RFA OHA-4690-19-CCO 2.0

Attachment 2 - Application Checklist

The checklist presented in this Attachment 2 is provided to assist Applicants in ensuring that Applicant submits a
complete Application. Please complete and return with Application. This Application Checklist is for the Applicant’s
convenience and does not alter the Minimum Submission requirements in Section 3.2.

Application Submission Materials, Mandatory Except as Noted

Attachment 1 — Letter of Intent

Attachment 2 — Application Checklist

Attachment 3 — Applicant Information and Certification Sheet

Executive Summary

] Full County Coverage Exception Requests (Section 3.2) (Optional)

Reference Checks (Section 3.4.e.)

Attachment 4 — Disclosure Exemption Certificate

Attachment 4 — Exhibit 3 - List of Exempted Information.

Attachment 5 — Responsibility Check Form

Attachment 6 — General Questionnaire

Attachment 6 — Narratives

Attachment 6 — Articles of Incorporation

Attachment 6 — Chart or Iisting_ presenting the iden_tities of and interrelationships between
the parent, Affiliates and the Applicant.

Attachment 6 — Subcontractor and Delegated Entities Report

Attachment 7 — Provider Participation and Operations Questionnaire

Attachment 7 — DSN Provider Report

Attachment 8 — Value-Based Payments Questionnaire

Attachment 8 — RFA VBP Data Template

Attachment 9 — Health Information Technology Questionnaire

Attachment 10 — Social Determinants of Health and Health Equity Questionnaire
Attachment 11 — Behavioral Health Questionnaire

Attachment 12 — Cost and Financial Questionnaire

Attachment 12 — Pro Forma Workbook Templates (NAIC Form 13H)
Attachment 12 — NAIC Biographical Certificate (NAIC Form 11)

Attachment 12 — UCAA Supplemental Financial Analysis Workbook Template
Attachment 12 — Three years of Audited Financial Reports

Attachment 13 — Attestations

Attachment 14 — Assurances

Attachment 15 — Representations

Attachment 16 — Member Transition Plan

Redacted Copy of Application Documents for which confidentiality is asserted. All
redacted items must be separately claimed in Attachment 4. (Optional)
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Attachment 4 - Disclosure Exemption Certificate

Sean Jessup (“Representative”), representing Eastern Oregon Coordinated Care Organization
(“Applicant”), hereby affirms under penalty of False Claims liability that:

1. 1am an officer of the Applicant. | have knowledge of the Request for Application referenced herein. | have
full authority from the Applicant to submit this Certificate and accept the responsibilities stated herein.

2. | am aware that the Applicant has submitted an Application, dated on or about April 22, 2019 (the
“Application”), to the State of Oregon in response to Request for Application #O0HA-4690-18 for CCO 2.0
(the RFA). I am familiar with the contents of the Application.

3. | have read and am familiar with the provisions of Oregon’s Public Records Law, Oregon Revised Statutes
(“ORS”) 192.311 through 192.478, and the Uniform Trade Secrets Act as adopted by the State of Oregon,
which is set forth in ORS 646.461 through ORS 646.475. | understand that the Application is a public
record held by a public body and is subject to disclosure under the Oregon Public Records Law unless
specifically exempt from disclosure under that law.

4. 1 have checked Box A or B as applicable:

A .[x] The Applicant believes the information listed in Exhibit A to this Exhibit 4 is exempt from public
disclosure (collectively, the “Exempt Information”), which is incorporated herein by this
reference. In my opinion, after consulting with a person having expertise regarding Oregon’s
Public Records Law, the Exempt Information is exempt from disclosure under Oregon’s Public
Records Law under the specifically designated sections as set forth in Exhibit A or constitutes
“Trade Secrets” under either the Oregon Public Records Law or the Uniform Trade Secrets Act
as adopted in Oregon. Wherever Exhibit A makes a claim of Trade Secrets, then Exhibit A
indicates whether the claim of trade secrecy is based on information being:

1. A formula, plan, pattern, process, tool, mechanism, compound, procedure, production data, or
compilation of information that:

I. is not patented,

ii. is known only to certain individuals within the Applicant’s organization and that is used in a
business the Applicant conducts,

iii. has actual or potential commercial value, and

Iv. gives its user an opportunity to obtain a business advantage over competitors who do not
know or use it.

Or

2. Information, including a drawing, cost data, customer list, formula, pattern, compilation,
program, device, method, technique or process that:

i. Derives independent economic value, actual or potential, from not being generally known to
the public or to other persons who can obtain economic value from its disclosure or use; and

ii. Is the subject of efforts by the Applicant that are reasonable under the circumstances to
maintain its secrecy.

B. [_] Exhibit A has not been completed as Applicant attests that are no documents exempt from public
disclosure.
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Exhibit A to Attachment 4

Applicant identifies the following information as exempt from public disclosure under the following designated
exemption(s):

Section Redacted | ORS or other Reason for Redaction
Authority

Attachment 12 — ORS 192.355(2) 1. Forms contain personal information that would
NAIC Biographical constitute an invasion of privacy.
Certificate NAIC
Form 11
Attachment 7 — ORS 192.345(2) 2. The number of pharmacies in our pharmacy network
12. f. 3. portion of  |Trade Secret constitutes information that derives independent
response economic value, actual or potential, from not being

generally known to the public or to other persons who
can obtain economic value from its disclose or use.

Attachment 7 — ORS 192.345(2) 3. The number of claims our PBM system processed in
12.f. 4. portion of  |Trade Secret 2018 and the performance information constitutes
response information that derives independent economic value,

actual or potential, from not being generally known to

the public or to other persons who can obtain economic
value from its disclose or use.

Attachment 7 — ORS 192.345(2) 4. Certain terms within our PBM agreement constitute
12. f. 6. portion of  |Trade Secret information that derives independent economic value,
response actual or potential, from not being generally known to

the public or to other persons who can obtain economic
value from its disclose or use.

Attachment 7 — 12. |ORS 192.345(2) 5. Pricing constitutes cost data that derives independent
F. 6. - NW Trade Secret economic value, actual or potential, from not being
Prescription Drug generally known to the public or to other persons who
Consortium Pricing can obtain economic value from its disclose or use.
Attachment 7 — DSN |ORS 192.355(2) 6. The report contains personal information that would
Provider Report constitute an invasion of privacy.
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Attachment 5 - Responsibility Check Form

OHA will determine responsibility of an Applicant prior to award and execution of a Contract. In addition to this
form, OHA may notify Applicant of other documentation required, which may include but is not limited to recent
profit-and-loss history, current balance statements and cash flow information, assets-to-liabilities ratio, including
number and amount of secured versus unsecured creditor claims, availability of short and long-term financing,
bonding capacity, insurability, credit information, materials and equipment, facility capabilities, personnel
information, record of performance under previous contracts, etc. Failure to promptly provide requested information
or clearly demonstrate responsibility may result in an OHA finding of non-responsibility and rejection.

1. Does Applicant have available the appropriate financial, material, equipment, facility and personnel
resources and expertise, or ability to obtain the resources and expertise, necessary to demonstrate the
capability of Applicant to meet all contractual responsibilities?

YES NO [].

2. Within the last five years, how many contracts of a similar nature has Applicant completed that, to the
extent that the costs associated with and time available to perform the contract remained within
Applicant’s Control, Applicant stayed within the time and budget allotted, and there were no contract
claims by any party? Number: _1

How many contracts did not meet those standards? Number: _0 If any, please explain.
| Response:
3. Within the last three years has Applicant (incl. a partner or shareholder owning 10% or more of

Applicant’s firm) or a major Subcontractor (receiving 10% or more of a total contract amount) been
criminally or civilly charged, indicted or convicted in connection with:

¢ obtaining, attempting to obtain, or performing a public (Federal, state, or local) contract or
subcontract,

¢ violation of federal or state antitrust statutes relating to the submission of bids or proposals, or

e embezzlement, theft, forgery, bribery, falsification or destruction of records, making false
statements, tax evasion, or receiving stolen property?

YES[ ] NO

If "YES," indicate the jurisdiction, date of indictment, charge or judgment, and names and summary of
charges in the response field below.

Response:

4. Within the last three years, has Applicant had:
e any contracts terminated for default by any government agency, or

e any lawsuits filed against it by creditors or involving contract disputes?

YES[] NO
If "YES," please explain. (With regard to judgments, include jurisdiction and date of final judgment or
dismissal.)
| Response:
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Certificate of Completion

The State of Oregon, iLearnOregon - Core Domain,
hereby certifies that

Karen Wheeler

Has successfully completed the following:

DAS - CHRO - Overview of Pay Equity

on3/25/2019



Certificate of Completion

The State of Oregon, Other, Non State Employees,
hereby certifies that

Chante Hillen

Has successfully completed the following:

DAS - CHRO - Overview of Pay Equity

on2/13/2019
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Attachment 6 — General Questions
A. Background Information about the Applicant

1. Questions

In narrative form, provide an answer to each of the following questions. Describe the
Applicant’s Legal Entity status, and where domiciled.

a. Describe Applicant’s Affiliates as relevant to the Contract.

Eastern Oregon Coordinated Care Organization, LLC has Administrative Services Agreements
with two of its members, ODS Community Health, Inc. and Greater Oregon Behavioral Health,
Inc. (GOBHI). Additionally, EOCCO contracts with ODS Community Dental, the ultimate
controlling parent organization of ODS Community Health, Inc., as one of its Dental Care
Organizations.

b. Isthe Applicant invoking alternative dispute resolution with respect to any
Provider (see OAR 410-141-3268)7? If so, describe.

No

c. What is the address for the Applicant’s primary office and administration located
within the proposed Service Area?

Primary address: 601 SW Second Avenue, Portland OR 97204

Although EOCCO does not have an office within the proposed service area we have successfully
demonstrated our ability to administer the program from our primary location.

d. What counties are included in this Service Area? Describe the arrangements the
Applicant has made to coordinate with county governments and establish written
agreements as required by ORS 414.153.

EOCCOQ’s proposed service area includes 12 rural and frontier counties in Eastern Oregon. The
proposed service area matches EOCCQ’s existing service area. Counties include: Baker, Gilliam,
Grant, Harney, Lake, Malheur, Morrow, Sherman, Umatilla, Union, Wallowa and Wheeler.

EOCCO has contractual agreements in place with each of the available public health departments
within the 12 county service area to provide point of contact services including but not limited to
immunizations, disease treatments and family planning services. Additionally, EOCCO contracts
with public health departments to provide well child care visits, school based clinic services and
other services as they are available. EOCCO also has contractual agreements with each of the
community mental health programs that provide services within EOCCQO’s 12 county service
area.

e. Prior history:

(1) Is Applicant the Legal Entity that has a contract with OHA as a CCO as
of January 1, 2019 (hereinafter called ""Current CCO™)?

Yes

(2) Ifnoto 1, is Applicant the Legal Entity that had a contract with OHA as
a CCO prior to January 1, 20197
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Not Applicable

(3) Ifnotoland 2,is Applicant an Affiliate with or a Risk Assuming Entity
of a CCO that has a current or prior history with OHA?

Not Applicable

(4) Ifnotol, 2, and 3, what is Applicant’s history of bearing health care risk
in Oregon?

Not Applicable

f.  Current experience as an OHA contractor, other than as a Current CCO. Does
this Applicant (or an Affiliate of Applicant) currently have a contract with the
OHA as a licensed insurer or health plan third party administrator for any of the
following (hereinafter called “Current OHA Contractor”)? If so, please provide
that information in addition to the other information required in this section.

Public Employees Benefit Board
Oregon Educators Benefit Board
Adult Mental Health Initiative
Cover All Kids

Other (please describe)

Moda Health Plan, Inc. has held a contract with PEBB as a licensed insurer under contract #5300
since 1/1/2015 and OEBB under contract #107-1615-17 since 10/1/2008 for medical plan
administration. Moda Health (formerly ODS) contracted with SEBB, BUBB, and the OEA
Choice Trust prior to this. Delta Dental Plan of Oregon has held a contract with PEBB as a
licensed insurer under contract #4700 since 1/1/2007 and OEBB under contract #107-1617-08
since 10/1/2008 for dental plan administration. Delta Dental (formerly ODS) contracted with
SEBB, BUBB and the OEA Choice Trust prior to this.

GOBHI currently holds several agreements with the OHA:

Choice Model Services - OHA #155517

Early Assessment & Support Alliance - OHA #153236

Older/Disabled Adult Mental Health Services - OHA #153238

Rental Assistance Program Services - OHA #153237

Provider Services Contract — Mental Health Organization - OHA # 132222
Community Behavioral & Substance Use Disorder Services (Opioid Use Disorder
Treatment Services) - OHA #158979

Non-Emergent Medical Transportation (NEMT) - OHA #155736

EOCCO currently holds a contract with OHA for the Cover All Kids population under contract
#156268. EOCCO intends to continue serving the Cover All Kids population as part of CCO 2.0.

g. Does the Applicant (or an Affiliate of Applicant) have experience as a Medicare
Advantage contractor? Does the Applicant (or an Affiliate of Applicant) have a
current contract with Medicare as a Medicare Advantage contractor? What is
the Service Area for the Medicare Advantage plan?

RFA OHA-4690-19-EOCCO Attachment 6 Page 2 of 9



RFA OHA-4690-19 - CCO 2.0

Yes. Moda Health Plan, Inc. has offered Medicare Advantage since 2006. Our contract with
CMS is current. Our PPO contract is state-wide. Our HMO contract is limited to the 12 counties
in Eastern Oregon that mirror the EOCCO service area.

h. Does Applicant have a current Dual Special Needs Coordination of Benefits
Agreement with OHA to serve Fully Dual Eligible Members?

Yes, EOCCO currently has a Coordination of Benefits Agreement (COBA) and coordinates with
COBA to receive direct crossover claims for Fully Dual Eligible Members with Traditional
Medicare.

i. Does the Applicant (or an Affiliate of Applicant) hold a current certificate of
authority for transacting health insurance or the business of a health care service
contractor, from the Department of Consumer and Business Services, Division of
Financial Regulation?

Yes, EOCCO affiliate Moda Health Plan, Inc. is a licensed health care service contractor in
Oregon. Oregon Dental Service, doing business as Delta Dental Plan of Oregon, is also a
licensed health care service contractor.

j. Does the Applicant (or an Affiliate of Applicant) hold a current contract effective
January 1, 2019, with the Oregon Health Insurance Marketplace?

Yes, EOCCO affiliates Moda Health Plan, Inc. and ODS/DBA Delta Dental have contracts with
the Oregon Health Insurance Marketplace for 2019.

k. Describe Applicant’s demonstrated experience and capacity for engaging
Community members and health care Providers in improving the health of the
Community and addressing regional, cultural, socioeconomic and racial
disparities in health care that exist among Applicant’s enrollees and in
Applicant’s Community.

EOCCO has experience and capacity for engaging community members and health care
providers to improve the health of the communities in a variety of different ways. Below are a
number examples of EOCCQO’s work and demonstrated experiences.

EOCCQO’s health plan/provider joint equity structure allows for true buy in and engagement in
the success of EOCCO beyond just a provider contract. Seven of the largest care delivery
systems within our geography are owners in EOCCO and have a vested interest in the success of
EOCCO. Additionally, regardless of ownership all 10 hospital delivery systems located within
EOCCOQ’s geography participate in EOCCO’s Board meetings.

EOCCO has a Clinical Advisory Panel (CAP) that services as a clinical matters advisory group
for EOCCO. The CAP helps evaluate new clinical strategies directed at achieving the Triple Aim
on behalf of all EOCCO communities.

EOCCO provides quality measure bonus funding to primary care providers as a tool for
incenting providers to continuously improve their performance.

From the community engagement standpoint EOCCO has 12 Local Community Advisory
Council’s (LCAC), one in each of the 12 counties. The chair of each LCAC along with a County
Commissioner or County Judge services on a Regional Community Advisory Council (RCAC).
The chair of the RCAC serves on the EOCCO Board.
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EOCCO provides annual funding to each of our 12 LCAC’s so that they can address challenges
identified in each of their community health improvement plans.

EOCCO has significant data and analytics capacity and regularly provides cost/utilization
reports, incentive measure performance reports and produces other ad hoc reports as needed.
EOCCO’s reporting gives providers and communities data to identify and help inform the
development of initiatives to address regional, cultural, socio economic and racial disparities in
health care that exist in each of EOCCO’s communities. For example, EOCCO provides county
specific cost/utilization and quality metrics performance results and can further refine reporting
using the race and ethnicity data provided by OHA. This information is then used to inform the
development of the Community Health Improvement plan in each of EOCCQO’s 12 counties.

I. Identify and furnish résumés for the following key leadership personnel (by
whatever titles designated):

Chief Executive Officer

Chief Financial Officer

Chief Medical Officer

Chief Information Officer

Chief Administrative or Operations Officer

(résumeés do not count toward page limit; each resume has a two page limit)
Please refer to the Biographical Resume document included in our RFA response.

m. Provide a chart (as a separate document, which will not be counted against page
limits) identifying Applicant’s contact name, telephone number, and email
address for each of the following:

The Application generally,

Each Attachment to the RFA (separate contacts may be furnished for parts),
The Sample Contract generally,

Each Exhibit to the Sample Contract (separate contacts may be furnished for
parts),

e Rates and solvency,

o Readiness Review (separate contacts may be furnished for parts), and

e Membership and Enrollment

Please refer to the Contact List included in our RFA response.
B. Corporate Organization and Structure

1. Questions

a. Provide a certified copy of the Applicant’s articles of incorporation, or other
similar legal entity charter document, as filed with the Oregon Secretary of State
or other corporate chartering office.

Please refer to the EOCCO Articles of Organization included in our RFA response.

b. Provide an organization chart listing of ownership, Control or sponsorship,
including the percentage Control each person has over the organization.
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c. Describe any licenses the corporation possesses.
EOCCO holds a current CCO contract with the OHA. EOCCO holds no other licenses.

d. Describe any administrative service or management contracts with other parties
where the Applicant is the provider or Recipient of the services under the
contract. Affiliate contracts are excluded in this item and should be included
under Section C.

EOCCO is not a provider or recipient of services under administrative or management service
agreements with unrelated third parties. EOCCO has administrative service agreements with two
of its members, ODS Community Health, Inc. and Greater Oregon Behavioral Health, Inc.

C. Corporate Affiliations, Transactions, Arrangements

1. Questions

a. Provide an organization chart or listing presenting the identities of and
interrelationships between the parent, the Applicant, Affiliated insurers and
reporting entities, and other Affiliates. The organization chart must show all lines
of ownership or Control up to Applicant’s ultimate controlling person, all
subsidiaries of Applicant, and all Affiliates of Applicant that are relevant to this
Application. When interrelationships are a 50/50% ownership, footnote any
voting rights preferences that one of the entities may have. For each entity,
identify the corporate structure, two—character state abbreviation of the state of
domicile, Federal Employer’s Identification Number, and NAIC code for insurers.
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Schedule Y of the NAIC Annual Statement Blank—Health is acceptable to supply
any of the information required by this question. If a subsidiary or other Affiliate
performs business functions for Applicant, describe the functions in general
terms.

Please refer to the Organization Chart included above and separately in our RFA response.

b. Describe of any expense arrangements with a parent or Affiliate organization.
Provide detail of the amounts paid under such arrangements for the last two
years. Provide footnotes to the operational budget when budgeted amounts
include payments to Affiliates for services under such agreements.

EOCCO administrative functions are provided by EOCCO affiliates/equity partner’s ODS
Community Health, Inc. (ODSCH) and Greater Oregon Behavioral Health Inc. (GOBHI) through
administrative services agreements with EOCCO.

ODSCH performs all medical administration including all corporate functions for EOCCO such
as compliance, customer service, encounter data, data analytics, actuarial, financial, legal, quality
improvement, etc. Under this arrangement, EOCCO paid ODSCH $19.8m and $21.6m in 2018
and 2017, respectively.

GOBHI provides all behavioral health and non-emergency medical transportation administration.
Under this arrangement, EOCCO paid GOBHI $3.3m in 2018 and 2017.

Compensation for service is based on the administrative fees calculated and paid to EOCCO by
OHA for the services provided by ODSCH and GOBHI respectively.

c. Describe Applicant’s demonstrated experience and capacity for:

e Managing financial risk and establishing financial reserves
¢ Meeting the minimum financial requirements for restricted reserves and net
worth in OAR 410-141-3350.

EOCCO has demonstrated experience and capacity for meeting minimum loss ratios and
establishing reserves for claims payable based on actuarial data and specific large claims
resulting in low prior year development.

EOCCO has historically met minimum financial requirements for restricted reserves and net
worth. During 2018, EOCCO increased its reserves and continues to assess requirements
monthly.

D. Subcontracts

1. Informational Questions

a. Please identify and describe any business functions the Contractor subcontracts or
delegates to Affiliates.

EOCCO will enter into an administrative services agreement with ODS Community Health, Inc.
and Greater Oregon Behavioral Health, Inc. pursuant to which ODS Community Health, Inc. and
Greater Oregon Behavioral Health, Inc. will provide personnel and services to allow EOCCO to
fulfill its responsibilities as a coordinated care organization, including, without limitation,
administrative functions, healthcare services, operations, financial services and
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regulatory/compliance functions. GOBHI will provide all behavioral health and non-emergency
medical transportation administration.

b. What are the major subcontracts Applicant expects to have? Please provide an
example of subcontracted work and describe how Applicant currently monitors
Subcontractor performance or expects to do so under the Contract.

(example of subcontracted work does not count toward page limit)

EOCCO will delegate work to subcontractors. We have provided the list of subcontractors along
with examples of the business functions they provide and how we monitor their performance in
the document titled “Subcontractor Example” included with our response.

E. Third Party Liability

1. Informational Questions

a. How will Applicant ensure the prompt identification of Members with TPL across
its Provider and Subcontractor network?

To ensure prompt identification of members, EOCCO utilizes multiple methods to identify third
party liability (TPL) information. One method is extracting the TPL data provided on the 834
enrollment files. Also, TPL information is self-reported from members and/or providers via
phone, email, fax or in writing. An example of this is during a pre-authorization request where a
provider sends in chart notes, faxed to EOCCO. Providers also notify EOCCO via claims
submission, of member TPL information. Additionally, EOCCO utilizes a coordination of
benefits data mining vendor, which match our current EOCCO members to other coverage.
Finally, the claims processing system is configured to identify claims with diagnoses where TPL
could be relevant. When TPL information is received through one of the channels above, the data
is validated against our core operating system and discrepancies are reviewed for accuracy.

We utilize the TPL information in our claims processing system to accurately calculate provider
payments and to identify claims that need additional review. EOCCO has established review
protocol where the subrogation department will review coordination of benefits or request
additional information related to the claim. We notify providers in writing who improperly bill
EOCCO before the appropriate TPL source.

EOCCO has TPL information available through the online member eligibility portal and by
phone, when providers call to verify member eligibility. To ensure subcontractors are aware of
any member TPL, this information is provided to them via eligibility files transmitted, if
applicable.

b. How will Applicant ensure the prompt identification of Members covered by
Medicare across its Provider and Subcontractor network?

In addition to the process outlined above, EOCCO utilizes weekly reports for members that are
turning 65 or have conditions that qualify them for Medicare. These report are validated to
identify if any Medicare coverage exists.

F. Oversight and Governance

1. Informational Questions
Please describe:
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a. Applicant’s governing board, how board members are elected or appointed, how
the board operates, and decisions that are subject to approval by a person other
than Applicant.

EOCCO is a manager-managed limited liability company who’s Board of Directors (Board)
functions as the manager of the company. The Board is currently comprised of 16 directors. Each
member listed on the organizational chart provided in response to Section B (1)(b) above
appoints one Board member for a total of eight directors. An additional director is appointed
collectively by the small hospitals which are not members of EOCCO but that have contracts
with it which includes Morrow County Health District, Wallowa Memorial Hospital, Lake
District Hospital, Blue Mountain Hospital District, and Harney District Hospital. The 12 counties
which are served by EOCCO but which counties do not have a member also collectively appoint
one director. The remaining five or more directors are elected by the Board as follows: two
health care providers in active practice, one of whose area of practice is primary care; one mental
health or chemical dependency provider; at least one person from the community advisory
council, and at least two people from the community at large. The Board will elect additional
directors as necessary to meet the requirements of ORS 414.625, as amended from time to time.
All decisions regarding the management of EOCCO are made by the Board of Directors.

b. Please describe Applicant’s key committees including each committee’s
composition, reporting relationships and responsibilities, oversight responsibility,
monitoring activities and other activities performed.

Clinical Advisory Panel

Composition: 10 members including primary care providers, behaviorists, nurses, public
health representatives, and dentists.

Reporting relationships and responsibilities: Reports directly to the Board. Serves as a
clinical matters advisory group to the EOCCO Medical Director and helps evaluate new
clinical strategies directed at achieving the Triple Aim, including provision of stewardship of
EOCCO delivery system transformation; monitoring implementation and performance of
EOCCO risk contracts; providing monthly provider progress reports and monitoring
incentive measure performance; annually proposing a Quality Bonus Payment formula to the
Board; serving as a “Delivery System Review Group” (including reviewing EOCCO’s
Physical/Behavioral/Dental care integration progress, EOCCO claims and clinical policies,
and EOCCO clinical decision tool utilization); and annually producing an Office Staff and
Provider Summit.

Oversight responsibility: Chaired by EOCCO Contract Medical Director who prepares a
summary of each Panel meeting for the Board. The Board is responsible for final decisions
on Panel recommendations.

Monitoring activities: Monitored by EOCCO Medical Directors, EOCCO Clinical
Consultant, EOCCO President, and the EOCCO Board.

Other activities performed: As determined from time to time by the EOCCO Medical
Director.

Grant Subcommittee

Composition: Five members (Clinical consultant, GOBHI representative, and three Board
members and three staff (President, two ORPRN staff).
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Reporting relationships and responsibilities: EOCCO contracts with the Oregon Rural
Practice-based Research Network (ORPRN) to prepare requests for grant proposals,
independently evaluate proposals, and submit funding recommendations. The Subcommittee
then reviews those recommendations, amends them as appropriate, and then submits the
recommendations to the Board for approval.

Oversight responsibility: The Board is responsible for the final grant determinations. The
Board is supplied a summary of each Subcommittee meeting.

Monitoring activities: The Board is supplied a summary of each Subcommittee meeting.
Grant recipients must file interim and final project reports. Yearend summaries are provided
to the Board by ORPRN staff. Monitored by the EOCCO Clinical Consultant, EOCCO
President, and the Board.

Other activities performed: Each year, the Subcommittee is responsible for determining
categories for proposals and for proposing new projects to the Board for approval (for
example, the New Ideas fund and the Public Health Fund)

Risk Contract Surplus/Incentive Measures Settlement Distribution Subcommittee

Composition: Seven members (five Board members, Clinical Consultant, President).
Reporting relationships and responsibilities: Reports directly to the Board. Responsible for
submitting recommendations for distribution of risk contract surpluses (within parameters of
contract) and incentive measures settlement to the Board for approval.

Oversight responsibility: The Board is responsible for final distribution decisions.
Monitoring activities: The Board is supplied a summary of each Subcommittee meeting.
Monitored by the EOCCO Clinical Consultant, EOCCO President, and the Board.

Other activities performed: The Subcommittee has recently been involved in developing
performance- and risk-based modifications to the EOCCO enhanced PCPCH payment
program, the 2019 dental utilization and quality contract, and the EOCCO Public Health
Fund and will soon begin discussion on performance-based hospital payments.

c. The composition, reporting responsibilities, oversight responsibility, and
monitoring activities of Applicant’s CAC.

The EOCCO Board appoints a Regional Community Advisory Council (RCAC) with
representation from each of the 12 Local Community Advisory Councils (LCAC). The RCAC
oversees and coordinates LCAC activities including the Community Health Assessments,
Community Health Improvement Plans, and preventive care activities.

The RCAC is composed of two members from each LCAC, including the Chair from each
LCAC who serves as a voting member of the RCAC and a county government representative
(elected, appointed, or employee). The chair of the RCAC is a voting member on the EOCCO
Board.

LCACs are composed of community members and intended to represent the diversity of the
communities they serve, including race/ethnicity, age, gender identify, sexual orientation,
disability, and geographic location. Each County Commission reviews all applications and
nominates members of the LCAC, including members from county government.

The RCAC produces an annual report on EOCCQ's progress with Community Health
Improvement and presents the report to the EOCCO Board.
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Subcontractors and Delegated Entities Report

Identify any work required under the CCO contract that has been subcontracted

or delegated to an entity other than the contracted CCO.

Reporting Year

Correspondence Addres

- Tax ID #
Subcontractor/Affiliate Name
(SSN/FEIN)
Street Address / P.O. Box
ODS Community Health 45-0528457 601 SW 2nd Ave.
Greater Oregon Behavioral Health Inc. 93-1144014 401 E. 3rd Street, Suite
101
ODS Community Dental 93-0438772 601 SW 2nd Ave.
Advantage Dental 93-1195386 442 SW Umatilla Ave, Ste

200




Eastern Oregon IPA 93-1131275 1100 Southgate Suite 13

EviCore Healthcare 14-1831391 400 Buckwalter Place Blvd

MedIimpact Healthcare System Inc. 33-0567651 10181 Scripps Gateway
Ct.

Magellan Rx Management 02-0676924 6870 Shadowridge Drive,

Ste. 111




CCO Name: EOCCO
Reporting
2019 Quarter 1

3S Subcontractor/Affiliate Physical Address

City State Zip Country |Street Address |City State Zip

Portland OR 97204 USA 601 SW 2nd Portland OR 97204
Ave.

The Dalles |OR 97058 USA 401 E. 3rd The Dalles OR 97058
Street, Suite
101

Portland OR 97204 USA 601 SW 2nd Portland OR 97204
Ave.

Redmond OR 97756 USA 442 SW Redmond OR 97756
Umatilla Ave,
Ste 200




Pendleton OR 97801 USA 1100 Pendleton OR 97801
Southgate
Suite 13

Bluffton SC 29910 USA 400 Buckwalter|Bluffton SC 29910
Place Blvd

San Diego CA 92131 USA 10181 Scripps |San Diego CA 92131
Gateway Ct.

Orlando FL 32812 USA 8621 Robert Columbia MD 21046

Fulton Drive




Parent

Company Name Service Type(s)
(if applicable)
Country State Country
USA Moda Health OR USA Medical
USA NA OR USA Behavioral Health
USA Oregon Dental OR USA Dental
Services
USA Advantage OR USA Dental
Community

Holding Company,
LLC




USA NA NA NA NA

USA Cigna Corporation |CT USA High Tech Imaging
USA NA NA NA Pharmacy

USA Magellan FL USA Dialysis

Pharmacy Services,
Inc.




Subcontractor/Affiliate

Subcontractor/Affiliate

Owner(s) Owner(s) Percent Payment
Business Name or Individual’'s  |Individual's First Name (if |Ownership Methodology
Last Name applicable)

Moda Health NA 100 100% of Admin
Fee related to
contracted
services

Greater Oregon Behavioral Health NA 100 100 % of Admin
Fee related to
contracted
services

Oregon Dental Services NA 100 PMPM

Advantage Consolidated, LLC NA 20 PMPM

DentaQuest, LLC 80




Eastern Oregon IPA NA 100 PMPM
Cigna Corporation NA 100 PMPM
MedIimpact Healthcare System Inc. NA 100 Flat fee per claim
Magellan Health NA 100 PMPM




Subcontract Begin Date Subcontract End Date
Payl:e:tl Date of most
Methodology: recent
Other )
Compliance
Month Day Year Month |Day Year Review
September |1 2012 NA NA NA April, 2018
September |1 2012 NA NA NA April, 2018
September |1 2012 NA NA NA April, 2018
September |1 2012 NA NA NA April, 2018




November 2012 NA NA NA April, 2018

April 2017 NA NA NA January, 2019

September 2012 NA NA NA December,
2018

June 2013 NA NA NA December,

2018




Downstream
Delegation of
Services

Describe the work
being Subcontracted
or Delegated

NA

Medical claim
administration, medical
customer service, medical
and pharmacy utilization
and case management,
appeal and grievance
adjudication, medical
provider network and
credentialing and overall
health plan operations.

Behavioral health claims
administration, behavioral
health customer service,
behavioral health
utilization and case
management and provider
network management.
Non-emergent medical
transportation.

NA

Oral health claims
administration, customer
service, provider network
management and
credentialing.

