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ATTACHMENT 1 - Application Cover Sheet
’ Applicant Information - RFA # 3402

Applicant Name: PacificSource Commnunity Solations, Ine,

Form of Legal Entity {business coi‘poraeion, cte,) Corporation

State of domicife: Orecgon

Primary Contact Person: Rhonda Busek Title: Director of Medicaid Programs

- Address: 110 Intcrnational Way

City, State, Zip: _Springfield, OR 97478

Telephone: Direct Line: 541-225-3782 Fax: 541-225-3690

E-mail Address: rbusek{@pacificsource.com

Naine and title of the person(s) authorized to r'cprescnt the Appticant in any negotiations and sign any Contract that
may result:

Name; Kenncth P._Provencher Title: President and Chief Executive Officer

By signing this page and submlttmg an Application, the Authorized Representative certifies that the following
staterments arc true:

1. Applicant does not discriminatc in its cmployment practices with regard to race, creed, age, religious
affiliation, sex, disability, sexual orientation or national origin, nor has Applicant or will Applicant discriminate
against a subcontractor in the awarding of a subcontract because the subcontractor is a minority, women or
emerging small business enterprise certified under ORS 200.055.

2. Information and costs included in this Application will remain valid for 180 days after the Application due date
or until a Contract is approved, whichever comes first.

3, The statements contained in this Application arc truc and, so far as is relevant to the Application, complete
Applicant accepts as a condition of the Contract, the obligation to comply with the applicable state and federal
requirements, policies, standards, and regulations,

4, The underSIgned recognizes that fhis is a public document and will become open to public inspection, except as

- described in Section 7.8.

5. Applicant has followed the instractions provided and has identificd any deviations from specifications within
its response. Applicant confirms that any instrictions or specifications that it felt were unclear have been
questioned in advance of this Application,

6. Applicant acknowledges receipt of all addenda issued under this RTFA, as listed on OHA’s web portal.

7. Ifawarded a Contract, Applicant will be required to complete, and will be bound by, a Contract described in
this RFA. Applicant agrees to the Core Contraet terms and conditions in Appendix G, except to the extent
Applicant has timely requested a change or clarification or filed a protest in accordange with the RFA.

8, [Fawarded a Contract, Applicant will mect the highest standards prevalent among Medicaid health plans in
Oregon.

9. Applicant and its Aff‘irates comphcd wuh the Code of Conduct in Section 7.15 of the RFA in connection with
the RFA, :

10, Applicant accepts the terms and gonditions for OHA’s web portal, as posted on the web portal.

11, Applicant wili negot?yp ith regarding the statement of work for the Contract,
Signature: / / G Title: (e taclesnd / CE( pate: 4/ l[ ES(‘Z’! £43
(Authorized to Bind Applicant) .




ATTACHMENT 6 ~ ATTESTATIONS, ASSURANCES AND REPRESENTATIONS

Applicant Name:____PacificSource Community Solutions, Inc.

Instructions: For ¢ach attestation, ssurance or descriptive representation below, Applicant will check “yes,” “no,” or “qualified.” On attestations
and assurances, a “yes” answer is normal, and an explanation wiil be furnished if Applicant’s response is “no™ or “qualified.” On informational
representations, no particular answer is normal, and an explanation will be furnished in all cases. Applicant must respond to all attestations,
assurances, and informational representations. The table headings indicate if an item is an attestation, assurance, or informational representation.

These attestations, assurances, and informational representations must be signed by one or more representatives of Applicant who have knowledgé of
them after due inquiry. They may be signed in multiple counterparts, with different representatives of Applicant signing different counterparts.

Unless a particular item is expressly effective at the time of Application, each attestation, assurance or informational representation is effective
starting at the time of readiness review and continuing throughout the term of the Contract.

Adttestations for Appendix A — CCO Criteria

Attestation A-1. Applicant will have an individual accountable for each v
of the following operational functions:
e Contract administration
« Qutcomes and evaluation
Performance measurement
Health management and care coordination activities
» System coordination and shared accountability
between DHS Medicaid-funded LTC system and CCO
* Mental health and addictions coordination and system
management
» . Communications management to providers and
Members
e Provider relations and network management,
including credentialing
¢ Health information technology and medical records

402 Page 1 of 13




FA 3402

¢ Privacy officer
* Compliance officer

ethnicity, and primary language data for all Members on an ongoing basts in
accordance with standards jointly established by OHA and DHS in order to
identify and track the ¢limination of health inequities.

Attestation A-2. Applicant will participate in the Jearning
collaboratives required by ORS 442.210. .
Attestation A-3. Applicant will collect, maintain and analyze race,

Attestations for Appendix B — Provider Participation and Operations Questionnaire

Attestation B-1. Applicant will, as demonstrated with policies and
procedures, (i) authorize the provision of a drug requested by the Primary
Care Physician (PCP) or referral Provider, if the approved prescriber
certifies medical necessity for the drug such as: the formulary’s equivalent
has been ineffective in the treatment or the formulary’s drug causes or is
reasonably expected to cause adverse or harmful reactions to the Member
and (i1) reimburse providers for dispensing a 72-hour supply of a drug that
requires prior authorization in accordance with OAR 410-141-0070.

Attestation B-2. Applicant will comply with all applicable provider
requirements of Medicaid law under 42 CFR Part 438, including provider
certification requirements, anti-discrimination requirements, provider
participation and consultation requirements, the prohibition on interference
with provider advice, limits on provider indemnification, rules governing
payments to providers, and limits on physician incentive plans.

Attestation B-3. Applicant will assure that all provider and supplier
confracts Or agreements contain the required contract provisions that are
described in the Contract.

Attestation B-4. Applicant will have executed provider, facility, and

supplier contracts in place to demonstrate adequate access and availability of
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Covered Services throughout the requested service area.

Attestation B-5. Applicant will have all provider contracts or
agreements available upon request.
Attestation B-6. As Applicant implements, acquires, or upgrades PacificSource Community

health information technology (HIT) systems, where available, the HIT
systems and products will meet standards and implementation
specifications adopted under section 3004 of the Public Health Services
Act as added by section 13101 -of the American Recovery and
Reinvestment Act of 2009, P.L. 111-5.

Solutions will work with
contracted providers to
implement HIT and EMRs
as appropriate per state
regulations.

Attestation B-7. Applicant’s contracts for administrative and
management services will contain the OHA required contract provisions.

Afttestation B-8. Applicant will establish, maintain, and monitor the
performance of a comprehensive network of providers to assure sufficient
access to Medicaid Covered Services as well as supplemental services
offered by the CCO in accordance with written policies, procedures, and
standards for participation established by the CCO. Participation status will
be revalidated at appropriate intervais as required by OHA regulations and
guidelines.

Attestation B-9. Applicant will have executed written agreements with
providers (first tier, downstream, or related entity instruments) structured in
compliance with OHA regulations and guidelines.

Attestation B-10.  Applicant, through its contracted or desmed

Participating Provider network, along with other specialists outside the

network, community resources or social services within the CCO’s service

area, will provide ongoing primary care and specialty care as needed and

guarantee the continuity of care and the integration of services through:

e Prompt, convenient, and appropriate access to Covered Services by
enrollees 24 hours a day, 7 days a week; '

e The coordination of the individual care needs of enrollees in accordance

with policies and procedures as established by the Applicant;
e FEnrollee involvement in decisions regarding treatment, proper education
on treatment options, and the coordination of follow-up care;
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e Effectively addressing and overcoming barriers to enrollee compliance
with prescribed treatments and regimens; and

» _Addressing diverse patient populations in a culturally competent manner.

Attestation B-11.  Applicant will establish policies, procedures, and

standards that:

* Assure and facilitate the availability, convenient, and timely access to all
Medicaid Covered Services as well as any suppiemental services offered
by the CCQO,

* Ensure access to medically necessary care and the development of

. medically necessary individualized care plans for enrollees;

¢ Promptly and efficiently coordinate and facilitate access to clinical
information by all providers involved in delivering the individualized
care plan of the enrollee;

* Communicate and enforce compliance by providers with medical
necessity determinations; and

¢ Do not discriminate against Medicaid enrollees, including providing
services to individuals with disabilities in the most integrated setting
appropriate to the needs of those individuals.

Attestation B-12.  Applicant will have verified that contracted providers
included in the CCO Facility Table are Medicaid certified and the Applicant
certifies that it will only contract with Medicaid certified providers in the
future. '

Attestation B-13.  Applicant will provide all services covered by
Medicaid and comply with OHA coverage determinations.

Attestation B-14.  Applicant, Applicant staff and its affiliated
companies, subsidiaries or subcontractors (first tier, downstream, and related
entities), and subcontractor staff will be bound by 2 CFR 376 and attest that
they are not excluded by the Department of Health and Human Services
Office of the Inspector General or by the General Services Administration.
Please note that this attestation includes any member of the board of
directors, key management or executive staff or major stockholder of the
Applicant and its affiliated companies, subsidiaries or subcontractors (first
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ticr, downstream, and related entities).

Attestation B-15.  Neither the state nor federal govemnment has brought
any past or pending investigations, legal actions, administrative actions, or
matters subject to arbitration involving the Applicant (and Applicant’s parent
corporation if applicable) or its subcontractors, including key management
or executive staff, or major shareholders over the past three years on matters
relating to payments from governmental entities, both federal and state, for
healthcare and/or prescription drug services.

Medicaid Assurances for Appendix B — Provider Particip

ation and Operations Questionnaire

Assurance B-1. Emergency and Urgent Care Services. Applicant will
have written policies and procedures and monitoring systems that provide
for emergency and urgent services for all Members on a 24-hour, 7-days-a-
week basis. The Applicant will commuricate these policies and procedures
to providers, regularly monitor providers® compliance and take any
Corrective Action necessary to ensure provider compliance. (See 42 CFR
438.114 and OAR 410-141-3140]

v

Assurance B-2. Continuity of Care. Applicant will have written
policies and procedures that ensure a system for the coordination of care and
the arrangement, tracking and documentation of all referrals and prior
authorizations to other providers. The Applicant will communicate these
policies and procedures to providers, regularly monitor providers’
compliance and take any Corrective Action necessary to ensure provider
compliance. [See 42 CFR 438.208 and OAR 410-141-3160] -

Assurance B-3. Applicant will have written policies and procedures that
ensure maintenance of a record keeping system that includes maintaining the
privacy and security of records as required by the Health Insurance
Portability and Accountability Act (HIPAA), 42 USC § 1320-d et seq., and
the federal regulations implementing the Act, and complete Clinical Records
that document the care received by Members from the Applicant’s primary
care and referral providers. Applicants will communicate these policies and

procedures to Participating Providers, regularly monitor Participating
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Providers” compliance with these policies and procedures and take any
Corrective Action necessary to ensure Participating Provider compliance.,
Applicants will document all menitoring and Corrective Action activities.
Such policies and procedures will ensure that records are secured,
safeguarded and stored in accordance with applicable Law. [See 45 CFR
Parts 160 — 164, 42 CFR 438.242, ORS 414.679 and QAR 410-141-3180]

Assurance B-4, Applicant will have an ongoing quality performance
improvement program for the services it furnishes to its Members. The
program will include an internal Quality Improvement program based on
written policies, standards and procedures that-are designed to achieve
through ongoing measurements and intervention, significant improvement,
sustained over time, in clinical care-and non-clinical care areas and that are
expected to have a favorable effect on health outcomes and Member
satisfaction. The improvement program will track outcomes by race,
ethnicity and language. The Applicant will communicate these policies and
procedures to providers, regularly monitor providers” compliance and take
any Corrective Action necessary to ensure provider compliance. [See 42
CFR 438.200 and 438.240; OAR 410-141-0200]

Currently, PacificSource
Community Solutions has a
robust QI program and will
incorporate race, ethnicity,
and language demographics
into outcomes tracking.

Assurance B-5. Applicant will make Coordinated Care Services
accessible to enrolled Members. The Applicant will not discriminate
between Members and non-Members as it relates to benefits to which they
are both entitled. The Applicant will communicate these policies and
procedures to providers, regularly monitor providers’ compliance and take
any Corrective Action necessary to ensure provider compliance. [See 42
CFR 438.206 10 438.210; and OAR 4]10-141-3220]

Assurance B-6. Applicant will have written procedures approved in
writing by OHA for accepting, processing, and responding to all complaints
and Appeals from Members or their Representatives that are consistent with
Exhibit I of the Appendix G “Core Contract”. The Applicant will
communicate these policies and procedures to providers, regularly monitor
providers’ compliance and take any Corrective Action necessary to ensure
provider compliance. [See 42 CFR 438.228, 438.400 — 438.424; and OAR
410-141-3260 t0 410-141-3266]

Assurance B-7. Applicant will develop and distribute informational
materials to potential Members that meet the language and alternative format
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requirements of potential Members. The Applicant will communicate these
policies and procedures to providers, regularly monitor providers®
compliance and take any Corrective Action necessary to ensure provider
compliance. [See 42 CFR 438.10; OAR 410-141-3280}

Assurance B-8. Applicant will have an on-going process of Member
education and information sharing that includes appropriate orientation to
the Applicant, Member handbook, health education, availability of intensive
care coordination for Members who are aged, blind and/or disabled and
appropriate use of emergency facilities and urgent care. The Applicant will
communicate these policies and procedures to providers, regularly monitor
providers’ compliance and take any Corrective Action necessary to ensure
provider compliance. [See 42 CFR 438.10; and QAR 410-141-3300]

Assurance B-9. Applicant will have written policies and procedures to
ensure Members are treated with the same dignity and respect as other
patients who receive services from the Applicant that are consistent with
Attachment 4, Core Contract. The Applicant will communicate these
policies and procedures to providers, regularly monitor providers’
compliance and take any Corrective Action necessary to ensure provider
compliance. [See 42 CFR 438.100, ORS 414.635 and QAR 410-141-3320]

Assurance B-10.  Applicants will provide Intensive Care Coordination
(otherwise known as Exceptional Needs Care Coordination or ENCC) to
Members who are Aged, Blind or Disabled. The Applicant will
communicate these policies'and procedures to providers, regularly monitor
providers’ compliance and take any Corrective Action necessary to ensure
provider compliance. [See 42 CFR 438.208 and OAR 410-141-3405]

Assurance B-11.  Applicant will maintain an efficient and accurate billing
and payment process based on written policies, standards, and procedures that
are in accordance with accepted professional standards, OHP Administrative
Rules and OHA Provider Guides. The Applicant and its providers will not hold
Members responsible for the Applicants or providers debt if the entity becomes
insolvent. The Applicant will have monitoring systems in operation and review
the operations of these systems on a regular basis. The Applicant will
communicate these policies and procedures to providers, regularly monitor
providers” compliance and take any Corrective Action necessary to ensure
provider compliance. [See 42 CFR 447.46 and OAR 410-141-0420]
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Assurance B-12. Apphcant will participate as a trading partner of the
OHA in order to timely and accurately conduct electronic transactions in
accordance with the HIPAA electronic transactions and security standards.
Applicant has executed necessary trading partner agreements and conducted
business-to-business testing that are in acoordance with accepted
professional standards, OHP Administrative Rules and OHA Provider
Guides. The Applicant will have monitoring systems in operation and
review the operations of these systems on a regular basis. The Applicant
will communicate these policies and procedures to providers, regularly
monitor providers® compliance and take any Corrective Action necessary to
ensure provider compliance. [See 45 CFR Part 162; OAR 943-120-0100 to
943-120-0200]

Assurance B-13.  Applicant will maintain an efficient and accurate
system for capturing encounter data, timely reporting the encounter data to
OHA, and validating that encounter data based on written policies,
standards, and procedures that are in accordance with accepted professional
standards, CCO and OHP Administrative Rules and OHA Provider Guides.
The Applicant will have monitoring systems in operation and review the
operations of these systems on a regular basis. The Applicant will
communicate these policies and procedures to providers, regularly monitor
providers’ compliance and take any Corrective Action necessary to ensure
provider compliance. {See 42 CFR 438.242; and the Contract]

Assurance B-14.  Applicant will maintain an efficient and accurate
process that can be used to validate Member Enrollment and Disenrollment
based on written policies, standards, and procedures that are in accordance
with accepted professional standards, OHP Administrative Rules and OHA
Provider Guides. The Applicant will have monitoring systems in operation
and review the operations of these systems on a regular basis. The Applicant
will communicate these policies and procedures to providers, regularly
monitor providers’ compliance and take any Corrective Action necessary to
ensure provider compliance. [See 42 CFR 438.242 and 438.604; and
Confract] =~
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Informational Representations for Appendix B — Provider Participation and Operations Questionnaire

Representation B-1. Applicant will have contracts with related entities,
contractors and subcontractors to perform, implement or operate any aspect of the
CCO operations for the CCO Contract.

PacificSource Community
Solutions will have
contracts with related
entities, contractors, and
subcontractors to perform
impiement or operate any
aspect of the CCO
operations for the CCO.
As the CCO fully develops,
appropriate entities will be
identified to contract with
for appropriate delegated

k4

| functions.

Representation B-2. Applicant has an administrative or management contract
with a delegated entity to manage/handle all staffing needs with regards to the
operation of all or a portion of the CCO program.

PacificSource Community
Solutions will not delegate
the management of staffing
needs with regards to the
operation of all or a portion
of the CCO program.
PacificSource Community
Solutions, Inc. has an
Administrative Services
Agreement with
PacificSource Health Plans,
which includes a leasing of
employees.
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Representation B-3. Applicant will have an administrative or management
contract with a delegated entity to perform all or a portion of the systems or
information technology to operate the CCO program for Applicant.

PacificSource Community
Solutions may delegate all
or a portion of the systems
or information technology
to operate the CCQO
program, it is the
expectation of
PacificSource Community
Solutions that the IT
systems for those CCO
functions that are delegated
to outside entities will be
maintained by the entity
that is delegated. All other
IT systems and supports
that are relevant to the
functions that PacificSource
Community Solutions has
not delegated will be
performed by PacificSource
Community Solutions.

contract with a delegated entity to perform all or a portion of the Enrol Iment,
Disenrollment and membershlp functions.

Representation B-4. Applicant will have an administrative or management Vv PacificSource Community

contract with a delegated entity to perform all or a portion of the claims Solutions will contract with

administration, processing and/or adjudication functions. a delegated entity to
perform claims
administration, processing,
and/or adjudication
functions.

Representation B-5. Applicant will have an administrative or management Vv PacificSource Community

Solutions will contract with
a delegated entity to
perform Enrollment,
Disenroliment, and
membership functions.
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Representation B-6. Applicant will have an administrative or management Vv PacificSource Community
contract with a delegated entity to perform all or a portion of the credentialing Solutions wilf contract with
functions. a delegated entity to
perform a portion of the
credentialing functions.
PacificSource Community
Solutions, Inc. has an
Administrative Services
Agreement with
PacificSource Health Plans,
which includes a leasing of

emplovees.
Representation B-7. Applicant will have an administrative or management v PacificSource Community
contract with a delegated entity to perform all or a portion of the utilization Solutions will contract with
operations management. a delegated entity to

perform a portion of the
utilization operations
management in relation to
mental health and chemical
- -dependency. PacificSource
Community Solutions, Inc.
has an Administrative
Services Agreement with
PacificSource Health Plans,
which includes a leasing of
employees.
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Representation B-8. Applicant will have an administrative or management
contract with a delegated entity to perform all or a portion of the Quality
Improvement operations.

PacificSource will not be
delegating any of the QI
Operations related to the
CCQ. PacificSource
Community Solutions, Inc.
has an Administrative
Services Agreement with
PacificSource Health Plans,
which includes a leasing of
employees.

Representation B-9. Applicant will have an administrative or management
contract with a delegated entity to perform all or a portion of its call center
operations.

PacificSource Community
Solutions will contract with
a delegated entity to
perform call center
operations.

Representation B-10. Applicant will have an administrative or management
contract with a delegated entity to perform all or 2 portion of the financial
services.

PacificSource Community
Solutions will not delegate
any financial functions.
PacificSource Community
Solutions, Inc. has an
Administrative Services
Agreement with
PacificSource Health Plans,
which includes a leasing of
emplovees.
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Representation B-11. Applicant will have an administrative or management v
contract with a delegated entity to delegate all or a portion of other services that
are not listed.

PacificSource Community
Solutions will contract with
related entities, contractors,
and subcontractors to
perform, implement or
operate any aspect of the
CCO Operations of the
CCO Contract as they are
identified and as
appropriate.

Signature:

RFA 3402

Vot

(Applicant Auth0{i7d OfﬁceW_ /ﬁ
e zon A _

Title:g'ﬁl‘\i'riﬁmé-/ {FO _ Date: L// '75’("3};’ L&
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ATTACHMENT 7 -APPLICATION CHECKLISTS

The checklist presented in this Attachment 7 is provided to assist Applicants in ensuring that Applicant submits
a complete Technical Application and Financial Application that will satisfy the pass/fail requirements for an
Application submission in accordance with RFA section 6.1.2.

3 B BE B E BRK K

K KHEER K

|
Q

Technical Application, Mandatory Submission Materials
a. Application Cover Sheet (Attachment 1)

b. Attestations, Assurances and Representations (Attachment 6).

c, This Technical Application Checklist

d. Letters of Support from Key Community Stakeholders.
e Résumés for Key Leadership Personnel,

f. Organizational Chart.

g. Services Area Request (Appendix B).

h. Questionnaires

(§)) CCO Criteria Questionnaire (Appendix A).
) Provider Participation and Operations Questionnaire (Appendix B).

(3)  Accountability Questionnaire (Appendix C)
¢ Services Area Table.
¢ Publicly Funded Health Care and Service Programs Table

C)] Medicare/Medicaid Alignment Demonstration Questionnaire (Appendix D).}

Technical Application, Optional Submission Materials

If Applicant elects to submit the following optional Application matcrials, the materials must be submitted
with the Technical Proposal:

a, Transformation Scope Elements (Appendix H).

b. Applicant’s Designation of Confidential Materials (Attachment 2).’

¥ For the 1% Application date, Appendix D responses are not due until May 14, 2012.

RTA 3402
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3. Financial Application, Mandatory Submission Materials
APPENDIX E
d a, Certified copy of the Applicant’s articles of incorporation,
O b. Listing of ownership or sponsorship.
d c. Chart or listing presenting the identities of and interrelationships between the parent, the
Applicant.
4 d. Current financial statements,
O e Contractual verification of all owners of entity.
d f. Guarantee documents.
o g Developmental budget.
h. Operational budget.
| i Monthly staffing plan.
| i+ Pro Forma Projections for the First Five Years.
d k. Quarterly developmental budget.
| a L Quarterly operational expenses.
Qa m. Reinsurance policy.
APPENDIX F
M| a. ~ Base Cost Template
RFA 3402 Attachment 7 — Technical Application Checldist Page 48 of 92




From: Chend Huidl

To: Rhonda Busek
Subject: copy of letter that was mafed to you yestarday
Date: Friday, Aprl 27, 2012 8:49;07 AM

Attachments; Imaae0dl ong

Here is the copy of the lette

Miamath County Cnmmﬁaslnnam

Al Swllrer, Cotrmtixaiorrar Rannia LInthiaum, Gommyasianer Bnoryt Hukil, Somhiésoloror
Paozltan Ona Fasilion Two PEHiteA Thied

Aprl) 26, 20012

Facifie Source Comnmitthity Henfth Plans, nc.
Hhsnla Buuek

10 Taterrnistionnd Wiy

Speinghield, Orevon 37477

2ear Ms, Busek:

The Riamsath County Boand of Clopsibastonurs bave approved a loter of Supporst for:
*  Paoltic Sauree
* Cascade Compeehensive Care
- Greater Orepon Bebavivral Healh Ine,

We suppon these organizations and sheis applications for Becoming Coordinnted Core
Organizations in Eiaaath Couaty,

Lnetosed with this letter t dhis Hiak 1o e poabte muscting s whers this Issue waos discussed and
then voted on during o work scazion on Apsib 25, 2082, (iepe Ay il aranznd s 205 U Tad y

Oiher public meatings ure oidine higo 7w von viddien oo prefibo bk unathyeunty ) ad were held
on April 6, 2012 and April 24, 20012, However, video titles deo aot necessarily reflect thae content
witly repard to speocial topics covering Q€ 5.

Wo thank these ontanizations for theie devotion in continoing (o care e Knmnth Cotinny.,

Sincercly, - .
1 i l-/:’.: - -"/
/f?i- _,.—2 oLty Pt

EreduisEiafii Cheryt Flukill, Al Sﬁ‘i\ch’.

Chalr Vive-Chuir Commissiongr

INS Myt Giredat, Klaaiath Falls, Oregen 97401
Brrome: (541) SO3-5100 | Fax: (541 BOLGIO3 | Eman bococo klamath.srus

_r of support that was maifed to you yesterday.




JEFFERSON COUNTY

COMMISSION ON CHILDREN AND FAMILIES

T3S SW 4% Street, Suite A = Madras, Oregon 97741% Ph: (541)-325-5040 * Fax: {5413 4754873

Apri 30, 2012

Tammy L. Hurst, Contract Specialist
Office of Contracts and Procurement
Sole Point of Contact, RFA 3402

250 Winter Street NE, 3 Floor
Salem, Oregon 97301

RE: Letter of support for PacificSource Community Solutions Coordinated Care Organization for
Central Oregon :

Dear Ms. Hurst:

The Jefferson County Commission on Children and Families supports PacificSource Community
Solution’s application for a Coordinated Care Organization in Central Oregon which would include
Deschutes County, Crook County, Jefferson County, and specific zip codes in Klamath County. itis
anticipated that other organizations may be added after additional discussion Including Grant
County and Harney County, and specific zip codes in Lake County and Wheeler County. These
discussions are pending as of the date of this application.

Our endorsement also comes with recognition and understanding that this development in Central
Qregon must include collaboration through the Central Oregon Health Board and with our counties
as local mental health and pubiic heaith authorities, We fully expect these roles will continue
throughout the next six years of CCO operation, working in partnership with the Health Council and
PacificSource as our regional named CCO. We are confident that this continued collaborative work,
bridging the involvement of all interest groups, will yield health benefits to our region’s resident.

PacificSource Community Solutions has a strong community presence and commitment to improving
health care outcomes in the communities it serves. PacificSource is an active community partner
with a focus on provision of care that improves health outcomes and reduces medical costs that

align with the objectives of HB 3650 and SB 1580.

In its varied experience as a health services contractor for commercial products, Medicaid products,
and Medicare products, PacificSource is ideally suited to be the primary agent of Heaith System
Transformation through integration and coordination of health care for the community including
physical health, addictions and mental health services, and oral health care with a focus on
prevention. o

The Jefferson County Commission on Children and Families expects that the development of a local
community health care system through the PacificSource Community Solutions Coordinated Care




Organization will bring significant value and improvement to the overall population health of Central
Oregon. :

The proposed appllcation' is aligned with the needs of our community and we expect a positive
impact on the following;

v Improvement in health outcomes leading to improved population health.
v Improvement in heaith outcomes for those members experiencing health disparities.
v Accountability for the provision of Integrated care.
v Improvement in quality of care within the community.
v Delivery of cost-effective care that will reduce health care costs overall.

Please accept this letter as formal recognition of the value of this application in helping Central
Oregon improve population health, increase member satisfaction, and reduce the cost of health
care.

Sincerel

Wulty,

[74 M {
Ron Mulke, Z
C

Jefferson County €CF Board Chair




: TREATMENT SERVICES

541-504-8577 » Fax 841-504-236
P O Box 17102 # 676 Negus Way + Redmond. OR 97756

April 30, 2012

Tammy L. Hurst, Contract Specialist
Office of Contracts and Procurement
Sole Puint of Contact, RFA 3402

250 Winter Street NE, 3" Floor
Salem, Oregon 97301

RE: Letter of support for PacificSource Community Solutions Coordinated Care Organization for
Central Oregon

Dear Ms. Hurst:

BestCare Treatment Services, Inc. would like to indicate our support of PacificSource Community
Solution’s application for a Coordinated Care Organization in Central Oregon which would include
Deschutes County, Crook County, Jefferson County, and specific zip codes in Klamath County. It is
anticipated that other organizations may be added after additional discussion including Grant
County and Harney County, and specific zip codes in Lake County and Wheeler County. These
discussions are pending as of the date of this application.

PacificSource Community Solutions has a strong community presence and commitment to improving
health care outcomes in the communities it serves. PacificSource is an active community partner
with a focus on provision of care that improves health outcomes and reduces medical costs that
align with the objectives of HB 3650 and SB 1580,

In its varied experience as a health services contractor for commercial products, Medicaid products,
and Medicare products, PacificSource Is ideally suited to be the primary agent of Health System
Transformation through integration and coordination of health care for the community including
physical health, addictions and mental health services, and oral health care with a focus on
prevention,

BestCare Treatment Services, Inc. expects that the development of a local community health care
system through the PacificSource Community Solutions Coordinated Care Organization will bring
significant value and improvement to the overall population health of Central Oregon.




The proposed application is alighed with the needs of our community and we expect a positive
impact on the following;

v"Improvement in health outcomes leading to improved population health.
Improvement in health outcomes for those members experiencing health disparities.
Accountability for the provision of integrated care,
Improvement in quality of care within the community.
Dellvery of cost-effective care that will reduce health care costs overall.

SN NN

Please accept this letter as formal recognition of the value of this application in helping Central
Oregon improve population health, increase member satisfaction, and reduce the cost of health
care,

Sincerely,

A

Rick TreJéaden, LCSW
Executive Director
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Apsil 30, 2012

Tammy L. Hurst, Contract Specialist
Office of Contracts and Procurement
Sole Point of Contact, RFA 3402

250 Winter Street NE, 3rd Floor
Salem, Otegon 97301

RE: Letter of support for PacificSource Community Solutions Coordinated Care
Ofrganization for Central Oregon

Dear Ms. Hutst:,

The Central Otegon Health Council would like to indicate our support of
PacificSource Community Solution’s application for a Coordinated Care
Organization jn Centtal Oregon which would include Deschutes County, Crook
County, Jefferson County, and specific zip codes in Klamath County, Itis
anticipated that other organizations may be added after additional discussion
including Grant County and Farey County, and specific zip codes in Lake
County and Wheeler County, These discussions are pending as of the date of this
applicatio.

Our endosement also comes with recognition and understanding that this
development in Central Oregon must include our collaboration as the Central
Oregon Health Council and with our counties as local mental health and public
health zuthotities. We fully expect to continue in these roles throughout the next
six years of CCO operation, working in parmership with the Health Council and
with PacificSource as our regional named CCO. We are confident our work
togethet, bridging the involvement of all intetest groups, will yield excellent health
benefits to our region’s tesidents.

PacificSource Community Solutions has a strong community presenice and
commitment to improving health cate outcomes in the communities it serves.
PacificSource is an active community partner with a focus on provision of care
that improves health outcomes and reduces medical costs that align with the
objectives of HB 3650 and SB 1580,

In its vatied experience as a health services contractor for commercial products,
Medicaid products, and Medicare products, PacificSoutce is ideally suited to be the
ptimary agent of Health System Transformation through integration and
cootdination of health cate for the community including physical health,
addictions and mental




health setvices, and oral health care with a focus on prevention.

The Central Oregon Health Council expects that the deveio[.)ment of a local community health care system through
the PacificSource Community Solutions Coordinated Cate Organization will bring significant value and imptovement
to the overall population health of Central Otegon.

The proposed application js aligned with the needs of our community and we expect a positive impact on the
following;

Imptovement in health outcomes leading to improved population health,
Imptovement in health outcomes for those members expetiencing health disparities,
Accountability for the provision of integrated care.

Improvement in quality of care within the community.

Delivery of cost-effective care that will reduce health care costs overall.

AR

Please accept this letter as formnal recognition of the value of this application in helping Central Otegon improve
population health, increase member satisfaction, and reduce the cost of health care.

Sincerely,
The Central Oregon Health Councll

}lm Dicgel, resmﬂant and Chief Executive Officer
St. ar!es calth Syste

L(ﬁk écL__

, Commissioner Jeffezson County

Mt
Ken Fahlgren, Gommissioner Crook County

(o it fora et

Chuck Frazier, Gta'zen%vésenmtive
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Linda M57 § i/:'tizen Represéntative
H

Stephen Nﬁﬁn DO, com
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Dan Steve s, Semo(fVP of Government, Pacific Source
Health Plans Y




| CROOK COUNTY
COMMISSION ON
CHILDREN AND FAMILIES

April 26, 2012

Tammy L. Hurst, Contract Specialist
Office of Contracts and Procurement
Sole Point of Contact, RFA 3402

250 Winter Street NE, 3rd Floor
Salem, Oregon 97301

RE: Letter of support for PacificSource Community Health Plans Coordinated Care Organization
for Central Oregon

Dear Ms. Hurst;

Crook County Commission on Children and Families would like to offer this letter of support for
the PacificSource Community Health Plan’s application to serve as a Coordinated Care
Organization in Central Oregon, including service in a region that includes Deschutes County,
Crook County, Jefferson County, and specific zip codes in Klamath County. it is anticipated that
other counties may be added after additional discussion including Grant County, Harney
County, and specific zip codes in Lake and Wheeler Counties. As Commission Director, | am
actively involved in the Central Oregon Health Board, an affiliate to the Central Oregon Heaith
Council and support the expectation that the Council will assure community governance and
oversight for our CCO.

This endorsement also comes with recognition and understanding that CCO development in
Central Oregon must include collaboration with county governments as local mental health and
public health authorities. It is expected that these roles will be continued through the next six
years of CCO operation, working in partnership with the Health Council and with PacificSource
as our regional named CCO. We are confident our work together will yield excelient health
benefits to our region’s residents.

PacificSource Community Health Plans is ideally sulted to serve as the CCO and to work with
the Health Council as the primary agent of Central Oregon’s Health System Transformation
through integration and coordination of health care for the community including physical
health, addictions and mental health services, and oral health care with a focus on prevention.
They are an active community partner with a focus on provision of care that improves health
outcomes and reduces medical costs that align with the objectives of HB 3650 and $B 1580.




The proposed application is aligned with the needs of our community. We expect a positive
impact on: .

e Improvement in health outcomes leading to improved population health.
Improvement in health outcomes for those members experiencing health disparities.
Accountability for the provision of integrated care.
¢ [mprovement in quality of care within the community.

Delivery of cost-effective care that will reduce health care costs overall,

The Crook County Commission on Children and Families expects that the development of a

" local community health care system through the work of the Central Oregon Health Board,
Central Oregon Health Council and the PacificSource Community Heaith Plan Coordinated Care
Organization will bring significant value and improvement to the overall population health of
Central Oregon,

Please accept this letter as formal recognition of the value of this appiic'ation in helping Central
Oregon improve population health, increase member satisfaction, and reduce the cost of heaith
care,

Sincerely,

2 0N A
o)

Brenda Comini,
Director

committed to a healthy

and safe environment for
children and families 203 NE Court St, Prineville, OR 97754 (541) 447-3260 Fax (541} 416-0637




Crook County

300 N.E. 3rd Street » Prineville, Oregon 97754 ,
Phone (541) 447-6555 « FAX (541) 416-3891

April 30, 2012

Tammy L. Hurst, Contract Specialist
Office of Contracts and Procurement
Sole Point of Contact, RFA 3402

250 Winter Street NE, 3™ Floor
Salem, Oregon 97301

RE: Letter of support for PacificSource Community Solutions Coordinated Care Organization for
Central Oregon '

Dear Ms. Hurst:

The Crock County Court would like to indicate our support of PacificSource Community Solution’s
application for a Coordinated Care Crganization in Central Oregon which would in¢lude Deschutes
County, Crook County, Jefferson County, and specific zip codes in Klamath County. It is anticipated
that other organizations may be added after additional discussion including Grant County and
Harney County, and specific zip codes in Lake County and Wheeler County. These discussions are
pending as of the date of this application.

PacificSource Community Solutions has a strong community presence and commitment to improving
health care outcomes in the communities it serves. PacificSource is an active community partner
with a focus on provision of care that improves health outcomes and reduces medical costs that
align with the objectives of HB 3650 and 5B 1580.

In its varied experience as a health services contractor for commercial products, Medicaid products,
and Medicare products, PacificSource is ideally suited to be the primary agent of Health System
Transformation through integration and coordination of health care for the community ingjuding
physical health, addictions and mental health services, and oral health care with a focus on
prevention.

The Crook County Court expects that the development of a local community health care system
through the PacificSource Community Solutions Coordinated Care Organization will bring significant
value and improvement to the overall population health of Central Oregon.

Mike McCabe, Judge » Ken Fahlgren, Connty Commissioner » Seth Crawford, County Commissioner




The proposed application is aligned with the needs of our community and we expect a positive
impact on the following;

Improvement in health outcomes leading to improved population heaith.
Improvement in health outcomes for those members experiencing health disparities.
Accountability for the provision of integrated care.

Improvement in guality of care within the community.

Defivery of cost-effective care that will reduce health care costs overall.

AN NN

Please accept this letter as formal recognition of the value of this application in helping Central
Oregon improve population health, increase member satisfaction, and reduce the cost of health
care.

Sincerely,

b WMEC b

Mike McCabe
Crook County Judge




TOGETHER WE FING SOLUTIONS

1130 NW Hardiman
Suite A

Band, OR 97701
ph: 541 385~1717

ChivoreN & FAMILEES et desehtes.org/ocf

COMMISSION

DESCHUTES COUNTY

April 30, 2012

Tammy L. Hurst, Contract Specialist
Office of Contracts and Procurement
Sole Point of Contact, RFA 3402

250 Winter Street NE, 3rd Floor
Salem, Oregon 97301

RE: Letter of support for PacificSource Community Solutions Coordinated Care Organization for
Central Oregon

Dear Ms, Hilrst:

On hehalf of the Deschutes County Children and Families Commission, we are writing this letter in
full support of PacificSource Community Solution’s application for a Coordinated Care Organization
in Central Oregon which would include Deschutes County, Crook County, Jefferson County, and
specific zip codes in Klamath County. It is anticipated that other organizations witl be added after
additional discussion including Grant County and Harney County, and specific zip codes in Lake
County and Wheeler County. These discussions are pending as of the date of this application.

PacificSource Community Sclutions has a strong community presence and commitment to improving
health care outcomes in the communities it serves. PacificSource is an active community partner
with a focus on provision of care that improves health outcomes and reduces medical costs that
align with the objectives of HB 3650 and SB 1580.

In its varied experience as a health services contractor for commercial products, Medicaid
products, and Medicare products, the PacificSource is ideally suited to be the primary agent of
Health System Transformation through integration and coordination of health care for the
community including physical health, addictions, and mental health services, and oral health care
with a focus on prevention.

The Deschutes County Children and Families Commission expects that the development of a local
community health care system through the PacificSource Community Solutions Coordinated Care
Organization will bring significant value and improvement to the overall population health of
Central Oregon. :

The propésed application is aligned with the needs of our community and we expect a positive
impact on the following.

Improvement in health outcomes leading to improved population health.
Improvement in health outcomes for those experiencing health disparities.
Accountability for the provision of integrated care.

Improvement in quality of care within the community.

