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Oregon Application Certification Statement - Section 1115(a) Extension  
 

 
This document, together with the supporting documentation outlined below, constitutes Oregon’s 
application to the Centers for Medicare & Medicaid Services (CMS) to extend the Oregon  
ContraceptiveCare (“CCare”), Medicaid section 1115 family planning demonstration (Project 
No. 11-W-00142/0), for a period of 5-years pursuant to section 1115(a) of the Social Security 
Act. 
 
Type of Request (select one only): 
 
__X__ Section 1115(a) extension with no program changes 
 

This constitutes Oregon’s application to the Centers for Medicare & Medicaid Services 
(CMS) to extend its demonstration without any programmatic changes.  The state is 
requesting to extend approval of the demonstration subject to the same Special Terms and 
Conditions (STCs), waivers, and expenditure authorities currently in effect for the period 
April 1, 2010 through December 31, 2016.    
 
The state is submitting the following items that are necessary to ensure that the 
demonstration is operating in accordance with the objectives of title XIX and/or title XXI 
as originally approved.  The state’s application will only be considered complete for 
purposes of initiating federal review and federal-level public notice when the state 
provides the information as requested in the below appendices. 
 
• Appendix A: A historical narrative summary of the demonstration project, which 

includes the objectives set forth at the time the demonstration was approved, evidence 
of how these objectives have or have not been met, and the future goals of the 
program. 

• Appendix B: Budget/allotment neutrality assessment, and projections for the 
projected extension period.  The state will present an analysis of budget/allotment  
neutrality for the current demonstration approval period, including status of 
budget/allotment neutrality to date based on the most recent expenditure and member 
month data, and projections through the end of the current approval that incorporate 
the latest data.  CMS will also review the state’s Medicaid and State Children’s 
Health Insurance Program Budget and Expenditure System (MBES/CBES) 
expenditure reports to ensure that the demonstration has not exceeded the federal 
expenditure limits established for the demonstration.  The state’s actual expenditures 
incurred over the period from initial approval through the current expiration date, 
together with the projected costs for the requested extension period, must comply 
with CMS budget/allotment neutrality requirements outlined in the STCs.   

• Appendix C: Interim evaluation of the overall impact of the demonstration that 
includes evaluation activities and findings to date, in addition to plans for evaluation 
activities over the requested extension period.  The interim evaluation should provide 
CMS with a clear analysis of the state’s achievement in obtaining the outcomes 
expected as a direct effect of the demonstration program.  The state’s interim 
evaluation must meet all of the requirements outlined in the STCs. 
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• Appendix D: Summaries of External Quality Review Organization (EQRO) reports, 
managed care organization and state quality assurance monitoring, and any other 
documentation of the quality of and access to care provided under the demonstration. 

• Appendix E: Documentation of the state’s compliance with the public notice process 
set forth in 42 CFR 431.408 and 431.420. 

 
 
________ Section 1115(a) extension with minor program changes 
 

This constitutes the state's application to the Centers for Medicare & Medicaid Services 
(CMS) to extend its demonstration with minor demonstration program changes.  In 
combination with completing the Section 1115 Extension Template, the state may also 
choose to submit a redline version of its approved Special Terms and Conditions (STCs) 
to identify how it proposes to revise its demonstration agreement with CMS. 

 
With the exception of the proposed changes outlined in this application, the state is 
requesting CMS to extend approval of the demonstration subject to the same STCs, 
waivers, and expenditure authorities currently in effect for the period [insert current demo 
period].   

 
The state’s application will only be considered complete for purposes of initiating federal 
review and federal-level public notice when the state provides the information requested 
in Appendices A through E above, along with the Section 1115 Extension Template 
identifying the program changes being requested for the extension period.  Please list all 
enclosures that accompany this document constituting the state’s whole submission.     

 
1. Section 1115(a) Extension Template 
2. Statement of Qualification for Fast Track Process 
3. Appendix A  
4. Appendix B 
5. Appendix C (and Attachment 1)  
6. Appendix D 
7. Appendix E (and Attachments 1-4) 

 
The state attests that it has abided by all provisions of the approved STCs and will continuously 
operate the demonstration in accordance with the requirements outlined in the STCs. 

_____ Date:_____4/14/16______________ 
                            [Governor] 
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The Oregon ContraceptiveCare (“CCare”) Medicaid section 1115 family planning demonstration 
(Project No. 11-W-00142/0), 1115(a) extension application qualifies for the “Fast Track” 
process.  This demonstration does not have any of the policy areas CMS identified as being 
complex in the guidance issued on July 24, 2015.  In addition, the CCare demonstration has been 
operating for several extension cycles without substantial program changes. Oregon is also in 
compliance with reporting deliverables and not proposing to implement major or complex changes. 
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Historical Narrative Summary 
In February 1998, the state of Oregon submitted a Medicaid waiver demonstration proposal titled 
“Oregon Family Planning Expansion Project” (now known as Oregon ContraceptiveCare or 
CCare), designed to expand the availability of Medicaid-supported contraceptive management 
services to a wider population base. That proposal was approved in October 1998 by the Centers 
for Medicare and Medicaid Services (CMS) (previously the Health Care Financing 
Administration) and the program began in January of 1999. The initial five-year project ran 
through December of 2003 and three-year extensions were approved in 2003, 2006, and 2009. 
Temporary extension requests were granted from November 1, 2012 through December 31, 
2016. Oregon requests renewal of this waiver for five-years, beginning May 1, 2016 through 
April 30, 2021. 

Prior to CCare’s inception in 1999, Oregon served an average of 50,000 clients a year, less than 
30% of the Women in Need,1 through approximately 90 publicly funded family planning clinics. 
Only 82% of sexually active high-school students reported using contraception at last 
intercourse. The pregnancy rate among 15-17 year olds was 42.1 per 1,000 and the adult 
unintended pregnancy rate was 44.3 per 1,000.  However, with the introduction of the waiver, 
system capacity and impact increased dramatically. By 2005, Oregon was serving nearly 157,000 
clients with all sources of pay at 165 publicly supported clinics – approximately 67% of Women 
in Need. Ninety percent (90%) of sexually active high-school students reported using 
contraception at last intercourse and the 15-17 year old pregnancy rate had dropped to 24.2 per 
1,000.  

Unfortunately, however, these 2005 data represent the height of CCare’s client caseload. Waiver 
utilization and impact diminished significantly beginning in 2006 when federal citizenship 
documentation requirements and other waiver eligibility restrictions were implemented.  In 2008, 
only 112,000 individuals with all sources of pay (45% of Women In Need) received family 
planning services.  By April of that year, CCare visits had declined from the 2005 peak by 33% 
overall and by a startling 47% and 49% among teens and African-Americans, respectively.  The 
precipitous drop in these two client groups further demonstrates how the citizenship 
documentation requirements of the 2005 Deficit Reduction Act (DRA) negatively impacted 
those who are truly eligible for the program.   

Implementation of the Affordable Care Act, including Medicaid expansion and the creation of 
the health insurance marketplace, have effectively provided coverage to thousands of Oregonians 
who were previously uninsured, thereby decreasing CCare’s client caseload even further. 
However, the health reform experience of Massachusetts2 shows that even with greatly expanded 

                                                           
1 Women in Need is an estimate of the number of fertile, reproductive-age women with incomes under 250% FPL 

who are neither pregnant nor intentionally trying to become pregnant.  It is produced by the Guttmacher Institute. 
2 Leighton Ku, et al., “Safety-Net Providers After Health Care Reform: Lessons from Massachusetts,” Archives of 
Internal Medicine, August 8, 2011, Vol 171, Number 15. 
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health insurance coverage, significant coverage gaps remain for many individuals in need of 
family planning, and CCare is uniquely positioned to address these gaps. 

• Churning: A study of the Massachusetts’ health care reform efforts demonstrated that 
nearly 6% of residents reported being uninsured at some point during the past year.3 
These lapses in coverage were more common among young and low-income residents 
as well as those who were single with no children, all populations at especially high 
risk of unintended pregnancy. Changing life circumstances, including changes in 
income, employment status, and marital status, can alter a person’s insurance status. 
Also, rules regarding effective coverage dates, depending upon when during the 
calendar month an individual enrolls in a qualified health plan may result in 
significant delays in coverage. CCare will continue to serve as an important bridge to 
filling these gaps as its point-of-service enrollment provides immediate coverage in 
the course of a family planning visit. Once the client’s immediate family planning 
needs are met, CCare can assist that client in obtaining longer-term, full-benefit 
coverage. 

• Confidentiality: Although many above 138% FPL will gain private insurance 
coverage through ACA-generated subsidies, some individuals, especially those 
needing confidential care, may feel they cannot use their insurance to meet their 
reproductive health care needs. Insurers generally send an “explanation of benefits” 
(EOB) form to the policy holder which effectively precludes confidentiality for adult 
dependents of any age whose partner holds the health insurance policy, minors who 
may consent to health services and are insured through a parent or guardian, and 
young adults remaining on their parent’s health insurance. CCare fills this gap by 
offering a “good cause exception” which allows individuals to enroll in the program 
and access confidential services without billing private insurance. Approximately 
13% of clients currently enrolled in CCare have indicated a need for special 
confidentiality (i.e. primary insurance cannot be billed prior to billing CCare). 

• Young People in Transition: Finally, although many individuals will obtain insurance 
coverage under ACA coverage provisions, they may be dependents (e.g., high school, 
college and/or trade school students, young adult women in transition, and youth of 
undocumented parents) in households that choose not to seek enrollment in full 
benefit coverage. Access to CCare-funded services allows these individuals to meet 
their immediate need for family planning services, while at the same time enabling or 
providing an opportunity for them and their families to initiate a connection to the 
health insurance system when they are ready.  

 
CCare expands Medicaid coverage for family planning services to all men and women of 
reproductive age with household incomes at or below 250% of the federal poverty level (FPL). 
The goal of the program is to improve the well-being of children and families by reducing 

                                                           
3 Rachel Benson Gold, “Back to Center Stage: ACA Decision Gives New Significance to Medicaid Family Planning 
Expansions,” Guttmacher Policy Review, Fall 2012, Volume 15, Number 4. 
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unintended pregnancies and improving access to primary health care services. Clients are 
enrolled in CCare at the point of service (clinic site) but final determinations of eligibility are 
made by state staff. CCare eligibility is effective for one year once established. Eligibility re-
determination occurs annually, sooner if a client has lost CCare eligibility for some reason (e.g., 
acquired and then lost regular Medicaid coverage) and is seeking to reestablish it. CCare covers 
office visits for contraceptive management services, limited laboratory services, contraceptive 
devices, and pharmaceutical supplies. There is no cost-sharing for coverage and services are 
provided through a statewide network of providers. Participating providers abide by the 
program’s Standards of Care. One of these is the requirement to provide all clients with 
information and resources to help them access primary care services and health coverage on an 
ongoing basis.  
 
Objectives 
The waiver’s original objectives, including evidence of the state’s progress in meeting them, can 
be found in Appendix C. For the next waiver renewal period, CCare’s future goals can be 
grouped into three categories: (A) immediate outcomes for CCare clients; (B) intermediate 
outcomes for both CCare clients and the waiver’s target population; and, (C) long-term outcomes 
for Oregon’s reproductive-age population as a whole. Further details regarding these outcomes, 
and the performance targets established for them, can be found in Appendix C of this 
application. 
 
(A) Immediate Outcomes 

• Outcome 1: The program will result in an increase in the proportion of clients who use a 
highly effective or moderately effective contraceptive method. 
Data source: RH Program Data System 

• Outcome 2: The program will result in an increase in the proportion of clients who 
receive help to access primary care services and comprehensive health coverage.  
Data source: RH Program Data System 
 

(B) Intermediate Outcomes 
• Outcome 3: The program will result in an increase in the proportion of reproductive-age 

Oregonians who use a highly effective or moderately effective contraceptive method. 
Data source: Oregon Behavior Risk Factor Surveillance System (BRFSS) 

• Outcome 4: The program will result in an increase in the proportion of sexually 
experienced high school students who report using a method of contraception at last 
intercourse.  
Data source: Oregon Healthy Teens survey (OHT) 
 

(C) Long-term Outcomes 
• Outcome 5: The program will result in a decrease in the proportion of Oregon births 

classified as unintended. 
Data source: Oregon Pregnancy Risk Assessment Monitoring System (PRAMS) 
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• Outcome 6: The program will result in a decrease in the unintended pregnancy rate in 
Oregon.  
Data source: Oregon PRAMS and Oregon Center for Health Statistics 

• Outcome 7: The program will result in a decrease in teen pregnancy rates in Oregon.  
Data source: Oregon Center for Health Statistics 
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Historical Enrollment and Expenditure Data 
 

I. Enrollment 
 

 2010 2011 2012 2013 2014 
January 5,254 5,460 5,366 6,110 6,364 
February 4,743 4,819 5,023 5,159 3,281 
March 5,561 5,374 4,861 5,341 3,287 
April 5,491 5,115 5,284 6,026 3,416 
May 5,567 5,093 5,406 5,774 3,128 
June 5,784 5,198 4,964 5,212 2,905 
July 5,341 4,674 4,802 5,295 2,959 
August 5,652 5,236 5,172 5,499 2,774 
September 5,501 4,992 4,715 4,832 2,958 
October 5,820 5,117 5,450 5,481 3,310 
November 4,959 4,986 4,683 4,800 2,768 
December 4,858 4,365 4,083 3,873 3,310 
Average 5,378 5,036 4,984 5,284 3,372 

 
 
II. Reported Expenditures 

 
 2010 2011 2012 2013 2014 
Total $21,393,956 $20,514,020 $20,757,254 $19,441,234 $12,128,619 
Federal $19,254,560 $18,462,618 $18,681,528 $17,497,110 $10,915,757 
Non-Federal $2,139,396 $2,051,402 $2,075,726 $1,944,124 $1,212,862 

 
Historical Per Member Per Month and Expenditure  
 
 2010 2011 2012 2013 2014 

Clients with active 
eligibility during the 
calendar year 

104,810 101,391 97,653 98,653 84,717 

Total number of member 
months 

620,906 607,777 568,261 575,936 490,553 

Total expenditures $21,393,956 $20,514,020 $20,757,254 $19,441,234 $12,128,619 

Per Member/Per Month 
(PMPM) Cost (Total 
Computable) 

$34.46 $33.75 $36.53 $33.76 $24.72 

% change in PMPM from 
year to year 

 -2% 8% -8% -27% 

 
4-year average % change in PMPM from year to year: -7% 
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As shown above, there were fluctuations in the Per Member/Per Month Costs each year. The 
greatest change occurred in 2014, which shows a substantial decrease in PMPM Costs compared 
to previous years. During 2014, many clients enrolled or re-enrolled in CCare who subsequently 
became enrolled in the Oregon Health Plan, the state’s Medicaid program. We did not have a 
systematic way to check for OHP enrollment for clients who were eligible for CCare, so many 
clients retained CCare eligibility despite not using CCare services. Thus, the total number of 
member months for 2014 is inflated compared to the number of member months for which 
clients actually accessed services. Therefore, the PMPM Cost decreased. It is anticipated that in 
future years, the shift in client enrollment from CCare to OHP will be less drastic than in 2014, 
and PMPM costs will likely adjust to be closer to the previous averages. 

 
Projected Number of Enrollments and PMPM Costs: 
 
 2016 2017 2018 2019 2020 

Number of clients enrolling 
or re-enrolling 

30,400 29,184 28,308 27,742 27,465 

Projected % change in 
annual enrollments  

-5% -4% -3% -2% -1% 

Per Member/Per Month 
(PMPM) Cost (Total 
Computable) 

$34.28 $35.99 $37.79 $39.68 $41.66 

% change in PMPM from 
year to year 

5% 5% 5% 5% 5% 

 
We are projecting that annual enrollments will decrease, but at decreasing rates each year. CCare 
monthly enrollments have stabilized from 2014 to 2015 and we predict this stabilization will 
continue. We are projecting a 5% annual increase in the Per Member/Per Month Costs, according 
to the President’s Growth Rate. The PMPM Cost in 2016 is based on a 5% increase over the 5-
year average in PMPM costs from 2010-2014. As described above, our PMPM Costs decreased 
dramatically in 2014 but are expected to stabilize.
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Evaluation Plan 
 
As described in Appendix A, the state has developed outcome measures for the next waiver 
renewal period that reflect the current healthcare landscape and goals of the program. Many of 
the program’s original objectives have been retired due to their limited relevance/applicability to 
the current program. The program’s outcomes can be grouped into three categories: (A) 
immediate outcomes for CCare clients; (B) intermediate outcomes for both CCare clients and the 
waiver’s target population; and, (C) long-term outcomes for Oregon’s reproductive-age 
population as a whole. These proximal, intermediate, and longer-term outcomes are related to the 
program’s overall goal of improving the well-being of children and families by reducing 
unintended pregnancies and providing assistance in accessing primary health care services and 
comprehensive health care coverage.  Performance targets have been set for each outcome and 
will be monitored annually to measure progress toward these goals.   
 