NA

Oral health claims
administration, customer
service, provider network
management and
credentialing.




NA

Case management,
authorization and referral
management for EOCCO
member with EOIPA
PCP’s.

NA High tech imaging
utilization management.
NA Pharmacy point of sale
prescription processing.
NA Kidney dialysis

management.




CERTIFICATE

State of Oregon

OFFICE OF THE SECRETARY OF STATE
~ Corporation Division

I, KATE BROWN, Secretary of State of Oregon, and Custodian of the Seal of said
State, do hereby certify:

That the attached copy of the
Articles of Organization
filed on
May 11, 2012

. - for '
EASTERN OREGON COORDINATED CARE

ORGANIZATION, LLC

is a true copy of the original document
that has been filed with this office.

In Testimony Whereof, I have hereunto set
my hand and affixed hereto the Seal of the
State of Oregon.

KATE BROWN, Secretary of State
May 11, 2012

Come visit us on the internet at http://iwww filinginoregon.com
- ' FAX (503) 378-4381 ) 1101




WAY 17 2012

ARTICLES-OF ORGANIZATION

SECRETARY oF STATE

EASTERN OREGON COORDINATED CARE ORGANIZATION, LL.C

’ ARTICLE 1
Name

The name of the hmlted habll)ty company is Eastern Oregon Coordinated Care Organization,
LIC (the “Company”) .- _ !

ARTICLE 2
Management

The Company is a manager-managed limited liability company. :

: ARTICLE 3
The initial members of the Company, each holding an equal interest therem are ODS
Commumty Health, Inc. and Greater Oregon Behavnoral Health, Inc : L

) ‘ | ARTICLE 4 .
- Registered Ofﬁce and Registered Agent

The address of the Company 3 1n1t1al reglstered ofﬁce and the name of the Company’s m’ltlal
registered agent at that ofﬁce is:

SW&W Legal Services, Inc.

Attn: Kelly T. Hagan

(1211 8W Fifth Avenue, Suite 1500-2000 -
" Portland, OR 97204 i 7

 'ARTICLE 5  -
Mailing Address for Notices

\. ' N
The mailing address to which notices may be mailed is:

SW&W Legal Services, Inc.
Attn: Keily T. Hagan : .

. 1211 SW Fifth Avenue, Suite 1500- 2000 : - N
“Portland, OR 97204 '

EASTERN OREGON COORDIN.ATED CARE

1- ARTICLES OF ORGANIZATION




ARTICLE 6
Organizer

The namée and addrress of the organizer is: - | i';
KellyT Hagan
Schwabe, Wiiliamson, & Wyatt, PC
1211 SW Fifth Avenue, Suite 1500-2000
Portland, OR 97204

ARTICLE 7
Existence

The existence of the Company is perpetual. ' -

Dated: May 11,2012

Organizer:

Vi

AR _ Kelly T. Hagan // vt

Person rto contact about this ﬁling: Kelly T. Hagén
Daytime phone number: 503-222-9981 ™
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Biographical Resumes

Chief Executive Officer

Kevin Campbell, Chief Executive Officer
kevin.campbell@gobhi.net
541.298.2101

Since 2001, Kevin has been the CEO of Greater Oregon Behavioral Health, Inc. (GOBHI) a
member-owned benefits management company (501(c)(3) dedicated to assuring the delivery of
high quality behavioral health services in rural Oregon. GOBHI is also a licensed child placing
agency and operates more than 30 therapeutic foster homes throughout rural Oregon. Kevin is
also the CEO of the Eastern Oregon Coordinated Care Organization, in which GOBHI is a
majority owner.

Having worked since 1995 in a leadership position of rural behavioral health, Kevin is very
familiar with what the impact of the social determinants of health has on the cost of healthcare.
He serves as a member of the Board of Directors of the National Council for Behavioral Health,
the oldest and largest national community behavioral healthcare advocacy organization in the
country.

A native Oregonian, Kevin is a University of Portland graduate, former County Judge and is the
owner of a fourth generation, family owned, cattle ranch in the John Day River Valley.

President

Sean Jessup, President (EOCCO) / Vice President, Medicaid Programs (Moda Health)
sean.jessup@modahealth.com
503.265.4748

For more than 20 years, Sean Jessup, Vice President of Medicaid Programs at Moda Health, has
been a leader and an innovator in the ways in which healthcare is provided and paid for in
Oregon. At Moda, Sean has held leadership positions in claims, customer service, provider
contracting and benefits programming. Today, he uses these accumulated skills to oversee the
operational and financial performance of the Eastern Oregon Coordinated Care Organization
(EOCCO), a 48,000-member CCO serving members in 12 frontier and rural Oregon counties. In
January 2019 Sean was named President of the EOCCO.

In this role, Sean works closely with local elected officials, public health advocates and EOCCO
board members, as well as a wide range of hospital and provider partners, to implement
innovative programs that reduce costs and improve care for people living and working
throughout Eastern Oregon.
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Sean maintains strong ties with key members of the provider community across Eastern Oregon
and with state officials charged with overseeing Oregon’s Medicaid program. These relationships
position Sean to share insightful recommendations that both enhance access to care for members
of the Oregon Health Plan and provide for them better health outcomes.

Prior to joining Moda Health, he worked for Quest Diagnostics Medical laboratory and for a
medical billing company in Oregon. Sean is an alumnus of the Strategic Marketing Management
Executive Program at Stanford University’s Graduate School of Business.

Chief Financial Officer

Dave Evans, Senior Vice President and Chief Financial Officer (Moda)
dave.evans@modahealth.com
503.243.3952

As senior vice president and CFO, Dave is responsible for overseeing Moda Health’s financial,
treasury, regulatory, information services, underwriting and actuarial functions. He brings a
broad knowledge of financial planning and budget management to his role. For nearly a decade,
Dave served as controller of Moda Health (then ODS), where he was responsible for day-to-day
accounting and finance activities. Prior to joining Moda Health, he was an audit manager at
PricewaterhouseCoopers, where he focused on financial services, including insurance and real
estate.

Dave earned his bachelor’s degree at Oregon State University. An active certified public
accountant, he participates in the Oregon Society of Certified Public Accountants’ mentoring
program and is involved with the American Institute of CPAs. He is also active in the
community, serving on the board of the Assistance League and two metro oversight committees.

Chief Medical Officer
Dr. Jim Rickards, Senior Medical Director, Population Health & Delivery System
Collaboration (Moda Health)

jim.rickards@modahealth.com
503.243.3954

Jim Rickards, MD, MBA, is a board-certified radiologist who believes our health results from
what happens in both the clinic and the community. He started out interpreting medical imaging
studies such as CAT scans and MRIs. Over the course of his career, he has developed ways to
move beyond helping individual patients to improve the health of populations and communities.
In this work, he helped start one of 16 original Medicaid Coordinated Care Organizations
(CCOs) in Oregon, the Yamhill CCO, and served as the organization's Health Strategy Officer.
He has also helped develop and guide health policy and legislation at the state level during his
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time as the Chief Medical Officer for the Oregon Health Authority (OHA). He is currently Moda
Health’s Senior Medical Director for Population Health and Delivery System Collaboration, and
is working to integrate value-based payment models and population health strategies for
commercial insurance, Medicare and Medicaid populations.

Dr. Rickards holds an MD degree from Indiana University. He completed his radiology
residency training at Cook County Hospital in Chicago, and finished an MRI predominate body-
imaging fellowship at Rush University. He holds a healthcare-focused MBA from OHSU-PSU
and is currently completing a Masters in Population Health through Thomas Jefferson
University.

Chief Information Officer

Sue Hansen, Vice President, Business Operations & Enterprise Project Management Office
(Moda)

sue.hansen@modahealth.com

503.265.5705

Sue Hansen is Vice President of Business Operations & Enterprise Project Management Office
(EPMO). She is responsible for Moda’s strategic technology development and implementation,
membership accounting operations and is accountable for corporate initiatives and project
implementation through the Moda EPMO.

Sue joined Moda Health, formerly ODS, in 2004 as the Director, Information Services. In this
role, she was responsible for the implementation of core administrative systems, including the
Facets Extended Enterprise system. She also served as Moda’s Chief Information Officer for
more than ten years. Sue has over 40 years of experience in technology and the health insurance
industry, and more than 25 years of management experience.

Chief Administrative or Operations Officer

Robin Richardson, Senior Vice President (Moda)
robin.richardson@modahealth.com
503.243.4491

Currently, Robin is the senior executive responsible for leading Moda Health's major
Government accounts, the Oregon Educator’s Benefit Board (OEBB), the Public Employees
Benefit Board (PEBB) and the Public Employee Retirement System (PERS) Health Insurance
Program (PHIP) for Medical, Dental, Pharmacy and Vision services. He is also responsible for
leading Moda’s Medicaid initiatives, including its Eastern Oregon Coordinated Care
Organization, (EOCCO). Robin’s past experience and present leadership of a wide variety of
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areas within Moda provides him with a broad perspective of the changing and challenging
dynamics of the market in this era of healthcare transformation.

Prior to joining Moda Health in 1998, Robin served as Executive Director of the National Home
Infusion Association based in Alexandria, Virginia. Prior to that he served as Vice President for
Home Health Care and Institutional Services for the National Community Pharmacists
Association also based in Alexandria, Virginia.

Robin volunteers for the American Diabetes Association (ADA) where he has served in a variety
of leadership positions at a local and national level including service on the National Board of
Directors and on ADA’s National Finance Committee. Locally, he served as Chair of the
Community Leadership Board for Oregon and SW Washington. Robin recently completed a
three year term of service to the ADA as Vice Chair, Chair Elect and Chair of ADA’s National
Board of Directors.

Currently, Robin is Chair of the Board of the Eastern Oregon Coordinated Care Organization. He
is also a member of the Board of Directors of the Oregon Business & Industry organization
(OBI). Robin is a current member and Past-President of the Oregon State University College of
Pharmacy Advisory Council and was honored as an Alumni Fellow of Oregon State University.
Most recently, he was named as an Icon of Pharmacy by the College of Pharmacy. Robin is also
a former Board member and past two-term Chairman of the Board for the Foundation for
Medical Excellence.

Robin is a graduate of Oregon State University. Robin is also a citizen of the Cherokee Nation.
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EXHIBIT A: Organization chart

Oregon Dental Service dba

Delta Dental Plan of Oregon
Corporation | OR

FEIN: 93-0438772

NAIC: 54941

!

Moda Holdings Group, Inc.

Corporation | DE
FEIN: 83-1954813

.

Moda Partners, Inc.
Corporation | DE
FEIN: 93-1083363

.

Moda Health Plan, Inc.
Corporation | OR

FEIN: 93-0989307 Corporation | CO
NAIC: 47098 FEIN: 47-0617373

l l

Saint Anthony
Hospital (10%)
Corporation | OR
FEIN: 93-0391614

ODS Community Eastern

Health, Inc. (29%) Oregon IPA (1%)
Corporation | OR Corporation | OR
FEIN: 45-0528457 FEIN: 93-1131275

Performs all medical
administration including all
corporate functions for EOCCO
such as compliance, customer
service, encounter data, data
analytics, financial, legal, quality
improvement, etc.

CommonSpirit Health

Grand Ronde

Hospital, Inc. (10%)
Corporation | OR
FEIN: 93-0505325

Good Shepard Health

Care System (10%)
Corporation | OR
FEIN: 93-0425580

Trinity Health
Corporation

Corporation | IN
FEIN: 35-1443425

l

Saint Alphonsus Health

System, Inc. (10%)
Corporation | ID
FEIN: 27-1929502

@ eocco

Yakima Valley Farm

Workers Clinic (1%)
Corporation | WA
FEIN: 91-1019392

11093187 (04/19)

Greater Oregon
Behavioral
Health, Inc. (29%)
Corporation | OR
FEIN: 93-1144014

Performs all behavioral
health and non-emergency
medical transportation
administration.

Eastern Oregon Coordinated

Care Organization, LLC (EOCCO)
LLC | OR
FEIN: 80-0835179

EOCCO has no employees. All administrative
functions are performed by the majority owners:
ODS Community Health, Inc. and Greater Oregon
Behavioral Health Inc. through administrative
agreements with EOCCO.
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Subcontractor Example

ODS Community Health, Inc. - Medical claim administration, medical customer service, medical
and pharmacy utilization and case management, appeal and grievance adjudication, medical
provider network and credentialing and overall health plan operations.

Greater Oregon Behavioral Health Inc. (GOBHI) - Behavioral health claims administration,
behavioral health customer service, behavioral health utilization and case management and
provider network management. Non-emergent medical transportation.

ODS Community Dental - Oral health claims administration, customer service, provider network
management and credentialing.

Advantage Dental - Oral health claims administration, customer service, provider network
management and credentialing.

Eastern Oregon IPA - Case management, authorization and referral management for EOCCO
member with EOIPA PCPs.

Evicore - High tech imaging utilization management.

MedImpact - Pharmacy point of sale prescription processing.
Magellan - Dialysis management.

The EOCCO’s Compliance Officer or delegated staff will monitor and audit EOCCQO’s
subcontractors to ensure compliance with applicable laws, regulations and service levels with
respect to its delegated responsibilities. These monitoring and auditing activities include:

Annual Risk Assessment, Compliance Audit and Policy Review: On not less than an annual
basis the Medicaid Compliance Department will conduct a risk assessment, compliance audit and
policy review of the subcontractor. The compliance audit will include a review and assessment
of required policies and procedures. The risk assessment will take into account the types and
levels of risk that subcontractors pose to the OHP program and to the EOCCO. Factors
considered in determining the risks associated with the subcontractor include the amount of work
completed by the subcontractor, complexity of work, training and past compliance issues. The
formal risk assessment is not a static document and will be reviewed yearly to determine if
priorities remain accurate in light of changes in OHA or CCO requirements.

Ongoing Monitoring: The Medicaid Compliance Department will use a quarterly reporting
system to monitor operational performance of the subcontractor. Areas to be monitored and
performance expectations will be agreed upon by EOCCO and subcontractor prior to
implementation of monitoring program. Potential areas to be monitored include but are not
limited to:

Member access to care

Customer service response times
Claims and Encounter data timeliness
Complaints, appeals and grievances
NOABD turnaround times
Credentialing policies and procedures

RFA OHA-4690-19-EOCCO Subcontractor Example Page 1 of 2
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Quiality Improvement measures
Compliance with State and Federal regulations
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Application

Executive Summary

References
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Attachment 2
Application Checklist

Attachment 3
Application Information
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Contact Sheet

Eastern Oregon Coordinated Care Organization
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Attachment 7 — Provider Participation and
Operations Questionnaire

1. Governance and Organizational Relationships
a. Governance (recommended page limit 1 page)

This section will describe the Governance Structure, Community Advisory Council
(CAC), and how the governance model will support a sustainable and successful
organization that can deliver health care services within available resources, where
success is defined through the triple aim.

Please describe:

(1) The proposed Governance Structure, consistent with ORS 414.625.

EOCCO (Eastern Oregon Coordinated Care Organization) has a diverse ownership structure that
includes a number of providers and hospital systems that deliver quality care for OHP members
living in the EOCCO service area. EOCCO works with local hospitals, providers, public health,
county governments and other community partners to achieve the Triple Aim for EOCCO
members.

EOCCO owners include: Greater Oregon Behavioral Health, Inc. (GOBHI), ODS Community
Health, Inc. (Moda Health), Good Shepherd Health Care System, Grand Ronde Hospital, Inc.,
Saint Alphonsus Health System, Inc., St. Anthony Hospital, Eastern Oregon IPA (Independent
Physicians Association), and Yakima Valley Farm Workers Clinic.

The EOCCO Board of Directors includes each of our owners along with individuals from the
community at large, including county commissioners, public health representation, physical and
behavioral health provider representatives as well as a member of our Regional Community
Advisory Council (RCAC).

(2) The proposed Community Advisory Council (CAC) in each of the
proposed Service Areas and how the CAC was selected consistent with
ORS 414.625.

EOCCO supports 12 LCACs and one RCAC, each representing a broad set of stakeholders
including local government, public health, OHP members, and health and human service focused
non-profit organizations dedicated to meeting the social, educational, and cultural needs for
people of all ages and backgrounds in the region. The selection process is defined in the LCAC
Charter posted on our website. There is an application form that interested parties can fill out,
then the form is sent to the County Commissioner or Court for review and approval. The names
are submitted annually to the EOCCO Board of Directors for final approval of CAC
membership.

(3) The relationship of the Governance Structure with the CAC, including how
the Applicant will ensure transparency and accountability for the governing
body’s consideration of recommendations from the CAC.

The Chairperson of the RCAC is appointed to be a member of the EOCCO Board of Directors.
Recommendations from the RCAC are included in an Annual Report submitted to the EOCCO

RFA OHA-4690-19-EOCCO Attachment 7 Page 1 of 55
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Board. The report is presented by the RCAC Chair and items are discussed openly at a Board
meeting where many of the recommendations are addressed. This method proves useful to make
certain CAC ideas and suggestions are heard.

(4) The CCO Governance Structure will reflect the needs of Members with severe
and persistent mental illness and Members receiving DHS Medicaid-funded
LTC services and supports through representation on the Governing Board or
CAC.

The EOCCO has a dedicated position on the Board of Directors for the Chair of the RCAC. This
person is selected by the RCAC and represents the interests of all twelve counties. LCACs are
comprised of a combination of OHP consumers and people representing various social, health
and human service organizations. Members receiving DHS Medicaid-funded care are
represented through the EOCCO governance structure. GOBHI, on behalf of EOCCO also
facilitates a 9-member Consumer Caucus made up entirely of member receiving DHS Medicaid
funds. Some of the member has been diagnosed with a severe and persistent mental illness, have
spent time in LTC services, and a number have also worked as peer support specialists. One of
the Consumer Caucus members also serves on the GOBHI Quality improvement Committee
(QIC). Two of the Consumer Caucus members serve on the GOBHI Board of Directors. Both of
these individuals are very involved, engaged, and bring the Member’s voice into all QIC and
Board discussions.

b. Clinical Advisory Panel (recommended page limit ¥ page)

An Applicant is encouraged but not required to establish a Clinical Advisory Panel as
a means of assuring best clinical practices across the CCO’s entire network of
Providers and facilities.

(1) IfacClinical Advisory Panel is established, describe the role of the Clinical
Advisory Panel and its relationship to the CCO governance and organizational
structure.

Role: The EOCCO Clinical Advisory Panel (CAP) reports directly to the Board and serves as a
clinical advisory group led by EOCCO’s Medical Director. The purpose of the CAP is to assist
in evaluating new clinical strategies directed at achieving the Triple Aim, including provision of
stewardship of EOCCO delivery system transformation; monitoring implementation and
performance of EOCCO risk contracts; monitoring incentive measure performance; annually
proposing a Quality Bonus Payment formula to the board; serving as a “Delivery System Review
Group” (including reviewing EOCCO’s Physical/Behavioral/Dental care integration progress,
EOCCO claims and clinical policies, and EOCCO clinical decision tool utilization); and annually
producing a Clinician Summit.

Relationship to the CCO governance and organizational structure:The CAP is currently chaired
by the EOCCO Contract Medical Director who prepares a summary of each CAP meeting for the
Board. The Board is responsible for final decisions on CAP recommendations. It is monitored by
the EOCCO Medical Director, the EOCCO Clinical Consultant, the EOCCO President, and the
EOCCO Board. Additional activities are determined by the EOCCO Medical Director.

The EOCCO Board appointed an 8 member provider steering committee chaired by the EOCCO
Clinical Consultant in February of 2013 and tasked it with assessing several clinical issues facing
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EOCCO, including incenting PCPCH certification, possible alternative primary care payment
methodologies, funding LCACs, and others. The steering committee presented its report to the
board in April of 2013, which included a recommendation for EOCCO to create a Clinical
Advisory Panel. EOCCQO’s Medical Director and Clinical Consultant developed a draft CAP
Charter which was subsequently approved by the Board several months later. EOCCO provider
interest was solicited, the board appointed CAP members, and the CAP met for the first time on
May 28, 2014. Since that time, the CAP has met every other month and has been responsible for
ensuring the healthcare transformation of EOCCO is influenced by a clinical perspective.

(2) IfaClinical Advisory Panel is not established, the Applicant should describe
how its governance and organizational structure will achieve best clinical
practices consistently adopted across the CCO’s entire network of Providers
and facilities.

N/A

c. Agreements with Type B Area Agencies on Aging and DHS local offices for APD
(APD) (recommended page limit ¥ page)

While DHS Medicaid-funded LTC services are legislatively excluded in HB 3650 from
CCO responsibility and will be paid for directly by the Department of Human
Services, CCOs will still be responsible for providing physical and Behavioral Health
services for individuals receiving DHS Medicaid-funded LTC services and will be
responsible for coordinating with the DHS Medicaid-funded LTC system. To
implement and formalize coordination and ensure relationships exist between CCOs
and the local DHS Medicaid-funded LTC Providers, CCOs will be required to work
with the local Type B AAA or DHS’ APD local office to develop a Memorandum of
Understanding (MOU) or contract, detailing their system coordination agreements
regarding Members receiving DHS Medicaid-funded LTC services.

(1) Describe the Applicant’s current status in obtaining MOU(s) or contracts
with Type B AAAs or DHS local APD office.

EOCCO has MOUs with the DHS offices within our service area. EOCCO also has
Collaborative and Multidisciplinary Teams (MDT) that are designed to meet the needs of
EOCCO Members with extreme complex care coordination needs. EOCCO care management
leadership meets with the APD leaders in each of the EOCCO counties. This collaboration
between EOCCO and APD is outlined in the Memorandum of Understandings. Members can be
referred to MDT by EOCCO employees, APD employees, or any member of the medical
community such as physicians, nurses, DC planners and community health workers.

Once referred, the MDT access current documentation relating to the patient and collaborate the
interventions that have already been completed for a member. The collaboration at this level
reduces the time and redundancy of case research. The MDT then determines next steps, assigns
the appropriate staff to follow-up, and documents the plan. This process is followed until the
desired outcomes are reached.

The EOCCO Collaborative and MDT have many specific goals. They include:

Improving HIPAA related compliance by only discussing EOCCO Members with
stakeholders and state workers who have a vested interest in the particular Member
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Identifying barriers to care coordination that can be resolved in partnership

Assisting the local medical communities with finding safe, appropriate, and expeditious
levels of care and services for each Member

Reducing administrative time and burden via secured and private collaborative emails and
bi-weekly meetings

EOCCO has three MDTSs based on service area:
UMMDT = Umatilla & Morrow Counties
East6MDT = Baker, Harney, Grant, Malheur, Union & Wallowa Counties
WestAMDT = Gilliam, Wheeler, Sherman & Lake Counties

(2) If MOUs or contracts have not been executed, describe the Applicant’s efforts to
do so and how the Applicant will obtain the MOU or contract.

N/A

d. Agreements with Community Partners Relating to Behavioral Health Services
(recommended page limit 1 page)

To implement and formalize coordination, CCOs will be required to work with local
mental health authorities and Community Mental Health Programs to develop a
Memorandum of Understanding (MOU) or contract, detailing their system
coordination agreements regarding Members receiving mental health services.

(1) Describe the Applicant’s current status in obtaining MOU(s) or contract(s) with
LMHAs and CMHPs throughout its proposed Service Area.

EOCCO has executed MOUs under CCO 1.0 with both the Local Mental Health Authorities and
contractual agreements with local Community Mental Health Programs in each county served.
MOUs are in place with the following CMHPs: New Directions Northwest service Baker
County; Wallowa Valley Center for Wellness serving Wallowa County; Center for Human
Development serving Union County; Lifeways serving Umatilla and Malheur Counties;
Community Counseling Solutions serving Grant, Gilliam, Morrow and Wheeler Counties; The
Center for Living serving Sherman County; and Symmetry Care serving Harney County and
Lake Health District. EOCCO plans to continue these MOUs under CCO 2.0.

(2) If MOUs or contracts have not been executed, describe the Applicant’s efforts to
do so and how the Applicant will obtain the MOU(s) or contract(s).

In order to facilitate the Behavioral Health Plan, and outline shared goals commensurate with
CCO 2.0, MOUs will be reviewed and amended after initiation of the new contract. Since we
have executed MOUs and contracts in place we do not anticipate difficulties amending these
agreements, other than the volume (12) and timing given Board actions needed.

(3) Describe how the Applicant has established and will maintain relationships with
social and support services in the Service Area, such as:
° DHS Child Welfare and Self Sufficiency field offices in the Service Area
° Oregon Youth Authority (OYA) and Juvenile Departments in the Service
Area
° Department of Corrections and local Community corrections and law
enforcement, local court system, problem solving courts (drug courts/mental
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health courts) in the Service Area, including for individuals with mental
illness and substance abuse disorders

° School districts, education service districts that may be involved with
students having special needs, and higher education in the Service Area
Developmental disabilities programs
Tribes, tribal organizations, Urban Indian organizations, Indian Health
Services and services provided for the benefit of Native Americans and
Alaska Natives
Housing organizations
Community-based Family and Peer support organizations
Other social and support services important to communities served

EOCCO works closely with community partners utilizing a number of different relationships,
both formal and informal. Contracts are utilized when the relationships involve funding
mechanisms. MOUSs are used to outline responsibilities where different organizations are
contributing different resources to projects or programs. Committees, meetings, and other events
are also utilized to build relationships and streamline processes. GOBHI, on behalf of EOCCO,
created the Oregon Center on Behavioral Health and Justice Integration with funding from OHA
to assist jurisdictions across the state. The goal was to implement and improve systemic and
programmatic efforts in the treatment of individuals with serious behavioral health needs who
come into contact with the justice system, while ensuring accountability and safety. The Center
provides information, training, and technical assistance to behavioral health and justice partners
working closely with Local Public Safety Coordinating Councils (LPSCC).

Through our Community Benefit Initiative Reinvestments (CBIR) program, we have established
long standing relationships with multiple community organizations. These organizations are able
to identify projects and programs that will impact the Triple Aim. Through our funding support,
they are able to establish a program that is sustainable and beneficial to the community. Our goal
IS to continue these partnerships as the work done by the community within the community will
ultimately help to drive by-in and continued healthcare transformation.

2. Member Engagement and Activation (recommended page limit 1%2 pages)

Members should be actively engaged partners in the design and implementation of their
treatment and care plans through ongoing consultations regarding cultural preferences
and goals for health maintenance and improvement. Member choices should be
reflected in the selection of their Providers and in the development of Treatment Plans
while ensuring Member dignity and culture will be respected.

a. Describe the ways in which Members (and their families and support networks,
where appropriate) are meaningfully engaged as partners in the care they
receive as well as in organizational Quality Improvement activities.

Member communication and engagement begins with onboarding newly enrolled Members,
through the mailing of the Member welcome packet and Member handbook. The handbook has
been reviewed for health literacy standards and is available in multiple languages.

Within the member mailing included are, instructions on how to select a Primary Car Provider
(PCP), the role of their PCP, Member and Provider rights and responsibilities and how to
engage in the development of the Member’s treatment plan with their PCP.

RFA OHA-4690-19-EOCCO Attachment 7 Page 5 of 55



RFA OHA 4690-19 CCO 2.0

EOCCO promotes the engagement and activation of Members through various channels,
including the LCACs, focus groups, a consumer caucus and health fairs. For example, when
developing a campaign to address colorectal cancer screening within our service area, We,
along with our community partners, conducted various focus groups to determine barriers to
receiving a CRC screening as well as recommendations for methods Members would be
willing to participate in to complete their screening. These findings were utilized to determine
a plan to address CRC screening.

b. Describe how the Applicant will ensure a comprehensive communication
program to engage and provide all Members, not just those Members accessing
services, with appropriate information related to benefits and accessing physical
health, Behavioral Health and oral health services, including how it will:

° Encourage Members to be active partners in their health care,
understanding to the greatest extent feasible how the approach to activation
accounts for the social determinants of health;

Engage Members in culturally and linguistically appropriate ways;
Educate Members on how to navigate the coordinated care approach and
ensure access to advocates including Peer wellness and other Traditional
Health Worker resources;

° Encourage Members to use effective wellness and prevention resources and
to make healthy lifestyle choices in a manner that is culturally and
linguistically appropriate;

° Provide plain language narrative that informs patients about what they
should expect from the CCO with regard to their rights and responsibilities;
and

. Meaningfully engage the CAC to monitor and measure patient engagement

and activation.

EOCCO has many mechanisms, programs, and processes to engage and activate members, and
their families and support networks. Here are some examples:

Direct communication to Members, parents and caregivers tailored to the Member’s
situation and disease state. This includes information regarding self-management for
specific conditions such as alcohol use and liver disease, mood and depression, chronic
pain, congestive heart failure (CHF), chronic obstructive pulmonary disease (COPD) and
others. EOCCO also attends health fairs to engage members and provide educational
resources.

New Member packets contain a Health Risk Assessment (HRA) used for determining
what the Member feels are their biggest concerns with respect to managing their health.
The HRAs are then used to determine if a Member is eligible for Health Coaching
services. The HRAs are available in both English and Spanish.

A variety of EOCCO specialized programs engage members during certain episodes of
care. One example of this is the RGA Rosebud program for babies undelivered and
delivered, focused on high-risk pregnancies and infants. The case management services
provided for perinatal and neonatal members include resources for additional clinical
opinions — perinatologists, neonatologists and specialized nurse consultants are available
for consult through RGA Reinsurance Company, EOCCO’s reinsurance partner. EOCCO
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identifies the high-risk pregnancy members and refers them to RGA for perinatal case
management. Rosebud RN’s begin outreach and engagement right away and assess needs
and perform ongoing outreach, keeping EOCCO informed along the way. For babies born
at 34 weeks and under, EOCCO refers them to the Rosebud program’s neonatal team
while the baby is in the hospital and after discharge.

Members are also engaged in quality improvement activities using various tools such as
gift card incentives for compliance with preventive screening measures, or direct
telephonic health coaching to those who self-identify as tobacco users, or those who have
been denied authorization for a procedure due to their tobacco use.

Member communication is extended to all Members, not just those accessing services, but
in addition, we provide comprehensive Member detail to primary care physicians,
including Member contact information, which facilitates provider outreach to engage
Members in wellness and preventive visits to close gaps in care.

EOCCO and providers have developed collaborative teams with the communities in the
twelve county service area. These teams incorporate Traditional Health Workers,
community partners and providers.

Quality Improvement Specialists interact directly with the CAC, providing data regarding
progress toward incentive measures. These conversations then provide the opportunity for
ideating member engagement solutions focused on enhancing member engagement and
incentive results.

EOCCO has also offered funds through the CBIR program and through the reimbursement
of Traditional Health Workers.

3. Transforming Models of Care (recommended page limit 1 page)

Transformation relies on ensuring that Members have access to high quality care:
“right care, right place, right time”. This will be accomplished by the CCO through a
Provider Network capable of meeting Health System Transformation (HST) objectives.
The Applicant is transforming the health and health care delivery system in its Service
Area and communities — taking into consideration the information developed in the
Community health assessment — by building relationships that develop and strengthen
network and Provider participation, and Community linkages with the Provider
Network.

a. Patient-Centered Primary Care Homes

Integral to transformation is the Patient-Centered Primary Care Home (PCPCH),
as currently defined by Oregon’s statewide standards in OAR. These standards
advance the Triple Aim goals of better health, better care, lower costs by focusing
on effective wellness and prevention, coordination of care, active management and
support of individuals with Special Health Care Needs, a patient and Family-
centered approach to all aspects of care, and an emphasis on whole- person care in
order to address a patient’s physical, oral and Behavioral Health care needs.

(1) Describe Applicant’s PCPCH delivery system.

In the EOCCO service area, there are currently 57 widely dispersed clinics and individual
practices. Of the 57 clinics, 24 are Rural Health Clinics and 7 are Federally Qualified Health
Centers. Today, 91% of members are assigned to a PCPCH with a tier level designation of three
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or higher. Of the 57 clinics, 42 are PCPCH certified as of February 2019. EOCCO continues to
provide financial incentives for providers to obtain PCPCH certification and for providers to
maintain and increase their tier level of certification.

(2) Describe how the Applicant’s PCPCH delivery system will coordinate PCPCH
Providers and services with DHS Medicaid-funded LTC Providers and
Services.