Delivery of cost-effective care that will reduce health costs.

Our Vision; Healthy Children, Strong Famities, Supportive Communities




TOGETHER WE FIND SOLUTIONS

1130 NW Harriman
Suite A :
Bend, OR 97701
ph: 541 385-1717

CHiLoREN & FAMILIES | weon doschutas.org/oct

COHHISSEON

BESCHUFES COURTY

Please accept this letter as formal support and recognition of the vatue of this application in
helping Central Oregon to improve health outcomes, to increase satisfaction among those receiving
care, and to reduce the overall cost of health care in our region.

Sincerely, -
/MJ? '%S_z_/zacgm
William H. Davidson, CFC Chair Hitlary Saraceno, CFC Director

Our Vision: Healthy Children, Strong Families, Supportive Communities




2577 NE Courtney Drive  Bend, Oregon 97701
Public Health {541) 322-7400 « FAX (541) 322-7465
Behavioral Health (541} 322-7500 » FAX (541) 322-75665
www.deschutes.org

April 25,2012

Tammy L. Hurst, Contract Specialist
Office of Contracts and Procurement
Sole Point of Contact, RFA 3402

250 Winter Street NE, 3 Floor
Salem, Oregon 97301

RE: Letter of support for PacificSource Community Solutions Coordinated Care Organization for
Central Oregon

Dear Ms. Hurst:

Deschutes County Health Services would like to indicate our support of PacificSource Community
Solution’s application for a Caordinated Care Crganization in Central Oregon which would include
Deschutes County, Crook County, Jefferson County, and specific zip codes in Klamath County. Itis
anticipated that other organizations may be added after additional discussion including Grant
County and Harney County, and specific zip codes in Lake County and Wheeler County. These
discussions are pending as of the date of this application.

PacificSource Community Solutions has a strong community presence and commitment to improving
health care outcomes in the communities it serves. PacificSource is an active community partner
with a focus on provision of care that improves health outcomes and reduces medical costs that
align with the objectives of HB 3650 and SB 1580.

In its varied experience as a health services contractor for commercial products, Medicaid products,
and Medicare products, PacificSource is ideally suited to be the primary agent of Health System
Transformation through integration and coordination of health care for the community including
physical health, addictions and mental heaith services, and oral health care with a focus on
prevention.

Enhancing the lives of citizens by delivering quality services in a cost effective manner.




Tammy L. Hurst, Contract Specialist
April 25,2012
Page 2

Deschutes County Health Services expects that the development of a local community health care
system through the Central Oregon Health Council as the community governance entity working in
partnership will the PacificSource Community Solutions as our Coordinated Care Organization will
bring significant value and improvement to the overall population health of Central Oregon.,
The proposed application is aligned with the needs of our community and we expect a positive
impact on the following;

= Improvement in health outcomes leading to improved popuiation health.

» Improvement in health outcomes for those members experiencing health disparities.

= Accountability for the provision of integrated care.

= Improvement in quality of care within the community.

» Delivery of cost-effective care that will reduce health care costs overall.

Please accept this letter as formal recognition of the value of this application in helping Central
Oregon improve population health, increase member satisfaction, and reduce the cost of health
care.

Sincerely,

Scdtt Johnson
Dire¢to

\\ZEUS\katheh\RAY DOCUMENTS\CORRESPONDENCE\201 12012\ 05 of PacificSource for CCO App.doc




JEFFERSON COUNTY .
PUBLIC HEALTH DEPARTMENT

715 SW 4™ Strect, Suite C @ Madras, Oregon 97741 @ Ph: (541) 4754456 @ FAX: (541)475-0132

Dare: April 18,2012

To:  Tammy L. Hurst, Contract Specialist
Office of Contracts and Procurement
Sole Point of Contact, RFA 3402
250 Winter Street NE, 3rd Floor
Salem, Oregon 97301

From: Tom Machala, MPH, RN - Director

RE: Letter of support for PacificSource Community Solutions Coordinated Care Organization for Central Oregon

Dear Ms. Hurst:

Please be advised the Jefferson County Public Health Department supports PacificSource Community Solution’s
application for a Coordinated Care Organization in Central Oregon which would include Deschutes County,
Crook County, Jefferson County, and specific zip codes in Klamath County. It is anticipated that other
organizations may be added after additional discussion including Grant County and Harney County, and specific
zip codes in Lake County and Wheeler County. These discussions are pending as of the date of this application.

This support comes through our active involvement in the development of the Central Oregon Health
Board and Central Oregon Health Council and with the expectation that the Council will assure community
governance and oversight for our CCO. We believe this program will help Central Oregon improve
population health, increase member satisfaction and reduce the cost of health care.

Our endorsement also comes with recognition and understanding that this development in Central Oregon
must include our collaboration as the Jefferson County Public Health Authority. We fully expect to
continue in this role throughout the next six years of CCO operation, working in partnership with the
Health Council and with PacificSource as our regional named CCO. We are confident our work together,
bridging the involvement of all interest groups, will yield excellent health benefits to our region’s
residents.

Pacificsource Community Solutions has a strong community presence and commitment to Improving health
care outcomes in the communities it serves, PacificSource is an-active community parther with a focus on
provision of care that improves health outcomes and reduces medical costs that align with the objectives of HB
3650 and SB 1580.




In its varied experience as a health services contractor for commercial products, Medicaid products, and
Medicare products, PacificSource is ideally suited to be the primary agent of Health System Transformation
through integration and coordination of health care for the community including physical heaith, addictions and
mental health services, and oral health care with a focus on prevention.

Jefterson County Public Health expects that the development of a local community heaith care system through
the PacificSource Community Solutions Coordinated Care Qrganization will bring significant value and
improvement to the overall population health of Central Oregon.

The proposed application is aligned with the heeds of our community and we expect a positive impact on the
following;

v"Improvement in health outcomes leading to improved population health.
v Improvement in health outcomes for those members experiencing health disparities.
v' Accountability for the provision of integrated care.

v Improvement in quality of care within the community.

v" Delivery of cost-effective care that will reduce health care costs overall,

The Jefferson County Public Health Department expects the development of a local community health care
system through the work of the local community in conjunction with the PacificSource Community
Solutions will bring significant value and improvement to the overall population health of Central Oregon.




April 30, 2012

Tammy L. Hurst, Contract Specialist

Office of Contracts and Procurement

Sole Point of Contact, RFA 3402 , LET'S TALK DIVERSITY
. rd . '

250 Winter Street NE, 3" Floor C O A8 | it i on

Salem, Oregon 97301
Building Community Strength Through Diversity

RE: Letter of support for PacificSource Community Solutions Coordinated Care Organization for
Central Oregon

Dear Ms. Hurst:

The Let’s Talk Diversity Coalition of Jefferson County and the Confederated Tribes of Warm Springs
would ke to indicate our support of PacificSource Community Solution’s application for a
Coordinated Care Organization in Central Oregon which wouid include Deschutes County, Crook
County, Jefferson County, and specific zip codes in Klamath County. Itis anticipated that other
organizations may be added after additional discussion including Grant County and Harney County,
and specific zip codes in Lake County and Wheeler County. These discussions are pending as of the
date of this application.

PacificSource Community Solutions has a strong community presence and commitment to improving
health care outcomes In the communities it serves. PacificSource is an active community partner
with a focus on provision of care that improves health outcomes and reduces medical costs that

align with the objectives of HB 3650 and SB 1580.

In its varied experience as a health services contractor for commercial products, Medicaid products,
and Medicare products, PacificSource is ideally suited to be the primary agent of Health System
Transformation through integration and coordination of health care for the community including
physical health, addictions and mental health services, and oral health care with a focus on
prevention,

The Let’s Talk Diversity Coalition expects that the development of a local community health care
system through the PacificSource Community Solutions Coordinated Care Organization will bring
significant value and improvement to the overali population-health of Central Oregon,

The proposed application is aligned with the needs of our community and we expect a positive
impact on the following;

Improvement in health outcomes leading to improved population heaith.
Improvement in health outcomes for those members experiencing health disparities.
Accountabliity for the provision of integrated care.

Improvement in quality of care within the community.

Delivery of cost-effective care that will reduce health care costs overall.

SR NIE NI NN




Please accept this letter as formal recognition of the value of this application in helping Central
Oregon improve population health, Increase member satisfaction, and reduce the cost of heaith
care,

Sincerely,

LD : o
g@' - J/ﬁ/f—&iux N

Sonya Littledeer-Evans
Chalr - Let’s Talk Diversity Coalition
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Prineville, OR 87754

Mentat Health Counseling
Phone: 541/323-5330
Fax: 541/447-6694

Adult Alcoho! & Drug
Services

Phone: 541/323-5330
Fax; 541/416-0091

Developmentat Disabilities
Case Managemeat
Phene: §41/323-6330
Fax: 641/447-6694

Web sile: www.lesnw.org

Athded Vay
Aganey

April 30, 2012

Tammy L. Hurst, Contract Specialist
Office of Contracts and Procurement
Soie Point of Contact, RFA 3402

250 Winter Street NE, 3 Floor
Salem, Oregon 97301

RE: Lletter of support for PacificSource Community Solutions Coordinated Care
Organization for Central Oregon

Dear Ms. Hurst:

Crook County Mental Health would like to indicate our support of PacificSource
Community Solution’s application for a Coordinated Care Organization in Central
Oregon which would include Deschutes County, Crook County, Jefferson County, and
specific zip codes in Klamath County. [t is anticipated that other organizations may
be added after additional discussion including Grant County and Harney County, and
specific zip codes in Lake County and Wheeler County. These discussions are pending
as of the date of this application. This support comes with our active involvement in
the Advisory Council and expectation that the Councii will assure community
governance and oversight for our CCO.

Our endorsement also comes with recognition and understanding that this
development in Central Oregon must include our collaboration as the Crook County
Mental Health agency and with our counties as local mental heaith and public health
authorities, We fully expect to continue In this role throughout the next six years of
CCO operation, working in partnership with the Health Council and with
PaclficSource as our regional named CCO. We,are confident our work together,
bridging the involvement of all interest groups, will yield excellent health benefits to
our region’s residents.

PacificSource Community Solutions has a strong community presence and
commitment to improving health care cutcomes in the communities it serves.
PacificSource is an active community partner with a focus on provision of care that
improves health outcomes and reduces medical costs that align with the objectives
of HB 3650 and 5B 1580.

“| utheran Communily Services Norhwasi perners with Individuals, famities and communifies for hesith, jusiice and hops.”




In its varied experience as a health services contractor for commercial products,
Medicaid products, and Medicare products, PacificSource is ideally suited to be the
primary agent of Health System Transformation through integration and
coordination of health care for the community including physical health, addictions
and mental health services, and oral health care with a focus on prevention.

Crook County Mental Health expects that the development of a locai community
health care system through the PacificSource Community Solutions Coordinated Care
Organization will bring significant value and improvement to the overall population
heaith of Central Oregon.

The proposed application is aligned with the needs of our community and we expect
a positive impact on the following;

+ Improvement in health outcomes leading to improved population health.
o improvement in health outcomes for those members experiencing health
~ disparities.

» Accountability for the provision of integrated care.

= Improvement in quality of care within the community.

¢ Delivery of cost-effective care that will reduce health care costs overall.

Please accept this letter as formal recognition of the value of this application in
helping Central Oregon improve population health, increase member satisfaction,
and reduce the cost of health care,

Sincerely,

ott Willard
Area Director




Real People, Real Care.

iliﬂ MosaicMedical www.mosalcmedical.org
=

April 30, 2012

Tamry L. Hurst, Contract Specialist
Office of Contracts and Procurement
Sole Point of Contact, RFA 3402

250 Winter Street NE, 3" Floor
Salem, Gregon 97301

RE: Letter of support for PacificSource Community Solutions Coordinated Care Organization for
Centrai Oregon

Dear Ms. Hurst:

Mosaic Medical would like to indicate our support of PacificSource Community Solution’s application
for a Coordinated Care QOrganization in Central Oregon which would include Deschutes County,
Crook County, Jefferson County, and specific zip codes in Klamath County. It is anticipated that other
organizations may be added after additional discussion including Grant County and Harney County,
and specific zip codes in Lake County and Wheeler County. These discussions are pending as of the
date of this application.

PacificSource Community Solutions has a strong community presence and commitment to improving
health care outcomes in the communities it serves. PacificSource is an active community partner
with a focus on provision of care that improves health outcomes and reduces medical costs that
align with the objectives of HB 3650 and SB 1580.

in its varied experience as a health services contractor for commercial products, Medicaid products,
and Medicare products, PacificSource is ideally suited to be the primary agent of Heaith System
Transformation through integration and coordination of health care for the community including
physical health, addictions and mental health services, and oral health care with a focus on
prevention,

Mosaic Medical expects that the development of a local community health care system through the
PacificSource Community Solutions Coordinated Care Organization will bring significant value and
improvement to the overall population health of Central Oregon.,

The proposed application is aligned with the needs of our community and we expect a positive
impact on the following;

v Improvement in health cutcomes Jeading to improved population health.
v Improvement in health cutcomes for those members experiencing health disparities.

Prinavilie Bend Madras
175 N0 Beaver Sl Sz 101 i NE Grecnwaod Avensic. Suite J0I 910 8% Hwy 97, Suite 10}
Prineville, Qregon 47754 Rend. Oregon 97701 Madras, Oregan $7741

FA1HT0707  #HONE 547-333-3005 PHONF 541-475-7806  ByiONE
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llL (] Mosaic Medical o mosaicmedical.org

Real People, Real Care.

v Accountability for the provision of integrated care.
v Improvement in quality of care within the community. ,
v Delivery of cost-effective care that will reduce health care costs overall.

Please accept this letter as formal recognition of the value of this épp!ication in helping Centrai
Oregon improve population health, increase member satisfaction, and reduce the cost of health

care.
e

Megan Haase
CEO

Prineville Bend Madras

378 NW Beaver Strech. Suite 104 109 NE Geeenwood Atenue, Sufly f01 V10 SW Hwy 97, Suiftr 10}
Princyille, Qregan 7754 Bend, Oreyun 57701 Madras, Orcgun 97741
341 447 07U7 PHONL 541383 MHI5 PHONF S41-475 7800 PHONE

41 HZ- 0708 Facsisily 511-383-188] FACMMEE : 541-475-6600  FACYIMILE




2508 NE Neff Road

Ch 1 Bend, Oregon 97701
:’ ar eS 541.382.4321

HEALTH SYSTEM ) www.stcharleshealiheare.org

St

April 30, 2012

Tammy L. Hurst, Contract Specialist
Office of Contracts and Procurement
Sole Point of Contact, RFA 3402

250 Winter Street NE

3" Floor

Salem OR 87301

RE:  tetter of support for PacificSource Community Solutions Coordinated Care Organization for
Central Oregon

Dear Ms. Hurst:

St Charles Health System would like to offer our support of PacificSource Community Solution’s
application for a Coordinated Care Organization in Central Oregon which would include Deschutes
County, Crook County, Jefferson County, and specific zip codes in Klamath County. it is anticipated
that other organizations may be added after additional discussion including Grant County and
Harney County, and specific zip codes in Lake County and Wheeler County. These discussions are
pending as of the date of this application. As part of the Central Oregon Health Council, St Charles
Heaith System supports this application in concert with the development of a Joint Management
Agreement between PacificSource and the Central Oregon Health Council to manage the CCO in this
regfon.

PacificSource Community Solutions has a strong community presence and commitment to improving
health care outcomes in the communities it serves, PacificSource is an active community partner
with a focus on provision of care that improves health outcomes and reduces medical costs that
align with the objectives of HB 3650 and SB 1580 and has been an active member of the Central
Oregon Health Council since its inception.

In its varied experience as a health services contractor for commercial products, Medicaid products,
and Medicare products PacificSource Community Solutions is ideally suited to join with the Central
Oregon Heaith Council and be part of Health System Transformation through integration and
coordination of health care for the community including physical health, addictions and mental
health services, and oral health care with a focus on prevention. St Charles Health System expects




Tammy L. Hurst
April 30, 2012
Page 2 of 2

that the development of a local community health care system through the Central Oregon Health
Council’s Joint Management Agreement with the PacificSource Community Solutions Coordinated
Care Organization will bring significant value and improvement to the overall population health of
Centrai Oregon.

The proposed application Is aligned with the needs of our community and we expect a positive
impact on the following;

Improvement in health outcomes leading to improved population health.
Improvement in health outcomes for those members experiencing health disparities.
Accountability for the provision of integrated care.

Improvement in quality of care within the community.

Delivery of cost-effective care that will reduce health care costs overall.

AN NN

Please accept this letter as formal recognition of the value of this application in helping Central
Oregon improve population heailth, increase member satisfaction, and reduce the cost of health

0

lames A. Diegel, FACHE
President and CEO

Sicerely,

St. Charles Henalth System
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Mike Ahern,
Commissioner,
Jefferson County

Tammy Baney,
Commissioner,
Deschutes County

STAFF

Muriel DeLaVergne-
Brown, Public Health
Director, Crook County

Scott Willard, Lutheran
Community Services,
Mental Health Director,
Crook County

Brenda Comini,
Comm, on Children &
Families Director,
Crook County

Scott Johnson,
Health Services Director,
Deschutes County

Hillary Saraceno,
Children & Famities
Comm. Directot,
Deschutes County

Tom Machala,
Public Health Director,
Jefterson County

Rick Treleaven,
BestCare Treatment,
Mental Health Director,
Jefferson County

Ceptral {heonm

April 30, 2012

Tammy L. Hurst, Contract Specialist
Office of Contracts and Procurement
Sole Point of Contact, RFA 3402

250 Winter Street NE, 3rd Floor
Salem, Oregon 97301

RE: Letter of suppott for PacificSoutce Community Solutions Coordinated
Care Organization for Central Oregon

Dear Ms. Hurst:

The Central Otegon Health Board would like to indicate out support of
PacificSoutce Community Solution’s application for a Cooxdinated Care
Otganization in Central Oregon which would include Deschutes County, Crook
County, Jefferson County, and specific zip codes in Klamath County. Itis
anticipated that other organizations may be added after additional discussion
including Grant County and Harmey County, and specific zip codes in Lake
County and Wheeler County. These discussions are pending as of the date of this
application.

Our endorsement also comes with tecognition and understanding that this
development in Centtal Otegon must include our collaboration as the Central
Otegon Health Board and with out counties as local mental health and public
health authorities. We fully expect to continue in these toles throughout the next
six yeats of CCO operation, wotking in partnetship with the Health Board and
with PacificSource as our regional named CCO. We ate confident our work
together, bridging the involvement of all intetest groups, will yield excellent health
benefits to our tegion’s residents.

PacificSoutce Community Solutions has a strong community presence and
commitment to imptoving health care outcomes in the communities it setves.
PacificSource is an active community pariner with 2 focus on provision of care
that improves health outcomes and reduces medical costs that align with the
objectives of HB 3650 and SB 1580.

In its varied expetience as a health services contractor for commetcial products,
Medicaid preducts, and Medicare products, PacificSource is ideally suited to be the
primaty agent of Health System Transformation through integration and
coordination of health cate for the community including physical health,
addictions and mental health services, and oral health with a focus on prevention.




The Central Oregon Health Board expects that the development of a focal community health cate system through the
PacificSonrce Community Solutions Coordinated Cate Otganization will bring significant value and improvement to
the overall population health of Centtal Otegon.

The proposed application is aligned with the nceds of out community and we expect a positive impact on the
following;

Improvement in health outcomes leading to imptoved population health,
Improvement in health outcomes for those members experencing health dispatities.
Accountability for the provision of integtated cate.

Improvement in quality of care within the community.

Delivery of cost-effective care that will reduce health care costs overall.

AN NN

Please accept this letter as formal recognition of the value of this application in helping Central Oregon improve
population health, increase metmber satisfaction, and reduce the cost of health cate.

Sincerely,
The Centryl {Xegon Health Board

/)
Ken Fahlgren, Copfmissioner Crook County

Tammy Baney, Commissiofgr Deschutes County
(
Mike Ahern, Commussioner Jefferson County

cc: . Crook County Cowrt .
Deschutes County Board of Comtnissioners

" Jefferson County Board of Commissioners




CROOK COUNTY HEALTH DEPARTMENT

A Healthier Future for the People of Crook County
375 NW Beaver St., Suite 100 Prineville, OR 97754
Telephone: (541} 447-5165  Fax (541) 447-3093

DIVISIONS: immunizations - Vital Statistics - Community Heaith
Nursing - Maternal-Child Health - Family Planning - WIC - HIV/STD
Communicable Disease - Public Health Preparedness - Healthy Start

-+ Health Promotion Programs - School Based Health

April 30, 2012

Tammy L, Hurst, Contract Specialist
Office of Contracts and Procurement
Sole Point of Contact, RFA 3402

250 Winter Street NE, 3rd Floor
Salem, Oregon 97301

RE: Letter of Support for PacificSource Community Solutions Coordinated Care
Organization for Centrai Oregon

Dear Ms. Hurst:

On behalf of the Crook County Health Department, | are writing this letter in full support of
PacificSource Community Solution’s application for a Coordinated Care Organization in Central
Oregon which would include Deschutes County, Crook County, Jefferson County, and specific
zip codes in Klamath County. It is anticipated that other organizations maybe added after
additional discussion including Grant County and Harney County, and specific zip codes in Lake
County and Wheeler County. These discussions are pending as of the date of this application.

This support comes with our active involvement in the Central Oregon Health Council and
Central Oregon Health Board. It is our expectation that the Health Council wilf assure
community governance and oversight for our CCQ and that our CCO will in turn continue to
develop a strong and mutually supportive planning, program development and contractual
relationship with COHB and our participating counties.

Our endorsement also comes with recognition and understanding that this development in
Central Oregon must include our collaboration as the Crook County Board of Commissioners
and the CO Health Board and with our countles as local mental health and public health
authorities. We fully expect to continue in these roles throughout the next six years of CCO
operation, working in partnership with the Health Council and with PacificSource as our

An Equal Opportunity Employer




regionally named CCO. We are confident our work together, bridging the involvement of all
interest groups, will yield excellent health benefits to our region’s rgsidents.

PacificSource Community Solutions has a strong community presence and commitment to
improving health care outcomes in the communities it serves. PacificSource is an active
community partner with a focus on provision of care that improves health outcomes and
reduces medical costs that align with the objectives of HB 3650 and SB 1580,

In its varied experience as a health services contractor for commercial products, Medicaid
products, and Medicare products, PacificSource Is ideally suited to serve as the CCO and to
work with the Health Council as the primary agent of Central Oregon’s Health System
Transformation through integration and coordination of heaith care for the community
including physical health, addictions and mental health services, and oral health care with a
focus on prevention. '

Crook County Health Department expects that the development of a local community health
system through PacificSource Community Solutions Coordinated Care Organization will bring
significant value, strong partnerships and coordination with our strong population based public
health programs including tobacco prevention, WIC, reproductive heaith, immunizations, and
community health nurses serving CaCoon children, pregnant women and children.

The proposed application is aligned with our region’s needs. We expect a positive impact on the
following:

¢ Improvement in health outcomes leading to improved population heaith.

s Improvement in health outcomes for those members experiencing health disparities.
e Accountability for the provision of integrated care.

¢ [mprovement in quality of care within the community.

e Delivery of cost-effective care that will reduce heaith care costs overail.

Please accept this letter as formal recognition of the value of this application in helping Central
Oregon improve popuiation health, increase member satisfaction, and reduce the cost of health

care.

Sin7 , 3
”— ‘ : \‘ r, "
Murle] DeLaVergne-Brown, RN, MPHC, Public Heaith Director

LOH L L

Crook County Health DepartmentJ
375N gaver St.,, Suite 100
Prinevitle, Oregon 97754
541-447-5165

An Equal Opportunity Employer




KENNETH P. PROVENCHER

2471 NW Micheile Drive
Corvallis, Oregon 97330
(541) 745-2069
' kprovencher@pacificsource.com

EXPERIENCE

PACIFICSOURCE HEALTH PLANS, Eugene, OR
1995« Present

President & CEO {2001 - Present). Chicf Executive for 280,000 member regional, not-for-profit
health plan with 650 employees, revenues in excess of $1billion, and net worth of $160 million. The
company provides Commercial, Medicare and Medicaid coverage and administration in Oregon, Idaho,
Montana and Washington. Since 2001, the company has experienced considerable growth, change and
expansion including six acquisitions and increases of 150% in members, 250% in net worth and 350%
in revenues, During this period, the company has been an industry leader in service, innovation, public
policy and community collaboration and has launched a progressive provider partnership model.

Also serve as CEO and President of PacificSource Administrators Inc, PacificSource Community
Health Plans, Inc., PacificSource Community Solutions, Inc. and President of the PacificSource
Charitable Foundation,

Acting President & CEO (2000 —2001). Served as acting CEO for six months prior to bemg named
CEOQ in March, 2001.

Vice President of Operations (1996 - 2000). Responsible for administration, direction and
coordination of ail aspects of operations. Major duties and accomplishments included:

B Administration and direction of claims, customer service, provider network management, and
billing/membership departments,

B Coordination of all plan activities to ensure smooth and efficient operations and achievement of
financial, growth and quality objectives. PacificSource consistently outperformed all major
Oregon health plans in terms of profitability and growth, ’

B Direction of development and implementation of all new products, provider contracts, operational
enhancements and market expansion. Successfully directed expansion efforts throughout the state
of Oregon.

B Assisting Chief Executive Officer in the direction and coordination of sirategic planning process
and in investigating, evaluating, negotiating and implementing new business, acquisition and
merger opportunities.

Provider Contracting Director (1995-1996). Responsibilities included:

B Provider network development, contracting and management to support both HMO and PPO
products. Negotiated discounted fee-for-service, per diem, case rates, capitation and other risk-
sharing arrangements.

E Direction of Provider Affairs Department respons:b]e for provider relations, credentlalmg,
profiling, electronic linkages, and provider database and fee schedule maintenance.

OREGON STATE UNIVERSITY, Corvallis, OR
1997 —2005

Adjunct Instructor. Teach “Reimbursement Mechanisms” and “Contracting and Negotiations™
courses in graduate and undergraduate Health Administration program.




Kenneth P, Provencher
YHA UPSTATE NEW YORK, East Syracuse, NY
1988 - 1994

Vice President (1990 - 1994) for a 15 hospital regional health care system.
Responsibilities and accomplishments included: .

B Direction of regional managed care and hospitai-physician integration initiatives. Responsible for
planning and implementation of regional strategy, development of workshops and educational
programs and providing coniract negotiation support,

B Development and implementation of a business plan to establish document imaging company
providing centralized, computer-driven imaging technology to assist hospitals in the management,
storage, and retrieval of medical and other records. Responsible for oversight and direction of all
aspects of the company's operations consisting of 40+ employees and $1.2 million budget.

B Management and coordination of regional productivity iinprovement and cost reduction initiatives
including projects related to length of stay reduction, inventory management, and control of
pharmaceutical and orthopedic implant costs.

B Development of a successful grant proposal that resulted in a 3-year $750,000 award to establish a
clinical quality improvement resource center which provides CQI training, education, and support
to member hospitals,

B Coordination and direction of regionat educational and information sharing programs to assist
hospitals in effectively meeting community health needs and reporting community benefits,

Director, Managed Care (1988 - 1990)
Responsible for all managed care activities for regional health care system,

UNITED HEALTH SERVYICES, Binghamton, NY
1986 - 1988

Administrative Director for the UHS Network, a hospital/physician joint venture established to
develop managed care contracts, joint marketing initiatives and physician practice support services.
Responsible for plarming, development and implementation, as well as day-to-day operational
management. Specific accomplishments and responsibilities included;

B Development of business and marketing pians.

B Analysis of managed care options, development of managed care strategy and coordination of
negotiations with managed care organizations.

B Development and implementation of physician service benefits including discount purchasing
program, answering service, patient newsletter, physwian referral service and physician marketing
package.

BLUE CROSS AND BLUE SHIELD OF NORTH CAROLINA, Durham NC
1985 - 1986

Director of Finance and Operations for HMO of North Carolina, a Blue Cross and Blue Shield
hospital-based HMO. As a key member of the HMO development team, was responsible for:

Preparation of budgets and financial projections,

Development of provider capitation payments and negotiation of provider agreements.
Identification of information system requirements.

Marketing of program to targeted hospitals and physicians.

Negotiation of provider agreements.

Completion of application for state certification.




Kenneth P, Provencher
KAISER PERMANENTE, Portland, OR
Summer, 1984

Summer Intern. Exposed to all aspects of HMO operations, Performed financial and market analyses
for assigned projects.

CENTRE COMMUNITY HOSPITAL, State College, PA
1980 - 1983

Psychintric Assistant on inpatient psychiatric unit in 193-bed community hospital, Additional
responsibilities included development of procedures for collecting and summarizing patient outcome
and quality data, and preparation of quality assurance reports.

EDUCATIONAL TESTING SERVICE, Princeton, NJ
1979 - 1980

Research Assistant for longitudinal research projects, Conducted statistical analyses and set up and
managed databases.

EDUCATION

THE WHARTON SCHOOL, UNIVERSITY OF PENNSYLVANIA
MBA, Health Care Management, 1985

COLLEGE OF WILLIAM AND MARY
Graduate Study, Psychology, 1977 - 1979

PROVIDENCE COLLEGE, Providence, RI
BA, Psychology, magna cum laude, 1977

CURRENT PROFESSIONAL, CIVIC AND VOLUNTEER ACTIVITIES

Board Member, United Way of Lane County - Served as President 2010

Member, United Way of Lane County 100% Access Coalition — Served as Chair 2007-2009
Board Member, The Foundation for Medical Excellence

Board Member, Oregon Medical Insurance Pool — Served as Chair 2009-2011

Co-Chair, Oregon Health Leadership Council

Board Member, Oregon Urology Foundation

Youth Basebalt and Basketball Coach

Board Member, Corvallis Little League

PAST PROFESSIONAL, CIVIC AND VOLUNTEER ACTIVITIES

Chair, Oregon Health Care Safety Net Advisory Council

Board Member, Health Matters of Central Oregon

Member, Oregon Health Information and Privacy Collaboration Steering Committee
Member, Archimedes Design Team

Member, Oregon Health Policy Commission Delivery System Advisory Board
Member, Oregon Health Fund Delivery Systems Committee




Erick Doolen
4036 NW Live Oak Place « Corvallis OR 97330
(541)758-8476 « erick.doolen@ymail.com

PROFESSIONAL EXPERIENCE:
PacificSource Health Plans, Springfield, OR (Ssptember 2005 to present)

Senjor Vice President of Operations and Chief Information Officer. May 2010 - presant

Responsible for information technology, claims, customer service, membership, and billing across
PacificSource’s Commercial, Medicare, and Medicaid lines of business. Serving over 280,000 members
in Oregon, Idaho, and Montana responsibilities include managing distributed Operationsand IT
teams to deliver extraordinary service while ensuring standardized and efficient processes that meet
regulatory and compliance guidelines.

¢ Responsiblefor theintegration of Operations and IT when PacificSource acquired a company in
Central Oregon with new lines of businessincluding Medicareand Medicaid. Integration
incduded the conversion of the Medicare business onto PacificSource systems with Operations in
the Bend office. Additionally, IT was integrated across the company with a functional structure
to support all lines of business.

Chief Information Officer. September, 2005 — April 2010

Responsibte for strategic technology investments and delivery of information technoliogy to the
company. Led 51T teams with over 501T professionals for the implementation of new capability and
the ongoing operations of the existing portfolio of IT applications and services. Asthe Security Officer
responsible for all aspects of IT security including ensuring appropriate investment in security
capability and fulfilling HIPAA security duties.

*  Successfully completed conversion from legacy claims system to Facets core system for claims
processing, eligibility, billing, and customer service. In phases over 28 months theindividual,
small group, and iarge group business was moved to the new system. Implementation included
building over 300 reports and 75 datainterfaces. Project required coordination of multipie
vendors and a cross-functional team within PacificSource of over 80 people.

+ Completed significant upgrade of infrastructurein support of PacificSource expanding locations
and becoming moredistributed. Investments to support distributed coliaboration and increased
travel included wireless network in all facilities, VOIP phone system, teleconference/ web
conference system, and video conferencing.

~» Implemented improvementsin core data center capability including the addition of backup
generator and UPS, implementation of VMWare and blade serversto create avirtualized server
environment, and implementation of enterprise-level SAN.

Hewlett-Packard Company, Corvallis, OR (May 1994 to August 2005)

Imaging and Printing Group Americas I T Director, January 2005 — Augusz' 2005

Responsiblie for information systems for the customer facing processes in the Americas. Worked with
partner organizationsto provide end-to-end IT solutions for customer support, supply chain,
marketing, and sales. Managed over 90 people with $30+M budget.

WorldwideInkjet Supplies Factory Systems Director. February 2000 — Decanbear 2004

Responsibte for factory control and information systems across 5 inkjet supplies manufacturing
factories in the United States, Asia, and Europe. Thisorganization consisted of 280 engineers with an
annual budget in excess of $32M. Delivered on operational commitmentsincduding aggressive yield
improvements, productivity improvements, and other cost reductions. Started organization with
‘virtual’ community across all factories by building a governance structure and supporting strategy.
Successfully transitioned from the virtual team to a compietely integrated, global organizaion.




Manufacturing Engineering Manager: April 1996 —December 1997

Managed team of process, software and tooling engineersresponsible for a modular manufacturing
tool set, and associated information systems used to manufacture inkjet cartridge components.
Provided ieadership in preparation for process startup of a factory in Irefand including engineering
training, manufacturing equipment purchase or transfer, and crosstraining of process and software
engineers. Startup was successful in all schedule, cost, and quality goals.

Manufacturing Systems Enginear May 1994 - March 1996

Responsible for control systems on custom manufacturing equipment used to produce new |nkjet
cartridge components. Worked with vendors during equipment build and checkout of control
systems. Partnered with process engineersand production to qualify new tools, implement statistical
process control, improvecycle time, and increase automation.

GTE Government Systems, Mountain View, CA (October 1987 to May 1994)

Technical Manager October 1997 - May 1594

Led a team of systems, software, hardware, mechanical, and RF engineersto successfully design,
buiid, and deploy a mobile radio research laboratory. Worked closely with the customer to determine
mission requirements and translate into system requirements, design, and impiementation.

Systans Engineer Odtobar 1987 -Septanber 1991

Worked in three positions with increasing levels of responsibility developing experiments for a
classified signal processing system. Led team of five systems engineersresponsible for the
requirements definition and subsequent debug, integration and formal testing of the system.

PROFESSIONAL VOLUNTEERING:

Oregon Health Leadership Council’s Administrative Simplification Executive Committee Co-Chair
(January 2010 - present)

In support of the overall OHLC goal of controlling healthcare costs, the Administrative Smpilification
efforts have developed standards for electronic transactions, implemented a single sign-on sofution
for providers accessing health plan portals, and identified provider portal best practices. Efforts
currently underway include establishing a central repository for credentialing and development of
additional standards for electronic transactions.

Oregon Administrative Simplification Work Group member (March 2010 - Jine 2010)

This stakeholder work group was created by the Office of Oregon Health Policy and Research as a
resu!t of HB 2008 to develop recommendations for standardizing administrative transactions between
health plans and healthcare providers.

Health Information Technology Oversight (HITOC) Council member (Aprif 2012 — present)
Appointed by the Oregon Governor to serveon HITOC. Thiscouncil isresponsiblie for setting goals
and developing a strategic health information technology plan and monitoring progressin achieving
those goals. HITOC is currently coordinating Cregon's public and private statewide effortsin
electronic health records adoption and the eventual development of a statewide system for electronic
health information exchange.

HITOC Finance Workgroup member (February 2011 — present)

Workgroup is responsible for developing and recommending finance models to HITQC for funding of
the Heaith Information Exchange services within Cregon,

EDUCATION: Bachelor of Sciencein Electrical Engineering and Bachelor of Science in Computer
Science, Washington University, &. Louis, 1987

ACTIVITIES: Golf, soccer coach (1998 — 2003), Child care Committee member (1998 —2002),
Organizer for fund raising golf tournaments (2007-2012)




Peter F. Davidson, CPA

Business: 541 684-5212

110 Internationai Way, Cell: 541 554-1734

Springfield, OR 97477 ‘ Email: Pdavidson@pacificsource.com
Management Experience

PacificSource Health Plans Springfield, OR

Executive Vice President and Chief Financial Officer 2008 — Present

CFO of a not-for-profit community health insurance plan that covers 265,000 commercial,
Medicare and Medicaid members, PacificSource Health Plans, and its subsidiaries, deliver
healthcare soiutions to businesses and individuals in Oregon, Idaho, Washington and Montana,
PacificSource is a 78 year-old company that values partnership, service excellence, and
community solutions for improving the healthcare delivery system. Responsibilities include
oversight of the organization’s financial, investment, provider network, actuarial, legal and HR
departments. Key duties involve long range planning and strategic growth.

Oregon Medical Group Eugene, OR
Chief Executive Officer 1998 - 2008
CEO of a primary care based multi-specialty group that included a 105-provider medical
practice, laboratory, imaging department and investment in a local hospital system.
Responsibilities included focus on clinical and service excellence, strategic planning,
development of the management team and physician recruiting.

Joseph J. Bean Associates Portland, ME
Partner 1995 —- 1998
Vice President and partner in a management and development firm specializing in the
operation of healthcare companies. Noteworthy activities included the development of a
Breast Health Center, consuiting on financial and strategic issues for the fargest independent
physician association’ in Maine and the management of various.integrated medical groups.

Certified Public Accounting 1987 — 1994
Managed tax, consulting and compensation services for a base of clients in the field of
healthcare and technology.




Peter F. Davidson, CPA

Business: 541 684-5212
110 International Way, Cell: 541554-1734
Springfield, OR 97477 Email: Pdavidson@pacificsource.com

Professional License / Affiliations

Certified Public Accountant- CPA
Certified by the State of California Board of Accountancy August 1986,
Current license to practice held in Maine #CP 1667 and Oregon #13213

State Affiliations
Oregon Health Policy Board Subcommittee — CCO Global Budget Methodology, 2011
Oregon Health Authority Senate Bill 204, 2011

Current Affiliations

Direction Service, a non-profit multi-program family support agency - Board of Directors
Lane Transit District - Budget Committee Member

AICPA — Member

PacificSource Charitable Foundation - Advisor

Former Affiliations

Cascade Health Solutions, a community-based non-profit health services organization - Board of
Directors

Lane Community College Foundation - Board Member

Agate Resources (LIPA, OHP MCQ} — Board Member and Treasurer

Trillium Community Health Plans, Medicare Advantage Plan — Board Member
Lane County 100% Access — Executive Committee and Board Member
American Diabetes Association Walk — Chair, Eugene Region 1999 and 2000
Maline State Music Theatre —Board Member

Brighton Medical Center Foundation Board of Trustees — Board Member
Maine Employee Benefits Council ~ Board member

Education

Bowdoin College Brunswick, ME
B.A. Biology 1981; Honors: Cum Laude, James Bowdoin Scholar.