(A) Immediate Outcomes 

• Outcome 1: The program will result in an increase in the proportion of clients who use a 
highly effective or moderately effective contraceptive method. 
Data source: RH Program Data System, Clinic Visit Record (CVR) data 
Performance target: 92.5% 
Current rate (2014): 91.7% 
Notes: Effective contraceptive use, including all Tier 1 and Tier 2 methods, among 
unduplicated female clients of all ages at risk of unintended pregnancy. Women at risk of 
unintended pregnancy excludes clients who are using no method because they are 
pregnant, seeking pregnancy, or not currently sexually active.  
 

• Outcome 2: The program will result in an increase in the proportion of clients who 
receive help to access primary care services and comprehensive health coverage.  
Data source: RH Program Customer Satisfaction Survey 
Performance target: 50% 
Current rate (2015): 40% 
Notes: The RH Customer Satisfaction Survey (CSS) is a system-wide, self-administered 
client exit survey conducted approximately every other year. Sample selection for the 
CSS takes place at the clinic level and is typically designed to ensure representation of all 
but the very smallest volume clinics (those with less than 10 visits per week). Both CCare 
and non-CCare clients participate at the sampled clinics. It is not possible to distinguish 
between clients with CCare and other sources of pay in the CSS data. Therefore, we are 
unable to assess whether those who did not report receiving assistance are non-CCare 
clients, and to whom the requirement does not apply, which is why the performance 
target is set at a low rate. 
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(B) Intermediate Outcomes 
• Outcome 3: The program will result in an increase in the proportion of reproductive-age 

Oregonians who use a highly effective or moderately effective contraceptive method. 
Data source: Oregon Behavior Risk Factor Surveillance System (BRFSS) 
Performance target: 76.0% 
Current rate (2013): 68.7% 
Notes: Effective contraceptive use, including all Tier 1 and Tier 2 methods, among 
women 18-44 at risk of unintended pregnancy. Women at risk of unintended pregnancy 
excludes respondents who have a same sex partner, don’t know their birth control use, 
refuse birth control use, have had a hysterectomy, are currently pregnant, reporting being 
too old, want to get pregnant, and/or don’t care if they get pregnant.  
 

• Outcome 4: The program will result in an increase in the proportion of sexually 
experienced high school students who report using a method of contraception at last 
intercourse. 
Performance targets: 8th grade – 80.0% and 11th grade – 89.5% 
Current rates (2013): 8th grade – 77.2% and 11th grade – 84.7%  
Data source: Oregon Healthy Teens survey (OHT) 
Notes: Proportion of sexually experienced, defined as those who have ever had 
intercourse, 8th and 11th graders who indicated using birth control pills, Depo Provera, 
condoms, or an “unspecified method”  
 

(C) Long-term Outcomes 
• Outcome 5: The program will result in a decrease in the proportion of Oregon births 

classified as unintended. 
Data source: Oregon Pregnancy Risk Assessment Monitoring System (PRAMS) 
Performance target: 36.0% 
Current rate (2012): 37.2% 
Notes: Proportion of respondents who reported that their most recent birth was either 
mistimed or unwanted are classified as unintended. 
 

• Outcome 6: The program will result in a decrease in the unintended pregnancy rate in 
Oregon.  
Data source: Oregon PRAMS and Oregon Center for Health Statistics 
Performance target: 32.0 per 1,000 women 15-44 
Current rate (2012): 33.1 per 1,000 women 15-44 
Notes: The unintended pregnancy rate is derived from multi-step procedure in which the 
proportion of unintended births are multiplied by the actual number of birth in each year 
(obtained from the Oregon Center for Health Statistics) to produce an annual number of 
unintended births in the state. Next, the annual number of abortions in the state are 
multiplied by .95 (research suggests that approximately 95% of abortions are thought to 
result from unintended pregnancies) to estimate the number of unintended abortions in 



Appendix C  Oregon Health Authority 

Page 12 of 56 

the state. The unintended birth and abortion numbers are added together and divided by 
state population figures to produce an unintended pregnancy rate per 1,000 women 15-44.  
 

• Outcome 7: The program will result in a decrease in teen pregnancy rates in Oregon.  
Data source: Oregon Center for Health Statistics 
Performance target: 15-17 year olds – 11.0 and 18-19 year olds – 43.5 
Current rate (2014): 15-17 year olds – 12.4 and 18-19 year olds – 45.4 
Notes: Teen pregnancy estimates are based upon the estimated number of teen births and 
induced terminations among Oregon teens; they do not include the number of fetal deaths 
or miscarriages (spontaneous abortions) which occur.
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Appendix C, Attachment 1: Interim Evaluation Report  
 
Introduction 

Oregon ContraceptiveCare, or CCare, (formerly known as FPEP) aims to reduce unintended 
pregnancies and improve the well-being of children and families in Oregon.  Under CCare, a 
Section 1115(a) waiver is used to expand Medicaid coverage for family planning services to all 
men and women of reproductive capacity with household incomes at or below 250% of the 
federal poverty level (FPL).  Teens’ eligibility is based on their own incomes.  The project was 
authorized for a five-year period beginning in January 1999, was renewed for an additional three 
years in 2000, 2006 and in 2009.  The state is proposing to extend the waiver for additional 5-
years. This evaluation report covers the entire lifetime of the waiver, from 1999 to mid-2015.  
However, data availability varies by measure, 2014 being the most current year for most 
measures.   

It should be noted that the below objectives were developed as part of the state’s waiver renewal 
application to CMS in 2009. The objectives reflected an overarching goal to increase the number 
of CCare clients enrolled and served. However, as ACA implementation, and most significantly, 
Medicaid expansion, has served to increase the number of individuals eligible for and enrolled in 
full-benefit comprehensive coverage, the program’s objectives have changed. Instead of focusing 
on increasing the overall number of CCare clients enrolled and served, the program has shifted 
its focus to quality of care efforts (e.g. effective contraceptive use) and increasing client access to 
primary care coverage and services. These new objectives are detailed in the previous pages. 
Therefore, the below objectives and targets are not reflective of the current health care landscape.   

Immediate Outcomes 
 
Objective 1: Increase the number of clients seen at OHA family planning clinics.  [2012 target: 

70,000 at Title X clinics; 135,000 system-wide.] 
 
Expanding the availability of birth control and reproductive health services is the primary 
mechanism by which CCare is intended to avert unintended pregnancies and improve child 
and family well-being. To determine whether improved availability of subsidized services is 
resulting in increased utilization, we have been tracking the number of clients seen at Oregon 
Health Authority (OHA) family planning clinics over time. Data for tracking this objective 
came from the Oregon family planning client data system and are available through 2014. 
 
OHA’s public family planning network consists of two types of sites: Title X clinics that 
existed before CCare and started offering CCare services to eligible clients when the project 
began; and CCare-only sites, which have joined the network in the years since the project’s 
inception. Currently, there are 140 Title X and CCare clinic sites throughout the state. For 
Objective 1, we monitor client volume first at Title X sites only and secondly at all sites 
together. Changes in client volume at Title X sites illustrate how CCare has affected 
utilization of family planning services under a relatively static level of provider capacity. In 
contrast, system-wide variations in client volume reflect changes in both utilization and 
system capacity.   
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As shown in Figure 1, the number of clients seen in OHA Title X clinics has increased since 
CCare began. Before 1999, the annual number of clients was fairly stable, averaging about 
52,000. After 1999, the number of clients served increased each year until 2005, with a net 
increase of 72% from 1998 to 2004. Client volume increased within each of the sub-groups 
that are particular foci for CCare: clients at less than 185% of FPL (the FPL limit for the time 
period of interest); male clients; and teen clients.   
 
The 2005 drop seen in Figure 1 is a result of one of the largest providers in the state 
becoming a direct Title X grantee in July of that year; because the provider is no longer a 
delegate of the state, its clients do not count toward our Title X total. Client numbers 
continued to decline between 2005 and 2008; this decline can be attributed to three factors: 
1) the citizenship documentation requirements of the Deficit Reduction Act (DRA); 2) 
mandatory collection of Social Security Numbers (SSNs) for teen applicants; and 3) 
restriction of eligibility to individuals without creditable insurance coverage. These 
requirements were implemented in 2006. Despite sustained outreach efforts, client numbers 
continued to decline between 2009 and 2014, with 43,105 clients seen in Title X clinics in 
2014.   

 
Changes in client volume system-wide are shown in Figure 2, where the impact of the 
Medicaid waiver is most clearly visible. Total number of clients served at OHA-affiliated 
clinics grew from an average of 52,000 per year before CCare to almost 157,000 in 2005.  
However, total client volume declined by 6% in 2006, the first-ever decline in clients served 
since the waiver began. This decline continued through 2014, as ACA provisions, including 
Medicaid expansion, went into effect. Examining payment source data implicates the CCare 
eligibility changes described above as the primary cause of the pre-2014 changes in client 
volume; the number of CCare clients dropped by 38% between 2005 and 2013. 
 
Further analyses of family planning visits by time period and payer has demonstrated a 33% 
overall drop in CCare clients since 18 months prior to the 2006 eligibility changes and 18 
months after the eligibility changes. Teenage and African American clients have been 
particularly affected by the eligibility changes, with a 47% decline in visits among teenage 
clients and a 49% decline in visits among African American clients. The precipitous drop in 
these two client groups further indicates that the citizenship documentation requirements of 
the DRA negatively impacted those who are truly eligible for the program. 
 
Between 2009 and 2010, however, client volume increased approximately 27%, with 
137,032 clients seen at all agencies, surpassing the 2012 target of 135,000. However, visit 
data indicate that client numbers have begun to decrease since, to 78,980 in 2014. In 
particular, there were notable decreases in client numbers among clients with CCare as a 
source of pay between 2013 and 2014 (59,467 and 35,948, respectively). This decrease can 
be attributed to Medicaid expansion, in which approximately 38% of clients enrolled in 
CCare during 2014 transitioned to the state’s full-benefit Medicaid program, the Oregon 
Health Plan (OHP).  

 
 



Appendix C, Attachment 1  Oregon Health Authority 

Page 15 of 56 

Objective 8: Increase the proportion of clients who receive help to access primary care services 
and comprehensive health coverage. [2012 target: 55%]  

Objective 8 was created at the time of CCare’s first renewal to monitor progress toward the 
newly added goal of ensuring that clients received assistance with access to primary care 
services and coverage. To track this objective, we use data from our own Customer 
Satisfaction Survey (CSS), a system-wide, self-administered client exit survey conducted 
approximately every other year. Sample selection for the CSS takes place at the clinic level 
and is typically designed to ensure representation of all but the very smallest volume clinics 
(those with less than 10 visits per week). Both CCare and non-CCare clients participate at the 
sampled clinics. The most recent data available come from the CSS administered in the fall 
of 2013. Results from 2003 (baseline), 2005, 2007, 2009, 2011, 2013, and 2015 are shown in 
Figure 3. 

In 2003, 25% of clients reported that they had been offered help to locate a primary care 
provider. Thirty-six percent (36%) reported that they had been offered a brochure or other 
help to access comprehensive health coverage. In 2005, these figures climbed to 59% and 
48%, respectively. In 2007, 42% of respondents reported receiving help finding a place to go 
for general health services and 44% reported receiving help accessing health insurance. In 
2009, a greater percentage of survey respondents reported receiving help than in any other 
year. Sixty-four percent (64%) reported receiving information about where to access general 
health services and 60% reported receiving help accessing health insurance. In 2009, survey 
participants were also asked about their insurance status.  In 2013, 49.9% of clients said they 
had been offered information on one or more of the following: Medicaid, the Oregon Health 
Plan, FHIAP (Family Health Insurance Assistance Plan), or other public health insurance and 
48.7% of clients said they had been offered information about where to go for general health 
services. Both of these proportions represent an increase compared to the 2011 survey, in 
which 37% of respondents said they were offered information about public health insurance 
and 42% said they were offered information about where to go for general health services. 

In 2015, approximately 40% of CSS respondents indicated that they had received help 
getting primary care services and coverage. This represents a fairly dramatic decline which 
can be attributed to two factors. First, only 20% of all survey respondents answered these 
questions, highlighting the need to review the phrasing of these questions and possibly 
reword them in future iterations of the survey. Second, as more individuals gain 
comprehensive insurance coverage and access to primary care services, it is possible that 
clinic staff are not offering assistance to individuals to get primary care coverage or services 
if there is no need (i.e. the client already has both coverage and access to services). As shown 
in Figure 4, those without insurance for primary care were much more likely to have 
received information about both public health insurance and accessing general health 
services than those with insurance.  
 
It should be noted that it is not possible to distinguish between clients with CCare and other 
sources of pay in the CSS data. Therefore, we are unable to assess whether those who did not 
report receiving assistance are non-CCare clients, to whom the requirement does not apply 
and which may account for the low figures.   
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CCare program staff continue to conduct ongoing CCare Enrollment Form audits on a 
random sample of medical records. These audits include a review of the primary care referral 
requirement to ensure that this objective is met. Furthermore, the primary care referral 
requirement continues to be a focus for CCare provider training.   
 

Objective 9: Restore CCare client volume to pre-2006 levels.  [2012 target: 100,000 CCare 
clients served]  
 

This objective was added in 2006 in response to three waiver eligibility changes that 
occurred that year: documentation of U.S. citizenship in accordance with the DRA; 
restriction of enrollment to individuals without creditable insurance; and mandatory 
collection of SSNs from teens. (Note: sub-analyses have been conducted to determine 
whether minors who voluntarily provided an SSN prior to its being required were more likely 
to return after the eligibility change than minors who were not able to supply their SSNs.  
Findings indicate that among those minors who voluntarily provided an SSN prior to its 
requirement, 52.3% returned to the clinic compared to 37.2% of minors who did not provide 
an SSN before the requirement.) Anticipating that these changes would increase barriers to 
family planning services and therefore reduce the number of clients served, Oregon’s goal for 
this measure was to restore client volume to its pre-2006 levels by 2009.   
 
Number of CCare clients served each year is shown in Figure 5. As noted above, CCare 
clients dropped in 2006 for the first time in the waiver’s history due to eligibility changes. 
More recently, a precipitous decline in client volume between 2013 and 2014 can be 
attributed to Medicaid expansion and the transition of CCare clients into full-benefit 
Medicaid. This objective will be retired for the next waiver renewal period, as it has been 
rendered less relevant since implementation of ACA and Medicaid expansion. 

 
 

Intermediate Outcomes 
 
Objective 2: Increase the proportion of clients who use a highly effective contraceptive 

method.  [2012 target: 75% for adults; 83% for teens.] 
 

Highly effective methods of birth control, such as IUDs or hormonal methods, tend to be 
more expensive than barrier methods like condoms or diaphragms. For clients who must pay 
full or partial fees for reproductive health services, the greater cost of highly effective 
methods may present a barrier to their use. Objective 2 allows us to judge whether CCare, 
which expanded the number of people eligible to receive contraception at no cost to 
themselves, has led to increased use of highly effective methods among family planning 
clients.   
 
The data used to track this objective came from the Region X Title X Information System.  In 
the analysis, we focused on data from Title X-supported clinics; clients who visited CCare-
only providers were excluded because of a lack of comparative data for the time period 
before CCare began. Methods categorized as “highly effective” were: IUDs, oral 
contraceptives, the Patch (Ortho Evra®), the Ring (NuvaRing®), Depo-Provera®, implants, 
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sterilization, and abstinence.  (Less effective methods include condoms, spermicides, 
diaphragms, cervical caps, sponges, withdrawal, and the rhythm method.)  Women using 
unspecified “other” methods were excluded from analysis since it was not possible to 
determine how effective their method might be.  

Figure 6 shows what proportion of female clients at Title X-supported sites were using a 
highly effective method, from 1996 to 2014. Among adults, the proportion increased from 
69% to 72% over the first year of CCare and has gradually increased since then, with a slight 
dip in 2014. Among teen clients, the proportion using highly effective methods has increased 
by over 22% since CCare began. In 2014, 74.9% of adults and 86.6% of teens used highly 
effective contraceptive methods. The 1996–2014 increases are statistically significant for 
both adults and teens, and appear to be continuing on an upward trend. Nevertheless, it is 
unlikely that the proportion of clients using highly effective methods will ever approach 
100%.  A significant number of women are unable or unwilling to use methods with high 
contraceptive efficacy because of contraindications (e.g., oral contraceptives are 
contraindicated for smokers) or unacceptable side effects (e.g., heavy menstrual bleeding 
associated with Copper-T IUDs). Family planning services research suggests that women are 
most likely to use contraception effectively when they are able to choose a method with 
which they feel comfortable.4 So while CCare providers are required to provide information 
about all contraceptive choices, including the effectiveness of each method, the primary 
message is to “choose the method that’s right for you.”   