EOCCO utilizes a transition of care model that ensures members are identified at admission to
LTC providers. This is accomplished by prior authorization review of transfer requests, nurse
assessments during IP stays, and ER alerts for trigger diagnoses. When a member is identified as
needing LTC services by any level of review or contact, a notification is sent to Case
Management. At that point, notification is provided to the appropriate county APD office and the
regional MDT (Multidisciplinary Team). This allows for case collaboration with physical and
behavioral health case management and the local APD transition coordinator.

(3) Describe how the Applicant will encourage the use of Federally Qualified
Health Centers (FQHC), Rural health clinics, migrant health clinics, school-
based health clinics and other safety net providers that qualify as Patient-
Centered Primary Care Homes.

Due to the rural and frontier nature of our service area, 54% of our clinics are certified FQHC,
RHCs, SBHCs, migrant health clinics or safety net providers. All of the FQHC and RHCs in our
services area are PCPCH certified and contracted with EOCCO. These PCPCH clinics play a
crucial role in providing access to the Medicaid membership in Eastern Oregon. In some
counties throughout the EOCCO service area, the only provider in the county is an FQHC, RHC,
SBHC, migrant health clinic or safety net provider.

b. Other models of patient-centered primary health care

(1) If the Applicant proposes to use other models of patient-centered primary
health care in addition to the use of PCPCH, describe how the Applicant will
assure Member access to Coordinated Care Services that provides effective
wellness and prevention services, facilitates the coordination of care, involves
active management and support of individuals with Special Health Care
Needs, is consistent with a patient and Family- centered approach to all
aspects of care, and has an emphasis on whole-person care in order to address
a patient’s physical, oral and Behavioral Health care needs.

N/A

(2) Describe how the Applicant’s use of this model will achieve the goals of Health
System Transformation.

N/A
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4. Network Adequacy (recommended page limit 3 pages)

Applicant’s network of Providers must be adequate to serve Members’ health care and
service needs, meet access to care standards, including time and distance standards
and wait time to appointment, and allow for appropriate choice for Members, and
include Traditional Health Workers including Community Health Workers, Personal
Health Navigators and certified, qualified interpreters.

a. Evaluation Questions

1) How does Applicant intend to assess the adequacy of its Provider
Network? Please include specific data points used to inform the
assessment and the methodology for how adequacy will be evaluated.

EOCCO regularly performs detailed, formal assessments of the adequacy of its EOCCO network
against rigorous standards that exceed regulatory requirements. Bi-annually, EOCCO assesses
more than 50 specialties in every county in the service area to ensure Members have sufficient
provider access. On a bi-annual basis we assess access to PCPCH, Primary Care, Pediatric,
Behavioral Health and other high volume specialties currently accepting new patients using the
Medicaid specific time and distance standards shown below and ensure that for 90 percent of
EOCCO members, travel time or distance to a provider is within the defined access standard (see
below).

Urban: 1 in 30 miles, 30 min
Suburban: 1 in 30 miles, 30 min
Rural: 1 in 60 miles, 60 min

For behavioral health providers, geographical access analysis is performed when adding a
substantial block of new business and otherwise at least annually to assess compliance with
availability standards (see below) for the number, type and geographical distribution of
Practitioners and Facilities.

1 Physician(s) (MD/DO) per 2,000 members.
1 Doctoral-level, non-MD practitioner(s) per 2,000 members.
1 Non-doctoral level, non-MD practitioner(s) per 1,000 members.

EOCCO and its subcontractors review the maximum member enrollment limit by evaluating the
service area membership and the number of contracted providers within the time/distance
standards to ensure adequate access to providers of the appropriate type and number. EOCCO
utilizes reports to analyze the ratio of Members to Providers. We also collect data on an annual
basis which includes the number and type of practitioners employed at each organizational
provider within network. Provider to Member ratios are based on data obtained during delivery
service network assessment.

EOCCO continuously communicates with Providers to ensure the appropriate Member
assignment. The communication includes the number of new Members each Provider can accept,
if the Provider is accepting new Members or only established Members, and any restrictions the
Provider has regarding the type of Members that they can see (for example, a pediatrician would
only treat children).

EOCCO continues to provide financial incentives for Providers to obtain PCPCH certification
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and for Providers to maintain and increase their tier level of certification. The financial
incentives include an enhanced per Member per month case management payment that increases
with tier level. Additionally, EOCCO's Clinical Consultant is available to provide one-on-one
training to provider practices seeking initial certification or higher levels of certification on an as
needed basis.

EOCCQO's primary goal moving forward is to increase the number of currently certified PCPCH's
to achieve tier 4 and higher while also working with smaller practices to obtain PCPCH
certification.

@) How does Applicant intend to establish the capacity of its Provider
Network? Please include specific data points used to inform the
assessment and the methodology for how capacity will be evaluated.

EOCCO uses the following data sources to review and assess network development needs:

Geographic location of participating Providers and Medicaid enrollees including distance,
travel time, means of transportation ordinarily used by Medicaid enrollees, and whether
the location provides physical access for Medicaid enrollees with disabilities.

Data on complaints and grievances.

Data on accessibility of appointments and appropriate range of preventative and specialty
services for the population enrolled or expected to be enrolled.

Reports from Member Services, Care Management or other areas indicating that the needs
of an identified Member(s) are unable to be met.

Data on the anticipated Medicaid enrollment and anticipated enroliment of Fully Dual
Eligible individuals.

Membership profile, as developed and periodically updated under the auspices of the
Quality Improvement Committee. This profile, which may be divided into account or
product-line specific sections, includes the below information on EOCCQO’s membership:

o Identified cultural, racial, ethnic, linguistic, demographic, and risk characteristics.
0 Recognized clinical risks including physical or developmental disabilities, serious
mental illness, multiple chronic conditions and severe injuries.
0 Expressed special and cultural needs and preferences.
Expected utilization of services, the characteristics and healthcare needs of enrollees.
Numbers and types (training, experience, specialization) of providers required to furnish
the contracted Medicaid services.
Number of network providers who are not accepting new Medicaid Members.
The Provider Network sufficiency in numbers and areas of practice and geographically
distributed in a manner that the covered services are reasonably accessible to enrollees as
stated in ORS 414.736.
Ability of care to be integrated and coordinated (i.e. availability of PCPCHs, CCBHCs).

Through the credentialing and recredentialing of Practitioners and Facilities, EOCCO requests
for information on the following:

Identified clinical, cultural, linguistic, demographic, or risk characteristics.

Recognized clinical risks including physical or developmental disabilities, serious mental
ilIness, multiple chronic conditions and severe injuries.

Expressed special or cultural needs or preferences.

RFA OHA-4690-19-EOCCO Attachment 7 Page 10 of 55



RFA OHA 4690-19 CCO 2.0

Existing treatment programs designed to meet the needs of patients with specific clinical,
cultural, linguistic, demographic, or risk characteristics.

Staff resources and experience in providing care based on a patient’s demographic
composition and their specific healthcare needs.

(3) How does Applicant intend to remedy deficiencies in the capacity
of its Provider Network?

As defined in the Quality Improvement Work Plan, the Quality Improvement Committee
periodically analyzes the following data and refers any identified access issues to the
Credentialing Committee for consideration and action:

Data on complaints and grievances.

Data on the accessibility of appointments by level of urgency.
Data on availability of Practitioners and Facilities.

Evaluation of out of network claims.

EOCCO has placed telehealth equipment in all 12 of the EOCCO counties. The equipment was
used by the county CMHPs to hold video visits with therapists, conduct telehealth visits, and
provide access to specialists in other locations.

Also, EOCCO pursues contracts with available providers for behavioral health, specialty and
routine services when a need for increased capacity is identified, based on the data sources
reviewed. Not all services are available locally for Members who reside in rural counties.
Members are referred to contracted Providers who can deliver the level of care required and are
most conveniently located from the Member’s residence. When necessary and on a case-by-case
basis, EOCCO and its Provider partners allow the referral of an EOCCO Member to a non-
contracted provider for needed care.

Due to the rural nature of the EOCCO service area, EOCCO also contracts with providers in
Idaho and Washington and in larger communities throughout Oregon to ensure timely access to
medically appropriate covered services for Members.

4 How does Applicant intend to monitor Member wait times to
appointment? Please include specific data points used to monitor
and how that data will be collected.

EOCCO uses a variety of mechanisms to monitor access and access to EOCCO services,
including member complaints, surveys (Oregon Health Authority annual Consumer Assessment
of Healthcare Providers and Systems survey, internal member or provider survey) and/or
practitioner office site surveys triggered by member complaints on access.

An EOCCO Provider credentialing representative conducts a practitioner office site
survey when two member complaints that are related to any single or combination of the
following office-site criteria have been received within a consecutive six month period:
physical access; access to emergency, urgent, routine care; physical appearance; adequacy
of waiting and exam room space; and safety.

The site review is scheduled within 60 days upon receipt of the second complaint. The site
review tool includes access standards to appointments. The survey passing score is 80%.
Practitioners who do not pass the audit are requested to submit a corrective action plan within six
weeks of receipt of the score and are re-audited within six months. A pattern of scores below
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80% may be ground for denial of recredentialing.

EOCCO notifies Providers of the primary care and behavioral health access standards in
respective Provider manuals. Delegated dental plans communicate EOCCO access standards in
their respective Provider manuals.

Additionally, data is collected quarterly from contracted Providers related to wait times.
Templates are given to providers that automatically calculate access percentages and access
standards are built into the templates. This data is collected on emergency, urgent, and non-
urgent care. This data is presented to the EOCCO Quality Improvement Committee.

(5) How will Applicant ensure sufficient availability of general practice oral
health Providers and oral health specialists such as endodontists? Please
provide details on how the full time equivalent availability of Providers to
serve Applicant’s prospective Members will be measured and
periodically validated.

EOCCO has contracts with two DCO entities in Eastern Oregon. In the contract, we require
Providers to notify us of any change to the Provider network. DCO capacity is monitored monthly
and EOCCO sends reports to the DCO partners to ensure proper capacity and to check for any
updates. Additionally, not all dental services are available locally for members who reside in
rural counties. Members are referred to contracted Providers who can provide the level of care
required and are most conveniently located from the Member’s residence. When necessary and
on a case-by-case basis, EOCCO and its provider partners allow the referral of an EOCCO
member to a non-contracted Provider for needed care.

Due to the rural nature of the EOCCO service area, EOCCO also contracts with providers in
Idaho and Washington and in larger communities throughout Oregon to ensure timely access to
medically appropriate covered services for members.

EOCCO will review complaint analyses and if we find that a delegate’s provider received two
member complaints about DCO access (physical access, access to appointments, wait times)
within a consecutive six month period, EOCCO will request that the delegate conduct a
practitioner office site survey. The delegate has the option to use EOCCQ’s practitioner office
site survey tool.

EOCCO measures the accses to dental care through the Quality Improvement Work Plan, which
the Quality Improvement Committee analyzes. The dental access requiremets, outlined below are
requirements of our DCO partners.
1. Emergency dental care is provided within 24 hours
2. Urgent dental care is seen within 1 to 2 weeks or as indicated in the initial screening
3. Routine dental care is seen within an average of 8 weeks and within 12 weeks or the
community standard, whichever is less, unless there is a documented special
clinical reason which would make access longer than 12 weeks appropriate.

(6) Describe how Applicant will plan for fluctuations in Provider capacity,
such as a Provider terminating a contract with the Applicant, to ensure
that Members will not experience delays or barriers to accessing care.

The Network Management Committee meets once per month to discuss new provider
applications, changes to contract, and pending issues related to network adequacy and contracted
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Providers. The committee is comprised of subject matter experts from a variety of fields with
direct access to service providers and provides crucial feedback on any items they have heard or
witnessed in the community that may compromise network adequacy.

Additionally, not all services are available locally for members who reside in rural counties.
Members are referred to contracted providers who can provide the level of care required and are
most conveniently located from the Member’s residence. When necessary and on a case-by-case
basis, EOCCO and its provider partners allow the referral of an EOCCO Member to a non-
contracted Provider for needed care.

Due to the rural nature of the EOCCO service area, EOCCO also contracts with providers in
Idaho and Washington and in larger communities throughout Oregon to ensure timely access to
medically appropriate covered services for members.

EOCCO previously provided funding to attempt to recruit providers to rural Oregon. Through
the reimbursement of THW’s, EOCCO is attempting to help with workforce however, there is
still a lack and/or shortage of providers in Eastern Oregon. EOCCO is dedicated to continue to
assist in the recruitment and retention of the rural workforce.

b. Requested Documents
Completion of the DSN Provider Report (does not count towards page limitations)
Please see the CCO 2.0 EOCCO DSN Report included in our submission.

5. Grievance & Appeals (recommended page limit 1%2 pages)

Please describe how Applicant intends to utilize information gathered from its
Grievance and Appeal system to identify issues related to each of the following areas:

a. Access to care (wait times, travel distance, and subcontracted activities such as
Non-Emergent Medical Transportation).

All complaints, appeals, expressions of dissatisfactions and hearing requests are logged into a
single database, including subcontracted activities. The issues are categorized and reviewed for
trends quarterly. The quarterly report is reviewed with EOCCQO’s Quality Improvement
Committee to identify persistent or significant appeals or complaint issues. These reports
include number of complaints/appeals, completeness and accuracy of responses, persistent or
significant complaints/appeals, trends in issues raised, and timeliness of receipt, disposition and
resolution. Quarterly reports, as prescribed, are also submitted to OHA. Areas for improvement
are identified and appropriate interventions are recommended. As needed, we provide member
or provider education and/or implement internal system improvements. Also, employee
education is provided to reaffirm or update internal processes for our grievance system.

The largest number of EOCCO grievances are related to access issues. EOCCQO’s coverage area
is located in rural and frontier counties in Eastern Oregon (Baker, Gilliam, Grant, Harney, Lake,
Malheur, Morrow, Sherman, Umatilla, Union, Wallowa and Wheeler). It is a constant challenge
to provide access in these counties and members may have to travel to appointments or wait to
see providers. Access issues are resolved by changing the Member’s PCPCH, changing the
DCO, and providing Member education about their provider/CCO/DCO/NEMT options.

b. Network adequacy (including sufficient number of specialists, oral health and
Behavioral Health Providers).

RFA OHA-4690-19-EOCCO Attachment 7 Page 13 of 55



RFA OHA 4690-19 CCO 2.0

EOCCO contracts with every major hospital and clinic system in Eastern Oregon. We
proactively extend contracts to any provider within 75 miles of our service area. EOCCO is also
working to increase home nursing visits through the local health departments to improve access
to services.

Our Quality Improvement Committee reviews provider network adequacy for physical, oral and
Behavioral health, to ensure that EOCCO members have access to a wide range of specialists.
This includes a review of all out-of-network claims to identify providers we can recruit for
participation by attempting to secure contracts with them. We also allow members to see out-of-
network providers when a network provider is not available. EOCCO and its provider partners
monitor the number of available providers to ensure adequate capacity to meet the needs of
EOCCO members.

To provide additional solutions for these access challenges, EOCCO applied for and received a
Health Recourses and Services Administration (HRSA) grant for direct to patient tele-
behavioral health services. This will allow members to receive behavioral health services
anywhere they have cellular or internet access. This new program just began implementation in
November 2018, and will be monitored for enhanced access, member satisfaction and effect on
NEMT service needs.

Beginning in 2019, EOCCO will begin to use a defined trigger to review situations where there
are 10 or more appeals received in any service type where 40% or more of these appeals are
overturned. Another trigger point will be a spike in the number of appeals for a specific service
time over the last 12 months. EOCCO will assess the reason for the overturns and adjust
procedures as necessary to increase efficiency.

c. Appropriate review of prior authorized services (consistent and appropriate
application of Prior Authorization criteria and notification of Adverse Benefit
Determinations down to the Subcontractor level).

Authorization requests are managed in a time sensitive, systematic process where submitted
clinical documents are reviewed by Utilization Management Coordinators who base
authorization decisions utilizing consistent MCG criteria, OARs, and current EOCCO policies
and procedures to determine medical necessity. Medical Necessity Criteria is reviewed and
approved annually by the Utilization Management Medical Director. When review of medical
necessity criteria is not met, a Physician Reviewer will review and make a determination. All
authorization decisions to deny, reduce or suspend services are made by a Physician Reviewer
prior to the delivery of a Notice of Action Adverse Benefit Determination (NOABD). NOABD
notification letters are formatted and pre-approved by the Oregon Health Authority to meet state,
federal and NCQA guidelines. NOABD notifications are automatically generated through the
authorization software system and sent within required timeframes to the Provider and Member.
When an appeal is initiated, the review is conducted by a different Physician Reviewer who was
not involved in the initial ABD decision. The Utilization Management Department will conduct
an Interrater Reliability Test using the MCG Interrater Module at least twice a year. Appeals are
reviewed in order to identify trends or opportunities to improve upon.
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6. Coordination, Transition and Care Management (recommended page limit 5
pages)
a. Care Coordination:

(1) Describe how the Applicant will support the flow of information between
providers, including DHS Medicaid-funded LTC care Providers, mental
health crisis services, and home and Community-based services, covered
under the State’s 1915(i) State Plan Amendment (SPA) for Members with
severe and persistent mental illness, as well as Medicare Advantage plans
serving Fully Dual Eligible Members, in order to avoid duplication of
services, medication errors and missed opportunities to provide effective
preventive and primary care.

Since the inception of the CCO model, EOCCO has accepted the challenge of integrating
behavioral health and addictions services with and between multiple agencies and funding
streams in the EOCCO area. EOCCO is cognizant of the need to support the flow of
information between all of the human service providers in our region and has made
extraordinary progress in this regard. Through the Choice Model, EOCCO monitors,
coordinates and informs partners, as related to all admissions and transitions between levels
of care, including OSH. EOCCO communicates discharge planning from day one. Through
the MDT, EOCCO meets with ADP six times each month through regional MDTs. EOCCO
and its providers utilize EDIE/PreManage to track clients at all levels and each CMHP has
access to EDIE/PreManage.

EOCCO has the communications platforms, software tools, confidentiality expertise and training
protocols, as well as the local experts and clinicians available to continue to support this crucial
exchange of information between all of the payment models and providers in our systems of care
and will look to expand this in CCO 2.0.

(2)  Describe how the Applicant will work with its providers to develop the
partnerships necessary to allow for access to and coordination with social
and support services, including crisis management services, and
Community prevention and self-management programs.

EOCCO has support staff who engage in community partnerships throughout the region. We
have strong partnerships with CMHPs, early learning hubs, tribal nations, educational services
districts, schools, juvenile and adult justice (state and local), DHS and others. These partnerships
lead to coordination of services and opportunities to leverage resources to improve health
outcomes for populations spanning the developmental pathway. For Wraparound, in each
community we have a review committee, practice level workgroup, an executive steering
committee.

We have invested in prevention activities in each community through the CACs. Examples
include health screening days for adolescents, colorectal screening and other community events
that promote overall health. We also have a youth and family grant program supporting
prevention efforts in targeted communities.
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We have invested in Oregon Recovers to promote building a strong cadre of people with lived
experience to support each other in developing advocacy and awareness capitol throughout the
region.

(3) Describe how the Applicant will develop a tool for Provider use to assist in
the culturally and linguistically appropriate education of Members about
Care Coordination, and the responsibilities of both Providers and Members
in assuring effective communication.

To ensure effective communication between providers and Members, EOCCO provides a vendor
contract to all providers for translation services.

The Care Coordination program is built on the National Standards of Culturally and
Linguistically Appropriate Services (CLAS) in Health and Health Care. We have a strong
cultural and linguistic training program for our provider network. We provide ongoing support
for any questions around cultural and linguistic concerns providers may have. We are developing
a flyer/brochure in plain language about Care Coordination and how to access Care Coordination
services. This tool will assist the provider in educating the member about Care Coordination
Services.

(4) Describe how the Applicant will work with Providers to implement uniform
methods of identifying Members with multiple diagnoses and who are
served with multiple healthcare and service systems.

EOCCO will provide technical assistance and facilitate access to Arcadia for all providers in our
network. Arcadia is a powerful platform that allows providers to pull reports on high utilizers
including people with multiple healthcare and service needs.

We have dedicated staff who promote the use of EDIE/PreManage by providing training,
technical assistance and best practice examples to our providers. All CMHP’s are currently using
EDIE/PreManage, as well as hospitals and a large number of primary care clinics, making it easy
to identify members attempting to access services in multiple healthcare settings. Through the
use of EDIE/PreManage providers can obtain real-time information about ED utilization activity.
Users with access to EDIE/PreManage can view the information on demand for patients in their
care, including those with multiple diagnosis. Users can find up to date information on current
providers and care recommendations from Hospitals, PCP providers, EOCCO care managers and
CMHPs. EDIE/PreManage provides a place where users can contribute critical information about
high risk patients to assist ED providers in patient care and treatment. This includes members
with multiple diagnosis and those receiving care from multiple health care provides.

Lastly, EOCCO provides detailed analytics in the form of monthly reports that are distributed to
providers. These reports include a list of chronic member conditions, risk score, medications,
gaps in care, etc. These are standard reports that are available monthly.

(5) Describe how Applicant will implement an intensive Care Coordination
and planning model in collaboration with Member’s PCPCH and other
service providers such as Community Developmental Disability
Programs and brokerages for Members with developmental disabilities
that effectively coordinates services and supports for the complex needs
of these Members.
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EOCCO identifies Members requiring ICC through a variety of mechanisms, including referrals
from PCPCHs, CMHPs, community partners including Developmental Disability Programs and
brokerages, and computer generated reports that alert for high or rising risk utilization. Upon
receipt of a referral, EOCCO assigns the Member to an ICC professional who collaborates and
coordinates with the Member’s care givers to assure Member’s needs are addressed.

The EOCCO ICC professional acts as a centralized point to help assure that all of the Member’s
needs are being addressed and information shared between various entities. Much of this work
occurs through referrals, which are then followed-up to assure services were delivered and the
Member’s needs were met. If needed, the EOCCO ICC will refer to complex care management
who will work directly with Member to determine needs and arrange for services.

Regular Multi-disciplinary Team (MDT) meetings occur, which include representatives from the
CCO and ADP with engagement from local provider groups to assure care is coordinated, and
problem solving occurs for complex cases.

Since 2014 EOCCO has implemented a fidelity based Wraparound model in all 12 counties in
Eastern Oregon. Included in this model are arrangements for services for ICC youth who decline
or who do not meet criteria for Wraparound. Given that our rural counties are smaller in
population, EOCCO providers have been required to be creative with their limited workforce,
requiring their Wraparound Care Coordinators to also serve high-risk youth in families with ICC
services, without breaking the 15:1 client/coordinator requirement. Eastern Oregon’s Children’s
System of Care is extremely fine-tuned and geared toward collaboration. PCPCH’s are well
informed of the ICC process and with consent from the youth and family, will be included on
each individual’s Child and Family Team.

In regards to Community Developmental Disabilities Programs, GOBHI, on behalf of EOCCO,
merged Eastern Oregon Disabilities Program with the Applied Behavioral Analysis (ABA)
program last July, which has allowed us to work closely with local Community Developmental
Disabilities Programs by utilizing our Family Advocates. Family Advocates have many years of
experience working in collaboration with local Community Developmental Disability Programs,
as well as statewide partners in the DD system. During the ICC process, staff develop specific
plans to assist parents and children with behavioral issues and other stressors on the family, with
the goals of integrating all facets of treatment and decreasing emergency room visits and out-of-
home placements. Family Advocates provide parents Oregon Intervention System training in
Positive Behavior Support and crisis intervention approaches, provide additional parent
education, in-home behavioral consultation, and provide connections to local resources as system
navigators.

Through this program addition, we have the ability to train and provide in home services to
youth and families experiencing both 1/DD and MH, thus decreasing the bifurcated system
separating DD and MH, and advancing the goal of having a single youth and family plan with
shared meetings and supported interventions. The Therapeutic Foster Care program has
historically and currently is serving multiple youth that qualify for DD services. Placing 1/DD
youth in our program provides the ability to work within systems to reduce the impact of system
silos by serving youth regardless of their eligibility criteria. Additionally, we are supporting local
DD foster home recruitment by including them in discussions around events and coordination of
recruitment activities.
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(6) Describe how the Applicant will meet state goals and expectations for
coordination of care for Members with severe and persistent mental
iliness receiving home and Community-based services covered under the
State’s 1915(i) SPA and Members receiving DHS Medicaid-funded LTC
services, given the exclusion of DHS Medicaid- funded LTC services from
Global Budgets.

All members identified with complex needs, including members with SPMI, are referred to the
EOCCO multi-disciplinary care coordination team (MDT) and are discussed at a bi-weekly
meeting until issues are resolved. For many members with SPMI, care coordination is provided
by their local CMHP, and EOCCO’s role is more supportive than hands-on. Documentation is
maintained to assure all members working with the Member have access to the information
needed to assure care coordination goals are being met. Members of the MDT team also meet
regularly with representatives from APD staff to further coordinate care and the delivery of
services.

(7)  Describe the evidence-based or innovative strategies the Applicant will use
within their delivery system network to ensure coordinated care,
including the use of Traditional Health Workers, especially for Members
with intensive Care Coordination needs, and those experiencing health
disparities.

EOCCOQ’s experience in Eastern Oregon has given us enormous experience finding innovative
ways of reaching Members who are simply difficult to reach, or who cannot or choose not to
avail themselves of services that are necessary. EOCCO has a team dedicated entirely to meeting
the complex care management standards outlined by the National Committee for Quality
Assurance (NCQA). Members are referred to this care coordination team through referrals,
trending reports, or special circumstance alerts. The team works with the Member’s providers
and local community supports to address the Member’s specific needs. Our providers have found
ways to ‘meet people where they are’ and not exclude or close anyone from services simply
because they refuse to access care in traditional ways.

EOCCO funds Traditional Health Worker capacity in the EOCCO region for the purpose of care
coordination and to reach underserved populations. Traditional health workers are a valued
component of multidisciplinary care teams serving EOCCO members. Behavioral health
providers are contracted to provide peer support through Peer Wellness Specialists and Peer
Recovery Specialists with each community mental health or substance abuse provider. Client
choice in creating an individualized service plan that incorporates peer-delivered services is
primary in determining the integration of these supports into treatment and recovery from
behavioral health disorders. Some provision of THW services predates Oregon's Coordinated
Care movement, particularly in behavioral health; while in physical health settings, significant
momentum has been gained through targeted investments by EOCCO in the last three years.

EOCCO has also supported clinics utilizing CHWs to provide evidence-based interventions
within their enrolled populations through referrals by primary care providers, including but not
limited to individuals experiencing chronic conditions, those who could benefit from
preventative care and screening, and individuals requiring support to access social services
programs. This growing workforce has also been supported through a contract with Oregon State
University's Professional and Continuing Education (PACE) program, which provides distance
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education and support to state certification to prospective rural and frontier Community Health
Workers, reducing unnecessary travel for new professionals entering the health care field.

Since 2014 EOCCO has implemented the Evidence —Based Wraparound model in every county
in Eastern Oregon, by following the Wraparound Best Practices Guideline. Included in this
model are arrangements for services for ICC youth who decline or who do not meet criteria for
Wraparound. Given that our rural counties are smaller in population, EOCCO providers have
been required to be creative with their limited workforce, requiring their Wraparound Care
Coordinators to also serve high-risk youth in families with ICC services, without breaking the
15:1 client:coordinator requirement. Included in this Best Practices Guideline are requirements
that every youth in Wraparound or ICC have access to a Family Support Partner and/or Youth
Support Partner. These positions are also in the process of being certified as THW’s, and to date
EOCCO has seven (7) Family Peer Support Specialists — specialty code (606); and seven (7)
Youth Support Specialists — specialty code (607) Peer Delivered Services Policy (300.20.60)
states.

Greater Oregon Behavioral Health, Inc. (GOBHI), on behalf of EOCCO, is committed to
providing a holistic approach to members in services including access to social supports. In
accordance to OAR 309-019-0115(1)(c) all individuals receiving services have the right to Peer
Delivered Services. All contractors shall ensure that members are informed of their benefit to
access and receive peer delivered services from a Peer Support Specialist, Family Support
Specialist, or Youth Support Specialist as applicable to the member’s diagnosis.

All contractors shall ensure that SOC Wraparound services and supports include Family Support
Specialist(s) (Family Partner(s)), and Young Adult Support Specialist(s) (Youth Partner(s)), as
appropriate. Such Family Support Specialist(s) and Young Adult Support Specialist(s) must have
experience navigating the mental/behavioral health, child welfare, or juvenile justice system with
a child or youth, and be active participants in the Wraparound process. Family Support
Specialist(s) shall engage and collaborate with systems alongside the family/parent/guardian.

EOCCO recently implemented a direct-to-member tele-behavioral health software platform that
allows members to receive care from the privacy of their own homes (or the location of their
choice). This software can also be utilized to connect members with THWSs, other peer
specialists, culturally or linguistically appropriate providers, or other support staff that maybe
harder to connect with due to transportation or lack of local availability issues).

Through our CBIR program we have been able to fund projects in the service area that are based
on the specific needs and health disparities in each county. These CBIRs are able to affect the
triple aim and establish a program that is sustainable and beneficial to the community. Our goal
IS to continue these partnerships as the work done by the community within the community will
ultimately help to drive by-in and continued healthcare transformation.

(8) Assignment of responsibility and accountability: The Applicant must
demonstrate that each Member has a Primary Care Provider or primary
care team that is responsible for coordination of care and transitions.

(a) Describe the Applicant’s standards that ensure access to care and
systems in place to engage Members with appropriate levels of care
and services beginning not later than 30 days after Enrollment with
the CCO.
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EOCCO sends members a new member welcome packet, including a member handbook within
14 days of member eligibility with the CCO. In the member handbook, it describes how a
member should begin to seek services and select a PCP and how their PCP will help
coordinate care. The welcome packet includes a PCP selection card with a self-addressed
stamped envelope and other ways to notify EOCCO of their PCP selection. If a member does
not select a PCP, a PCP is selected for them at 30 days after enrollment. This is based on the
geographical region and members are assigned to the highest tier PCPCH with capacity.

Frequently, a provider notifies EOCCO that one of their patients was enrolled with EOCCO
through the referral and/or authorization request. This happens prior to the member calling to
select a PCP. Our staff is trained to send the PCP request to be updated in the system when this
occurs.

EOCCO screens and sends an assessment to those individuals who have been identified as
needing intensive care coordination (ICC). The ICC initial assessment is initiated within 30
days of the date a member is identified for ICC and completed within 60 days of that date.
EOCCO assigns a care coordinator to engage each member newly identified for ICC. The care
coordinator initiates telephonic contact with the member within ten business days of case
assignment. The care coordinator makes two telephonic attempts on different days and times of
day; and one attempt by mail.

(b) Describe how the Applicant will provide access to primary care to
conduct culturally and linguistically appropriate health screenings
for Members to assess individual care needs or to determine if a
higher level of care is needed.

As the state of Oregon's population continues to become more diverse, EOCCO network
providers serve members from diverse cultural and linguistic backgrounds. Providing
linguistically appropriate healthcare in both verbal and written forms plays a crucial role in
effectively delivering healthcare services. EOCCO arranges for both telephonic and in-person
interpreter services at members' medical provider appointments at no cost to the member.
EOCCO Member handbooks and participating Provider manuals include instructions on how to
request these services. EOCCO has developed initiatives to increase education and awareness,
improve our understanding of the diversity of our member population, develop standards for
plain language and cultural competency, and implement staff cultural competency training.
EOCCOQO’s equity partner, Moda has a diversity council that is an interdepartmental leadership
committee who is responsible for the development of infrastructure to ensure equitable
healthcare for all members and the communities that we serve. EOCCO also implemented
workplace diversity and cultural competency employee trainings for all new and current staff
that are member facing.

EOCCO also provides demographic data to primary care clinics via monthly provider progress
reports. These reports include member level information on race/ethnicity in the form of a roster,
data on claims based incentive measure performance, follow-up lists, an MED roster, and a list
of patients enrolled in health coaching. Providers use this information to assess performance and
reach out to patients. EOCCO continuously assesses the cultural, ethnic and linguistic makeup of
our health plan membership to ensure the availability of practitioners to meet identified cultural
and linguistic needs. Our assessment includes analyzing the utilization of interpreter services and
member complaints for language, ethnic, racial and cultural barriers in accessing care. We also
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survey our primary care providers to identify providers with non-English language capabilities
and include this information in our online Provider directory and in the Provider directories
given to members.

