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“All diseases have two causes:
one is pathological
the other — political.”
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Rudolf Virchow
German Pathologist University of Berlin, 1848
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CCOs are Managed Care (MC)
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More Insured
Medicaid increases mostly

2011 2013 2016

Oregon Center for Public Policy Mar. 15, 2016
http://www.countyhealthrankings.org 2017



Avoidable Emergency room use

Per 1,000 member months
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oregon.gov/oha/Metrics/Documents/2016



Prenatal Care
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Patient-centered primary
medical home enroliment
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Childhood Immunization
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Congestive heart failure admissions
Per 1,000,000 member years
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Hypertension
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Satisfaction with care
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Yearly Reapplication
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Financial Problems
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Solutions?

1.Raise taxes without changing
benefits.

2.Cut other state programes.
3.Reduce Medicaid eligibility.
4.Cut benefits.



Value, Alternative Payment Models

How shall we determine value of
care, incentives for good care?

RAND Corporation, March 19, 2015 report: effect of APM on physicians.
goo.gl/xiFYf3



Other Problems
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e ") FamilyCare
@) PacificSource ®

Welcome
to the
Family
Since 1984

Community Solutions

Looking for
Health Insurance

Already
a Membe

2 rillium

Community Health Plan

-7 o

Cascade Health Alliance, LLC  541.883.2047

palth for a Better Future. Health Share of Oregon

The Register-Guard THURSDAY, JUNE 23, 2016






“It is difficult to get a man to

understand something, when

his salary depends on his not
understanding it.”

)3

Upton Sinclair, 1906




Investigate

1. Find out who sits on your CCO board

2. Ask for a clear accounting of where the
money goes.

a. Isit going for convincingly
documented care of patients?

b. If your CCO doesn’t freely provide
information you need, local journalists
and your legislators may be willing to
help.



Tell legislators, media, Oregon Health

Authority we must:

1. Keep working on the CCO model of care
delivery and capitated payments. This
work will help us succeed with any
system we devise.

2. Fight for more public surveillance and
power over Medicaid money. Track Rep.
Mitch Greenlick’s bills.

3. Stop deciding who “deserves” care. The
process is too costly. Include everyone.



Tell legislators, media, Oregon Health
Authority we must:

4. Make choice and access mean health and
health care, not private insurance plans.

5. Make CCOs serve needs of the public
rather than stockholders and the medical
industry.

6. Create a unified coding, payment system
with a single risk pool (everyone in).



Oregon’s Health System Transformation
Quarterly Legislative Report

Q12016

g00.gl/V617U7



Oregon Health System Transformation:
CCO Metrics 2016 Final Report

HEBEEBE 2017

Health

g00.gl/SutRK9




Kaiser Family Foundation kff.org

Physicians for a National Health Program
Robert Wood Johnson Foundation

countyhealthrankings.org/oregon

Why the Oregon CCO Experiment Could Fail
HSS Public Access, 2014



Health Care For All Oregon
www.hcao.org

Mid Valley Health Care Advocates

www.mvhca.org

Physicians for a National Health Program-Oregon
Michael C. Huntington MD
mchuntington@comcast.net

541-829-1182






How Are They Doing?

3. Although increased Medicaid
enrollment has increased the number
of insured Oregonians by 10% over the
past two years, it has surprisingly not
improved overall patient perception of
good access to care or satisfaction
with care.



How Are They Doing?

1. CCOs are producing better outcomes at
lower-cost than the private insurance system

can.

2. CCOs are failing to manage Medicaid
money openly enough and wisely enough to
earn the public trust and support they should
have as part of an effective health care
system.



How Are They Doing?

4. Pending legislation is aimed at
increasing transparency and public
control of Medicaid money.

The legislation would use savings
attributable to the CCO model to improve
access and patient satisfaction instead of
flowing that (tax) money to stock holders
and other non-health related diversions



Medicaid income eligibility under the
ACA by family size.