Objective 4a: Increase the proportion of reproductive-age Oregonians who use a highly 
effective contraceptive method.  [2012 target: 73%.] 

 
This objective has the same rationale as Objective 2 above but the population of interest in 
this case is Oregon’s adult population of childbearing age rather than family planning clients.  
To monitor this objective, we use data from the Oregon Behavioral Risk Factor Surveillance 
System (BRFSS), a CDC-sponsored, population-based, telephone survey of non-
institutionalized adults in the state. The specific BRFSS item used to track this objective first 
appeared on the questionnaire in 1998 and asks respondents what method they and/or their 
partners currently use to prevent pregnancy. Beginning in 2002, both male and female 
respondents answered this item but we restrict our analysis to female respondents to facilitate 
year-to-year comparisons. In all other respects, the analysis for this objective mirrors what is 
conducted for Objective 2.  
 
Figure 7 reveals that the proportion of adult females in Oregon using a highly effective 
method changed slowly during the first few years of CCare but then climbed to a high of 
about 74% in 2002. Since then, the proportion has remained fairly consistent. In 2011, the 
year for which we have most recent data, 73.6% of adult women in Oregon reported using a 
highly effective method. This represents an increase from 2010 (70.0%). The 2002 figure is a 
statistically significant improvement from 1999 but none of the other year-to-year differences 
are statistically significant. Figure 8 shows effective method use by respondent FPL, split at 
185% as a proxy for CCare’s target population through 2011, and subsequently split at 250% 

                                                           
4 Becker et al. (2007).  The quality of family planning services in the United States: Findings from a Literature 

Review.  Perspectives on Sexual and Reproductive Health 39(4), 206-215.   
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starting in 2012 when CCare’s eligibility limit increased to 250% FPL. Over the time period 
shown, the overall trend among women under 185% FPL is toward increased use of effective 
methods, with an observable increase from 2004 to 2009. In 2011, 73.5% of women under 
185% FPL reported using highly effective methods, similar to rates seen during the previous 
5 years.  Use of more effective methods among women above 185%/250% FPL has remained 
fairly steady since 2005.   

As with any survey data source, however, BRFSS estimates are subject to sampling error.  
Error bars are included in Figures 7 and 8 to show the 95% confidence interval around each 
yearly estimate. Overlapping confidence intervals can be interpreted as evidence of no 
statistically significant difference between estimates. The sub-analysis by FPL has some 
additional limitations. The first is that BRFSS respondents report their income in ranges, not 
exact amounts, so the FPL categorization is approximate at best. In some years, more than 
10% of respondents refuse to supply income information at all. Furthermore, FPL can only 
act as a partial proxy for the CCare target population. U.S. citizenship, a second key CCare 
eligibility requirement, is not captured in BRFSS data, so the under 185%/250% FPL group 
used above may include women who were in fact not eligible for CCare because they were 
not citizens. Finally, the margins of error around estimates of contraceptive use by FPL are 
quite large: +/- 7% in some cases.    

 

Objective 4b: Increase the proportion of sexually experienced high school students who report 
using a method of contraception at last intercourse.  [2012 target: 90%] 
 

To determine whether expanded availability of subsidized birth control and contraceptive 
management services is affecting birth control use among teens, we use data from the Youth 
Risk Behavior Survey (YBRS) and Oregon Healthy Teens Survey (OHT). Both are school-
based surveys. The YRBS includes students in grades 9-12 and is conducted every odd year; 
the OHT focuses on 8th and 11th grade students specifically. Between 2001 and 2009, OHT 
was conducted annually; it is now administered every odd year. Both the YRBS and OHT 
questionnaires include an item asking participants what one method of contraception they 
used to prevent pregnancy at last intercourse. In our analysis, we examined responses to this 
question only among sexually experienced students, defined as those who had ever had 
intercourse.  Students who said they used birth control pills, Depo® shots, condoms, 
withdrawal, or an unspecified “other” method were counted among contraceptive method 
users. Those who responded that they didn’t know or were not sure about the method used 
were counted among the “no method” group.   

 
Figure 9 shows the proportion of sexually experienced Oregon high school students who 
used a method of contraception at last intercourse. (*Note, the YRBS was not conducted after 
2007, due to lack of school participation. Only OHT data is reported for this objective after 
2007.)  YRBS data indicate that the proportion increased by a statistically significant 5 
percentage points from 1997 (81.9%) to 2007 (86.9%). Error bars are included for the YRBS 
figures but may not be visible on the graph because they are fairly small. 2013 OHT data 
show that 84.7% of 11th graders and 77.2% of 8th graders reported using contraception at last 
intercourse. It should be noted that starting in 2013, students reporting withdrawal as their 
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method were no longer included in the numerator, which may account for the slight drop in 
rates among 11th graders.  

 

Long-range Outcomes 
 

Objective 5a: Decrease the proportion of Oregon births classified as unintended.  [2012 target: 
37%] 

Information on the intendedness of births in Oregon is found in Oregon’s Pregnancy Risk 
Assessment Monitoring System (PRAMS). Launched in 1998, Oregon PRAMS is a 
population-based, mail and phone survey of women that draws its sample from the state birth 
certificate file.  National standard methodology is used to assess pregnancy intent: women are 
asked to think back before their recent pregnancy and report whether they had wanted to 
become pregnant at that time, sooner, later, or not at all. Pregnancies that occur too soon are 
classified as mistimed, those that are not wanted at all are labeled unwanted, and those two 
categories together form the unintended group.  Pregnancies that occur too late or “at about 
the right time” are considered intended. Using this categorization, the proportion of Oregon 
births that were unintended was estimated at 39.5% in 1998-99 and decreased to a low of 
37.3% in 2004. Between 2005 and 2009, however, this figure has increased each year to a 
high of 41.2% in 2009. However, 2010 and 2011 data indicate a statistically significant 
decrease in the rate; 36.6% of Oregon births were unintended in both 2010 and 2011. 2012 
data indicate a slight backtracking in the proportion of births that were unintended; we will 
continue to track this measure closely to assess if this increase persists in coming years 
(Figure 10). 

We also examined birth intent by FPL and source of payment for delivery. For the first 
analysis, PRAMS data on approximate income and number of family members were used to 
create two groups of women: those whose pre-pregnancy income was at or below 185% FPL 
(i.e., within the range for CCare eligibility) and those whose income was above that level.  
For the second analysis, responses to a question regarding payment for labor and delivery 
were coded to distinguish between Medicaid-paid deliveries and all others. Results of these 
two sub-analyses are shown in Figures 11 and 12.  

Figure 11 reveals that women under 185% of FPL (the target population for CCare prior to 
April 2012) are generally more likely to have an unintended birth than those over 185%.  
Interestingly, women in the CCare target population experienced a stronger decline in 
unintended births from 1999-2001 than their counterparts (a reduction of 9.7% vs. 2.5%).  
While data for 2011 demonstrate a decrease in the unintended birth rate among women under 
185% FPL, the rate returned to previous-year levels in 2012. Given the relatively large 
margins of error around each estimate, these changes are not statistically significant.   

Some evidence of the same trends can be seen Figure 12. Overall, Medicaid-paid births in 
Oregon are more likely to be unintended than non-Medicaid paid births; this is consistent 
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with national data.5 The proportion of Medicaid paid births that were unintended has 
fluctuated between approximately 52% -56% since 1998-99, the first year the PRAMS was 
administered. In contrast, the proportion of non-Medicaid paid births that were unintended 
has decreased steadily from 33.3% in 2000 to a low of 23.3% in 2005.  Both sets of rates 
have continued to decrease since then, with the exception of unintended births among non-
Medicaid-paid births in 2012. It should be noted, however, that all of these changes are well 
within the margin of error for this measure.    

There are several limitations to both of these sub-analyses.  The first is that FPL is at best a 
proxy for the waiver’s target population, since income is only one aspect of CCare eligibility. 
Quality of the income and birth payment data is a second problem.  PRAMS respondents 
give their income in ranges, rather than specific figures, and between 5 and 10% do not 
provide the information at all.  Some women may not know, or may not be able to recall 
accurately, the source of payment for their child’s delivery.  Finally, the relatively small 
number of PRAMS participants (generally around 1,500 each year) means that the margin of 
error around estimates of birth intent by FPL or delivery source of pay is about +/- 5%.    
 
The delivery payer results, in particular, should be interpreted in the context of demographic 
and programmatic shifts affecting Oregon’s Medicaid population. Since 2000, the group of 
women with Medicaid-paid deliveries has included a growing proportion of women with 
Medicaid coverage for emergency services only. (Their Medicaid eligibility status is 
Citizen/Alien-Waived Emergency Medical, or CAWEM.)  Because they are not citizens, 
these women are ineligible for the CCare services that could have helped them to avoid an 
unintended childbirth.   

 

Objective 5c: Decrease the unintended pregnancy rate in Oregon.  [2012 target: 36.5 per 1,000] 

To estimate the unintended pregnancy rate, we use a three-step procedure very similar to the 
one outlined by Stanley Henshaw in his well-known article “Unintended Pregnancy in the 
United States.”6 In the first step, we estimate the proportion of Oregon’s births (not 
pregnancies) that are unintended using PRAMS data.  We then multiply the actual number of 
births in each year (obtained from the Center for Health Statistics, or CHS) by the unintended 
proportion to produce an annual number of unintended births in the state. Next, we multiply 
the annual number of abortions in the state by approximately 0.95 to derive an annual 
estimate of the number of unintended abortions in the state. 7 Finally, we add the unintended 
birth and abortion numbers together and divide the result by state population figures to 
produce an estimated unintended pregnancy rate per 1,000 women aged 15-44.  The results 
of this analysis are shown in Figure 13. The state’s unintended pregnancy rate declined from 
44.3 per 1,000 in 1999 to a low of 36.6 per 1,000 in 2004. The decline between 2000 and 

                                                           
5 Williams L, Morrow B, Shulman H, Stephens R, D’Angelo D, Fowler CI.  PRAMS 2002 Surveillance Report.  

Atlanta GA: Division of Reproductive Health, National Center for Chronic Disease Prevention and Health 
Promotion, Centers for Disease Control and Prevention, 2006. 

6 Henshaw, S. (1998).  Unintended Pregnancy in the United States.  Family Planning Perspectives, 30(1), 24-29 & 
46. 

7 Approximately 95% of abortions are thought to result from unintended pregnancies.  Personal communication: M. 
Zolna to R. Linz, 01/10/14. 
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2004 is largely attributable to a reduced number of abortions each year. Between 2005 and 
2007, the unintended pregnancy rate increased slightly to 40.8 per 1,000 women in 2007, but 
has since decreased to 33.1 per 1,000 women in 2012, the lowest rate since the measure has 
been tracked. This recent decrease can be attributed largely to the decline in the total number 
of pregnancies since 2007 and the drop in the unintended birth rate in 2010 and 2011.  

 

Objective 7: Decrease teen pregnancy rates in Oregon. (2012 target: 23.5 per 1,000 for 15-17 
year olds; 80.0 per 1,000 for 18-19 year olds) 

Teen pregnancy remains a topic of national concern. In the Oregon Vital Statistics Annual 
Report, CHS publishes data on the pregnancy rate for a variety of adolescent age groups.  
Figure 14 presents these data for 1996 through 2014.   

Teen pregnancy declined dramatically between 1996 and 2004: the 18-19 year old rate fell by 
35% (122.9 per 1,000 to 79.5 per 1,000); the 15-19 year old fell by 40% (77.1 per 1,000 to 
45.8 per 1,000); and the 15-17 rate fell by 50% (47.3 per 1,000 to 23.8 per 1,000).  In all 
three age groups, the drop that occurred in the three years following CCare implementation 
(1999-2002) was greater than the decline experienced in the previous three-year period (1996 
to 1999). Starting in 2005, Oregon teen pregnancy rates increased for the first time in about 
10 years, depending on the age group. This trend is reflected nationally, where both teen birth 
and pregnancy rates rose in 2006, for the first time since 1991.8 This increase appears to be 
reversing, however, with Oregon teen pregnancy rates among all age groups continuing to 
dramatically decline between 2006 and 2014. They are currently at their lowest rates ever 
since tracking began for this measure (12.4 per 1,000 per 15-17 year olds, 45.4 per 1,000 for 
18-19 year olds; and 26.1 per 1,000 for 15-19 year olds). 

 

                                                           
8 Guttmacher Institute data report. “U.S. Teenage Pregnancies, Births, and Abortions: National and State Trends and 

Trends by Race and Ethnicity.”  January 2010.  Accessible at: http://www.guttmacher.org/pubs/USTPtrends.pdf 
 

http://www.guttmacher.org/pubs/USTPtrends.pdf
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Figures 
 
Figure 1. Clients seen at Oregon Title X family planning agencies, 1996-2014.  (Objective 1).  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Data source:  Oregon Information System 
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Figure 2. Clients seen at all Oregon family planning agencies (Title X and CCare), 1996-2014.  (Objective 1).   

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Data source:  Oregon Information System 
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Figure 3. Proportion of Oregon family planning clients who received assistance with accessing primary care services and coverage, 2003, 2005, 
2007, 2009, 2011, 2013 and 2015 (Objective 8).  

 

 
 
 
 
 
 
Data source:  Oregon Reproductive Health Program, Client Satisfaction Survey 

0%

10%

20%

30%

40%

50%

60%

70%

2003 (Baseline) 2005 2007 2009 2011 2013 2015

Help getting PC
coverage

Help getting PC
services



Appendix C, Attachment 1  Oregon Health Authority 

Page 25 of 56 

 
Figure 4. Proportion of Oregon family planning clients who received assistance with accessing primary care services and coverage, by insurance 

status, 2015. 

 
 
 
Data source:  Oregon Reproductive Health Program, Customer Satisfaction Survey 
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Figure 5. CCare clients served, 1999 – 2014.  (Objective 9).   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Data source:  Oregon Information System 
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Figure 6.  Proportion of female family planning clients at Oregon Title X agencies using highly effective contraceptive methods, 1996 – 2014.  
(Objective 2).  

 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Data source:  Region X Information System 
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Figure 7. Proportion of Oregon’s female, reproductive-population using highly effective contraceptive methods, 1998-2013.   

(Objective 4a). 

 
Data source:  Oregon Behavioral Risk Factor Surveillance System (BRFSS).   Error bars indicate 95% confidence interval around each estimate. 
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Figure 8. Proportion of Oregon’s female, reproductive-population using highly effective contraceptive methods, by FPL, 1998-2013. (Objective 

4a). 

 
Data Table 

 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012^ 2013^ 
At/under 185%^ 62.4 61.4 65.0 70.5 73.5 77.4 73.3 68.1 69.8 73.8 73.2 78.8 70.7 73.5 76.3 62.4 
Over 185%^ 68.1 66.4 68.1 66.8 74.3 75.1 68.7 71.7 69.3 70.8 66.8 71.9 69.3 71.0 70.4 72.1 

^Data table changes to at/under and over 250% FPL in 2012. 
Data source:   Oregon Behavioral Risk Factor Surveillance System (BRFSS).   Error bars indicate 95% confidence interval around each estimate. 
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Figure 9. Proportion of Oregon sexually experienced students who used contraception at last intercourse, 1997 – 2013. 
  (Objective 4b).   
 

 
Data source:   Oregon Youth Risk Behavior Survey (YRBS) for 9-12th grade and Oregon Healthy Teens survey (OHT) for 8th and 11th grade.  Error bars indicate the 
95% confidence interval around the YRBS-based estimates. YRBS not conducted after 2007. 
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Figure 10. Proportion of Oregon births that were unintended, 1998-99 – 2012.   (Objective 5a). 

 
 
Data source:  Oregon Pregnancy Risk Assessment Monitoring System (PRAMS).   Error bars indicate 95% confidence interval around each estimate.  
*Data for births from August 1998 to August 1999 
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Figure 11. Proportion of Oregon births that were unintended, by FPL, 1998-99 – 2012.   (Objective 5a). 

 
 
Data source:   Oregon Pregnancy Risk Assessment Monitoring System (PRAMS).   Error bars indicate 95% confidence interval around each estimate.  
*Data for births from August 1998 to August 1999 
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Figure 12. Proportion of Oregon births that were unintended, by delivery source of pay, 1998-99 – 2012.   (Objective 5a). 

