
 

 
   

  
 

 
 

 
 

 
 

 
 

  
 

 
  

 
 

 
 

 
    

      
 

 
  

  

  

 
  

  
   

    
 

 
  

  
  

 

 

DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop S2-01-16 
Baltimore, Maryland  21244-1850 

Children and Adults Health Programs Group 

June 21, 2013 

Ms. Tina Edlund 
Chief of Policy 
Oregon Health Authority 
500 Summer Street, NE 
Salem, OR  97301-1097 

Dear Ms. Edlund: 

I am writing to inform you that the Centers for Medicare & Medicaid Services (CMS) has made 
a technical correction to the special terms and conditions of your section 1115 demonstration 
project, entitled, Oregon Health Plan (21-W-0013/10 and 11-W-00160/10).  

Specifically, CMS has made a technical correction in special term and condition 57 which 
clarifies restrictions to the aggregate Designated State Health Plan (DSHP) limits.  This change 
is based on several discussions held prior to the July 2012 approval of the STCs. We have 
inserted language providing the intended DSHP flexibility to redirect funds in the event of a 
DSHP expenditure shortfall.  The state may only redirect DSHP to the OMIP or “Other CMS 
Approved” category with advance state notification and CMS approval.  The amount of the 
redirected DSHP is still subject to the annual aggregate DSHP limit.  The changes are effective 
from the date of this approval letter and claiming is subject to the parameters outlined in 
Attachment G, Reimbursement and Claiming Protocol for Oregon Designated State Health 
Programs. 

As always, CMS approvals are conditioned upon written acceptance from the state that it agrees 
with the amendments, expenditure authorities, and STCs.  Please provide your written 
acceptance within 30 days of the date of this letter.  Your correspondence should be directed to 
your project officer, Ms. Terri Fraser.  She may be reached at the following: 

Ms. Terri Fraser
 
Centers for Medicare & Medicaid Services
 
Center for Medicaid & CHIP Services
 
7500 Security Boulevard
 
Mail Stop: S2-01-16
 
Baltimore, MD  21244-1850 

Telephone: (410) 786-5573 

Facsimile: (410) 786-8534 

E-mail:  terri.fraser@cms.hhs.gov 


mailto:terri.fraser@cms.hhs.gov
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A copy of any correspondence should also be sent to the Seattle Associate Regional 
Administrator, Ms. Carol Peverly.  She may be reached at: 

Ms. Carol Peverly  
Associate Regional Administrator   
Centers for Medicare &  Medicaid Services  
Division of Medicaid and Children’s Health Operations  
2201 Sixth Avenue  
MS RX-43 
Seattle, WA 98121   
Telephone: (206) 615-2515  
Facsimile: (206) 615-2311  
Email: carol.peverly@cms.hhs.gov  

If you have questions regarding this approval, please contact Ms. Diane Geritts, Division 
Director, Division of State Demonstrations and Waivers, at (410) 786-5776. 

Sincerely, 

/s/ 

Jennifer Ryan, 
Acting Director 

Enclosures 

cc:	 Ms. Carol Peverly, Associate Regional Administrator, Seattle 
Ms. Diane Gerrits, Division Director, Division of State Demonstrations and Waivers 
Ms. Terri Fraser, Project Officer 