Personal Information
Age 52, Married with 2 children.
Gardening, running and cooking




Sujata S. Sanghvi, FSA, MAAA

110 International Way, Springfield, Oregon 97477 ssanghvi@pacificsource.com

Oregon Health Care Experience

September 2002 to Present
PacificSource Health Plans, Springfield, OR

Executive Vice President and Chief Operating Officer. June 2004 — Present Current
responsibilities include all Sales, Marketing, Operations, and Information Technology (IT)
functions including all commercial and government lines of business. Prior to taking on
responsibility for Sales, Marketing, and IT functions in 2010, responsibilities also included
provider contracting and network administration and actuarial, underwriting, and analytics.

» Active participant in Central Oregon Opportunity Conference and Lane County
Opportunity Conference including supervision and review of analytic support related to
both Opportunity Conferences and presentation of data at the Lane County Opportunity
Conference. '

s Member of Oregon Health Policy Board’s Health Incentives and Outcomes Committee.

s Active participant in State Exchange Carrier workgroups for SHOP and Individual
Exchanges.

o  Member of workgroup on Value Based Benefits for the Oregon Health Leadership
Council.

Vice President, Actuarial Services. September 2002 to May 2004, Responsiblé for rating,
underwriting, and reserving. Products include individual and group medical plans and group
dental.

January 2008 to Present
United Way of Lane County, Springfield, OR

Board Member and Chair of Research and Evaluation Committee, The Research and Evaluation
Committee is responsible for periodic assessment of community needs through survey and use
of public data. Through the 100% Access Healthcare Coalition, | was also active in bringing
together community emergency room data to provide insight regarding use of emergency room
by uninsured, Medicaid, and commercial insurance status.

Other Professional Experience

August 1999 to June 2002
Harvard Pilgrim Health Care, Wellesiey, MA

Acting Chief Financial Officer and Chief Actuary. June 1, 2001- January 2, 2002. Managed
Accounting, Financial Planning and Analysis, and Treasury Functions, along with Chief Actuary
functions. Oversaw completion of development and implementation of new Oracle-based
Financial Management System, including consolidation to a single general ledger, as well as
accounts payable, purchasing, budgeting, and HR/payroll functionality. Managed Accounting,
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Financial Planning and Analysis, and Treasury Functions, along with Chief Actuary functions,
Total staff under management approximately 120. Actively participated in investor meetlngs
regarding sale and leaseback of major real estate holdings.

Senlor Vice President & Chief Actuary. Responsible for Actuarial Services, Underwriting, and
Reporting & Analysis functions, with a staff of forty. Hired as part of turnaround management
team as company’s first actuary. Plan results improved from $227 million loss in 1999, to eight
consecutive profitable quarters as of June, 2002. Promoted from Vice President to Senior Vice
President in October 2000 in recognition of key strategic role in planning both product and
network strategies.

¢ Board Member of Neighborhood Health Plan, an HMO with primarily Medicaid

membership, owned by HPHC, until May 2002, when the plans de-affiliated.

June 1997 to July 1999
Prudential Health Care, Roseland, NJ

Vice President and Pricing Actuary. Responsible for commercial pricing for health insurance
products across thirteen states. Challenges included re-assessing central control of pricing and
underwriting in a decentralized, matrix environment. Desighed, developed, and implemented
single rate calculation system for proposal and mid-market renewal business for all medica!l
products. System integrated claims and loss ratio experience for renewal business and allowed
for data collection and reporting on both prospect and renewal quotes and a unified rating
engine for 35 networks across thirteen states. Oversaw development of pricing models and
trend assumptions for medical products including HMQ, Point-of Service, PPO and indemnity
products. Developed stop loss rating and pooling factors. Reviewed administrative pricing
guides for administrative services only products. Integrated reserving process and assumptions
into experience rating methodologies.

April 1995 ~ May 1997
Coopers & Lybrand, LLP, Boston, MA

Senior Consultant, Managed care consultant with engagements ranging from employee benefits
consulting, provider contracting, and strategic planning. Representative projects include in-
depth risk adjustment analysis of multiple plan experience for large public employer with 100,
000 members and analysis of existing and proposed managed care contracts for major
physician-hospital organization. Proposed changes to terms create potential savings of $2
million.

October 1988 to March 1995
Blue Cross and Blue Shield of Massachusetts, Boston, MA

Started as entry level actuarial analyst progressing to Director of Actuarial Services, Managed
Care Programs in less than five years, while attaining ASA and MAAA. In final position,
managed staff of 12 people to develop management reporting, pricing, rate filings, reserving,
and financial planning for all managed care products, inciuding HMO Biue, Bay State, and Blue
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Choice. Experience included pricing for all group products, including HMO, PPO, indemnity, and

dental plans as weli as Medicaid plans.

Education and Professional Desighations

Harvard College
Cambridge, MA Bachelor of Arts in Mathematics and Religion, 1988

Actuarial Designations
¢ Fellow in the Society of Actuaries, 1997
*  Member of the American Academy of Actuaries, 1995
Other
s Certified in Basic Mediation, Southern Oregon University, June 2003
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Thomas N. Ewing, M.D.
2795 Emerald Street
Eugene, Oregon 97403
{541) 683-5897
tewing@peacehealth.org

CURRICULUM VITAE

EDUCATION

Intermountain Health Care, Advanced Training Program [n Health Care Delivery Improvement, 1998
The American College of Physician Executives, Physician in Management Series | & I, 1998
Medical University of South Caralina, Charleston South Carglina, Family Medicine Residency, 1986
Washington University School of Medicine, St. Louis Missouri, M.D., 1983

Ilinois Wesleyan University, Summa cum laude, National Merit Scholarship Finalist, B.A., 1978

EMPLOYMENT HISTORY

EVP and Chief Medical Officer, PacificSource Health Plans, Springfield, Oregon, 2012-Present
Chief Medical Officer, PeaceHealth Medical Group, Eugene, Oregon, 2007-2012

Medical Director, 4) Wellness Clinic, Eugene, Oregon, 1995-present

Practicing Family Physician, PeaceHealth Medical Group, Eugene, Oregon, 1995-present
Medical Director, PeaceHealth Medical Group, Eugene, Oregon, 2002-2007

Medical Director, PeaceHealth Internet Services, Eugene,‘ Oregon, 1999-2003

Acting Medical Director, Peace Health Medical Group, Eugene, Oregon, 2001-2002

Medical Director, Quality and Informatics, Peace Health Medical Group, Eugene, Oregon, 2000-2001




Director of Informatics, PeaceHealth Medical Group, Eugene, Gregon, 1998-2000
Practicing Family,Physician and Partner, Eugene Clinic, 1889-1995
Clinical Assistant Professor, Medical University of South Caroiina, Charleston, South Carolina, 1988-1989

Practicing Family Physician, Fetter Family Health Center, Charleston, South Carolina, 1986-1988

Emergency Medicine, Aftending Physician, Charieston Memorial Hospital, Charleston, South Carolina,
1986-1987

Emergency Medicine, Bamberg Memorial Hospital, Bamberg, South Carolina, 1984-1385

LEADERSHIP & GOVERNANCE POSITIONS

Board Member, Oregon Health Care Quality Corporation, Eugene, Oregon, 2009-present
Member, Quality Council, PeaceHealth Medical Group, Eugene, Oregon, 1995-present
Clinical Faculty, Oregon Health Sciences University, Portland, Qregen, 1993-present
Board Member, Oregon Imaging Center, Eugene, Oregon, 2007-2008

Chairman, Professional Liabllity Committee, Eugene, Oregon, 2002-2008

Chairman, Quality Counbil, PeaceHealth Medical Group, Eugene, Oregon, 1899-2004
Member, Operations Council, PeaceHealth Oregon Region, Eugene, Oregon, 1985-1998
Board Member, Eugene Clinic Board of Directors, Eugene, Oregon, 1994-1995

Board Member, Board of Directors, HIV Alliance, Eugene, Oregon, 1990-1994

Program Director, Perinatal, Fetter Famity Heaith Center, Charleston, South Carolina, 1986-1988

CERTIFICATIONS & LICENSURE

Board Certified, American Board of Family Practice, 1886-present

Oregon License, MD 15926, 1989-present




GRANT SUPPORT

Executive Sponsor, PeaceHealth Medical Group High Value Medical Home Innovation, Eugene, Oregon,
2010-present

Executive Sponsor, PacificSource, Enhancing Wellness Project, Eugene, Oregon, 2010-present

Executive Sponsorship, Regence Blue Cross Blue Shield, Planned Care Medical Home Pilot, Peace
Health Medical Group, Eugene, Oregon, 2008-2010

"Prevention of Low Birth Weight andPreterm Labor for Women at Risk", Co-authored with Sally
J. Frenkel RN ACCE and Janna Ellings CNM. March of Dimes granted 10/87.

PUBLICATIONS
"Temperature as a controller of Microvascular Activity In Rat skeletal muscle activity”. BIOS 1, 4; 12/79
liMy Bookmarks", eMD Information Technology for Physicians, McGraw-Hili, May 2000

"Development and Implementation of an Information Management and Information Technology Strategy
for Improving Healthcare Services: A Case Study", Journal of Health information Management, vol.18,
no. 3, fall 2001

"The Risks and Rewards", Health Data Management, vol.}, no. 2, February 2003
MEMBERSHIPS

Cregon Academy of Family Physicians
American Acaderﬁy of Family Physicians
Diplomat, American Board of Family Physicians
American Medical Association

Lane County Medical Society

PROFESSIONAL AFFILIATIONS

Provider communication and education on Community Heaith Plan strategy

Developed and lead a county wide consortium of Primary Care Leaders focused on evolving new care
models in close collaboration

Involved with PacificSource Health Plans and PacificSource Community Health Plans across all product
lines

Presentations and lectures available upon request




DAN A. STEVENS

2965 NE CONNERS AVENUE
BeND, Or 97701

EDUCATION
®  Master of Business Administration Portland State University Portland, OR 2000
s Master of Public Health Oregon Health and Science University Portland, OR 1997
s Bachelor of Arts Bowdoin College Brunswick, ME 1991

PROFESSIONAL & COMMUNITY AFFILIATIONS

e Central Oregon Health Council Member (2011-present)

* Healthmatters of Central Oregon Board Member (2010-present)

¢  United Way of Deschutes County Board Member and Managed Progtams Committee Member
(201 1-present)

o  Central Oregon Center on Aging ' Seniot Center Volunteer/Meals on Wheels (2011-present)

PROFESSIONAL EXPERIENCE

PacificSource Health Plans 2010 ~ present
Senior Vice President, Government Programs

Chief Operating Officer, PacificSoutce Community Health Plans

PadficSonrce Health Plans is a wol-for-profit comninnity health plan, serving nearly 360,000 members in the Pacific Northwest throngh Commercial,
Medicare, and Medicaid programs.

¢ Administrative leader for PacificSource’s federal and state programs serving 17,000 Medicare and 40,000 Medicaid beneficiaries
e Responsible for development of benefit designs and provider/member engagement strategies to enable accountable care models
s Appointed to the Governor’s work group to help formulate eriteria for Coordinated Care Organizations (Fall/2011)

Regional Directot, Provider Network Development, Providence Health Plans 2007 - 2010

Administrator, Providence Preferred Oregon

Provider network executive reporting to the Chief Executive, with accountability for all provider services in Commercial and

Government Programs products. Major responsibilities included leading and executing the provider contracting strategy, risk model

development, and payment innovation programs aimed at promoting new care models. P&L responsibility for Providence

Preferred, Oregon’s largest PPO netwotk serving over 250,000 énrollees.

»  Oversee provider contracting and provider engagement strategies for network of over 16,000 providers. _

¢ Led the planning and deployment of tools to achieve greater adoption of electronic transactions between health plan and its
. provider partners, resulting in $1.1 million savings in the first year

*  Appointed to State Administrative Simplification task force, to develop strategies to enable transactional efficiencies between

providers and payers.

Assistant Administrator, Providence Portland Medical Centet, Portland, OR 2002 - 2006
480 bed terviary medical conter with an active medical staff of >1,500 physicians; $400 million in revensie

Served as key member of the senior executive team, repotting to the CEO. With continued responsibility for service line
administration from previous role, added P&L accountability for 3 operating divisions comprising 725 FT'Hs. Additional duties
included strategic and capital planning, multiple site medical group administration, clinical integration across a three-hospital delivery
system, facility planning, and customer satisfaction initiatives.

¢ Guided hospital-based employed physician division through period of rapid growth from 7 to 50 employees in three years




¢ Developed and deployed focused initiatives to improve customer satisfaction, resulting in scores exceeding the 90™ percentile

nationally

»  Led cross functional teams to enhance capital planning decision making; guided negotiations and due diligence in annual capital
budgeting process

Administrator, Medicine Service Lites, Providence Portland Service Area 1997-2402

The Portland Service Area of Providence is the metropolitan area’s market share kading healthars defivery systems with 16,000 employees, 1,700 acute
care beds, 3,560 active medical staf], and >63,000 annzal acute admissions.

Responsible for business development, capital planning, operations redesign, physician recruitment, and care model enhancement
for clinical service lines representing annual revenues of $225 million.

¢  Collaborated with physician leadess to improve clinical performance reporting systems and conduct comparative effectiveness
studies :

¢ Asa Six Sigma trained Change Facilitator, engaged clinical and operational leadetship teams to drive productivity enhancements
and reduce clinical defects

Senior Research Analyst, Providence Portland Service Area 1995-1997

« Authored grant applications for externally funded research; conducted population-based outcomes research studies and
ptesented findings to tegional and national audiences

¢ Conducted the state’s first comprchensive study evaluating the impact of Oregon Health Plan’s expansion on the health
outcomes of previously uninsured Oregonians
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Service Area
Description
County

Crook

Deschutes

Jefferson

Klamath {Members
in these four zip
codes access care in
Deschutes County)

Pending Countijes;

Grant

Harney

Lake {Membersin
Lake County seek
care in Deschutes

County)

Wheeler

Zip Code

. 97751, 97752, 97753, 97754,

97760

97701, 97702, 97707, 97708,
97709, 97712, 97739, 97758,
97759, 97760

97730, 97734, 97741, 97760,
97761, 97711

97731, 97733, 97737, 97739

97817, 97820, 97825, 97845,
97848, 97856, 97864, 97865,
97869, 97873, 97877

97710, 97720, 97721, 97722,

97732, 97736, 97738, 97758,
97904, 97911

97638, 97640, 97641, 97735,
97739

97750, 97825, 97830, 97874

Maximum Number of Members-
Capacity Level

3800

28000

5500

250

1100

1250

1300

250




APPENDIX A - CCO Criteria Questionnaire

A.1: Background Information about the ‘Applicant:

a,

PacificSource Community Solutions, Inc. (PSCS} is a corporation domiciled in the State
of Oregon. o

PSCS Applicants and affiliates include the following: Central Oregon Health Council,
Deschutes County, Jefferson County, Crook County, Klamath County, St. Charles Health

System, Blue Mountain Hospital, Central Oregon Independent Practice Association, and

Mosaic Medical. It is anticipated that other organizations will be added after additional
discussion including Wheeler County, Lake County, Grant County, and Harney County.
These discussions are pending as of the date of this application.

PSCS’s effective date for serving Medicaid populations would be August 1, 2012.

PSCS is not invoking alternative dispute resolution with respect to any provider at the
time of this application.

At this time, PSCS is not requesting any changes or negotiating any terms or conditions
in the Core Contract. PSCS recognizes that there are parts of the contract mandated by
Medicaid or Medicare. Asthe PSCS CCO evolves, PSCS respectfully requests the
opportunity to revisit the contract if necessary to negotiate any terms or conditions
outside of those portions mandated by Medicaid or Medicare. It is duting this evolution
that the applicability of requirements such as the ISSRs within the new delivery system
can be evaluated and discussed in terms of future applicability.

The proposed service area by zip code 97751, 97752, 97753, 97754, 97760, 97701,
97702, 97707, 97708, 97709, 97712, 97739, 97756, 97759, 97760, 97711, 97730, 97734,
97741, 97760, 97761, 97731, 97733, 97737, and 97739 (Klamath). Pending zip codes
for Grant County, Harney County, Wheeler County, and Lake County include; 97750,
97817, 97820, 97825, 97845, 97848, 97856, 97864, 97865, 97869, 97873, 97877, 97710,
97720, 97721, 97722, 97732, 97736, 97738, 97758, 97904, 97911, 97825, 97830, 97874,
97638, 97640, 97641, 97735, and 97739 (Lake),

The primary address for the proposed service area for Pacific Source Community
Solutions is 2965 NE Conners, Bend OR,

The service area will include Deschutes County, Crook County, Jefferson County, and
specific zips in Klamath County, Discussions are currently occurring regarding inclusion
of Wheeler County, Harney County, Grant County, and Lake County (specific zips).
Once decisions are made, it is PSCS’s goal to move forth accordingly. PSCS has
contracts with counties and county health departments to provide covered services for
Medicaid members. As the CCO develops, PSCS will expand its agreements to
coordinate the public health care services as listed in ORS 414,153 with county health
departments, other publicly supported programs, and other providers contracted with
PSCS. '

PSCS has a contract with OHA as a Fully Capitated Health Plan and a Mental Health
Organization, PSCS had these contracts as of Octeber 1, 2011.
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PSCS is the identical organization with the current MCO contract and has not undergone
any legal status change since October 1, 2011,

PSCS currently includes a Fully Capitated Health Plan (FCHP) and a Mental Health
Organization (MHO). : _

PSCS is completing this application for the counties listed above. The counties listed
above are currently included in the FCHP service area that is the subject of the current
PSCS FCHP contract with OHA. The counties listed on this application are not
inclusive of all the counties covered by PSCS cuirently, Crook County, Deschutes
County, Jefferson County, and the specific zips listed for Klamath County are currently
included in the MHO Service area that is the subject of the current PSCS MHO contract
with OHA. This application would expand the service area to include Wheeler County,
Harney County, Grant County, and specific zips in Lake County.

PSCS is a wholly owned subsidiary of PacificSource Community Health Plans, Inc.
(PCHP). PCHP is a wholly owned subsidiary of PacificSource Health Plans.
PacificSource Health Plans either directly or through its subsidiaries participates in
Healthy Kids Connect and Public Employees Benefit Board. PSCS participates in the
Adult Mental Health Initiative as included in its MHO Contract. (Please see attached
Attachment A,1,m ~ PacificSource Health Plans Corporate Chart).
As indicated on the organization chart referenced above, PacificSource Community
Health Plans (PCHP), the parent company of PSCS, currently has a contract with
Medicare as a Medicare Advantage Plan. The service area for PCHP MA-PD Plan is
Crook County, Deschutes County, Grant County, Hood River County, Jefferson County,
Klamath County*, Lake County*, Sherman County, Wasco County, Wheeler County,
and Lane County. Klamath County and Lake County are partial counties as indicated by
ceqn
PSCS does not hold a current certificate of insurance from the State of Oregon
Department of Consumer and Business Services, Insurance Division.

(1) PSCS has developed an OHP capitation methodology as a part of its contracting
model with providers for its OHP population. This OHP capitation methodology
removes volume-of-service based on financial incentives and replaces it with incentives
that reward primnary care (including those that have successfully applied for Patient
Centered Primary Care Home (PCPCH) recognition status) and for providing “the right
care at the right time at the right place”. This new agreement further provides shared
savings incentives for PCPCH primary care providers as well as specialty providers for
appropriate management of care as measured by performance in a specialty care fund, a
hospital fund, and a prescription drug fund. In addition, PSCS has existing payment
methodologies including these Medical Home Incentive Payments which align quality
and best practice metrics that are designed to promote high quality care alongside cost
efficient care, PSCS has partnered with Central Oregon IPA (COIPA) who is investing
in new informational capabilities which are anticipated to lead to community-wide
evidence-based best practices, and will provide a data-based solution to variations in care
in the PSCS Medicaid population.




(2) PSCS will demonstrate the experience and capacity for the coordination of the
delivery of physical health care, mental health and chemical dependency services, oral
health care and covered DHS Medicaid-funded LTC services. This experience will be
further demonstrated in other sections in the appiication.

(3) PSCS will engage community members and health care providers in improving the
health of the community and addressing regional, cultural, socioeconomic and racial
disparities in health care that exist among the entity’s enrollees and in the entity’s
community. This engagement is described in various sections following this section.

q. Please see resumes for the following individuals listed below attached.

+ Chief Executive Officer ~ Kenneth Provencher
+ Chief Financial Officer ~ Peter Davidson

* Chief Medical Officer ~ Tom Ewing, MD
«Chief Administrative Officer ~ Sujata Sanghvi
Chief Information Officer ~ Erick Doolen

* Chief Operations Officer ~ Dan Stevens

r. Please see organizational chart which shows the relationships of the various departments.
(Please see attached, PacificSource Community Solutions Organizational Chart).
s. PSCS is deferring submission of the following documents until PSCS’s readiness review
under Section 6.7.1.
¢ Joint Management Agreement,
¢ Regional Health Assessment ~ “2012-2015 Central Oregon Health
Improvement Plan” full report.
o Plain language narrative of members’ rights and responsibilities.
s Hospital agreements.

A.IL Community Engagement in Development of Application

The PSCS CCO application effort is supported by the community it represents as is evidenced by the
governance description provided in Section 1. Multiple community partners have been involved with
PSCS staff to develop the CCO application, participate on the CCO workgroup, and have authored
sections of the application. In addition, the Central Oregon Health Council (COHC) provided
specific input in relation to “Governance” for the CCO application process with PSCS. Deschutes
County, Crook County, and Jefferson County Public Health completed the Community Health
Assessment and Health Improvement Plan for the region with input from numerous stakeholders,

Relevant History: PSCS and other community partners convened a group of thought leaders to begin
discussions in 2008 to discuss health reform beginning with the integration of public health,
behavioral health and physical health. These discussions and partnerships led to the development of
a regional health transition board with the initial charge of integrating the physical health and
behavioral health needs of Central Oregon residents. As a result of this work, PSCS became both the
FCHP and MHO for Deschutes County, Crook County, Jefferson County and 4 zip codes in Klamath




County in January 2011, This project included the placement of behavioral health staff in primary
care provider offices such as Mosaic Medical.

t

The Central Oregon leadership group led to the creation of the Central Oregon Health Council
(COHC). In July 2011, the Governor signed legislation that officially recognized the Central Oregon
Health Council through 8B 204. The COHC responsibility included development and -
implementation of a regional health improvement plan due to the State of Oregon in March of 2012,
The COHC has lead various initiatives and taken different forms during the last two years. Over
these last two years, the COHC has initiated projects including;

o Formation of the Central Oregon Health Board, an Inter-Governmental Agency that
consolidates administrative services provided by Deschutes, Jefferson and Crook
Counties.

o Development of an Emergency Department Diversion program.

¢ Integration of MHO (behavioral health) and FCHP (physical health) services.

¢ Development of the Program for Evaluation of Development and Learning clinic at
St. Charles Medical Center,

¢ Co-location of Behavioral Health Consultants in Primary Care Settings.

s Development of a Regional Health Improvement Project.

o Pariner in the passage of SB1506 which improves data transparency for mental health
medications prescribed to Medicaid members.

In addition, PSCS has also taken the role of a neutral convener in Central Oregon, bringing providers
and systems to a common table to focus on making Central Oregon one of the healthiest regions in
the country. Through a series of meetings called Opportunity Conferences, leaders from the
following organizations were brought together:

s St, Charles Health System,

s Bend Memorial Clinic,

¢ High Lakes Health Care, __

s Central Oregon Independent Practice Association,

+  Mosaic Medical,

s Public Health Agencies in all three counties including County Public Health
Directors, .

s Mental Health Agencies in all three counties including County Mental Health
Directors, and )

e Chemical Dependency organizations,

The Opportunity Conferences resulted in a shared community focus on four strategic areas that will
improve the health of the PSCS community.

Complex Care Strategy.

Improving Primary Care Access.

Community Health Information Exchange platform.
Enhancing Preventive Services.

2w




It is these initiatives and the collaborative work done by Central Oregon Health Council over the last
two years that has resulted in a common vision for the community, This shared vision and invited
participation has greatly informed the development of the Central Oregon CCO application. In the
development of the CCO delivery system model and the completion of the CCO application, PSCS
has relied on the same partners involved in developing the shared vision for Central Oregon, both in
a consultative fashion and in drafting certain elements of the application. PSCS is currently working
to engage the leadership in Wheeler, Grant, Lake and Harney Counties which have expressed interest
in becoming a part of the Central Oregon CCO.

Section 1 — Governance and Organizational Relationships

A.1.1, Governance
Description of CCO Governance

The Central Oregon CCO will utilize Central Oregon Health Council (COHC) as its governance
structure. COHC has a three year history of bringing public and private healthcare stakeholders
together to develop and implement collaborative community health initiatives in Central Oregon.
COHC’s role was formalized in 2011 with the passage of SB 204, which obligates COHC to oversee
a Regional Health Assessment and implement a robust Health Improvement Plan for the region.

Membership in the COHC will be evolving over the next 2 months, to fulfill the govérnance role
specified in ORS 414.625 and SB 1580. Current COHC membership consists of:

- County Commissioner from Jefferson County

- County Commissioner from Crook County

- County Commissioner from Deschutes County

- President of Central Oregon IPA (COIPA)

- CEO of 8t Charles Health System

- COO of PacificSource Community Solutions (PSCS)
- Consumer representative from Jefferson County

- Consumer tepresentative from Deschutes County

Additional membership being considered includes, minimally, representation from behavioral health,
oral health, specialty care and a regional Federally Qualified Health Center (FQHC).

Although PacificSource Health Plan’s Board of Directors cannot delegate full fiscal authority to a
community governing board, COHC governance functions of the CCO and the relationship between
the two organizations will be robust. COHC is currently forming as a legal entity for the purpose of
providing full community accountability and oversight to both the CCO and to regional populatibn
health initiatives including initiatives that address the needs of members with severe and persistent
mental! illness and members receiving DHS Medicaid-funded service and supports. Prior to the CCO
Readiness Review, COHC and PSCS will enter into a Joint Management Agreement (IMA) to
delineate CCO governance and operations roles. It is the intention of both COHC and PSCS that
PSCS’s CCO contract with OHA be contingent on the successful execution and ongoing maintenance




of the JMA between PSCS and COHC. It is anticipated that the JMA will be available at the
Readiness Review. (Please find attached, Attachment 1.1.1. Governance Visio).

Under the Joint Management Agreement with PSCS, Governance functions to be fulfilled by
COHC include:

-~ Oversight of CCO strategic plan and annual work plan.

- Establishment CCO performance metrics.

- Creation of principles and framework for annual CCO budget, principles around global
budget management, and shared savings/comnmunity reinvestment principles.

- Endorsement and enforcement of the CCO quality plan, and community standards of care for
CCO enrollees in concert with the CCO Clinical Advisory Council.,

- Accountability for Community Needs Assessment, Community Health Improvement Plan,
and plans to address significant health disparities in the region including the needs of
members with severe and persistent mental illness and members receiving DHS Medicaid-
funded I.TC services in concert with the CCO Community Advisory Council.

- Accountability for healthcare transformation including care model innovation, and strategies
to enable meaningful integration of behavioral health, physical health, oral health, and the
long term care delivery system.

- Evaluation of PSCS in its role of CCO legal entity.

- Resolving disputes among CCO contractors, providers, and other stakeholder organizations.

- Assurauce of transparency and accountability to the local community and to CCO members.

Under the Joint Management Agreement with COHC, CCO legal entity functions to be
fulfilled by PacificSource Community Solutions include:

- Fulfill CCO fiscal entity and legal entity functions including maintenance of required reserve
levels, appropriate licensure, and financial risk bearing.

- Be lead CCO operating entity. Includes provision of nanaged care and Third Party
Administrator functions including provider network maintenance and contracting, eligibility,
claims, customer service, member communications, compliance, member appeals, care
coordination and utilization management.

- Ensuring CCO annual work plan and priorities are carried out effectively on behalf of
members in concert with COHC, appropriate Advisory Councils, and providers.

- Provision of robust analytics and supporting data to develop global budget, alternative
payment methodologies, and performance metrics.

- Develop and maintain contracts with any downstream entities deemed necessary for the CCO
to efficiently fulfill the above obligations,

Community Advisory Council

PacificSource is working with COHC and its community partners to develop a Community Advisory
Council (CAC) to meet the requirements of ORS 414.625. The CAC will be broad based, and its
Chair will be a voting member of the COHC governing body. There will be consistent
communication between the COHC governing body and the CAC to ensure transparency and




accountability for the governing body’s consideration of recommendations from the CAC. The
Community -Advisory Council will be seated and chartered prior to the CCO effective date.

A.1.2. Clinical Advisory Panel

PSCS will establish a Clinical Advisory Panel (CAP) as a means of assuring best clinical practices.
The CAP will serve as a subcommittee of the Central Oregon Health Council (COHC). The role of
the CAP will be to provide clinical oversight and leadership to community clinical integration efforts,
clinical quality improvements projects and improvements in the local health care system and
delivery. The CAP will also serve a central role in coordination of the quality committees of the
health plan, Central Oregon Health Board (COHB) and the Central Oregon IPA (COIPA). The CAP
will consist of 15-17 members. Members will include a COHC member, Operating Council member
and Community Advisory Council member as liaisons. Additional members will include
representatives of behavioral health, oral health, the local FQHC, the hospital system, health plan,
COIPA, public health, clinical pharmacy, Long Term Care, Alcohol & Drug, Alternative Medicine,
Obstetrics, and other Specialty Care. The committee chair will be a clinical member of the
governing body of the CCO. The representatives from COIPA, PSCS and behavior health will be
members of their respective organizations quality committees. Through all CAP members, PSCS will
also obtain representation from each of the following regions: Bend, LaPine, Sisters, Redmond,
Prinevilie, Madras and Warm Springs. The CAP will also include members that provide
representation of underserved populations. At least two positions each will be for memnbers
presenting Jefferson & Crook Counties. (Please find attached Attachment A.1.2 — CAP Visio).

A.1.3. Agreements with Type B Area Agencies on Aging and DHS local offices for APD
(APD)

PSCS is working directly with DHS local APD office in obtaining the initial MOU. These
conversations have been expanded to include identification of current processes, intersects, and areas
of collaboration.

A.l.4, Agreements with Local Mental Health Authorities and Community Mental Health
Programs

Representatives of the Central Oregon Counties includihg Crook County, Deschutes County and
Jefferson County have been working closely with representatives of PSCS to create a formal,
administrative, programmatic and financial framework that will assure the Local Mental Health
Authority’s (LMHA) role and Community Mental Health Program’s (CMHP) role will be
accomplished successfully throughout the region. There is agreement in principal to create both a
legally binding letter of agreement and a contractual global payment by PSCS for LMHA/CMHP
responsibilities. A comprehensive program contract, including a global payment methodology and
reporting framework will be signed between PSCS and the Central Oregon Health Board (COHB) in
summer 2012. This contract will be based on a wnatrix of assigned responsibilities between the
Central Oregon Health Council (COHC), PSCS as CCO fiscal agent, the COHB, and the
participating counties. Within the next six months, all behavioral health responsibilities currently




managed by PSCS MHO through its subcontractor Accountable Behavioral Health Alliance (ABHA)
will be assumed by the COHB, its participating counties, and/or PSCS.

‘
The parties agree that all resources needed to sustain current CMHP services, particularly for people
requiring intensive services, will be provided to the COHB, and then through the COHB to the
participating counties. This includes but is not limited to such essential services as EASA, acute
care, AMHI, assertive community treatment, children’s wraparound services, 24/7 crisis services,
residential and employment programs, and other programs and services for people requiring more
intensive services and support. It is further agreed that the CMHP will participate actively in the
transforination process, in complex care models, in outcome based investments, in the movement to
improve care coordination and integration, in the development of person centered priinary care
homes and in the shared services that require both OHP and State General Fund resources to be
successful.

A.l4.a. As outlined above, intensive negotiations have resulted in a
framework and matrix for these working relationships. At the time of application, these roles
and responsibilities are being priced and a financial model is being created, In addition, work
has begun on the global payment framework that will assure that PSCS invests in COHB
services for OHP members requiring intensive services and supports. The participating
counties, through the County Commissioners represented on the COHB, have reviewed this
framework and authorized budget and personnel development in anticipation of a signed
contract and payment plan within the next 60-90 days. It is expected that the COHB may
assume many of the duties currently assigned to ABHA on or close to the PSCS CCO start
date.

A.1.4.b. Central Oregon Counties have a long history of working with St. Charles
Health System, public safety and social service organizations, and residential programs in the
local area to serve and support people transitioning for extended or long-term psychiatric care
programs. Deschutes County, in particular, has invested in residential development with a
significant increase in SRTF, RTH and supported housing options in the last 18 months. The
region’s Central Oregon Regional Acute Care Council (CORACC) will be reconstituted
through the COHB to assure acute care and residential resources are in place and responsive
to the needs of OHP members in a timely manner, It is agreed that representatives of PSCS
will participate actively in the work of COHB’s CORAC Council.

A.ld.c. PSCS will coordinate with Community Emergency Service Agencies
to promote an appropriate response to members experiencing a mental health crisis. PSCS
will work with and through Local Public Safety Coordinating Councils and their participating
members, In addition, the work of the Crisis Intervention Coalition in Deschutes Cotncil
will be sustained as additional officers throughout the region and will be trained in and serve
as extensions of a CIT model in Central Oregon. This forum in each County and collectively
throughout the region, will promote an appropriate response to members experiencing a
mental health crisis. .




A.L5, Social and support services in the service area

A.l.5.a. PSCS is in the process of identifying key agencies and individuals within the
offices listed below. As these agencies and individuals are identified, PSCS will meet to
discuss how to partner with each agency so that the services they offer are incorporated into
the work being done within the CCO. These key agencies and offices are:

o DHS Children’s Adults and Families field offices in the service area;

o Oregon Youth Authority (OYA) and Juvenile Departments in the service area;

o Department of Corrections and local community corrections and law
enforcement, local court system, problem solving courts (drug courts/mental
health courts) in the service area, including for individuals with mental illness and
substance abuse disorders;

o School districts, education service districts that may be involved with students
having special needs, and higher education in the service area;,

o Developmental disabilities programs;

o Tribes, tribal organizations, urban Indian organizations, Indian Heaith Services
and services provided for the benefit of Native Americans and Alaska Natives;

o Housing;

o Community-based family and peer support organization;

o Other social and support services important to communities served.

Connections to these resources for members of the CCO will happen directly through
connections of Community Health Workers, public health staff, and other consumer
advocates in the health care system and their community services networks, Connections
will also happen through the networks and relationships of the COHB and COHC
Membership to existing advisory boards. These connections will include: County Local
Alcohol and Drug Planning Committees, Mental Health Advisory Boards, Cominissions on
Children and Families, Local Public Safety Coordinating Councils, Emergency Food and
Shelter Advisory Boards, Family Court Advisory Boards, and local hospital boards to name a
few, The COHB Membership to Central Oregon Intergovernmental Council, Regional
Housing Authority, and Regional Community Action Agency will provide additional
connections.

A.1.6, Community Health Assessment and Community Health Improvement Plan

Community Health Assessment: PSCS through the COHC has begun work on a community heaith
assessment and a community health improvement plan. In 2011, collaboration began to conduct one
region-wide assessment through shared work with schools, public health agencies, health care
organizations, United Way and other community partners. By collaborating in this manner, it is
expected that there will be increased efficiencies in the work to conduct the assessment, but more
importantly, involved organizations will share the workload, involve their stakeholders, learn
together and work together to act accordingly for the advancement of the community.




The assessment as currently structured involves:

o Identifying key indicators, definitions, and sources '

» Gathering existing objective data '

o (Gathering new subjective data (surveys, focus groups, etc.)

¢  Analyzing the information

« Informing through a cohesive story

¢ Formatting the document

s Developing and implementing a marketing plan

¢ Coordinating interventions from each organization to begin addressing the identified gaps
+ Evaluating the interventions to determine impact on key indicators

PSCS will work with the OHA, including the Office of Equity and Inclusion, to further identify the
components of the community health assessment. Currently, PSCS partners with the local public
health authority, hospital system, and local mental health authority. PSCS will be discussing the
status of the current community health assessment with local APD offices to identify areas of
partnership and collaboration. The assessment will be analyzed in accordance with OHA’s race,
ethnicity and language data policy once the policy is made available.

As a part of the community assessment discussions that have occurred, plans for a Regional Health
Database — Healthy Communities Institute have started to develop. Community pariners have agreed
that rather than having multiple agencies searching multiple (and often similar) sources for data and
information year after year, the creation of a common database that would evolve over time to
become a single source of data with automated feeds from disparate sources, standard reports and
customizable mining capabilities would be useful. PSCS and its community partners will collaborate
with other regions and the state to ensure standard definitions and design. The work is expected to
occur in four main phases:

s Planning and quick wins.

» Approving of Healthy Communities Institute Website and funding decisions.

& Designing of the database infrastructure through Healthy Communities Institute and core data
feeds and reports available to the public on a shared website,

« Enhancing and automating, possible merging with other regions into a state-wide database.

In addition, a smaller group of data stakeholders from Crook County, Jefferson County, and
Deschutes County began working with Sarah Kingston, MPH, data analyst for Deschutes County to
analyze the data from the three counties to create a comprehensive health report including
information on disparities, race and ethnicities, and language needs in the three counties.

PSCS was included in the assessment through the opportunity conferences sponsored by
PacificSource Health Plans. This regional community health assessment will be an ongoing process
led by the Central Oregon Health Board Public Health Departments yearly. There will be quarterly
strategic planning sessions with tri-county partners to analyze the data and assess strategies. Data
from public sector and private sector is also being used to identify the needs in the community., An




effort will be made to continue to add partners to the table who did not participate in the initial
process such as the AAA system.

Deschutes County, Crook County, and Jefferson County will continue to assist PSCS in the
engagement of diverse populations including but not limited to individuals receiving DHS Medicaid
Funded L.TC and individuals with severe and persistent mental iliness in the community health
assessment process through consultation focus groups, surveys, and contracted services as needed to
gather data from specific populations.

The Central Oregon Health Report 2012 Executive Summary is attached. (Please see attached
Attachment A.1.6 — Central Oregon Health Report 2012 Executive Summary). The fuil Central
Oregon Health Report will be available at Readiness Review.

Stakeholdets in support of this regional effort include: St. Charles Health System, Mosaic Medical,
HealthMatters, United Way, Deschutes County Health Department, Jefferson County Health
Department, Crook County Health Department, Deschutes County Commission on Children and
Families, Crook County Commission on Children and Families, Jefferson County Community Health
Improvement Plan, High Desert Education Service District, FivePine Lodge, St. Charles Health
System ~ Behavioral Health, St. Charles Health Systetn ~ Performance Management, St. Charles
Health System ~ Self-Care, St. Charles Health System ~ Kids@ Heait, PacificSource Community
Solutions, Warm Springs Tribal Council, Bend Memorial Council, Central Oregon Independent
Practice Association, Les Schwab, City of Bend, City of Redmond, City of Prineville, City of Sisters,
City of Madras, AAA, St. Charles Health System ~ Redmond; St. Charles Health System ~ Bend, St.
Charles Health System ~ Prineville, Mountainview Hospital ~ Madras, Partnership to End Poverty,
and Kids Center.