 
 
Data source:   Oregon Pregnancy Risk Assessment Monitoring System (PRAMS).   Error bars indicate 95% confidence interval around each estimate.  
*Data for births from August 1998 to August 1999 
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Figure 13. Unintended pregnancy rate in Oregon (per 1,000 women 15-44), 1998-99 – 2012.  (Objective 5c).  

 
 
Data source:   Oregon Pregnancy Risk Assessment Monitoring System (PRAMS) and Oregon Center for Health Statistics.  
*Data for births from August 1998 to August 1999 
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Figure 14. Oregon teen pregnancy rates (per 1,000 females in age group), 1996 – 2014.  (Objective 7). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Data source:   Oregon Center for Health Statistics. 
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Oregon ContraceptiveCare: Access to and Quality of Care 

Currently, Oregon’s public family planning provider network is made up of 54 agencies—the 
administrative units of programs or providers—and 156 clinic sites, the physical facilities where 
services are provided. The network includes a broad range of provider types: County Health 
Departments, Federally Qualified Health Centers and Rural Health Clinics, college/university 
health services and School-Based Health Centers, and a small number of private providers. 
Almost every clinic in Oregon’s public family planning provider network is an enrolled CCare 
provider (52 agencies and 141 clinic sites). 

The CCare provider network is often the single entry point for many individuals of reproductive 
age into the health care system. CCare is uniquely positioned at this key entry point to meet the 
immediate family planning needs of these individuals while also assisting them with obtaining 
more comprehensive insurance coverage. CCare provides vital access to providers who are 
uniquely qualified to serve the low-income women, men and teens who need their services: by 
being available when and where their clients need them; by speaking their languages and 
understanding their value and perspectives; by discussing sexuality comfortably and without 
judgment; by offering accurate information and the full range of family planning methods, 
onsite. Further, these programs have developed relationships within their respective communities 
that facilitate access to high risk, disenfranchised populations (e.g. justice system, alternative 
schools), all of which increase the likelihood of acquiring care 

All CCare providers, as outlined in the terms of their enrollment, agree to comply with the CCare 
Standards of Care. The CCare Standards of Care set forth minimum clinical and administrative 
services that an enrolled CCare provider must offer in order to participate in CCare (the complete 
CCare Standards of Care may be found here on page 6). In particular, the CCare Standards of 
Care outline the full scope of clinical and preventive services that must be offered to CCare 
clients. These services include, but are not limited to: a comprehensive health history; an initial 
physical exam, as clinical indicated; routine laboratory tests related to the decision-making 
process for contraceptive choices; provision of a broad range of FDA-approved contraceptive 
methods, devices, supplies and procedures. The contraceptive methods and their applications, 
consistent with recognized medical practice standards, as well as fertility awareness methods, 
must be available onsite at the clinic for dispensing to the client at the time of the visit. 

Oregon ContraceptiveCare Integrity Plan 

The Oregon Health Authority Reproductive Health Program has an obligation to state and 
federal funders, as well as to Oregon taxpayers, to oversee funding for family planning services 
to assure compliance with program regulations. Outlined in this manual are the various screening 
and audit procedures used to assure CCare program integrity and reduce risk of overpayment.    

It is not the goal of the audit process to impose additional fees or penalties, but rather to recover 
payments that were made in error or to correct practices that are not in keeping with program 
regulations. 

The Oregon Administrative Rules (OARS) pertaining to CCare are 333-004-000 through 333-
004-0190. 

 

https://public.health.oregon.gov/HealthyPeopleFamilies/ReproductiveSexualHealth/Resources/Documents/FP_Program_Manual/SectionC.pdf
http://arcweb.sos.state.or.us/pages/rules/oars_300/oar_333/333_004.html
http://arcweb.sos.state.or.us/pages/rules/oars_300/oar_333/333_004.html
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Types of CCare Audits 

1. Monthly Desk Audit  

Clinic Visit Records (CVRs) Rejected – Many edits are built into CCare’s data 
collection/billing system, operated by the program’s 3rd party administrator Ahlers and 
Associates (Ahlers). A list of edits to the data and billing system can be found here. These edits 
cause a Client Visit Record (CVR) to be rejected from the system and therefore not included in 
the billing summary or data. A report showing the number of CVRs rejected per agency and the 
associated reasons for rejection is reviewed monthly to help detect systems problems and to 
determine where training and technical assistance is needed. 

Billing Register Review – Ahlers provides a monthly billing summary or “billing register” that 
details every client transaction by date of service. This summary includes client information, 
visit purpose, contraceptive method used and costs associated. Review of the monthly billing 
register by agency and site supplies a wealth of information for audit purposes.    

Examples include: 

 How much an agency is billing CCare for supplies 

 Quantities of methods dispensed 

 Revenue received by billing third party resources 

Each month the billing register is reviewed and a Billing Register Desk Audit Chart is used to 
track any unusual circumstances or findings.  The chart contains a space to document follow-up 
needed.  Generally, follow-up consists of a phone call or e-mail to the specific agency to discuss 
the issue. It may be easily resolved over the phone or through e-mail.   

If the same problem occurs in several agencies at a time, a memo is sent to providers describing 
the problem and the expected course of action to resolve it. The state Provider Liaison is also 
notified so that the recurring problem can be addressed in future training. The audit chart is 
referenced in subsequent months to determine if the identified problem has been resolved.   

Additionally, supply billing is monitored against purchasing data and invoices to track changes 
in supply prices and billing accuracy. 

 

2. Visit Frequency Audit  

A visit frequency audit is performed by generating a separate report from Ahlers data showing 
client visits by date of service for a specific time period (usually one year). Review of this report 
helps identify clients with a high number of visits, which can indicate the need for a chart audit. 
A large number of clients with more visits than the statewide average of two per year (or one for 
males) can be an indicator of incorrect billing practice. Clients who use Depo Provera as a birth 
control method are not included in the visit frequency report, as the injections are required four 
times per year. 

http://public.health.oregon.gov/HealthyPeopleFamilies/ReproductiveSexualHealth/Resources/Documents/FP_Program_Manual/exhd8.pdf
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Agency visit frequency reports are run on a regular basis, or the need may be identified through 
the monthly desk audit. Review of a visit frequency report can lead to a chart audit of specific 
clients who have an unusually high amount of repeat visits. 

3. Random Sample Chart Audit 

The need for a chart audit may be identified by any of the other audit functions described above 
and is also done a regular rotating monthly schedule.  Chart audits are done using a statistically 
valid random sampling, with sufficient sample size allowing a confidence interval of 95%.   

Agencies will be asked to produce either random or specific charts by client number within a 
time period of 30 days.  Usually, photocopies of the charts are sent to the state office for review 
but in some instances the reviewer(s) may go to the agency site to review the charts.  When 
reviewer(s) come to the agency site a dedicated room/office must be available for the process 
and entrance and exit discussions are required.  

Charts are reviewed by the Reproductive Health Program reviewer(s) and a matrix of findings is 
developed identifying the results of each chart reviewed. This matrix is provided to the agency 
for review. Upon receipt of the matrix, the agency has a period of ten days to review and/or 
challenge the findings. 

A primary reason for a chart audit is to substantiate whether or not the visit was appropriately 
billed to CCare; however, other findings may also be identified.  For a visit to be billed to CCare, 
contraceptive management must be the primary purpose of the visit and it must be accurately 
supported/documented in the chart notes.   

Charts determined to be billed in error are to be voided from the Ahlers system with the next 
claims submission. 

4.  Eligibility and Enrollment Form Audit  

The CCare enrollment form and its citizenship verification components are also reviewed as part 
of the chart audit. Examples of what reviewers will be looking for include: 

 CCare Enrollment Form is complete 

 Date of client signature matches eligibility date in the client database 

 Citizenship and identity are verified 

 

Enrollment forms are regularly requested and reviewed for completeness and accuracy. Proof of 
identify and citizenship are reviewed and monitored against the CCare database in this review. 

5. CCare Audits During Regular Title X Review 

Agencies receiving Title X funds are reviewed for compliance with all family planning program 
regulations on a triennial basis. Chart reviews are performed as part of the process. Reviewers 
will also follow a checklist of components to review CCare charts when reviewing charts for 
Title X compliance. This review tool is also given to providers to encourage regular self-audit. 

6. Vasectomy/Sterilization Consent Form Audit 
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Vasectomy/sterilization consent forms are sampled and reviewed for completeness and accuracy 
from clinics that bill both Title X and CCare for this service.  

7. Monitoring Agency Insurance Billing 

In 2011, a new audit process was implemented to monitor insurance billing for clients who have 
indicated having insurance on the CCare Enrollment Form. Federal law requires that all 
reasonable efforts be taken to ensure that CCare is the payer of last resort, unless a client with 
private insurance also indicates the need for special confidentiality. 

The new process matches clients who have marked “yes” to private insurance on the CCare 
Enrollment Form to subsequent claims to determine if a dollar amount was paid by the insurance 
carrier or an explanation code was provided. If there is no indication that the insurance carrier 
was billed, the agency will be contacted for an explanation to be provided within 30 days. This is 
done on a quarterly basis. 

Providers may also be asked to provide copies of client Explanation Of Benefits (EOB) showing 
the amount paid or the reason for non-payment, as well as copies of client enrollment forms 
showing the explanation of request for special confidentiality. 

Failure to bill a client’s private insurance carrier may be grounds for recovery or sanction. 

8. Other Requests for Information 

The state Reproductive Health Program may request specific information on an as-needed basis. 

Types of Findings 

1. Administrative   

Administrative findings, identified by review or chart audit, are not related to incorrect billing or 
overpayment, but are program elements not being met.  Examples: 

 An agency consistently gives only one package of pills per visit 

 An agency shows no evidence of billing third party reimbursement 

 Items omitted on the CCare Enrollment Form 

 

2. Financial   

Financial findings identified by chart audit procedure consist of incorrect billing that resulted in 
overpayment to the provider. The specific OAR for Recovery of Over-payments to Providers 
Resulting from Review or Audit is 333-004-1050.  

Financial Finding Procedure: 

 Overpayment is established through chart audit and documented in the matrix of findings.  

 Amount of overpayment may be calculated by extrapolation of the random sample or 
may be actual overpayment. 
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 A cover letter and notice of overpayment (invoice) is sent.  

 Agency has a 10-day period to review the matrix/chart audit findings and to discuss or 
refute the findings with the auditor. 

 Claims that are determined to be billed in error should be corrected using the void and 
resubmit process in the Ahlers system during the next monthly billing cycle. 

 A repayment agreement may be arranged at the discretion of OHA, using a repayment 
contract signed by both parties.   

 If the audited agency is in disagreement with the findings, the contested case hearing 
procedure is followed. 

3. Excluded Provider Verification 

As part of the CCare provider enrollment process, new providers are verified by the Division of 
Medical Assistance Programs (DMAP), the state’s primary Medicaid agency, to ensure they have 
not been excluded from being a Medicaid provider.  

Twice annually, all CCare providers are verified in DMAP’s Medicaid Management Information 
System (MMIS) by state Reproductive Health Program staff to assure active status of the 
provider.   

If the system shows that a CCare provider has been excluded, the provider will also be notified 
of exclusion from the CCare program, effective the same date as termination by DMAP.  Any 
CCare claims paid after the termination date will be subject to recovery. 

 

 

 

 



Appendix E  Oregon Health Authority 
 

Page 41 of 56 
 

Public Notice 
 
1) Start and end dates of the state’s public comment period. 

Oregon’s public comment period for the waiver renewal application began on February 5, 
2016 and ended on March 7, 2016. 
 

2) Certification that the state provided public notice of the application, along with a link to 
the state’s web site and a notice in the state’s Administrative Record or newspaper of 
widest circulation 30 days prior to submitting the application to CMS. 
Public notification of the state’s intent to apply for renewal of the 1115 Demonstration 
waiver for Oregon ContraceptiveCare and opportunities for public comment was posted to 
the state’s agency website for public notices on February 1, 2016, and was posted on the 
demonstration-specific web page here. 

Public notification of the state’s intent to apply for renewal of the 1115 Demonstration 
waiver for Oregon ContraceptiveCare and opportunities for public comment was also posted 
to the public/legal notice sections of the three Oregon-based newspapers (The Oregonian, 
The Eugene Register-Guard, and The Salem Statesman Journal) with the widest circulation 
in each city with a population of 100,000 or more. 

A copy of the public notice, as posted on the state agency’s website is included as 
Attachment 1, and a screen print of the notice as it appeared on the demonstration-specific 
website is included as Attachment 2. Screen prints of the notices as they appeared in the 
three-Oregon based newspapers are included as Attachment 3. 

 
3) Certification that the state convened at least 2 public hearings, of which both hearings 

included teleconferencing and one hearing included web capability, 20 days prior to 
submitting the application to CMS, including dates and a brief description of the 
hearings conducted. 
Two public hearings were scheduled for the public to comment on the waiver renewal on the 
following dates and locations: 

1. Tuesday, February 9   2.  Monday, February 29 
10:30 am – 12:30 pm         2:00 pm – 4:00 pm 
Portland State Office Building        DHS Child Welfare, Benton Co. 
800 NE Oregon Street, Room 368       555 NW 5th, Room 1B 
Portland, OR 97232                               Corvallis, OR 97330 

Teleconference access was available for both meetings. Web access was available for the 
February 9th hearing. Written comments concerning the waiver renewal were accepted on or 
before 5:00 pm on March 7, 2016 via postal mail or email to: 
 

   
 

http://www.oregon.gov/oha/healthplan/Pages/meetings.aspx
https://public.health.oregon.gov/HealthyPeopleFamilies/ReproductiveSexualHealth/OregonContraceptiveCare/Pages/index.aspx
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Emily Elman 
  Oregon Reproductive Health Program 
  Public Health Division 
  800 NE Oregon Street, Room 370 
  Portland, OR 97232 
  Email: emily.l.elman@state.or.us 
 

 
4) Certification that the state used an electronic mailing list or similar mechanism to 

notify the public. (If not an electronic mailing list, please describe the mechanism that 
was used.) 

Public notice describing where to access the application and where and how to submit public 
comment was posted: 1) in the public notices section of the state agency’s website here, 2) on 
the demonstration-specific website here, and 3) in the public/legal notice sections of the three 
newspapers (The Oregonian, The Eugene Register-Guard, and The Salem Statesman Journal) 
with the widest circulation in each city with a population of 100,000 or more. 

Additionally, public notice was published in the Reproductive Health Program’s electronic 
newsletter, RH Update, dated February 12, 2016. The distribution list for the RH Update 
includes over 320 recipients, including local providers, local and state community partner 
agencies, and community-based organizations across the state. A copy of the newsletter 
containing the notice is posted to the state RH website here. 

5) Comments received by the state during the 30-day public notice period. 

Two written comments, submitted via email, were received during the 30-day public notice 
period. The first was an email from the Director of a Coordinated Care Organization (CCO) 
in central Oregon who identified minor typos within the draft application. The second was an 
email from the Executive Director of Planned Parenthood Advocates of Oregon expressing 
support for the Oregon ContraceptiveCare program “On behalf of over 70,000 patients who 
receive reproductive health services at a Planned Parenthood health center in Oregon each 
year, I submit comments in support of the state’s application for a 5-year extension of the 
Oregon ContraceptiveCare (“CCare”) demonstration project (Project No. 11-W-00142/0) 
under Medicaid section 1115. The program is well-managed, broadly accessible, and 
undeniably effective.  Many of our patients rely on the services provided under CCare.  We 
are very pleased to continue to partner with the Oregon health Authority in this important 
program.” 

6) Summary of the state’s responses to submitted comments, and whether or how the state 
incorporated them into the final application. 
The state corrected the identified typos and thanked both commenters via email. 
 

7) Certification that the state conducted tribal consultation in accordance with the 
consultation process outlined in the state’s approved Medicaid State plan, or at least 60 

mailto:emily.l.elman@state.or.us
http://www.oregon.gov/oha/healthplan/Pages/meetings.aspx
https://public.health.oregon.gov/HealthyPeopleFamilies/ReproductiveSexualHealth/OregonContraceptiveCare/Pages/index.aspx
https://public.health.oregon.gov/HealthyPeopleFamilies/ReproductiveSexualHealth/Resources/Documents/Update_Newsletters/2016/RH_Update_Newsletter_2-12-16.pdf
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days prior to submitting this Demonstration application if the Demonstration has or 
would have a direct effect on Indians, tribes, on Indian health programs, or on urban 
Indian health organizations, including dates and method of consultation. 
Formal notice of tribal consultation regarding the state’s intent to submit the waiver renewal 
application was sent by email on February 2, 2016 to the tribal health directors and 
representatives of the nine federally recognized tribes in Oregon. A copy of the notice and 
the email list is included as Attachment 4.  
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Public Notice 

 
Date:  February 1, 2016 
 
Subject:   Notice of intent to submit Section 1115 Waiver renewal 
         application for the Oregon Contraceptive Care Program 
 
The Oregon Health Authority provides this legal notice of a public 
review and comment period concerning the state’s intent to submit a 
renewal of the Section 1115 Medicaid waiver for Oregon 
Contraceptive Care (CCare) to the Centers for Medicare and 
Medicaid Services (CMS) for the period of May 1, 2016 through April 
30, 2021. The public comment period begins February 5 and ends 
March 7, 2016. 