(9) Comprehensive Transitional Care: The Applicant must ensure that
Members receive comprehensive Transitional Care so that Members’
experiences and outcomes are improved. Care coordination and
Transitional Care should be culturally and linguistically appropriate to the
Member’s need.

(a) Describe the Applicant’s plan to address appropriate Transitional Care
for Members facing admission or discharge from Hospital, Hospice or
other palliative care, home health care, adult foster care, skilled
nursing care, residential or outpatient treatment for mental health or
substance use disorder, the Oregon State Hospital or other care
settings. This includes transitional services and supports for children,
adolescents and adults with serious Behavioral Health conditions
facing admissions or discharge from residential treatment settings and
the state Hospitals.

EOCCO is notified of hospital discharges related to diagnosis with high re-admission rates or
high needs via EDIE/PreManage. Outreach to these members is completed by an ICM (intensive
case manager) to follow for a minimum of 30 days. This is to ensure follow up with PCP or
Behavioral Health provider, medication reconciliation and disease education regarding
symptoms. Members admitted to a skilled nursing facility are all referred to the county MDT for
care collaboration.

(b) Describe the Applicant’s plan to coordinate and communicate with
Type B AAA or APD to promote and monitor improved transitions of
care for Members receiving DHS Medicaid-funded LTC services and
supports, so that these Members receive comprehensive Transitional
Care.

EOCCO meets biweekly with each county’s APD office to discuss transitions of care and
complex cases. This is accomplished with our MDT program, and each APD office has the direct
contact information for all EOCCO supervisors and coordinators to ensure rapid communication
and triaging of needs. A daily email distribution list notifies APD of their members who have
transferred to LTC services, and facility contact information is provided to the DT coordinators
at transfer. In addition, leadership from physical and behavioral case management and APD
offices meet quarterly to discuss the successes of the MDT program, as well as identify areas of
improvement to best communicate our member’s needs.

(c) Describe the Applicant’s plan to develop an effective mechanism to
track Member transitions from one care setting to another, including
engagement of the Member and Family Members in care management
and treatment planning.

EOCCQO’s tracking system allows for a central location that is able to track member’s transition
from one care setting to another. Members enrolled in case management are noted within our
systems. As members move from one care setting to another these services are also tracked and
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noted within our systems, this process is completed for all members. Care Coordinators and
case managers meet weekly to discuss members in an inpatient facility. Case managers would
engage the member and family as appropriate. Members receive notification of all service
approval and denials via mail.

(10) Individual care plans: As required by ORS 414.625, the Applicant will use
individualized care plans to address the supportive and therapeutic needs
of Members with intensive Care Coordination needs, including Members
with severe and persistent mental illness receiving home and Community-
based services covered under the State’s 1915(i) State Plan Amendment.
Care plans will reflect Member or Family/caregiver preferences and goals
to ensure engagement and satisfaction.

(@) Describe the Applicant’s standards and procedures that ensure the
development of individualized care plans, including any priorities that
will be followed in establishing such plans for those with intensive Care
Coordination needs, including Members with severe and persistent
mental illness receiving home and Community-based services covered
under the State’s 1915(i) SPA.

The EOCCO ICMs communicate with members and their care givers to discuss enrollee’s health
concerns, social situations, concerns and questions the enrollee may not always think to discuss
with their PCP or Behavioral Health provider. The EOCCO ICM contacts the enrollee's PCP
with any concerns and informs the PCP or Behavioral Health provider of issues they may not be
aware of. Multiple emergency room visits by an enrollee would elicit a call to the enrollee's PCP
to notify them of the emergency room activity and to determine if the enrollee has been treated
for the same condition or if the PCP is aware of the enrollee's condition. If needed, a referral can
be given to a specialist or supplier. Claims are monitored for activity, and contact with the
enrollee is continued until care coordination needs are complete. Care plans are updated and
revised when the enrollee has a change in medical condition, physical location, or when the
enrollee expresses a change warranting care plan review. Care plans are updated by the ICM and
physician or Behavioral Health provider.

ICM's are assigned to their case managed members in PreManage so that they are aware of any
ER visits or Inpatient Admissions. Utilizing PreManage notifications the ICM is then able to
coordinate with the PCP or Behavioral Health provider for follow up efforts.

Individual care plans are established for all EOCCO members that are in Complex Case
Management. These care plans note that the self-management plan have been discussed with the
patient and the date that has been done. It also delineates whether a goal(s) is determined by the
member, care giver, family or ICM. Those goals are then prioritized and managed with input
from the member at least monthly, to set interventions tailored to the individual needs of the
member, care giver and the member’s family and support system. Prioritization also includes the
desired level of involvement of all parties.

EOCCO monitors treatment plans to ensure that necessary services are provided by
communicating with all providers and the enrollee to ensure that all providers are aware of the
enrollee's care needs. When the EOCCO ICM assists an enrollee in finding care, claims are
monitored to see enrollee’s visit activity. If there is a discrepancy in the care needs between the
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member and the provider, the ICM reaches out to the provider to assist in resources to help meet
the service needs.

(b) Describe the Applicant’s universal screening process that assesses
individuals for critical risk factors that trigger intensive Care
Coordination for high needs Members; including those receiving DHS
Medicaid-funded LTC services.

EOCCAO utilizes the following standards to assess individuals for critical risk factors that trigger
ICC for high needs; high risk reports, PreManage notifications, HRA’s and other reports to
identify members with intensive care coordination needs.

(c) Describe how the Applicant will factor in relevant Referral, risk
assessment and screening information from local Type B AAA and
APD offices and DHS Medicaid-funded LTC Providers; and how they
will communicate and coordinate with Type B AAA and APD offices

EOCCO meets biweekly with each county’s APD office to discuss transitions of care and
complex cases. This is accomplished with our MDT program, and each APD office has the direct
contact information for all EOCCO supervisors and coordinators to ensure rapid communication
and triaging of needs. A daily email distribution list notifies APD of their members who have
transferred to LTC services, and facility contact information is provided to the MDT
coordinators at transfer. In addition, leadership from physical and behavioral case management
and APD offices meet quarterly to discuss the successes of the MDT program, as well as identify
areas of improvement to best communicate our member’s needs.

(d) Describe how the Applicant will reassess high-needs Members at
least semi- annually or when significant changes in status occur to
determine whether their care plans are effectively meeting their
needs in a person-centered, person- directed manner.

EOCCO reassesses Members with high needs if significate changes are noted. PreManage
alerts and high risk identification reports are also utilized to track any changes in Member
status. If changes are noted the ICM will offer services.

(e) Describe how individualized care plans will be jointly shared and
coordinated with relevant staff from Type B AAA and APD with and
DHS Medicaid-funded LTC Providers and Medicare Advantage
plans serving Fully Dual Eligible Members.

Bi-weekly regional MDTSs provide opportunity to coordinate care for those members who are
dually eligible. All EOCCO members, including those who are dually eligible, may be referred
to the MDTSs for care coordination needs.

Moda Health Plan, Inc. Medicare Advantage is the Affiliated Medicare Advantage plan partner.
EOCCO Case Management staff work within the same department, in the same location, as the
case managers that work on the affiliated Medicare Advantage plan. When an EOCCO member
is dually enrolled in both, the case managers have an in-person consultation to assess and
manage the member’s overall health, including Behavioral Health issues.

(11) Describe the Applicant’s plan for coordinating care for Member oral
health needs, prevention and wellness as well as facilitating appropriate
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Referrals to oral health services.

Dental case management coordinates the dental services for EOCCO members who have
complex medical needs, are aged, blind, disabled, have multiple chronic conditions, mental
illness or substance abuse disorders and either 1) have functional disabilities or 2) live with
health or social conditions that place them at risk, or developing functional disabilities, i.e.,
serious chronic illness or environmental risk factors such as homelessness or family problems
that lead to the need for placement in foster care. DCOs initiate targeted member outreach based
on findings of dental assessments as well as on physical, behavioral health or dental provider,
EOCCO or family/caregiver referrals.

(12) Describe Applicant’s plan for coordinating Referrals from oral health to
physical health or Behavioral Health care.

EOCCO Case Manager coordinate the dental needs between physical, oral and behavioral
health through phone calls and/or emails, when a need is identified. This can be identified
through a referral and/or authorization request, member or provider referrals, claims data,
and other reports and/or notifications.

b. Care Integration (recommended page limit 1% pages)

1) Oral Health
a. Describe the Applicant’s plan for ensuring delivery of oral health
services is coordinated among systems of physical, oral, and
Behavioral Health care.

EOCCO Case Manager coordinate the dental needs between physical, oral and behavioral health
through phone calls and/or emails, when a need is identified. This can be identified through a
referral and/or authorization request, member or provider referrals, claims data, and other reports
and/or notifications.

b. Describe Applicant’s plan for ensuring that preventive oral health
services are easily accessible by Members to reduce the need for
urgent or emergency oral health services.

EOCCO evaluates members from enrollment through HRAs and throughout eligibility through
hospital admission alerts and PA requests to identify members in need of dental services. If any
concerns are found, referrals are made to dental care coordination for member outreach.

@) Hospital and Specialty Services
Adequate, timely and appropriate access to Hospital and specialty
services will be required. Hospital and specialty service agreements
should be established that include the role of Patient-Centered Primary
Care Homes.

Describe how the Applicant’s agreements with its Hospital and specialty
care Providers will address:

(a) Coordination with a Member’s Patient-Centered Primary Care
Home or Primary Care Provider

EOCCO ensures that Member’s PCPs are informed of member’s specialist needs through
mailed letters and/or phone conversations that include details of prior authorization requests
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and hospital admissions. Hospitals also provide copies to visit summaries to PCPs after the
Member is hospitalized.

(b) Processes for PCPCH or Primary Care Provider to refer for
Hospital admission or specialty services and coordination of care.

PCPCHs and PCPs are regularly engaged by various teams in the referral process for
coordination needs as well as how to submit PA requests. Member specific discussions are
completed with providers to identify medically complex cases and assign them to ICMs.

(c) Performance expectations for communication and medical records
sharing for Hospital and specialty treatments, at the time of
Hospital admission or discharge, for after-hospital follow up
appointments.

With the use of PreManage and Arcadia, EOCCO makes the process of sharing records
efficient to providers and ensures timely communication between clinics/facilities/fEOCCO.

(d) A plan for achieving successful transitions of care for Members,
with the PCPCH or Primary Care Provider and the Member in
central treatment planning roles.

EOCCO provides transition of care services after hospitalization or ED visits through ICMs
as they engage with the member directly and work with providers and specialists to develop
individual care plans for each member.

c. DHS Medicaid-funded Long Term Care Services (recommended page limit 2
pages)

CCOs will be responsible for the provision of health services to Members receiving
DHS Medicaid-funded LTC services provided under the DHS-reimbursed LTC
program. DHS Medicaid-funded LTC services include, but are not limited to, in-
home supports/services, Adult Foster Care, Residential Care Facilities, Assisted
Living Facilities, DHS Medicaid-funded LTC Nursing Facility state plan, State
Plan Personal Care for APD, Adult Day Services, Contract Nursing Program,
administrative examinations and reports, non-medical transportation (except in
some areas where contracted to transportation brokerages) and PACE state plan
(including Medicare benefits).

1) Describe how the Applicant will:

(a) Effectively provide health services to Members receiving DHS
Medicaid-funded LTC services whether served in their own home,
Community-based care or Nursing Facility and coordinate with the
DHS Medicaid-funded LTC delivery system in the Applicants
Service Area, including the role of Type B AAA or the APD office;

EOCCO meets biweekly with each county’s APD office to discuss transitions of care and
complex cases. This is accomplished with our MDT program, and each APD office has the direct
contact information for all EOCCO supervisors and coordinators to ensure rapid communication
and triaging of needs. A daily email distribution list notifies APD of their members who have
transferred to LTC services, and facility contact information is provided to the DT coordinators
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at transfer. In addition, leadership from physical and behavioral case management and APD
offices meet quarterly to discuss the successes of the MDT program, as well as identify areas of
improvement to best communicate our member’s needs.

(b)  Use best practices applicable to individuals in DHS Medicaid-
funded LTC settings including best practices related to Care
Coordination and transitions of care;

EOCCO meets biweekly with each county’s APD office to discuss transitions of care and
complex cases. This is accomplished with our MDT program, and each APD office has the direct
contact information for all EOCCO supervisors and coordinators to ensure rapid communication
and triaging of needs. A daily email distribution list notifies APD of their members who have
transferred to LTC services, and facility contact information is provided to the DT coordinators
at transfer. In addition, leadership from physical and behavioral case management and APD
offices meet quarterly to discuss the successes of the MDT program, as well as identify areas of
improvement to best communicate our member’s needs.

(@) Describe how Applicant will use or participate in any of the following models
for better coordinating care between the health and DHS Medicaid-funded
LTC systems, or describe any alternative models for coordination of care:

(@) Co-Location: co-location of staff such as Type B AAA and APD case
managers in healthcare settings or co-locating Behavioral Health
specialists in health or other care settings where Members live or
spend time.

EOCCO is piloting a project that places a local community mental health provider (CMHP)
social worker in a PCPCH via tele-health for warm handoffs. This allows the PCPCH staff to
immediately connect the Member with the LCSW. The Member, LCSW and PCPCH staff then
determine the best next steps to meet the Member’s needs. This also provides a natural
connection between the CMHP and PCPCH.

EOCCO meets biweekly with each county’s APD office to discuss transitions of care and
complex cases.

(b) Team approaches: Care Coordination positions jointly funded by the
DHS Medicaid-funded LTC and health systems, or team approaches
such as a multi- disciplinary care team including DHS Medicaid-
funded LTC representation.

EOCCO meets biweekly with each county’s APD office to discuss transitions of care and
complex cases. This is accomplished with our MDT program, and each APD office has the direct
contact information for all EOCCO supervisors and coordinators to ensure rapid communication
and triaging of needs. A daily email distribution list notifies APD of their members who have
transferred to LTC services, and facility contact information is provided to the DT coordinators
at transfer. In addition, leadership from physical and behavioral case management and APD
offices meet quarterly to discuss the successes of the MDT program, as well as identify areas of
improvement to best communicate our member’s needs.
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(c)  Services in Congregate Settings: DHS Medicaid-funded LTC and
health services provided in congregate settings, which can be limited
to one type of service, such as “in home” Personal Care Services
provided in an apartment complex, or can be a comprehensive
model, such as the Program of All-Inclusive Care for the Elderly
(PACE)

EOCCO meets biweekly with each county’s APD office to discuss transitions of care and
complex cases. This is accomplished with our MDT program, and each APD office has the
direct contact information for all EOCCO supervisors and coordinators to ensure rapid
communication and triaging of needs. A daily email distribution list notifies APD of their
members who have transferred to LTC services, and facility contact information is provided
to the DT coordinators at transfer. In addition, leadership from physical and behavioral case
management and APD offices meet quarterly to discuss the successes of the MDT program, as
well as identify areas of improvement to best communicate our member’s needs.

(d) Clinician/Home-Based Programs: increased use of Nurse
Practitioners, Physician Assistants, or Registered Nurses who
perform Assessments, plan treatments, and provide interventions to
the person in their home, Community-based or Nursing Facility
setting.

EOCCO is partnering with local public health departments to implement a universal screening
and nurse home visiting program for providing in home services for infant and maternal
health. EOCCO is also utilizing tele-behavioral health to provide services to Members in their
homes or alternative care settings.

d. Utilization management

Describe how the Applicant will perform the following UM activities tailored to
address the needs of diverse populations including Members receiving DHS
Medicaid-funded LTC services, Members with Special Health Care Needs,
Members with intellectual disability and developmental disabilities, adults who
have serious mental illness and children who have serious emotional disturbance.

1) How will the authorization process differ for Acute and ambulatory levels
of care; and

All members admitted to acute care facilities are followed by our concurrent care
coordinators. Complex members are discussed in the weekly discharge rounds meetings.
This meeting include care coordination supervisors, concurrent review nurses and case
managers. Members with over utilization are identified via pre-manage and claim reports.
Case management referrals for these members are completed via a triage process. Health
coaching would reach out to members regarding underutilization of services.

(@) Describe the methodology and criteria for identifying over- and
under-utilization of services

EOCCO and its delegated entities have structured review mechanisms in place to detect
and address over-and under-utilization of services. These mechanisms include internal
utilization management committees and case management or quality improvement teams
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that monitor utilization against practice guidelines and treatment planning protocols and
policies, including members with special health care needs.

The utilization management committee is responsible to review and monitor data related
to key utilization management indicators such as over and under-utilization and
accessibility and availability of Behavioral health services.

Quality Improvement Committees of our respective delegated dental care organizations
monitor over-and under-utilization of services.

The case management team is responsible for monitoring data related to over-and under-
utilization of services by EOCCO members, including those with special healthcare
needs.

A facilitated workgroup includes representatives from physical, behavioral health and
dental services to monitor data related to over- and under-utilization of services related to
the Oregon Health Authority (OHA) CCO incentive metrics.

An interdisciplinary team of Medical Informatics and Population Health Management
and Engagement representatives develop member and provider interventions as the result
of monitoring targeted aspects of member care, including over- and under-utilization of
services.

Examples of processes we use to monitor and detect potential over- and under-utilization of
services include:
Monthly or quarterly gaps-in-care reports to identify members missing preventive
screenings or tests to manage chronic disease
Dental reports of referrals to specialty care and follow-up by the DCO to assess the status
of the appointment
Concurrent monitoring of behavioral health inpatient stays to ensure follow-up care by a
behavioral health specialist or primary care provider within 7 days of discharge
Monthly case management reports on high risk members (data elements include
diagnoses, living situation, cognition, mobility, bath/hygiene/grooming, Medicare status,
behavioral issues, behavioral/emotional functioning).
Inpatient discharge planning by the care coordination team to ensure discharge to the
appropriate level of care
Ongoing monitoring of emergency department utilization
Monthly review of trigger diagnoses by our Medical Management teams
Monitoring of readmission rates for all causes or by specific diagnoses
Reviewing antibiotic usage for judicious and appropriate use
Focused dental provider audits on potential over-utilization
Monitoring of potential adverse outcomes and hospital-acquired conditions
Inter-rater reliability testing for clinical staff to ensure consistency in decision making
Medical management report of denial rates by procedure
Quarterly analysis of utilization of out of network EOCCO services, including behavioral
health services.
Quarterly review of the cost and utilization dashboard that includes inpatient, outpatient,
professional, mental health, dental, and pharmacy cost and utilization

RFA OHA-4690-19-EOCCO Attachment 7 Page 28 of 55



RFA OHA 4690-19 CCO 2.0

7. Accountability (recommended page limit 1% pages)

Accountability for each aspect of the Triple Aim—better health, better care and lower
costs—is a central tenet of Health System Transformation. CCOs will be held
accountable for their performance on outcomes, quality, health equity and efficiency
measures identified by OHA through a public process in collaboration with culturally
diverse stakeholders.

During the development of CCO 2.0, OHA committed to shared accountability for
Health System Transformation across the state. This included a commitment to
Members, Providers, and to CCOs that performance expectations would be clear and
that the monitoring and enforcement of those requirements would be applied
consistently, transparently and equitably.

Accountability for the performance of Contract requirements is critical to the success of
Health System Transformation. The quality outcomes of CCO performance are
publicly measured and reported through both the State performance and core metrics
and CCO incentive metrics. In addition to public accountability for quality, health
equity and efficiency, Successful Applicants will remain accountable for the
performance of Contract requirements. This includes accountability for the
performance of subcontracted and delegated activities, the oversight and monitoring of
subcontracted entities, and the timely and complete submission of reporting
deliverables.

CCO 2.0 Accountability Standards include:

e Standardized requirements for Contract deliverables including formatting,
structure, timeliness, completeness, and accuracy

e A clear relationship between performance issues and contract enforcement
mechanisms
An escalation process for resolving performance issues
Consistent and fair application of contract enforcement mechanisms
Prioritizing the resolution of performance issues which impact Member access and
care

e Efforts to improve the clarity and consistency of OHA guidance to CCOs on issues
where misinterpretation or ambiguity may exist

a. Describe any quality measurement and reporting systems that the Applicant has
in place or will implement in Year 1.

The EOCCO QIC provides oversight to transformation, quality assessment and performance
improvement activities to ensure that EOCCO Members receive high quality physical, behavioral
and dental services. The committee is a decision-making body that has the authority and
representation to develop and implement integrated quality improvement activities it deems
appropriate and necessary to improve the patient experience of care and health of the EOCCO
populations, and to reduce the cost of healthcare. To track the quality measure performance
across the CCO, we deploy a variety of reports through our data analytics team in the form of
provider progress reports, county-level progress reports, as well as a real-time view of metric
performance through our HIE, Arcadia Analytics. This platform is available to multiple clinic
systems within our service area as well as our CMHPs. Moving forward we plan to continue to
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support this HIE as well as increase the number of those who are connected to the platform. This
systems allows for not only quality measure performance tracking but also overall population
health management.

b. Will the Applicant participate in any external quality measurement and reporting
programs (e.g. HEDIS reporting related to NCQA accreditation, federal
reporting for Medicare Advantage lines of business)?

EOCCO equity partners Moda and GOHBI are both NCQA accredited. Moda participates in
HEDIS reporting as well as all of the additional reporting requirements for health plan
accreditation by NCQA. Moda was one of the first health plans in Oregon to voluntarily seek
accreditation with NCQA. In addition, Moda participates in several CMS related reporting with
respect to our Medicare Advantage line of business, our ACA market participation, and our
engagement with other Oregon payers in the CPC+ initiative.

GOBHI is an NCQA accredited Managed Behavioral Healthcare Organization (MBHO) and is
re-surveyed every 3 years to assure they are meeting national standards. NCQA reviews include
a strong focus on Members Rights and Responsibilities, Utilization Management, Complex Case
Management, Credentialing and Quality Improvement. GOBHI has continued to achieve high
scores within these categories as well as overall.

c. Explain the Applicant’s internal quality standards or performance expectations
to which Providers and Subcontractors are held.

EOCCO providers are required to meet Federal and State requirements related to quality and
performance standards, which is outlined in provider contracts.

Through value based payment models implemented, providers are held to meet quality
improvement activities and targets are subject to change each year, depending on areas of focus
or need.

EOCCO providers are required to submit reports and information on a monthly, quarterly or
annual bases to assure that they are meeting contract requirements and quality of care standards.
Examples of these reports include: access to emergent, urgent and routine care, utilization of
restraints and seclusion, incident reports and near misses, financial reports, Wraparound, ACT,
Choice and Supported Employment reports, interpreter logs and chart audits.

Also, the EOCCO Quality Improvement Committee provides for a systematic structure for
decision making, allocation of resources and implementation of integrated quality improvement
and transformative activities with the goals of advancing the Triple Aim for EOCCO members
and meeting our objectives in the delivery and evaluation of the quality and safety of the care
and services provided to EOCCO members.

The program encompasses transformation and quality assessment and quality improvement
activities for EOCCO. This includes monitoring and evaluating the quality and safety of care and
services provided in ambulatory settings, hospitals, residential treatment and skilled nursing
facilities; through home healthcare services, free- standing surgical centers and ancillary
services; and by the CCO through member services, physical health, behavioral health and dental
health services.

The objectives of the EOCCO QIC Committee include:
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Establish and maintain organizational systems to ensure access to high quality, medically
necessary, culturally competent and safe delivery of physical health, behavioral health and
dental health services in the most appropriate setting.
Transform the delivery of service to a model that is integrated and outcome-base
Continuously improve the quality and safety of the care and service delivered to thereby:
0 Improve the health status of EOCCO population and their communities
o0 Ensure member satisfaction with experience of care
Ensure the delivery of cost-effective care and services
Continuously evaluate the quality and safety of service delivery provided to members to
identify improvement opportunities
Promote communication and collaboration between EOCCO and our partners
Support EOCCO practitioners and providers to improve the quality and safety of care and
service delivered in their respective settings

d. Describe the mechanisms that the Applicant has for sharing performance
information with Providers and contractors for Quality Improvement.

EOCCO shares performance
information through a number of
mechanisms including: real time
data available to all providers
connected to the Arcadia Analytics
platform (see example), monthly
provider progress reports, Peer and
Clinical Advisory Panel, Quality
Improvement Committees, Board
Meetings, Regional Community
Advisory Council, and annually
through GOBHI’s Spring
Conference and EOCCQO’s
Clinician Summit.

These data sharing avenues allow for review of previous performance and opportunities for the
creation of quality improvement activities to address areas of concern or to continue performance
improvement. With the performance data available real-time and/or monthly, quality
improvement activities can be tracked regularly to note whether improvement is in fact occurring
or if the project needs to be altered or abandoned.
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Additionally, EOCCO data analysts can create custom reports for quality improvement tracking
through their centralized database. These reports can be made available on an ad-hoc basis if the
metric is not already tracked regularly. The example below shows a custom report to
demonstrate a patient who has numerous SUD residential and detox services, but was not
receiving much outpatient care. This data was shared with the care team so they could better plan
how to best work with this member and hopefully avoid the need for higher level services.

8. Fraud, Waste and Abuse Compliance (recommended page limit %2 page)

a. Please describe how Applicant currently engages in activities designed to prevent
and detect Fraud, Waste and Abuse.

EOCCO maintains the following activities and controls within various departments to identify
potential fraud, waste, or abuse occurrences:

Information system claims edits such as appropriateness of services and level(s) of care,
reasonable charges, and potential excessive over-utilization;

Post-processing review of claims and other claim analytics;

Practitioner credentialing and re-credentialing policies and procedures, including on-site
reviews

Prior authorization policies and procedures (member eligibility verification, medical
necessity, appropriateness of service requested, covered service verification, appropriate
referral);

Utilization management practices, such as prior authorization, concurrent review,
discharge planning, retrospective review;

Quality improvement practices;

Dental/medical/pharmacy claims review such as appropriateness of services and level(s)
of care, reasonable charges, and potential excessive over-utilization.

As circumstances warrant, referrals from committees such as Quality Improvement
Operations, Dental Quality Improvement, Credentialing, and Pharmacy & Therapeutics
Committees;

Practitioner and member handbooks language regarding the reporting of potential fraud,
waste and abuse;

Member and practitioner mailings to educate about potential areas of fraud, waste, and
abuse and how to recognize schemes;
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Staff (including senior management and subcontractors) training regarding potential fraud,
waste and abuse detection, reporting, and correction efforts. Such training occurs at least
annually and is also part of new hire orientation for new employees.

Monitoring of practitioner and member appeals and grievances;

Encounter data validation. Confirmation with a statistically valid portion of the population
that services as billed by the provider were actually received by the member. As part of
this process, Contractor sends member verification letters to OHP members and performs
follow-up if a timely response is not received.

Monthly federal exclusion screening of all staff, providers and subcontractors. Excluded
individuals will not be employed by the Contractor or its subcontractors.

b. Please describe how Applicant intends to monitor and audit its Provider
Network, Subcontractors, and delegated entities for potential Fraud, Waste and
Abuse activities.

EOCCO’s Compliance Officer or delegated staff will monitor and audit Contractor’s
subcontractors to ensure compliance with applicable laws, regulations including Fraud, Waste
and Abuse. On not less than an annual basis the Medicaid Compliance Department will conduct
a risk assessment, compliance audit and policy review of the subcontractor. The compliance
audit will include a review and assessment of required policies and procedures, including Fraud,
Waste and Abuse policies and detection procedures.

9. Quality Improvement Program (recommended page limit 1 page)

Oregon will continue to develop and maintain a Transformation and Quality Strategy
to assess and improve the quality of CCO services and to ensure compliance with
established standards. CCO accountability measures and related incentives will be
core elements of the state’s Quality Strategy.

Oregon will continue its robust monitoring of CCO system performance and will
continue to assure that established standards for quality assessment and improvement
are met.

a. Please describe policies, processes, practices and procedures you have in place
that serve to improve Member outcomes, including evidence-based best
practices, emerging best practices, and innovative strategies in all areas of
Health System Transformation, including patient engagement and activation.

EOCCOQ’s Population Health Management and Engagement (PHME) team includes two areas of
member outreach: one-on-one disease management & health coaching, and population-based
quality initiatives. The overall goal is to achieve the Triple Aim— improve the patient
experience of care, improve the health of populations and reduce the per capita cost of
healthcare. PHME designs a comprehensive and integrated suite of programs and services for
members at all stages of life and health status. Our programs and services cover a wide array of
health topics to assist members in making informed healthcare-related decisions.

Quality is the foundation of all PHME activities. PHME staff utilizes the PDSA (Plan-Do-Study-
Act) cycle to standardize the way we test change and monitor progress. Program performance is
evaluated by analyzing medical and pharmacy claims, member and clinic-reported clinical
outcomes, Patient Activation Measure change and member survey data. The results are
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documented and reviewed and provide the rationale for continuing current quality initiatives and
starting new activities. EOCCO measures the success of programs and initiatives comparing our
plan-wide measure outcomes with state benchmarks and targets.

EOCCO uses clinical guidelines and best practices to design and develop programming. We
update the evidence-based guidelines to reflect any change in the national standards, and our
medical directors and the Quality Council review the guidelines biennially.

b. Please describe your experience and plan to emphasize and implement wellness
and health improvement activities and practices within your organization for
Members and staff, including partners and contracts in place to strengthen this
aspect of health care.

EOCCO Quality Improvement Specialists perform in-clinic technical assistance on quality
improvement initiatives and routinely interact with provider partners via email, phone and
webinar to promote and support upcoming and existing programs and improve population
outcomes. Member rosters are reviewed with clinic partners to promote clinic-based outreach and
increase member engagement.

Additionally, EOCCO works with community partners to facilitate Community Benefit Initiative
Reinvestments (CBIR) that promote improved health outcomes and increased quality metrics.
EOCCO staff also implement member initiatives to promote health and wellness activities such as
adolescent well care incentive programs, colorectal cancer screening media campaigns, and health
education mailers.

Within our organization, EOCCO staff are also supported through various wellness initiatives to
lead an active and healthy lifestyle. For example programs to encourage walking, eating healthy
meals, and discount gym memberships are available.

c. Outline your experience, staffing, policies, procedures, and capacity to collect the
necessary electronic and other data that will be required for meeting regular
performance benchmarks to evaluate the value of Health Services delivered by
your CCO. Describe how CCO accountability metrics serve to ensure quality
care is provided and serve as an incentive to improve care and the delivery of
services.

The EOCCO analytics team currently consumes data from various sources to produce high-level
dashboards that emphasize trends and opportunities in care delivery. For example, one recent
report highlighted characteristics of Members who have not been using primary care services but
rather emergency and specialty services. This data allows us to develop plans for impacting this
member population and engaging them in primary care. Arcadia Analytics is another platform
that consumes electronic data into actionable formats. This platform allows for review of
Member gaps in care as well as services the Member may have received from another care
provider in the system.

To ensure accountability we have an established shared savings model contract which includes
shared risk and a quality bonus payment methodology for incentive measure performance. This
shared savings model holds clinics accountable for continuous improvement in service delivery.
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d. Describe your policies and procedures to ensure a continuity of care system for
the coordination of care and the arrangement, tracking and documentation of all
Referrals and Prior Authorization.

EOCCO processes or imports all referrals and prior authorizations into a central system. This
system also encompasses our claims data. On a monthly basis, EOCCO imports all data into a
central data storage solution. This includes documentation of all referrals and prior
authorizations.

10. Medicare/Medicaid Alignment (recommended page limit %2 page)

a. Is Applicant under Enrollment and/or Marketing sanction by CMS? If so, please
describe?

N/A

b. Is Applicant currently Affiliated with a Medicare Advantage plan? If no, how will
Applicant ensure they are contracted or Affiliated with a Medicare Advantage
plan prior to the Effective Date of the Contract?

Moda Health Plan, Inc. Medicare Advantage is the Affiliated Medicare Advantage plan partner.
EOCCO Case Management staff work within the same department, in the same location, as the
case managers that work on the affiliated Medicare Advantage plan. When an EOCCO member
is dually enrolled in both, the case managers have an in-person consultation to assess and
manage the member’s overall health, including Behavioral Health issues.

11. Service Area and Capacity (not counted towards overall page limit)

a. List the Service Area(s) the Applicant is applying for and the maximum number
of Members the Applicant is proposing to accept in each area based upon the
Applicant’s Community health assessment and plan for delivery of integrated
and coordinated health, mental health, and substance use disorder treatment
services and supports and oral health services.