mailto:carol.peverly@cms.hhs.gov
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	Oregon has a long history of choosing innovative means of managing its Medicaid program. Yet, Oregon has faced a number of challenges in recent years familiar to many states: health care costs that are increasingly unaffordable for businesses, individ...
	Instead of responding to these challenges with one of the conventional approaches to reducing health care spending—reducing provider payments, the number of people covered, or covered benefits—Oregon chose a fourth pathway: change the delivery system ...
	This document contains Oregon’s Accountability Plan, a multi-pronged strategy to achieve the three-part aim and methodology for the two percent trend reduction test. The document represents a shift toward a new model of care encouraging continuous lea...
	Attachment H is divided into two sections: Oregon’s Accountability Plan (Section A) and the Expenditure Trend Review (Section B).
	Section A: Oregon’s Accountability Plan is divided into three parts:
	Part I:  Coordinated Care Organization Quality Strategy
	Part I of the Accountability Plan (pages 9-66) contains Oregon’s Coordinated Care Organization (CCO) quality strategy, which describes the process by which the CCOs will work towards the three-part aim.  The CCOs will be held accountable for spending ...
	CCOs will also be rewarded for improving quality.  At the start of the demonstration, two percent of the PMPM budget will form a quality incentive pool and will be available to CCOs that achieve specific quality goals. The percent assigned to this poo...
	A key part of the strategy is changing the way care is delivered in key focus areas. Each focus area was chosen because of prior evidence suggesting that improvement in these areas can achieve the three-part aim. Each CCO will address four of seven qu...
	 Reducing preventable re-hospitalizations;
	 Addressing population health issues (such as diabetes, hypertension and asthma) within a specific geographic area by harnessing and coordinating a broad set of resources, including community workers, public health services and aligned federal and st...
	 Deploying care teams to improve care and reduce preventable, unnecessary and costly utilization by frequent utilizers;
	 Integrating primary care and behavioral health;
	 Ensuring appropriate care is delivered in appropriate settings;
	 Improving perinatal and maternity care; and
	 Improving primary care for all populations through increased adoption of the Patient-Centered Primary Care Home (PCPCH) model of care.
	In addition, CCOs are required by contract to demonstrate improvement in care coordination for members with serious and persistent mental illness.
	The state will support CCO efforts with a wide array of resources and supports:
	 The Oregon Transformation Center: Once launched in 2013, the Oregon Transformation Center will act as the state’s hub, or integrator, for innovation, improvement, and for implementing the coordinated care model successfully and rapidly throughout th...
	 Innovator agents: Innovator agents will be assigned to each CCO. They will be a single, constant point of contact between the CCO and OHA and will help champion and share innovation ideas in support of transformation, within either the CCOs or the s...
	 Non-Traditional Healthcare Workers: These workers include community health workers, peer wellness specialists, patient navigators, and doulas and are an integral part of effectively implementing the coordinated care model and reducing health dispari...
	 Patient-Centered Primary Care Homes: The adoption of patient-centered primary care homes (PCPCH) is integral to transforming the health system. The primary care home model of care is defined by Oregon’s statewide PCPCH standards and measures.  These...
	 Evidence-based clinical decision tools: Disseminated through the Oregon Transformation Center, these tools, based on extensive research and expertise on treatment effectiveness in achieving meaningful clinical outcomes, will provide guidance to prov...
	 Transparency: Quarterly public reporting on a wide range of quality, access, and beneficiary experience measures, via CCO dashboards, will synthesize performance data to make it clear and understandable to all stakeholders, most importantly Medicaid...
	 Timely feedback: Feedback will be presented to CCOs about progress, opportunities, and areas for improvement through a robust measurement strategy and analytics infrastructure.
	Part II:  Statewide Quality and Access Tests and Evaluations
	Part II of the document (pages 67-97) provides information about statewide activities to support and incent quality and access, including an annual statewide test of quality and access required by CMS to assure that the demonstration’s cost control go...
	The goal for these tests and evaluations is to create a new paradigm of accountability between CMS and the state. The key elements of this are:
	 Structured access and quality test: Not only is the state required to meet the expenditure test outlined in Section B of this document, but in years where it meets that test, it is also required to meet a structured access and quality test to ensure...
	 Formative, midpoint, and summative impact evaluations: Building on the measurement strategy described in the first part of this document, the state will track and report regularly on OHA and CCO actions, the “levers” for health system transformation...
	The period of the current demonstration spans 2014, when the bulk of the provisions of the Affordable Care Act (ACA) will take effect. The expansions and delivery reforms under this demonstration are intended in part to bridge the transition to implem...
	Part III:  Measurement Strategy
	Part III of the document (pages 98-170) describes the measurement strategies to support both CCO level quality activities in Part I as well as statewide quality activities in Part II.
	Performance for all of these metrics will be made transparent, and will be reported by race, ethnicity and language to the extent possible, to ensure improved outcomes for all communities. CCO level dashboards will also be created to assist in rapid c...
	Metric groups:
	 Oregon CCO Incentive Measures: The state’s Metrics and Scoring Committee is responsible for identifying and adopting metrics for a program that establishes CCO financial incentives for improved outcomes. The Committee has identified an initial set o...
	 Oregon Demonstration Core Performance Measures: Oregon’s 1115 demonstration also includes ten additional measures that represent a broad snapshot of the Medicaid program.
	 CMS Adult Core Set for Medicaid: These are the core set of measures recommended by an expert panel and established by CMS to track quality of care for the adult Medicaid population.
	 CMS Child Core Set for Medicaid and the Children’s Health Insurance Program: These are the core set of measures established by CMS for the pediatric population, also recommended by an expert panel. Both core sets will be part of the reporting format...
	There is considerable overlap among these metric groups. The CCO incentive measures will determine the disbursement of the CCO-level quality pool and will serve as a strong incentive for quality improvement. The other measure sets, to the degree they ...
	The statewide tests for quality and access that can trigger DSHP penalties include a very broad set of measures from all of these metric groups.
	Section B: Expenditure Trend Review (pages 168- 188)
	The expenditure trend review provides the methodology and template for measuring the required two-percentage point reduction in the rate of growth of Oregon Health Plan per capita expenditures. The test consists of three levels that capture growth in:...
	Along with submitting the expenditure trend review data quarterly, the state has agree to conduct an exploratory stakeholder process regarding opportunities, barriers, and strategies to integrate long term care into CCO global budgets. The state will ...
	Conclusion
	The overall purpose of this demonstration is to help support fundamental changes in the delivery system. These changes can in turn help not only achieve the three-part aim, but also to prepare the state for the transition to 2014 when more of its popu...
	Oregon’s Accountability Plan and Expenditure Trend Review memorialize agreements negotiated between the state and CMS to ensure robust monitoring of the state’s innovative health system transformation activities. Through regular reporting and rapid cy...
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