 
CCare is designed to reduce unintended pregnancies and improve 
the well-being of women and families in Oregon by extending 
Medicaid eligibility for contraceptive services to include the following: 
 
• Eligibility at 250 percent of the Federal Poverty Level (FPL) for 

women and men of reproductive capacity who are not enrolled in 
OHP; 

• Enrollment of individuals with creditable private health insurance 
coverage; 

• Coverage of contraceptive management services, limited 
laboratory services, contraceptive devices, and pharmaceutical 
supplies; 

Reproductive Health Program 
800 NE Oregon St., Suite 370 

Portland, OR 97232 
Voice: (971) 673-0355 

FAX: (971) 673-0371 
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• Coverage of colposcopies, HPV typing, repeat Pap tests and 
sexually transmitted infection (STI) treatment and rescreening. 

 
The application explains how the Oregon Health Authority 
Reproductive Health Program proposes to continue administration of 
the CCare waiver for the five-year renewal period. The full application 
is available for review on the state website at:  
http://healthoregon.org/ccare. 
 
Two opportunities for public comment will be held at the following 
locations: 
 

1. Tuesday, February 9       2.  Monday, February 29 
10:30 a.m. – 12:30 p.m.                 2 – 4 p.m.   
 Portland State Office Building           DHS Child Welfare, Benton 
 800 NE Oregon St., Room 368  555 NW 5th, Room 1B 
 Portland, OR           Corvallis, OR 

 
Teleconference access will be available for both meetings by dialing 
1-877-336-1828, participant code 829579. 
 
Web access will be available for the February 9 meeting by 
registering at 
https://attendee.gotowebinar.com/register/903530649402514177. 

Participants also can go to www.joinwebinar.com, and type in 
webinar ID: 132-695-139. 

In addition to verbal comments during the two meetings, written 
comments concerning the waiver renewal also may be submitted on 
or before 5 p.m., March 7, 2016, to: Emily Elman at Oregon 
Reproductive Health Program, Public Health Division; 800 NE 
Oregon Street, Suite 370; Portland, OR 97232 or 
emily.l.elman@state.or.us. 

http://healthoregon.org/ccare
https://attendee.gotowebinar.com/register/903530649402514177
http://www.joinwebinar.com/
mailto:emily.l.elman@state.or.us
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Screen Shot – Public Notice Posted on Demonstration-specific Webpage 
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Screen Shots – Public Notice Posted in Three-Oregon Based Newspapers 

The Oregonian 
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The Eugene Register Guard 
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The Salem Statesman Journal 
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Notice of Tribal Consult 
 
Date:  February 2, 2016  
 
To:  Oregon Tribal Health Directors and Representatives 
 
From:  Oregon Reproductive Health Program 
 
Subject: Opportunity to Comment on Oregon ContraceptiveCare Waiver Renewal 

Application 
 
The purpose of this notice is to keep you informed of changes and to allow an 
opportunity for recommendations, comments and input regarding the state’s intent 
to submit a Section 1115 Waiver Demonstration application to the Centers for 
Medicare and Medicaid Services (CMS). The Oregon Reproductive Health 
Program, as part of the Oregon Health Authority, is seeking a five-year renewal of 
its family planning Medicaid waiver program entitled, Oregon ContraceptiveCare 
(CCare), for the period of May 1, 2016 through April 30, 2021. This notice 
supersedes the tribal notice, dated August 10, 2015, which announced the state’s 
intent to submit the waiver renewal for a period of three years, beginning January 
1, 2016.  
 
Background 
CCare is often the first and only entry point for many individuals of reproductive 
age into the health care system. As this key access point, CCare is uniquely 
positioned to meet the immediate family planning needs of these individuals while 
also supporting their enrollment into full health insurance coverage.  
While the state assists many CCare clients in gaining full benefit coverage - either 
through the Oregon Health Plan (OHP) or a qualified health plan (QHP) - there 
continues to be a significant number of individuals whose needs are not, and likely 
will not be, met by these options, including those who: 

• Have applied for health insurance but are waiting for coverage to start, 
• Have enrolled in private health insurance but need confidential services, 
• Have a gap in health insurance coverage,  
• Are not able to get their birth control method of choice, 
• Need more time to decide on their health insurance options, or 
• Are too young to enroll in health insurance coverage independently. 
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Key Attributes of CCare 

• Statewide provider network of over 140 clinics, including county health 
departments, School-based Health Centers, Planned Parenthood clinics, 
Federally Qualified Health Centers, and primary care clinics; 

• Onsite enrollment into CCare and provision of same-day services and 
supplies; 

• High quality standards of care and a robust set of program integrity 
procedures; 

• Coordination of care with and referral to local community-based health and 
service agencies. 

 
Continuing Waiver Program Elements  

• Eligibility at 250% of the Federal Poverty Level (FPL) for women and men 
of reproductive capacity who are not enrolled in OHP; 

• Enrollment of individuals with creditable private health insurance coverage; 
• Coverage of contraceptive management services, limited lab services, 

contraceptive devices, and pharmaceutical supplies at the enhanced FFP 
rate; 

• Coverage of colposcopies, HPV typing, repeat Pap tests, and sexually 
transmitted infection (STI) treatment and rescreening at the state’s regular 
FMAP rate. 

 
OHA does not foresee a direct impact on the tribes, tribal health programs or tribal 
members as a result of this waiver renewal. The application is currently available 
for review at the following web address: http://healthoregon.org/ccare. 
 
We are requesting your input and consultation. Please send any written comments 
or requests for more information by 5:00 pm on March 7, 2016 to: Emily Elman; 
Oregon Reproductive Health Program, Public Health Division; 800 NE Oregon 
Street, Suite 370; Portland, OR 97232 or emily.l.elman@state.or.us.  
 
In addition to written comments, there will be two opportunities for oral public 
comment at the following locations: 

1.       Tuesday, February 9th                      2.  Monday, February 29th 
10:30 am – 12:30 pm                                 2:00 pm – 4:00 pm   

http://healthoregon.org/ccare
mailto:emily.l.elman@state.or.us
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Portland State Office Building                  DHS Child Welfare, Benton 
Co. 
800 NE Oregon St., Room 368                 555 NW 5th, Room 1B 
Portland, OR 97232                                  Corvallis, OR 97330 

 
Teleconference access will be available for both meetings by dialing: 1-877-336-
1828, Participant Code: 829579. 
 
Web access will be available for the February 9th meeting by registering at: 
https://attendee.gotowebinar.com/register/903530649402514177.  Alternatively, 
participants may join the meeting directly by going to: www.joinwebinar.com, and 
type in Webinar ID: 132-695-139 
 
Thank you for your time and consideration. 
 

Tribal Email List 
 
AINAM Dana <Dana.leno@grandronde.org>; Bailor, Anita <AnitaB@ctsi.nsn.us>; Dixon Karol 
L <KAROL.L.DIXON@dhsoha.state.or.us>; Eberhardt Dennis 
<DENNIS.EBERHARDT@dhsoha.state.or.us>; Fullerton, David 
<Dave.fullerton@grandronde.org>; Hawk, Kelly <klhawk@klm.portland.ihs.gov>; Hickman 
Henry E <HENRY.E.HICKMAN@dhsoha.state.or.us>; Johnson Julie A 
<JULIE.A.JOHNSON@dhsoha.state.or.us>; Maher, Nichole <nicholem@nayapdx.org>; 
Marcotte, Michael <mmarcotte@wstribes.org>; MARQUARDT Dawn M 
<Dawn.M.MARQUARDT@doj.state.or.us>; MARTIN May 
<May.MARTIN@dhsoha.state.or.us>; MATTHEWS Lynn 
<Lynn.MATTHEWS@dhsoha.state.or.us>; MCCORMICK Mike R 
<Mike.R.MCCORMICK@dhsoha.state.or.us>; McCrystal, Patricia 
<PatriciaMcCrystal@coquilletribe.org>; Mcguiness Katherine H 
<KATHERINE.H.MCGUINESS@dhsoha.state.or.us>; Mercer, Jackie <narajam@aol.com>; 
Mercier, Tresa <tresa.mercier@grandronde.org>; Metcalf, Eric 
<ericmetcalf@coquilletribe.org>; MILLER Cherie <cherie.miller@orhix.org>; Millhollen 
Denise S <DENISE.S.MILLHOLLEN@dhsoha.state.or.us>; Montiel, Iliana 
<imontiel@ctclusi.org>; Moore, Tal <Tal.Moore@grandronde.org>; Morton Masheria L 
<MASHERIA.L.MORTON@dhsoha.state.or.us>; Moseley Katarina 
<KATARINA.MOSELEY@dhsoha.state.or.us>; MOSHER Debra 
<Debra.MOSHER@doj.state.or.us>; Muschamp, Judy <judym@ctsi.nsn.us>; NagaOLD 
Rebecca A <P1011836@dhsoha.mail.onmicrosoft.com>; Nieubuurt Brian 
<BRIAN.NIEUBUURT@dhsoha.state.or.us>; Ollgaard, Peggy <Peggy.Ollgaard@ihs.gov>; 