Health Improvement Plan: A data/assessment workgroup composed of community partners met
January 3, 2012, Available data was reviewed and discussed incorporating experiential and
professional knowledge. Fromn that meeting, nine priorities for the Central Oregon Region were
identified; sub-categories of interest were called out and listed where appropriate. The areas chosen
for the Health Improvement Plan were then vetted through the COHB and COHC and Healthy
Environments was added as an additiona! area. The ten areas chosen were:

¢ Disparity and Inequality

e Access and Isolation

o Early Childhood Wellness

s Food Insccurity

s Oral Health

o Safety, Crimne, and Violence
¢ Chronic Disease

s  Alcohol, Drug, and Tobacco
e Behavioral Health, Suicide
* Healthy Environments




Staff from the counties worked with a contractor to write the Health Improvement Plan for the region
which has been submitted to the State of Oregon as required by SB204, The workgroup created the
plan based on the ten areas with engagement of multiple community partners to compléte the work.
The Health Improvement Plan was approved by the COHB and the COHC. The plan provides the
guidance for developing coordinated care plans in the region while focusing on pleventlon and the
Triple Aim and aligns with the care strategies being developed by PSCS.

Section 2 — Member Engagement and Activation

A2.1. Member and Family Partnerships

PSCS will actively engage partners in the design and implementation of treatment and care plans
being inclusive of cultural preferences and goals for health maintenance and improvement,
Whenever possible, PSCS will engage members in a way that the member s choices will be reflected
in provider selection and treatment plans.

A2.l.a, PSCS and its subcontractors understand that the brief period of time when a
member is newly enrolling on the plan is critical for building a strong and lasting
relationship. Currently, PSCS members are sent identification cards, member handbooks,
provider directories and an automatic assignment of a primary care provider (if an existing
primary care provider isn’t assigned). These resources allow the member to engage in
managing their health by connecting them to not only PSCS but also a community provider
who is actively interested in taking care of the member.

Members new to the plan and who call PSCS Customer Service for the first time are
identifiable in the system so that the customer service staff can allocate additional time to
walk the member through accessing their benefits, Customer service staff has the
opportunity to spend time with the member which can include conferencing in local provider
offices to help setup initial consultations. If the member already has an established primary
care provider identified in the system, the customer service agent will ensure that they are
properly assigned within the system. Customer service staff will also send the member or
their guardians a disclosure form to allow for others to actively participate in managing their
care.

Currently, the customer service departmeht maintains a list of quality activities that ate being
offered by the PSCS and educate staff members on their benefits relevant to the members’
sitvations. Additionally the customer service department maintains a list of community
resources that the member might be interested in accessing outside of the standard benefit
package. It is the main goal of PSCS custoiner service staff to build a relationship of trust and
integrity with each member that can help guide the member through the health delivery
system. Through policy and program designs that are coordinated with community partners, a
consistent method for facilitation of meaningful member engagement will occur.

PSCS will work with its partners to develop community terms of engagement that can be
consistently applied across providers, services and settings. Member engagement will be




fostered through shared decision-making within the clinical advisory committee and the
community advisory committee, Tools will be developed along with population based
clinical guidelines to improve the members care and to help the member evaluate health care
decisions. The following methods based on research and best practice will be supported
through the program when possible.

* Employ individuals when possible whose cultures and language match the
populations. '

¢ Provide training in coordination with providers regarding cultural norms and
practices that effect care and outcomes.

s Engage interpreters.

» Provide targeted member materials for identified populations.

¢ Provide translation of materials for members upon request.

¢ Develop partnerships with public health, community and faith based
organizations serving minority populations to increase trust, access, and
education.

s Collect data and analyze data to identify and address disparities and social
injustice issues within the community,

s Utilize peer navigators, community health workers, community public health
nurses, and public health programs such as WIC to access members and
improve client care.

¢ Provide reports to the Community Advisory Committee to aid in the
improvement of care.

¢ Develop written care plans and offer training to providers on the use of the
care plans,

¢ Develop a variety of materials and training tools for member engagement.

« Initiate specific focus groups coordinated with public health for high need
clients to determine gaps in care and needs. Development of surveys to better
assess needs will be considered as well.

o Document outreach to and case management of members to allow for better
tracking coordination and facilitation of care between partners.

¢ Develop health literacy programs. Multiple providers including St. Charles
Health System, Mosaic, and the counties are currently engaged in this
process.

A.2.1.b. PSCS and its subcontractors approach each interaction with a member as a
chance to educate and empower. PSCS believes that members can be hindered and
disadvantaged in managing their care due to a lack of knowledge and confidence and lack of
empathy from their health care organization, PSCS places a focus on understanding and
actively supports each member in overcoming barriers. PSCS ensures that each member is
educated on the PSCS’s quality initiatives and other community resource available to the
member, The claim and authorization systemn can be used to measure member activation
rates. The time is measured from the first day of enrollment to the first date of service ona




claim, first cali to Customer Service or the first referral to a provider. The claim and
authorization system has the ability to flag members with certain chronic diseases or complex
needs based on both claims and referral data. Any staff member who interacts with a
member with a chronic disease or complex need can be notified of the condition so they can
ensure the member’s needs are addressed appropriately. This notification allows staff the
opportunity to provide members with focused instruction or education,

PSCS will further analyze opportunities to encourage member engagement teams in provider
practices. PSCS will work with community partners to:

¢ Develop training programs by public health on the social determinants of
health and the effect on health.

¢ Identify and address transportation barriers.

+ Identify situations leading to lack of access to healthy food.

¢ Encourage walking paths and other opportunities for physical activities for all
populations in communities.

¢ Provide education and information for members regarding prevention
programs such as Oregon Quit Line, Living Well and other programs.

e Provide engagement materials for members.

PSCS will engage members in culturally and linguistically appropriate ways. The enrollment
system has the ability to track a member’s race, ethnicity and primary language. This allows
PSCS to ensure all materials sent to the members are provided in the members® primary
language. It also allows customer service staff to route calls from a member to a native
speaker or to prepare a language line interpreter, The customer service department will
employ native Spanish speakers and utilize a language line service for all other languages.

PSCS will educate members on how to navigate the coordinated care system and will ensure
access to peer wellness and other non-traditional healthcare worker resources. PSCS will
provide education to staff on the nuances of navigating the new coordinated care approach.
Customer service staff will go through extensive training on the local community’s available
resources. Because the customer service staff is one of the most readily available resources
to a member, it is critical that they understand the new delivery model and are able to gunide
the members through the process.

PSCS will encourage members to use effective wellness and prevention resources and to
make healthy lifestyle choices in a manner that is culturally and linguistically appropriate.
PSCS will maintain a list of quality programs and alternative benefits that are being offered
and educate members on benefits of making healthy lifestyle choices.

PSCS will provide piain language narrative that informs members about what they should
expect from the PSCS with regard to their rights and responsibilities. As conversations
continue in the development of the CCQO, this narrative will evolve. A drafi of the narrative
will be available upon readiness review, Once the Community Advisory Committee (CAC)
is activated, it is expected that the CAC will monitor and measure member activation. The




A3l

process of how this is to be accomplished will be determined by the CAC with assistance
from PSCS staff and community partners.

Section 3 — Transforming Models of Care

Patient-Centered Primary Care Homes (PCPCH)

Ad.la. PSCS will support provider networks through the provision of technical
assistance, tools for coordination, management of provider concerns, relevant member data,
and training tools necessary to communicate in a linguistically and culturally appropriate
fashion as explained below. '

Technical assistance: PSCS will provide assistance, resources, and
supporfive services for clinics who are working to become “PCPCH
Recognized”, clinics that have already received PCPCH recognition,
and clinics who are working toward advancement of tiers, In
addition, PSCS will offer assistance, resources, and supportive
services for clinics who are implementing other quality improvement
efforts in collaboration with PSCS. This assistance can include
practice facilitation and/or coaching, participation in learning
collaborative, online learning modules, and other resources that
support practice transformation and result in better health, better care,
lower costs and enhanced member experience. Presently, several
clinics in the Central Oregon area have already achieved PCPCH
Recognition. These clinics are able to collaborate with one another as
well as with practices who have not yet applied in order to provide
technical assistance and share best practices for application,
advancement of tier level, and practice transformation.

Sharing of information among provider practices is currently being
facilitated by the Central Oregon Independent Practice Association
(COIPA) and other community partners including PSCS. The Oregon
Health Authority has partnered with Northwest Health Foundation
and HRSA to fund a PCPCH Center (Center) which intends to
provide technical assistance and opportunities for providers to
participate in a learning collaborative, learning networks, and online
learning to support practice transformation. It is expected that the
Center will provide assistance with strategic planning and financial
coordination. COIPA and PSCS are in the process of setting up a
PCPCH community forum in Bend with the potential of a second
community forum in the Gorge with speakers from Oregon Health
Policy and Research. The tentative date for Bend is set for May 22™,
The agenda is being developed, and potential topics include:




o Overview of PCPCH Program.

o Application Process.

o ' Additional PMPM funds available for recognized clinics.

o Reporting.

o Payment timelines and structures (MCO vs. FFS OHP
members, and Q&A opportunities).

The intention is to also make discussion available remotely to clinics

out of the area with use of “Go to Meeting”. - .

Tools for coordination: In coordination with traditional case
management services PSCS currently provides and will continne to
provide, PSCS case managers are well trained and are currently
taking on “co-management” tasks and communications with coaching
and transitions in collaboration with clinic-based case managers.
PSCS intends to further build upon these relationships and
collaboration further through the PSCS/PCPCH model. PSCS
encourages care coordination through the use of Exceptional Needs
Care Coordinators (ENCCs), PSCS case managers, and an electronic
referral system to keep primary care managers involved with and
well-informed about the specialty care being received by their
members, Data analysis is being used to identify and support
opportunitics to improve quality/coordination of care.

Management of provider concerns. When concerns are brought to
PSCS Provider Network Department, the appropriate team researches
the issue and contacts the provider. Often, PSCS Provider Network
will work with multiple departments within the company to research
and address the providers concern. During the research process, the
provider is kept informed of the progress/status. In addition, PSCS’s
community partner, COIPA, currently provides support for provider
members and serves as a liaison between providers and various
community resources, including other providers, payers, the hospital
systein, efc.

Relevant Member data. For PCPCH clinics, PSCS is currently
providing a list of clinic assigned members and identifying which
members have ACA qualified condition eligible claims. This activity
will assist clinics in identifying members that may be ACA qualified.
In addition to that information, PSCS is providing some additional
information about the member such as Ingenix ERG prospective risk
score, total medical and pharmacy costs of the member for the past 12
months, date of most recent ER visits, total ER visits in the last year,
date of most recent inpatient stay and count of inpatient stays in the
last year, and the DRG for the most recent stay to help assist clinics




with managing PSCS members, PSCS is also a data supplier to
Quality Corp and has worked with them to add PSCS’s Medicaid
lines of business to the reporting of quality improvement measures
which include member specific results that providers can access
through an online portal. Currently, an agreement between COIPA,
TransUnion, and PSCS allows data reports to be developed using
OHP member claims. These reports identify and track quality
initiatives and give providers an additional resource for population
management and tracking of utilization. Three local provider offices
are expected to participate in a pilot with Q-Corp which will provide
opportunities to analyze EMR data in an effort to begin looking at
consolidating claims and clinical data,

Training and tools necessary to communicate in a linguistically
and culturally appropriate fashion with Members and their
families, Provider Directories noting the provider’s languages will
be provided to members to ensure members can choose a Primary
Care Provider that is fluent in the member’s primary language.
Materials will be written in 6™ grade reading level and will also be
translated into Spanish, since the thresholds as identified by OHA are
met for this need in Central Oregon. If members need other
informational materials in another form, PSCS will provide them with
the pertinent information, Examples include:

Other Languages

Large Print

Computer Disk

Audio Tape

Oral Presentation

Braille

PSCS also provides interpreter services, including sign language, for
members. Members can request an interpreter to assist at their doctor
office visits. These services are available in person or by phone. For
meinbers who have cultural or physical challenges deterring them
from receiving the appropriate care due to transportation, PSCS will
assist in providing transportation services to and from healthcare
appointments, PSCS will continue to work with community partners
in the service area to provide these services to ensure members get the
needed care.

PSCS will provide members with newsletters that include pertinent
benefit information, resources, access to care, and other important
information about their health. These newsletiers will be available in
Spanish and other formats noted above. PSCS has a website for
members where they can access information 24 hours a day, 7 days a




week. The website is Section 508 compliant and is written at a 6%
grade reading level.

A3.Lb, PSCS will continue to engage its members though a number of outreach
initiatives. Contact will be made via print materials, member access via the PSCS website,
direct outreach to the member either through clinical or non-clinical staff at PSCS, and
through initiatives that are communicated in conjunction with PSCS provider partners.
Through these vehicles, members will be made aware of program changes and transformation
activities and their impact on provider capabilities. PSCS will assist its providers in
developing methods of member engagements. Currently, new members at one PSCS
provider office have an initial hour-long appointment with a patient navigator who explains
what it means to be in a PCPCH, what the member should expect with regard to access to
care, what he/she should expect in relation to guality and customer service-from the provider
staff, and what is expected of the member with regard to keeping appointments,
communicating with the clinic and his/her PCP, and appropriate ER utilization, etc, PSCS
considers this to be a best practice mode! for providing member education, achieving member
engagement, and setting expectations. [t has strong potential for being implemented in other
PSCS provider offices.

Ad.lLc, PSCS will partner with the provider community to implement a network of
PCPCHs that will include a plan to encourage use of PCPCHs by members and a plan to
encourage providers to move toward higher tiers. PSCS is in full support and alignment
when working with clinics currently tiered for PCPCH and is also assisting those clinics who
are currently working to apply for recognition. Currently in the Central Oregon area, 12
clinics have been awarded PCPCH recognition. These clinics are located in all areas that
have the highest member saturations throughout this geographic area. For clinics that are
attempting to apply but may fall shoit of the “must haves”, PSCS is willing and able to
support requests for assistance to ensure these clinics have the capabilities to meet standards
required for PCPCH recognition. PSCS has internal resources well versed in PCPCH
standards and requirements at all tiers and are ready and able to engage with clinics
regardless of their current readiness and level of engagement in PCPCH. For those clinics
that have applied and been recognized for Tier 1, 2 or 3, PSCS is able to supply rosters of
Medicaid members in their area that are attributed to their clinic as well as indicators of what
ACA qualifiers these members/patients may meet these criteria to be able to assist them with
the appropriate identification. PSCS is able to identify member saturation and will reach out
to clinics in areas of high member concentration to promote and support PCPCH recognition.
For those not yet recognized, PSCS is ready to work with them to ensure they are capable of
applying and becoming recognized. This will ensure that clinics serving these populations are
engaged and are collaborating with PCPCH standards and expectations. As the number of
PCPCH recognized clinics increase, PSCS and its partners can begin to work with each
network to ensure that the needs of each member population’s needs are addressed
appropriately and across all aspects of care to ensure that targets and benchmarks are
obtainable and reached within 5 years and beyond.'




PSCS will require two-way communication and coordination between the PCPCH and other
contracting health and service providers in a timely inanner for comprehensive case
management. Once PCPCH clinics are tiered and members are attributed, PSCS will set up
an introduction of a communication requirement/outline between PSCS case management
team and the clinic. This requirement/outline will be created to ensure communication is
open and utilized to its fullest capacity. These relationships will be built from the beginning
and will be a top priority to ensure collaboration is enhanced with communication that is"
effective and timely. PSCS has the ability to communicate with clinics in various ways
including: Phone, In Person, Fax and Email. One PSCS provider is already using Relay
Health to electronically communicate lab orders and results with the local hospital system.
‘The electronic OHP Referral system utilized by PSCS allows for e-submission and review of
referrals, Through this system, many referral responses are received same day. The system
allows for specialty providers to route additional referral requests back to PCPs for approval,
or PCPs can delegate sub-referral authority to a specialist.

A3.1.d. PSCS’s PCPCH delivery system will coordinate PCPCH providers and
services with DHS Medicaid-funded LTC providers and services. In coordination with
traditional case management services PSCS currently provides and will continue to provide,
case managers who are coordinating tasks and communications and are well trained in
providing coaching in transitions and assistance for LTC providers. PSCS intends to build
upon these relationships and collaboration further through the CCO/PCPCH model. PSCS
will identify local LTC providers in the service area of application and assist with
coordination and communications if PSCS members require LTC outside their immediate
service area, In addition, an Advanced Iliness Management committee with representatives
from the hospital, palliative care, home health, in-home care, hospice, and primary care is
working to develop evidence-based guidelines for advanced illness management, with the
intention of educating providers and improving coordination of member care and
communication between PCPs, Specialists, and ER providers.

Ad.le. PSCS will encourage the use of federally qualified health centers, rural health
clinics, school-based health clinics and other safety net providers such as family planning
programs that qualify as patient centered primary care homes, PSCS currently partners with
Federally Qualified Health Centers (FQHCs) Rural Health Centers (RHCs), school-based
health clinics, and other safety net providers for the comprehensive provision of care for
OHP enrollees. These safety net providers are highly-engaged participating members of the
Central Oregon Independent Practice Association (COIPA) which is the main physician-led
organization in central Oregon, which works to align the safety-net physician community
with all community providers through activities such as: '

o Committees on quality, appropriate utilization, transitional
care, end-of-life care, and disease management.

o Community Health Information assessments to assess cost
and utilization with a goal of reductions in variations of care.




o Alignment of provider incentives, through new
reimbursement models which reduce the reliance on per
service, volume based reimbursement, and increase payment
methodologies which provide investment for high quality,
cost-effective care.

In addition, these safety net providers are core participants in the PCPCH initiative, and have
further participated in grant funding and other shared savings from PSCS for initiatives
which support both medical home development and increased capability for integration of
dental and behavioral health capabilities. Through the co-promotion of safety net provider’s
increased capability, PSCS has and will continue to encourage and expand the use of these
providers by the communities they serve.

A.3.2. Other models of patient-centered primary health care

Ad.2a Considering a long-term strategy as the CCO evolves, PSCS may
consider the use of other models of patient-centered primary health care that align
with other PacificSource plan models. PacificSource through PSCS has adopted the
model of PCPCH throughout ali its Medicaid medical home endeavors (See Medicaid
Line of Business below) and had agreements prior to the PCPCH standards being
formed. A multiyear agreement was adopted and agreed to and included
measurements very similar to PCPCH measurements. Upon renewal of each medical
home agreement currently in place, PSCS will ensure that it completely and entirely
represents PCPCH standards and requirements to ensure full collaboration with this
model,

Commercial/Medicaid Lines of Business: PacificSource is engaged
in a statewide initiative that coordinates and collaborates with
multiple payers and clinics across the state of Oregon. This patient-
centered model coordinates all the individuals responsible for treating
members with chronic conditions. Under this pilot project, a specially
trained nurse acts as a navigator, developing a personal relationship
with a member to understand exactly how best to care for them. This
nurse then coordinates between other partners on the team, including
the member’s primary care physician, medical specialists, hospitals
and health plans, Potential initiatives have been identified that could
help improve quality while reducing the $20,000 per person in annual
health care costs for this segment of the population is anticipated.
Medicare Advantage HMO Line of Business: PacificSource is
engaged with a large clinic in Bend, Oregon. This patient-centered
model embeds a Care Manager (RN) in their clinic to manage and
coordinate the individuals responsible for treating members with
chronic conditions. Similar to the pilot above, the embedded Nurse
Care Manager acts as a navigator, developing a personal relationship




with a member to understand exactly how best to care for them. This
nurse then coordinates between other partners on the team, including
the member’s primary care physician, medical specialists, hospitals
and health plans.

Medicaid Line of Business: PSCS is engaged with the local IPA in
Bend, Oregon (Ceniral Oregon Independent Practice Association-
COIPA) in a patient-centered model. This patient-centered model
embeds a Care Manager (RN) in the FQHC to manage and coordinate
the individuals responsible for treating members with chronic
conditions. This Nurse Care Manager (NCM) is employed by
COIPA and PSCS supports the salary for this nurse to be embedded in
the clinic. Similar to the pilots above, this embedded NCM acts as a
navigator, developing a personal relationship with a member to
understand exactly how best to care for them. This nurse then
coordinates between other partners on the team, including the
member’s primary care physician, medical specialists, hospitals and
health plans.

Grant Funding for Medical Home and PCPCH: In addition, the safety
net providers are core participants in the PCPCH initiative, and have
further participated in grant funding and other shared savings from
PacificSource for initiatives which support medical home
development and increased capability for integration of dental and
behavioral health capabilities. Through the co-promotion of safety
net provider’s increased capability, PacificSource has and will
continue to encourage and expand the use of these providers by the
communities they serve.

A3.2.b. PacificSource and its associated health plans recognize that one
essential element in the achievement of the Triple Aim in the communities it serves
will be the positive transformation of primary care. Through collaboration and
partnership, PacificSource seeks to foster and align with that change. PacificSouice
believes that aligning internal goals and strategies to incorporate PCPCH standards
within a medical home network is the best path in achieving Health System
Transformation.

A3l PacificSource will require timely two-way communication and
coordination between its patient-centered primary health care providers and other
contracting health and services providers for comprehensive care management. Once
PCPCH clinics are tiered and members are attributed, PacificSource will set up an
introduction of a communication requirement/outline between the care management
team and the clinics. This requirement will ensure communication is open and
utilized to its fullest capacity between all entities. Whenever possible, PacificSource
will facilitate coordination between clinics EHR/EMR systems to most efficiently




transfer information as well. These relationships will be built from the beginning and
will be a top priority to ensure collaboration is enhanced with communication that is
effective and timely. PacificSource has the ability to communicate with clinics
through their methods of preference which maybe a combination or one of the
following: Phone, In Person, Fax and Email. In addition, one of PacificSource’s
providers is already using Relay Health to electronically communicate lab orders and
results with a local hospital system. PacificSource’s electronic referral system allows
for e-submission and review of referrals. Through this system, many referral
responses re received same day. The system also allows for specialty providers to
route additional referral requests back to PCPs for approval.

AJ3.2.d. PacificSource’s patient centered primary health care delivery system
will coordinate with PCPCH providers and services with DHS Medicaid-funded LTC
providers and services. In coordination with traditional case management services
and PCPCH case management PacificSource currently provides and will continue to
provide, case managers are well trained and are currently capable of coordinating
tasks and communications with coaching in transitions and assistance for LTC
providers. PacificSource intends to build these relationships and collaboration further
through the CCO/PCPCH model. PacificSource is capable of assisting with
coordination and communications if members require care in an LTC facility in
service area or outside this service area.

A.3.3. Access

Adda PSCS will take steps to assure that coordinated care services are
geographically located in settings that are as close to where members reside as
possible, are available in non-traditional settings and ensure culturally-appropriate
services, including outreach, engagement, and re-engagement of diverse communities
and under-served populations (e.g., members with severe and persistent mental
illness) and the delivery of a service array and mix is comparable to the majority
population, PSCS assures network adequacy via regular assessments of providers
who are open to new members, as well as monitoring wait times for members to get
access to their designated provider. Members have the choice of who they want as
their dedicated primary care provider, but if a member does make a selection, PSCS
ensures geographic proximity for assignment to a primary care home,

In addition, PSCS is able to identify member saturation and reach out to clinics in
those areas of high concentration to determine level of PCPCH recognition, For
those offices that may not be recognized, PSCS is ready to work with them to ensure
they are able and capable of applying and becoming recognized. This will ensure that
clinics serving these populations are engaged and are collaborating with PCPCH
standards and expectations. Once this has been identified and clinics are in
compliance, PSCS can begin to work with each network to assure that the specific
area member population’s needs are address appropriately and across all aspects of




care to ensure that targets and benchmarks are obtainable and reached within 5 years
and beyond,

A

In terms of non-traditional care, PSCS has been involved in a cross-community
collaboration to develop, fund and encourage Community Health Workers (CHWs)
within the provider community, as well as within the safety net providers in the PSCS
provider network. In addition, PSCS has provided grant funding to enable a
community health assessment to determine to what extent and in what domains non-
traditional care workers are best deployed in a community where those providers
have not yet been deployed. This assessment also identifies geographical locations of
services and cultural appropriate services to provide outreach, engagement, and re-
engagement of diverse communities and underserved populations including those
members who have severe and persistent mental ilinesses, CHWSs engage with the
members both in the inpatient as well as outpatient setting, to ensure members have
the most benefit from these engagements and have access across the continuun of
care. In terms of Personal Health Navigators, PSCS employs Transitional Care
Coordinators who function in a member advocate/navigator role in helping members
with medical system question/navigation, transportation, primary care assignment,
and other forms of personal assistance. Interpreters are available both within PSCS
and in conjunction with customer service staff via a contract with interpretation
services vendors, as well as in the provider commmunity, particularly within the safety
net providers. This will assist in making sure members get culturally-appropriate
care reflective of the diverse community both PSCS and PSCS provider partners
serve. Members with severe/persistent mental iliness and who otherwise are regarded
as underserved, benefit from excéptional needs care coordination services made
available to them, with PSCS staff and Community Health Workers dedicated to
making sure they receive personalized/coordinated care for their care needs. There
are no referral requirements for such members, Many of the PCPCH also have
integrated Behavioral Health Consulitants, mental heaith professionals, who are
trained in providing brief therapeutic interventions in primary care settings for those
who may have mental conditions secondary to a primary medical iflness and whose
symptoms are impacting their healthcare. These Behavioral Consultants have also
worked with individuals with complex and chronic conditions who are part of the
Emergency Department Diversion project, resulting in more appropriate utilization of
the healthcare system.

PSCS is working to identify populations and demographics of the populations needs

to be able to identify local resources that are appropriately qualified and ready to
provide patient centered levels of care. This provides opportunities for
members/patients to receive services at the most effective level of care. PSCS is
currently working in several areas that are incorporating FQHC’s, RHC’s, Safety Net -
and also school-based clinics with Primary Care and ensuring these members have




access to these resources and communications are open and utilized between these
qualified clinics.

A3.3.b. PSCS does not anticipate any barriers at this time.

Al3.e PSCS will engage members of all covered populations to be fully
informed partners in transitioning to this model of care. PSCS will engage its
members though a number of outreach initiatives. Contact is made via print
materials, member access via PSCS website, direct outreach to the member ¢ither
through clinical or non-clinical staff at PSCS, and through initiatives that are
communicated in conjunction with PSCS provider partners. Through these vehicles,
members cau become aware of program changes and their impact on provider
capabilities, through the medium where they most effectively get their information.

PacificSource as an oi'ganization of multiple products is currently researching
different member engagement models and strategies such as Insignia Health that will
provide assistance across multiple and diverse populations.

AJ.4, Provider Network Development and Contracts

Al.da, PSCS will build on existing provider networks that deliver
coordinated catre and a team based approach, including providers external to the
Central Oregon service area, to ensure access to a full range of services to
accommodate member needs. PSCS is able to identify member saturation and reach
out to clinics in these areas of high concentration. PSCS will work with each
network to ensure that the specific arca member populations’ needs are address
appropriately and across all aspects of care to ensure that targets and benchmarks are
obtainable and reached within 5 years and beyond. PSCS Staff is knowledgeable in
regards to requirements related to utilization of appropriate community resources and
are ready to coordinate. PSCS is currently working in several areas including some
outside Central Oregon that are incorporating FQHC’s, RHC’s, Safety Net and also
school-based clinics with Primary Care and ensuring these members have access to
these resources and communications are open and utilized between these qualified
clinics.

AJ.4.b, PSCS will develop mental health and chemical dependency service
alternatives to unnecessary inpatient utilization for children and adults, including
those with addictive disorders. PSCS will work with community pariner
organizations to identify resources specific to mentat health and chemical dependency
that can be provided in an outpatient setting,

PSCS has developed strategics to divert members with non-medically necessary
inpatient care, decrease length of stay, and prevent readmissions, As a part of the
strategy, PSCS receives hospital census data from the major hospital system in
Central Oregon, St. Charles Health System. PSCS has also embedded a Nurse Case
Manager (NCM) in St, Charles Health System. The census data, along with the




embedded NCM, are part of a robust hospital case management system to reduce
hospital readmissions. All PSCS members admitted to the St. Charles Health System
are screened and, when appropriate, actively case managed during their inpatient stay.
PSCS’s embedded NCM works with the system and providers to ensure appropriate
inpatient lengths of stay based on disease severity and co-morbid conditions. PSCS
members who transition out of the hospital and require additional services will be
assigned to a centralized NCM or Care Coordinator for ongoing clinical follow up.
The case management and care coordination interventions are focused on improving
arcas that are known to cause hospital readmissions and improve overall quality of
care (follow-up PCP appointment, medication adherence, fall risk, etc). In addition,
PSCS is developing a post-hospital discharge program to call every member
discharged from the hospital. This process will be facilitated by the dedicated
Transitional Care Coordinators and a structured workflow that is built on the St.
Charies Health System census data, This program will focus on telephonic care
coordination and follow up to reduce readmissions.

PSCS is actively pursuing census data from other inpatient facilities in the proposed
service area. In addition, PSCS utilizes a robust reporting system (Thompson
Reuters) that utilizes claims experience to identify members at risk for readmission
and targeted care coordination, disease management and case management services.
Using this data, PSCS care coordination team will provide telephonic care
coordination and follow up to reduce readmissions. Where appropriate, members will
be enrolled in case management including case management of mental health and
chemical dependency conditions.

Reporting of readmissions, urgent care and ED visits using claims history is utilized
to report on each Primary Care Medical Home contracted with PSCS. This data is
used to inform process improvement and quality improvement opportunities with the
PSCS provider network. In one example, PSCS providers review the time of day
their members visited the Emergency Department and Urgent Care. If the visit
occurred during the PCP hours, the clinic reaches out to the member for re-education
about the availability of same-day appointments.

Add.c. PSCS will develop a behavioral health provider network that supports
members in the most appropriate and independent setting, including their own home
or independent supported living. PSCS has contracted with a robust network of
mental health & chemical dependency providers to ensure that PSCS members have
access to these services. This network is further addressed in RFA 3402 Application
Appendix B. All PSCS Nurse Case Managers receive regular training on the
availability of these services in the coinmunity to ensure that inpatients who are
identified with mental heaith & chémical dependency needs are connected with the
appropriate clinicians and do not have to rely on intensive inpatient services for their
care. PSCS assures network adequacy via regular assessments of providers who are




AJ3.5.

open to new members, as well as monitoring wait times for members to get access to
their designated provider.

In terms of non-traditional care, PSCS has been involved in a cross-community
collaboration to develop, fund and promote Community Heaith Workers (CHWs)
within the provider community, as well as within the safety net providers in PSCS
provider network. In addition, PSCS has provided grant funding to enable a
community health assessment to determine to what extent and in what domains non-
traditional care workers are best deployed in a community where those providers
have not yet been deployed. These CHWSs engage with the members both in the
inpatient as well as outpatient setting, to ensure members that most benefit from these
engagements have access across the continuum of care. In terms of Personal Health
Navigators, PSCS employs Transitional Care Coordinators who function in a member
advocate/navigator role in helping members with medical system and behavioral
system question/navigation, transportation, primary care assignment, and other forms
of personal assistance. Interpreters are available both within PSCS and in
conjunction with customer service staff via a contract with interpretation services
vendors, as well as in the provider community, particularly within the safety net
providers, to assist in making sure members get culturally-appropriate cave reflective
of the diverse community both PSCS and PSCS’s provider partners serve. Members
with severe/persistent mental illness and who otherwise are regarded as underserved,
benefit from exceptional needs care coordination services made available to them,
with PSCS staff, peer support specialists and Community Health Workers dedicated
to making sure they receive personalized/coordinated care for their care needs. There
are no referral requirements for such members.

Coordination, Transition and Care Management Care Coordination:
Care Coordination:

A.35.a. - PSCS will support the flow of information between providers,
including DHS Medicaid-funded LTC care providers, mental health crisis services,
and home and community based services, covered under the State’s 1915(i) State
Plan Amendment (SPA) for members with severe and persistent mental iliness, in
order to avoid duplication of services, medication errors and missed opportunities to
provide effective preventive and primary care. PSCS maintains an electronic
database for documenting member eligibility, claims payment, referral status,
authorization status and any special eligibility categories that a member may qualify
for, This database is a product of PSCS’s claims & eligibility sub-contractor,
Through a web-based portal, PSCS providers are able to view the current status and
historical record of authorizations and referrals.

Services that are funded by agencies outside of PSCS can be more difficult to
coordinate. In order to facilitate communication and information flow between L.TC
providers, mental health crisis services and providers of home and community based




services; the PSCS Medical Services staff receives periodic training on the contacts
and availability of community resources. This includes in-person presentations by
community partners to inform PSCS of services offered to members. The contact
information for these providers is maintained on an internal Sharepoint site dedicated
to the Medical Services staff. This is maintained by the Medical Services Manager,
These resources are used to support case management and care coordination
activities.

PSCS is also tightly coordinated with the Central Oregon Health Board (COHB). The
‘COHB is an Inter-Governmental Agency that consolidates administrative services
provided by Deschutes, Jefferson and Crook Counties. The PSCS Health Services
staff will work closely with the COHB staff to ensure integration of services provided
to the SPMI population. Recent coordinated efforts have included a Performance
Improvement Project that brought physical health providers to a health fair at the
Deschutes County Annex to provide preventive screenings to the SPMI population.

PSCS also maintains an integrated data warchouse that captures claims history and
member eligibility records. The PSCS Actuarial Services Unit is responsible for
generating reports out of the data warchouse to identify targeted areas for under and
over-utilization. These reports are distributed to clinical, operational and contracting
staffs who take any action necessary to ensure the proper level of services are
provided.

The Integrated Care Management (ICM) team consists of PSCS case managers,
PSCS care coordinators, physical health providers, behavioral health therapists and
community health workers. The ICM team meets each week to coordinate care for
high-needs members who have both behavioral health and physical health needs. This
often includes members meeting the SPMI definition. These members are identified
through data analysis that targets elevated risk scores, high claims experience and
other clinical intelligence rules. The coordinated effort of this multi-disciplinary team
is able to identify gaps in a member’s care that can lead to poor health and quality of
life outcomes. Often times the intervention of this group is to ensure that members
get connected with community resources and/or a medical home. Since its inception
in the 4™ quarter of 2011, the ICM team has coordinated care for approximately 50
members. For those who have been in the prograin at least 6 months, the prospective
risk scores have declined from an average of 11.2 to 7.9. PSCS is committed to
building on this success by expanding the ICM team model to reach more members
in 2012. This will include the following changes:

¢ adding new care coordinators,

¢ streamlining workflows,

¢ improving data aggregation,

e enhancing member engagement on the ICM team, and




e utilizing a distributed model that takes the team to the member
and providers.

AJ3.5.Db. PSCS will work with its providers to develop the partnerships
necessary to allow for access to and coordination with social and support services,
including crisis management services, and community prevention and self-
management programs. PSCS is rooted in the community governance and the
integration of physical heaith, behavioral health and public health. This is represented
in the membership of the Central Oregon Health Council (COHC), the COHC
Operations Council and the tight integration of the CCO, COHB and the Central
Oregon IPA (COIPA). These community collaborations have allowed, and will
continue to reinforce, partnerships between public health initiatives focused on
community prevention and member self-management and physical and behavioral
health initiatives. This is evidenced in the Regional Health Improvement Plan,
published in April 2012 that was jointly developed by members of the COHC
associated organization. Please see the Central Oregon Health Report information
documented in Section A.1.6,

AdS.e. PSCS with community partners will develop a tool for provider to use
to assist in the culturally and linguistically appropriate education of members about
care coordination, and the responsibilities of both providers and members in assuring
effective communication. This tool will be a result of the culmination of the
Community Health Assessment and the Regional Health Plan. In addition, PSCS will
work with the OHA, including the Office of Equity and Inclusion, to further identify
the components of the community health assessment. The assessment will be
analyzed in accordance with OHA’s race, ethnicity and language data policy once the
policy is made available.

AJd.5.4d. PSCS will work with providers to implement uniform methods of
identifying members with multiple diagnoses and who are served with multiple
healthcare and service systems. PSCS will implement intensive care coordination
and planning model in collaboration with meinber’s primary care health home and
other service providers such as Community Developmental Disability Programs and
brokerages for members with developmental disabilities that effectively coordinates
services and supports for the complex needs of these members. PSCS will identify
members with complex medical and social needs through the following uniform
methods:  ° '

o Robust reporting software used to identify high-needs members,
PSCS currently use a software engine purchased from Ingenix;
however, this is being transitioned to a Thomson Reuters
application during 2012, These reporting systems integrate
member demographics, disease burden and claims history to
identify members who are likely to require high resource levels in
the near future. This data is overlaid with Clinical Intelligence




Rules which help to identify members with interveneable
conditions.

o Members may also be identified through the ENCC program. All
newly eligible ENCC members receive a wellness survey.
Surveys are tabulated and scored for physical health and mental
health needs based on national norms for responses to the
standardized Short Form 12 survey. High need ENCC members
are prioritized for referral and enrollment into the programs
below. ENCC member rosters are provided to contracted medical
homes each month by the Quality Improvement Coordinator in
Health Services.

Identified members are then connected with appropriate
community and health plan resources by the PSCS Care
Coordinators. These resources may inciude:

o Patient Centered Medical Home,

o Complex Care Clinic which resulted from the previously
documented Opportunity Conference.

o Integrated Care Management team (previously documented
above),

o Community Health Workers

o Currently contracted through Mosaic Medical and St.
Charles Health System.
o Referrals to other community-based resources as necessary.

A3S.e. PSCS will meet state goals and expectations for coordination
of care for members with severe and persistent mental illness receiving home
and community based services covered under the State’s 1915(i) SPA and
members receiving DHS Medicaid-funded LTC services, given the exclusion
of DHS Medicaid-funded LTC services from global budgets. PSCS is
working closely with the COHB to ensure comprehensive coordination of
care for the SPMI population. The COHB will be delegated responsibility for
coordinating care for this population. PSCS will provide the COHB with a
capitated budget to manage this population and all contract requirements of
the CCO contract that could be delegated will be evaluated and potentially
transferred to the COHB, with oversight & monitoring maintained by PSCS,
The COHB is contracted with the County Mental Health Programs for the
direct provision of care. The compliance with all contractual requirements for
the SPMI population will be monitored by the PSCS Compliance Department
in coordination with the Behavioral Health Department. To ensure that
services provided by the COHB to the SPMI population are closely
coordinated with the physical health and mental health services provided by
PSCS and their provider network, the PSCS Behavioral Health Manager (or




designee) and the COHB Executive Director (or designee) will maintain
standing positions on each of the other’s respective quality committees and
other committees as appropriate,

AJSSL PSCS will use evidence-based or innovative strategies within
the delivery system network to ensure coordinated care, including the use of
non-traditional health workers, especially for members with intensive care
coordination needs, and those experiencing health disparities. PSCS currently
contracts with Community Health Workers (CHWSs) at Mosaic Medical and
St. Charles Health System. CHWSs are engaged as part of the Mosaic medical
home model and reimbursed through the primary care capitated arrangement
with the Central Oregon TPA (COTPA). Members who are not engaged with a
Mosaic medical home and who are identified as good candidates for a CHW
engagement, are referred to the St. Charles Community Heaith CHW
program. These CHWs are reimbursed on a case-rate and the success of the
program is closely monitored for process and outcome neasures. Further
description of the evidence-based and innovative strategies for care
coordination is included in Section A.3.5.a.