County (List each desired County Maximum Number of Members-
separately) Capacity Level
Baker 4300
Gilliam 410
Grant 1620
Harney 2250
Lake 2000
11000
Malheur
Morrow 3250
Sherman 00
Umatilla 20950
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Union 6750
Wallowa 1900
Wheeler 350

b. Does Applicant propose a Service Area to cover less than a full County in any
County? If so, please describe how:

1) Serving less than the full county will allow the Applicant to achieve the
transformational goals of CCO 2.0 (as described in this RFA) more
effectively than county-wide coverage in the following areas:

Community engagement, governance, and accountability;

Behavioral Health integration and access;

Social Determinants of Health and Health Equity;

Value-Based Payments and cost containment; and

e Financial viability;

@) Serving less than the full county provides greater benefit to OHP
Members, Providers, and the Community than serving the full
county; and

(3) The exception request is not designed to minimize financial risk

and does not create adverse selection, e.g. by red-lining high-risk

areas.
OHA reserves the right to set the maximum number of Members an Applicant may
contract to serve and define the area(s) an Applicant may serve based upon OHA’s
evaluation of the Applicant’s ability to serve Members, including dually eligible Members,
OHA'’s needs and the needs of its Members. OHA may require an Applicant to accept
OHA’s additional Service Area request(s) as a condition of receiving an award or a Notice
to Proceed as OHA and its Members’ needs warrant. Applicants must apply for Service
Area on a county-wide basis. An Applicant that requests to cover less than a full County
will be required to provide additional information and its reasoning for the request in its
Application. OHA will consider requests during Application evaluation. These Applicant
requests and subsequent OHA responses do not limit OHA in any way from requiring
additional changes to an Applicant’s proposed Service Area based on OHA'’s needs and
the needs of its Members. Applicants should submit this information in an Excel document
according to naming conventions identified elsewhere in this RFA.

Service Area Table

County (List each desired County Maximum Number of Members-
separately) Capacity Level

In some areas the patterns of care may be such that Members seek care in an adjoining
county. Applicant may choose to contract with Providers located outside the Service Area
covered to ensure sufficient access to care for Members. The Service Area places no

RFA OHA-4690-19-EOCCO Attachment 7 Page 36 of 55



RFA OHA 4690-19 CCO 2.0

restriction on the location or distribution of an Applicant’s Provider Network. The
Applicant will receive rates for each county. If a prospective Applicant has no Provider
Panels, the Applicant must submit information that supports their ability to provide
coverage for those Members in the Service Area(s) they are applying. In determining
Service Area(s) Applicants must consider the allowable driving distance and time to
Primary Care Physicians (PCP) and any other Provider type outlined in contract or OAR
410-141-3220.

12. Standards Related To Provider Participation (recommended page limit 5 pages)
a. Standard #1 - Provision of Coordinated Care Services

The Applicant has the ability to deliver or arrange for all the Coordinated Care
Services that are Medically Necessary and reimbursable.

In the context of the Applicant’s Community health assessment and approach for
providing integrated and coordinated care, to assess whether the Applicant has the
ability to deliver services, the delivery system network data must be submitted in
the required formats and evaluated.

Based upon the Applicant’s Community health assessment and plan for delivery of
integrated and coordinated health, mental health, and substance use disorder
treatment services and supports and oral health services, describe Applicant’s
comprehensive and integrated care management network and delivery system
network serving Medicaid and dually eligible Members for the following categories
of services or types of service Providers that has agreed to provide those services or
items to Members, whether employed by the Applicant or under subcontract with
the Applicant:

Acute Inpatient Hospital Psychiatric Care
Addiction treatment

Ambulance and emergency Medical Transportation
Assertive Community Treatment

Community Health Workers

Community prevention services

Dialysis services

Family Planning Services

Federally Qualified Health Centers

Health Care Interpreters (qualified/certified)
Health education, health promotion, health literacy
Home health

Hospice

Hospital

Imaging

Intensive Case Management

Mental health Providers

Navigators

Non-Emergent Medical Transportation

Oral health Providers
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Palliative care

Patient-Centered Primary Care Homes
Peer specialists

Pharmacies and durable medical Providers
Rural health centers

School-based health centers

Specialty Physicians

Substance use disorder treatment Providers
Supported Employment

Tertiary Hospital services

Traditional Health Workers

Tribal and Urban Indian Health Services
Urgent care center

Women’s health services

Others not listed but included in the Applicant’s integrated and coordinated
service delivery network.

b. Standard #2 — Providers for Members with Special Health Care Needs
(recommended page limit 1 page)

In the context of the Applicant’s Community health assessment and approach for
providing integrated and coordinated care, Applicant shall ensure those Members
who have Special Health Care Needs such as those who are aged, blind, disabled, or
who have high health care needs, multiple chronic conditions, mental illness or
substance use disorder or who are children/youths placed in a substitute care
setting by Children, Adults and Families (CAF) and the Oregon Youth Authority
(OYA) (or children receiving adoption assistance from CAF), or any Member
receiving DHS-funded Medicaid LTC or home and Community-based services, have
access to Primary Care and Referral Providers with expertise to treat the full range
of medical, oral health, and Behavioral Health and Substance Use Disorders
experienced by these Members.

From those Providers and facilities identified in the DSN Provider Report Template
(Standard#1 Table), identify those Providers and specialists that have special skills
or sub-specialties necessary to provide a comprehensive array of Medical Services
to the elderly, disabled populations and children/youths in substitute care or
Members who have high health care needs, multiple chronic conditions, mental
illness or substance use disorder. In narrative form, describe their qualifications
and sub-specialties to provide Coordinated Care Services to these Members.

Service Category Description PCPP, SPP, PCPCH: Qualified to deal with the diseases and
disorders of children and youth, including those who may be blind or disabled, have high health
care need, multiple chronic conditions, and mental illness or substance use disorder. Some
examples of the specialties or sub-specialties include pediatrics, cardiology, dermatology,
neurology, occupational therapy, physical therapy, psychology, pediatric behavioral health,
speech language pathology, otolaryngology, and oncology.

Service Category Description PCPA, SPA, PCPCH: Qualified to deal with the diseases and
disorders of adults and geriatric patients, including those who may be blind or disabled, have
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high health care need, multiple chronic conditions, and mental illness or substance use disorder.
Some examples of the specialties and sub-specialties include internal medicine, cardiology,
neurology, gastroenterology, podiatry, pain management, rheumatology, urology, geriatric
medicine, podiatry, oncology, infectious disease and endocrinology.

Service Category Description QHCI, THW, FQHC, RHC, Hospice, PC, SNF: Qualified to
deal with all age categories and populations including those who may be blind or disabled, have
high health care need, multiple chronic conditions, and mental illness or substance use disorder.
Some examples of the specialties and sub-specialties include family practice, internal medicine,
hospice and palliative care, skilled nursing, home health and preventive medicine.

Service Category Description DSPP, DSPA, OHPP, OHPA: Qualified to deal with all age
categories and populations including those who may be blind or disabled, have high health care
dental needs. Some examples of the specialties and sub-specialties include oral surgery,
maxillofacial and dentistry.

Service Category Description MHPP, MHPA, SUDPP, SUDPA, HPSY, AD, MHCS:
Qualified to deal with all age categories and populations including those who may be blind or
disabled, have high mental illness or substance use disorders. Some examples of the specialties
and sub-specialties include psychiatry, psychology, and clinical psychology.

c. Standard #3 — Publicly funded public health and Community mental health
services (recommended page limit 1%z pages)

Under ORS 414.153, Applicants must execute agreements with publicly funded
Providers for authorization of and payment for point-of-contact services (i.e.
immunizations, sexually transmitted diseases and other communicable diseases)
and for cooperation with the local mental health authorities unless cause can be
demonstrated that such an agreement is not feasible.

Submit the following table in an Excel format, detailing Applicant’s involvement
with publicly funded health care and service programs. Include those publicly
funded health care and service programs with which you have subcontracts. Table
does not count toward overall page limits.

See the EOCCO Publically Funded Health Care and Services Programs Table included in
our submission response.

Publicly Funded Health Care and Service Programs Table

Name of Type of public program County in Specialty/Sub
publicly (i.e. County Mental which program - Specialty
funded Health Department) provides service Codes
program

Other formatting conventions that must be followed are: all requested data on
Applicant’s Provider Network must be submitted in the exact format found in the
DSN Provider Report Template (Standard #1).

1) Describe how Applicant has involved publicly funded providers in the
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development of its integrated and coordinated Application.

The community was involved in the development of the community engagement plan for
EOCCO. The Regional Community Advisory Committee (RCAC) reviewed and shared input on
the Community Engagement Plan at its March 26, 2019 meeting. In addition, two major
community engagement processes were used to identify strengths, needs and gaps as we look
toward the future. First, between May and September of 2018 we conducted 21 community
health assessment focus groups within the 12 counties comprising the EOCCO region (8 in
English and 4 in Spanish) with three community health assessment areas: community health,
health and healthcare disparities, and social determinants of health. Second, interviews with over
80 early childhood community partners and stakeholders were conducted between March and
December of 2018 to identify strengths, gaps and needs in parenting (including pregnant women)
and early childhood behavioral health. Our over-arching aim for our plan is to prevent and
mitigate the impact of adverse childhood experiences (ACEs) through behavioral health
promotion.

(@) Describe the agreements with counties in the Service Area that achieve
the objectives in ORS 414.153(4). If any of those agreements are
under negotiation, the Applicant must submit the executed agreement
prior to OHA issuing the CCO Contract.

Per the EOCCO Publically Funded Health Care and Services Programs Table, we are
contracted with each county health department and community mental health program
through the county health departments.

(3) If Applicant does not have signed agreements with counties, as providers
of services or as required by ORS 414.153(4), describe good faith efforts
made to obtain such agreements and why such agreements are not
feasible.

N/A

d. Standard #4 — Services for the American Indian/Alaska Native Population
(AlI/AN) (recommended limit %2 page)

@ Please describe your experience and ability to provide culturally
relevant Coordinated Care Services for the AI/AN population.

EOCCO is able to provide culturally relevant coordinated care services to our AI/AN
population through our partnership and contract with Yellowhawk Tribal Health Center.
This health center has fully integrated services inclusive of primary care, behavioral health,
oral health, and pharmacy services. Additionally our AI/AN Members are able to be seen at
either an IHS or any other contracted clinic outside of the IHS. This operational decision
was made in partnership with the Confederated Tribes of Umatilla in order to ensure their
members had complete access to healthcare services. Additionally, Yellowhawk Tribal
Health Center has employed Community Health Workers to ensure care coordination for
their Members. Through this experience we are confident in our ability to uphold this
partnership with Yellowhawk Tribal Health Center and continue to improve our
collaboration moving forward to best support our AI/AN members in Umatilla and other
parts of our service area.
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e. Standard #5 - Indian Health Services (IHS) and Tribal 638 facilities
(recommended limit 1 page)

1) From among the Providers and facilities listed in the DSN Provider
Report Template, please identify any that are Indian Health Service
or Tribal 638 facilities.

Yellowhawk Tribal Health Center is an Indian Health Service and is contracted with
EOCCO, since July 1, 2014.

2 Please describe your experience working with Indian Health
Services and Tribal 638 facilities.
¢ Include your Referral process when the IHS or Tribal 638 facility is
not a participating panel Provider.
¢ Include your Prior Authorization process when the Referral
originates from an IHS or Tribal 638 facility that is not a
Participating Provider.

EOCCO and Yellowhawk Tribal Health Center have been working together since the start of
EOCCO. The relationship started by building a foundation of understanding on the needs of the
clinic and facility. Through meetings and collaborative efforts, a contract was signed on July 1,
2014. Since that time, the clinic became certified as a Tier 3 PCPCH and has received
enhancement payments for the certification. The clinic also participates in the Risk Model and
Shared Saving agreements.

EOCOC has implemented special allowances for Yellowhawk, even as a contracted provider.
This is to allow for access to healthcare that is culturally responsive and promotes member’s
choice to see both an IHS and/or a clinic outside of the IHS. Since the membership has the right
to see providers at Yellowhawk, we systemically bypass the requirement that Yellowhawk be the
assigned PCP on the member record. This allows for claims payment when members are seen at
the IHS but assigned to a clinic outside of the IHS. However, many of the members are assigned
to the clinic. Additionally, we process Yellowhawk authorizations that are sent in and once again
waive the requirement of it originating from the PCP.

EOCCO also reimburses the Traditional Health Workers employed by the IHS, billed to
EOCCO. The use of THWs help promote access to health care that is culturally responsive and
addresses health disparities experienced by tribal members.

EOCCO plans to reengage Yellowhawk Tribal Health Center and partner to provide support to
achieve the goals of the health center and of CCO 2.0.

f. Standard #6 — Pharmacy Services and Medication Management (recommended
limit 5 pages)

1) Describe Applicant’s experience and ability to provide a prescription
drug benefit as a Covered Service for funded Condition/Treatment
Pairs.

We are committed to delivering on the goals of CCO 2.0 by managing a pharmacy benefit that
ensures culturally sensitive access while focusing on prevention, quality improvement and lower
costs. EOCCOQ’s pharmacy benefit is administered consistent with the Prioritized List as
determined by the Health Evidence Review Commission (HERC) for covered conditions and
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treatment pairs. Drugs used to treat mental health conditions such as depression, anxiety and
psychosis and which are covered by the Division of Medical Assistance Programs (DMAP) are
coordinated by the same pharmacy team to ensure EOCCO members receive integrated and
coordinated health care that focuses on improving quality, eliminating health disparities and
ensuring healthy outcomes.

Our pharmacy program is delivered in partnership with the Oregon Prescription Drug Program
(OPDP) to maximize purchasing power and align benefits that reduce costs. Consistent with the
CCO 2.0 recommendations of the Oregon Health Policy Board, EOCCO is committed to
program transparency, 100 percent pass-through of any savings, and affordable prescription drug
coverage for members in our service area. EOCCO’s pharmacy benefit includes the following:

Adoption of OPDP in 2016 as the backbone of our pharmacy network and reimbursement
strategy to better manage prescription drug costs.

Transparent pricing — services are delivered for a low single administration fee per
approved claim.

100 percent pass-through of pharmacy charges and payments — aggressive pharmacy
network financial guarantees apply for brand and generic drugs. Any network over-
performance is passed directly to EOCCO; there is no spread retained by EOCCO’s PBM.
100 percent pass-through of manufacturer rebates, which help lower the total drug cost.
No concealed markups by our PBM and no hidden administration charges or costs.

An exclusive specialty pharmacy, Ardon Health, a Portland-based specialty pharmacy that
works closely with providers throughout our service area and understands the unique
healthcare needs of EOCCO members with complex conditions that require specialty
medications.

Local and experienced clinical pharmacists who oversee benefits and work directly with
prescribers to ensure the right medications are utilized at the right time.

A dedicated pharmacy customer service team.

Personalized educational materials and tools for members available through our web-
portal.

A local customer support team that works daily with EOCCO leadership to ensure the
pharmacy program is targeted to perform against key objectives.

@) Specifically describe the Applicant’s:

e Ability to use a restrictive formulary as long as it allows access to
other drug products not on the formulary through some process such
as Prior Authorization.

e Formulary development that includes FDA approved drug products
for each therapeutic class and at least one item in each therapeutic
class of over-the-counter medications sufficient to ensure the
availability of covered drugs with minimal prior approval
intervention by the providers of Pharmaceutical Services, e.g.
pharmacies.

Development of clinically appropriate utilization controls.

Ability to revise a formulary periodically and a description of the
evidence-based review processes utilized (including how information
provided by the Oregon Pharmacy & Therapeutics Committee is
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incorporated) and whether this work will be subcontracted or
performed internally.

EOCCOQ’s drug formulary is facilitated through OPDP and is the cornerstone of medication
therapy, quality assurance and cost containment efforts for our pharmacy benefit. EOCCO
develops, maintains and administers a closed formulary which limits coverage to the most
clinically and economically valuable medications based on the Oregon Health Authority
(OHA) Prioritized List of Health Services. The formulary is governed by our Pharmacy and
Therapeutics (P&T) Committee, a group of community-based physicians and pharmacists
(including an EOCCO physician), and includes FDA-approved drug products for each
therapeutic class and at least one item in each therapeutic class of over-the-counter
medications to ensure sufficient treatment access. EOCCO works in collaboration with the
OHA and other CCOs to develop strategies to maintain and manage Managed Medicaid
formularies across Oregon. This includes participation in the CCO Pharmacy Director
Meeting, Oregon P&T meetings, and the CCO Oregon Pharmacy Workgroup to provide input
on legislative changes and incorporating OHA recommendations.

We evaluate new market entries on a weekly basis as new products are approved by the FDA.
When new drugs are approved, our clinical pharmacy staff evaluate and prepare information
for review and discussion by the P&T Committee to determine formulary placement. Our
approach to formulary and utilization management reflects current evidence-based treatment
guidelines produced by national organizations and HERC, as well as data from original
clinical trials published in peer reviewed journals, systematic reviews (such as those from the
Northwest Evidence-based Practice Center), and national drug compendia. Our P&T
Committee meets quarterly to update and revise the EOCCO formulary.

In addition to formulary placement decisions, the P&T Committee evaluates utilization
management edits, such as prior authorization (PA) guidelines, step therapy, and quantity
level limits to ensure clinically appropriate and cost-effective use of medications, but also to
ensure a mechanism for coverage of medications not included on the closed formulary. If a
particular drug is not covered on the formulary, a formulary exception review is conducted by
the clinical pharmacy team on a case-by-case basis to determine if an exception can be made
and the product covered.

In addition to the clinical input provided by our P&T clinician members, we seek clinical
input on our utilization management controls in a variety of other ways. Through the peer-to-
peer process in our PA program, we continuously garner prescriber feedback. Additionally,
we have access to an Expert Clinical Network of more than 120 specialists that includes
expertise in almost every disease state, but is particularly beneficial for rare and orphan
diseases where there are a limited number of providers in the entire country. We are able to
access this group of providers for input and feedback on newly approved drugs, therapeutic
categories, coverage criteria, and PA cases.
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(3) Describe Applicant’s ability to ensure an adequate pharmacy network to
provide sufficient access to all enrollees and how Applicant will
communicate formulary choices and changes to the network and other
medical professionals and how to make non- formulary, i.e. Prior
Authorization, requests.

We propose OPDP’s Pacific Value Network (PVN), which includes an extensive network of
retail chain and independently owned community pharmacies to ensure broad availability and
convenient pharmacy access for members. The PVN was originally created to meet the unique
access and performance requirements of CCOs in Oregon and has been available through OPDP
since 2014. The PVN pharmacy network is centered on the importance of providing an extensive
network of pharmacies with a strong presence in Oregon to address the communities we serve.

Given the critical role that specialty medications play in health care today, our pharmacy
network includes Ardon Health (Ardon), a dedicated Portland-based specialty pharmacy with
strong regional expertise that offers a more personalized connection with patients and prescribers
in the Northwest. Ardon is amongst a small number of pharmacies accredited for specialty
pharmacy by both URAC and ACHC. In addition, Ardon holds ACHC Distinction in Oncology.
A unique offering of Ardon is the ability to provide a single point of concierge services for
onboarding members requiring access to Limited Distribution Drugs (LDD). This allows
members and prescribers to use a single source for all their specialty pharmacy needs, including
LDD medications.

Ensuring prescribers and members understand their formulary choices and the PA and step
therapy requirements for prescribed medications is critical to administering EOCCQO’s pharmacy
benefit. Positive formulary changes can occur quarterly after a product has been approved by the
P&T Committee for inclusion in EOCCO’s formulary. Negative changes can occur two times per
year, in January and July. EOCCO uses individualized member communication strategies that
effectively communicate formulary changes that adversely impact drug selection and utilization.
Member communication occurs no less than 30 days prior to a change, but we aim for 60 days
advance notice, with additional mailings to support members that start the medication after the
notification date. We work closely with our provider community and community representatives
to ensure written materials that communicate pharmacy plan changes are clear and concise.

Our electronic PA platform provides an efficient mechanism for provider offices to request PAs
and submit required clinical information either through an electronic health record system or a
web-based portal. Through this process, providers receive real-time validation of member
eligibility, as well as coverage criteria questions specific to the member and the member’s plan.
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Once responses to the criteria question set is submitted by the provider they may get an auto-
approval within a few seconds, if criteria are met, or the case may be pended for further review.
For all submitted requests, a provider office can check the outcome or status of a request online.
The electronic PA process provides an accessible, efficient, and transparent process for coverage
determinations and can lead to shorter time-to-treatment for members when clinically
appropriate.

4) Describe Applicant’s capacity to process pharmacy claims using a real-
time Claims Adjudication and Provider reimbursement system and
capture all relevant clinical and historical data elements for claims paid
in their entirety by the CCO and when the coordination of benefits is
needed to bill Third Party Liability (TPL) when the CCO is the
secondary coverage.

EOCCO uses a proprietary, integrated claims adjudication platform to process all pharmacy
claims. Our claims processing system has been in place since 1989 and is time-tested in the PBM
market, This single platform creates a
universal system with real-time information that can be shared across all applications. The claims
adjudication platform includes thousands of edits to determine if a claim should be paid. The

support requirements are flexible and can support custom configurations while maintaining ver
igh performing adiugication reul
“ This platform enables individuals to access claims history so that relevant

clinical and historical data elements can be made available and queried to investigate specific
claim questions.

Coordination of Benefits (COB) is supported when a member has healthcare coverage under
more than one plan. If a member is covered by more than one pharmacy plan, EOCCO
coordinates benefits with other insurers to help the member receive the full benefit of those
plans. By coordinating benefits, EOCCO may be able to reduce the overall cost incurred for
covered services.

Upon enrollment and annually thereafter, EOCCO requests information from each member
regarding any other health insurance coverage they may have to verify any changes that may
have happened during the year. In order to prevent a claim from being delayed or denied,
members alert EOCCO if they or anyone in their family have any other current pharmacy
coverage, including Medicare, that has existed in the last 12 months. Members let us know by
completing a Coordination of Benefits form and returning it to EOCCO.

(5) Describe Applicant’s capacity to process pharmacy Prior Authorizations
(PA) within the required timeframes either with in-house staff or
through a Pharmacy Benefits Manager and the hours of operation that
prescribers or pharmacies will be able to submit Pas.

Our dedicated government operations and clinical staff process and review all PA requests for
EOCCO members, including monitoring PAs on weekends and holidays to ensure members and
providers receive timely and accurate determinations. We continuously monitor turn-around
times to ensure consistent standards of performance.

EOCCO utilizes an online PA platform that allows providers to submit authorization requests 24
hours a day, 7 days a week, 365 days a year. The platform is available at no-cost to providers and
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is integrated with many electronic medical record (EMR) systems. The platform also allows
providers to answer drug-specific questions and submit chart notes and supporting
documentation, which expedites EOCCQ’s review of submissions and reduces the need to reach
out to providers for additional information. Our online PA platform also integrates with
pharmacies, which allows a pharmacy to initiate a PA to the prescriber as soon as they see the
need for PA at point-of-sale. EOCCOQO’s customer support center can be reached via phone or
email for members and providers who have questions or need assistance with PA requests
between 7:30am and 5:30pm PST Monday through Friday. Outside of regular business hours,
phones are re-routed to our PBM’s call center automatically, which is available 24 hours a day,
including weekends and holidays.

(6) Describe Applicant’s contractual arrangements with a PBM, including:

e The contractual discount percentage(s) from Average Wholesale Price
(AWP) or the percentage above Wholesale Acquisition Cost (WAC)
the Contractor will receive from the PBM including rebate and
incentive agreements or other funds received from the PBM by the
CCO or any other type of any pricing arrangements between the
CCO and PBM not based on a percentage discount from AWP or the
percentage above WAC.

e The dispensing fees associated with each category or type of
prescription (for example: generic, brand name, mail order, retail
choice 90, specialty).

e The administrative fee to be paid to the PBM by CCO on a quarterly
basis including a description of the associated administrative fee for
each category or type and a description of the amount and type of any
other administrative fees paid to PBM by Contractor.

EOCCO was the first CCO in Oregon to adopt OPDP to administer its pharmacy benefit. This
relationship will continue with this application. OPDP has been administered by Moda Health
since 2007.

OPDRP fulfills a critical component of OHA’s CCO 2.0 RFA by providing a fully transparent
CCO PBM agreement. In addition to providing market leading transparency, OPDP is a “no-
spread” contract that delivers 100 percent pass-through of all pharmacy charges and
manufacturer rebates. PBM fees are fixed and paid on a per paid claim basis; all fees and costs
are fully documented and in OPDP’s contract with EOCCO, so there are no hidden or unforeseen
charges.
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@) Describe Applicant’s ability to engage and utilize 340B enrolled
Providers and pharmacies as a part of the CCO including:
e Whether Applicant is currently working with FQHCs and Hospitals;

and if so,

e How Applicant ensures the 340B program is delivering effective
adjunctive programs that are being funded by the delta between what
CCOs pay for their drugs and their acquisition costs; and
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e How the Applicant is evaluating the impact of these adjunctive
programs whether they are generating positive outcomes.

EOCCO represents a wide service area with several covered entities that participate in the 340B
Public Health Service (PHS) program. Many of these 340B entities carve-out Medicaid patients
into their 340B programs. Regardless of the 340B carve-out status for Medicaid claims, EOCCO
will not initiate shared savings programs with 340B covered entities. No 340B spread will be
retained by EOCCO.

An important consideration for PHS covered entities in EOCCO’s service area is that the drug
savings generated from the 340B program are available to further the health care dollars and
grant funding available to the safety-net on a dollar for dollar basis (compared to a Medicaid
rebate that is shared with the federal government). In recognition of the risk for potential
duplicate discounts to OHA with a 340B program, EOCCO will work with its 340B community
to apply the method established by OHA for PHS covered entities wherein 340B priced drugs
dispensed to members in a 340B contract pharmacy will not create a duplicate discount. EOCCO
will also coordinate with the PHS covered entities in its service area to develop programs that
use 340B savings to benefit underserved populations, including those who cycle on and off
Medicaid. These programs can include hiring more skilled workers, enabling community based
healthcare outreach, coordinating with local schools to extend health and activity-based
programs, etc.

(8) Describe Applicant’s ability and intent to use Medication Therapy
Management (MTM) as part of a Patient-Centered Primary Care Home.

EOCCO recognizes the value and importance of MTM for members utilizing multiple
medications and medications for complex diseases. The “Continuity” core attribute of the
PCPCH program places emphasis on medication reconciliation and management, including
having a clinical pharmacist as part of the care team. While not a must-pass standard for
recognition, Tier 4 and Tier 5 PCPCHSs often meet this standard. Among the EOCCO-contracted
PCPCHs, 61% are classified as Tier 4 or Tier 5. EOCCO continues to work with primary care
providers to achieve PCPCH recognition and achieve higher tier designations. This work is
financially supported through our existing value-based payment models.

Our focused MTM Program is a telephonic-based program that provides medication education
and tools for navigating barriers to adherence to members. Active and passive notifications of
program eligibility are used for MTM services, including member welcome packets to introduce
the program to the member, as well as phone outreach. Referrals from Case Managers and other
providers are also accepted. A multi-faceted approach utilizes clinical pharmacists to engage
targeted members, as different members require different methods to motivate participation. New
approaches have been implemented to engage members, including use of automated dialers, text
messaging, follow up letters, and invitations to special events (wellness screenings, member
forums, surveys, etc.).

We have an active request for proposal (RFP) out to MTM vendors soliciting enhanced
capabilities and offerings for the Medicaid line of business that will extend the value of PCPCH
clinical care teams. This service is expected to begin in 2020.
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9) Describe Applicant’s ability to utilize E-prescribing and its interface
with Electronic Medical Records (EMR).

EOCCO providers can utilize the EMR software of their choice to send e-prescriptions to any
network pharmacy instead of faxing or requiring the patient to carry a hard copy prescription to
the pharmacy. In addition to e-prescribing, online PA submission, claims history, and real-time
eligibility checks currently available, EOCCO is launching a pilot in the second quarter of 2019
that provides additional member-specific benefit information to prescribers at the point of
prescribing. Through this pilot, prescribers have access to member cost-sharing information,
drug formulary status, utilization management requirements, lower cost alternatives, and drug
pricing at a variety of network pharmacies. This tool is integrated with EMRs with the goal of
improving transparent access to care. Success of the pilot will be measured by prescriber
utilization of the tool, as well as changes in drug selection at the point of prescribing based on
the information presented through the tool. Assuming success of the pilot, EOCCO will continue
this service in 2020 and beyond.

(10) Describe Applicant’s capacity to publish formulary and Prior
Authorization criteria on a public website in a format useable by
Providers and Members.

EOCCO currently publishes and maintains a list of formulary medications that is available to
members and providers on our public site.

Additionally, EOCCO posts a list of drugs that require PA, as well as a document that outlines
recent changes to the formulary. Providers have direct access to our coverage criteria via our
online PA platform, which is referenced above in greater detail. We are currently in the process
of converting our coverage criteria to a public-facing format that will be accessible to providers
and members on our website. We anticipate that this process will be complete by the start of
2020.

g. Standard #7 — Hospital Services (recommended limit 4 pages)

1) Describe how the Applicant will assure access for Members to Inpatient
and outpatient Hospital services addressing timeliness, amount,

duration and scope equal to other people within the same Service Area.

e Indicate what services, if any, cannot be provided locally and what
arrangements have been made to accommodate Members who require
those services.

Describe any contractual arrangements with out-of-state hospitals.
Describe Applicant’s system for monitoring equal access of Members
to Referral Inpatient and outpatient Hospital services.

Not all services are available locally for members who reside in rural counties. Services not
provided locally are mainly tertiary provider, for example, most counties in the service area do
not have a pediatric cardiologist. Members are referred to contracted providers who can provide
the level of care required and are most conveniently located from the member’s residence. When
necessary and on a case-by-case basis, EOCCO and its provider partners allow the referral of an
EOCCO member to a non-contracted provider for needed care.
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EOCCO has contracts with Saint Alphonsus and St Lukes Hospitals in Idaho and Kadlec and
Providence St. Mary’s Hospitals in Washington. Additionally, we have special arrangements
with Seattle’s Children’s Hospital.

EOCCO monitors for equal access through the complaints and grievance reporting, second
opinion requests and out of network quarterly trend reporting. Additionally, dedicated staff
processes all of the EOCCO referrals and authorization and are audited and trained for
consistency allowance.

@) Describe how the Applicant will educate Members about how to
appropriately access care from Ambulance, Emergency Rooms, and
urgent care/walk-in clinics, and less intensive interventions other than
their Primary Care home. Specifically, please discuss:

e What procedures will be used for tracking Members' inappropriate
use of Ambulance, Emergency Rooms, and urgent care/walk-in
clinics, other than their Primary Care home.

e Procedures for improving appropriate use of Ambulance, Emergency
Rooms, and urgent care/walk-in clinics.

EOCCO provides education in the member handbook on how to appropriately access care from
Ambulance, Emergency Rooms, and urgent care/walk-in clinics. EOCCO is also creating a
benefit summary that will describe what services are available and when to access the services.
This benefit summary will be written with CLAS standards and translated into other languages.
EOCCO creates custom reporting that identify inappropriate utilization. These reports are used by
case managers to assist member in managing their health outcomes. The reports are also
distributed to member’s PCPs, to assist in the management of improper use.

(3) Describe how the Applicant will monitor and adjudicate claims for
Provider Preventable Conditions based on Medicare guidelines for the
following:

e Adverse Events; and
e Hospital Acquired Conditions (HACs).

EOCCO follows state, federal and accreditation organization regulations when identifying and
reviewing Adverse Events and HACs. EOCCO encourages hospitals to participate in the Oregon
Patient Safety Commission’s reporting program and use of the Oregon Patient Safety
Commission’s surgical checklist and demonstrate participation in the reporting program.

EOCCO will not pay for identified codes related to provider preventable conditions by the
National Quality Forum (NQF), CMS, or as published by OHA. These codes are programmed
into our claims adjudication software and will stop and are reviewed by a claims auditor prior to
any payment determination.

4 Describe the Applicant’s Hospital readmission policy, and how it will
enforce and monitor this policy.

EOCCO outlines the readmission policy in the provider manual found on the website. The policy
states that a patient whose readmission for surgery or follow-up care is planned at the time of
discharge must be placed on leave of absence status and both admissions must be combined into
a single billing. EOCCO will make one payment for the combined service.