Family size:

$33,948 eoe0e
$22,411 e

$16,643 °
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Although all of Oregon's 16 CCOs are communaty based 1n terms of local governance, e 15 2 wide vanety of

corporate structures under whach they exast. All of the COOs generally it into one of the following cory

Faxable Publicly Traded Corporason

lNaxable Private Corporabon

lNax-exempt Chantable Organization - 501{c)(3)
Naxexempt NonChantable Organization - 501 (c) (4

Lanted Laabalty Corporation - L1

I'be table below desenbes the corporate structure of cach CCO:

Mid Rogue NICare Health Assurance, Inc

AliCare CCO Private corporation single owner
(multiple sharehoiders,

Cascacde Comprehensive Care, Inc

Cascace Health Alance LLC single owner
(multiple sharehoiders
Columbia Pacific LLC single owner CareOregon 501 (cX

Owners include both for-profit and not-for-profit
organizations

Eastern Oregon CCO LLC multiple owners

FamilyCare S501(c)4)
Health Share of Oregon 501(e)3)
Intercommunity Health Plans S501()4) Samaritan Health Services, inc. 501(cK3)

Jackson County CCO LLC single owner CareOregon 50103

PacificSource Community Solutions -Central  Private corporation single owner  PacificSource (not-for- profil hoiding company)

PacificSource Community Solutions -Gorge Private corporation single owner  PacificSource (not-for-profit bolding company)

Geants Pass Management Services

PrimaryHeaith of Josephine County LLC single owner
(multbpie sharehoicers,

te Resources, Inc./Centene Corp
Tritlium Community Heaith Plan Publicly traded corporation .
(publicly traded on NYSE)*

Umpqua Health Alliance (DCIPA) LLC single owner Architrave Health, LLC fwo owners,

Owners nclude both for-profit and not-for- profit
Westormn Oregon Advanced Health LLC multiple owners
organaations

Owners include both for-profit and not-for-profit
Willamette Valley Commun ity Health LLC multiple owners
organizations

Yamaill Cammanity Carm Nt




In March, CMS approved the OHA CCO contract
and capitation rates for 2017, which finalizes the
2017 rates for all 16 CCOs. OHA engages
Optumas, an external actuanal firm, to certify the
CCO capitation payment rates, OHA moved to a
regional rate development methodology in 20135,
which matches payment to nisk and meets
apphcable CMS and actuanal standards. Optumas
and OHA are beginning the process for
developing the 2018 CCO capstation payment
rates; this process will continue through the

summer,

During the 2017 rate development process, OHA
and Optumas observed that CCOs reported
significant increases in per member spending from
2014 1o 2015. Optumas reviewed the drvers of
this growth and found in some cases it was due 1o
increased reimbursement and payout of surpluses
to providers as incentives. Other factors included
high pharmacy cost trends and increased small

rural hospatal costs.

In order to continue to contain costs to the 3.4
percent per member annual growth, OHA and
Optumas evaluated the high growth rate from 2014
10 2015, This analyss found that some of the
growth was due to factors which were not
necessanly within the CCOx' control, such as
ph.umu\ cost growth, while other cost drivers
were related w0 CCO business decissons, such as
increased reimbursements or shared savings
payouts. Therefore dunng the 2017 rase
development process, if a CCO was outside of a
reasonable growth rate and had increased
reimbursement from 2014 1o 2015, the CCO's
financial infformation and reimbursement levels
were adjusted down after isolating the business

decisions, CCOx" financial information and

reambursement for those that were within a
reasonable rate of growth were not adjusted. This
pobicy ensures business decisions of increased
rambursement levels that are outside the
sustanable growth rate are not compounded into
the next year’s costs, however, the policy
acknowledges the mcreased costs pressures (e.g.
pharmacy costs) that are outside of the CCOs’

control

Risks and pressures

The Medicaud program s facing a number of
financial pressures. Cost sustanabadity is an
important issue gong forward, CCOs may
expenence addmonal pressure to slow per
member cost growth more than the rate of growth

cap of 3.4 percent

In March, CMS approved
the 2017 OHA-CCO
contract and capitation
rates.