AJ3S5.g. PSCS will adhere to current industry standards that ensure
access to care and systems in place to engage members with appropriate
levels of care and services beginning not later than 30 days afier Enrollment
with the CCO, PSCS and its subcontractors approach each interaction with a
member as a chance to educate and empower, PSCS has a belief that
members can be hindered and disadvantaged in managing their care due to a
lack of knowledge and confidence and lack of empathy from their health care
organization. PSCS places a focus on understanding each member’s sitnation
and supporting each member in addressing it. PSCS ensures that each
member is educated on the plans quality initiatives and any other community
resource available to them. The claim and authorization system can be used
to measure member activation rates. The time is measured from the first day
of enrollment to the first date of service on a clalm first call to Customer
Service or the first referral to a provider.

A35h. PSCS will provide access to primary care to conduct
culturally and linguistically appropriate health screenings for members to
assess individual care needs or to determine if a higher level of care is
needed. PSCS will engage members in culturally and linguistically
appropriate ways. The enrollment system has the ability to track a member’s
race, ethnicity and primary lahguage. This allows PSCS to ensure all
materials sent to the members are provided in the member’s primary
language. It also allows customer service staff to route calls from a member
to a native speaker or to prepare a language line interpreter. The customer




service department will employ native Spanish speakers and utilize a
language line service for all other languages.
¥

Comprehensive transitional care:

AJ5.0L PSCS will address appropriate transitional care for members
facing admission or discharge from hospital, hospice or other palliative care,
home health care, adult foster care, skilled nursing care, residential or
outpatient treatment for mental health or chemical dependency or other care
seftings. PSCS will address transitional services and supports for children,
adolescents and adults with serious behavioral health conditions facing
admissions or discharge from residential treatment settings and the state
hospitals. PSCS Medical Services team enforces evidence based Utilization
Management policies for members admitted to the hospital, skilled nursing
facilities and those receiving home health care. The Utilization Management
process ensures that all members transitioning to or from these care settings
are identified prospectively. As mentioned above, the PSCS Nurse Care
Managers have dual roles for Utilization Management and Case Management
for physical health conditions and serious behavioral health conditions. This
model ensures that the members identified as requiring transition to a new
care setting receive case management to ensure that all necessary services and
support are in place prior to the members move. All case management
activity is documented in a proprietary Sharepoint application that was built
on NCQA case management standards. This ensures consistent case
management occurs across nurses and clinical situations. In addition, a full-
time embedded nurse care manager is located at St. Charles Health System,
the largest hospital system in the PSCS referral region. The embedded nurse
is responsible for screening all PSCS hospital admissions, providing intensive
case management to the highest needs members and working closely with the
hospital discharge planning team and the PSCS centralized nurse care
managers to ensure optimal transitions of care. Members with
severe/persistent mental illness and who otherwise are regarded as-
underserved, benefit from exceptional needs care coordination services made
available to them, with PSCS staff and Community Health Workers dedicated
to making sure they receive personalized/coordinated care for their care needs
as they face discharge from residential treatment settings and the state
hospital. There are no referral requirements for such members,

A3.5.. PSCS and local APD office will approach coordination and
communication in a multi-layered fashion. The local APD office will provide
a copy of the CA/PS assessment that is used with LTC members to PSCS.
PSCS and local APD office will coordinate staffing when appropriate. PSCS
will maintain contact with assigned APD case manager or diversion transition
worker. Meetings between PSCS and the local APD office will occur on a




regular basis to assist in coordination of care for members. In coordination
with traditional case management services PSCS currently provides and will
continue to provide, case managers who are experienced in coofc_linating tasks
and communications and well-trained in providing coaching in transitions and
assistance with LTC providers. PSCS will identify local LTC providers in the
service area of application and assist with coordination and communications
if PSCS members require transitions of care in a LTC outside this service
area. In addition, an Advanced Iilness Management Committee with
representatives from the hospital, palliative care, home health, in-home care,
hospice, and primary care is working to develop evidence-based guidelines
for advanced illness tnanagement, with the intention of educating and
improving coordination of member care and communication between PCPs,
Specialists, and ER providers.

A5k PSCS will develop an effective mechanism to track member
transitions from one care sefting to another, including engagement of the
member and family members in care management and treatment planning,

As described above, all case management activity is monitored in a
proprietary Sharepoint application that is built on NCQA Case Management
standards. This structured Case Management platform ensures that all case
managed care transitions are documented in one centralized system. This
structure also prompts PSCS nurse case managers with structured questions to
ensure that members have the proper level of social support for a safe
transition. This may include engagement of other family members.

Individual Care Plans:

A35lL PSCS will create standards and procedures that ensure the
development of individualized care plans, including any priorities that will be
followed in establishing such plans for those with intensive care coordination
needs, including members with severe and persistent mental illness receiving
home and community based services covered under the State’s 1915(i) SPA.
The care plans of community partners will be integrated into the process.
Already, PSCS’s community partner, St. Charles Health System has
developed individualized care plans for individuals who are high frequency
utilizers of the Emergency Department, As described above, the Case
Management and Care Coordination software application used by PSCS
Medical Services staff ensures a structured workflow and standardized
questions. Every member engaged in Case Management or Care Coordination
receives a single record in the application, which includes an individualized
care plan. This application ensures consistent documentation and enables
reporting of process and outcomes. Members enrolled in case manageinent
can be tracked over time and have their treatment plan adjusted according to
their cuirent needs. (Please find attached screen shots of the Case




Management and Care Coordination software in Attachment A.3.5.1 Case
Mgt Screens), PSCS will also address individualized care plans in p10v1dex
contracts and educational materiais

AJ.S.m. PSCS will have a universal screening process that assesses
individuals for critical risk factors that trigger intensive care coordination for
high needs members; including those receiving DHS Medicaid-funded LTC
services. In addition, the local APD office will provide a copy of the CA/PS
assessment for LTC members. PSCS and the local APD staff will mutually
identify critical risk factors as appropriate. All members qualified as
Exceptional Needs Care Coordination inembers will receive a wellness
survey within 30 days of enroliment with PSCS, The survey is based on the
standardized Short Form 12. Upon completion, all surveys are scored and
logged in an electronic database. Using national SF12 norms, members are
ranked for severity of physical health and mental health needs. The PSCS
Care Coordinators conduct telephonic screenings for high-risk members using
a care coordination screening application built in Sharepoint. This care
coordination screening assessment is based on NCQA standards. PSCS
members who are interested in Case Management and have complex clinical
needs, will be assigned to a Nurse Case Manager for longitudinal case
management,

A.3.5.n, PSCS will communicate and coordinate with the local APD
office and DHS Medicaid-funded LTC providers. In this coordination and
communication, PSCS will factor in relevant referral, risk assessment and
screening information. As a part of this coordination, it has been recognized
that an integration of information from both PSCS and the local APD office
will be needed for creation of service and care plans. Once the local APD
office completes a CA/PS assessinent, a copy of the assessment will be
forwarded to PSCS and utilized in the coordination of care for that member.
In coordination with traditional case management services PSCS currently
provides and will continue to provide, case managers are well trained and
currently capable of coordinating tasks and communications with coaching
and transitions and assistance with LTC providers. PSCS intends to build
these relationships and collaboration further through the CCO/PCPCH model.
PSCS will identify local LTC providers in the service area of application and
assist with coordination and communications.

Ad.5.0. PSCS will reassess high-needs members at least semi-
annually or when significant changes in status occur to determine whether
their care plans are effectively meeting their needs in a person-centered,
person-directed manner. All members engaged in PSCS Case Management
and Care Coordination services are entered into a proprietary application that
tracks their plan of care longitudinally. The medical services staff




responsible for maintaining these care plans represents the same staff
conducting utilization management. When members are identified through
the Utilization Management process with new clinical needs, the medical
services staff will update their care plan as appropriate. Additionally, the
medical services staff maintains a close relationship with the local provider
network and can update a plan of care based on physician referral if the
member is not captured through the Utilization Management process.

A.3.5.p. PSCS individualized care plans will be jointly shared and
coordinated with relevant staff from the local APD with and DHS Medicaid-
funded LTC providers. In this coordination and communication, PSCS will
share individualized care plans and CA/PS assessments will be shared by
local APD staff. This information will be jointly coordinated with shared
staff. In coordination with traditional case management services PSCS
currently provides and will continue to provide, case managers are
experienced in coordinating tasks and communications and well-trained in
coaching and transitions and assistance with LTC providers. PSCS intends to
build these relationships and collaboration further through the CCO/PCPCH
model. PSCS will identify local LTC providers in the service area of
application and assist with coordination and communications.

A.3.6, Care Integration
Mental Health and Chemical Dependency Services and Supports

A.3.6.a. PSCS will develop a sufficient provider network, including
providers from culturally, linguistically and socially diverse backgrounds for
members needing access to mental health and chemical dependency treatment
and recovery management services. This network includes members in all age
groups and all covered populations. PSCS is a unique health plan contractor
in that it is a Fully Capitated Health Plan contractor and a Mental Health
Organization contractor with the State of Oregon. PSCS is truly an integrated
health plan. PSCS’s plan ensures members have access to the full continuum
of behavioral health care services and supports. PSCS has an established
integrated provider network which spans both physical and behavioral health.
PSCS’s current integrated behavioral health provider network renders
services that are culturally and linguistically relevant to the local community
and PSCS membership demographics. The following information is an
overview of PSCS behavioral provider network which deinonstrates
sufficiency to meet the needs of current membership. PSCS expects to make
adjustments to PSCS behavioral health provider network as dictated by 3
factors; needs of PSCS membership, alternative service delivery strategies
and alternative payment models. PSCS’s current behavioral health provider
network consists of 3 local Community Mental Health Programs (CMHPs)




and a large variety of private subcontractors to assist with volume and
specialty care. The local CMHPs provide a wide array of mental health and
chemical dependency treatment and recovery services and suppo'rts. In
addition to the CMHP providers, PSCS regional behavioral health provider
network consists of (intensity of services correlates to service intensity
described in A.3.6.b):

o]

18 outpatient mental heaith facility based subcontractors (low
intensity).

11 outpatient mental health subcontracts with individual
practitioners (low intensity).

6 acute mental health care facility based subcontractors (high
intensity).

1 adult residential facility based subcontractor (the CMHPs
hold other residential subcontracts).

6 children crisis respite subcontractors (high intensity).

11 psychiatric residential treatment facility based
subcontractors for children (high intensity).

1 child day treatment facility based subcontractor (high
intensity).

1 adult residential aicohol and other drug treatment co-
occurring disorder facility subcontract (high intensity).

2 outpatient mental health and chemical dependency facility
based subcontracts. One subcontract is with Mosaic Medical
(an FQHC) which carries a State designation as a Person
Centered Primary Care Home (PCPCH). The other is with a
private organization (low to moderate intensity).

PSCS anticipates adding 2 more outpatient subcontracted providers who are the local
CMHPs for Crook and Jefferson counties, These providers will add additional
outpatient mental health service capacity for PSCS Deschutes county members.
These providers could also provide outpatient chemical dependency treatment
services if the need arises.

PSCS anticipates having the following contracts in place by August 1, 2012 (low to

moderate intensity).

o 7 outpatient chemical dependency treatment facility
based subcontracts which includes an opiate
substitution treatment facility (fow to moderate
intensity).

o PSCS members have access to 3 adult and 1
adolescent Fee-For-Service residential alcohol and
other drug treatment facilities in the region. PSCS
would like to point out that 1 of the adult facilities is

" dedicated to serving only the Hispanic/Latino




population. Once the State moves to place residential
alcohol and other drug treatment services under the
CCO, PSCS is prepared to subcontract with these
facilities (moderate to high intensity).

A driving principal of PSCS behavioral health provider network development
strategy is that PSCS’s provider network must be localized and the provider
workforce should reflect the community and PSCS membership demographics. For
example, in Central Oregon, Jefferson County population demographics indicate the
County has the highest percentages of Hispanic/Latino and American Indian/Alaskan
Native residing in their County®. The Jefferson County CMHP work force is diverse
and bilingual. The CMHP works closely with the Confederated Tribes of Warm
Springs Reservation in coordinating and delivering behavioral health services. In
addition, the Latino/Hispanic residential alcohoi and other drug treatinent program is
located in Jefterson County, The program is administered and operated by the entity
delegated by the Local Mental Health Authority as the CMHP.

A3.6.b, PSCS will provide care coordination, treatment engagement,
preventive services, community-based services, behavioral health services, and
follow-up services for members with serious mental health and chemical dependency
conditions requiring medication-assisted therapies, residential and hospital levels of
care including members with limited social support systems. PSCS will transition
members out of hospital, including state hospitals and residential care settings into
the most appropriate, independent and integrated community-based settings, PSCS’s
integrated approach to care management is iterative and in a continuous state of
evolution, PSCS in partnership with COHB, CMHPs and other healthcare providers
will work together to achieve optimal health care outcomes by “.... bridging the gap
between the healthcare detivery system and public community health systems,
because psychosocial and environmental factors contribute roughly 80 percent to an
individual’s overall health in ways the health care system is not designed to address.
To this end, effective care coordination must integrate the efforts of healthcare
organizations with those of the communities in which members live and work.
Although the healthcare system can and should provide appropriate medical care,
maximizing the use of community resources can offer critical support to individuals
and families in the prevention and management of diseases?. PSCS’s innovative
integrated care management strategies and models describe below are built on the
ideals describe above.

! Central Oregon Health Report, 2012 Executive Summary. Demographics. pg.8. Jefferson County population demographics;
Hispanic/Latino 19.3% {11.9% higher than Deschutes and 12.3% higher than Crook). American Indian/Alaska Native 16.9% {16%
higher than Deschutes and 15.5% higher than Crook).

2 care Coordinating Convening Meeting Synthesis Report September 2010. Nationat Priorities Partnership Convened by the
National Quality Forum.




The COHB will coordinate employment programs, and other programs and services
for members requiring more intensive services and support. The COHB will receive
a global payment from PSCS to carry out these services, The COHB will be
responsible and accountable to provide comprehensive care coordination for
members receiving intensive services. Additionally, the COHB in collaboration with
the CMHPs will create seamless transitional care pathways which move PSCS
members from the state hospital-acute hospital and residential care settings into the
least restrictive community based setting, The COHB in partnership with the CMHPs
will be responsible and accountable to ensure PSCS members have access to and
receive all medically necessary behavioral health services and supports to maintain
their independence in the community.

PSCS will execute contracts and perform administrative oversight and clinical
management of low intensity behavioral health outpatient services®, PSCS will be
responsible and accountable for all of the care coordination and creating seamless
transitional care pathways into and out of high intensity services. Low intensity
services are rendered in outpatient care settings. Services are provided by PSCS’s
local network of providers and CMHPs. PSCS’s current Care Management Team
{CMT) consists of Nurse Case Managers (NCM) and Transitional Care Coordinators
(TCC). The work is targeted at members with physical health care needs and chronic
health conditions. The CMT assesses the members healtheare needs including their
psychosocial needs. These members often have ummnet psychosocial needs and
behavioral health care needs or, they are currently receiving behavioral health
treatment. Their healthcare is uncoordinated and their psychosocial needs are rarely
addressed by the healthcare system, In an effort to improve care management for
these members, PSCS has developed and implemented innovative models of care
management which bridge the systemic gaps between the healthcare systems and
needed psychosocial supports.

PSCS has developed the Integrated Care Management model {ICM). The model is
community based approach to care management. The ICM team meets weekly and is
composed of PSCS’s CMT and community behavioral health providers. PSCS will
add a Behavioral Health Utilization/Care Manager within 60-90 days and potentially
add a Behavioral Health Transitional Care Coordinator to create a multidisciplinary
integrated CMT within PSCS. Other examples of innovative community based care
management strategies include the PSCS current Performance Improvement Project
(PIP). In partnership with the Deschutes County CMPH, PSCS is using the CMHP’s
Peer Support (PSS) Specialist (who are also Certified Healthcare Workers) to engage
and motivate individuals with Severe and Persistent Mental Iflness (SPMI) to obtain a
health screening. Based on the health screening results, the PSS helps the individual

3See A.3.6.0. bullet points for a list of low Intensity service contracts. These contracts will transition over to PacificSource by
August 1, 2012, Residential alcahol and other drug treatment service praviders are currently pald as fee far service thraugh the
Divisian af Medical Assistance Pragrams. A contracting appraach and rates far these services will be developed by PacificSaurce
in partnership with the COHB and the praviders ance the State Includes these services In the CCO globol budget,




make follow-up preventative physical health and dental care appointments. The PSS
helps the individual navigate the healtheare system and develop new healthcare

" pathways. The overall aim of the PIP is reduce healthcare disparities and improve the
overall health statuses for members coping with SPMI. AMHI and Children’s Wrap
Around are other innovate care managements services provided to PSCS members
through the COHB and CMHPs,

PSCS is developing a post-hospital discharge programn to call every member
discharged from the hospital. This process will be facilitated by the dedicated
Transitional Care Coordinators and a structured workflow that is built on the St,
Charles Health System census data. This program will focus on telephonic care
coordination and follow up to reduce readmissions. PSCS is actively pursuing census
data from other inpatient facilities in the proposed CCO service area, In addition,
PSCS utilizes a robust reporting system (Thompson Reuters) that utilizes claims
experience to identify members at risk for readmission and targeted care
coordination. Using this data, the care coordination team will provide telephonic care
coordination and follow up to reduce readmissions. Where appropriate, members will
be enrolled in case management, PSCS will enter into a service contract with the
Central Oregon Health Board (COHB) by August 1, 2012. PSCS will delegate the
contracting, administrative oversight and clinical management of high intensity
behavioral health services to the COHB*, High intensity services include but are not
limited to EASA, acute care hospital, AMHI, assertive community treatment,
Children’s Wraparound (ICTS), 24/7 crisis services, residential and other services as
appropriate.

Al.6.c PSCS will integrate care and service delivery to address mental health
and chemical dependency issues by proactively screening for and identifying
members with them, arranging and facilitating the provision of care, development of
crisis intervention plans as appropriate, and coordinating care with related health
services including DHS Medicaid-funded LTC services and other health services not
funded by the Applicant. This includes members from all cultural, linguistic and
social backgrounds at different ages and developmental stages. As described in
A.3.6.aand A.3.6.b, PSCS and the COHB have a fully cperational integrated service
delivery systemn in place which addresses the physical, mental health and chemical
dependency treatment needs of PSCS members. All behavioral health providers are
either the local CMHPs or organizations certified by the State or local CMHPs. The
network of behavioral health providers are governed by OAR 309-032-1500
(Integrated Services and Supports Rule [ISSR]). Specifically, OAR 309-032-
15253 BYCHDYE) requires comprehensive screening and the provision of
appropriate services or referral to qualified professionals for the provision of care.
Behavioral health provider contracts also mandate compliance with the ISSRs,

* See A.3.6.0. bullet points for a list of high intensity service contracts. These contracts will transition over to the COHB and
CMHPs by August 1, 2012,




If the CMT (e.g. TCC or NCM) identifies a behavioral health care need, a direct
referral to the appropriate behavioral health provider is made. The CMT receives
regular trainings and education on available community resources, Additionally, the
TCCs perform data mining to identify members who present as high risk. Often, these
members are in need of behavioral health services. The TCC will make direct
referrals or they will bring the case to the ICM. The ICM ensures these members are
connected to needed behavioral health services.

PSCS has been engaged in provider education and encouraging PCPCHs and the
hospital EDs to implement the EBP Screening Intervention and Brief Treatment
(SBIRT). PSCS will pian to increase efforts around implementation of SBIRT in
these settings, PSCS on behalf of PSCS members will work through the COHB to
gain access to critical services and supports which may not be funded through the
PSCS plan. COHB will manage high intensity services. The COHB in collaboration
with the CMHPs and PSCS will work together in the development of care plans and
access to services and supports for DHS Medicaid-funded LTC services.

A3.6.d. PSCS will organize a system of services and supports for mental
health and chemical dependency. The 2012-2015 Central Oregon Regional Health
Improvement Plan will be used as the framework to develop integrated preventative
service. Under this framework, initiatives which target behavioral health prevention
at the community and clinical level will be developed and implemented. Integration
of behavioral healthcare into the primary care setting is underway. To date, Mosaic
Medical, an FQHC and PCPCH, employs an embedded Behavioral Health
Consultant. Mosaic will also hire a Psychiatric Mental Health Nurse Practitioner.
Mosaic also provides embedded primary care services at Deschutes County Health
Services (DCHS and is the CMHP) Annex location. The Annex location provides
services to individuals who have a SPMI, DCHS and Mosaic are also planning to co-
focate services in Redmond. All of the CMHPs are continuing to experiment with

~ different models of integrative care with FQHCs. There are also models of integration
being considered with PCPCHs that are not FQHCs. St. Charles Health System
provides embedded Behavioral Health Consultants in other primary care settings
throughout the PSCS region that serve PSCS clients.

As described in previous sections, PSCS has a robust provider network in place. The
CMHPs currently provide behavioral health 24/7 crisis services which serves
members of all ages. PSCS’s behavioral health providers offer a variety of approved
Addictions and Mental Health Division (AMH) Evidenced-Based Practices and
Processes (EBPs). For a complete listing of AMH approved EBPs and practices
please follow the link:

htto://svww.oregon.gov/OHA/amh/ebp/practices.shtml

The Central Oregon Health Council has developed a subcommittee called the
Psychopharmacology workgroup. This workgroup is focused on providing




Oral Health

community education and resources to improve the utilization of pharmaceuticals for
mental health conditions. In fate 2011, the COHC brought renowned speaker Dr.
Daniel Carlat to Central Oregon to conduct a day long educational seminar on the
appropriate use of mental health medications. It is anticipated that this type of
evidence based continuing education will bring clinical best practices and nationally
recognized service models to Central Oregon. The Psychopharmacology workgroup’s
efforts continue with the integration of mental health prescription claims data from
the State Fee-For-Service system with physical health prescription claims data from
PSCS. This integration of claims data was enabled by the passing of SB1506 in the
2012 legislative session, which was initiated and lobbied by the Central Oregon
Health Council. Integrated pharmacy claims data is a valuable tool in coordinating
care for members and providing education to prescribers, The COHC in coordination
with the National Alliance on Mental Iliness (NAMI) will also be convening a Mental
Health Advisory Group (MHAG) during the summer of 2012. The MHAG will
consist of providers from a varicty of behavioral health backgrounds, including
psychiatrists, pharmacists, psychologists and LCSW’s. This group will be charged
with guiding future initiatives of the Psychopharmacology workgroup and reporting
their findings to the 2013 Legislature.

A3.6.e. PSCS will have a formal contractual relationship with Advantage
Dental or other appropriate DCO who serves PSCS members in the Central Oregon
service area by July 1, 2014. Discussions are currently occurring with Advantage
Dental to define how dental care will be integrated and how roles will evolve,
Potential elements of the plan moving forward will be: emergent/urgent access to
dental; prevention; and general dental care screening in schools, HeadStart, and WIC
programs. PSCS with its comnunity partners will further develop a plan to
coordinate dental care with behavior health, physical health and the hospitals to
reduce the use of emergency rooms, operating rooms and medications by diverting
members at the right time, to the right piace, and for the right care.

A3.6.1. PSCS and its community pariners will coordinate care for members’
oral health needs, prevention, and wellness as well as facilitating appropriate referrals
to dental care. It will be critical to establish a 24 hour/ 7 days a week after-hours on-
call system to meet the emergency and urgent needs of members and provide access
that is local. Prevention and general oral health care provided by dental hygienists
screening children in schools, the HeadStart, and Women Infants and Children (WIC)
programs for cavities and by applying fluoride varnish to the children’s teeth will be
considered. In addition, coordination of care will occur between dental health,
behavior health, and physical health and the hospitals to reduce the use of emergency
rooms, operating rooms and medications by diverting members to appropriate care.




Hospital and Specialty Services

AJl.6.g. PSCS will have agreements with hospitals and specialty care
providers to address coordination and referrals to PCPCHs and performance
expectations as well as transition plans, Currently PSCS coordinates
communications, including data sharing and transfer of admissions and coordination
of notifications received by the hospital (St. Charles Health System) with PSCS nurse
case managers and members’ PCP care managers. PSCS communication agreements
are put in place and routinely coordinated between the Hospital, PCP Clinics and
PSCS case managers on a regular basis. With incorporation of PCPCHs, PSCS
intends to continue to improve upon this process and will be facilitators, partners and
supporters of this coordination of timely care and notifications. It is intended that the
Hospital Agreements will be available at Readiness Review.

A.3.7. DHS Medicaid-funded Long Term Care Services

AJ3.7.a. PSCS has begun discussions with the local APD office. Moving
forward, PSCS and the local DHS APD office will begin communicating on a regular
and interval basis to create a “multi-disciplinary” approach to coordination of
member’s care. It is anticipated that PSCS and the local APD office will participate
in care conferences, hospital transition meetings, diversion/transition and case
management efforts.

A.J3.8. Utilization management

Ad.8.a. PSCS will perform the following UM activities tailored to address the
needs of diverse populations including members receiving DHS Medicaid-funded
LTC services, members with special health care needs, members with intellectual
disability and developmental disabilities, adults who have serious mental iliness and
children who have serious emotional disturbance.

In performing UM activities, the authorization process differs between acute and
ambulatory levels of care in that often acute episodes of care are classified as urgent
or emergent and require analysis of the necessity, appropriateness, and efficiency of -
medical and dental services, procedures, facilities, and practitioners after service has
been initiated. However, non urgent or ambulatory levels of care can be planned for
and reviewed in a more proactive way. Requirement of preauthorization for non
urgent care allows not only procedures and treatments to be reviewed for best
practice but also to develop a holistic and member centered care plan. The
authorization system has the ability to identify acute and ambulatory care and escalate
their priority to the Health Services staff.

PSCS will use methodology and criteria for identifying over- and under-utilization of
services. PSCS utilizes a robust reporting program to identify under and over-
utilization of services. Various reports are generated by the PSCS Actuarial Services
Unit and disseminated to the Health Services teams. These reports include




hospitalization rates, emergency room utilization rates, medication adherence, disease
burden, various cost categories and clinically appropriate tests. These data are
distributed to NCMs, pharmacists and Condition Support staff for member and
provider intervention and education. PSCS is also engaging a new Fraud Waste &
Abuse vendor in 2012 to target cases of overutilization. This vendor, Thomson
Reuters, will provide monthly reports to a FWA team at PSCS who will be
responsible for identifying legitimate FWA cases and reacting appropriately (contract
termination, recoupment of payménts, law enforcement referral, etc).

In addition, PSCS has created multiple data warehouses that integrate claims,
énrollment and referral information. The data warehouse allows plan staff to actively
identify over and under utilization of services. A key element of the data warechouse |
is the collection of all encounters between members and providers within the claims
system, PSCS partners with its subcontractor Ph Tech to capture all viable
encounters within a single unified system. These data sets incorporate the states own
risk and rate member stratifications, revenue buckets and claims buckets. These data
sets have been key in both the lowest cost and base cost estimate exercises performed
at the request of OHA. The combination of those data eleinents allow PSCS to
compare its funding to the expenses incurred by rate group for inpatient, outpatient,
and other service types.

PSCS’s approach to Utilization Management enables PSCS Medical Services staff to
tailor all requests for services to a member’s unique need. PSCS’s model combines
Utilization Management and Case Management functions into a single nursing
position. This requires a Nurse Case Manager to focus on the whole member, All of
NCMs who are dedicated to Medicaid business are expected to spend 2-4 hours daily
providing telephonic case management to their population. Case Management cases
may be initiated through the Utilization Management process, by data analysis or by
referral. This consolidated model is at the core of PSCS’s Medical Services team.

PSCS also has a dedicated Behavioral Health Department to ensure all of the
behavioral health and physical health needs of PSCS meémbers are met. This team is
responsible for conducting UM & CM for high need mental health members and
educating nurse case managers on the unique needs of those members with special
health care needs. In addition, PSCS has the following programs to ensure that all
UM activities are conducted in a manner consistent with the needs of each member:

o PSCS staffs a weekly Integrated Care Management (ICM)
meeting for clinical staff and community providers. The
ICM group is convened to identify the unique needs of a
small subset of high-needs members and ensure that all
barriers to optimal care are removed, This often includes
providing members with an exception to the standard
Utilization Management policies.




o The Exceptional Needs Care Coordination members
(ENCC) are identified in the claims adjudication and
authorization software to ensure that all NCMs conducting
Utilization Management are aware of their intensive care
needs, Through ENCC outreach, eligible members are
assigned to Nurse Case Managers who are also

“responsible for their Utilization Management, ensuring a
member-centered approach to both CM and UM,

o The PSCS Medical Services Manager conducts weekly
training with all Medical Services staff. This training
includes member centered topics such as Motivational
Interviewing, long term care services, availability of
community resources and program contact information.
Additional topics include: Living Well with Chronic
Conditions and other areas of focus on Behavioral Health.
Ali Nurse Case Managers are expected to complete
clinical training modules each month which often focus
on the unique needs special populations.

The same Medical Services teain members process acute inpatient and ambulatory
care authorizations to ensure continuity of care and inter-rater reliability for PSCS
members. However, no authorizations are required for Urgent or Emergent services
and this is clearly communicated to members and providers through various channels
(letters, newsletters, handbooks, website, and meetings). Inpatient hospital stays are
reviewed concurrently for appropriateness of the member’s level of care, Acute
inpatient hospital stays are overseen by an embedded hospital case manager at St.
Charles Health System. The embedded case manager is able to ensure all member
needs are clearly communicated between the hospital staff and the nuise case
managers at PSCS,

PSCS’s utilization management system can be configured to flag members with
specific conditions that require specific handling. These flags can be used in several
areas:

Customer Service — Customer Service staff can be alerted
that a member calling has special handling needs.

Benefit Package — The claims system can be configured to
alter the members benefit package based on any special needs,

Authorization Requirements — The claims system can be
configured to alter the member’s authorization requirement
based on any special needs.




Approval Rules — The authorization system can be
configured to allow automatic/expedited approvals for
members with special needs,

Provider Notification — Providers assigned to care for
members with special needs are alerted of those special needs
through the same system flags.

Health Services Notification - Health Services staff are
notified during their workflow if any referral or prior
authorization is for a member with special needs.

Section 4 - Health Equity and Eliminating Health Disparities

A.4,1, PSCS and its providers will work together to develop hest practices of
culturally appropriate care and service delivery to reduce health disparities and
improve health and well-being of members. Currently, PSCS works closely with its
providers in the area of providing the best possible culturally appropriate care.
Partnerships with FQHCs, RHCs, and other provider entities skilled at the multiple
cultures within their communities give PSCS a foundation to succeed in this area.
PSCS uses culturally variable communication to members, and acts as a resource for
identifying and providing access to the must culturally appropriate care in the
community. PSCS has additionally collaborated in the community to invest in the
development of additional capability of PSCS provider partners to increase access to
those providers that provide such culturally-appropriate care. Examples of these
investments include the creation of a new provider reimbursement model in the
Central Oregon service area that no longer links higher reimbursement with providing
more services, This new model allows primary care providers the opportunity to
invest in the care that is culturally appropriate for the member population. Another
investment example includes PSCS grant funding which is invested in those
providers needing financial assistance in building new capabilities, as well as new
and continuing shared savings models whereby new capability investments are paid
for by cost reductions that result from the reduction of unnecessary/inefficient
provision of care. PSCS also participates in a weekly Integrated Care Committee
with local providers to share learnings on specific member care situations including
dental and behavioral health care needs, in order to meet the needs of complex
members and to eliminate health disparities, In addition, PSCS is partnering with
comnmunity providers to create a new Complex Care model designated as the Medical
Home to meet the needs of the complex members who receive least-optimal services
by the current health care delivery system. The reduction of health disparities and
improvement of the well-being of members will be conducted at a community level,
and by engaging with local care providers and reviewing community care experiences
formed by the many Community Health Assessments that have taken place in the
Central Oregon Service Area. From these many point of analysis, a community




health improvement plan can be jointly created with the community providers that A)
has community-wide buy-in and B) can assess if further community data should be
assessed to identify further health improvement initiatives, and mutually craft
strategies to achieve them.

A.4.2, PSCS will track and report on quality measures by these demographic factors
that include race, ethnicity, primary language, mental health and substance abuse
disorder data. PSCS has developed and implemented a written strategy and work
plan for assessing and improving the quality of care to individual members, The
work plan addresses eliminating health care disparities through access monitoring of
appointment availability and provider capacity, The strategy describes systematic
monitoring to identify special populations through enrollment demographic data and
annual review of enroliment characteristics, including but not limited to race,
language, and dual eligibility status to monitor relevance to health risk and
utilization, Currently there is a significant population of members who speak Spanish
so most materials are available in Spanish. PSCS has customer service
representatives and grievance and appeals representatives available who speak
Spanish. Member Safety is monitored through Adverse Events tracking. Tracking is
cutrently reported for members with special health care needs and will need to be
developed further to include information for race, ethnicity, and language.

Member satisfaction is evaluated through analysis of the CAHPS survey results, The
CAHPS results reported for subpopulations are reported to the Quality Assurance
Utilization Management Pharmacy and Therapeutics Committee (QAUMPT) for
review and potential follow-up action.

PSCS monitors the utilization of available interpreter services annually. The intent of
monitoring languages utilized is to identify early the need to make materials available
in languages other than English and Spanish,

PSCS has some experience in the past year with reporting on members with mental
health conditions. A current Performance Improvement Project is focused on
improving preventive services to members with Serious Persistent Mental 1llness.
The population was identified through ICD 9 codes. ER and Hospital utilization as
well as visits to PCPs and the use of preventive services were reviewed and compared
to the general population. This analysis helped identify the need to focus the project
on preventive services.

Client Process Monitoring System data (CPMS) is submitted by behavioral heaith
providers to the state, This data includes demographic information and behavioral
health utilization data. It is used for monitoring providers' utilization rates and
calculating measures for Quality Improvement Report (outcome measures of clients).
This data source is can be used to assess utilization and performance.

Epidemiological Data on Alcohol, Drugs, Mental Health and Gambling is available
from the Addictions and Mental Health Division website. This site includes




information and data for 50 state measures and 41 county measures that can help
local communities better understand substance use and mental health of their
population.

Reporting quality measures by race, ethnicity, and language will involve ensuring
that data is available in member enroflment tables used for reporting, The process to
ensure the data is available has been initiated. Reporting specific quality measures for
mental health and substance abuse may require using claims data queried for relevant
ICD 9 and CPT codes to identify indicative diagnoses and services if the data is not
available through CPMS or Oregon Addictions and Mental Health data. Survey data
may also be used to identify these populations.

The claims and enrollment systems have the ability to capture and track race,
ethnicity, primary language and any chronic disease state. These fields may be
captured automatically if provided through the 834 enrollment feed from OHA,
captured by plan staff passively during member interactions, or proactively by plan
communication with members.

Chronic disease states such as mental health and substance abuse disorder can be
identified within claims and referral data within PSCS systems. Once identified these
disease states can be utilized for a variety of uses:

PCPCH - Members with a chronic disease can be encouraged
to seek their care within a patient centered primary care home
to receive the most complete care for their conditions.

Customer Service Interaction — Customer Service staff
alerted by the system that a caller has a chronic condition can
educate the member on the plans quality programs most
beneficial to the member.

Case Management — Members with identified chronic
conditions can be passively enrolled into a case management
system.

Alternate Payment - Members with identified chronic
conditions can be passively enrolled into an alternative
payment program that creates incentives for providers
delivering care to the chronically ill.

The inclusion of these chronic disease states and the enroliment status information
directly in the claims system allows a unified data set to be maintained. The unified
data sct allows for casy reporting on expense, utilization and trend of race, ethnicity,

. language, mental health and substance abuse disorder data, and chronic disease states,




Section § - Payment Methodologies that Support the Triple Aim

A.5.1, PSCS’s payment methodologies will support and promote the Triple Aim.
PSCS will provide comprehensive coordination and create shared responsibility
through alternative payment methodologies. PSCS implemented a new community-
wide OHP capitation methodology which began February 2012. This new
methodology removes volume-of-service based financial incentives and replaces
them with incentives that reward primary care (including those who have applied for
and received PCPCH status) for providing the right care at the right time. This same
new agreement provides shared savings incentives for PCPCH primary care providers
as well as specialty providers for appropriate management of care as measured by
performance in a specialty care fund, a hospital fund, and a prescription drug fund.

PSCS will provide financial support that is differentially based. Financial support for
certain PCPCH providers has been and will continue to be provided for different
PCPCH-tiered providers based on PSCS agreement with COIPA. This agreement
provides for special funding mechanisms (i.e. additional PMPM payments) for
enhanced delivery of primary care. In addition, PSCS has provided grant-based
funding to many of the PCPCH providers based on capability and the need for
investment dollars for new innovative models.

PSCS will align financial incentives for evidence based and best emerging practices.
PSCS’s existing payment methodologies which include Medical Home incentive
payments aligned with quality and best practice metrics, are designed to promote high
quality care in tandem with cost-efficiencies. In addition, PacificSource has
partnered with COIPA who is investing in new informational capabilities which will
lead to community-wide evidence-based best practices and will provide a data-based
solution to variations in care in the CCO population.

Section 6 - Health Information Technology

A.6.1. Health Information Technology (HIT), Electronic Health Record Systems (EHRs)
and Health Information Exchange (HIE)

A.6.1.a. PSCS plans to improve HIT in the areas of data analytics, quality
improvement, member engagement through HIT (using tools such as email, personal
health records, etc.) and other HIT. PSCS actively applies data analytics in numerous -
areas with a goal of improving population health and engagement. PSCS has recently
acquired significant analytical capability with the implementation of Thomson
Reuters Advantage Suite which is an analytical tool specifically focused at the
management of member health through the application of industry standard analytical -
models that have the ability to risk stratify members for management in our condition
management programs. This application also has the ability to apply predictive




modeling with the goal of intervention prior to significant episodes occurring. This
system can take numerous inputs including: Claims Data, Prescription Data, Lab
value data, Vision data and EHR information. When combined, this information will
provide a holistic view of member health and adherence to standardized treatment
plans. This standardized data can be used to provide a feedback loop to our health
system stakeholders on the quality and efficacy of care delivered. As described in
more detail below, PSCS is also actively working with providers to encourage the
adoption of EHRs and supporting the Central Oregon HIE efforts.

