CCO global budgets tied to performance and quality 

increase? (OHA payments to CCOs)? 

For these next two questions, note that OHA is in the process of developing a “value-

based payment Roadmap,” which is a requirement of our 1115 Medicaid waiver, that 

will include value-based payment targets for CCOs. This Roadmap will be folded into 

the CCO 2.0 process. 

• How can OHA encourage VBPs between the CCOs and their providers and hold 

CCOs accountable? (CCOs payments to providers)? 

• Should VBPs that reduce health disparities and address the social determinants of 

health (SDOH), and foster improvements in behavioral health outcomes be 

incented for CCOs? (OHA payments to CCOs; CCO payments to providers)? 

38 



    

 

And Finally, 

• What changes to data collection are necessary to track progress on, and improve 

our understanding of, VBP utilization? 

38 



Sustainable Spending & 
Cost Containment 

• Ensuring the fiscal sustainability of the Oregon Health 
Plan is critical to Oregon 's efforts to make sure that 
Oregonians have access to high quality health care 
services they need. 

• The Coordinated Care Model aims to control health care 
spending NOT by reducing access to health care 
services, but instead by investing in primary care, paying 
for value, and improving health outcomes to reduce 
health care costs in the long run . 

- _ 1-@lth 
39 Sustainable Spending & Cost Containment Topic Area 
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Cost growth is a challenge 

• The nation spent $3.3 trillion on health care in 
2016, or more than $10,000 per person. 

• We have reduced the growth in health care 
spending in Oregon, but we need to continue 
this trend with focus on: 
- containing prescription drug spending, 

- holding CCOs financially accountable 

- adjusting financial incentives to reward CCOs for 
improving quality over quantity. 

- _ 1-@lth 
40 Sustainable Spending & Cost Containment Topic Area 
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Things we learned in the first five years 

41 

• Oregon 's sustainable growth rate targets work 

• Flexibility combined with technical assistance from the 
Transformation Center helps spread promising and successful 
strategies among CCOs 

• CCOs respond to incentive payments by improving targeted metrics 

• Investing in primary care helps limit state spending growth 

_ 1-@lth 
Sustainable Spending & Cost Containment Topic Area 

• Oregon’s sustainable spending targets provide an important tool to help the state 

and its CCO partners control annual spending growth. 

• CCO flexibility within constraints from global spending limits provide incentives 

for CCOs and providers to be innovative in care delivery while information sharing 

and technical assistance from the State helps spread effective CCO practices and 

reduce costs while maintaining robust access to health care services for members. 

• Incentive payments based on CCO performance help motivate CCOs and their 

provider partners to achieve performance goals that indicate better quality care and 

patient health outcomes. 

• Increased investment in primary care services help improve care for patients while 

reducing costs to the health care system – as indicated by ROI calculations for 

Oregon’s patient centered primary care homes. 
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Cost - Questions& Policy Options " cco 
Questions Policy Options "-.. 2.0 
Is 3.4% still the right target for the entirety of #1 Evaluation of 3.4% Sustainable Growth Rate "" 
the CCO contract period? Target and Ongoing Review 

What cost drivers threaten continued #2 Evaluate Cost Drivers and Propose Cost Containment 
achievement of sustainable growth {3.4%) in Strategies for CCO 2.0 

future years? 

What cost drivers warrant additional analysis #3 Driving cost containment & sustainability in CCO 2.0 

& focus to help OHA and CCO partners #4 Explore a reimbursement threshold (Min/Max) 
continue to meet Legislative and waiver-

driven growth targets? 

What strategies could OHA pursue to increase #5 Improve encounter data requirements and validation 

CCO financial accountability while preserving #6 Improve financial oversight and reporting requirements 
adequate CCO flexibility to operate within 

#7 Evaluate & adjust requirements related to solvency, 
global budget? 

reserves and capacity 

#8 Explore revisions to the medical cost definition 

#9 Review & modify quality pool structure & funding 

#10 Create payment structure that aligns with and 

promotes policy goals of CCO 2.0 (i.e. SDoH investment, 

etc.) 

#11 Develop program-wide strategies to manage risk and 

high/outlier costs 

#12 Develop a process to build a variable profit margin in 

42 the CCO rates based on efficiency and quality 

#13 Move to two-vear rebasinll for rate develooment 

Based on these lessons learned, we are considering the following policy 

questions and policy options. 
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How can you get involved? 

43 
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CCO 2.0 Policy Development timeline 

MILESTONES 

44 

PHASE I 
Oevmpment of draft policy recommendations 

2011 

Online survey open for 2.0 
feedback 

Pubic .,,,.,i coleded to. policy dev<iopment pho,e 

3/ 1S 
.... Introductory 

Web1nar on CCO 
2 0 process and 
opportunst H 

for pub lic input 

PHASE II 
Ae-.new/refinement of policy recs 

INN 

OperatioNliz.inc recommenct.tk>ns 

Public input 
... summarized for 

OHPBreview 

March April May June July August Sept Oct Nov Dec 

March 6 
Oregon 

.. Health 
Pol icy 
Board 
(OHPBJ 

* TopicArea 
Work Plans 
Developed 

Policy options rev,ewed and 
discussed at existing public 

committee meetings 

June50HPB 
EXTENDED 

.. PUBLIC 
COMMENT 

* Draft Polley 
Recommendatk>ns 
Developed 

.. Aug7 
OHPB 

Oct2 
.. OHPB 

* Final Polley * CCO 2.0 Final 
Recommendations OHPB rev iew 
Review 

We are dividing this work into three phases. 