RFA OHA-4690-19-EOCCO Attachment 7 Page 54 of 55



RFA OHA 4690-19 CCO 2.0

A patient whose discharge and readmission to the hospital is within 15 days for the same or
related diagnosis must be combined into a single billing. Moda Health will make one payment
for the combined service.

EOCCQO’s claims adjudication software has edits in place to detect for claims that may fall
within the 15 day period. Additionally, our analytics team runs a set of four reports related to
inpatient hospital billing and results are reviewed by a claims auditor. The four reports are:
Inpatient admission claims billed for readmissions
Separate outpatient ER and admission claims that should be a single claim
Pre-Admission Treatment claims billed separately from admission claims
Transfer to rehab

(5) Please describe innovative strategies that could be employed to decrease
unnecessary Hospital utilization.

EOCCO is continuing education and outreach efforts to the clinics and hospitals in each county
on use of the MDT program to decrease hospitalizations. By assigning an intensive case manager
for physical or behavioral health issues early it can prevent unnecessary ED use. EOCCO is also
expanding our network for specialists where available to provide for OP treatment of chronic and
complicated disease conditions. The use of care coordination to assist members/providers in
obtaining referrals when necessary to OON specialists and clinics will improve access at the OP
level. EOCCO is also utilizing a program called Pre-Manage to identify members at admission
for assignment to transition case management and decrease any cause for readmission by
coordinating PCP and specialist follow-up, medication management and education on post
hospital discharge instructions.

(6) Please describe how you will coordinate with Medicare Providers and, as
applicable, Medicare Advantage plans to reduce unnecessary ED visits
or hospitalization for potentially preventable conditions and to reduce
readmission rates for Fully Dual Eligible Members.

Bi-weekly regional MDTSs provide opportunity to coordinate care for those members who are
dually eligible. All EOCCO members, including those who are dually eligible, may be referred
to the MDTs for care coordination needs.

Moda Health Plan, Inc. Medicare Advantage is the Affiliated Medicare Advantage plan partner.
EOCCO Case Management staff work within the same department, in the same location, as the
case managers that work on the affiliated Medicare Advantage plan. When an EOCCO member
is dually enrolled in both, the case managers have an in-person consultation to assess and
manage the member’s overall health, including Behavioral Health issues.
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Attachment 8 — Value-Based Payment
Questionnaire

VBP Questions

For all questions below, describe VBP data using The Health Care Payment Learning and
Action Network (LAN) categories and the OHA Value-Based Payment Roadmap
Categorization Guidance for Coordinated Care Organizations

1. Submit two variations of the information in the supplemental baseline RFA VBP Data
Template: a detailed estimate of the percent of VBP spending that uses the
Applicant’s self-reported lowest Enrollment viability threshold, and a second set of
detailed and historical data-driven estimate of VBP spending that uses the
Applicant’s self-reported highest Enrollment threshold that their network can absorb.

Please refer to EOCCQO’s completed VBP data template.

2. Provide a detailed estimate of the percent of the Applicant’s PMPM LAN category 2A
investments in PCPCHs and the plan to grow those investments.

Applicants must submit the following details:

a. Payment differential across the PCPCH tier levels and estimated annual increases to
the payments

EOCCO currently provides a per member per month (PMPM) payment to PCPCHs
recognized by the State of Oregon for each member enrolled or assigned to the PCPCH.
Our PMPM payments currently include a payment differential by PCPCH tier as follows:

PCPCH Tier PMPM
$0
$0
$18
$21
$23

Ol Bl W|I N -

EOCCO pays out approximately $11 million annually in PCPCH payments. Most
providers who are receiving PCPCH payments are also getting payments from one or
more of the higher LAN categories. HCP-LAN guidelines indicate that all payments to a
provider count toward the highest or dominant category; therefore most of EOCCQO’s
PCPCH funding falls into LAN category 2C+ for EOCCO as the majority of PCPCHSs
also participate in EOCCQ’s shared savings and pay-for-performance model. EOCCO
estimates that .4% of EOCCO’s PMPM payments fall into LAN category 2A and 44.9%
of EOCCO’s PMPM payments fall into LAN category 2C+.

As EOCCO has made a significant investment in PCPCH funding, we will need to
carefully evaluate the financial impact of annual increases in PCPCH payments, but will
do so as required. We anticipate that annual increases in PCPCH payments will be aligned
with the annual increase in capitation premium from OHA not to exceed 3.4% per year.
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Additionally, EOCCO is evaluating a modified PCPCH payment structure that is intended
to take into account the risk profile of a PCPCH’s Medicaid population, including
performance on a number of other metrics that could result in payment differentials for
PCPCH’s in the future. For example, a tier 4 PCPCH that performs well on quality metrics
and has a higher risk population may receive a higher PMPM payment than a PCPCH with
lower performance and a lower risk.

b. Rationale for approach (including factors used to determine the rate such as Rural,
Urban, or social complexity)

EOCCO fundamentally believes that high functioning advance tier Patient Centered
Primary Care Homes (PCPCHSs) offer the best pathway to assist EOCCO in meeting
incentive measure targets, to operate within the global budget and to achieve the Triple
Aim.

As a result, EOCCO has provided enhanced funding to PCPCH’s since 2013. State
certified PCPCH’s receive a PMPM payment for each EOCCO member enrolled or
assigned. The PCPCH payments are tiered by the level of PCPCH certification, with tier 5
PCPCH’s receiving the highest level of funding. EOCCQO’s PCPCH payments are in
addition to the standard reimbursement for services provided and does not include other
forms of compensation such as shared savings payments and quality bonus payments.

EOCCO continuously works with its Clinical Advisory Panel, the Risk Contract
Surplus/Incentive Measures Settlement Distribution (RCSIMSD) subcommittee and the
EOCCO Board to determine the level of PCPCH funding needed. We know that it takes
additional work to achieve and maintain advanced tier PCPCH status in our rural and
frontier service area and that can also be financially supported. Based on the
recommendations from our Clinical Advisory Panel and the RCSIMSD subcommittee, the
EOCCO board approved increases in the PCPCH PMPM payments in 2015 and again in
2017.

As a result of EOCCO’s efforts and its investments in PCPCHes, all of EOCCO’s
contracted providers that have achieved State PCPCH certification are at tier 3 or higher
and 92% of all EOCCO members have their primary care services provided by a State
certified PCPCH. EOCCO has provided $33.7 Million in PCPCH funding since 2013.
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3. Describe in detail the Applicant’s plan for mitigating any adverse effects VBPs may
have on health inequities, health disparities, or any adverse health-related outcomes
for any specific population (including racial, ethnic and culturally-based
communities; lesbian, Gay, Bisexual, transgender and queer (LGBTQ) people;
persons with disabilities; people with limited English proficiency; immigrants or
refugees and Members with complex health care needs as well as populations at the
intersections of these groups. Mitigation plans could include, but shall not be limited

to:

a.

Measuring contracted Provider performance against their own historical
performance rather than national benchmarks when patient mix is more
complex;

Use of risk-adjustment models that consider social and medical complexity within
the VBP; and

Monitoring number of patient that are “fired” from Providers.

EOCCO uses VBP budget mechanisms that take into account the risk profile of the
populations served by each participating provider. We don’t use national benchmarks.
EOCCO utilizes two methodologies, as appropriate, to achieve this:

1. One way, is to calculate a risk-adjusted total cost of care for the provider’s
member population in the previous year, and set budgets for the measurement
year based on any changes to the overall risk profile of the population during
the measurement year. In some cases, when a provider’s member population is
small and highly variable, the data is combined with overall program data
(aggregated data for other members in the same risk pool) to increase
credibility. Risk-adjustment algorithms used take into account medical and
social factors.

2. The second way, is a pool-based method in which all providers are held
accountable for budgets based on the overall EOCCO population and the
available premium. This provides an incentive for all providers to work
together toward common goals, without penalizing providers who might have a
larger than average share of health care risk. Like in the previous example, the
budget is adjusted based on the final composition of the pooled population.

When calculating quality measure bonuses, EOCCO takes into account the
composition of each provider’s member population. For example, providers with a
large population of diabetics are held accountable for diabetes measures, but providers
without diabetics in their population (e.g. some pediatric groups) would not be held
accountable for those measures. Furthermore, denominator size is also taken into
account, so as to not penalize providers for random variability due mainly to small
sample size.

Because VBPs often use capitation as a payment mechanism, it is important to monitor
the underlying utilization to make sure that all members continue to receive the
appropriate level of services. For this reason we collect encounter data from all of our
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capitated providers, this gives insight into how people are utilizing services and
performing on quality measures.

All of our data is stored centrally, including claims data, enrollment data, REAL+D
data and demographic data; and all data is indexed with common keys. This allows
EOCCO to run reports to show how different sub-populations have performed from an
overall utilization and quality measures perspective.

As EOCCO adopts more VBPs, we will produce regular reporting to review the
utilization and performance of various sub-populations. This will help us ensure that
shifts to VPBs do not adversely impact health equity. Our ability to report on each
sub-population below will be enhanced as identification of each sub-population is
made available to EOCCO by OHA:

People of different racial, ethnic, and/or cultural backgrounds
LGBTQ people

Immigrants and refugees

People with limited English proficiency

People with chronic conditions and/or complex health care needs

EOCCO uses our cost and utilization dashboards to monitor and address non-utilizers.
We break out data by age, gender, race/ethnicity, and more, to look for any groups who
might be underserved, and to try to understand how to increase appropriate utilization
(e.g. preventive care or routine visits). Additionally, the EOCCO analytics team
recently produced a report showing how members performed on quality metrics by
race, ethnicity and language.

EOCCO will also monitor for population trends at the provider level through the
grievance/appeal process and through notifications of member dismissals. When
EOCCO receives a member dismissal, a provider relations representative and case
manager will collaborate to find the member a new PCP and evaluate the member’s
health needs as well as social needs. To date, no trends have been identified as a result
of VBP’s on a specific population.

4. Describe in detail the new or expanded, as previously defined, care delivery area
VBPs the Applicant will develop in year one and implement in year two. The two new
VBPs must be in two of the following care delivery areas: Hospital care, maternity
care, children’s health care, Behavioral Health care, and oral health care; noting
which payment arrangement is either with a Hospital or focuses on maternity care, as
required in 2021. The description will include the VBP LAN category 2C or higher,
with which the arrangement aligns; details about what quality metrics the Applicant
will use; and payment information such as the size of the performance incentive,
withhold, and/or risk as a share of the total projected payment.

EOCCO will build upon its current VBP structure and work with its CAP, the RCSIMSD
subcommittee, its contracted provider partners and the EOCCO board to implement the
new and expanded care delivery area VBPs for 2020 and 2021.

Using the Health Plan Quality Metrics committee’s 2019 Aligned Measure Menu set,
EOCCO will implement one new Children’s health care measure in 2020. Additionally,
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EOCCO will implement two new hospital quality metrics for the ten hospitals located
within the service area and one maternity care metric into existing VBP arrangements:

Children’s Health Care Metric:
Well-Child Visits in the First 15 Months of Life or Kindergarten Readiness

EOCCO currently has VBPs in place for children’s health care in the form of at risk quality
bonus payments for meeting targets on metrics listed within the HPQM aligned measures
menu set. At risk quality measures include Developmental Screening in the First Three
Years of Life and new for 2019, Weight Assessment and Counseling for Nutrition and
Physical Activity for Children/Adolescents. EOCCO’s DCO partners are also at risk for
meeting the Dental Sealants on Permanent Molars for Children measure.

For calendar year 2020 EOCCO will expand its current VBP to include a new Children’s
Health Care Metric. We understand that kindergarten readiness is not currently on the
HPQM aligned measure menu set but that it is being evaluated for inclusion for the 2020
measure set.

Hospital Metrics:

Cesarean Rate for Nulliparous Singleton Vertex
Standardized Healthcare-Associated Infection Ratio

EOCCO’s current VBP with our local hospitals is a shared savings/shared risk model.
Hospitals have 5% of their reimbursement withheld as part of their participation in the
shared savings model. If EOCCO has a surplus, the reimbursement withhold including the
hospitals portion of the shared savings surplus, is returned. In years when the shared
savings model operates in a deficit position, a portion or all of the hospital’s 5% withhold
may be kept by EOCCO to cover the deficit. EOCCO’s current shared savings model for
inpatient and outpatient hospital services does not include a quality measure component
and as a result our hospital VBP falls into LAN category 3N.

EOCCO intends to make two changes to the shared savings model for hospitals. First,
EOCCO will incorporate the two hospital metrics noted above into the shared savings
model by 2021. Hospitals will be at risk for meeting performance targets on the selected
hospital metrics and up to 3% of the hospitals reimbursement will be at risk if they do not
meet the selected hospital metric targets. Second, the amount of hospital withhold will be
increased from 5% to 8% in line with CMS guidelines for meaningful risk. We believe that
by implementing this change, we will move our hospital VBP from LAN category 3N to
LAN category 3B.

Maternity Metric:

Maternity Care: Post-Partum Follow-Up and Care Coordination

In addition to the hospital maternity care metric (Caesarian Rate) mentioned above,
EOCCO will incorporate a second new maternity care metric in 2021 for providers. Today
EOCCO provides our primary care practices an opportunity to earn a quality bonus
payment based on their performance in meeting or exceeding quality targets on a subset of
7 of the current CCO quality metrics.
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Currently, at least 30% of the quality pool funds EOCCO earns for a respective calendar
year funds the PCP quality bonus payments. The available PCP quality bonus payments
can be increased at the discretion of the EOCCO Board. For example, in calendar year
2017 the EOCCO Board allocated a total of $3.6 million to PCP quality bonus payments
based on our formula, and chose to increase the 2017 distribution to $5 million. This
amount was $1.4 Million more than the minimum required distribution outlined in the

provider contracts.

EOCCOQO’s inclusion of a Post-Partum Follow-up and Care Coordination measure into our
quality bonus payment structure means that for the first time, PCPs that provide maternity
care will be rewarded based on their performance. This will also incorporate OBGYN and
other providers who deliver maternity care into our quality bonus payment structure.
Additionally, implementing this change will expand the service types and providers eligible
for quality bonus payments under LAN category 2C and 3B depending on other aspects of
the provider’s agreement.

5. Provide a detailed plan for how the Applicant will achieve 70% VBP by the end of
2024, taking into consideration the Applicant’s current VBP agreements. The plan
must include at a minimum information about:

a. The service types where the CCO will focus their VBPs (e.g. primary care,
specialty care, Hospital care, etc.)

b. The LAN categories the CCO will focus on for their payment arrangements (e.g.
mostly pay for performance, shared savings and shared risk payments, etc.)

EOCCO believes that the implementation of Value Based Payment (VBP) models has
been one of the keys to our success from both a financial and quality standpoint. Our
VBP journey began with PMPM case management payments to PCPCH’s in 2013
and we have slowly evolved and expanded our models up to the present: Below is a
brief history of EOCCQO’s VBP evolution.

2013

EOCCO implemented Per member per month (PMPM) case
management payments to PCPCH’s. Payments varied by tier level of
PCPCH certification.

2014

EOCCO implemented a shared savings model. The model was limited
to primary care and hospital participation only. An actuarial budget
target was set for certain services (primary care and hospital).
Participants took risk via a 5% withhold off their payments from
EOCCO for the opportunity to share in savings if EOCCO expenses
were less than the budget target. This withhold represented the entity’s
maximum risk if EOCCO expenses were higher than the budget
target. Along with implementing the shared savings model, EOCCQO’s
equity partner, GOBHI assumed full risk for behavioral health
services and EOCCO made quality bonus payments to PCP’s based
solely on membership attribution.

2015/2016

EOCCO created four funds within the shared savings model, Primary
Care, Non Primary Care (hospital, specialty and pharmacy services),
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Behavioral Health and a Risk fund. Specialists were invited to
participate in the shared savings model and we offered a full risk
capitation option to PCP’s. PCPCH payments for tier 2 and tier 3
providers were increased. Quality bonus payments to PCP’s were
partially based on performance for meeting performance targets on a
subset of CCO quality measures.

2017/2018 | EOCCO modified surplus/deficit splits within the shared savings
model, EOCCO significantly increased its financial investment in
primary care and PCPCH’s through higher capitation payments and
higher PCPCH payments up to the levels in place today. PCP quality
bonus payments were based 100% on performance.

EOCCO also became a payer participating in CPC+ in 2017. With the
progression EOCCO had made implementing VBP’s to improve
health care quality and delivery up to this point, participating in CPC+
was a natural next step in the evolution of our VBP’s.

2018/2019 | EOCCO transitioned more eligible PCP practices from a Fee-For-
Service contract to a full risk capitation model for primary care
services. EOCCO required participation in EOCCQ’s shared savings
model in order for PCP’s to be eligible for PCP quality bonus
payments.

To date EOCCO’s VBP’s have focused heavily on primary care as
outlined above. Hospital care and specialty care providers have
participated in our shared savings model and take risk via a 5%
withhold for the opportunity to share in savings.

Behavioral Health, NEMT and Dental:

EOCCO equity partner GOBHI is at full risk for the Behavioral Health and the NEMT
benefit for EOCCO and participates in EOCCQO’s shared savings model. EOCCOQO’s
Dental Care Organizations (DCO) partners are also at full risk for the Dental benefit
and receive quality bonus payments from EOCCO for meeting the dental related
quality metrics. Additionally, EOCCO modified its 2019 DCO contracts to include
withhold provisions for meeting access to care measures and quality bonus payment
provisions at the DCO level.

EOCCO is aware that GOBHI and its DCO partners have a variety of VBP agreements
with their contracted providers that include capitation and quality bonus payment
provisions. EOCCO knows that it needs to work with each of its partners to fully
understand their current state with respect to VBPs, the appropriate LAN category(s)
the VBP arrangements fall into today and to ensure their quality bonus payment
provisions are in alignment with the HPQM aligned measures menu set. EOCCO will
work with each of these partners to help achieve its 70% VBP goal by 2024 as
discussed further below.
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Work plan for achieving 70% VBP by the end of 2024:

Building upon EOCCO’s current VBP arrangements it is confident that EOCCO can
achieve 70% VBP by the end of 2024.

The table below outlines its work plan for achieving a 70% VBP target by 2024
compared with its current/anticipated state for calendar year 2020. For each year
below we have estimated the percent EOCCO expects to achieve based on LAN
categories 2C+ and 3B+ along with the service type(s) it plans to implement for that
calendar year and the LAN category it will focus on for the service type. EOCCO wiill
continuously monitor the Health Plan Quality Metrics (HPQM) Committee Aligned
Measure set and will use these metrics to implement new VBP service type focus areas
including appropriate modifications to existing VBP service type focus areas.

Year | Estimated Estimated Service type focus | LAN category
Percent of Percent of area for service
Payments in Payments in type focus area
LAN category | LAN category
2C+ 3B+
2020 44.9% 26.7% Children’s Health 2C, 4A
Care

2021 | 47.5% 43.9% Hospital 2C, 3B
Care/Maternity
Care

2022 52.2% 48.6% Oral Health care 2C, 4A

2023 66.1% 62.5% Behavioral Health 2C and higher

care

2024 75.0% 62.5% Recruitment of 2C and higher

additional providers
into VBPs (such as
out of area and out
of State hospitals
and providers);
enhancements to
existing VBP
arrangements as
needed to achieve at
least 70% VBP

On an annual basis EOCCO will evaluate its current state with respect to VBP targets in
LAN categories 2C+ and 3B+ to ensure planned targets are met. Also, EOCCO will
contact OHA as needed for technical assistance with implementation of its VBP
strategy. For example, due to its rural service area and geography all tertiary hospital
and most high level specialty care is provided out of area/out of State. There has been

RFA OHA-4690-19-EOCCO

Attachment 8

Page 8 of 9



RFA OHA-4690-19-CCO 2.0

reluctance by its out-of-state providers to participate in EOCCO’s Value Based
Payment models which could impact its ability to ultimately achieve a 70% VBP target.
EOCCO may need assistance from OHA to work through some of these unique
geographical challenges to meet its ultimate VBP goals.

EOCCQO, its Clinical Advisory Panel, the RCSIMSD subcommittee and its provider
partners will work throughout the term of the CCO 2.0 contract to develop and
implement new VBPs in the focus areas identified above.
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General Instructions

Complete all yellow highlighted cells, if applicable, on the "Data_template" tab, the "Data_narrative" tab, the
Include payments associated with VBPs on an incurred basis (as opposed to a paid basis). If any payment
arrangements have a specified quality incentive payment, estimate the size of the payment for calendar year 2020
Include all payments to providers or contracted entities for which the payment aligns with one or more of the HCP-
LAN categories for VBP. See the "HCP-LAN Framework" tab for definitions of the categories.

In order for a payment arrangement to qualify as a value-based payment, there must be a quality component.
Arrangements without any quality component should be listed under fee-for-service, category 3N, or category 4N
For payments that span multiple HCP-LAN categories, use the most advanced category. If for example you have a
contract that includes a shared savings arrangement with a pay-for-performance component - such as a quality
mcentlve pool then you should put the total value of the annual contract in Category 3A for shared savmgs

CCO will meet the 20% minimum VBP threshold for 2020.

On the "data_template" tabs, submit two variations of the information: a detailed estimate—based on historical
data—of the percent of VBP spending that uses the Applicant’s self-reported lowest enroliment viability threshold,
and a second set of detailed and historical data-driven estimate of VBP spending that uses the Applicant’s self-

You are required to complete at least two "data_template" tabs. Completing a third is optional.
For additional guidance, see the RFA and other resource documents such as the VBP categorization document.



CCO RFA DATA COLLECTION - VALUE-BASED PAYMENTS

CONTRACTOR/CCO NAME: EOCCO
REPORTING PERIOD: 1/1/2020 - 12/31/2020

Definitions: Column ¢ "Total dollars paid for provider contracts and/or arrangements, exclud
exclusively FFS": Enter the sum of all contracts by VBP category. These totals r
contract, even if a portion of the contract is based on fee-for-service. For multi-n
multiple VBP categories, attribute all payments for that contract to the most advi
Column f "Total dollars paid for provider contracts and/or arrangements": Enter
that are not VBPs because they are wholly fee-for-service arrangements or havt

Optional - describe any relevant|This is the minimum membership estimate. Based on 37,500 members. For 20
details about your predicted VBPs|of payments to be in LAN category 2C+ and 26.7% of payments to be in LAN ce

- using terminology from LAN|will focus on expanded VBP service type of Children's health Care.
categories - for 2020. (50 words
or less)

Total dollars paid for provider
contracts and/or arangements,
excluding contracts that are
exclusively FFS

Value-Based Payment Examples

Category (lists not exhaustive)

care coordination fees and

2A Foundational Payments for payments for HIT

Infrastructure & Operations

investments $ 971,082
bonuses for reporting data
2B Pay for Reporting or penalties for not
reporting data $ -
2C Pay-for-Performance bonuses for quality
$ 45,621,310

savings shared with
contracted entity $ -
episode-based payments
for procedures and
comprehensive payments
with upside and downside
risk $ -
4A Condition-Specific Population{ capitation payments for
Based Payment specialty services $ 66,807,521

3A Shared Savings

3B Shared Savings and
Downside Risk




4B Comprehensive Population-

Based Payment global budgets

payments to a highly-
integrated finance and
delivery system.

4C Integrated Finance & Delivery
System

All VBP Sub-total

113,399,913

VBP 2C or higher sub-total

112,428,831




ing contracts that are
eflect the entirety of the
nodel contracts that span
anced category.

the sum of all contracts
2 no link to quality.

20 EOCCO expects 44.9%
itegory 3B+. In 2020 we

Non-Value-Based
Payment Category

Examples

(lists not exhaustive)

Total dollars paid for
provider contracts
and/or arrangements

Fee for service payments

All contracts and/or
payment arrangements that
are exclusively fee for
service

3N: Risk-based payments
not linked to quality

payments with upside and
downside risk but no
connection to quality

4N: Capitated payments
not linked to quality

capitation payments with no
connection to quality

$ 126,384,969
$ 10,388,304
$ -




Total payments

$

250,173,187

Percent of payments that are VBP 2C or higher

45%




CCO RFA DATA COLLECTION - VALUE-BASED PAYMENTS

CONTRACTOR/CCO NAME: EOCCO
REPORTING PERIOD: 1/1/2020 - 12/31/2020

Definitions: Column ¢ "Total dollars paid for provider contracts and/or arrangements, exclud
exclusively FFS": Enter the sum of all contracts by VBP category. These totals r
contract, even if a portion of the contract is based on fee-for-service. For multi-n
multiple VBP categories, attribute all value-based payments to the highest, mos
Column f "Total dollars paid for provider contracts and/or arrangements": Enter
are not VBPs because they are wholly fee-for-service arrangements or have no

Optional - describe any relevant|This is the maximum membership estimate. Based on 62,500 members. For 20
details about your predicted VBPs|of payments to be in LAN category 2C+ and 26.7% of payments to be in LAN ce

- using terminology from LAN|will focus on expanded VBP service type of Children's health Care.
categories - for 2020. (50 words
or less)

Total dollars paid for provider
contracts and/or arangements,
excluding contracts that are
exclusively FFS

Value-Based Payment Examples

Category (lists not exhaustive)

care coordination fees and

2A Foundational Payments for payments for HIT

Infrastructure & Operations

investments $ 1.451 644
bonuses for reporting data
2B Pay for Reporting or penalties for not
reporting data $ -
2C Pay-for-Performance bonuses for quality
$ 68,198,027

savings shared with
contracted entity $ -
episode-based payments
for procedures and
comprehensive payments
with upside and downside
risk
4A Condition-Specific Population{ capitation payments for
Based Payment specialty services $ 99,868,705

3A Shared Savings

3B Shared Savings and
Downside Risk




4B Comprehensive Population-
Based Payment

global budgets

4C Integrated Finance & Delivery
System

payments to a highly-
integrated finance and
delivery system. $ -

VBP Sub-total[ $ 169,518,376 |




ing contracts that are
eflect the entirety of the
nodel contracts that span

t advanced category.

the sum of all contract that

link to quality.

20 EOCCO expects 44.9%
itegory 3B+. In 2020 we

Non-Value-Based
Payment Category

Examples

(lists not exhaustive)

Total dollars paid for
provider contracts
and/or arrangements

Fee for service payments

All contracts and/or
payment arrangements that
are exclusively fee for
service

$ 188,929,376

3N: Risk-based payments
not linked to quality

payments with upside and
downside risk but no
connection to quality

$ 15,529,187

4N: Capitated payments
not linked to quality

capitation payments with no

connection to quality




Total payments

$

373,976,939

Percent of payments that are VBP

45%




CCO RFA DATA COLLECTION - VALUE-BASED PAYMENTS

CONTRACTOR/CCO NAME:
REPORTING PERIOD: 1/1/2020 - 12/31/2020

Definitions: Column ¢ "Total dollars paid for provider contracts and/or arrangements, exclud
exclusively FFS": Enter the sum of all contracts by VBP category. These totals r
contract, even if a portion of the contract is based on fee-for-service. For multi-n
multiple VBP categories, attribute all value-based payments to the highest, mos
Column f "Total dollars paid for provider contracts and/or arrangements": Enter
are not VBPs because they are wholly fee-for-service arrangements or have no

Optional - describe any relevant
details about your predicted VBPs
- using terminology from LAN
categories - for 2020. (50 words
or less)

Total dollars paid for provider
Examples
Value-Based Payment contracts and/or arangements,
Category excluding contracts that are

lists not exhaustive .
( ) exclusively FFS

care coordination fees and
payments for HIT
investments

2A Foundational Payments for
Infrastructure & Operations

bonuses for reporting data

2B Pay for Reporting or penalties for not
reporting data

2C Pay-for-Performance bonuses for quality

savings shared with
contracted entity
episode-based payments
for procedures and
comprehensive payments
with upside and downside
risk
4A Condition-Specific Population{ capitation payments for
Based Payment specialty services

3A Shared Savings

3B Shared Savings and
Downside Risk




4B Comprehensive Population-
Based Payment

global budgets

4C Integrated Finance & Delivery
System

payments to a highly-
integrated finance and
delivery system.

VBP Sub-total| $




ing contracts that are
eflect the entirety of the
nodel contracts that span

t advanced category.

the sum of all contract that
link to quality.

Non-Value-Based
Payment Category

Examples

(lists not exhaustive)

Total dollars paid for
provider contracts
and/or arrangements

Fee for service payments

payment arrangements that

All contracts and/or

are exclusively fee for
service

3N: Risk-based payments
not linked to quality

payments with upside and
downside risk but no
connection to quality

4AN: Capitated payments
not linked to quality

capitation payments with no
connection to quality




Total payments

Percent of payments that are VBP

#DIV/O!




Describe the kinds of services/providers/populations your CCO focuses on for VBPs (e.g. primary care,
maternity care, hospital-based care, oncology, etc.). Briefly list as many as are applicable. Limit your

EOCCO's value-based-payment models encompass most service categories, and impact all members of the
EOCCO population.

Primary Care (current):

e PCPCH

e Capitation

¢ Quality Incentive Measures (including children's health care)

¢ Shared Savings Model

Hospital & Specialty Care (current & future implementation):

e Shared Risk/Shared Savings Models

e Quality Incentive Measures (hospital care/maternity care for 2021 implementation)
Oral Health (2022 implementation):

e Capitation

¢ Quality Incentive Measures

Behavioral Health (2020-2024 implementation):

e Capitation

¢ Incentive Measures



Enter the per-member-per-month dollar amount you intend to pay clinics participating in the Patient Cente
If the PMPMs vary for a given tier, you may enter a range. Otherwise, enter a single dollar amount.

PCPC Tier PMPM (or range)
dollar amount
Tier 1 clinics S -
Tier 2 clinics S -
Tier 3 clinics S 18.00
Tier 4 clinics S 21.00
Tier 5 clinics S 23.00




'red Primary Care Home (PCPCH) program



Instructions: Fill in the cells that are shaded yellow in this worksheet. For questions on terms

Question APM Types - Subcategories

Select all that apply by putting an
Which types of APM payment applicable row
models were in effect during LAN APM Category
any portion of the payment
period?

2A X
2B
2C X
2C
2C




3 or 4*

3 or 4%

3*

4* X

* = whether these APMs are in Category 3 vs. Category 4 depe
made prospectively based on subcapitated payments/budgets




see the Definitions tab.

f VBP (Subcategories)

Brief description of: A) Type of providers/services involved; AND if a
contracts with multiple APMs, where plan determined 'dominant AP
APM payments based on performance in this period not reflected he
shared savings/risk arrangements. Please describe if and how these
account racial and ethnic disparities. Please also describe how mode
individuals with complex health care needs.

in Column C in each

Foundational spending to A) Primary Care. C) Future capitation payments will vary based on bc
improve care level and the member risk, to ensure that members with complex ne
resources allocated.

FFS plus Pay for Reporting
(no penalties, upside only)
FFS plus Pay for Performance |a) primary Care, including Childrens Health Care expansion for 2020.
(no penalties, upside only) generally all include PCPCH payments which would have fallen into 2
2C as the dominant mechanism. C) Future capitation payments will \
the PCPCH tier level and the member risk, to ensure that members w
have more resources allocated.

FFS plus Pay for Performance
(potential for penalties)

FFS plus Pay for Performance
(potential for incentives and
penalties)

FFS-based Shared Savings
A) Primary Care. B) these contracts generally all include PCPCH payn

have fallen into 2A, and quality bonuses which would fall into catego
report 3A as the dominant mechanism. C) Future capitation paymer
on both the PCPCH tier level and the member risk, to ensure that me
needs have more resources allocated.




FFS-based Shared Risk

A) Hospital, Specialist. B) Many of these contracts include PCPCH pa
extent that the health system provides primary care services, which \
into 2A, and quality bonuses which would fall into category 2C; but w
the dominant mechanism.

C) Future APM will tie quality metrics in with current shared risk for t
maternity care specialists in 2021. Shared risk budgets are based on
members so that clinics with members having special needs, includin
disparities, are not adversely affected.

Procedure-based
Bundle/Episode Targets or
Payments

Condition-Specific
Bundle/Episode Targets or
Payments

Population-based Targets
(not condition-specific)

Population-based Payments
(condition-specific)

A) Primary Care, behavioral health, oral health. B) Many of these co
PCPCH payments to the extent that the health system provides prim
which would have fallen into 2A, and quality bonuses which would fz
but we will report 4A as the dominant mechanism. C) Future APM m
incorporate member's risk score in determining the capitation paym
assigned primary care clinic. This will help compensate providers for
with more complex health care needs. EOCCO intends to produce rej
by population sub-group to ensure that any disparities by racial/ethr
addressed. Additionally, provider participation in a capitation based
expanded.