PSCS’s community partner St. Charles Health System (SCHS) is currently providing
EMR platforms for all community hospitals and subsidies to any provider
implementing EMR in the community. SCHS is committed to substantial funding for
a HIE that will ultimately include all providers in Central Oregon, Thete is a
community Steering Committee which includes key stakeholders from provider
groups (COIPA, BMC, SCMG, etc) to determine needs for data analytics, quality
measures and a personal health record for members. Member engagement is critical
for the success of the CCO and includes open access for any member through a
member portal; the personal health record can be updated and will be available for the
member’s providers. Finally, PacificSource is currently in the process of
implementing an enterprise system to facilitate secure and non-secure messaging via
email and SMS/Text to our members and providers for the purposes of improved
engagement and communication efficiency,

A.6.1.b. PSCS in working with community partners is developing strategies to track
and increase adoption rates of federal ONC certified EHRs. PSCS currently tracks
adoption of EHRs though frequent provider engagements with provider relations staff
who regularly engage the providers on capability, technology interfaces between
providers and PSCS, and technical capability growth/planning in the provider’s
offices. These engagements are supplemented by other workshops and surveys
conducted by provider relations staff in which EHR and other technology planning on
the part of the provider is discovered and assessed. In addition, nearly all the physical
health professional providers in the CCO service area are affiliated with an
independent practice association who tracks and makes available information on EHR
adoption. The Central Oregon provider community is using certified ONC-certifted
EHRs, with a very high adoption rate running between 70-80%, possibly the highest
in the State, SCHS is upgrading the Bend and Redmond hospital systems to achieve

"~ Stage 1 Meaningful Use status. The rural hospital areas, Madras and Prineville, are
scheduled for 2013, In order to maintain high meaningful use standards, the SCHS
subsidy applies only toward certified EHRs. OCHIN is under contract with SCHS to
move EMRs out to the community, monitoring adoption is a part of their service
terms. In terms of increasing adoption rates of EHRs, PSCS has and will continue to
use various strategies. PSCS has already provided grant funding to some providers,
including safety net providers, to enhance workflows and use of EHR within a




medical home expansion, This grant funding is available every year for provider
enhancements to patient care through the robust use of EHR technology. PSCS will
continue to monitor EHR adoption and identify methods to further increase usage that
are consistent with our Triple Aim goals. Opportunities being explored include
establishing eligibility criteria for funding of medical home development based on
having an established and robustly-used EHR. PSCS may also consider future
incentives for differential reimbursement for providers dependmg on those practices
which have and robustly use their EHR,

A.6.1.c. PSCS with its community partners will facilitate meaningful use and HIE.
The HIE company under contract with SCHS, Relay Health~ a subsidy of McKesson,
is the partner designated as the connection point and ensures secure routing and
identification. Providers are required to register with Relay Health for access to the
information. Relay Health has access for external providers (after registration and
validation), and those in-area providers without an EHR, to log in to a web portal.
This configuration allows enrolled providers access to secure messaging, lab results
and other platforms under development. Currently over 150 providers without an
EHR are registered with Relay Health for these services. In addition, SCMG,
Mosaic, COPA, Harney County, Mountainview Hospital and others have electronic
lab results. SCMG (Redmond and Prineville Family Care) and Mosaic receive ED
notifications through the HIE, PSCS has been working with various providers to
fulfill meaningful use criteria through investments in grant funding to support
capability, staff, and workflow development to achieve meaningful use standards, and
will continue to do so in the future. PSCS may also consider future incentives for
differential reimbursement for providers who provide information to, and robustly
participate in community-based HIE, or an HIO, though those incentives are not
currently established. PSCS is providing significant leadership and engagement with
a newly formed group called the Central Oregon Health Information Exchange
(COHIE). The focus of this group is to pool regional resources to support the Triple
Aim through the use of HIT. This initiative is well supported by all of the primary
stakeholders in the regional health system. The COHIE team is looking to implement

. best practices as learned from other successful HIE initiatives that have been
implemented in other regions of Oregon and the country. Early goals are to leverage
existing technologies and standardized interfaces to minimize time to market and
maximize Triple Aim benefit to members and stakeholders. The initial focus will be
to establish the infrastructure for the basic exchange of health information among
stakeholders. Once this is in place, additional opportunities will exist for more
sophisticated analytics and efforts to improve quality and patient engagement. PSCS
has taken an early step along this path with the implementation of a daily patient
census interface between SCHS Emergency Departments and PSCS with the goal of
early detection of significant health episodes so that nurse case managers can develop
intervention plans as needed.




APPENDIX B - Provider Participation and Operations Questionnaire

Section 1 - Service Area and Capacity
PacificSource Community Solutions is applying for the areas as listed in the Appendix B — Table B-1. Please
note that 4 of the counties (Grant, Harney, Wheeler, and Lake) are pending due to current discussion, It is
anticipated these 4 counties may join the PacificSource Community Solutions Central Oregon CCO. Please see
attached, Appendix B - Table B-1 (Participating Provider Table).

Section 2 - Standards Related To Provider Participation
Standard #1 - Provision of Coordinated Care Services

PacificSource Community Sotutions will have a comprehensive and integrated care management network and
delivery system network servicing Medicaid and duaily eligible members for the providers as noted below.
PSCS will either contract directly with these providers or work collaboratively with community partners such as
the COHB and Public Health to establish contracting mechanisms to allow the development of a comprehensive
and integrated care management and delivery system network that will meet the needs of PSCS members. As
the CCO evolves and the needs for other providers are identified, PSCS will work cotlaboratively with its
community partners to facilitate access to these providers for PSCS members,

Acute inpatient hospital psychiatric ~ Health Care Interpreters Patient Centered Primary Care
care (qualified/certified) Home

Addiction treatment Health education, health promotion, Peer Specialists

Ambulance and emergency medical health literacy Pharmacies and Durable Medical
transportation Home Health Equipment

Assertive Community Treatment  Hospice Rural Health Centers

Chemical dependency treatment Hospital School-Based Health Centers
providers Imaging Specialty Physicians

Community Health Workers Laboratories Supported Employment

Community prevention services Mental Health Providers Tertiary Hospital Services

Dialysis services Navigators Tribal and Urban Indian Services

Federally qualified health center Oral Health Providers Urgent Care Centers

Palliative Care

Please see Table B-1 (Participating Provider Table) attached.
ADDITIONAL QUESTIONS ABOUT SPECIFIED INTEGRATED CARE SYSTEM COMPONENTS

Standard #2 — Providers for Members with Special Health Care Needs

PSCS shall ensure those Members who have special health care needs such as those who are aged, blind, disabled,
or who have high health care needs, multiple chronic conditions, mental illness or chemical dependency or who
are children/youths placed in a substitute care setting by Children, Adults and Families (CAF) and the Oregon
Youth Authority (OY A) (or children receiving adoption assistance from CAF) have access to primary care and
referral providers with expertise to treat the full range of medical, mental health and chemical dependency
conditions experienced by these Members, As PSCS develops a relationship with a DCO, dental will become part
of this process. The providers and facilities identified in the Participating Provider Table or referral
provider/facility (Standard #1 Table), will be identified by special skills or sub-specialties necessary to provide a
comprehensive array of medical services to Members with Special Care Needs or Members who have high health
care needs, multiple chronic conditions, mental illness or chemical dependency. In order to reduce costs to health
care associated with chronic disease, PSCS will refer members to the Living Well Program and its Spanish-
language equivalent, Tomando Control de su Satud, administered regionally by Deschutes County Health
Services. Specially designed for people living with multiple chronic conditions, both mental and physical, Living
Well is an evidence-based chronic disease self-management program that consists of six weekly two-hour

~ workshops that teach tools for living a healthy life with chronic health conditions in a culturally and linguistically
appropriate manner. The Living Well Program is an effective intervention for addressing the needs of PSCS
members who incur the highest costs and use the most services, with significant return on investment, PSCS’s
collaboration with the Living Well Program will include:




* Covering workshops as a primary benefit for members with chronic mental or physical health.conditions,
*  Setting up referral systems from primary care medical homes and specialty clinics to Living Well.
¢ Providing incentives for plan members to participate.

Standard #3 — Publicly funded public health and community mental health services

PSCS has executed agreements with publicly funded providers for authorization of and payment for point-of-
contact services (i.e. immunizations, sexually transmitted diseases and other communicable diseases) and for
cooperation with the local mental health authorities.

Publicly Funded Health Care and Service Programs Table
Please see Publicly Funded Health Care and Services Program Table attached.

(a) As members of the Central Oregon Health Board and Central Oregon Health Council; the three counties
(Deschutes, Crook, and Jefferson) have been involved in the development of the CCO application. Each county
has assisted in the writing of sections of the application and the Directors of Deschutes and Crook County have
been active members in the CCO Workgroup Commitiee overseeing the process. The Public Health Directors
will be in discussions with Pacific Source staff in the development of additional services that public health may
provide to improve the health of the citizens of our three counties.

(b) Current contracts for public health services are in place for Deschutes, Jefferson, and Crook, Additional
opportunities may develop as the CCO evolves which witl be pursued.

{c) PSCS has agreements with these counties.
Standard #4 — Services for the American Indian/Alaska Native Population (AI/AN)

(a) PSCS has experience and ability in providing culturally relevant Coordinated Care Services for the AVAN
population, PSCS current Oregon Health Plan (OHP) membership includes the AI/AN population, As such,
PSCS has developed policies and procedures specifically addressing responsibilities to this population. This
includes providing AI/AN members with access to providers of their native culture and the processing of claims
for this population based on AI/AN eligibility as reported on the 834 files received from the State. In addition, our
nurse case managers work in collaboration with the tribal clinic case managers and providers to assist with any
concerns or issues that arise within this population and to ensure they receive services that are culturally
appropriate.

Standard #5 — Indian Health Services (IHS) and Tribal 638 facilities

(a) All PSCS members who are identified by OHA to be of Indian Heritage have the ability to be able to seek
services with either a contracted provider or an Indian Health Service Facility. If the service or item is subject to
Prior Authorization, the AI/AN provider must follow and comply with all Prior Approval (PA) requirements, Tt is
the AI/AN providers’ responsibility to contact PSCS prior to providing services. All services requiring prior
authorization are provided on PSCS website at wawvw.communitysolutions.pacificsource.com, Periodic updates to
the prior authorization requirements are also communicated to contracted providers via electronic notice.

Standard #6 — Integrated Service Array (ISA) for children and adolescents

(a) PSCS will provide services as included in the Tntegrated Service Array. PSCS will enter into a service
contract with the Central Oregon Health Board {COHB). Under the service contract, the COHB will further
develop and administer the Central Oregon Integrated Service Array (ISA) in accordance with OAR 309-032-
1500 (Integrated Services and Supports Rules). The COHB ensures that appropriate and needed health services
including behavioral health and public health are provided to the residents of Central Oregon', Currently, Central
Oregon County Mental Health Programs (CMHPs) and PSCS, as the Central Oregon Mental Health Organization,
contract with a number of agencies and individuals in order to provide the full continuum of ¢are for individuals
determined eligible for the ISA. The ISA contracts are currently executed by ABHA, a subcontractor of Pacific
Source. The TSA provider network includes both traditional and non-traditional services and supports which are
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provided in variety of settings, Care Coordination for the ISA population will continue to be primarily performed
by the local CMHPs in collaboration with other providers as appropriate.

(b) It is anticipated that COHB will administer the ISA as part of an agreement with PSCS in the manner consistent
with the following approach. Central Oregon counties in partnership with ABHA 'have invested in training, coaching
and monitoring to achieve full-fidelity wrap around services based on system of care principles, with a team creating a
family-driven plan for each child in partnership with other child-serving systems. As a result, Ceniral Oregon counties
have reduced the percentage of children needing residential care, shortened the length of stay, and created a menu of
community-based supports that enable children to be maintained in permanent homes in the community. Individuals
and families served in Central Oregon, also receive services as part of the ISA with wrap around as the primary model
used for team facilitation and care coordination. The tocal CMHPs for Central Oregon determine ISA eligibility and
partner with all local child serving agencies through the wrap process and Community Care Coordination Committees,
Trainings in wraparouind and team facilitation have ocourred and the services and supports are provided-when
documented as a need in the individual’s wrap around Plan of care, Psychiatric Residential Treatment Services, Sub
acute and Acute levels of care are utilized in a manner that best meets the needs of the individual and as medically
necessary.

(c) PSCS’s service delivery approach is family-driven, strength-based, culturaily sensitive, and enhances
community-based service delivery. PSCS expects its providers, community partners, COHB and local CMHPs to
adopt similar practice guidelines currently being utilized and those that will be developed. The practice
guidelines prescribe the elements needed to insure that the service delivery approach delivered to individuals who
are determined eligible for the ISA meet the requirements for the Wraparound model, are family-driven,
community-based and culturally competent,

Standard #7A-— Mental Illness Services

(a) PSCS will provide community-based mental health services to Members, including Members receiving home
and community-based services under the State’s 1915(1) SPA, All services will be provided through PSCS’s
current community behavioral health (including mental health) provider network in partnership with the Central
Oregon Health Board. Our current behavioral health provider network consists of 3 local Community Mental
Health Programs (CMHPs). The local CMHPs provide a wide array of mental health and chemical dependency
treatment and recovery services and supports. The CMHPs also provide most of the home and community-based
mental health services to Members who qualify for these services under the State Plan 1915(i) wavier.

(b) PSCS will screen all eligible members for mental illness to promote prevention, early detection, intervention
and referral to mental health treatment — especially at initial contact or physical exam, initial prenatal exam, when
a Member shows evidence of mental illness, or when a Member over-utilizes services. The network of behavioral
health providers is governed by OAR 309-032-1500 (Integrated Services and Supports Rule [ISSR]). Specificalily,
OAR 309-032-1525(3 X d}BYCYDX)F) requires comprehensive screening and the provision of appropriate
services or referral to qualified professionals for the provision of care. Behavioral health provider contracts also
mandate compliance with the ISSR. PSCS has been engaged in provider education and encouraging PCPCHs and
the hospital EDs to implement the EBP Screening Intervention and Brief Treatment (SBIRT). PSCS will plan to
increase efforts around implementation of SBIRT in these settings. Additionally, PSCS will continue to
emphasize and encourage screening for and early detection of behavioral health disorders in all primary care
settings and at the initial prenatal exams. PSCS has a robust reporting sofiware used to identify high-needs
members (who maybe over utilizing certain services). These reporting systems, use predictive modeling
algorithms to integrate member demographics, disease burden and claims history to identify members who are
likely to require high resource levels in the near tuture. This data is overlaid with Clinicai Intelligence Rules
which help to identify members with interveneable conditions.

Standard #7B — Chemical Dependency Services

(a) PSCS will provide community-based chemical dependency services to members, including members receiving
home and community-based services under the State’s 1915(i) SPA. All services will be provided through
PSCS’s current community behavioral health (including chemical dependency) provider network in partnership
with the Central Oregon Health Board. This network consists of 3 local Community Mental Health Programs
(CMHPs). The local CMHPs provide a wide array of mental health and chemical dependency treatment and
recovery services and supports, The CMHPs also provide most of the home and community-based mental health
services to members who qualify for these services under the State Plan 1915(i) wavier. PSCS anticipates adding




2 more outpatient subcontracted providers who are the local CMHPs for Crook and Jefferson counties. These
providers will add additional outpatient mental health service capacity for PSCS Deschutes county members and
could also provide outpatient chemical dependency treatment services if the need arises.

(b) PSCS will screen all eligible members for chemical dependency to promote prevention, early detection,
intervention and referral to chemical dependency treatment — especially at initial contact or physical exam, initial
prenatal exam, when a Member shows evidence of mental illness, or when a Member over-utilizes services. The
network of behavioral health providers are governed by OAR 309-032-1500 (Integrated Services and Supports
Rutle [ISSR]). Specifically, OAR 309-032-1525(3)(d)BYCYD)(F) requires comprehensive screening and the
provision of appropriate services or referral to qualified professionals for the provision of care. Behavioral health
provider contracts also mandate compliance with the ISSR. As noted above, PSCS has robust reporting software
used to identify high-needs members (who maybe over utilizing certain services).

Standard #8 — Pharmacy Services and Medication Management

(a) PSCS has experience and abitity to provide a prescription drug benefit as a Covered Service

for funded Condition/Treatment Pairs, PSCS, with its parent, PSCHP, Inc,, currently manage a prescription drug
benefit for ~40,000 OHP members and ~16,000 Medicare members, The organization has significant experience
providing a prescription drug benefit that is consistent with OHP’s Prioritized List of Covered Services, Through
a customized benefit design algorithm, PSCS ensures payments for funded conditions, avoids payment for
unfunded conditions, and provide exceptions to those members who would otherwise not receive certain
medications. We propose using the current Medicaid formulary for the CCO population which contains over
18,000 different drug products every funded therapeutic class including prescription and OTC drugs,

(b) PSCS intends to offer a closed formulary to its CCO members. The proposed formuiary restricts certain brand
name medications as non-formulary, but maintains treatment options in all funded therapeutic classes as noted
above. The Utilization Management process allows all members and providers the opportunity to request non-
formulary medications through the Formulary Exception process. When formulary medications have been
exhausted or are not clinically appropriate, exceptions to the formulary status are granted by our clinical
pharmacist reviewers. The Quality Assurance Utilization Management Pharmacy & Therapeutics (QAUMPT)
Committee is a clinical committee consisting of ~12 Medical Doctors, Nurses and Pharmacists from the PSCS
service area. With the help of Pharmacy Services clinical staff, QAUMPT maintains a clinically appropriate,
evidence-based formulary. The formulary is reviewed at least annually and new molecular entities are reviewed
within 6 months of being FDA approved. The QAUMPT Committee reviews medications for clinical
appropriateness and inclusion on the formulary while the Pharmacy Services clinical staff is responsible for
ensuring that treatment options exist in all therapeutic categories, including OTC treatment options, The
Pharmacy Services staff is also responsible for presenting community practice standards and requests for
coverage policy changes to the QAUMPT on behalf of local providers to ensure the PSCS’s clinical policies are
reflective of local practice patterns, All medication related Coverage Policies are developed by the Pharmacy
Services clinical staff after consultation with evidence-based literature, national treatment guidelines, FDA
approved labeling and industry best practices. All coverage policies must be formally adopted by the QAUMPT
Committee prior to enforcement, Coverage Policies are reviewed annually for updates to ensure current best
practices are enforced. To ensure transparency and promote best practices, PSCS’ policy is to post ali coverage policies
on the Member and Provider websites at www.communitysolutions.pacificsource.com. All formulary edits, utilization
management restrictions and pharmacy messaging is decided by the Pharmacy Services staff, in consultation with the
QAUMPT, and directed to the PBM for configuration.

(c) PSCP will provide an adequate pharmacy network to provide sufficient access to all enrollees and will
communicate formulary choices and changes to the network and other medical professionals. PSCS contracts
with a national Pharmacy Benefit Management (PBM) company to provide nationwide pharmacy access. The
current PBM is Express Scripts, Inc., In 2013, PSCS will be contracted with CVS Caremark. Both PBMs offer
nationwide pharmacy access with over 60,000 network pharmacies. The Pharmacy network information is
available to members and providers on our website at www.communitysolutions.pacificsource.com. The Prior
Authorization and Formulary Exception Request form is also available on our website and can be submitted by
members or providers. In the case of formulary or network changes which adversely impact members or
providers, PSCS will always provide advance notice of at least 30 days in written or electronic format, PSCS
contracts directly with a mail order pharmacy, Wellpartner Mail Order, to provide our Medicaid members with up
to a 60 day supply of covered medications, delivered through the mait.




(d) PSCS has the ability to process pharmacy claims using a real-time claims adjudication and provider
reimbursement system and capture all relevant clinical and historical data elements for claims paid in their
entirety by the CCO, and when the coordination of benefits is needed to bill Third Party Liability (TPL) when the
CCO is the secondary coverage. PSCS outsources pharmacy claims adjudication to a Pharmacy Benefit
Management (PBM) company, As mentioned above, the contracted PBM will be changing on 1/1/2013. Both
PBM’s process all pharmacy transactions from network pharmacies in real-time. Payment is guaranteed at the
point-of-sale when a network pharmacy submits an electronic claim to the PBM, Since 2006, PSCS has
coordinated benefits for dual eligible members to ensure that both primary and secondary pharmacy claims are
paid in real-time at point-of-sale. In the case of Medicare & Medicaid dual eligible status, two enroflment
segments are established in the pharmacy adjudication software. One enroliment segment is set to pay as primary
and the other to pay as secondary. The PSCS Enrollment & Billing team, in partnership with a subcontractor,
Performance Health Technology, LTD, (PH Tech) and the State of Oregon, are responsible for designating
primary and secondary pharmacy eligibility in the primary eligibility database, called CIM. An eligibility extract
is pulled from CIM nightly and submitted to the PBM for pharmacy claims adjudication. The pharmacy claims
platform can adjudicate both primary and secondary claims in real-time, according to the eligibility flag set by the
Enrcllment & Billing team. The Pharmacy Services Helpdesk is available Monday — Friday, 7am — 6pm, for any
pharmacy adjudication issues that arise at the point-of-sale and wiil work with the Enroliment & Billing team to
ensure accurate eligibility setup.

(e) PSCS has the capacity to process pharmacy Prior Authorizations (PA) with in-house staff and through a
coniracted PBM. PSCS maintains an internal Pharmacy Helpdesk, available Monday — Friday, 7 am — 6 pm, to
which prescribers or pharmacies are able to submit PAs, The Pharmacy Helpdesk works directly with pharmacies
and providers to ensure timely processing of all Coverage Determinations, which are defined as Prior
Authorizations, Formulary Exceptions and other Utilization Management edits. Providers and pharmacies are able
to contact the Pharmacy Helpdesk via direct telephone line or via fax during normal business hours (above).
Members can reach the helpdesk through our Member Customer Service team. The helpdesk also triages
emergency faxes and voicemails received after business hours and on weekends to ensure timely resolution of all
requests. The helpdesk is staffed with 4 full-time pharmacy technicians, a full-time pharmacy team leader and a
clinical pharmacist. All coverage determinations are logged in a proprietary Authorization Tracking software
which tracks decisions, communication points with providers, members and pharmacies and timeliness of
decisions made.

(f) Requested information regarding PSCS’s contractual arrangement with its PBM can be found in Appendix B
~ Pharmacy Contract Information. Please see attached.

(g) PSCS has the ability to engage and utilize 340B enrolied providers and pharmacies as a part of the CCO.
Mosaic Medical, the local FQHC, is pursuing a vendor based 340B program. St. Charles Medical Center is
developing a 340B pharmacy program. PSCS is actively engaged in dialogue and will partner with these
organizations to ensure eligible partners receive the lowest available cost for prescription medications,

(h) PSCS’s ability and intent to use Medication Therapy Management (MTM) as part of a Patient Centered
Primary Care Home is as follows: PSCS has an active MTM program in place for its MAPD beneficiaries,
including dual eligibles. PSCS contracts with local pharmacists to provide face-to-face consultation to our most
vulnerable Medicare membets. Eligible members can receive MTM services from their dispensing pharmacist or
from consultant pharmacists in the community. PSCS provides private office space to consultant pharmacists and
reaches out to patients telephonically to set up appointments in order to ensure this service is widely used. Tn
2012, we anticipate extending this service to our Medicaid members in a limited fashion,

(i) PSCS has the ability to utilize E-prescribing and its interface with Electronic Medical Records (EMR).
Through its PBM contract(s), PSCS has access to a nationwide network of pharmacies capable of receiving
electronic prescriptions. In the proposed CCO service area there are approximately 40 pharmacies currently
contracted to receive electronic prescriptions. This represents the vast majority of pharmacies in the service area.
PSCS is working diligently with the new PBM to provider our provider network with real-time access to the
PSCS formulary through their EMR. It is anticipated that this functionality will be in place in 2013.




Standard #9 — Hospital Services

(a) PSCS will assure access for Members to inpatient and outpatient hospital service as follows. Urgent care
services including mental heaith crisis or emergencies are covered 24 hours a day, 7 days a week whether in-area
or'outside the service area. Urgent care services do not require prior authorization. Members are directed to call
their PCP with an urgent care condition or go to an urgent care office nearby. The PCP office will be available 24
hours a day, 7 days a week. For Mental health crisis, members are directed to call the mentai health crisis line,
911, or go directly to the emergency room. Emergency services do not require prior approval. For physical
emergency medical conditions, members are directed 1o call 911 or go to the emergency room. If members are not
sure their condition is an emergency, they are encouraged to call their PCP’s office that can help direct their care.
Physical Heaith and Mental Health Emergencies are described in the PSCS member handbook and by PSCS
customer service team. For outpatient services requiring prior authorization, requests will be received and
processed according to regulatory timelines and notice requirements. An organizational determination to provide,
authorize or discontinue a service to a member is made as expeditiously as possible. All prior authorization
requests are date-stamped with the date the request is received. Compliance with required timelines is reviewed
monthly by Corporate Quality Assurance and periodically by Internal Audit. If prior authorization timelines are
found to be outside established guidelines, an action plan for correction is developed by the manager of Medical
Services and reviewed by the Medical Director once completed.

(b) PSCS will educate Members about how to appropriately access care from Ambulance, Emergency Rooms, and
urgent care/walk-in clinics, and less intensive interventions other than their Primary Care home. Appropriate use
of these services is managed through benefit design, network development, communication strategies, and care
coordination and case management. Ambulance services are covered for emergencies only and in non-emergent
situations when transportation in another vehicle could put member’s health in danger. Emergency services are
reimbursed when a patient’s medical needs cannot be adequately addressed by their primary care provider or
urgent care services. PSCS makes great efforts to contract with a broad network of primary care providers and
urgent care facilities to decrease the need for Emergency services. This includes contractual provisions to
encourage after-hours and same day access to primary care appointments and geographically dispersed urgent
care clinics as well as medical home contracts which provide financial incentive to clinics whose membership
maintains low utilization of Emergency Services. PSCS utilizes claims reports to identify members who
frequently use Emergency Services. Dedicated Transitional Care Coordinators use these reports to identify good
candidates for intervention and work to improve.patient access to necessary services (medical and behavioral
health care, food stamps, social support, etc) in order to reduce unnecessary use of Emergency Services. As
appropriate, the Care Coordinators will refer patients with complex medical conditions to internal Case Managers
and external Nurse Care Coordinators who are embedded in medical homes and/or contracted Community Health
Workers. Member Handbooks and Provider Directories noting the provider’s languages will be provided to
members annually and upon enroliment to ensure members can choose providers that are fluent in the member’s
primary language. Materials are written in 6™ grade reading level and will also be translated into Spanish, since
we meet the thresholds in our service areas for this need. Customer Service team members can also provide
members with pertinent information in another form, if required. Interpreter services are also available, upon
request, for assistance at their doctor office visits, either in person or by phone. The plan will provide
transportation services to and from healthcare appointments for members facing significant culture or physical
transportation challenges. PSCS work with community partners in our service area to provide these services to our
members to ensure they get needed care. PSCS wilf also provide members with newsletters that include pertinent
benefit information, resources, and other important information about their health and access to ambu]ance
emergency, and urgent care.

(c) PSCS will monitor and adjudicate claims for Provider Preventable Conditions based on Medicare guidelines -
for the following:

Adverse events and Hospital Acquired Conditions (HACs) are identified through utilization management, case
management, claims review, reports from physicians, and member complaints.

» Adverse Events: Adverse Events are defined as incidents in which harm resulted to an enrolled member or harm
could have potentially occurred through receiving health care. Reviews of the events are performed by the health
plan medical director, the QAUMPT Committee and/or an appropriate consultant, Events are logged and tracked
over time. The comp}eted reviews are peer protected and considered at the time of practitioner recredentialing.




Frequent or severe events attributable to a single provider or facility will be subject to corrective action per policy
and procedure. An ahnual report is reviewed by the QAUMPT Committee.

+Hospital Acquired Conditions (HACs): The PSCS claims payment system is configured to stop payment and
trigger clinical review for claims received which meet the definition of HACs, as defined by Medicare. All
incidents of Adverse Events and/or HACs identified through the prior authorization and referral processes are
reported to the Health Services Quality Improvement team. The Quality Improvement team reviews and
compiles rates of Adverse Events and HACs for reporting to the Quality Assurance Utilization Management and
Pharmacy & Therapeutics Committee (QAUMPT). The Adverse Event and HAC’s rates are used to inform the
contracting and credentialing process to ensure that PSCS maintains a high-quality network of providers and
hospitals. PSCS has reported Medicare HAC’s and Serious Reportable Adverse Events to CMS for the past two years.
Policies and procedures have been developed and the process has been reviewed by a certified Medicare C&D
Validation audit firm. The same process will be executed for Medicald members.

(d) PSCS’s readmission policy will be enforced and monitored. PSCS receives hospital census data from the
major hospital system in Central Oregon. In addition, PSCS has embedded a Nurse Case Manager (NCM) in St.
Charles Medical Center. The census data, along with the embedded NCM, are part of a robust case management
system to reduce readmissions. Al PSCS members admitted to the hospital are screened and, when appropriate,
actively case managed during their inpatient stay, PSCS members who transition out of the hospital and require
additional services are assigned to a Nurse Case Manager or Care Coordinator for ongoing ¢linical follow up. The
case management and care coordination interventions target areas that are known to cause hospital readmissions
and improve overall quality of care (follow-up PCP appointment, medication adherence, fall risk, et¢). PSCS is
also developing a telephonic outreach and care coordination program through our Transitional Care Coordinators
with a structured workflow built on hospital census data, to call every member discharged from the hospital for
follow-up and readmission prevention, PSCS is actively working with other inpatient facilities in the CCO service
area to coordinate daily exchange of census data, Additional members at risk for re-admission are identified
through our robust claims reporting suite and targeted for care coordination and case management, where
appropriate. Reporting of readmissions, urgent care and ED visits using claims history will be provided to each
Primary Caré Medical Home contracted with PSCS. This data is used to inform process improvement and quality
improvement opportunities with our provider network.

(e) PSCS employs the innovative strategies above including targeted interventions based on predictive modeling
through our reporting suite {Thomson Reuters) to decrease unnecessary hospital utilization.

Section 3 - Assurances of Compliance with Medicaid Regulations and Reguirements

1. - Medicaid Assurance #1 - Einergency and Urgent Care Services: Provider shall be responsible for
responding to or making arrangements for emergent needs of Members with respect to Covered Services twenty-
four (24) hours per day, seven (7) days per week, including holidays. In the event that Provider is unable to
provide required Covered Services, Provider shall arrange for a Covering Practitioner.

2, Medicaid Assurance #2 - Continuity of Care; The Medical Services staff documents all authorizations
and referrals in a software application which are then available for providers and nurse case managers to review to
ensure care coordination and reduce duplication of services, The Medical Services management receives a daily
report with the total number of authorizations and referrals which includes the date the request was received. This
altows them to ensure requests received will be processed according to regulatory timelines and notice
requirements established by the Oregon Health Authority.

3. Medicaid Assurance #3 - Medical Record Keeping: Policies and procedures are in place to ensure
protected health information (PHI) maintained by PSCS is appropriately safeguarded against inappropriate uses or
disclosures. The procedures describe appropriate storage and destruction of PHI, PSCS performs medical record
reviews of primary care provider record keeping on an annual basis. Providers will be reviewed every 3 years in
coordination with their re-credentialing cycle.

4. Medicaid Assurance #4 - Quality Improvement: PSCS has a QAPI program which was reviewed by
External Quality Review Organization in 2011 and was found to have “Fully Met” the general Rules and basic
elements of for Quality Assurance Performance Improvement programs,

5. Medicaid Assurance #5 — Accessibility: PSCS surveys providers annually for appointment wait times for
routine, urgent and emergent appointments and reports those findings to the QAUMPT Committee. PSCS




monitors the number of members who do not have a PCP assigned within 30 days Member grigvances are
monitored for indications of access problems.

6. Medicaid Assurance #6 Grievance System: PSCS has written policies and procedures available for
review by OHA, which outline the process by which the plan accepts, processes, and responds to ail complaints
and appeals from members and their representatives. Information on these processes is shared with members as
well as with FSCS providers upon entering a contract and more often as neéded. PSCS’s grievance system is
described above in more detail,

7. Medicaid Assurance #7 - Potential Member Informational Requirements: PSCS has the ability to
provide potential members with pertinent information to make a decision about enroliment. These materials
would be in both printed format and available online. However, current rules prohibit PSCS from marketing to
our potential members, so we do not provide this information currently.

8. Medicaid Assurance #8 - Member Education: Members receive a handbook annually or when significant
changes are made, A member newsletter is sent three times per year and includes topics related to benefits,
prevention, utilization and health improvement. The member website includes health care information for PSCS
members. Members identified for quality improvement projects are sent materials on self-management related to
the topic targeted for improvement. Materials are available in Spanish. Member Handbooks and Provider
Directories noting the provider’s languages will be provided to members annually and upon enrollment to ensure
members can choose providers that are fluent in the member’s primary language.

9. Medicaid Assurance #9 - Member Rights and Responsibilities: Member Handbooks are provided to
members upon enrollment and annually to ensure members have pemnent information about their rights and
1esp0n31b1ht1es as a member of the plan. The handbook is written in 6® grade reading level and is being translated
into Spanish, since we meet the thresholds in our service areas for this need.

10. Medicaid Assurance #10 - Intensive Care Coordination: Intensive care coordination services may be
requested by the member, the member’s representative, physician, other medical personnel serving the member,
or the member’s agency case manager. PSCS will respond to request for intensive care coordination services with
an initial response by the next working day following the request. PSCS will ensure transitional care coordinators
and case manger case manager’s name and telephone number are available to agency staff and members or
member representatives when intensive care services are provided to the member. ENCC members will have
direct access available to specialists represented as an exception to the referral process.

11. Medicaid Assurance #11 - Billing and Payment Standard: PSCS will participate as a trading partner of

OHA in order to timely and accurately conduct electronic transactions in accordance with HIPA A electronic
transactions and security standards.

12. Medicaid Assurance #12 - Trading Partner Standard: PSCS has and wili continue to execute necessary
trading partner agreements and conducted business-to-business testing that are in accordance with accepted
professional standards.

13. Medicaid Assurance #13 - Encounter Data Submission and Validation Standard — Health Services and
Pharmacy Services: PSCS contracts with PH Tech for the processing of ¢claims and encounters and the
transmission of those encounters to OHA. PH Tech maintains policies and procedures that promote the accurate
and timely submission of encounter data to OHA, PH Tech performs multiple levels of encounter validation and
auditing to ensure overall quality and adherence to customer and OHA requirements,

14, Medicaid Assurance #14 - Enroliment and Disenrollment Data Validation Standard:

PSCS contracts with PH Tech for the processing of enrollment and disenrollment transactions received from
OHA. PH Tech has built an automated system to accept and import both enrollment and disenrollment records in
the HIPAA 4010 and 5010 834 format. All transmission from OHA are archived on the PH Tech file servers and
imported into PH Tech’s data warehouse for storage and reporting on enrollment, revenue and expense,




APPENDIX C — Accountability Questionnaire
Section 1 — Accountability Standards

C.1.1. Background information

C.1.1.a. PSCS has developed robust reporting systems that will be utilized in quality and
accountability measurements. PSCS submits HEDIS Medicaid administrative measures through
certified HEDIS software. Upon validation of results, these measures are utilized to benchmark
performance, identify opportunities for improvement, identify discrepancies in care and generate
indicators for Performance Improvement Projects. PSCS currently utilizes a software engine
purchased from Ingenix; however this is being transitioned to a Thomson Reuters application
during 2012. These reporting systems integrate member demographics, disease burden and
claims history to identify members who are likely to require high resource levels in the near
future. This data is overlaid with Clinical Intelligence Rules which help to identify members
with interveneable conditions. PSCS is also engaging a new Frand Waste & Abuse (FWA)
vendor in 2012 to target cases of overutilization. This vendor, Thomson Reuters, will provide
monthly reports to a FWA team at PSCS who will be responsible for identifying legitimate FWA
cases and reacting appropriately (contract termination, recoupment of payments, law
enforcement referral, etc). Through its Pharmacy Benefit Management contract, PSCS also
receives Fraud, Waste & Abuse reports that highlight over-utilization of prescription
medications. These reports are provided to an internal team of pharmacists and pharmacy
technicians to curb drug abuse in collaboration with local prescribers. In 2011, approximately 14
PSCS members were identified as abusing prescription medications and the claims system was
configured to ensure they only received medications from specific prescribers and/or pharmacies.

PSCS has created multiple data warehouses that integrate claims, enrollment and referral
information. The data warehouse allows PSCS staff to analyze the data and identify over and
under utilization of services. PSCS partners with its subcontractor Ph-Tech to capture all viable
encounters between members and providers within a single unified system. These data sets
incorporate the State’s own risk and rate member stratifications, revenue buckets and claims
buckets and have been key resources in the development of both the lowest cost and base cost
estimate exercises performed at the request of OHA. The combination of data elements allows
PSCS to compare its funding to the expenses incurred by rate group for inpatient, outpatient, and
other service types. It also allows Ph-Tech and PSCS to run Ad hoc reports. PSCS will
continue to utilize and build upon these reporting systems for quality and accountability
measurements as the CCO is implemented and evolves over time.

C.1.Lb. PSCS will participate in external quality measurement and repoiting programs
(e.g. HEDIS reporting related to NCQA accreditation, federal reporting for Medicare Advantage
lines of business). PSCS has participated in HEDIS Reporting to NCQA through PacificSource




Community Health Plans which has participated in HEDIS reporting to NCQA for the Medicare
Advantage Line of Business since 2000, including individuals who are dually eligible.

Cll.c PSCS upholds high internal quality standards and performance expectations and
works to ensure that providers and sub-contractors are held accountable for acceptable
performance and quality care. PSCS has several community partners including Central Oregon
Independent Practice Association (COIPA) who share PSCS’s commitment to quality and are
working to reinforce quality and performance standards among providers and sub-contractors.
COIPA negotiates contracts with PSCS on behalf of its membership. In the Provider Services
Agreement between COIPA and PSCS, Section 2.8 states the following: “Compliance with
Health Plan Policies and Procedures requires provider compliance with Health Plan requirements
relating to member grievances, credentialing, utilization review, quality assurance, medical
management”, In addition, Section 2.9 states the following: “Cooperation with UM and Quality
Improvement Activities: Health Plan Committee of the Agreement requires cooperation with
utilization management and quality management procedures”. Section 2.9 also requires COIPA
providers to agree to serve on Health Plan committees if requested to do so by the Health Plan.
PacificSource holds providers to record keeping standards through an audit of medical records
every 3 years. As a part of this process, Provider Medical Record Review (PMRR) requires
providers who do not achieve a passing score of 80% to complete a corrective action plan,
Internal claims and authorization processes ensure Oregon Health Plan guidelines are followed
such as those related to evidence based practice for radiology and requiring the submission of
consent forms with claims for sterilization,

PSCS contracts with a Pharmacy Benefit Manager to establish quality assurance measures and
systems for the contracted pharmacy network of more than 60,000 pharmacies nationwide. These
include review for compliance with minimum standards for pharmacy practice, concurrent drug
utilization review systems, policies, and procedures,

C.1.1.d. PSCS has several mechanisms for sharing performance information with
providers and contractors for Quality Improvement. Performance information is shared through
the PSCS Quality Committee. Feedback is mailed or faxed to providers on individual
performance related to quality improvement projects. Information is also shared through regular
provider meetings.