https://attendee.gotowebinar.com/register/903530649402514177
http://www.joinwebinar.com/
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PAKSERESHT Fariborz <Fariborz.Pakseresht@state.or.us>; PALM Carey L 
<Carey.L.PALM@dhsoha.state.or.us>; PARKINS Sheila * HCS <Sheila.Parkins@state.or.us>; 
Parkman Shaun W <SHAUN.W.PARKMAN@dhsoha.state.or.us>; Piper Lawrence 
<Lawrence.PIPER@dhsoha.state.or.us>; PITROF Karrie <Karrie.PITROF@dhsoha.state.or.us>; 
Potts Kristen L <KRISTEN.L.POTTS@dhsoha.state.or.us>; Powell, Scott 
<Scott.powell@klm.portland.ihs.gov>; POWERS Steven * GOV 
<Steven.POWERS@state.or.us>; Prater Cynthia A 
<CYNTHIA.A.PRATER@dhsoha.state.or.us>; Prevost, Carol <carol.prevost@ihs.gov>; 
Puterbaugh Jeffrey L <JEFFREY.L.PUTERBAUGH@dhsoha.state.or.us>; Quaempts, Janyce 
<janycequaempts@yellowhawk.org>; QUIGLEY Karen M <Karen.M.Quigley@state.or.us>; 
Rainville, Lonnie <LRainville@cowcreek.com>; Renville, Mary <maryr@nayapdx.org>; 
Retherford, Joyce <joycer@ctsi.nsn.us>; Roberts, Jim <jroberts@npaihb.org>; Robertson, 
Amber <AmberRobertson@coquilletribe.org>; ROSS Donald 
<Donald.ROSS@dhsoha.state.or.us>; Rowe, Kelly <kelly.rowe@grandronde.org>; Sampson, 
Sandra <SandraSampson@yellowhawk.org>; Sanchez, Tawna <tawnas@nayapdx.org>; 
SATHRUM Nancy <Nancy.SATHRUM@dhsoha.state.or.us>; Sato, Elizabeth 
<elizabeth.sato@wstribes.org>; Sawyer, Dean <deans@ctsi.nsn.us>; Schwoeffermann Ty R 
<TY.R.SCHWOEFFERMANN@dhsoha.state.or.us>; SEKINO Anya - YDD 
<anya.sekino@state.or.us>; Shaw, Alan <alan@gobhi.org>; Sheoships, Susan 
<ssssheoships@gmail.com>; Shippentower, Bob <bobshippentower@ctuir.org>; Simons 
Susanna G <SUSANNA.G.SIMONS@dhsoha.state.or.us>; Simpson, Trudy 
<trudysimpson@coquilletribe.org>; Smith Laurie E <LAURIE.E.SMITH@dhsoha.state.or.us>; 
Sobel, Michelle <Michelle.Sobel@ihs.gov>; Soliz, Marcia <marcia.soliz@wstribes.org>; Souza 
Theresa <THERESA.SOUZA@dhsoha.state.or.us>; Spence, John <jdougspence@msn.com>; 
Squiemphen, Earlynne <earlynne.squiemphen@wstribes.org>; Squiemphen, Leslie 
<leslie.squiemphen@ihs.gov>; Stanphill, Sharon <sstanphill@cowcreek.com>; STARR Janna 
<Janna.STARR@dhsoha.state.or.us>; STATON Katie <Katie.Staton@state.or.us>; Steenson 
Naomi R <NAOMI.R.STEENSON@dhsoha.state.or.us>; Stevenson, Mary 
<mstevenson@cowcreek.com>; Stickler Michael D 
<MICHAEL.D.STICKLER@dhsoha.state.or.us>; STRIFFLER Stephanie 
<Stephanie.STRIFFLER@doj.state.or.us>; TAYLOR Stephaine 
<Stephaine.TAYLOR@dhsoha.state.or.us>; Teeman, Twila <teemantm@burnspaiute-nsn.gov>; 
Torres Antonio <ANTONIO.TORRES@dhsoha.state.or.us>; Uebel Lesli L 
<LESLI.L.UEBEL@dhsoha.state.or.us>; Vicki Faciane <vfaciane@ctclusi.org>; Wakeland 
Bonnie J <BONNIE.J.WAKELAND@dhsoha.state.or.us>; WALKER Jennifer L 
<Jennifer.L.WALKER@dhsoha.state.or.us>; Wallis, Jim <jimwallis@yellowhawk.org>; 
WALLULATUM Minnie <Minnie.wallulatum@wstribes.org>; Wang Emily L 
<EMILY.L.WANG@dhsoha.state.or.us>; Watkins, Michael <mwatkins@naranorthwest.org>; 
WAYBRANT Jerry <Jerry.WAYBRANT@dhsoha.state.or.us>; Weaver, Diann 
<dweaver@ctclusi.org>; White Terresa L <TERRESA.L.WHITE@dhsoha.state.or.us>; 
Williamsen, Starla <StarlaWilliamsen@coquilletribe.org>; WILSON Carolyn 
<Carolyn.WILSON@dhsoha.state.or.us>; Wilson, Chandra <cwilson@npaihb.org>; Aaron, 
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Darlene <darlene.aaron@grandronde.org>; Ada, Shaunda <shaunda.ada@klm.portland.ihs.gov>; 
Adams, Drew <drewadams@coquilletribe.org>; Adams, Judith <Judith.Adams@ihs.gov>; 
Allman, Sande <SAllman@NaraNorthwest.org>; ANDERSON Jesse 
<Jesse.ANDERSON@dhsoha.state.or.us>; ANDREW Jennifer J * GOV 
<Jennifer.J.ANDREW@state.or.us>; Angie Dearing (AngieDearing@yellowhawk.org); BATES 
Sandra <Sandra.BATES@dhsoha.state.or.us>; Becenti, Adam 
<adam.becenti@youthvillages.org>; BELL Iris - YDD <iris.bell@state.or.us>; Biery, Peggy 
<peggy.biery@ihs.gov>; BITTEL Jennifer <Jennifer.BITTEL@dhsoha.state.or.us>; 
BLACKBURN Randy <Randy.BLACKBURN@dhsoha.state.or.us>; Boffin, Robert 
<robert.boffin@wstribes.org>; Bradach, Michelle <bradachma@burnspaiute-nsn.gov>; 
BREITENBUCHER Cheryl L <Cheryl.L.BREITENBUCHER@doj.state.or.us>; BROWNING 
Ashley-Nicole A <Ashley-Nicole.A.BROWNING@dhsoha.state.or.us>; Chapman, Mike 
<mchapman@naranorthwest.org>; CHENEY Carol I <Carol.I.CHENEY@dhsoha.state.or.us>; 
Chovaya Perez, Myra <myra.chovaya-perez@klm.portland.ihs.gov>; Clement Leslie M 
<LESLIE.M.CLEMENT@dhsoha.state.or.us>; Cole, Arlie <akcole@klm.portland.ihs.gov>; 
Crispen, Fran <frcrispen@klm.portland.ihs.gov>; Cruz, Caroline <caroline.cruz@wstribes.org>; 
Davis, Andrea <ADavis@cowcreek.com>; Decker-Hall, Martha <martha.decker-
hall@klm.portland.ihs.gov>; Delgadillo, Nicole <nicole.degadillo@klm.portland.ihs.gov>; 
DIDOMENICO Donna <Donna.DIDOMENICO@dhsoha.state.or.us>; Dompier, Stacy 
<sdompier@cowcreek.com>; Drebin, Linda <ldrebin@naranorthwest.org>; Drum Danna K 
<DANNA.K.DRUM@dhsoha.state.or.us>; Duboise Rene L 
<RENE.L.DUBOISE@dhsoha.state.or.us>; Elman Emily L 
<EMILY.L.ELMAN@dhsoha.state.or.us>; Emerson Jeremy 
<JEREMY.EMERSON@dhsoha.state.or.us>; ESPARZA Xochitl 
<Xochitl.ESPARZA@dhsoha.state.or.us>; Estimo, Jolene <jolene.estimo@wstribes.org>; 
Fanning Linda <LINDA.FANNING@dhsoha.state.or.us>; Ford, Rachel <rford@npaihb.org>; 
Freewynn Sabrina L <SABRINA.L.FREEWYNN@dhsoha.state.or.us>; Frost, Roberta 
<rkfrost@klm.portland.ihs.gov>; Garcia, Marvin <marvin.garcia@klamathtribes.com>; Gavin, 
Shawna <ShawnaGavin@ctuir.com>; Gilbert, Tim <TimGilbert@yellowhawk.org>; Gillies 
Colette <COLETTE.GILLIES@dhsoha.state.or.us>; Goins, Turner 
<turner.goins@oregonstate.edu>; Graham, Craig <craig.graham@wstribes.org>; Graven Ruby 
<RUBY.GRAVEN@dhsoha.state.or.us>; Green Bobby L 
<BOBBY.L.GREEN@dhsoha.state.or.us>; Greenway, Cecile <cecile.greenway@cms.hhs.gov>; 
Griggs, Lisa <lgriggs@npaihb.org>; GUSTIN Gene <Gene.GUSTIN@doj.state.or.us>; Hanst, 
Curtis <chanst@cowcreek.com>; HARRA Scott <scott.l.harra@state.or.us>; Haskins, Raedean 
<rkhaskins@klm.portland.ihs.gov>; Hawk, Kelly <klhawk@klm.portland.ihs.gov>; Hettinga, 
Linda <LindaHettinga@yellowhawk.org>; Hill Sharon K 
<SHARON.K.HILL@dhsoha.state.or.us>; Hisatake, Elizabeth 
<elizabeth.hisatake@wstribes.org>; HOUSE Karen <Karen.HOUSE@dhsoha.state.or.us>; Hout 
Sarah D <SARAH.D.HOUT@dhsoha.state.or.us>; Howenstine, David 
<david.howenstine@wstribes.org>; HULETT Tracy <Tracy.HULETT@dhsoha.state.or.us>; 
Jackson-Alvarez, Deborah <deborah.alvarez@ihs.gov>; JENKINS Fritz 
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<Fritz.JENKINS@dhsoha.state.or.us>; Jennings, Richanne 
<richannejennings@coquilletribe.org>; Jones Nadja P <NADJA.P.JONES@dhsoha.state.or.us>; 
KARLEN Jan <Jan.KARLEN@dhsoha.state.or.us>; Katchia, Cassie 
<cassie.katchia@wstribes.org>; KELLEY-SIEL Erinn <Erinn.KELLEY-
SIEL@dhsoha.state.or.us>; KEMMY Ruth M * DCBS <Ruth.M.Kemmy@state.or.us>; 
Kennedy, Cheryle <cheryle.kennedy@grandronde.org>; Kleinschmit Sara 
<SARA.KLEINSCHMIT@dhsoha.state.or.us>; Kryger, Kit 
<christopher.kryger@youthvillages.org>; KUHNS Sherril 
<Sherril.KUHNS@dhsoha.state.or.us>; Lancaster, Tracy <TracyL@ctsi.nsn.us>; Layfield, Amy 
<amylayfield@coquilletribe.org>; Lecatsas, Allyson <alecatsas@naranorthwest.org>; Left Hand 
Bull, Jacqueline <jlefthandbull@npaihb.org>; Leith, Larry <larry.leith@grandronde.org>; 
Leman Richard F <RICHARD.F.LEMAN@dhsoha.state.or.us>; Leno, Chris 
<chris.leno@grandronde.org>; LESLIE Berri L * DCBS <Berri.L.Leslie@state.or.us>; Lewis, 
Stephanie <srlewis@klm.portland.ihs.gov>; Little, Kelle <kelle@uci.net>; LIVINGSTONE 
Yvonne <yvonnelivingstone@coquilletribe.org>; LONG Angela 
<Angela.LONG@dhsoha.state.or.us>; Lopez-Johnston, Shane <slopez@naranorthwest.org>; 
Cassandra Marina <Marina.CASSANDRA@dhsoha.state.or.us>; MCCOY Phillip 
<Phillip.MCCOY@dhsoha.state.or.us>; Mcdaid Michael J 
<MICHAEL.J.MCDAID@dhsoha.state.or.us>; Paige Kelly 
<KELLY.PAIGE@dhsoha.state.or.us>; SIFUENTES Julie 
<Julie.SIFUENTES@dhsoha.state.or.us>; Silverman Josie J 
<Josie.J.SILVERMAN@dhsoha.state.or.us>; Simon Deanna L 
<DEANNA.L.SIMON@dhsoha.state.or.us>; To-Haynes Nhu H <NHU.H.TO-
HAYNES@dhsoha.state.or.us>; Wells, Annette <awells@cowcreek.com>; Arnett, Ann 
<ann.arnett@ihs.gov>; BATES Sandra <Sandra.BATES@dhsoha.state.or.us>; BONNELL 
Sonciray <sonciray.bonnell@orhix.org>; Chovaya Perez, Myra <myra.chovaya-
perez@klm.portland.ihs.gov>; Griggs, Lisa <lgriggs@npaihb.org>; Hickman Henry E 
<HENRY.E.HICKMAN@dhsoha.state.or.us>; Jackson-Alvarez, Deborah 
<deborah.alvarez@ihs.gov>; ROSS Donald <Donald.ROSS@dhsoha.state.or.us>; Adams, Judith 
<Judith.Adams@ihs.gov>; Clement Leslie M <LESLIE.M.CLEMENT@dhsoha.state.or.us>; 
Cruz, Caroline <caroline.cruz@wstribes.org>; Dixon Karol L 
<KAROL.L.DIXON@dhsoha.state.or.us>; Faciane, Vicki <vfaciane@ctclusi.org>; Fanning 
Linda <LINDA.FANNING@dhsoha.state.or.us>; Freewynn Sabrina L 
<SABRINA.L.FREEWYNN@dhsoha.state.or.us>; Garcia, Marvin 
<marvin.garcia@klamathtribes.com>; Gilbert, Tim <TimGilbert@yellowhawk.org>; Hawk, 
Kelly <klhawk@klm.portland.ihs.gov>; Howenstine, David <david.howenstine@wstribes.org>; 
HULETT Tracy <Tracy.HULETT@dhsoha.state.or.us>; Jackie Mercer <narajam@aol.com>; 
Johnson Julie A <JULIE.A.JOHNSON@dhsoha.state.or.us>; Lancaster, Tracy 
<TracyL@ctsi.nsn.us>; Lecatsas, Allyson <alecatsas@naranorthwest.org>; Little, Kelle 
<kelle@uci.net>; Marcotte, Mike <mike.marcotte@wstribes.org>; MARQUARDT Dawn M 
<Dawn.M.MARQUARDT@doj.state.or.us>; MartinOld Pamela A 
<PAMELA.A.MARTINold@dhsoha.state.or.us>; MCCOY Phillip 
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<Phillip.MCCOY@dhsoha.state.or.us>; Mercier, Tresa <tresa.mercier@grandronde.org>; 
Montiel, Iliana <imontiel@ctclusi.org>; Moore, Tal <Tal.Moore@grandronde.org>; Moseley 
Katarina <KATARINA.MOSELEY@dhsoha.state.or.us>; Muschamp, Judy 
<judym@ctsi.nsn.us>; Potts Kristen L <KRISTEN.L.POTTS@dhsoha.state.or.us>; Powell, 
Scott <Scott.powell@klm.portland.ihs.gov>; Roberts, Jim <jroberts@npaihb.org>; Robertson, 
Amber <AmberRobertson@coquilletribe.org>; Rowe, Kelly <kelly.rowe@grandronde.org>; 
Sampson, Sandra <SandraSampson@yellowhawk.org>; Sheoships, Susan 
<ssssheoships@gmail.com>; SIFUENTES Julie <Julie.SIFUENTES@dhsoha.state.or.us>; 
Simon Deanna L <DEANNA.L.SIMON@dhsoha.state.or.us>; Simpson, Trudy 
<trudysimpson@coquilletribe.org>; Stanphill, Sharon <sstanphill@cowcreek.com>; Teeman, 
Twila <teemantm@burnspaiute-nsn.gov>; Torres Antonio 
<ANTONIO.TORRES@dhsoha.state.or.us>; Uebel Lesli L 
<LESLI.L.UEBEL@dhsoha.state.or.us> 



BIRTHS AVERTED CALCULATIONS FOR OREGON
Last updated:

B C D E F G H I J K L M N O P Q R S

B/C x 1000

Sum(DxE by 
age)/Total E x 

1000
G/E x 
1000 (F-H) x E

Sum (DxJ 
by age) 

/Total J x 
1000 L/J x 1000 K-M x J

Sum (DxO 
by age) 

/Total O x 
1000

Q/O x 
1000 P - R x O

AGE GROUP Medicaid births Est. eligible 
population

Medicaid birth 
rate (per 1000 
est. eligibles)

Female FPEP 
Clients 

Age-adjusted 
base year birth 

rate

Actual 
Medicaid 

births to FPEP 
clients

Medicaid 
birth rate 
(per 1000 
FPEPclie

nts)

Births Averted
Female 
FPEP 
clients

Age-
adjusted 

base year 
birth rate

Actual 
Medicaid 
births to 
FPEP 
clients

Medicaid 
birth rate 
(per 1000 

FPEP 
clients)

Births 
Averted

Female 
FPEP 
clients

Age-
adjusted 

base year 
birth rate

Actual 
Medicaid 
births to 

FPEP clients

Medicaid 
Birth Rate 
(per 1000 

FPEP 
Clients)

Births 
Averted

10-14 112 34,648 3.23 815 3 3.68 1155 3 2.60 1419 0 0.00
15-19 3,860 31,003 124.50 17,435 61 3.50 24,665 136 5.51 31,489 243 7.72
20-24 6,243 21,799 286.39 14,275 62 4.34 21,649 160 7.39 29,137 317 10.88
25-29 3,771 26,482 142.40 6,802 15 2.21 8,848 47 5.31 10,895 107 9.82
30-34 1,754 12,448 140.91 3,429 10 2.92 4,496 25 5.56 5,185 24 4.63
35-44 1,008 25,283 39.87 2,965 4 1.35 3,825 5 1.31 4,403 11 2.50
45-59 26 17,838 1.46 480 2 4.17 720 2 2.78 895 0 0.00

TOTAL 16,774 169,501 98.96 46,201 169.53 157 3.40 7,675 65,358 173.23 378 5.78 10,944 83,423 176.55 702 8.41 14,026

Calculations for 2001Base Rate Calculation, 1998 Calculations for 1999 Calculations for 2000



T U V W X Y Z AA AB AC AD AE AF AG AH AI AJ AK AL AM AN AO AP

Sum (DxT 
by age) 

/Total T x 
1000 V/T x 1000 U - W x O

Sum (DxY 
by age) 

/Total Y x 
1000

AA/Y x 
1000 Z - AB x Y

Sum 
(DxAD by 
age) /Total 
AD x 1000

AF/AD x 
1000

AE-AG x 
AD

Sum (DxAI 
by age) 

/Total AI x 
1000

AK/AI x 
1000 AJ-AL x AI

Sum (DxAN 
by age) 

/Total AN x 
1000

Female 
FPEP 
clients

Age-
adjusted 

base year 
birth rate

Actual 
Medicaid 
births to 
FPEP 
clients

Medicaid 
Birth Rate 
(per 1000 

FPEP 
Clients)

Births 
Averted

Female 
FPEP 
clients

Age-
adjusted 

base year 
birth rate

Actual 
Medicaid 
births to 
FPEP 
clients

Medicaid 
Birth Rate 
(per 1000 

FPEP 
Clients)

Births 
Averted

Female 
FPEP 
clients

Age-
adjusted 

base year 
birth rate

Actual 
Medicaid 
births to 
FPEP 
clients

Medicaid 
Birth Rate 
(per 1000 

FPEP 
Clients)

Births 
Averted

Female FPEP 
clients

Age-
adjusted 
base year 
birth rate

Actual 
Medicaid 
births to 

FPEP clients

Medicaid 
Birth Rate 
(per 1000 

FPEP 
Clients)

Births 
Averted

Female FPEP 
clients 

Age-adjusted 
base year 
birth rate

Actual 
Medicaid 
births to 

FPEP clients

1,458 1 0.69 1,574 6 1504 4 1,405 1 987 1
32,028 353 11.02 33,372 666 32,733 410 34,445 314 29,220 245
30,864 402 13.02 35,384 1065 36,316 817 41,239 712 35,701 588
11,234 136 12.11 13,242 446 13,911 331 17,094 276 15,148 257
5,190 60 11.56 5,993 192 5,869 104 6,873 85 5,905 87
4,283 21 4.90 4,766 94 4,922 47 6,199 36 5,284 33
793 0 0.00 899 2 1,056 0 1,714 1 1,126 1

85,850 178.62 973 11.33 14,361 95,230 180.77 2471 25.95 14,744 96,311 181.56 1713 17.79 15,773 108,969 181.30 1,425 13.08 18,331 93,371 182.79 1,212

Calculations for 2004Calculations for 2003Calculations for 2002 Calculations for 200Calculations for 2005



AQ AR AS AT AU AV AW AX AY AZ BA BB BC BD BE BF BG BH BI BJ BK BL

AP/AN x 
1000

AO-AQ x 
AN

Sum (DxAS 
by age) /Total 

AS x 1000
AU/AS x 

1000
AT-AV x 

AS

Sum 
(DxAX by 
age) /Total 
AX x 1000

AZ/AX x 
1000

AY-BA x 
BB

Sum (DxBC 
by age) 

/Total BC x 
1000

BE/BC x 
1000

BD-BF x 
BC

Sum (DxBH 
by age) 

/Total BH x 
1000

BJ/BH x 
1000

BI-BK x 
BH

Medicaid 
Birth Rate 
(per 1000 

FPEP Clients)
Births 

Averted

Female FPEP 
clients

Age-adjusted 
base year 
birth rate

Actual 
Medicaid births 
to FPEP clients

Medicaid 
Birth Rate 
(per 1000 

FPEP Clients)
Births 

Averted

Female FPEP 
clients 

Age-
adjusted 
base year 
birth rate

Actual 
Medicaid 
births to 

FPEP 
clients

Medicaid 
Birth Rate 
(per 1000 

FPEP 
Clients)

Births 
Averted

Female FPEP 
clients 

Age-
adjusted 
base year 
birth rate

Actual 
Medicaid 
births to 

FPEP 
clients

Medicaid 
Birth Rate 
(per 1000 

FPEP 
Clients)

Births 
Averted

Female CCare 
clients 

Age-
adjusted 
base year 
birth rate

Actual 
Medicaid 
births to 
CCare 
clients

Medicaid 
Birth Rate 
(per 1000 

CCare  
Clients)

Births 
Averted

481 6 456 1 439 2 454 1
21,825 279 20,255 198 16,956 173 16,053 105
30,611 505 31,913 353 28,825 425 30,446 388
14,024 220 15,775 194 15,488 242 17,035 197
5,207 77 5,859 95 6,184 68 6,949 59
4,205 40 4,557 41 4,878 33 5,278 21
883 0 1,049 0 1,182 0 1,264 0

12.98 15,855 77,236 186.25 1,127 14.59 13,258 79,864 186.79 882 11.04 14,036 73,952 184.45 943 12.75 12,698 77,479 185.04 771 9.95 13,566

Calculations for 2010Calculations for 2009Calculations for 2008Calculations for 2007  06



BM BN BO BP BQ BR BS BT BU BV BX BY BZ CA CB CC CD CE CF CB CC

Sum 
(DxBM by 
age) /Total 
BM x 1000

BO/BM x 
1000

BN-BP x 
BM

Sum (DxBR 
by age) 