Full or % of Premium
Population-based Payment
(prospective payment)

nds in part on whether the provider payments are made using a FFS architecture with retrospective r
. See "Definitions" worksheet for more details.




ipplicable B)

M' and C) future
rre, such as future
models take into
Is have considered

»th the PCPCH tier
eds have more

B) these contracts
A, but we will report
/ary based on both
rith complex needs

1ents which would
ry 2C; but we will
1ts will vary based
'mbers with complex




yments to the
wvould have fallen
/e will report 3B as

1ospitals and
the total pool of
g racial or ethnic

ntracts include

|ary care services,

ill into category 2C;
iodel will

ant made to the
caring for members
Jorts on utilization
lic/language/etc. are
model will be

‘econciliations (3) or




https://hcp-lan.org/groups/apm-refresh-white-paper/



https://hcp-lan.org/groups/apm-refresh-white-paper/




Definitions

Category 2A
(Foundational Payments for
Infrastructure & Operations)

Foundational spending to improve care, e.g., care coordination
payments, PCPCH payments, and infrastructure payments.

Category 2B
(Pay for Reporting)

Payments for reporting on performance measures.

Category 2C
(Rewards for Performance)

Pay-for-performance (P4P) rewards to improve care, such as provider
performance to population-based targets for quality such as a target
HEDIS rate.

Category 2C
(Penalties for Performance)

Pay-for-performance (P4P) penalties where providers miss target rates
on select performance measures.

Category 3A
(Shared Savings)

Providers have the opportunity to share in a portion of the savings
they generate against a cost target or by meeting utilization targets if
quality targets are met. Cost target may be for a comprehensive set of
services (total cost of care) or for a limited episode/bundle.

Providers have the opportunity to share in a greater portion of the
savings that they generate against a cost target or by meeting

Category 3B (Shared| ..~ > ) "

Risk) utilization targets if more quality targets are met. Additionally, payers
recoup from providers a portion of the losses that result when cost or
utilization targets are not met.

Providers receive prospective-based payments, structured in a manner
Category 4A prosp pay

(Partial Capitation or Episode-
Based Payment)

that encourages providers to deliver well-coordinated, high-quality,
person-centered care within a defined scope of practice (e.g., partial
capitation or episode).

Category 4B (Comprehensive
Population-Based Payment)

Providers receive prospective population-based payments, structured
in a manner that encourages providers to deliver well-coordinated,
high-quality, person-centered care for a comprehensive set of services
that covers all of an individual's health care.

Category 4C (Integrated
Finance and Delivery System)

Payments to a highly-integrated finance and delivery system.




RFA OHA-4690-19 CCO 2.0

Attachment 9 — Health Information Technology

A.

HIT Partnership

1. Informational Question (recommended page limit 1 page)

a.

B.

What challenges or obstacles does Applicant expect to encounter in signing the
2020 HIT Commons MOU and fulfilling its terms?

EOCCO sees no challenges or obstacles in signing the 2020 HIT Commons MOU
and fulfilling its terms. EOCCO has a current MOU with the HIT commons and pays
our portion of dues. Additionally, EOCCO currently serves on the HIT Commons
Governance Board.

Support for EHR Adoption

1. Evaluation Questions (recommended page limit 5 pages)

For each evaluation question, include information on Applicant’s current operations,
what Applicant intends to arrange by the Contract Effective Date, and Applicant’s
future plans. When answering the evaluation questions, please include in a narrative
as well as a roadmap that includes activities, milestones and timelines.

a.

How will Applicant support increased rates of EHR adoption among contracted
physical health Providers?

EOCCO plans to continue with current assistance efforts as well as implement new
ways to continue to promote EHR improvement to support increased rates of EHR
adoption among contracted physical health providers.

Currently, EOCCO works closely with contracted physical health providers
surrounding the annual quality metric reporting process and quality metric tracking
throughout the year. This includes provider outreach through Quality Improvement
Specialists who regularly meet with clinics to review the status of their quality
metrics. In this process, the alignment of how effectively their EHR reports the data is
addressed, including investigations which assess the usability and reliability of the
data. Primary care providers, who’s EHRs are the primary data source for quality
metric calculations, are incentivized to provide accurate and complete quality data.
These incentives are significant, encouraging these providers to not only implement
but continue to upgrade their EHRs.

Additionally, EOCCO provides per member per month (PMPM) payments to
physical health providers based on their Patient Centered Primary Care Home
(PCPCH) tier. One mechanism for gaining a higher tier level, and thereafter a higher
PMPM, is to effectively implement an EHR. A large portion of the sections in the
tiering program incorporate EHR adoption such as, Access to Care, Accountability,
Comprehensive Whole Person Care, and Continuity Coordination and Integration.

EOCCO also provides annual community benefit reinvestment initiative (CBRI)
funds to physical health providers based on an application and review process. Many

RFA OHA - 4690-19-EOCCO Attachment 9 Page 1 of 35



RFA OHA-4690-19 CCO 2.0

of these CBRI’s are directly related to EHR capabilities. One of EOCCO’s CBRIs
provides funding to support population health management efforts for chronic
conditions through the use of EHR based data. Additionally EOCCO has a CBRI to
support the implementation of Arcadia Analytics which requires an EHR to connect
with this web-based platform. This tool then allows the clinic EHR data to be
combined with EOCCO claims data in a format that is easily viewable and accessible
for population health management.

By the contract effective date, EOCCO plans to continue current efforts as noted
above and implement additional efforts to support our physical health providers EHR
adoption and improvements. Specifically, EOCCO plans to assess the EHR adoption
and improvement efforts of the public health departments and specialty care providers
within our service area. We will review and document this within our cohesive
EOCCO HIT Roadmap.

EOCCO is also in the process of creating a new performance based PCPCH payment
methodology. This will better align with our value based payment plan as well as
continue to provide PMPM payments to sustain EHR use and ensure we are paying
for improved performance in a reasonable and equitable manner. This will be a future
implementation to further support our efforts towards EHR adoption and
improvements.

b.  How will Applicant support increased rates of EHR adoption among contracted
Behavioral Health Providers ?

Currently, all EOCCO CMHPs are connected to an EHR. Our next approach is to
determine the EHR adoption status of each of our non-CMHP behavioral health
providers and residential treatment facilities and document this in our EOCCO HIT
Roadmap by contract effective date. For those who have not yet adopted an EHR, we
will provide technical assistance to support this adoption. This technical assistance
and support will be determined based on each individual practitioners need. One
example of planned support is for GOBHI on behalf of EOCCO to implement their
own EHR that can be used by the independent practitioners through a set payment
structure. This will help to alleviate a current barrier to EHR adoption based on lack
in technical support at our non-CMHP behavior health practices.

c.  How will Applicant support increased rates of EHR adoption among contracted
oral health Providers?

EOCCO plans to determine the EHR status of our contracted oral health providers. In
doing so we will also work to better outline the expectation and interoperability that
defines an EHR.

EOCCO will then work directly with our contracted dental plans to expand oral
health case management processes to include internal EHR training and instruction
for interpreting data received from EHR systems. We will facilitate the preparation of
a process for care coordination amongst oral health, physical health and behavioral
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health providers. Newly defined case management procedures will be shared with
oral health providers.

EOCCO will work through our contracted dental plans to launch a dental office EHR
campaign with the objective of promoting and increasing utilization. Through this
process, we will prepare and distribute educational materials that explains the benefits
of EHR in the dental practice. Additional efforts associated with this campaign will
be follow-up phone calls, onsite visits and ongoing support. We will set targets and
track our progress of EHR adoption in EOCCO’s HIT Roadmap.

d. What barriers does Applicant expect that physical health Providers will have to
overcome to adopt EHRs? How do you plan to help address these barriers?

EOCCO expects that physical health providers will face a variety of barriers when
working towards adopting and improving their EHRs, including: staff workflow
consistency, reporting capability, data sharing compatibility, and cost.

To alleviate these barriers, EOCCO partners with the Oregon Rural Practice Based
Research Network (ORPRN) who works alongside clinics to assist with EHR use and
workflow improvement. On example includes ORPRN working with our clinics to
increase the colorectal cancer (CRC) screening rate. ORPRN spends time at the clinic
and implements a workflow that standardizes the process of the medical assistant’s
intake and EHR documentation. This allows for standardization across all medical
assistants which increases the likelihood of a patient being educated on CRC
screening and for the documentation to be in a consistent reportable format. This
partnership with ORPRN practice facilitators addresses staff usability of the EHR and
improves reporting capabilities.

We also partner with an HIE, Arcadia Analytics, to allow for quality metric reporting
and data sharing among our connected provider EHRs. This platform allows
providers to view high level visit information of their patients who have received
services from other providers who are also integrated in the platform. Additionally, if
a clinic chooses to change their EHR vendor and are already integrated with Arcadia
Analytics, they will not lose access to pertinent patient level data from their previous
EHR as the data will still be accessible within the platform. We plan to continue to
track the implementation process of Arcadia Analytics as a part of our EHR adoption
strategy. Our goal is to have at least 17 of our largest physical health provider
organizations live and utilizing the platform by 2024. This will be recorded and
tracked within our EOCCO HIT Roadmap.

EOCCO plans to continue to provide a PMPM payment and technology based CBRIs
to assist with the cost associated with EHR use to reduce this barrier. By the contract
effective date, EOCCO plans to have a draft survey completed to send out to our
providers regarding EHR adoption. This survey will allow us to better understand
barriers that still exist and identify ways to address them based on need.
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e.

What barriers does Applicant expect that Behavioral Health Providers will have
to overcome to adopt EHRs? How do you plan to help address these barriers?

Potential barriers that we expect our behavioral health providers to encounter include
the cost of purchasing an EHR and the need for technical support of the EHR. To
alleviate these barriers, GOBHI on behalf of EOCCO plans to implement an EHR that
can be provided to our practices with a set payment structure. This will reduce the cost
especially for our practices with fewer providers as they can all utilize this one
platform. This system will also mitigate the barrier to needing to hire technical support
staff for the EHR. GOBHI will have the necessary support in place that can then assist
the practices as concerns arise.

What barriers does Applicant expect that oral health Providers will have to
overcome to adopt EHRs? How do you plan to help address these barriers?

A significant barrier to oral health providers adopting an EHR is the general lack of
understanding of what is meant by the term. A key component as described in the
RFA, is that it will allow providers to better participate in care coordination and
contribute clinical data for population health efforts. Many dentists have some digital
capabilities such as scheduling and billing, and there are a growing number who have
adopted a digital patient record. In either case, most oral health providers with any
digital capacity perceive themselves to be utilizing an “EHR”. Most do not understand
the goal of interoperability. An additional challenge for dentists is that there are very
few certified digital systems available to them which would allow for interoperability.

There is a significant cost to implement an EHR. This includes the cost of the system,
the cost to train staff and the cost of lost productivity as the provider’s office adapts to
the new product. Oral health providers perceive changes like these to bring
unnecessary administrative burden to their workflow, taking staff away from chairside
patient care. They see very little return in value for the significant disruption
implementing a system creates. The majority of smaller offices have very limited
technical resources and no in-house IT staff to manage the system and maintain
security.

To address these barriers EOCCO will prepare and distribute educational materials
that promote EHR/HIE adoption specifically for oral health providers. We will also
define and promote EHR/HIE systems available in the service area such as OCHIN.
We could also define and offer implementation grants for EHR/HIE adoption. We will
take a partnership role with our providers by offering technical assistance, staff
training and incentives and rewards for implementing and utilizing EHR/HIE systems.
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2. Informational Questions (recommended page limit 2 pages)

a.  What assistance you would like from OHA in collecting and reporting EHR use
and setting targets for increased use?

While EOCCO has a comprehensive understanding of the EHR status of our primary
care practices and public health partners, we lack the specific knowledge of this with
our specialty care providers. We would ask that OHA assist in prioritizing the
specialty care providers we should outreach to and work with to adopt an EHR.

By the contract effective date, EOCCO plans to document in the EOCCO HIT
Roadmap the physical health, behavioral health, and oral health providers that we
plan to track for EHR use. We will then request assistance from OHA to determine a
reasonable target for all of our providers. We plan to set a minimum member limit for
physical health providers included in our calculations and targets to ensure a focus on
the providers who can be the most impactful. This information will all be included in
our EOCCO HIT Roadmap which will be used for continued tracking and
improvement efforts.

b.  Please describe your initial plans for collecting data on EHR use, and setting
targets for increased use by contracted physical health Providers. Include data
sources or data collection methods.

EOCCO currently plans to start with the EHR data from the primary care practices
who report clinical quality measure data on an annual basis. This allows for a list of
practices who have an EHR, the vendor type, and the version. Currently with this
information, EOCCO knows that at least 87% of their membership is assigned to a
clinic with a certified EHR.

EOCCO plans to reach out to our public health partners to determine their EHR
adoption and implementation status by the contract effective date. EOCCO plans to
request OHA’s assistance in gathering a list of priority specialty care partners to also
document and track EHR adoption. Based on the information we currently know, we
plan to set a target of 90% for EHR adoption of our physical health providers
however, this may change once more data on EHR utilization is collected.

EOCCO plans to survey providers on an annual basis to determine EHR adoption and
improvement efforts. This will allow for continual tracking and support for
improvement efforts. These updates will all be recorded and updated in our EOCCO
HIT Roadmap.
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c.  Please describe your initial plans for collecting data on EHR use, and setting
targets for increased use by contracted Behavioral Health Providers. Include
data sources or data collection methods.

EOCCO will utilize an online survey, direct phone calls, annual practitioner survey,
provider and facility application processes, site reviews, and contract negotiations to
collect data on EHR adoption and utilization. We offer ongoing technical support to
any contracted behavioral health providers adopting a new EHR or upgrading an
existing EHR. During those instances of transitioning EHRs, EOCCO encourages
adoption of certified technologies and best practices. EOCCO conducts site reviews at
its CMHPs on an annual basis which focus on areas of quality and clinical
documentation. EOCCO also provides technical assistance and encouragement of the
adoption of these technologies during reviews. Once EOCCO has documentation of
the EHR status for our non-CMHP behavioral health providers, we will determine an
improvement target. We will then focus our improvement efforts on our non-CMHP
behavioral health providers.

d. Please describe your initial plans for collecting data on EHR use, and setting
targets for increased use by contracted oral health Providers. Include data
sources or data collection methods.

Through our contracted dental partners EOCCO plans to conduct a survey by contract
effective date of all oral health providers within the service area to determine which
EHR systems they are utilizing and how many are certified. This information will be
documented and tracked in our EOCCO HIT Roadmap. The survey will also include
questions about providers overall interest in adopting an EHR including, but not
limited to: paperless patient records, digital x-rays, information sharing, and patient
portal in their clinic. The information gathered will help set targets and track
utilization progress.

C. Support for Health Information Exchange (HIE)
1. Evaluation Questions (recommended page limit 8 pages)

For each evaluation question, include information on Applicant’s current
operations, what Applicant intends to arrange by the Contract Effective Date, and
Applicant’s future plans. When answering the evaluation questions, please include a
narrative as well as a roadmap that includes activities, milestones and timelines.

a. How will Applicant support increased access to HIE for Care Coordination
among contracted physical health Providers? Please describe your strategy,
including any focus on use cases or types of Providers, any HIE tool(s) or HIE
methods included, and the actions you plan to take.

RFA OHA - 4690-19-EOCCO Attachment 9 Page 6 of 35



RFA OHA-4690-19 CCO 2.0

EOCCO currently utilizes two distinct platforms that are capable of sharing health
information electronically across the continuum of care: EDIE/PreManage and
Arcadia Analytics. EOCCO meets with each vendor on a regular basis to assess
current efforts, implementation status, utilization status, and to address any barriers
that exist as soon as they arise. This allows for continued communication between the
health plan and the vendors and ensure the platforms are being used for care
coordination and other features as designed.

To further promote and support community adoption of EDIE/PreManage, EOCCO
employs a Quality Improvement Clinical Integration Specialist whose role is to
outreach to participating clinics to promote and assist in onboarding
EDIE/PreManage technologies and implementing shared workflows across
organizations.

For clinics that seek additional support, EOCCO offers Community Based
Reinvestment Initiatives (CBRIs) with funding of up to $50,000, aimed at increasing
the use of EDIE/PreManage or a similar program to identify and follow a cohort of
patients to ultimately reduce ED utilization. The program encourages collaboration
between hospitals, behavioral health and/or primary care to increase and reduce
barriers to access, coordinate care, integrate new services or workflows. The CBRI
programs also promote interventions based on shared information that:

Target interventions for patients with mental/behavioral health needs and/or
multiple chronic conditions,

Facilitate the use of CHWs for care coordination and patient education,
Increase utilization of telehealth services for low acuity complaints presenting
to the ED, and

Increase efficiencies between primary care and behavioral health organizations
related to assessments and screenings.

Through EDIE/PreManage technology there is an opportunity to align and coordinate
efforts to maximize the benefit of the HIE tool and to enhance cross-organizational
care coordination. This coordination includes all relevant parts of the care continuum
(e.g. Behavioral Health, Long Term Care; Oral Health, Primary Care) in the
conversation as they adopt PreManage and identify roles, responsibilities, workflows
and communication. This tool has the potential to be utilized as a way to coordinate
care throughout the community by thoughtfully adding agencies such as public
health, or correctional facilities in ways that allow for the sharing of information but
maintain HIPAA regulations.

EOCCO in collaboration with community partners through participation in
collaborative initiatives and pilots has identified several opportunities to coordinate
and establish mutual workflows. Below are listed activities that EOCCO plans to
implement as we increase the number of primary care practices that are connected to
and utilize PreManage.

Member/patient outreach following an ED or inpatient event:

0 Use mutual patient cohorts and agreed upon workflows to avoid duplicate
calls.
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o0 Primary care office would contact patient post-discharge for follow-up
care and appointment scheduling.

0 Include in the call mutual (best/common practice-based) scripting
regarding:

= Reason for the visit

= Discharge plan

= Assess current status

= Medication changes

= Appropriate follow-up scheduled

o If primary care and specialist/BH are both involved, they will work
together to create the care recommendations that primary care generates
(guideline for standard content developed).

o EOCCO will provide care management to members not actively managed
by primary care. They will reach out to primary care to coordinate, discuss
a mutual member/patient or hand-off to primary care to manage.

= ED outreach specialist will provide short-term intensive care
management for patients at high risk of readmission. They will
review EDIE data for involvement of other care managers and
contact as appropriate.

ED high utilizers who have not seen a PCP for over one year are contacted by a
care team:

o Outreach is stratified by condition or risk
= High prospective risk score
= History of behavioral health issues
= |nappropriate/avoidable ED utilization
Cross Organizational Care Coordination Huddles/”Rounds”:

o For patients with sustained high utilization all appropriate members of the
care team, including care managers (PCP & ED), other primary care staff,
specialty provider, behavioral health and health plan representative, would
convene a care conference to discuss patient specific goals and plans.

o0 Primary Care is responsible for coordinating the care conference and for
creating/updating the care recommendation in PreManage.

0 Once established, care team members would coordinate care via follow-up
documentation, reporting sessions and huddles.

o All relevant information will be entered into EDIE/PreManage (Care
Provider/Care Team section).

The other platform that can be used to share health information electronically across
the continuum of care is Arcadia Analytics. This platform allows providers to view
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high level visit information of their patients who have received services from other
providers who are also integrated in the platform. Data is aggregated from all of the
different EHRs, claims software, and utilization management systems to allow care
providers to see which other providers the member is seeing, any upcoming
appointments with other providers, what screenings have been completed, as well as a
complete medication list. Data is turned into actionable information through
dashboards, alerts, gap in service notifications, report writing capabilities, and trend
charts. Information can be filtered based on a variety of criteria, allowing for specific
operational questions to be analyzed, including information regarding SDOH-HE
population-specific indicators. EOCCO plans to document the current HIE status of
both PreManage and Arcadia Analytics of their physical health providers and track
this in the EOCCO HIT Roadmap. In addition, EOCCOQO’s Quality Improvement
Specialists will continue to assist organizations in connecting to this platform and
ensure each organization is utilizing the platform to its upmost capabilities.

b.  How will Applicant support increased access to HIE for Care Coordination
among contracted Behavioral Health Providers? Please describe your strategy,
including any focus on use cases or types of Providers, any HIE tool(s) or HIE
methods included, and the actions you plan to take.

EOCCO uses the same technology platforms with our behavioral health partners to
share health information across the care continuum.

All hospitals, CMHPs and a few primary care clinics in the EOCCO region have
access to EDIE/PreManage. This communication platform is being utilized in a
number of ways to improve care coordination for EOCCO members.

Discharge Planning: EOCCO collaborates with Community Mental Health
Programs (CMHP) in discharge planning involving all members moving
between levels of care and Episodes of Care. EOCCO Utilization Management
(UM) monitors PreManage daily and notifies the CMHP the same day of an
admission. The Enhanced Need Care Coordinator (ENCC) immediately begins
the discharge planning process and communicates the plan with EOCCO Care
Manager (CM) within one to two days. The patient or patient’s representative
are included in the discharge process. Throughout the discharge planning
process, open communication and close collaboration occurs among the
CMHP, EOCCO UM and EOCCO CM to ensure a timely and successful
discharge.

Substance Abuse Disorder Medication Assisted Therapy (MAT) services:
MAT care coordinator’s work with member’s engaged in services on a regular
basis. They develop individualized care plans that are entered into PreManage
as appropriate based on HIPAA regulations.

Members with Severe and Persistent Mental Iliness (SPMI): To coordinate
care, in 2018 EOCCO CMHP staff entered PreManage care plans on all
members with an SPMI that were currently receiving services. The goal of the
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care plans were to provide the ED and Primary Care physicians key
information when the member visits the ED. (Note: As part of the EOCCO’s
CMHP 2018 VVBP program over 500 members now have active behavioral
health care plans in Pre-Manage.)

EOCCO CMHPs, as part of the 2019 CMHP VBP program are required to enter a
care recommendation into PreManage for every assigned member with an SPMI. This
program will expand in 2020 to ensure that every member with 2 or more ED visits in
a 6 month period has a care recommendation (including contact information for the
local CMHP) entered into PreManage. Outreach to the EOCCO ED and primary care
clinics will occur in 2019 to help facilitate the content and utilization of these care
recommendations throughout the care continuum.

Arcadia Analytics, described above (Attachment
9.C.1.a), is also available to our CMHP providers.
Below are examples of current utilization practices:

SPMI: Once an individual is discharged the
CMHP staff ensure that a 7-day visit follow-
up occurs. Arcadia Analytics provides
notifications when a member is discharged
and in need

of follow-

up. This

information can be accessed in the platform in a number of different ways,
including the generation of a list that shows each member who needs follow
up, when they were last seen, and if they have an appointment scheduled.
EOCCO also monitors if 7-day follow-up visits have occurred and when
necessary, provides CMHP staff support in successfully making the 7-day
follow-up visit is completed. (In 2018 78.51% of Members received a Follow-
up with 7-days of Hospitalization for a Mental IlIness, surpassing the goal of
66%.)

Care Coordination: Arcadia Analytics provides a “whole” picture view of each
member. Care providers can see which other providers the member is seeing,
any upcoming appointments with other providers, what screenings have been
completed, a complete medication list (see D2b(3)). Note: Information related
to substance abuse is only shown to appropriate entities as outlined in CFR 42,
Part B. For the example presented below it can be noted that the patient may
not have had a recent dental exam, so the care coordinator could work with
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them to get this scheduled, arrange transportation, or remove any other barriers
so the member can receive needed care.

c.  How will Applicant support increased access to HIE for Care Coordination
among contracted oral health Providers? Please describe your strategy,
including any focus on use cases or types of Providers, any HIE tool(s) or HIE
methods included, and the actions you plan to take.

EOCCO plans to first document HIE systems currently available to oral health
providers in our service area and determine how these systems interact with programs
currently utilized by our providers. Additionally, because Arcadia Analytics is
already integrated with many of our physical health and behavioral health providers,
EOCCO plans to extend the contract to our oral health providers. The platform
currently shows member level dental care utilization and has the ability to absorb
dental claims data. EOCCO can grant access to our DCO partners to view this detail
as a starting point. As our DCOs determine workflows to address utilization, plans to
enhance current care coordination efforts using this specific tool can also be
implemented.

Additionally, our DCO partners have access to PreManage. This tool provides real
time notifications when one of their members has been seen in the emergency
department for non-traumatic dental related issues such as pain and swelling. Dental
case management is able to outreach to these specific members and ensure that in the
future, the member is receiving the right care, in the right place, at the right time. This
will allow the member to recognize their dental provider is available in the future for
similar instances rather than initiating care at a traditional emergency department.

Lastly, we will meet with our contracted provider in Wallowa County, a
medical/dental clinic that currently utilizes an oral health EHR that completely
integrates with their medical EHR. This will allow us to learn best practices and use
cases that demonstrate the value of integrated EHR. With this information combined
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our current HIE options, we will finalize our provider outreach and tracking database
with the intent of meeting our defined targets.

d. How will Applicant ensure access to timely Hospital event notifications for
contracted physical health Providers? Please describe your strategy, including
any focus on use cases or types of Providers, which HIE tool(s), and the actions
you plan to take.

As described in detail above, EOCCO supports the access to and implementation of
PreManage for our physical health providers in a variety of ways. EOCCO also
covers the cost to sponsor this platform amongst our provider groups. EOCCO’s
Quality Improvement Clinical Integration Specialist assists clinics in connecting to
PreManage as well as implementing action plans to best serve our members when a
hospital event notification is received.

One of the goals of increased PreManage use is to identify over-utilization of
Emergency Department resources. Through the use of PreManage Care
Recommendations ED and Hospital staff have insight into patients’ behavior and
tendencies during and event. EOCCO encourages physical health providers to enter
Care Recommendation regarding higher risk populations. As additional physical
health providers connect to PreManage, EOCCO plans to ensure the continued
follow-up with patients to coordinate care appropriately based on hospital event
notifications. (See: above in Care Coordination section - Attachment 9.C.1.a.)

e.  How will Applicant ensure access to timely Hospital event notifications for
contracted Behavioral Health Providers? Please describe your strategy,
including any focus on use cases or types of Providers, which HIE tool(s), and
the actions you plan to take.

All EOCCO CMHPs use EDIE/PreManage to obtain real-time information about ED
and inpatient hospitalization activity. EDIE/PreManage provides alerts/notifications
when one of their Members is seen in the ED or admitted to the hospital. Providers
can utilize the reporting functionality in EDIE/PreManage to look for patterns of high
utilization. Providers also have the ability to find up to date information regarding the
member’s other Providers and care recommendations from Hospitals, PCP’s, CMHPs
and EOCCO staff. EOCCO provides a staff member with expertise in
EDIE/PreManage to help support CMHP utilization of the tool.

We send daily reports of ED and Inpatient stays for behavioral health reasons to all
CMHPs, requesting follow up and planning to prevent hospital reentry.

All EOCCO CMHPs also can utilize Arcadia Analytics for near-real time hospital
event notifications. Arcadia Analytics utilizes a variety of sources to complete a
“whole-person” picture of each member. If a member is seen in an ED or
hospitalized, Arcadia Analytics provides a list to each CMHP alerting them that
patient needs follow-up.
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f.  How will Applicant ensure access to timely Hospital event notifications for
contracted oral health Providers? Please describe your strategy, including any
focus on use cases or types of Providers, which HIE tool(s), and the actions you
plan to take.

Our contracted dental plan partners have access to PreManage which provides real
time notifications when one of their members has been seen in the emergency
department for non-traumatic dental related issues such as pain and swelling. The
contracted dental plans have dedicated case management teams who follow up with
members seen in the emergency department. If the member has been seen in the
emergency department multiple times or if the member has other possible health
concerns, the dental case management team will outreach to the member’s physical
health provider. Physical health and behavioral health care coordination teams to help
ensure the member receives the appropriate follow up care.

g. How will Applicant access and use timely Hospital event notifications within
your organization? Please describe your strategy, including any focus areas and
methods for use, which HIE tool(s), and any actions you plan.

EOCCO utilizes PreManage technology to access and use timely Hospital event
notifications. EOCCO will receive real-time notifications delivered to internal email
distribution lists which are triaged according to established workflows. EOCCO also
receives scheduled reports that track and inventory the cumulative notifications over
time for aggregate reporting.

EOCCO has established internal PreManage cohorts that monitor EOCCO members
who meet notification criteria for conditions “most likely to readmit” post discharge.
These conditions include sepsis, pneumonia, COPD, and heart failure. These
members are followed by EOCCO Nurse Case Managers.

EOCCO is developing an internal reporting process that involves data feeds that filter
and triage event notifications for appropriate next steps, and assignments to care
managers. Process in place includes:

EOCCO receives immediate notifications of members who have arrived at the
ED through the use of PreManage. Scheduled reports are produced daily
showing admits and discharges for behavioral health reasons.

EOCCO’s utilization management team has a process in place for the daily
monitoring of the EDIE/PreManage system specifically looking at behavioral
health hospital admissions. The care management specialist receives the report
and enters the patients in our utilization management tracking system, for
seven-day follow-ups.
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EOCCO utilizes EDIE/PreManage to assign members admitted for a 2nd
inpatient stay related to behavioral health within 3 months to an EOCCO
physician to work with the care team on discharge planning.

Our care management specialist will contact the behavioral health contractor’s
exceptional needs care coordinator (ENCC) to engage with the patient and begin
discharge planning including follow-up services with the community mental
health program.

The care management team coordinates and engages the hospital and
community services needed to ensure the best outcome for the patient. This can
include technical support for the hospital and the contracted behavioral health
services.

The ENCC provides us with inpatient documentation and encounter notes
within seven days of the patient discharge. Our utilization management software
records this data and makes it available to the contracted behavioral health
provider for continued treatment through the use of an online portal.

We used a pay for
performance incentive in 2018 to
increase the successful completion
of this program with a goal of 66%
or greater completion rate.

7-day Follow-up post Hospitalization for Mental IlIness

78.51%

This same process and
methodology will be used for
tracking follow-up post ED visits
for behavioral health.

CMHP1 CMHP2 CMHP3 CMHP4 CMHPS5 CMHP6 CMHP7 CMHP8 CMHP9 Total

2.

a.

Percentage em=Goal

EOCCO has future plans to establish inter-organizational workflows with
participating clinics to promote appropriate member outreach and coordinated care
following an event (see above in Care Coordination section (C.1.a.).

Informational Questions (recommended page limit 2 pages)

What assistance you would like from OHA in collecting and reporting on HIE
use and setting targets for increased use?

EOCCO recommends a review of Collective Medical’s roadmap that shows use of
PreManage across the state. This would also report PreManage utilization of clinics
who are in the onboarding process and those that have yet to be engaged. Review of
the roadmap would assist in the development of future outreach and support to clinics
to better use the tool and/or implement the tool. OHA assistance would also be
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helpful with respect to ensuring that Medicaid eligibility and enrollment data is
aligned with EDIE/PreManage for the benefit of all CCO’s across the State.

EOCCO recommends statewide clinic surveying of all HIE utilization. Reporting on
utilization by clinic would be helpful in identifying and prioritizing outreach and
provider onboarding initiatives. Survey components could include information on
current clinic workflow, current technology vendor utilized, barriers to
implementation i.e. IT staff, financial barriers other clinic priorities.

Another area that EOCCO would request OHA assistance relates to the Clinical
Quality Metrics Registry (CQMR) which is supporting CCO incentive measures and
the Oregon Medicaid EHR Incentive Program. It would be very helpful to understand
the timelines and expectations for deliverables from this project, as they relate to
CCO strategies and planning.

b.  Please describe your initial plans for collecting data on HIE use, and setting
targets for increased use by contracted physical health Providers. Include data
sources or data collection methods.

Consistent with EOCCO plans to create an inventory of EHR utilization by providers
in the area, this inventory process will also include collecting data on HIE use and
setting targets for increased use.