C.l.1l.e. PSCS has a mechanism to share performance information in a culturally and
linguistically appropriate manner with members. Currently, the most significant language

~ population other than English in the proposed service area is Spanish. PSCS provides the
member handbook in Spanish and describes how to obtain information in other alternative
formats. Interpreter services and demographic reports are monitored to identify the emergence of
other significant populations of members with primary languages other than English or Spanish.
In addition, the Provider Directory indicates which providers speak other languages.




PSCS is a subsidiary of PacificSource Community Health Plans (PCHP). PCHP has a section in
the Medicare member handbook informing members how to obtain quality performance
information. It is anticipated that this information will be added the CCO member handbook,

C.1.1.f. PSCS*s payment methodologies will support and promote the goals of the Triple
Aim. PSCS will include quality measures and reporting in connection with provider and sub-
contractor incentive payments. PSCS will provide comprehensive coordination and create shared
responsibility by shifting alternative payment methodologies, from volume-of-service based financial
incentives toward incentives that reward prinary care (including those who have applied for and
received PCPCH status) for providing the “right care at the right time”. This framework provides
shared savings incentives for PCPCH primary care providers as well as specialty providers for
appropriate management of care as measured by performance in a specialty care fund, a hospital
fund, and a prescription drug fund.

PSCS’s alternative payment methodologies will be differentially determined, For example financial
agreements for certain PCPCH providers have been and will continue to be provided for different
PCPCH-tiered providers based on PSCS agreement with the COIPA. These agreements provide for
special funding mechanisms (i.c. additional PMPM payments) for enhanced delivery of primary

care. In addition, PSCS has provided grant-based funding to many of the PCPCH providers based on
capability and the need for investment dollars for new innovative models.

In addition, PSCS will align financial incentives with evidence based and best emerging practices.
PSCS’s existing payment inethodologies, which include Medical Home incentive payments aligned
with quality and best practice metrics, are designed to promote high quality care in tandem with cost-
efficiencies, In addition, PacificSource has partnered with the COIPA as it invests in strengthening
informational capabilities, which will lead to community-wide evidence-based best practices and will
provide a data-based solution to variations in care in the CCO population.

C.l.l.g. PSCS has the ability to collect and report to OHA the accountability quality
measures as listed in the Table included as part of the RFA, PSCS has experience producing
performance measures from specifications such as HEDIS, which includes both administrative
method from claims data and hybrid method from medical record collection. A member survey
is currently administered to members with special health care needs (Exceptional Needs Care
Coordination) and Medicare members to perform health risk assessment. The member surveys
are used to identify high-risk members and enroll them into the PSCS Care Management and
Care Coordination program.

Section 2 — Quality Improvement Program

C2.l.a. PSCS QAPI program was reviewed by an Exterhal Quality Review Organization
in 2011 and was f(_)und to have “Fully Met” the general rules and basic elements of the Quality




Assurance Performance Improvement Requirements. The Quality Improvement program has the
following elements:

Policies and procedures,

Access Monitoring.

Annual program evaluation and improvement plan.

Performance Improvement Projects designed to improve health outcomes and
member satisfaction, use objective indicators, focus on clinical and nonclinical
areas, evaluate the effectiveness of the interventions, and employ activities that
increase or sustain improvement,

Integration of physical and behavioral health.

Monitoring of utilization compared to benchmarks as well as monitoring for
under and overutilization of services.

Assesses the quality and appropriateness of care to members with special health
care needs. '

Generation of state performance measures.

Monitors member safety through Adverse Events tracking.

Assurance of the guality of the provider panel through adverse events tracking
and auditing provider medical records for consistency with state and federation
regulations and professional standards. Provider Corrective Action policies and
procedures are in place.

QI committee called the Quality Assurance Utilization Management Pharmacy
and Therapeutics (QAUMPT) that meets at least 10 times per year, reports to the
PSCS Board, is chaired by the medical director, and has members representing the
scope of services delivered. Committee minutes are recorded and maintained.
Prevention.

Disease management.

ENCC annual evaluation.

Quarterly review of Grievance and Appeals data.

Assessment of member satisfaction,

Member education.

In addition, the Central Oregon Regional Health Tmprovement Plan as referenced in Appendix A
has identified 10 Priority Areas:

Disparity/Inequity

Access to Resources
Early Childhood Wellness
Food Insecurity

Oral Health

Safety, Crime & Violence




o Chronic Disease

e Alcohol, Drug & Tobacco Use
e Behavioral/Mental Health

¢ Healthy Environments

The PSCS QI Program currently has interventions or elements that address seven of the ten
Priority Areas. These priority areas will be addressed through community and public health
programs in collaboration with PSCS community partners.

C.2.1.b. PSCS’s Quality Committee is called the Quality Assurance Utilization
Management Pharmacy and Therapeutics Committee (QAUMPT). This committee has a
reporting responsibility to the PSCS Board that is accomplished through the PSCS Medical
Director. The committee provides oversight to the quality program and provides a mechanism for
stakeholder input. The committee membership includes adult and pediatric primary care
providers and specialty members including a neurologist, a physiatrist, and a neurosurgeon. The
committee also includes a community pharmacist, a public member, and a behavioral health
professional. Two committee members are experts in the care of elderly and/or disabled persons
to meet the requirements of the Medicare Part D program. Two committee members represent
Mosaic Medical and St Charles Family Care which are local federally qualified health clinics
who provide services to Medicaid members.

The current Quality Assurance Committee (QACY) is the Quality Assurance Committee for
behavioral health. It consists of representation from county partners, the ABHA Medical
Director, ABHA Quality Manager, ABHA Member Affairs Specialist, and at least 25% member
representation. The QAC reports to the Administrative Council and is accountable to the ABHA
Governing Board. This committee and function will transition to the COHB as the CCO
evolves. ‘

Both the QAC and the QAUMPT have cross-representation from each committee to ensure that
committees are well-informed and work towards consistent clinical outcomes.

Cl.l.c PSCS maintains a process in which the Quality Plan is developed, reviewed and
updated annualily. The elements are reviewed according to current OAR’s, CFR’s and
appropriate contracts. Elements are added and removed based on changes to regulations, changes
in focus for quality improvement and feedback from members and providers. QI topics are
selected with input from the QAUMPT Committee based on performance measurement,
compatisons to benchmarks, and community priorities.

C.2.1.d. PSCS’s practitioners, culturally diverse community-based organizations and
members will be engaged to assist in the planning, design and implementation of the QI
program, Practitioners have the opportunity to be involved through participation in the
QAUMPT Committee and the QAC Committee, There is also the opportunity to provide input
and receive relevant QI Program information through educational provider meetings held several




times per year. As an example, community stakeholders were invited to participate in the
selection and development of a project targeted toward members with Serious Persistent Mental
Iliness. PSCS with its community partners will identify additional opportunitieé to engage
practitioners, community based organizations and members.

C2.l.e. PSCS’s Ql program specifically addresses health care and health outcome
inequities, care coordination and transitions between care settings. The QI program has
elements designed to monitor access issues and identify discrepancies in care, Reports from
claims data are reviewed and compared to benchmarks or compared to rates for the general
population, A process is undertaken to identify the causes of the discrepancies and create actions
to mitigate the inequities. The current collaborative Performance Improvement Project is focused
on improving preventive services to member with Serious Persistent Mental Illness. This project
was selected after reviewing data indicating the population was seeing their primary care
providers but not getting preventive exams. A second project is focused on improving low rates
of diabetes indicators in members with diabetes.

Members requiring care coordination are identified from health risk assessments, self referrals,
utilization management and prospective risk reporting. Hospital census data, inpatient utilization
review, and authorizations are used to identify the need for transitions coordination. Dedicated
staff assesses the needs of these members and coordinate transitions.

C2.1.1, PSCS has regular monitoring of provider’s compliance and Corrective Action,
The monitoring of provider compliance occurs through claims processes, utilization
management, quality assurance, and grievance and appeals processes. Cotrective Actions are
monitored through credentialing processes and by the quality team with oversight by the medical
director. Fraud, Waste and Abuse policies and procedures are in place. Policies and procedures
document provider corrective action processes. As an example, PSCS audits provider medical
record keeping and has developed a process verifying whether services billed by providers were
received.

C2lg. PSCS identifies QI opportunities through activities focused on customer
satisfaction: clinical, facility, cultural appropriateness; Fraud and Abuse/Member protections;
and Treatment planning protocol review/revision/dissemination. Customer satisfaction is
addressed through analysis of the CAHPS survey (Consumer Assessment of Health plans
Providers and Systems). Statistically different results will be assessed for the need to implement
an improvement plan. Member grievances are monitored for trends and patterns that would
indicate a need to change processes, provide education, or initiate corrective action. A
satisfaction survey has been utilized to assess member satisfaction with the Grievance and
Appeals process and identify opportunities for improvement. In addition to CAHPS results,
satisfaction with behavioral health services is solicited by County partners through use of
member comment cards. Hospitals and some clinics also perform surveys on PSCS members for
satisfaction and to identify opportunities for improvement.




PSCS also identifies QI opportunities through fraud and abuse/member protections. PSCS has a
Fraud and Abuse Reporting policy and procedure to ensure a non-retaliatory process for
reporting suspectéd instances of fraud, abuse or other misconduct, Reporied issues are
investigated immediately, and confidentially. Confirmed fraud or abuse violations will be
reported to the Audit committee and appropriate government agency, if necessary and followed
by corrective action. PSCS is also engaging a new Fraud Waste & Abuse vendor in 2012 to target
cases of overutilization. This vendor, Thomson Reuters, will provide monthly reports to a FWA team
at PSCS who will be responsible for identifying legitimate FWA cases and reacting approptiately
(contract termination, recoupment of payments, law enforcement referral, etc). In addition, PSCS .
has developed and implemented a process to verify with members whether services billed by
providers were received. Grievances are also monitored for potential Fraud and Abuse issues.

Evidence-based guidelines are disseminated to providers as part of Quality Improvement Project
interventions. Guidelines are also embedded in all medication coverage policies and
disseminated to providers when prior authorizations for certain medications are requested,
Medical Coverage Policies are developed after consultation with the most current evidence based
medicine, State & Federal rules & regulations, and national treatment guidelines. All policies are
reviewed & approved by the Quality Assurance Utilization Management Pharmacy &
Therapeutics Committee (QAUMPT).

C.2.2. Clinical Advisory Panel

C.2.2.a. PSCS will establish a Clinical Advisory Panei (CAP) as a means of assuring best
clinical practices. The CAP will serve as a subcommittee of the Central Oregon Health Council
(COHC). The role of the CAP will be to provide clinical oversight and leadership to community
clinical integration efforts, clinical quality improvements projects and improvements in the local
health care system and delivery. The CAP will also serve a central role in coordination of the quality
committees of the health plan, Central Oregon Health Board (COHB) and the Central Oregon IPA
{(COIPA), The CAP will consist of 15-17 members, Members will include a COHC member,
Operating Council and Community Advisory Council as liaisons. Additional members will inciude
representatives of behavioral health, oral health, the local FQHC, hospital system, health plan,
COIPA, public health, clinical pharmacy, Long Term Care, Alcohol & Drug, Alternative Medicine,
Obstetrics, and other Specialty Care. The representatives from COIPA, PSCS and behavior health
will be inembers of theit respective organizations quality committees. Through all CAP members,
PSCS will also obtain representation from each of the following regions; Bend, LaPine, Sisters,
Redmond, Prineville, Madras and Warm Springs. The CAP will also include members that provide
representation of underserved populations. At least two positions each will be for members
presenting Jefferson & Crook Counties.

C.2.3. Continuity of Care/Outcomes/Quality Measures/Costs

C23.a. PSCS has policies, processes, practices and procedures in place that serve to
improve Member outcomes, including evidence-based best practices, emerging best practices,




and innovative strategies in all areas of Health System Transformation, including patient
engagement and activation. PSCS has collaborated with community partners on the Emergency
Department Diversion community health integration project. This projéct focused on high
utilization patients who were disconnected from the regular healthcare system. The successful
interventions were community wide treatment plans, a health engagement team concept, use of
community health workers and behavioral health consultants. This project realized a 49%
reduction in ED visits, Patient reports of pain issues hindering work or home activities were
improved and participating patients no longer perceived there were barriers to accessing the care
they needed.

PSCS will be incorporating a complex care clinic to care for those members with intense care
physical and mental health needs. PSCS has adjusted reimbursement processes to facilitate the
placement of a behavioral health nurse practitioner at Mosaic Medical; the community FQHC s
to specifically address behavioral health needs in the primary care setting.

PSCS has Case Management policies and procedures to ensure early identification of members
with special needs in order to allow interventions that can significantly impact the quality and
cost associated with their care without sacrificing medical appropriateness or member
satisfaction. Staff is dedicated for case management to members with special health care needs.
The staff has been trained in motivational interviewing and is working on patient engagement
and activation. Newly enrolled members with special health care needs are mailed a health risk
assessment called the Wellness Survey, The survey includes some plan specific questions as well
as the SF12, The SF12 is a valid and reliable survey that measures functional health and well-
being from the patient’s point of view. It is a widely used tool for monitoring population health,
comparing and analyzing disease burden, and predicting medical expenses. Scoring is based on
comparisons to national age related norms and is used to risk stratify members who may need
case management or conditions support,

Transitional Care Coordinators make outbound phone calls to all members meeting threshold
criteria and ask a series of questions designed to identify gaps in care, barriers to access,
educational need, and the need for referral to case management by an RN or BH specialist. If
members are not able to be reached after two outbound phone calls, a “Cannot Reach” letter is
sent to the member with the transitional care coordinator contact number in an effort to engage
the member to call them back. For those members that are contacted, Care Coordinators and
case managers complete assessment forms that are based on NCQA standards.

As a part of integrated care strategy, members meeting the threshold for prospective risk scores
are brought to a weekly Integrated Care Management (ICM) meeting. The ICM meeting is
designed as a collaborative effort to address gaps in care and bring community partners and
resources together to bring the appropriate care and utilization of health services. This
workgroup is comprised of behavioral health providers, ED diversion representatives, chemical
dependency representatives, community health workers, the member and any other community




health partners involved in the member’s health care. Prior to the meeting, members or the
member’s representative is contacted to inform them of this meeting and to identify the
member’s concerns, barriers ot issues they see with their own health care. This information
obtained from the member is included in the discussion. After the meeting, a care plan is then
initiated and the case manager, care coordinator, pharmacist and/or behavioral health specialists
works with the PCPs office, member and community partners such as the brokerage,
transportation office, disability offices, member’s state case worker, specialist’s office, home
health provider to develop a targeted, consistent approach. Once the member or member’s
representative is successfully engaged, the member is transitioned from the ICM workgroup to
ongoing assessment and coordination with their nurse case manager. Six months after discharge
from the ICM group, the member’s prospective risk score is re-assessed and brought back to the
ICM group if thresholds are again met,

Care Coordinators have facilitated care for members experiencing appointment delays. In one
case the intervention by the care coordinator resulted in an experience where the member no
longer felt “like a number” and ultimately had significant improvement in activities of daily
living.

C.2.3.b. PSCS processes HEDIS Medicaid administrative measures through certified
HEDIS software. These measures provide benchmark performance data and assist in identifying
opportunities for improvement, identifying discrepancies in care and generating indicators for
Performance Improvement Projects. Currently, an Asthma performance measure is run monthly
for the PSCS Medicaid population, This includes medication controller ratios, rescue medication
use, ED visits for asthma, and rate of follow up visits, CAHPS member satisfaction survey
results are reviewed and compared to state and national benchmarks,

C.23.c. PSCS has implemented wellness and health improvement activities and practices
within the PSCS organization for Members and staff to strengthen this aspect of health care.
PSCS has a wellness program for employees with a mission to help employees achieve and
maintain wellness through year-round education and events that promote health and discase
prevention. Participation is encouraged by ensuring that events are interactive, fun, and
interesting. One very successful ongoing employee event is the Better Bites program. For this
event, the organization supplies a piece of fruit per day per employee and has other healthy
snacks available at cost. In an additional program element each employee was given a pedometer
as a holiday gift and teams are competing to increase their activity. Employees can earn
wellness points with certain point thresholds triggering company donations to a charity of the
employee’s choice.

A health fair was held in November 2011 at Deschutes County for members in the SPMI
population as part of a Performance Improvement Project. A second event is planned for 2012,
The event had booths with the following topics: Medication adherence, Blood Pressure checks,
Health & Wellness Information, Health Snacks, A Flu Shot Clinic, and Assistance to Make a
PCP Appointment.




The member website includes Health Coach 4 Me which includes information on Diet and
Nutrition, Exercise and Activity, Medicine, Smoking Cessatlon, Stress Management,
Vaccination, Weight Management and chronic conditions such as Asthma, Breast Cancer,
COPD, Diabetes, Heart Disease, and Migraine. Members with chronic conditions are
encouraged by case managers to enroll in local Living Well with Chronic Conditions programs.
Living Well with Chronic Conditions (the Chronic Discase Sclf-Management Program or
CDSMP) is a six-week workshop that provides tools for living a healthy life with chronic health
conditions, including diabetes, arthritis, asthma and heart disease. Through weekly sessions, the
workshop provides support for continuing normal daily activities and dealing with the emotions
that chronic conditions may bring about. '

C.23.d. PSCS has experience in staffing, policies, procedures, and capacity to collect the
necessary electronic and other data that will be required for meeting regular performance -
benchmarks to evaluate the value of Health Services delivered by PSCS, PSCS underwent
review by the External Quality Review organization and were found to have Fully Met the ISCA
requirements. PSCS has policies and procedures in place which will encourage and provide
guidance for collection of necessary electronic data and other data. Experienced staff is able to
produce reports from the data warehouse. Other PSCS ‘Staff have experience in producing
HEDIS reports and validating the results as well as producing measures from medical record
collection. As noted above, PSCS has reporting systems that integrate member demographics,
disease burden and claims history. This data is overlaid with Clinical Intelligence Rules which
help to identify members meeting specific criteria. This reporting system will assist PSCS in
collecting data to meet performance benchmarks.

C23.e. PSCS has implemented other strategies to improve patient care outcomes,
decrease duplication of services, and make processes more efficient as referenced above through
current reporting capabilities and coordination of care processes.

In addition, PSCS has a weekly Integrated Care Management meeting (ICM). The ICM meeting
is designed as a collaborative effort to address gaps in care and bring community partners and
resources together to bring the appropriate care and utilization of health services, A care plan is
then initiated and the case manager, care coordinator, pharmacist and/or behavioral health
specialist works with the PCPs bﬁ'lce, member and community partners such as the brokerage,
transportation office, disability offices, member’s state case worker, specialist’s office, home
health provider to develop a targeted, consistent approach. Once the member or member’s
representative is successfully engaged, the member is transitioned from the ICM workgroup to
ongoing assessment and coordination with their nurse case manager, Six months after discharge
from the ICM group, the member’s prospective risk score is re-assessed and brought back to the
ICM group if thresholds are again met. '

Examples of Success with ICM:
1. Member had a stroke and had to be revived,




At first contact, member was very depressed and was unaware of available
resources and having a very difficult time navigating the system.

Between the ENCC Transitional Care Coordinators and the Nurse Case Manager,
working with the member, the member has been connected with several resources,
Member complex issues were discussed in a weekly ICM meeting. Member was given
American Blind Association information where member can order free books, other
media choices and have access to other resources. PSCS worked with member and found
providers in closer proximity to member, Member has been connected with a mental
health (MH) provider. Member has been given information on how to obtain much
needed dentures (nutrition issue) with this dental plan. Member has been given several
other resources including transportation information.,

2. When a member called Grievance and Appeals, staff referred the member to PSCS Care
Coordinators. Upon calling the member, the Care Coordinator learned that member had
been told the other pain clinic in town had a three month wait before next appointment.
Knowing it was a Monday and member only had 2 more days of pain meds on hand (and
the clinic the member had been dismissed from was not going to refill anymore), member
was very frustrated and "ready to give up on insurance and doctors all together”,

Member was bed ridden after a failed back surgery and needed assistance with all ADL's.
After Care Coordinator discussed with other staff, it was realized there was a pain clinic
in town that was currently going through the credentialing process, but was not yet
contracted. After calling and making arrangements, PSCS Care Coordinator was able to
approve visits to the out-of-network provider to get the member the care needed. Member
had an appointment that Friday moming which was four days out. Staff called and
followed up that next Tuesday and member is able to move around and able to start
caring for self and doing all ADL's independently.

C23.f PSCS has policies and procedures to ensure a cohtinuity of care system for the
coordination of care and the arrangement, tracking and documentation of all referrals and prior
authorizations,

Care Coordination services may be requested by the member, the member’s representative,
physician, other medical personnel serving the member, or the member’s agency case manager.
Care coordination will be identified through wellness survey scoring as well as prospective risk
scores generated by our claims analysis software, Ingenix & Thomson Reuters. Interpreter
Services (including sign language) are covered for doctor visits for members who do not speak
English or have a hearing impairment. These services are available by phone or in person.

Transitional Care Coordinators make outbound phone calls to all members meeting threshold
criteria and ask a series of questions designed to identify gaps in care, barriers to access,
educational need, and the need for referral to case management by an RN or BH specialist, Care
Coordinators and case managers complete assessment forms that are based on NCQA standards.
- If members are not able to be contacted after two outbound phone calls, a “Cannot Reach” letter




is sent to the member with the transitional care coordinator contact number in an effort to engage
the member to return the call.

1

As noted above, members meeting the threshold for prospective risk scores are brought to a
weekly Integrated Care Management (ICM) meeting. This workgroup is comprised of
behavioral health providers, ED diversion representatives, chemical dependency representatives,
community health workers, the member and any other community health partners involved in the
member’s health care. Prior to the meeting, members or the member’s representative is
contacted to inform them of this meeting and to identify the member’s concerns, barriers or
issues as identified by the member or the member’s representative.

PSCS has Case Management policies and procedures to ensure early identification of members
with special needs in order to allow intervention that can significantly impact the quality and cost
associated with their care without sacrificing medical appropriateness or member satisfaction.
Staff is dedicated for case management of members with special health care needs. Care
Coordination or case management services may be requested by the member, the member’s
guardian or representative, a physician, other medical personnel serving the member, or the
member’s agency case manager.

Newly enrolled members with special health care needs are mailed a health risk assessment
called the Wellness Survey. The survey includes some PSCS specific questions as well as the
SF12. The SF12 is a valid and reliable survey that measures functional health and well-being
from the patient’s point of view. It is a widely used tool for monitoring population health,
comparing and analyzing disease burden, and predicting medical expenses. Scoring is based on
comparisons to national age related norms and is used to risk stratify members who may need
case management or conditions support.

PSCS tracks and documents all referrals and prior authorizations. PSCS contracts with PhTech
for administrative services including authorization and referral tracking and claims payment.
Daily reports are sent with the total number of authorizations and referrals which includes the
date the request was received. This process ensures requests will be received and processed
according to regulatory timelines with completion of notice requirements established by DMAP
and DCBS. Authorization criteria are based on OHP benefits and guidelines and evidence based
tools such as American College of Radiology (ACR) appropriateness criteria, Milliman, and
Hayes Health Technology. Other references used in the process are Medicare criteria and
guidelines and in-panel and out-of-panel physician specialty consultants and industry best
practices. Clinical staff conducts medical review under the direction of the Medical Director, The
Medical Services staff documents all authorizations and referrals in a software application called
CIM, which is provided by PhTech. All prior authorizations and referrals are maintained in this
application and available for providers and nurse case managetrs to review to ensure care
coordination and reduce duplication of services, The Medical Services management receives a
daily report with the total number of authorizations and referrals which includes the date the -
request was received. This allows them to ensure requests will be received and processed




according to regulatory timelines and notice requirements established by the Oregon Health
Authority. Timeliness for completion of prior authorization requests is reviewed monthly by
Corporate Quality Assurance and periodically by Internal Audit. If internal review demonstrates
prior authorization timelines are outside established guidelines, the manager of Health Services
is notified and an action plan for correction is developed. This report is reviewed by the Medical
Director once completed.
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Service Area Maximum Number of Members-
Description Zip Code Capacity Level
County
97751, 97752, 97753, 97754,
Crook 97760 3800

97701, 97702, 97707, 97708,
97709, 97712, 97738, 97756,
Deschutes 97759, 97760 28000

97730, 97734, 97741, 97760,
Jefferson 97761, 97711 5500

Klamath (Members

in these four zip

codes access care in

Deschutes County) 97731, 97733,97737,97739 250

Pending Counties:

97817, 97820, 97825, 97845,
97848, 97856, 97864, 97865,
Grant 97869, 97873, 97877 1100

97710, 97720, 97721, 97722,
. 97732, 97736, 97738, 97758,
Harney 97904, 97911 1250

Lake (Membersin

Lake County seek

care in Deschutes 97638, 97640, 97641, 97735,

County) 97739 1300

Wheeler 97750, 97825, 97830, 97874 250







APPENDIX D — Medicare/Medicaid Alignment Questionnaire
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Section 2 - Ability to Serve Dually Eligible Individuals

PSCS will provide integrated and coordinated health care and care management for all PSCS
members, including members who are dually eligible for Medicare and Medicaid services.

. PSCS has an affiliated Medicare Advantage Plan through PacificSource Community Health Plan
(PCHP) Medicare Advantage., As such, PSCS (Medicaid) and PCHP (Medicare) have the
capability to provide both the Medicaid and Medicare benefits to dually eligible members in the
proposed service area in a coordinated manner.,

Currently, coordination of benefits and care occurs for dual members who are members of both
PSCS and PCHP and reside in the PSCS service areas. PSCS anticipates that this system will
continue moving forward with the Central Oregon CCO, PSCS did submit a Notice of Intent for
the CMS Medicare/Medicaid Alignment Demonstration for 2013. The CMS Medicare/Medicaid
Alignment Demonstration has been delayed until 2014, Recognizing this delay of the
Demonstration, PSCS will meet the requirement to coordinate care for its members who are
dually eligible through PSCS as the CCO and its affiliated Medicare Advantage Plan through
PCHP to provide both the Medicaid and Medicare benefits to its members. PSCS will once
again consider meeting the requirement for 2014 through participation in the CMS
Medicare/Medicaid Alignment Demonstration.




Appendix H: Transformation Scope Elements

PSCS and its community partners recognize that Appendix H contains certain Health System Transformation
elements that can serve as a starting point for contract discussions. PSCS and its commuhity partners also
recognize that the PSCS CCO will be evolving over the next 12 months. As such, PSCS and its community
partners hesitate to submit any contract language due to the evolutionary nature of the CCO and the high
probability that changes will be occurring over the next 12 months in relation to Governance, Payment
Methodologies, Health Information Systems, and the Delivery System. To include wording in the contract at
this time is premature and would commit the Central Oregon Community to language that will most certainly
change and in some cases, could become no longer applicable over the next 18 months.

For example:

The Governance of PSCS CCO is currently being developed. As such, PSCS is specifically named as
the Applicant for this application process. There is a desire by the community that more accountability
be shared in the near term. PSCS and its community partners would like to have the opportunity to work
with OHA to allow this evolution to be reflected in our contract as the discussion becomes more
concrete and final.

There are current rules and requirements in the system that need to be evaluated as CCOs are
implemented such as the ISSRs. For example, the ISSRs as they are currently stated are not realistically
applicable to current PCPCH models. As such, one area that PSCS and its community partners would
like to see included in a Core Contract is some relief if possible from the ISSRs in specific parts of the
system where the ISSRs may not be realistic in practice. This will have to be done in collaboration with
the CCOs and OHA to ensure that both parties are able to maintain compliance with what requirements
they may have. '

At the submission of this application, the CCO Rules are still temporary and PSCS and its community
partners would not know what to address in terms of requests for flexibility in relation to local solutions.

As such, PSCS and its community partners request the opportunity to work with the OHA through the first 18
months to identify flexibilities and local transformations to be incorporated within the contract. This could be
accomplished through contractual amendments.

RFA #3402 Appendix H — Transformation Scope Elements Page 1 of |




ATTACHMENT 2 -~ Applicant’s Designation of Confidential Materials
RFA # 3402

1

Applicant Name: PacificSource Community Solutions, Inc,

Instructions for completing this form:

Applicant may not designate any portion of its Letter of Intent to Apply or CMS Notice of
Intent to Apply as confidential.

As a public entity, OC&P is subject to the Oregon Public Records Law which confers a right for
any person to inspect any public records of a public body in Oregon, subject to certain
exemptions and limitations, See ORS 192.410 through 192.505. Exemptions are generally
narrowly construed in favor of disclosure in furtherance of a policy of open government. Your
Application will be a public record that is subject to disclosure except for material that qualifies
as a public records exemption.

It is OC&P’s responsibility to redact from disclosure only material exempt from the Oregon
Public Records Law. It is the Applicant’s responsibility to only mark material that legitimately
qualifies under an exemption from disclosure. To designate a portion of an Application as
exempt from disclosure under the Oregon Public Records Law, the Applicant should do the
following steps:

1. Clearly identify in the body of the Application only the limited material that is a trade
secret or would otherwise be exempt under public records law. If an Application fails to
identify portions of the Application as exempt, Applicant is deemed to waive any future
claim of non-disclosure of that information.

2. List, in the space provided below, the portions of your Application that you have marked
in step 1 as exempt under public records law and the public records law exemption (e.g.,
a trade secret) you believe applies to each portion. If an Application fails to list in this
Attachment a portion of the Application as exempt, Applicant is deemed to waive any
future claim of non-disclosure of that information.

3. Provide, in your response to this Attachment, justification how each portion designated as
exempt meets the exemption criteria under the Oregon Public Records Law. If you are
asserting trade secret over any material, please indicate how such material meets all the
criteria of a trade secret listed below. Please do not use broad statements of conclusion
not supported by evidence.

Application of the Oregon Public Records Law shall determine whether any information is
actually exempt from disclosure. Prospective Applicants are advised to consult with legal
counsel regarding disclosure issues. Applicant may wish to limit the amount of truly trade secret
information submitted, providing only what is necessary to submit a complete and competitive
Application.




In order for records to be exempt from disclosure as a trade secret, the records must meet all four
of the following requirements:
r
¢ The information must not be patented,
¢ It must be known only to certain individuals within an organization and used in a
business the organization conducts;
e It must be information that has actual or potential commercial value; and,
o It must give its users an opportunity to obtain a business advantage over competitors
who do not know or use it.

Keep in mind that the trade secret exemption is very limited. Not all material that you might
prefer be kept from review by a competitor qualifies as your trade secret material. OC&P is
required to release information in the Application unless it meets the requirements of a trade
secret or other exemption from disclosuré and it is the Applicant’s responsibility to provide the
basis for which exemption should apply.

In support of the principle of an open competitive process, “bottom-line pricing” — that is,
pricing used for objective cost evaluation for award of the RFA or the total cost of the Contract
or deliverables under the Contract — will not be considered as exempt material under a public
records request. Examples of material that would also not likely be considered a trade secret
would include résumés, audited financial statements of publicly traded companies, material that
is publicly knowable such as a screen shot of a software interface or a software report format.

To designate material as confidential and qualified under an exemption from disclosure under
Oregon Public Records Law, an Applicant must complete this Attachment form as follows:

Part I: List all portions of your Application, if any, that Applicant is designating as exempt
from disclosure under Oregon Public Records Law. For each item in the list, state the exemption
in Oregon Public Records Law that you are asserting (e.g., trade secret).

“This data is exempt from disclosure under Oregon Public Records Law pursuant to
[insert specific exemption from ORS 192, such as a “ORS 192.501(2) ‘trade secret’’),
and is not to be disclosed except in accordance with the Oregon Public Records Law,
ORS 192.410 through 192.505.”

In the space provided below, state Applicant’s list of material exempt firom disclosure and
include specific pages and section Letters of Support of your Application.

1. Appendix B Pharmacy Contract Information - Additional Information Appendix B

2. Attachment 3.5.1 Case Mgt Screens — Appendix A Extra Info

[This list may be expanded as necessary.]




Part II: For each item listed above, provide clear justification how that item meets the
exemption criteria under Oregon Public Records Law. If you are asserting trade secret over any
material, state how such material meets all the criteria of a trade secret listed above in this
Attachment. :

In the space provided below, state Applicant’s justification for non-disclosure for each item in
the list in Part I of this Attachment:

1. Confidential negotiated and contracted rates for Pharmacy

2. Proprietary Case Mgt Program for PacificSource Health Plans

3.

[This list may be expanded as necessary.]




ATTACHMENT 2 — Applicant’s Designation of Confidential Materials
RFA #3402

t

Applicant Name: PacificSource Community Scolutions, Ine.

Instructions for completing this form:

Applicant may not designate any portion of its Letter of Intent to Apply or CMS Notice of
Intent to Apply as confidential.

As a public entity, OC&P is subject to the Oregon Public Records Law which confers a right for
any person to inspect any public records of a public body in Oregon, subject to certain
exemptions and limitations. See ORS 192.410 through 192.505. Exemptions are generally
narrowly construed in favor of disclosure in furtherance of a policy of open government. Your
Application will be a public record that is subject to disclosure except for material that qualifies
as a public records exemption.

It is OC&P’s responsibility to redact from disclosure only material exempt from the Oregon
Public Records Law, 1t is the Applicant’s responsibility to only mark material that legitimately
qualifies under an exemption from disclosure. To designate a portion of an Application as
exempt from disclosure under the Oregon Public Records Law, the Applicant should do the
following steps:

1. Clearly identify in the body of the Application only the limited material that is a trade
secret or would otherwise be exempt under public records law. If an Application fails to
identify portions of the Application as exempt, Applicant is deemed to waive any future
claim of non-disclosure of that information.,

2. List, in the space provided below, the portions of your Application that you have marked
in step 1 as exempt under public records law and the public records law exemption (e.g.,
a trade secret) you believe applies to each portion. If an Application fails to list in this
Attachment a portion of the Application as exempt, Applicant is deemed to waive any
future claim of non-disclosure of that information.

3. Provide, in your response to this Attachment, justification how each portion designated as
exempt meets the exemption criteria under the Oregon Public Records Law. If you are
asserting trade secret over any material, please indicate how such material meets all the
criteria of a trade secret listed below. Please do not use broad statements of conclusion

" not supported by evidence,

Application of the Oregon Public Records Law shall determine whether any information is
actually exempt from disclosure, Prospective Applicants are advised to consult with legal
counsel regarding disclosure issues. Applicant may wish to limit the amount of truly trade secret
information submltted providing only what is necessary to submit a complete and competitive
Application.




In order for records to be exempt from disclosure as a trade secret, the records must meet all four
of the following requirements:
|3

¢ The information must not be patented;

¢ It must be known only to certain individuals within an organization and used in a
business the organization conducts;

e It must be information that has actual or potential commercial value; and,

o [t must give its users an opportunity to obtain a business advantage over competitors
who do not know or use it.

Keep in mind that the trade secret exemption is very limited. Not all material that you might
prefer be kept from review by a competitor qualifies as your trade secret material. OC&P is
required to release information in the Application unless it meets the requirements of a trade
secret or other exemption from disclosure and it is the Applicant’s responsibility to provide the
basis for which exemption should apply.

In support of the principle of an open competitive process, “bottom-line pricing” — that is,
pricing used for objective cost evaluation for award of the RFA or the total cost of the Contract
or deliverables under the Contract — will not be considered as exempt material under a public
records request. Examples of material that would also not likely be considered a trade secret
would include résumés, audited financial statements of publicly traded companies, material that
is publicly knowable such as a screen shot of a software interface or a software report format.

To designate material as confidential and qualified under an exemption from disclosure under
Oregon Public Records Law, an Applicant must complete this Attachment form as follows:

Part I: List all portions of your Application, if any, that Applicant is designating as exempt
from disclosure under Oregon Public Records Law. For each item in the list, state the exemption
in Oregon Public Records Law that you are asserting (e.g., trade secret).

“This data is exempt from disclosure under Oregon Public Records Law pursuant to
[insert specific exemption from ORS 192, such as a “ORS 192.501(2) ‘trade secret’”|,
and is not to be disclosed except in accordance with the Oregon Public Records Law,
ORS 192.410 through 192.505.”

In the space provided below, state Applicant’s list of material exempt from disclosure and
include specific pages and section Letters of Support of your Application.

1. Appendix E and all related attachments

2. Appendix F and all related attachments

3.

[This list may be expanded as necessary.]




Part II: For each item listed above, provide clear justification how that item meets the
exemption criteria under Oregon Public Records Law. If you are asserting trade secret over any
material, state how such material meets ali the criteria of a trade secret listed above in this
Attachment.

In the space provided below, state Applicant’s justification for non-disclosure for each item in
the list in Part I of this Attachment.

1. Proprietary information

2. Proprietary information

3.

[This list may be expanded as necessary.]
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PacificSource Health Plans

An Oregon non-profit Corporation
Licensed as a health care services contractor

93-0245545
54976

Healthy KidsCennect

PacificSource Community Heailth Plans, Inc.

An Oregon Steck Insurer

20-3774713
12595

Public Employees Benefit Board
Medicare Advantage
Medicare Prescription Drug Plan

PacificSource Community Solutions, Inc.
An Oregon Business Corporation
56-2420416

Cregon Health Plan
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What is Community health?

“Community health” is a discipline of public health that examines and
seeks to improve the health-related characteristics of the relationships
between people and their physical and social environments.

The Essentiad Pubhio Heaith Services and Corg Funchons
Source: Core Pubhe Health Furclions Steering Commitiee,

Fak 1994

“The term ‘community’ in
community health tends to
focus on geographic areas
rather than people with shared
characteristics. from a
community health perspective,
health is not simply a state free
from disease but is the capacity
of people to be resilient and
manhage life's challenges and
changes.

Community health focuses
on a broad range of factors that
impact health, such as the
environment {including the built

"environment), social structure,
resource distribution {including,
for example, access to healthful
foods), social capital (social

cohesion), and socio-economic
status.

A key approach or
methodology of community health
is the creation and empowerment
of community partnerships to
take action that will improve the
health of the community.
Community health partnerships
include representation from a wide
variety of sectors of the
community, for example,
recreation, the faith community,
law enforcement, city planners and
policy makers, businesses, human
and social services, as well as
public health and health care
providers.”

—Public Heaith Accreditation
Board, 2011




ABOUT THIS HEALTH REPORT

The Central Oregon Heaith Report (COHR) 2012 is an
overview of data relatedto health in communities and
populations. COHR 2012 aims to provide useful data for
three Oregon counties commonly referred to as “Centtal
Oregon” or Central Oregon’s “tri-county region”: Crook,
Deschutes and Jefferson Counties. Recognizing that
many factors impact the health of individuals and
communities, a range of data from multiple sectors are
included in the report.

The Central Oregon Health
Report is not meant to
answer all questions. It is
meant to provoke them.