/Total BR x 
1000

BT/BR x 
1000

BS-BU x 
BR

Sum 
(DxBW by 
age) /Total 
BW x 1000

BY/BW x 
1000

BX-BZ x 
BW

Sum (DxCB 
by age) 

/Total CB x 
1000

CD/CB x 
1000

CC-CE x 
CB

Sum (DxCB 
by age) 

/Total CB x 
1000

Female CCare 
clients 

Age-
adjusted 
base year 
birth rate

Actual 
Medicaid 
births to 
CCare 
clients

Medicaid 
Birth Rate 
(per 1000 

CCare 
Clients)

Births 
Averted

Female CCare 
clients 

Age-
adjusted 
base year 
birth rate

Actual 
Medicaid 
births to 
CCare 
clients

Medicaid 
Birth Rate 
(per 1000 

CCare 
Clients)

Births 
Averted

Female CCare 
clients

Age-
adjusted 
base year 
birth rate

Actual 
Medicaid 
births to 
CCare 
clients

Medicaid 
Birth Rate 
(per 1000 

CCare 
Clients)

Births 
Averted

Female CCare 
clients

Age-
adjusted 
base year 
birth rate

Actual 
Medicaid 
births to 
CCare 
clients

Medicaid 
Birth Rate 
(per 1000 

CCare 
Clients)

Births 
Averted

Female CCare 
clients 

(preliminary) 

Age-
adjusted 
base year 
birth rate

439 0 358 0 277 0 327 0 176
14,557 66 12,472 56 11,507 55 11,967 37 6,266
27,189 265 23,516 218 23,551 242 21,771 132 9,803
16,343 164 14,669 185 14,606 155 11,870 81 4,939
6,980 59 6,889 75 7,241 75 5,771 35 2,383
5,115 24 5,128 17 5,175 25 3,976 21 1,788
1,255 0 1,240 0 1,322 1 924 1 393

71,878 182.49 578 8.04 12,539 64,272 179.78 551 8.57 11,004 63,679 180.39 553 8.68 10,934 56,606 183.54 307 5.42 10,082 25,748 182.50

** Projected Medicaid birt         
so birth numbers divided      

PRELIMINAR    Calculations for 2014Calculations for 2012Calculations for 2011 Calculations for 2013



CD CE CF

CD/CB x 
1000

CC-CE x 
CB

Projected 
Medicaid 
births to 
CCare 

clients**

Medicaid 
Birth Rate 
(per 1000 

CCare 
Clients)

Births 
Averted

0
13
33
24
16
8
0

94 3.65 4,605

   hs - claims data only available through Sept. 
    by 9, then multipled by 12

RY Calculations for 2015



Base Year
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Base Year
1998

FAMILY PLANNING SERVICES UNDER MEDICAID STATE PLAN -- All 
current Medicaid eligibles/participants Persons 3,657
 Cost per Person 148.54$                       

Total 543,211$                     

DELIVERIES UNDER MEDICAID STATE PLAN (include costs for 
prenatal care, deliveries, and 60- days postpartum) Persons 16,774

Cost per Person 2,981.52$                    
Total 50,012,016$                

FIRST YEAR INFANT COSTS UNDER MEDICAID STATE PLAN Persons 16,774
Cost per Person 1,893.05$                    

 Total 31,754,021$                

TOTAL BASE YEAR (WITHOUT DEMONSTRATION COSTS) 82,309,248$                

PARAMETER ASSUMPTIONS

REGULAR FMAP 61.46%
FP FMAP = 90.00%
MCPI COST TREND 3.67%
DELIVERY REDUCTION n/a
DELIVERY TO FIRST YEAR PERSON FACTOR 1 to 1
BASE YEAR FERTLITY RATE 98.96 per 1,000
AVERAGE GROWTH RATE FOR MEDICAID STATE PLAN 
ENROLLEES/PARTICIPANTS 2.1%
AVERAGE GROWTH RATE FOR DEMONSTRATION 
PARTICIPANTS 14.0%

WITHOUT DEMONSTRATION

Model Budget Neutrality Worksheet for : ALL COSTS



 

   

1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013
Persons 7,051 7,913 8,784 11,875 13,263 20,721 21,730 17,293 16,960 18,161 15,326 19,026 22,565 22,673 29,324

Cost per Person 177.39$              181.02$                  174.08$                199.23$                        238.74$                 207.63$                  227.24$                 221.16$                  229.13$                     226.01$                     172.80$                   147.82$                   146.30$                 152.50$                 158.67$                   

Total 1,250,798$          1,432,406$             1,529,105$            2,365,808$                   3,166,430$            4,302,380$             4,937,993$            3,824,520$             3,886,045$                4,104,568$                2,648,333$              2,812,423$              3,301,260$            3,457,633$            4,652,839$              

Persons 19,784 21,194 24,017 26,311 26,626 28,046 30,856 29,189 26,433 27,867 27,935 30,011 29,426 28,495 29,028

Cost per Person 2,981.52$            2,919.13$               3,372.90$             3,709.55$                     3,062.99$              3,900.15$               5,048.89$              4,119.62$               4,422.95$                  5,436.85$                  5,702.61$                6,982.26$                13,306.22$            11,129.91$            11,806.02$              

Total 58,987,116$        61,867,085$           81,008,620$          97,603,346$                 81,555,338$          109,385,265$         155,787,270$        120,247,572$         116,912,501$            151,508,499$            159,300,797$          209,542,694$          391,548,382$         317,141,269$        342,702,089$          

Persons 19,784 21,194 24,017 26,311 26,626 28,046 30,856 29,189 26,433 27,867 27,935 30,011 29,426 28,495 18,094

Cost per Person 1,893.05$            1,733.20$               2,327.28$             2,470.80$                     3,331.11$              3,667.27$               2,168.27$              2,096.86$               2,187.70$                  3,379.38$                  3,754.46$                4,271.65$                4,787.35$              4,865.24$              5,222.41$                

Total 37,452,561$        36,732,873$           55,895,443$          65,010,135$                 88,694,315$          102,853,814$         66,903,590$          61,205,238$           57,827,803$              94,173,058$              104,879,778$          128,195,319$          140,872,400$         138,632,602$        94,494,309$            

TOTAL WITHOUT-DEMONSTRATION COSTS 97,690,476$        100,032,364$         138,433,168$        164,979,289.99$           173,416,083$        216,541,459$         227,628,853$        185,277,330$         178,626,349$            249,786,125$            266,828,908$          340,550,436$          535,722,041$         459,231,504$        441,849,237$          

1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013
Persons 7,051 7,913 8,784 11,875 13,263 20,721 21,730 17,293 16,960 18,161 15,326 19,026 22,565 22,673 29,324

Cost per Person 177.39$              181.02$                  174.08$                199.23$                        238.74$                 207.63$                  227.24$                 221.16$                  229.13$                     226.01$                     172.80$                   147.82$                   146.30$                 152.50$                 158.67$                   

Total $1,250,798 $1,432,406 $1,529,105 $2,365,808 $3,166,430 $4,302,380 $4,937,993 $3,824,520 $3,886,045 $4,104,568 $2,648,333 $2,812,423 $3,301,260 $3,457,633 $4,652,839

Persons 12,109 10,250 9,991 11,950 11,882 12,273 12,525 13,334 13,175 13,831 15,237 16,445 16,887 17,491 18,094

Cost per Person 2,981.52$            2,919.13$               3,372.90$             3,709.55$                     3,062.99$              3,900.15$               5,048.89$              4,119.62$               4,422.95$                  5,436.85$                  5,702.61$                6,982.26$                13,306.22$            11,129.91$            11,806.02$              

Total 36,103,226$        29,921,083$           33,698,644$          44,329,123$                 36,394,447$          47,866,541$           63,237,347$          54,931,013$           58,272,366$              75,197,072$              86,890,669$            114,823,266$          224,702,137$         194,673,256$        213,618,126$          

Persons 12,109 10,250 9,991 11,950 11,882 12,273 12,525 13,334 13,175 13,831 15,237 16,445 16,887 17,491 18,094

Cost per Person 1,893.05$            1,733.20$               2,327.28$             2,470.80$                     3,331.11$              3,667.27$               2,168.27$              2,096.86$               2,187.70$                  3,379.38$                  3,754.46$                4,271.65$                4,787.35$              4,865.24$              5,222.41$                

Total 22,922,942$        17,765,300$           23,251,854$          29,526,060$                 39,580,249$          45,008,405$           27,157,582$          27,959,531$           28,822,948$              46,740,205$              57,206,707$            70,247,284$            80,843,979$           85,097,913$          94,494,309$            

Persons 46,201 65,358 81,610 89,815 100,042 100,578 108,969 95,792 77,613 79,715 78,745 75,478 72,266 70,924 65,347

Cost per Person 228.68$              227.40$                  221.09$                251.16$                        232.91$                 231.48$                  224.21$                 225.85$                  270.57$                     253.58$                     248.86$                   265.82$                   280.23$                 294.29$                 271.19$                   

Total 10,565,245$        14,862,409$           18,043,155$          22,557,935$                 23,300,782$          23,281,795$           24,431,939$          21,634,623$           20,999,749$              20,214,130$              19,596,481$            20,063,562$            20,251,101$           20,872,224$          17,721,362$            

TOTAL WITH DEMONSTRATION COSTS 70,842,211$        63,981,197$           76,522,758$          98,778,926$                 102,441,908$        120,459,121$         119,764,862$        108,349,687$         111,981,108$            146,255,974$            166,342,189$          207,946,535$          329,098,477$         304,101,025$        330,486,635$          

DIFFERENCE 26,848,265$        36,051,167$           61,910,409$          66,200,364$                 70,974,174$          96,082,338$           107,863,992$        76,927,642$           66,645,241$              103,530,151$            100,486,719$          132,603,901$          206,623,564$         155,130,479$        111,362,602$          

FP FMAP 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00%

REGULAR FMAP 60.10% 59.96% 60.00% 59.20% 60.16% 63.76% 61.12% 61.57% 61.07% 65.21% 73.92% 74.00% 74.00% 74.04% 73.71%

PARAMETER ASSUMPTIONS

Model Budget Neutrality Worksheet for : ALL COSTS

WITHOUT DEMONSTRATION

WITH DEMONSTRATION

DELIVERIES UNDER MEDICAID 
STATE PLAN (include costs for 
prenatal care, deliveries, and 60- days 
postpartum)

FIRST YEAR INFANT COSTS UNDER 
MEDICAID STATE PLAN

FAMILY PLANNING SERVICES 
UNDER MEDICAID STATE PLAN -- 
All current Medicaid 
eligibles/participants

FAMILY PLANNING SERVICES FOR 
DEMONSTRATION PARTICIPANTS

DELIVERIES UNDER MEDICAID 
STATE PLAN ADJUSTED FOR 
EFFECTS OF THE 
DEMONSTRATION (include costs for 
prenatal care, deliveries, and 60- days 
postpartum)

FAMILY PLANNING SERVICES 
UNDER MEDICAID STATE PLAN -- 
All current Medicaid 
eligibles/participants

FIRST YEAR INFANT COSTS 
ADJUSTED FOR EFFECTS OF THE 
DEMONSTRATION 



 

   

2014 2015 TOTAL
23,916 21,569 298,150

218.76$                   231.73$                   194.21$                          

5,231,864$              4,998,184$              57,902,588$                   

29,215 29,984 464,418

16,626.06$              12,064.76$              7,111.25$                       

485,735,067$          361,755,254$          3,302,588,165$              

19,133 19,420 432,837

5,531.74$                4,736.51$                3,400.00$                       

105,838,781$          91,983,001$            1,471,645,021$              

596,805,713$          458,736,438$          4,832,135,773$              

2014 2015 TOTAL
23,916 21,569 298,150

218.76$                   231.73$                   194.21$                          

$5,231,864 $4,998,184 $57,902,588

19,133 19,420 244,027

16,626.06$              12,064.76$              7,651.05$                       

318,106,406$          234,297,579$          1,867,062,299$              

19,133 19,420 244,027

5,531.74$                4,736.51$                3,665.36$                       

105,838,781$          91,983,001$            894,447,050$                 

43,105 31,047 1,282,605

273.36$                   289.94$                   248.85$                          

11,783,154$            9,001,824$              319,181,471$                 

440,960,206$          340,280,588$          3,138,593,409$              

155,845,507$          118,455,851$          1,693,542,365$              

90.00% 90.00%

74.20% 64.06%

 

       

 

 



 

   

1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013
Persons 7,051 7,913 8,784 11,875 13,263 20,721 21,730 17,293 16,960 18,161 15,326 19,026 22,565 22,673 29,324

Cost per Person 159.65$                162.92$                156.67$                179.30$                214.87$                186.87$                  204.52$                 199.04$                 206.22$                 203.41$                155.52$                  133.04$                 131.67$                    137.25$                    142.80$                    

Total 1,125,718$           1,289,165$           1,376,194$           2,129,228$           2,849,787$           3,872,142$             4,444,194$            3,442,068$            3,497,440$            3,694,111$           2,383,500$             2,531,181$            2,971,134$               3,111,869$               4,187,555$               

Persons 19,784 21,194 24,017 26,311 26,626 28,046 30,856 29,189 26,433 27,867 27,935 30,011 29,426 28,495 29,028

Cost per Person 1,791.89$             1,750.31$             2,023.74$             2,196.05$             1,842.69$             2,486.74$               3,085.88$              2,536.45$              2,701.10$              3,545.37$             4,215.37$               5,166.87$              9,846.60$                 8,240.59$                 8,702.22$                 

Total 35,451,257$         37,095,504$         48,605,172$         57,781,181$         49,063,691$         69,744,045$           95,217,180$          74,036,430$           71,398,465$           98,798,692$         117,755,149$         155,061,593$        289,745,802$           234,811,395$           252,605,710$           

Persons 19,784 21,194 24,017 26,311 26,626 28,046 30,856 29,189 26,433 27,867 27,935 30,011 29,426 28,495 18,094

Cost per Person 1,137.72$             1,039.23$             1,396.37$             1,462.71$             2,004.00$             2,338.25$               1,325.25$              1,291.04$              1,336.03$              2,203.69$             2,775.30$               3,161.02$              3,542.64$                 3,602.22$                 3,849.44$                 

Total 22,508,989$         22,025,031$         33,537,266$         38,486,000$         53,358,500$         65,579,592$           40,891,474$          37,684,065$           35,315,439$           61,410,251$         77,527,132$           94,864,536$          104,245,576$           102,643,579$           69,651,755$             

TOTAL WITHOUT-DEMONSTRATION COSTS 59,085,964$         60,409,700$         83,518,632$         98,396,409$         105,271,978$       139,195,779$         140,552,848$        115,162,563$         110,211,344$         163,903,055$       197,665,781$         252,457,310$        396,962,512$           340,566,844$           326,445,020$           

1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013
Persons 7,051 7,913 8,784 11,875 13,263 20,721 21,730 17,293 16,960 18,161 15,326 19,026 22,565 22,673 29,324

Cost per Person 159.65$                162.92$                156.67$                179.30$                214.87$                186.87$                  204.52$                 199.04$                 206.22$                 203.41$                155.52$                  133.04$                 131.67$                    137.25$                    142.80$                    

Total 1,125,718$           1,289,165$           1,376,194$           2,129,228$           2,849,787$           3,872,142$             4,444,194$            3,442,068$            3,497,440$            3,694,111$           2,383,500$             2,531,181$            2,971,134$               3,111,869$               4,187,555$               

Persons 12,109 10,250 9,991 11,950 11,882 12,273 12,525 13,334 13,175 13,831 15,237 16,445 16,887 17,491 18,094

Cost per Person 1,791.89$             1,750.31$             2,023.74$             2,196.05$             1,842.69$             2,486.74$               3,085.88$              2,536.45$              2,701.10$              3,545.37$             4,215.37$               5,166.87$              9,846.60$                 8,240.59$                 8,702.22$                 

Total 21,698,039$         17,940,681$         20,219,186$         26,242,841$         21,894,899$         30,519,707$           38,650,667$          33,821,025$           35,586,934$           49,036,011$         64,229,582$           84,969,217$          166,279,581$           144,136,079$           157,457,920$           

Persons 12,109 10,250 9,991 11,950 11,882 12,273 12,525 13,334 13,175 13,831 15,237 16,445 16,887 17,491 18,094

Cost per Person 1,137.72$             1,039.23$             1,396.37$             1,462.71$             2,004.00$             2,338.25$               1,325.25$              1,291.04$              1,336.03$              2,203.69$             2,775.30$               3,161.02$              3,542.64$                 3,602.22$                 3,849.44$                 