Phase 1 will focus on the development of draft policy recommendations. This 

is the phase where we will be exploring and investigating policy options to 

better understand if they work for Oregon and for CCOs. This is also the time 

for you to bring forward any ideas you have about how to improve CCOs in 

the future. We want to make sure we have plenty of time to discuss and learn 

along the way.  Some of the opportunities for public input during this phase 

include: 

• Taking the survey 

• Attending one of the committee meetings 

• Participating in a public forum (date to be announced) 

• Emailing us your ideas at CCO2.0@state.or.us 

• Attending an OHPB meeting and providing public testimony 

• Inviting OHA/OHPB to come speak at your event 

Phase 2 will focus on reviewing and refining the policy ideas and 

recommendations. A straw model (early first draft) of the recommendations 

44 
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that have been explored in the first phase will be shared at the OHPB meeting 

in June. Opportunities for public input during this phase include: 

• Taking another survey 

• Attending a road show event, which will be held around the state during the 

last two weeks of June 

• Emailing us feedback at CCO2.0@state.or.us 

• Attending an OHPB meeting and providing public testimony 

Phase 3 will focus on operationalizing and finalizing the recommendations. 

This stage will likely incorporate more than just CCO recommendations, and 

will also provide context as to how OHA will implement any of the anticipated 

changes. 
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Public input --llmllll Alhes for a Healthier Oregon forum . Online survey open March . x Health Information Technology Oversight Council (HITOC) 

15th to April 15th ' Quality and Health Outcomes Committee (OHOC) • Oregon Consumer Advisory Council 

X Health Plan Quality Metrics Commrttee (HPQMC) 

26+ existing committee • Oregon Alliance of Children's Programs (OACP) . 
Health Equity Committee (HEC) X 

meetings 111111!!11 Community Advisory Counc1l leammg Collaborative Special Event 

IIIEl1!III X Public Health AcMsory Board (PHAB) 

IIIEl1!III Pnmary Care Payment Reform Collaborahve . Public forum (Date TBD) Emllll x CCO Metrics & Scoring 

lllm!II T radrt.1onal Health Workers Commission 

IIEl!!II Medicaid Advisory Committee (MAC) . Targeted meetings and IIE!ml Chlldren's System Adlnsory Council (CSAC) . x Healthcare Workforce Committee 

surveys for topic areas if . Addiction and Mental Health Planning and Advisory Council 

needed • x Public Health Advisory Board . Association of Oregon County Mental Health Programs (AOCMHP) • Oregon Family Support Network (OFSN) . Summer road show 
. Oregon Assoc1at1on of Hosprtals and Health Systems (OAHHS) BH Group 

Blim Youth Era (formerly Youth Move) 

Blim National Alllance on Mental Illness (NAMI) of Oregon 

. Extended public comment 
Oregon Prevention Education and RecOYery Assoc1at1on (OPERA) 

X Health Equity Committee 

at OHPB meetings • : OHPB Meetmg 

Health Information Technology Oversight Council 
45 - x = OHPB committee 

This provides a glimpse into the public meeting schedule that you can follow online at 

our website. 
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Public input by topic area 

• Social determinants of health & equity list stakeholderengageme 
opportunities , by policy option 

-'!'@;~'lf·t::W:93! 116 #7 #8 I °'""=oo'""'cco,.o~..,,..,_ X X X X X X 

available on OHPB webpage 

Allies for a Healthier Oregon (AHO) SDOH&E Forum X X X 

Health Equity Committee (HEC) X X X 

CAC Leaming Collabora!Jve Special Event X 

Public Health Advisory Board (PHAB) X X X X 

• Tradlloonal Health Workers (THW) Commossoon ~ ., X 

Medocaod Advisory Committee (MAC) ~ X X X X X X 

l """O..WoN=•"--OHPB June Board Mee~ng X X X X 

Health lnformatoon Technology Oversight Council (HITOC) 

Public input opportumties X X X 

• Included in work plans 

#9 

X 

X 

X 

X 

OFFICE OF HEALTH POLICY 
01vis1on of Health Polley and Analybcs 

46 

____ 1-@lth 

This slide explains how to track specific policy options. 

Each topic area is looking at specific policy options. In the example here, the social 

determinants of health and equity topic area is currently exploring 9 policy options. 

We built this table into each of the work plans so you can see where each of the policy 

options will be discussed. For example, if you wanted to hear the discussion on policy 

option 5, you would realize that you don’t need to attend the May 2nd Health Care 

Workforce Committee meeting as it will NOT be discussed at that meeting. 
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Online survey 

• Open from March 15 to April 15 to the general public 

• Goal : include feedback during pol icy development phase from 
anyone interested without requiring attendance at a meeting 

• Format: 
• Mostly multiple choice 

• 3-5 general questions 

• 2-3 questions per topic area 

• Open-ended opportunity for general feedback , suggestions and ideas 

________ 1-@lth 
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Key links 

• CCO 2.0 webpage: 
- http://www.oregon.gov/oha/OHPB/Pages/CC0-2-0.aspx 

• Public meetings schedule: 
- http://www.oregon.gov/oha/OHPB/Pages/CC0-2-0-meetings.aspx 

• Please take our survey! 

• More questions? Email CC02.0@state.or.us 

________ 1-@lth 
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Thank you! 

49, ________________ _ 
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