Q4 2016 Lagisiative Report

Oregon Health Authority




Totsl @ Medicaid ¥ recenving
Total population “." Medicaid dus to
recipients ACA

Baber 16,510 . 746
Benton 91320 5,908
Clackamas 404,980 715 26,111
Clatsop 38225 4,152
Colyrmdipy 50,795 4,380
Coos 63,190 8,105
Crook 21580 5823 2572
Curry 22,600 0 2,743
Deschutes 176,635
Douglas 110,395
Gilnam 1980
Grant 1410
Harrey 1320
Hood River 24,7135
Jackson 213,765
Jetlorson 22,190
Josephine B4 675
Klamath 67410
Loke 8,015
Lane 365940
Lincoin 47,135
Linn 122315
Maheyr L7056
Maron 3339%

N OoO e D

Morrow 11,745
Multnoma M6 197204
Polk 9.7% 18919
Sherman L7195 420
Tillamoos 25920 6,804
Ummatilly 79480 21,748
Usion 20,745 1200
Walowa 7140 1958
Wasco 26,700 5113
Washinglon 583,595 95,492
Whesler 1465 353 151
Yamhi 104,990 25,710 8724
(Unknown) 1 2,099
STATE 407635 1016858 380818

Q4 2016 Legislawve Repont Oregon Health Autrorny
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Medicaid waiver
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Coordinated care
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Medicaid expansion

Beginning in 2014 many more Oregonian - ) join Lhe Oregon Health Plan because of the Alfor

income eligibility limit. The number of people covered by C ner { it, from ab 614,000 in 20132 to almost 1 million in

Measuring progress
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B CCO achieved BENCHMARK in 2016
CCO achieved IMPROVEMENT TARGET in 2016
* Top performing CCO in each measure
Bolded CCOs samed 100% qualty poo

* ndicates chadknge pool meassre

]ndoum Central
PacSource Gorge

Columbla Pac
Eastern Omgon

Access 10 care (CAHPS)
Adolescent well-care vigits
Alcohol and drug misuse scroening (SBIRT) 12+ ~

Ambulatory care - ED utilization

Assessments for children in DHS custody
Childhood immunization status

Cigarette smoking prevalence (ENR)

Colorectal cancer screening

Controlling high biood pressure (EHR)

Dental sealants for children

Depression scroening and follow up (EMR) *
Developmental screening *

Diabetes HRA 1c poor control (EHR) ~

Effective contraceptive use (ages 18-50)

Follow up after hospitalization for mental liness
Prenatal and postpartum care- Prenatal care
Patient. Centered Primary Care Home (PCPCH) erroliment

Satistaction with care (CANPS)

1A Final Prrtermancs Renad




Dental sealants. The percentage

continued crease. Statewide per

Developmental screening in the first three years of life
reened for risks of deve

approgriate s oo then

ages 18

Health assessments for children in DHS custody. The

dental health assessment has increased 168 percent

Assesaments for chidren ie
Adoiescent well care vists DS custod Dental seaiarts for chidmn  Deveicpmentyl sceenngs

g W T W e B

Measures to watch

Emergency department utilization

previous yea. Statewide, the rate
10 note that emergency

Moreover, avo

more appropriately managed or referred

department utilzation Increased, member

EMectwe costuceptive sse
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Measures in this report that highlight room for improvement

diagn

Mearrwhide, the percentage of members who ¢

within 30 days of their initial treatm

ve heart §

Oregon is leading the nation in transforming our health care system to create better access and better
care 2t a lower cost for all Oregonians, We have g ha
system solutions and the reforms that we have made in recent
Innovation and leadership e CCO quality p

and 8 key component in in ou mitment Sparent
progress and ider wallenges, the
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Transformation 2012 - 2016

Using best practices to manage and
coordinate care

Shared responsibility for health
Transparency in price and quality
Measuring performance