Total 13,776,688$         10,652,074$         13,951,113$         17,479,428$         23,811,478$         28,697,359$           16,598,714$          17,214,683$           17,602,174$           30,479,288$         42,287,198$           51,982,990$          59,824,545$             63,006,495$             69,651,755$             

Persons 46,201 65,358 81,610 89,815 100,042 100,578 108,969 95,792 77,613 79,715 78,745 75,478 72,266 70,924 65,347

Cost per Person 205.81$                204.66$                198.98$                226.04$                209.62$                208.33$                  201.79$                 203.27$                 243.51$                 228.22$                223.97$                  239.24$                 252.21$                    264.86$                    244.07$                    

Total 9,508,720$           13,376,168$         16,238,839$         20,302,142$         20,970,704$         20,953,616$           21,988,746$          19,471,161$           18,899,774$           18,192,717$         17,636,833$           18,057,206$          18,225,991$             18,785,002$             15,949,226$             

TOTAL WITH DEMONSTRATION COSTS  $         46,109,165  $         43,258,088  $         51,785,333  $         66,153,637  $         69,526,868  $           84,042,823  $          81,682,320  $          73,948,937  $          75,586,323  $       101,402,126  $         126,537,112  $        157,540,594  $           247,301,251  $           229,039,444  $           247,246,456 

DIFFERENCE 12,976,799$         17,151,612$         31,733,299$         32,242,771$         35,745,110$         55,152,956$           58,870,528$          41,213,626$           34,625,021$           62,500,929$         71,128,668$           94,916,717$          149,661,261$           111,527,399$           79,198,564$             

MCPI COST TREND = 0.0367

Model Budget Neutrality Worksheet for: FEDERAL COSTS

PARAMETER ASSUMPTIONS

WITHOUT DEMONSTRATION

WITH DEMONSTRATION

DELIVERIES UNDER MEDICAID 
STATE PLAN (include costs for 
prenatal care, deliveries, and 60- days 
postpartum)

FP SERVICES UNDER MEDICAID 
STATE PLAN -- All current Medicaid 
eligibles/participants

FIRST YEAR INFANT COSTS UNDER 
MEDICAID STATE PLAN

FAMILY PLANNING SERVICES FOR 
DEMONSTRATION PARTICIPANTS

DELIVERIES UNDER MEDICAID 
STATE PLAN ADJUSTED FOR 
EFFECTS OF THE 
DEMONSTRATION (include costs for 
prenatal care, deliveries, and 60- days 
postpartum)

FAMILY PLANNING SERVICES 
UNDER MEDICAID STATE PLAN -- 
All current Medicaid 
eligibles/participants

FIRST YEAR INFANT COSTS 
ADJUSTED FOR EFFECTS OF THE 
DEMONSTRATION 



 

   

2014 2015 TOTAL
23,916 21,569 298,150

196.88$                  208.56$                  174.79                      

4,708,678$             4,498,366$             52,112,329$              

29,215 29,984 464,418

12,336.54$             7,728.69$               4,907.93$                  

360,415,420$          231,740,415$          2,279,327,103$         

19,133 19,420 432,837                     

4,104.55$               3,034.21$               2,303.84$                  

78,532,376$            58,924,310$            997,185,871$            

443,656,473$          295,163,091$          3,328,625,303$         

2014 2015 TOTAL
23,916 21,569 298,150                     

196.88$                  208.56$                  174.79$                     

4,708,678$             4,498,366$             52,112,329$              

19,133 19,420 244,027                     

12,336.54$             7,728.69$               4,707.34$                  

236,034,953$          150,091,029$          1,148,717,321$         

19,133 19,420 244,027

4,104.55$               3,034.21$               31,641.24$                

78,532,376$            58,924,310$            614,472,667$            

43,105 31,047 1,282,605

246.02$                  260.95$                  260.95$                     

10,604,839$            8,101,642$             287,263,324$            

 $         329,880,845  $         221,615,347 2,252,656,670$         

113,775,628$          73,547,745$            1,075,968,632$         

      

 

 

 



Year CPI - Medical Care
Year 1 1999 250.6
Year 17 2015 446.4

# steps 16

avg. growth 3.674%

Source for CPI data:
Conusmer Price Index - All Urban Consumers - Item: Medical Care
http://data.bls.gov/cgi-bin/surveymost?cu
*Used most current annual CPI data available - 2015 - Average Jan - Nov. (December not available)
File located here: Consumer Price Index 2015 - Average Jan-Nov.xlsx

http://data.bls.gov/cgi-bin/surveymost?cu


If you are completeing this budget for a renewal, please use this worksheet to calculate the annualized rate of without demonstration deliveries.
In Year 1, input the number of without demonstration deliveries calculated for the first year of the demo.  In Year X, put the last year 
of the demonstration for which you have a births averted calculation that was used to create the without demonstration deliveries, and then 
input the number of deliveries.  The formula will then calculate the trend rate.  Use this trend rate to project forward 
the without demonstration deliveries for the renewal years.

Year Number of Without Demonstration Deliveries
Year 1 1999 19,784
Year X 2014 29,215

# steps 15

avg. growth 2.633%



CCare Annual Budget Limits

First Limit:  Annual waiver cost can be no larger than savings realized through births averted.

Waiver
Year Participants Total Federal Total Federal Births Averted Total Federal Total
1999 46,201 $228.68 $205.81 $10,565,245 $9,508,720 7,675 $4,874.57 $2,929.62 $37,413,510
2000 65,358 $227.40 $204.66 $14,862,409 $13,376,168 10,944 $4,652.33 $2,789.54 $50,913,576
2001 81,610 $221.09 $198.98 $18,043,155 $16,238,839 14,026 $5,700.18 $3,420.11 $79,953,564
2002 89,815 $251.16 $226.04 $22,557,935 $20,302,142 14,361 $6,180.35 $3,658.77 $88,758,299
2003 100,042 $232.91 $209.62 $23,300,782 $20,970,704 14,744 $6,394.10 $3,846.69 $94,274,957
2004 100,578 $231.48 $208.33 $23,281,795 $20,953,616 15,773 $7,567.42 $4,824.99 $119,364,134
2005 108,969 $224.21 $201.79 $24,431,939 $21,988,746 18,331 $7,217.16 $4,411.13 $132,295,931
2006 95,792 $225.85 $203.27 $21,634,623 $19,471,161 15,855 $6,216.48 $3,827.49 $98,562,265
2007 77,613 $270.57 $243.51 $20,999,749 $18,899,774 13,258 $6,610.65 $4,037.12 $87,644,990
2008 79,715 $253.58 $228.22 $20,214,130 $18,192,717 14,036 $8,816.23 $5,749.06 $123,744,281
2009 78,745 $248.86 $223.97 $19,596,481 $17,636,833 12,698 $9,457.07 $6,990.67 $120,083,199
2010 75,478 $265.82 $239.24 $20,063,562 $18,057,206 13,566 $11,253.91 $8,327.89 $152,667,463
2011 72,266 $280.23 $252.21 $20,251,101 $18,225,991 12,539 $18,093.57 $13,389.24 $226,874,665
2012 70,924 $294.29 $264.86 $20,872,224 $18,785,002 11,004 $15,995.15 $11,842.81 $176,002,703
2013 65,347 $271.19 $244.07 $17,721,362 $15,949,226 10,934 $17,028.43 $12,551.66 $186,184,455
2014 43,105 $273.36 $246.02 $11,783,154 $10,604,839 10,082 $22,157.80 $16,441.09 $223,401,236
2015 31,047 $289.94 $260.95 $9,001,824 $8,101,642 4,605 $16,801.27 $10,762.89 $77,372,029

Second Limit:  Annual per capita waiver cost should not increase more rapidly than CPI Medical

Year Total Federal Total Federal
1999 $228.68 $205.81
2000 $227.40 $204.66 $238.62 $213.37
2001 $221.09 $198.98 $248.99 $221.21
2002 $251.16 $226.04 $259.82 $229.34
2003 $232.91 $209.62 $271.11 $237.77
2004 $231.48 $208.33 $282.98 $246.51
2005 $224.21 $201.79 $294.93 $255.56
2006 $225.85 $203.27 $306.79 $264.95
2007 $270.57 $243.51 $320.35 $274.69
2008 $253.58 $228.22 $332.25 $284.78
2009 $248.86 $223.97 $342.75 $295.25
2010 $265.82 $239.24 $354.43 $306.10
2011 $280.23 $252.21 $365.25 $317.34

Cost per Birth Annual Bu  

Per Capita Cost
ACTUAL

Per Capita Cost
CPI-trended

Per Capita Cost Actual Waiver Cost



2012 $294.29 $264.86 $378.63 $329.00
2013 $271.19 $244.07 $393.20 $349.12
2014 $273.36 $246.02 $407.91 $362.19
2015 $289.94 $260.95 $422.90 $375.50

Estimates (based on 9 months - not a full year - of matching)



Federal
$22,485,519
$30,527,780
$47,972,139
$52,544,913
$56,715,814
$76,106,572
$80,859,273
$60,684,787
$53,524,796
$80,693,645
$88,765,501

$112,973,922
$167,887,252
$130,312,401
$137,236,562
$165,763,717
$49,564,522

 udget Limit



Administrative Costs

Page 16

1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011
Administrative 
Costs
PERSONNEL $197,277 $247,220 $328,076 $323,328 $334,208 $452,069 $397,209 $282,879 $325,627 $648,551 $736,494 $779,997 $615,327
SYSTEMS 
CHANGES $22,936 $56,392 $75,924 $76,788 $97,528 $105,549 $171,613 $148,169 $86,676 $102,761 $73,142 $53,180 $45,093

PUBLIC 
AWARENESS $102,804 $85,162 $214,047 $255,776 $205,890 $52,857 $316 $6,839 $130,979 -- $812,773 $379,497 $28,900

EVALUATION $6,721 $15,833 $22,176 $42,281 $31,811 $32,638 $32,295 $25,075 $26,251 $5,867 $12,613 $1,250 $0
OTHER $14,264 $118,134 $96,189 $90,523 $64,353 $23,442 $14,901 $47,870 $60,258 $92,926 $261,371 $29,951 $70,083
Total $344,003 $522,741 $736,412 $788,696 $733,790 $666,555 $616,334 $510,832 $629,790 $850,105 $1,896,393 $1,243,875 $759,403
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Budget Neutrality Spreadsheet Narrative 
 
For OregonContraceptiveCare (CCare), formerly known as FPEP, to be budget-neutral, the cost 
of providing contraceptive management services must be equal to or less than the savings 
realized through pregnancies averted.  Fortunately for the program and its clients, family 
planning is very cost effective.  Analysts have estimated that nationally, every $1.00 invested in 
helping women avoid pregnancies they did not want to have saved $3.74 in Medicaid 
expenditures that otherwise would have been needed. 1  A very stringent econometric analysis of 
CCare put Oregon’s Medicaid savings at $1.30 per dollar spent.2     
 
The following notes provide explanatory detail for the budget spreadsheets.   
 
ALL Costs - WITHOUT DEMONSTRATION 
 
 • FP Services under Medicaid State Plan 
  
 Persons: Actual number of Oregon Health Plan (OHP) enrollees who 

received a family planning service. 
  
 Cost per person: Average fee-for-service cost/person for family planning 

services under OHP (among those who received a family 
planning service). Actual for 1999 – 2014; projected for 2015 
using the average annual increase in CPI-Medical for 1999-
2015 (3.67%).   

 
 Total: Persons served x per capita service cost 
 
 • Deliveries under Medicaid State Plan 
 

 Persons: Calculated for 1999-2014 as: Actual number of Medicaid 
deliveries + the estimated number of births averted by the 
waiver.  For 2015, the without waiver number of deliveries is 
projected using the “annualized deliveries” growth rate 
specified in CMS’ FP Budget Worksheet.      

    
   Births averted were calculated for 1999-2015 by applying the 

base year (1998) fertility rate to the number of female clients 
served through CCARE.  Oregon’s base-year fertility rate is 99 
per 1,000 women.  It was calculated as the number of Medicaid 
births divided by the total number of women who were eligible 
for a Medicaid-paid birth.  Oregon’s Division of Medical 
Assistance Programs (DMAP) supplied the numerator data 

                                                 
1Guttmacher Institute, Contraceptive Needs and Services, 2008 Update, New York: Guttmacher Institute, 2010, 
<http://www.guttmacher.org/pubs/win/contraceptive-needs-2008.pdf>, accessed January 12, 2012. 
2 R. Lindrooth, “Measuring the Effect of Oregon’s Family Planning Medicaid Waiver,” (2008). Available upon 

request. 

http://www.guttmacher.org/pubs/win/contraceptive-needs-2008.pdf
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(Medicaid births).  The denominator data came from the 
National Survey of Family Growth (conducted by the National 
Center for Health Statistics) and were the estimated number of 
fertile, sexually active women in Oregon who are under 185% 
FPL and neither pregnant nor seeking pregnancy in that year.   

 
 Cost per person: Actual for 1999-2015.  Actual costs provided by DMAP and 

calculated by multiplying the per-member-per month (PMPM) 
cost of Medicaid coverage for women with pregnancy-related 
eligibility by the average number of months covered. 

 
 

 Total: Persons x cost per person 
 

 • First Year Infant Costs under Medicaid State Plan 
 
 Persons: Same as persons for Deliveries under Medicaid State Plan 

above (1 delivery assumed to represent 1 infant). 
 
 Cost per person:  Actual for 1999-2015.  Actual costs provided by DMAP and 

calculated by multiplying the per-member-per month (PMPM) 
cost of Medicaid coverage for infants under 1 year of age by 
the average number of months covered. 

 
 Total: Persons x cost per person 
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ALL Costs - WITH DEMONSTRATION 
 
 • FP Services under Medicaid State Plan 
  
 Persons: Number of Oregon Health Plan (OHP) enrollees who received 

a family planning service.  Actual for 1999 – 2015. 
  
 Cost per person: Average fee-for-service cost/person for family planning 

services under OHP (among those who received a family 
planning service). Actual for 1999 – 2015.   

 
 Total: Persons x cost per person 
 
 • Deliveries under Medicaid State Plan adjusted for Demonstration Effects 
  
 Persons: Number of Medicaid-paid births (including Medicaid births to 

waiver clients) identified in Oregon Health Plan (OHP) claims 
data.  Actual for 1999-2014; projected for 2015 using average 
annual change over those years (1.5%).  

 
 

 Cost per person: Actual for 1999-2015.  Actual costs provided by DMAP and 
calculated by multiplying the per member-per month (PMPM) 
cost of Medicaid coverage for women with pregnancy-related 
eligibility by the average number of months covered.  

 
 Total: Persons x cost per person 
 
 • First Year Infant Costs adjusted for Demonstration Effects 
 

 Persons: Same as persons for Deliveries under Medicaid State Plan 
above (1 delivery assumed to represent 1 infant). 

 
 Cost per person: Actual for 1999-2015.  Actual costs provided by DMAP and 

calculated by multiplying the per-member-per month (PMPM) 
cost of Medicaid coverage for infants under 1 year of age by 
the average number of months covered.  

   
 Total: Persons x cost per person 
 
 
 
 • Family Planning Services for Demonstration Participants 
 
 Persons: Total CCARE-paid clients in time period.  Actual for 1999-2015. 
 



4 

 Cost per person: Cost of family planning services delivered to clients.  Actual for 
1999-2015.     

 
 Total: Persons x cost per person 
 
 
FEDERAL Costs 
 
All actual and projected data on the Federal Costs page were produced as noted above.  The only 
difference between the All Costs and Federal Costs pages is that per capita line items on the 
Federal Costs page are adjusted to reflect the degree of Federal Financial Participation (FFP) for 
different categories.  Oregon’s regular and family planning federal matching rates (FMAP) are 
shown under Parameter Assumptions.  Federal Cost calculations for 2014 and 2015 were 
obtained from the online Federal Register (http://aspe.hhs.gov/health/fmap.htm).  It should be 
noted that the federal costs reported for family planning services for demonstration participants 
for 2011 include the actual costs based on all adjustments made to the CMS64 (including 
adjustments made due to Office of Inspector General Audit findings) during this time period.  
They are not based solely on the family planning matching rates (FMAP) for 2011.   
  
Administrative Costs 
 
Actual for 1999-2015 (2015 not yet final).  
 
 Personnel Staff salaries and benefits 
 Systems Changes Ongoing operation of eligibility and billing systems for CCare 
 Public Awareness CCare client and provider outreach materials/activities 
 Evaluation Survey administration and other data collection; analytic 

software and activities 
 Other All remaining costs 

http://aspe.hhs.gov/health/fmap.htm
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