How to Use

We acknowledge that the Central Oregon Health
Report, 2012 is not a compendium of all indicators and
analyses applicable in community health assessment.
Thus, we highly encourage readers to dig deeper, check
sources, and pull-in additional information to help you
complete a more in-depth understanding of our
community.

COHR 2012 is not a static, single point-in-time
document. Instead, it is intended to be a first-step in our
region’s effort to continuously assess data in order to:
identify where to celebrate successes, recognize
weaknesses or areas of concern, instigate community
discussions on how to capitalize on strengths and turn
weaknesses into opporiunities for positive change.

The COHR is not intended to answer all questions.
instead, it should provoke them. We encourage readers
to ask more guestions, dig deeper and explore. Many
data reports and fact sheets on numerous relevant
topics exist for our area - check them out! {See the full
report for a list of suggested documents and resources).

This Executive Summary calls attention to a fraction of
indicators and is a companion — not a replacement —to
the full report.

Ask more questions, dig
deeper, explore...
engage in conversations

As you look and dig deeper, consider the
weaknesses and limitations of the data. Engage in
conversations with colleagues, peers, friends,
family, neighbors, community members, and
strangers. Seek-out qualitative, personal and
experiential information to complement the
numbers you see. Only when communities engage
in this process can we draw the map to improved
health and well-being for our neighborhoods, our
communities and our region.

Data

This health report utilizes multiple sources of data.
Some of this data is available through the state of
Oregon, some through national government and
non-government agencies, and some from local
organizations. Sources include Centers for Disease
Control and Prevention’s Behavioral Risk Factor
Surveillance System {BRFSS), U.S. Census Bureau’s
census statistics, Oregon Health Authority
Department of Pubiic Health’s pubfic heaith and
community data, Oregon Department of Education’s
school data, and data from local organizations
compiled by Deschutes County Health Services.

A Note About Data: There are many great and widely-
used data sources available today. Data sets like these
require significant amounts of labor and resources
before they are made publicly available. This can mean
unavoidable lag-time where data is many months, often
several years old. This [ag can present complications
when trying to interpret and apply the information for
the present day. While the data is still very valuable, it is
important to always look at the data sources’ dates and
time frames, and to become familiar with what and how
it is measured. For example, the County Heaith Rankings
is a great and useful public health resource, but data
used to calculate 2012 County Health Rankings can date
as far back as 2003 {with 2010 being the most recent
year). Similarly, several indicators in this health report
pre-date the recession. These indicators are usefui, but
cannot help us fully understand how difficuit economic
times have impacted our region,




Lay the groundwork for future assessments
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A core function of pubiic health agencies and
public heaith practice is to examine the
community of interest. A wide range of data and
indicators that known to he related to population
and community health are used to describe the
community’s heaith status and factors that affect
the health of a community.

Attention to this data can help identify areas of
need, target populations at increased risk of poor
health outcomes, population health outcomes or
factors that appear better or worse than
comparison populations, or characteristics that
may increase or decrease risks of poor health. The
process is also important in gaining a better
understanding of how a community’s
characteristics play a role in the health and
wellbeing of a community.

Establishing a regular health
assessment processes ultimately
functions to inform timely public health
strategies that are responsive to a
community’s distinctive needs and to
lay the groundwork for assessing and
tracking health changes in the future,

This community health report is the first step in
creating a more coordinated, collaborative and on-
going process to continually assess our
community’s unique needs.

In recent years, Central Oregon gained national
attention when unemployment rates approached
20% in some areas and subsequent shifts in the
economic climate dramatically altered day-to-day
living for many Central Oregonians. Other counties
in Oregon and the nation experienced similar
economic difficulties, but not with the magnitude
of Central Oregon.

ldentify community strengths =

Identify current health needs and trends =

Track progress toward heaith goals =

Assess capacity & resources

The health impacts of these economically difficult
times should be monitored’in the coming years, as
many effects will not be seen for several years,

Many of the statistics that could describe Crook
County’s health reside in the gaps of state and
nationai data systems. Several reliable nationwide
surveys are unable provide estimates or data for
Central Oregon, making it difficult to derive local
meaning from some of the more readily available
secondary data. For example, there are gaps in large
data sets such as the Behavioral Risk Factor
Surveillance System (BRFSS), the National Health and
Nutrition Examination Survey {NHANES) and the
Youth Risk Behavior Surveillance System (YRBSS),
which many counties rely on for data to drive
community health assessments.

Simitarly, indicators collected in nationwide surveys
are not always applicable to many rural popuiations.
For example, environmental exposures that may be
important indicators of environmental health to the
nation as a whole {e.g., number of quality air days)
may provide a false sense of environmental health in
Central Oregon when other exposures such as
pesticides or arsenic may be more relevant to the
population. Yet, this information is not easily
accessed or routinely assessed.

Based on these factors, the following components
will be essential components to establish on-going
community health assessment in Central Cregon in
the future:

a) community and regional partnerships,

b) utilization of existing datg from outside sectors
and organizations, ¢} improved data sharing among
collaborating agencies, d) dedicated resources to
compile existing data into comprehensive,
meaningful and interpretable formats, e) sharing
results hroadly in accessible formats, and f) engaged
community-member and stakeholder input,
feedback and collaborative processes.

Understand the community =

&

ALlLLEIp

a0l

REIRIOES

SuGnaR

ki

JLARARIH

S LCHIEDO R RTINS

P e

3]

B

dessad adipn

i

SAANIE

2

Compare




There are unlque characteristics in Central
Oregon that set our region apart from the rest of
Oregon, Over many decades, climate, land types,
resources, history, economics, and policies have
influenced our population, who lives here, what
we do for work and pleasure, and the health of our
community.

Central Oregon has many strengths - from
wide-open spaces to groups dedicated to
improving access to outdoor recreation, from a
vibrant workforce to organizations leading the
charge for a more collaborative, healthier Central
Oregon, Those communities, organizations and
decision-makers who work together in identifying
our unique strengths will be empowered to craft
strategies and initiatives that capitalize on the
elements that make our communities strong,,

Data shows that Central Cregon counties
are markedly different.

There are distinct and substantial differences
between our counties. Community characteristics
linked to health outcomes are found to have a
wide range between our counties. Thus, there may
be issues or areas of concern that are specific to
individual counties. Similarly, our counties have
different strengths, capacity and resources to
address issues and concerns. The critical point to
remember for program, policy and decision-
making Is that while there are many similarities
among counties, there are also many differences
that must be acknowledged for strategies to be
successful.

In the same vein, differences exIst within each
county at city, community and
neighborhood levels. Bend and La Pine are not
the same, One neighborhood of Madras may be
different from others in the same town. Day-td-day
in Prineville is different from remote, unincorperated
areas of Crook County. Sometimes these differences
impact people’s health. Sometimes they do not.
Regardless, these differences can affect whether or .
not a program, policy or initiative will be successful
and must be acknowledged.

When coupling constraints on available data due to the
nature of data sources, collection methods, data sharing
agreements and fundamental ruies of statistics together
with Central Oregon’s smalt population size,

s ]ud:cia! auth or!ty to enfarce valid Ieg:siat:ve and executive

- orders. Our: soverelgn:authority includes the nght ‘to choose:
. not o adopt formal, written-laws, procedures, or pohaes
f' govemmg part:cufar subjects, formal iaws can be in trusw ;

: :ddressed by informal, traditmnal wa'

assert ¢ and exercise soverefgn authority over fhe tribd
o _reservatfon, ow_-r other territary within tnbal jurlsdict i,

and. mﬂex:ble, ‘and.we have learngd th

it is difficult ~ often impossible —-to get town and
neighborhood-level data for numerous
indicators. COHR 2012, therefore, is limited in its
ability to provide detailed information for smaller
geographic areas. In the future, availability and utility of
data could improve by investing in:
strengthened partnerships and collaboration;
e changes in existing data systems;
e and establishing regional Infrastructure and
capacity to collect, anaiyze and interpret data
with quality and reliability.




Health
Outcomes

Health
Factors

Mortality

Morbidity

Health
Behaviors

Clinical Care

Social &
Economic
Factors

Physical

Environment

2010 2011 2012 2010
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Crook

Deschutes Jefferson
CHANGE CHANGE CHANGE
FROM FROM FROM
2010 2011 2012 010 | 2010 2011 2012 2010

*Only 33 of 36 counties ranked

= Bottom Quartile In State Rank of Counti&s
Top Quartile in State Rank of Counties
= State ranking in 2012 lower than 2010
= State ranking in 2012 higher than 2010

5. Kingston, Deschutes County Health Services/Public Health Department, 04/2012
Robert Wood Johnson Foundatlon, County Health Rankings: Oregon 2010, Oregon 2011, & Oregon
2011, Retrleved from http://www.countyhealthrankings.org/ranking-methods/exploring-data




'IO'impOr'i'qni' things to know about HEALTH

*Excerpts from “Ten Things You Shoufd Know About Health,” Unnatural Causes {2008)
- (California Newsreel, 2008, Retrieved from http://www unnaturalcauses.orgften_things.php )

1. Hedlth is more than
hedlth care poctors treat us

when we are ill, but what makes us
healthy or sick in the first place?
Research shows that sociat conditions—
the jobs we do, the money we’re paid,
the schools we attend, the
neighborhoods we live in—are as
important to our health as our genes, our
behaviors and even our medical care.

2. Social policy is health

pO"CY Average life expectancy in
the U.S. improved by 30 years during the
20th century. Researchers attribute much
of that increase not to drugs or medical
technologies but to social changes such
as improved wage and work standards,
universal schoaling, Improved sanitation
and housing, and civil rights laws. These
are as much health Issues as diet,
smaoking and exercise.

3. We qall pay the price

for poor health 1vsnotonly
the poor but also the middle classes
whose health is suffering, We already
spend $2 trillion a year to patch up our
bodies, more than twice per person than
the average rich country spends, and our
health care system is strained. Yet we are
far from the top for life expectancy and
infant mortality. As a society, we face a
choice: invest in the conditions that can
improve health today or pay to repair
bodies tomorrow.

4. Inequality (economic
and political) is bad for
health

5. Hedith is tied to

distribution of resources
The single strongest predictor of our
health s our position on the class
pyramid, Whether measured by income,
schooling, or occupation, those at the
top have the most power and resources
and on average live longer and healthier
lives. Those at the bottom are most
disempowered and get sicker and die
younger. The rest of us fall somewhere
in between. On average, people in the
middle are almost twice as fikely to die
an early death compared to those at the
top; those on the bottom, four times as
likely. Even among people who smaoke,
poor smokei's have a greater risk of
dying than rich smokers,

4. The choices we make
are shaped by the
choices we have individual

behaviors — smoking, diet, drinking, and
exercise — matter for health. Making
healthy choices isn't just about self-
discipline. Some neighborhoods have
easy access to fresh, affordablie produce,
others have only fast food joints and
liquor and convenience stores. Some
have nice homes, clean parks, safe places
to walk, jog, bike or play, and well-
financed schools offering gym, art, music
and after-school programs. And some
don't. How can we better ensure healthy
spaces and places for everyone?

10. Health inequities are not natural
Health differences that arise from our inequities result from decisions we as a society have made — and can make differently, Two
important strategies: make sure inequality is less and try to ensure that everyone has access to health promoting resources
regardless of their personal wealth (e.g., good schools and health care are available to everyone, not just the affluent).

7. Chronic stress can be

toxic (and is a strong predictor
of poor health outcomes)

Exposure to fear and uncertainty
triggers a stress response. Our bodies go
on alert: the heart beats faster, blood
pressure rises, glucose floods the
bloodstream — all so we can hit harder
or run faster until the threat passes. But
when threats are constant and
unrelenting our physiological systems
don’t return to normal. Like gunning the
engine of a car, this constant state of
arousal, even if [ow-level, wears us
down over time, increasing our risk for
disease.

8. High demand + low

control = chronic stress
The lower in the pecking order we are,
the greater our exposure to forces that
can upset our lives — insecure and low-
paying jobs, uncontrolled debt, capricious
supervisors, unreliable transportation,
poor childcare, no healthcare, noisy and
violent living conditions - and the less
access we have to the money, power,
knowledge and social connections that
can help us cope and gain control over
those forces.

9. Racism and
discrimination in any
form imposes an added

hedalth burden Segregation,
social exclusion, encounters with
prejudice, the degree of hope and
optimism people have, differential access
and treatment by the health care system
— all of these can impact health.




Demographics

Since 1990, Central Oregon has experienced dramatic population growth. From 1990 to 2010, the population increased
in Crook from 14,111 to 20,978, in Deschutes from 74,958 to 157,733, and in Jefferson from 13,676 to 21,720

residents.

Crook County has an older population, with a
median age of 42.4 years and 20% of residents age
65 years or older. Deschutes County’s median age is
39.7 years, and 14,9% of residents are 65 years or
older. Jefferson County has the youngest median
age of 38.1 years and 15.3% of residents in
Jefferson are 65 years or older.

in lefferson, both the hirth rate and the percent of
residents younger than 18 years old are than the
highest in Central Oregon. More than 1in 4
residents in Jefferson are younger than 18 years
old. In Deschutes, 23% of the population is under 18
years, compared to 21.9% In Crook. Since 2000,
Jefferson’s age-adjusted birth rate has been higher
than Crook, Deschutes, and the state of Oregon. in
2008, Jefferson’s age-adjusted birth rate was 16.8
per 1,000—higher than Oregon’s rate of 13 per
1,000, and higher than Crook {8.3) and Deschutes
{11.86).

Deschutes County is the most urban in Central
Oregon. Only 27.6% of residents live in rural
designations, compared to 48.02% in Crook and
63.12% in Jefferson. Deschutes County also has
higher popuiation density—an average of 2,110
people per square mile in areas with a population
greater than 50,000 people, and 1,750.1 people per
square mile in areas with populations of 2,500-
50,000 people. Rural areas of Crook County have
the smallest population density: 3.4 people per
square mile.

AT A GLANCE...

Crook Deschutes Jefferson

MEDIAN AGE 42.4 39.7 38.1
% 65+ YEARS OLD 20% 14.9% 15.3%
% RURAL 48% 28% 63%

% HISPANIC/LATING 7% 7.4% 19.3%
% WHITE o

{NON-HISPANIC/ LATINO) 89.4% 88.4% 61.8%
AMERICAN INDIAN/ o o

ALASKA NATIVE 1.4% 0.9% 16.9%
2 OR MORE RACES 2% 2.5% 3.8%
BLACK/ a

AFRICAN-AMERICAN 0.2% 0.4% 0.6%
ASIAN 0.5% 0.9% 0.4%

Patgent Latlng Papidstien {30106}
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Life Expectancy & Births

Life Expectancy at
birth in
CROOK COUNTY:

80.1 years

Jefferson County is
the only county in

: Oregon where the

life expectancy has
declined since the

year 2000.

2,170 babjes were
born to Central
Oregon residents.
Of these, 8.3% were
from Crook, 78.8%
were from
Deschutes, and
12.9% were from
lefferson.

Life Expectancy at
birth in
DESCHUTES COUNTY:

81.1 years

Age-Adjusted birth
rates (per 1,000)
Crook: 8.3
Deschutes: 11.6
lefferson: 16.8
Oregon: 13

In Crook and
Deschutes, birth
rates and total
number of births
appear to be in

decline since 2007.

Life Expectancy at
birth in
JEFFERSON COUNTY:

75.8 years

Preliminary birth and
death data reveal that
Crook, unlike
Deschutes and
Jefferson, had more
deaths than births in
2010 and 2011: 181
births to 229 deaths in
2010 & 176 births to
220 deaths in 2011.

38% of Crook

County births,

35% of Jefferson
County births &

42% of Deschutes
County births were to
first-time mothers.




Modifiable Risks & Behaviors

Jefferson county’s rate
of death from motor
vehicle crashes is more
than Crook and
Deschutes County rates
combined.

Crook County's adult
smoking rate is among
the highest in the state
at 23%.

{ 69.4%0f CROOK

- 61.1% of DESCHUTES &
51.4% of JEFFERSON
adults met
recommendations for
PHYSICAL ACTIVITY*

% Aduits who are
Overweight*
CROOK: 39,1%
DESCHUTES: 41.0%
JEFFERSON: 41.9%
OREGON:  36.1%

Last month, of all Central
Oregonians age 12 and
older,

8.1% used MARIJUANA
4.6% used ILLICIT DRUGS
other than marijuana
6.1% used PRESCRIPTION
PAIN RELIEVERS to get
high' -

¥ of motor vehicle
fatalities in Jefferson
County involve alcohol.

11% to 12.5% of Central
Oregon adults use
smokeless tobacco.

More than 6,400 people
die every year from a

serious iliness caused by
TOBACCO USE in Central

Oregon.

14% of CROOK

26% of DESCHUTES &
32% of JEFFERSON aduits
consume at least

5 SERVINGS OF FRUITS &
VEGGIES PER DAY*

75.9 % of CROOK

69.4% of DESCHUTES &
77.1% of JEFFERSON
Two-year olds were up to
date on immunizations

{4 DTaP, 31PV, 1 MMR, 3 Hib, 3
HepB [or 2-dose Merck Series],
and 1 Varicella) .

*age-adjusted rates, BRFSS 2006-2009

- 91% of JEFFERSON

school-age children.

87% of CROOK
92% of DESCHUTES &

gt graders report they
live in a SMOKE-FREE
HOME

Deschutes County has
the highest rate of
tobacco quit attempts in
ayear {61% of tobacco
users).

An estimated 6.7% of all
Central Oregonians age
12 and clder have
ALCOHOL DEPENDENCE
That is more than 14,000
Central Oregonians.

% Adults who are
Obese*

CROOK: 31.5%
DESCHUTES: 15.7%
JEFFERSON: 25.3%
OREGON:  24.5%

A growing number of
parents opt out of some
or all immunizations for

Deschutes’ kindergarten
religious exemption rate
of 9.0% for is
substantially higher than
the state average of 5.6%
(2010-2011 school year).

10




Socio-Economic Health

The census tracts with
the highest median
incomes in Central
Oregon are in Deschutes
County. These tracts
have median incomes
from $61,000 to more
than $82,000 per year.

Food Insecurity is
believed to impact 22.2%
1 of Crook residents, 18.2%
: of Deschutes Residents,

i and 20.4% of Jefferson
residents (compared to

16.8% of Oregon}.

The 7 census tracts with
the lowest median incomes
in Central Oregon are:
Crook (1 tract}, Deschutes
{4 tracts), Jefferson {2
tracts). Each of these have
median incomes less than
$40,000 per year.

Nearly 84% of Jefferson
County School District
children are eligible for free
or reduced lunch-—more
than any other Central
Oregon school district.

Deschutes County has
more jobs per caplta
than Crook and
Jefferson (2009
estimates).

In 2011, a 1-night
shelter count revealed a
total of 2,373 homeless
individuals in the tri-
county area. 2291in
Crook, 1,873 In
Deschutes, and 271 in
Jefferson.

UNEMPLOYMENT RATES (SEASONALLY ADJUSTED, %) 1/1990 to 2/2012

20

18

=== (Crook
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auemmJefferson
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While unemployment is trending downward across the nation, unemployment
remains high in Central Oregon. In Feb 2012, unemployment rates were:
CROOK 14.4%, Deschutes 11.3%, JEFFERSON 12.8%, OREGON 8.8%, U.S. 8.3%

Oregan Labor Market Information System {OLMIS), {03 April 2012) Oregon Employment Department, Local Area
Unemplayment Statistics, 01/1990 - 2/2012, Retrieved from hitp://vwenv.qualityinfo.ora/oimisi/labforce
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Central Oregonians Uninsured

Not having access to health insurance prevents individuals from accessing needed care and preventive services. The
majority of uninsured utilize fewer services than those with insurance; and those who do seek services are confronted
with bills that many cannot afford to pay. Delaying health care can be costly and life threatening— particularly in
circumstances where early detection and treatment could provide a cure or prolonged life.

Nearly 1 out of every 6 Central Oregonians are uninsured—about 1 in 5 adults age 19-64—suggesting more than
30,300 individuals are uninsured (based on results from the 2011 Oregon Health Insurance Survey).

POINT-IN-TIME ESTIMATE

2,588 children 0-18 years old

468 ih Crook, 1,559 in Deschutes, and 561 in Jefferson

21.69¢3-3%

sk 00w 27,723 adults 19-64 years old

2,581 in Crook, 22,419 in Deschutes, and 2,723 in
Jefferson

9.7%

0-18 yrs 19-64 yrs 200% FPL&  201% FPL &
UNDER#$ ABOVE*

'UNINSURED FOR 1 ENTIRE YEARY

1,595 children 0-18 years old

241 children in Crook, 1,065 children in Deschutes, and
18.1% 289 children in Jefferson

5.0%

27,305 adults 19-64 years old

2,163 in Crook, 22,419 in Deschutes, and
2,723 in Jefferson

2.8%

0-18 yrs 19-64 yrs

GAP IN INSURANCE COVERAGE [nthelast 12 months:
5,639 children 0-18 years old

594 children in Crook, 4,334 children in Deschutes,
and 711 children in Jefferson

24.0% 24.8%

12.3%  11.4%

29,756 adulis 19-64 years old

2,868 in Crook, 23,863 in Deschutes, and
0-18 yrs 19-64 yrs 3,025 in Jefferson

*0Oregon Health {nsurance Survey estimated state uninsurance rates by reglon, Crook & Jefferson Counties were estimated in Region 2, with Gilllam, Grant, Hood River,
Morrow, Sherman, Wasco & Wheeler Counties. Deschutes County was the only county in region 2.
$Estimate for % of FPLis Individuals of all ages

*+ All of previous 12 months 12

DHS/0MA Office for Oregon Health Palicy and Research, (2011). Reglonal Health insurance Coverage in Oregon: results from the 2011 Oregon Health Insurance Survey,
September 2011, Retrieved from hitp://www.oregon.gov/OHA/OHPR/RSCH/docs/Uninsured/OHIS 2011 Uninsured Reglonal Fact Sheet Mov3l.pdf




Chronic Disease & Preventive

Screenings

R
Arthritis 25.8%
Asthma 0.7%
Heart
Attack 3.3%
Angina 3.4%
Stroke 2.3%
Didbetes 6.8%
High Blood
Pressure 25.8%
High Blood
Cholesterol 33_'0% o

ESCH

28.4% - 28.0% 47.5%

18%  9.2%
7.3% 2.7%

7.7%t 2.4%
- 1.2%*
2.0% . 5.0%

6.6%+
3.0%t

2.8%+
1.9%¢t
6.5%

46.27* 20.6%* 16.9%*

41.8% 32.1%

* Statistically significant difference compared with Oregon.
T This number may be statistically unreliable and should be interpreted with caution.
— This number is suppressed because it is statistically unreliable.
Age-adjusted estimates adjusted to the 2000 Standard Population using three age groups.

Source: Oregon BRFSS County Combined Dataset 2006-2009
http://public.health.oregon.gov/DiseasesConditions/ChronicDisease/Documents/TablelV.odf

20.2%

The % of adults who had
cholesterol checked
within past 5 years is
lower in lefferson than

Oregon and the region
{age-adjusted rate}.

Higher rate of new
prostate cancer cases
each year in Deschutes
than Oregon and US:
172.1 per 100,000
males*

Lower rate of new of
jung & bronchus cancer
cases in Deschutes than
Oregon and US:

57.7 per 100,000
people*

56.3% of adults in Jefferson
checked in last 5 years, com

Higher rate of new

: cancer cases each year
¢ in Crook than Oregon

and US:

: 527.7 per 100,000
: people*

had their cholesterol
pared with 71.3% in

Oregon, 81.7% in Crook and 73.3% in Deschutes.

*Age-adjusted incidence, statistically significant).
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Healthy Environments

Average Annual
Asthma
Hospitalizations

Rates, All-Ages
per 10,000 {age-
adjusted), 2000-2007

CROOK: 6.7
DESCHUTES: 5.3
JEFFERSON: 11.1
OREGON: 4.5

Asthma is the leading chronic health condition
among children in the U.S. A person’s immediate
environment—whether in the home, workplace,
outdoors, at school—may have triggers that cause
serious asthma attacks. Common triggers found
indoors include: smoke, dust mites, mold, mildew,
animals with fur or feathers, chemicals and strong
fragrances. Common outdoor triggers include pollens
from plants, air pollution caused by industrial
emissions, smoke, and exhaust from machinery and
automobiles. '

OHA/DHS Pubilc Hetath Division, Environmental Public Health Tracking,

{2012). Ashtma: Hospitallzations, All Countles, 2000-2007, Retrleved from
hitp://epht.oregon.gov/IRMA

% of households that are Low Income and...

more than 1 mile
to grocery store*

more than 10 miles
to grocery store*

CROOK DESCHUTES
15.9% 12.97% 25.53%
3.15% 0.14% 7.83%

*Data for this indicator from 20086, US Department of Agriculture Food Atlas Data, 2006, 2007, 2008, Retrieved
from http://maps.ers.usda.gov/FoodAtias/

There are several identified causes of CAncer—
family history, lifestyle and personal choices, diet, :
drug, alcohol and tobacco use, and repeated
exposure to carcinogens. Carcinogens can be
found in the air, food, drugs, workplace by-

products, chemicals, pesticides, x-rays and

radiation. While many cancers are caused by
genetics or personal choices, cancer rates can also :
be indicators of the health of an environment.

Crook County has the 3rd highest average annual
-incidence of cancer among Oregon counties
(2004-2008}. Even when looking at 10 years of
data, Crook County’s cancer rates remain higher
than the state at a statistically significant level.

Average Annual
Cancer Incidence

Rates, All-Ages
per 10,000 (age-adjusted),
2004-2008

. CROOK:  51.79
1 DESCHUTES: 47.64
: JEFFERSON: 41.37

- OREGON: 46.5

Rates calculated using SEER* Stat.
http://statecancerprofiles.cancer.goy
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Behaviordl,
Emotional Health

The estimated number of
adults with serious mental
HIness:

CROOK: 1,037
DESCHUTES: 7,178
JEFFERSON: 906

*based on CMHS prevalence
estimation/ Kessler Adult SM|
and 2010 census data.

More than 3,300

consumers of mental health
services were HOMELESS in
Central Oregon in 2010.

% of youth who
exhibited
psychological Distress
{based on Mental
Health Inventory-5,

2010.

11th Grade

8th Grade

Mental &

Suicide Rates by County, 3-Year Moving
Averages* 1993-2010

s (rook emmmDeschutes =wwenlefferson

35 - S

1993-1995 ]
1984-1996 |
1995-1997 |
1956-1998 |
1997-1999 |
1998-2000 |
1959-2001 |
2000-2002 |
2001-2003
2002-2004
20032-2005 ]
2004-2Q06
2005-2007 ]
2006-2008
2007-2009
2008-2010

*Crude {unadjusted] rate per 100,000 papulation; Using
intercensal Revised Population Estimates {July 1%) for 1993-
2010. Note: Suicide data far 2010 is preliminary data.

From 1993 to 2010, there were

533 deaths from suicide.
69 in CROOK
398 in DESCHUTES
66 in JEFFERSON

{ 18.4% of CROOK
20.6% of DESCHUTES
8 30.5% of JEFFERSON

11" graders had a
depressive episode in
2010.

An estimated 5, 153
children HAVE SERIQUS
MENTAL ILLNESS in
Central Oregon {2008
estimate).
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Communicable Disease

Reportable Disease Rankings by County & Type*:

FOOD, WATER, SANITATION &
HYGIENE

CROOCK

#1 Campylobacteriosis (22.4)
#2 Cryptosporidiosis (8.8)
#3 Salmonellosis (6.8)

DESCHUTES

#1 Campylobacteriosis {29.6)
#2 Giardiasis (18.8)

#3 E. coli 0157 (10.6)

JEFFERSON
#1 Campylobacteriosis {26.6)
#2 Shigeliosis (12.4)
#3 Giardiasis (3.5)
*Rate per 10,000

DROPLET & AIRBEORNE

CROOK

#1 Haemophilus influenza (2.9}
#2 Pertussis (1.9)

## 3 Tuberculosis {1.9)

DESCHUTES

#1 Pertussis {4.9)

#2 Haemophilus influenza {1.6)
#3 Meningococcal disease (1.5)

JEFFERSON

#1 Haemophilus influenza (6.7)
#2 Tuberculosis {2.9)

#3 Meningococcal disease (0.95)

Unadjusted aggregated incidence rates, 2005-2010

CROOK  DESCHUTES JEFEERSON

Early Syphilis 95
Gonorrhea 95
Chlamydiosis 13.35

preliminary rates

"OREGON
44
" 3.89

32.52 54,44 35.73
Unadjusted incidence {per 10,000}

Oregon DHS/OHA Pubiic Health Department {2012) Oregon STD Cases by County & Quarter of Report.
. http://public.health.cregon.gov/DiseasesCanditions/CommunicableDisease/DiseaseSurvelllanceData/Pages/
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Top 3 Killers

by % of Couniy 5 Decﬁhs(QOO?

1 CANCER, 24.3%

2 HEART DISEASE, 17%

3 CHRONIC LOWER RESPIRATORY
DISEASE, 9.8%

1 CANCER, 23.8%

2 HEART DISEASE, 20.6%

3 CHRONIC LOWER RESPIRATORY .
DISEASE, 6.61%

1 CANCER, 20.3%
2 HEART DISEASE, 13.9%
3 UNINTENTIONAL INJURY, 7.9%

CROOK

Note: Unadjusied, crude rages

What is killing use

The 2009 death rate was lower
than the state of Oregon (8 per
10,000} in both Crook (7.1 per
10,000) and Deschutes (6.7 per
10,000) at a statisticaily
significant level. However,
lefferson’s death rate, was
higher than the state (9.5 per
10,000) at a statistically
significant level,

Chronic disease continues to
be the number one killer in
Central Oregon. Cancer, heart
disease, cerebrovascular
disease, arteriosclerosis and
chronic lower respiratory
disease claim numerous lives
every year. in 2009, Central

DESCHUTES

CLRD: Chronic lower Respiratory Disease
CeVD: Cerebrovascular Disease

Oregon lost 369 lives to Cancer,
300 to Heart Disease and 107 to
chronic lower respiratory disease
{CLRD).

Death rates from heart disease
in Oregon are higher in rural
areas than urban areas {Oregon
DHS/OHA Heart Disease and
Stroke in Oregon: Update 2010).
Approximately 5.3% of Oregon
aduits have coronary artery
disease (2010).

Unintentional Injury claimed 86
lives, almost as many as
Cerebrovascular Disease {87
lives) and was the 3" leading
cause of death in Jefferson.

JEFFERSON

HBP: Hypertension with/without renal disease
ALS: Amyatrophic Lateral Sclerosis

Size represents the % of each county’s overall deaths for that year; color represents the difference in the county’s unadjusted crude to the state
of Oregon's rate for that cause of death {green means county’s rate is lower than the state, red means county's rate is higher than the state’s)
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U.S. Deaths & Attributable Causes, 2000:

246k

193k
176k
168k
162k

156k

133k

119k
3%k

Sandro Galea, Melissa Tracy, Katherine J. Hoggatt, Charles DiMaggio, and Adam Karpati. Estimated Deaths Atiributable to Social Factors in the
United States. Amerlcan Journal of Pubfic Health: August 2011, Vol. 101, No. 8, pp. 1456-1465.

low

myocardial infarction

racial s:

cerebrovascular disease

low
lung cancer
individual paveriy
occidém‘s

drad-level poveniy

doi: 10.2105/A1PH.2010.300086
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Disparity/Inequity
Comparative mortality ratios in areas of Southern Deschutes County and Northern lefferson County are significantly higher
than state average and this difference is considered a health disparity — geographic area is related to a difference in
mortality. But, the disparity can be considered a health inequity because it could possibly be avoided or unjust. Central
Oregonians are often not surprised to learn that our rural areas have high rates of poverty, less access to services, greater
distances to travel for needed care, and many individuals struggle to meet basic needs. What is often overlooked, however,
is that these systematic barriers needlessly impact individuals’ health.

This Is just one example of disparity and inequity in our region, but many other disparities exist. Attention must be devoted
to uncover disparities unique to Central Oregon and to determine which must be addressed as inequities. Improving our
population’s health will require working toward health equity—communities where all individuals have the opportunity to
attain their full health potential, and no one is disadvantaged from achieving her/his potential because of soclally
determined circumstances related to rural or urban living, race, socioeconomic status, education, ete.

Access To Resources

The ability to access resources, services or assistance s impacted by numerous factors, such as transportation, distance and
travel time, finances, social and cultural barriers, waiting time, and existing systems of care and program eligibility,
availability, location and capacity. For example, an elderly person living alone with no social support and unable to drive may
have financial means to see a dentist, but limited access due to transportation issues. Similarly, a working single mother with
no car may have access to public transportation, but if she cannot afford taking unpaid time off of work, her access to service
diminishes, Similarly, factors related to access impact rural residents differently than urban residents — an important point to
consider when planning for programs and setvices — since more than 41% of Centrat Oregonians live in unincorporated areas
and towns with less than 2,500 people.

Early Childhood Wellness

A child’s growth begins in pregnancy and continues into adulthood. Interacting internal and external factors impact a child’s
social, environmental, physical, and cognitive potential. Children in surroundings unable to support their healthy growth or
meet their needs have increased risk for poor health, safety, development and ability to learn. These unmet needs during
childhood pose threats to health long into adulthood and later life. Ensuring early childhood wellness is a short-term
investment for today and a long-term investment for business, health, education and social sectors in decades to come.

Food Insecurity

Crook and Jefferson counties were among the top 5 Oregon counties with highest food insecurity. Deschutes County has the
largest total number of food insecure Individuals in Central Oregon. In Crock County, the average cost per meal is nearly $1
higher than in Deschutes County and the rest of Oregon. It is estimated that more than 37% of children in Jefferson and
Crook Counties may be food insecure. In Deschutes County, of all the food insecure adults and children, 45% are not eligible
for SNAP or other federal food programs—a sizeable number of children and adults who may not be able to access much
needed assistance.
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Oral Health

Oral health is frequently identified by providers, teachers and community members as an area of concern in Central Oregon.
Existing data systems do not currently support mechanisms to arrive at accurate and timely estimates of the burden poor
oral health causes in the region. Poor oral health can cause pain, discomfort, and disfigurement. It can affect an individual’s
quality of life, ability to eat and to speak, or interfere with opportunities to learn, work, participate, engage and contribute.
What's more, oral health is related to chronic disease in later life. While prevalence and incidence data for the region may be
lacking, community and stakeholder input suggests improving the oral health of all Central Oregonians is important and
necessary.

Safety, Crime & Violence

A community’s safety impacts the population’s health in numerous ways—from victims of violence to post-traumatic stress,
from psychological distress to exercise and diet. Exposure to violence is known to increase stress, which is linked to
increased hypertension, stress-related disorders and chronic disease. Trauma from violence can have intergenerational
effects. Central Oregon’s rates of total crime appear to be on the decline since the late 1990s, and more work should be
done to continue this trend. Deschutes is in the top 5 Oregon counties with the highest rates {unadjusted 2010 rates) of both
total crimes and violent crimes per 10,000. Jefferson County was among the 10 Oregon counties with the fewest number of
police per 1,000 population. Last year, more than 1,450 individuals in Central Oregon called an emergency crisis line about
domestic violence alone. Healthy populations require safe communities to live, work and ptay where individuals affected by
violence or crime can access necessary support and services to heal,

Chronic Disease

In the last 65 years, adult chronic disease has grown into the main health problem for industrialized nations. Cardiovascular
disease, cancers, diabetes and chronic obstructive pulmonary disease account for at least 50% of the global mortality
burden. In Central Oregon, chronic diseases are the leading causes of death for each county. Crook’s age-adjusted
prevalence of adults with high blood pressure is 46.2%, significantly higher than 25.8% of adults for all of Oregon. Deschutes’
age-adjusted prostate cancer incidence rate is higher than the state, while Jefferson’s age-adjusted prevalence of arthritis is
higher than its neighboring counties and the state, Muitiple types of exposures, modifiable behaviors and risk factors are
known to play a role in the development of chronic disease in later life, such as personal dietary and exercise choices,
chronie stress, exposures in utero and throughout early childhood, income, genetics, and the built environment to name a
few.

Alcohol, Drug & Tobacco Use

Heavy drinking, drug use and tobacco use is associated with higher rates of all-cause mortality, chronic disease, violence and
abuse. Excessive alcohol and drug use is also a risk factor for motor vehicle fatalities, fetal alcohol syndrome, interpersonal
violence, overdose and sexually transmitted infections. Tobacco use causes multiple diseases such as cancer, respiratory
disease, and other adverse health outcomes, In 2009, more than 19% of adult males in Central Oregon reported binge
drinking in the {ast 30 days. In Central Oregon, younger adults have higher rates of alcohol dependence {in past 12 months)
than older adufts—17% of adults age 18-25 years, compared to 6.8% of adults 26 years and older. Jefferson County has
higher rates of death from alcohol-induced disease and motor vehicle fatalities that involve alcohol, Since 2001, Crook’s age-
adjusted rates of death from drug-induced causes have been higher than lefferson and Deschutes {Crook —13.7, Deschutes —
10.1, Jefferson —10.5 per 100,000}.
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Behavioral Health

Around the world, major depression is a major cause of disablility. In Deschutes County, suicide is claiming nearly as many lives as
motor vehicle accidents. [t is estimated more than 9,000 adults in the tri-county region have serious mental iliness. Roughly 1/3 of
Central Oregon 11" graders reported having a depressive episode in the last year—high depression scores in youth are associated
with poor academic achievement, anxlety, and poor peer and teacher relationships. Central Oregon can improve behavioral health
by working to prevent behavicral/mental health issues at the individual and community level, to identify early risk factors and
warning signs and to ensure the capacity and infrastructure exists to provide quality, affordable and accessible services for ail
individuals in need. '

Healthy Environments

There is much to learn about the environmental heatth characteristics specific to Central Oregon’s communities. The ecologies of
individuals, families, communities and regions often determine options available for individuals to reach their full potential.
Environments exist on many scales — individuals, homes, neighbarhoods, geographic regions. Environments simultaneously shape
and are shaped by organisms and individuals within them. For example, built and natural environments directly impact human
heatth, and humans directly impact the built and natural environments. Until recent decades, “environments” in public health
were most often associated with the natural outdoors — woods, streams, rivers and lakes. Growing bodies of research are showing
relationships with environments on other scales to the health of our popuiations. Locations of stores to purchase affordable fresh
frults and vegetables impact healthy choices. Safe and affordable alternative commute options impact the behaviors of individuals
to choose alternatives to driving, thus impacting the environment and the often the individual. Safe and easily accessible places to
play outdoors impact the ability of children to play outside, thus impacting their physical activity and health.

Central Oregon tacks current and refevant data on multiple scales of environment to uncover relationships between where people
live, work and play to thelr overall health and well-being. This knowledge about the region is expected to expand in coming years,
particularly with recent collaborative efforts with local agencies and individuals looking at transportation, commuting options,
healthy housing, farmers markets, and healthy spaces for kids and adults to play and exercise.
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