Paying for outcomes and health
A sustainable rate of growth

CCO LegislativeReport_ Q1 2016



Transformation 2017+

e ..accelerating quality and integration for our
oehavioral health system

* Integrating population health through public
nealth modernization

e Continuing to move to value-based payments
for incentivizing health outcomes

* Maintaining a financially sustainable model

CCO LegislativeReport_ Q1 2016
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Total Medical Spending Allocated To
Primary Care

Family Care

(X Pacific Source Comm. Sol.
Yambhill
Western Oregon
ez Willamette Valley
eI Al Care
All CCOs
Jackson Care
Trillium
EETs. Umpgqua
P Cascade Health
T Intercommunity Health
Health Share
PEES Eastern Oregon
Columbia Pacific

Primary Care Spending in Oregon
Report to the OR Leg. February 2016 goo.gl/V5kiv3
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One in 5 Young Adults Uninsured in 2014

20.2%

14.8%
19 12.6%
8.8%
4.6%
0

Oregon Center for Public Policy Mar. 15, 2016



Low Income Adults Lack Coverage

Oregon Center for Public Policy Mar. 15, 2016



80% of Uninsured are U.S. Citizens

81.8%

Oregon Center for Public Policy Mar. 15, 2016



Complexity and Churning
LM: Children < FPL:
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D
PL
D

FPL:

<1 (HA, HC)
|: 1-5 (HB)

: <1 (HD)
_: 1-5 (HE)

: 6-18 (HF, HG)

HIP to Medicaid (H5)

TANF <1 (E2, V2, XE, 2, 82)
TANF1-5 (E2, V2, XE, 2, 82)
TANF 6-18 (E2, V2, XE, 2, 82)
SCF (GA, C5, 19, 62)
PLM: Adults < FPL (L2)



 PLM: Adults >= FPL (L6,L8)
TANF Adult (E2, V2, XE, 2, 82)
AB/AD with Medicare (B3, D4, 3, 4)
AB/AD without Medicare (B3, D4, 3, 4)
OAA with Medicare (A1, 1)
OAA without Medicare (A1, 1)

Breast & Cervical Cancer (BC)

* Chip Program CHIP: <1 (71, Z5, ZA, ZE, ZK)
CHIP: 1-5 (722, 76, ZB, ZF, ZL)
CHIP: 6-18 (Z3, 74, 77, 78, ZG, ZH, ZM, ZC, ZD)

* MAGI Program Health Kids Connect (UA)
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HIP MAGI <1 (U1, U4, U7)
HIP MAGI 1-5 (U2, U5, U8)
HIP MAGI 6-18 (U3, U6, U9) MAGI Child AEN

(MG) MAGI Child <1 (MD)

MAG
MAG
MAG
MAG
MAG
MAG
MAG
MAG

Child 1-5 (ME)

Child 6-18 (MF)

Child Welfare (MC)

Adults with Children (M1, M5)

Adults without Children (M3, M6)

Pregnant Women (LA, LB, LC, LD)

Disabled Adults without Medicare (M2, M4)
Adult/Parent/Caretaker Relative (KA)




Average Per 1000
Plan Name Received | Enroliment* Members

Coordinated Care Organization requests

AliCare Health Plan, Inc. i [ 47,906 |
Cascade Health Alliance ‘ ‘ 10,920
Columbia Pacific CCO, LLC ; 19 25,587 |
Eastern Oregon CCO, LCC ‘ 45,871
FamilyCare CCO 10| 109,809 |
Health Share of Oregon 226,726
Intercommunity Health Network 1 53,532 |
Jackson Care Connect | 1 28,222
Kaiser Permanente OR Plus, LLC | 2,040 |
PacificSource Community Solutions ' ‘ 73,735 |
PacificSource Community Solutions — Gorge | ‘ 12,363 |
PrimaryHealth of Josephine County CCO ‘ 10,657
Trillium Community Health Plan | 80 | 74,152 |
Umpgqua Health Alliance, DCIPA ‘ 25,868
Western Oregon Advanced Health j 20,072 |
Willamette Valley Community Health ‘ 94,595
Yamhill County Care Organization f 21,529 |