EOCCO will utilize online surveys, direct phone calls, provider and facility
application processes, site reviews and contract negotiations to collect this data on an
annual basis. These updates will be recorded in a tracking database and used to
regularly amend our EOCCO HIT Roadmap. As this roadmap evolves, it will be used
to track utilization metrics including the number of clinics adopting inter-
organizational workflows through PreManage, Arcadia Analytics, and/or other HIE
solutions. EOCCO will utilize this data to set a baseline of where we currently are at
with the implementation and onboarding status. Using this baseline, we will set
targets to ensure we have a significant number of our clinics connected to our HIEs so
that the majority of our members are integrated into these systems.

c.  Please describe your initial plans for collecting data on HIE use, and setting
targets for increased use by contracted Behavioral Health Providers. Include
data sources or data collection methods.

Similar to our physical health response, EOCCO will utilize online surveys, direct
phone calls, provider and facility application processes, site reviews and contract
negotiations to collect this data on an annual basis collect data on HIE utilization.
This information will be recorded in our EOCCO HIT Roadmap. Once baseline HIE
utilization has been determined, yearly increase targets will be determined. (Note: As
of the end of 2018, all EOCCO CMHP are utilizing both Arcadia Analytics and
PreManage).
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d. Please describe your initial plans for collecting data on HIE use, and setting
targets for increased use by contracted oral health Providers. Include data
sources or data collection methods.

Similar to our physical health and behavioral health response, EOCCO is planning to
survey our providers to establish a baseline of HIE utilization. This information will
be recorded in our EOCCO HIT Roadmap. Once the data has been collected we will
establish improvement targets for increased adoption of HIE with our oral health
providers.

EOCCO also has a unique opportunity to develop HIE mechanisms for the oral health
provider community. EOCCO affiliate and Moda’s “sister company”, Dentists
Management Corporation offers DAISY dental software, a full-featured dental
practice management system used by several hundred dental practices in Oregon. As
this product is evolving, additional HIE data features are being incorporated which
will facilitate additional data sharing capabilities and enhanced interoperability
features.

The inventory of EHR and HIE usage for all providers in the area, incorporating
support from OHA as needed, will support a longer-term HIE strategy for EOCCO.
Based on the statewide hospital implementation of EDIE, we anticipate that
PreManage will continue to play a critical role in the HIE structure with respect to
hospital notifications. The functionality for integrating clinical and claims data,
calculating and tracking quality metrics, care management coordination and
integration, and population health management across physical, behavioral and oral
health providers will be assessed in the process of defining the costs, benefits and
needs of the stakeholders. Because these decisions and this strategy significantly
impact provider operations and workflows, it is critical for these decisions to support
the providers across all of their patient populations, not just OHP populations.
EOCCO stakeholders will seek to find solutions to align the HIE data-sharing
mechanisms to better serve all Oregonians.

D. Health IT For VBP and Population Health Management
1. Informational Questions: (recommended page limit 3 pages)

a.  If Applicant will need technical assistance or guidance from OHA on HIT for
VBP, please describe what is needed and when.

EOCCO does not require assistance in these areas, but would welcome any strategic
guidance or assistance that the OHA would be providing.
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b.  What plans do you have for collecting and aggregate data on SDOH&HE, that
may be self-reported or come from providers rather than be found in claims?
Can you match demographic and SDOH&HE- related data with claims data?

EOCCO will collect SDOH-HE data from a variety of sources, such as member
surveys, EHR data, and publicly available data. The standard process is to match this
data with the member’s claims and enrollment data, using combinations of member
first name, last name, date of birth, gender, and/or address as appropriate. Our
existing data warehouse already has demographic data. Once matched, the data can
then be used for general analytics and reporting purposes, in combination with any
other existing EOCCO data.

EOCCO plans to determine an appropriate a SDOH-HE survey that can be
administered to all existing EOCCO members after the contract effective date. This
survey tool includes validated questions regarding SDOH-HE needs including
housing status and quality, food insecurity, transportation needs for both medical and
SDOH-HE purposes, utility needs, safety, employment, and education. After the
contract effective date, EOCCO will administer this survey on an annual basis to
continue to determine the SDOH-HE needs within our service area and use this
information as a baseline to implement strategies and identify areas for SDOH-HE
investments.

c.  What are some key insights for population management that you can currently
produce from your data and analysis?

The EOCCO analytics team currently produces high-level dashboards that emphasize
trends and opportunities in care delivery. For example, one recent report highlighted
characteristics of members who have not been using primary care services, to help
develop plans for impacting this member population. Other areas of focus have
included ED utilization, quality measures (OHA Incentive Measures) analysis,
pharmacy cost and utilization, high risk members, and more.

On a tactical level, our regular reporting identifies specific outreach and treatment
opportunities to improve patient care and quality measure performance. For example,
we regularly highlight members who have significant health issues but have not
accessed primary care. We also highlight members who may need to receive a dental
sealant from their oral health provider. Members who are nearing the limits of age
guidelines for preventive treatments (such as infants needing immunizations) are
highlighted on a timely basis to ensure sufficient ability to intervene. Members taking
expensive brand name medications for which there is a less expensive and
therapeutically equivalent alternative are also highlighted.

The Arcadia Analytics online reporting platform offers additional enhanced data,
using aggregated claims and EHR data to produce a wealth of provider and
population health insights. Clinics can see updated views of their own performance
on quality, cost, and utilization measures, and view services their patients have
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received at other clinics connected to the platform; and individual physicians can see
rates of quality measure compliance for their assigned population compared to others
in their practice. Care coordinators can see upcoming appointments via the clinic
EHR’s scheduling system, to help organize intervention strategies. Additionally,
clinics can review a provider’s schedule for the day and determine gaps in care for the
patients who will be coming into the office allowing specific preparation to complete
the service gap when the patient arrives.

As a product of Oregon’s vision and commitment to improve the health of children
and youth, the Children Health Complexity project has produced a data-driven
initiative to strengthen the capacity of its Coordinated Care Organizations to provide
the best quality care for this sub-population and in tandem reduce costs burdens to
health care systems and society at-large. The initiative has produced a population
health management stratification of children (ages 0-17 years) in the Medicaid
population. This children health complexity stratification system notably integrates
medical complexity (e.g., due to severity of chronic health conditions) with social
complexity levels that tap into indicators of social determinants of health, childhood
trauma, and child and/or parent behavioral health risks and contact with the justice
system.

EOCCO is in an outstanding position to leverage Children Health Complexity data to
further strengthen EOCCOQO’s Analytics infrastructure. For example, the Child Health
Complexity:

Risk stratification score can be integrated in our data reporting platform,
Arcadia Analytics that provides a user-friendly portal to monitor Quality
Performance indicators and sub-populations at high-risk

Data can be in interfaced with EOCCQ’s growing portfolio of Information
Systems that will expedite the effective screening, assessment and referral
functions that channel children and their families to the types and levels of
care that best fit their needs.

2. Evaluation Questions (recommended page limit 15 pages)

a.

Describe how Applicant will use HIT to administer VBP arrangements (for
example, to calculate metrics and make payments consistent with its VBP
models). Include in your description how Applicant will implement HIT to
administer its initial VBP arrangements and how Applicant will ensure that it
has the necessary HIT as it scales its VBP arrangements rapidly over the course
of 5 years and spreads VBP arrangements to different care settings. Include in
your description, plans for enhancing or changing HIT if enhancements or
changes are needed to administer VBP arrangements over the 5-year contract,
including activities, milestones, and timelines.

EOCCO has had advanced VBPs for several years, with most primary care practices
already converted to HCP-LAN category 4A reimbursement methodologies. EOCCO
maintains robust HIT infrastructure for administering these arrangements, developed
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over many years of VBP leadership in Oregon insurance markets. Elements of this
infrastructure include:

Arcadia Analytics HIE platform for providers to access real-time cost, quality,
and utilization metrics, with data on overall results plus drill down capability to
individual members with care gaps

Direct connections to provider EHRs which extract and store quality metric
data in an automated way on a recurring schedule

Information on upcoming patient visits, via the provider’s own scheduling
systems, integrated into the HIE

In-house Provider Data Exchange (PDE) platform enabling automated two-
way data sharing of EHR and claims data, including integration of EHR data
into our existing data warehouse for seamless combination with claims,
capitation, and enrollment data as needed

Existing data sharing processes that capture EHR data from a variety of care
settings, including physicians, hospitals, and ancillary providers

Refined portfolio of existing provider-centered reports, including customized
reports on cost, utilization, quality, care gaps, and resource use, which
highlight progress and results for VBP mechanisms currently in effect

User-friendly provider portal where providers can access their reports,
including all standard reports plus additional ad hoc and custom reports that
may be produced from time to time as needs arise

Advanced member attribution methodologies, which are deployed as needed in
place or alongside direct member selection of PCPs (the preferred method of
PCP assignment), taking into account members’ historical utilization patterns,
PCPCH tier status, PCP network status (in or out of network), geographic area,
provider specialty, and/or other factors

Established processes for designing, producing, maintaining, and distributing
VBP progress reports to providers

Established processes for making payments to providers under VBPs,
including fee-for-service claims payments, capitation payments, quality bonus
payments, and shared savings payments

Established processes for collecting penalties from providers for cases in which
providers do not perform to cost or quality expectations under VBPs
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Two years’ experience with managing VBPs under the CPC+ program, with
infrastructure in place to administer the capitation and quality payments
inherent in that program

Strong analytics team with deep knowledge and experience in health care data
generally and VVBPs specifically, supported by state-of-the-art analytics tools
and technology such as SAS, Tableau, Tableau Server, Business Objects,
Crystal Reports, etc.

Robust data warehouse built on SQL Server technology, updated weekly,
which includes all medical, pharmacy, vision, dental, behavioral health,
enrollment, and demographic data needed to support VBP administration.

The Arcadia Analytics platform provides participants with a bidirectional exchange of
aggregated health and wellness information collected from a variety of data sources
and disciplines. The HIE works to empower its participants by not only providing
access to unified health and wellness records across its growing network, but in also
supplying each entity with a robust analytics platform focused on tracking
performance metrics, cost drivers, utilization trends, and operational functions.
Unlike many traditional HIES, connectivity and participation is not reliant on
standardized data file exchange and instead connects directly to EHRSs; thus allowing
for the exchange of more diverse datasets, mitigating the administrative burden of
participation, as well as making it easier to connect to a wider variety of unaffiliated
EHRs.

The HIE aggregates incoming data from a vast array of physical and behavioral

health EHRs, physical health claims, mental health claims, substance use disorder
claims, 7-11 drug claims, prescription claims files, and Medicaid eligibility files to
create singular patient records to be shared across the exchange. This process not only
facilitates the creation of meaningful, integrated clinical documentation across the
exchange, it also ensures a high level of data quality as each data source is continually
tested, combined, and ran against existing information in the data warehouse.

EOCCO and Arcadia Analytics staff provide technical, legal, and training support
throughout the development and post-production phases to ensure the both the project
success of participants as well as the integrity of the exchange.

The Arcadia Analytics platform creates a comprehensive health record for each CCO
member describing quality gaps in care, conditions history, utilization history,
upcoming appointments, medications, problem list, demographics, attributions,
preventive care gaps, and relations to the populating of quality metrics. The health
record contains the following information:
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Patient Context

o

O O0O0O0O0o

Next Appointment
Last visit
Follow-up

PMPM Amount
Risk score
Payer/CCCO

List of Conditions

o
o

Past diagnosis
Past procedures

Upcoming Appointments
Preventative

@]

OO0OO0O0O0O0O0O0O0OO0OO0OO0ODO0

BMI

Medication Reconciliation
Blood Pressure
Osteoporosis Screen
Colorectal Cancer Screen
Physical Exam
Depression Screen
Pneumo Vaccination

Fall Risk

Tobacco Cessation

Flu Vaccination
Wellness Exam

High Risk Medication
Mammogram

Quality Gaps (Overdue or Out of Range)

0 Any Preventative measures
that are overdue or out of range
Problem List

o0 List of current problems with
start date and provider that
documented

Utilization History

0 Past appointments including
where, practitioner seen,
diagnosis and CCO

Medication List
Demographics

Date of Birth
Member Product
Member Number
Member Product 2
Member Number
Age
Sex
Language
Race
PMPM Cost (12mo Avg)
Ethnicity
Phone
MRNs

o Email
Attribution

0 List of practitioners who
contribute information to patient
record

@]

OO0O0O0O0O0O0O0OO0O0O0O0

This detailed patient health record allows all caregivers access to the medications,

diagnosis, upcoming appointments, and other information that will improve handoffs,
avoid duplication, and improve care. The referring provider will also be able to check
and see if the patient referral took place.

Patients are stratified into 25 different risk categories driven by diagnosis, social
determinants, and utilization data, to assist providers and care coordinators with
prioritizing outreach and interventions. Providers can run reports and identify gaps
related to more than 300 different performance, cost and utilization, and outcomes
metrics with merely a one day lag. HEDIS, NQF, CCO incentive, and internally
produced measures drive VBP activities across our network.
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EOCCO is working with Arcadia Analytics to connect with other community partners.
Goals include adding connections with jails/prisons, public health agencies, and non-
CMHP behavioral health providers. EOCCO would also like to work with the Oregon
State Hospital, and other state programs such as WIC and SNAP to further build out
our HIE to provide a holistic view of our members. Other items on our wish list
include finding ways to connect with early learning hubs. Adding additional
connections beyond traditional health care providers will expand our ability to design
VBPs that affect not just health care, but the health and overall wellbeing of our
members.

Describe how Applicant will support contracted Providers with VBP
arrangements with actionable data, attribution, and information on
performance. Include in your description, plans for start of Year 1 as well as
plans over the 5 year contract, including activities, milestones, and timelines.
Include an explanation of how, by the start of Year 1, the Applicant will provide
contracted Providers with VBP arrangements with each of the following:

(1) Timely (e.g., at least quarterly) information on measures used in the
VBP arrangement(s) applicable to the Providers;

(2) Accurate and consistent information on patient attribution; and

(3) Identification of specific patients who need intervention through the
year, so the Providers can take action before the year end.

Successful communication and collaboration with providers is a cornerstone of the
success of any VBP. To that end, Moda Health on behalf of EOCCO has developed
comprehensive strategies, tools, and tactics for the dissemination and discussion of
cost, quality, attribution, and performance data to and with providers. Below is a
timeline showing historical and future planned activities and milestones. As evidenced
by the information below, EOCCO already has infrastructure in place to provide
timely and accurate information to providers on measures used in the VBPs, patient
attribution, risk stratification, care gaps, and intervention opportunities.

Date

Topic Activity / Milestone

2012

Data First EHR data sharing agreements implemented and data
exchange transmissions begin

2013

PCPCH First program to increase primary care capabilities by funding
capitation PCPCH infrastructure, via capitation payments for members
begins with serious and/or multiple chronic conditions (“C3” program)

2013

Attribution Development and implementation of attribution models to
support VBPs, including risk-adjusted total cost of care
calculations by provider entity

2014

PCPCH PCPCH infrastructure payments expanded statewide for all
capitation members in VBP plans
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2014 Provider Development and population of a new provider contact database,
reporting to allow secure electronic transmission of VBP reporting to
provider personnel involved with VBP management (beyond the
traditional contracting personnel)

2014 Provider First incentive measures progress reports distributed to EOCCO
reporting providers, showing current and active list of all members with
care gaps, plus YTD performance statistics on overall measure
set
2014-2015 | Provider Rollout of standard monthly provider reporting package, to
reporting provide timely and actionable information for providers to

manage their patients under VBPs, such as:

Complete list of members assigned / attributed

Risk stratification of all assigned members

Summary of diagnoses and chronic conditions
Complete claims and prescription history for high-risk
members

Care gap information such as missing PCP visits,
screenings, or diagnostic tests, with targeted care gap
details for members with chronic disease (e.g. HbA1c)
Interim performance reports showing bonuses (or
penalties) incurred under VBPs

2015 Provider Provider reports portal goes live. Providers have online access to
reporting monthly and quarterly reports on cost, quality, utilization, and
member attribution in a secure environment; secure e-mail
connections, prompts, and reminders continue via secure e-mail

2015 Provider Near-daily IP / ED notification reporting goes live, to
reporting immediately warn PCPs of ED admissions or inpatient
authorizations for their assigned populations
2016 Provider First risk-adjusted total cost of care reports generated and sent to
reporting providers, with provider results calculated and compared to a

variety of risk-adjusted benchmarks, with cost, utilization, and
quality performance broken down by type of service

2016 Payment First large scale distributions of provider bonus payments under
models EOCCO shared savings models — all of which performed
favorably and resulted in shared savings distributions
2016 Data Work begins with Arcadia Analytics to create direct connections
exchange to provider EHRs, with data to flow to a common platform with

a web portal for providers to access and manage quality data

2017 EDIE/ PreManage feed to enhance population management efforts in
PreManage care coordination and ED utilization
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2017 Payment Rollout of first comprehensive primary care capitation model

models (Category 4A) to selected EOCCO providers, eliminating fee-
for-service payments for most primary care services

2018 Payment VBP quality measures tied to capitation payments for risk
models bearing behavioral health providers

2018 Payment Comprehensive population-based payments (Category 4A)
models adopted for a majority of EOCCO primary care practices

2018 Payment EOCCO members covered by the first agreement in HCP-LAN
models Category 4B

2019 Data Complete EHR quality metric and care gap data, plus claims

exchange data, available for 55% of EOCCO patients in the Arcadia
Analytics web-based reporting platform

2019 Provider Development and production of referral pattern reporting, to
reporting provide PCPs with insights into the cost and quality of
specialists and facilities in their referral network
2019 Provider Development and production of enhanced pharmacy opportunity
reporting reports, which compare PCPs and specialists to benchmarks on

their utilization of brand name and specialty medications, and
highlight any adherence issues

2019 Provider Next generation of Provider Reports Portal goes live (Spring
reporting 2019), with vastly improved navigation and organization
features, with added ability for providers to access any and all
custom and ad hoc analysis produced by the value based
payment team, all in one place
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Arcadia Analytics delivers data that is 7% measurs
updated nightly to all connected providers.
The providers have a dashboard that allows
them to see how they are doing on a variety of . ...
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the upcoming week, and if they are missing
any screenings (i.e. depression, tobacco,
colorectal cancer...) or have an indicator that
is out of normal range (i.e. blood pressure, or
blood sugar).

EOCCO Quality Improvement staff work
with Arcadia Analytics and providers to
assure information is being captured
accurately and transmitted correctly. This
includes validating information, workingasa  *
liaison when there are issues and providing R
technical assistance when providers need to

make changes in their EHR that may affect the link to the platform.

At a higher level, EOCCO has the ability to see
how all the different providers are doing. Data can
be summarized at various levels, for example by
county, or for the EOCCO as a whole. This
system wide view provides an opportunity to look
for best practices that can then be prepared among
providers.

=

BB e b & & 048
=
#

For providers not connected to Arcadia Analytics,

and for communicating financial information such as performance on shared savings
contracts, EOCCO has its own

provider reports portal, where all

providers can go to access reports and

information described above, such as:

Rosters of members assigned /

attributed

Risk stratification of all

assigned members

Summary of diagnoses and

chronic conditions

Complete claims and

prescription history for high-

risk members

Care gap information such as

missing PCP visits, screenings, or diagnostic tests, with targeted care gap details
for members with chronic disease (e.g. HbAlc)
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Performance reports showing bonuses (or penalties) incurred under VBPs

Some reports are delivered in PDF form, where readability and presentation of
information is critical to provider understanding and acceptance. However, reports
containing tabular data for example member rosters with risk stratifications and care
gaps are sent in Excel form, with pre-set filter buttons to make it easy for non-
technical staff to sort and filter the lists for action and/or analysis. In addition, every
report contains a mini-glossary of terms, and is supported by complete documentation
of every term, abbreviation, column name, etc. made available alongside the reports on
the Provider Reports portal.

c.  Describe other ways the Applicant plans to provide actionable data to your
Provider Network. Include information on what you currently do, what you plan
to do by the start of the Contract (Jan. 1, 2020), and what you intend to do in the
future. Please include a narrative as well as a roadmap that includes activities,
milestones and timelines.

In addition to Arcadia Analytics and the EOCCO Provider Reports portal described
above, EOCCO has an extensive data warehouse of claims, enroliment, and clinical
data, including all of the information collected by Arcadia Analytics but not displayed
in dashboards. As previously described, this wealth of information can then be
analyzed and turned into actionable information utilizing tools like SAS and Tableau.
Based on our current data capabilities and action plans, we are positioned to deploy
these data sets by the contract effective dates. Any additional data not previously
described will be developed upon necessity.

d. Describe how you will help educate and train Providers on how to use the HIT
tools and data that they will receive from the CCOs.

We Dbelieve that providing timely and accurate information to providers is critical to
success in VBPs, but that information has to be accompanied by a dedicated and
proactive outreach strategy. It is through person-to-person discussion and
collaboration that the maximum value of information sharing will be achieved. For this
reason, EOCCO dedicates significant time and personnel to provider outreach.

As an example, there are three full-time staff devoted to working directly with
EOCCO providers on data issues such as the interpretation and use of reports,
resolution of data quality issues, identification of opportunities for intervention,
measurement of performance on VBPs, and more.

Throughout the year, EOCCO provides technical support to its behavioral health and
physical health provider network in the adoption and maintenance of HIT tools
provided by the CCO as well as to HIT projects that build capacity in the region. Once
a provider is live and connected to Arcadia Analytics they receive training and
assistance in pulling reports, recognizing care gaps, identifying metrics pertinent to
their practice, creating attribution lists, and tracking the utilization and outcomes of

RFA OHA - 4690-19-EOCCO Attachment 9 Page 26 of 35



RFA OHA-4690-19 CCO 2.0

their patients. We provide training and education in HIT platforms as well as
assistance in analytics projects related to the CCO upon request from the provider.

Below is a table that outlines the EOCCO data deliverables and support provided to
ensure continued adherence and success.

Date Topic Activity / Milestone

Q1 Annually | New incentive | Staff updates provider clinics regarding the current year
measures incentive measures via email and EOCCO website.

Q2 Annually | Clinic visits Staff travels to clinics to review provider progress reports,
new measures, metric related workflows, review of previous
year preliminary results, clinic incentive measure trends, and
discuss available resources.

Q4 Annually | Clinic visits Staff travels to clinics to review current year incentive
measure progress, and determine any additional initiatives to
implement to meet the calendar year metrics.

Weekly Arcadia Staff meets weekly with Arcadia Analytics staff to review
Analytics current status of the onboarding process and allow for
touchpoint continual communication to ensure any barriers are addressed

Quarterly Arcadia Staff facilitates meeting with Arcadia Analytics and on-
Analytics boarded clinics to address common questions/concerns and
focus group identify resolutions.

Bi-weekly Collective Staff meets with Collective Medical staff on a bi-weekly basis
Medical to review current status of the onboarding process and allow
touchpoint for continued communication to ensure barriers are addressed

as they arise.

Continually | QI clinic Clinic staff have continual access to QIS’s through a shared
support email EOCCOMetrics@modahealth.com as well as phone

contact. This allows clinics a streamlined way to reach out
and request assistance as needed regarding the provider
progress reports and any other related data questions.

Annually Staff and EOCCOQO’s Clinical Advisory Panel coordinates an annual
Clinician conference for providers and staff. Relevant updates to our
Summit technology plans are presented each year.

Annually Behavioral GOBHI Spring Conference includes presentations and hands
Health Yearly | on learning labs with hands on support for Arcadia Analytics,
Conference PreManage, and MyStrengths
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e.  Describe the Applicant’s plans for use of HIT for population health
management, including supporting Providers with VBP arrangements. Include
in the response any plans for start of Year 1 as well as plans over the 5-year
contract, including activities, milestones, and timelines. Describe how Applicant
will do the following:

(1) Use HIT to risk stratify and identify and report upon Member
characteristics, including but not limited to past diagnoses and
services, that can inform the targeting of interventions to improve
outcomes? Please include the tools and data sources that will be used
(e.g., claims), and how often Applicant will re-stratify the population.

As described above, EOCCO has extensive experience using VBPs in our Medicaid
and commercial networks, and supporting those VBPs with HIT for information
sharing, risk stratification, care gap mitigation, care coordination, and more.

f.  What are your plans to provide risk stratification and Member characteristics to
your contracted Providers with VBP arrangements for the population(s)
included in those arrangement(s)?

As described above, EOCCO already provides data on risk stratification and member
characteristics to providers, both via Arcadia Analytics for connected providers, and
for all other providers via monthly reporting. Standard reports not only highlight risk
stratification on a total cost of care basis, but also highlight members with significant
opportunities for intervention on utilization or quality opportunities, which may or
may not be short-term drivers of cost. These reports are based on each provider’s
assigned members.

g. Please describe any other ways that the Applicant will gather information on,
and measure population health status and outcomes (e.g., claims, clinical
metrics, etc.).

Currently, EOCCO uses a combination of claims, authorizations, EHR data,
encounter data, EDIE/PreManage, Arcadia Analytics, member assessments / surveys,
and more to perform risk stratification, measure health outcomes, calculate quality
metrics, and provide reporting to providers.

h.  Describe Applicant’s HIT capabilities for the purposes of supporting VBP and
population management. Again, please provide plans for start of Year 1 as well
as plans over the 5- year contract, including activities, milestones, and timelines.
Include information about the following items:

@) Data sources: What data sources do you draw on — for example, if you
incorporate clinical quality metrics, what data do you collect and
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how? How often do you update the data? How are new data sources
added? How do you address data quality?

Medical and dental claims data is generated continuously and fed into the Analytics
Data Warehouse (ADW) on a weekly basis. Pharmacy claims are received from our
Pharmacy Benefits Manager (PBM), Medimpact, on a bi-weekly basis and integrated
into the ADW. All claims data is rigorously audited and quality-controlled by
EOCCOQO’s actuarial and data science teams, and extensive business logic is applied to
transform and summarize data in a way that streamlines analysis and reporting.
Claims data is the main input to a majority of the quality and efficiency measures
used in provider reporting.

Authorization data is used to provide the earliest possible alert for inpatient
admissions, to make sure that providers have the maximum opportunity to coordinate
care. This data is generated continuously, and extracted from core systems several
times per week so that it can be summarized and reported out to PCPs immediately.

EHR data is collected in several ways. Many EOCCO providers have automated
direct connections to Arcadia Analytics, via which EHR data flows into a central
repository. There the data is transformed, summarized, and combined with claims
data via an automated process. The setup process for each provider data feed involves
a significant amount of testing and validation, as different providers may store data
differently even though they use the same EHR.

Additionally, clinical quality measure data is collected annually from participating
providers for the annual data submission process. The data received is based on
clinic, EHR, and HIE capability and determined at the individual clinic basis. Data is
submitted to EOCCO in patient level, PDF, and Excel format. The clinics and
EOCCO work together to ensure validity and reliability in the data.

Encounter data flows to the data warehouse from all capitated medical, behavioral
health, and oral health services. Upon receipt, this data is transformed via an
automated process to match the file format, naming conventions, and business logic
used in the ADW.

EOCCO utilizes PreManage technology to access and use timely Hospital event
notifications. EOCCO staff receive real-time notifications delivered to internal email
distribution lists which are triaged according to established workflows. EOCCO staff
also receive scheduled reports that track and inventory the cumulative notifications
over time for aggregate reporting. EOCCO has established internal PreManage
cohorts that monitor EOCCO members who meet notification criteria for conditions
“most likely to readmit” post discharge. These conditions include sepsis, pneumonia,
COPD, and heart failure. These members are followed by EOCCO Nurse Case
Managers. EOCCO data analytics staff is developing an internal reporting process
that involves data feeds that filter and triage event notifications for appropriate next
steps, and assignments to care managers.

EOCCO utilizes the Patient Activation Measure (PAM) at the individual level to
tailor interventions appropriate for members and to serve as an outcome measure to
assess change in member activation. This data is specifically used for our Tobacco
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Cessation Health Coaching program. The four levels of the PAM help the health
coaches to gauge members’ knowledge and confidence to manage their health. Each
members PAM scores are reviewed and entered into CaseTracker Dynamo for
continued tracking and improvement efforts. The CaseTracker data is combined with
other data from the ADW, as needed, for further reporting and analysis.

(2 Data storage: Where do you store data (e.g., enterprise data
warehouse)?

Claims, enrollment, member, and provider data is stored in the Analytics Data
Warehouse (ADW), an enterprise data warehouse accessible by over 150 analysts and
data users. The ADW has complete redundancy, and complete change history is
captured and stored for validation, audit, and backup purposes.

In addition, the Arcadia Analytics Unified Data Warehouse combines the ADW data
with additional health data sources including Provider EHR data, hospitalization
episode tracking software, and self-help health management software.

(3) Tools:

(@) What HIT tool(s) do you use to manage the data and assess
performance?

The ADW ETL (extract, transform, load) process runs on Microsoft SQL Server.
From there, the data is loaded onto a SAS server for analysis. The core package of
automated VVBP reports, which includes shared risk settlement reports, is generated in
Crystal Reports from a combination of data sources including ADW, EHR feeds, and
various other sources such as pharmacy rebate data. A number of other reports are
produced on a regular basis and exported to final Excel layout in an automated
process using SAS. A large number of ad hoc reports are also created, using
combinations of SAS, Tableau, and Excel, as needed. In addition, the Arcadia
Analytics platform contains an extensive library of web-based reports maintained
centrally by Arcadia Analytics in its core systems.

(b)  What analytics tool(s) do you use? What types of reports do
you generate routinely (e.g., daily, weekly, monthly,
quarterly)?

Analytics tools used include the Arcadia Analytics, Crystal Reports, SAS, Tableau,
Tableau Server, and even Excel, depending on the specific report and circumstances.
Following is a description of past, current, and planned provider reports that support
VBPs.
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Report Name | Purpose / Description Frequency Status
ER / Inpatient Tlmc_aly_notlflcat'lon tg PCPs for ED
e admissions and inpatient 2-3X [ week Current
Notification I
authorizations
List of assigned members for each
Member Roster | provider. Basic risk and utilization Monthly Current
info.
High Risk Detail on high risk members, such as Merged with
i . . Monthly Member
Member Report | diagnosis and treatment history
Roster
Chronic Detail on all members with a chronic Merged with
Condition condition (e.g. Diabetes, COPD, Monthly Member
Report etc.) Roster
Inpatient & ER | List of all Inpatient and Emergency Merged with
. Monthly Member
Report Room visits
Roster
High Risk ) . L
Member Claims List of all claims for high-risk Monthly Current
. members
Detail
List of all claims for prescriptions
Pharmacy filled, including medication Monthly Current
possession ratios
Contains basic member .
. . Merged with
Member Detail | demographic and contact
. Lo . Monthly Member
Report information, including name,
Roster
address, and phone number.
Calculates the amount of the risk
Settlement i
sharing bonus earned by each Quarterly Current
Report .
provider
L Displays utilization statistics such as
Utilization PMPM cost and claims/000 by
Summary . I Quarterly Current
Report service category, PCP utilization,
P drug costs, etc., with benchmarks
Quality
Summary Shows YTD progress compared to Monthly Current
Report targets for 14 quality measures
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Quality

Progress Report

Highlights specific members with
gaps in care and/or opportunities to
influence quality metric Monthly Current
performance, plus overall summary
of performance

Displays current quality measure

Population performance and gap reports with
Health collated EHR and Moda Health Real-time Access | Current
Management .
claims data
Upcoming Shows members upcoming

Appointments

appointments at participating health | Real-time Access | Current
centers

Tracks access to behavioral

Access_ healthcare within required Quarterly Current
Reporting .
timeframes
Patient Safety Tracks beha\_/loral health patient Quarterly Current
safety reporting requirements
Identifies members with pharmacy
Pharmacy management opportunities; In
opportunity hl_ghllghtS excess_lve use of drugs Quarterly development
report with less expensive and equally

effective alternatives

Facility referral

analysis

Stratifies facilities and ancillary
providers by quality and cost of TBD
care, to inform referral decisions

In
development

RFA OHA -

4) Workforce: Do you have staff (in-house, contractors or a
combination) who can write and run reports and who can help other
staff understand the data? What is your staffing model, including
contracted staffing?

All reports and analysis are produced, maintained, and distributed by an in-house
analytics team, with the exception of the Arcadia Analytics web reports. Arcadia
Analytics reporting is audited and validated via joint efforts of vendor and in-house
staff. The analytics team produces all analysis and reporting for VBPs, but also
produces customer reporting, internal management reporting, regulatory reporting,
and other tasks. This larger analytics community has the scale to conduct training and
development activities, invest in new tools, techniques, and processes, and generally
maintain a high level of analytics excellence. Members of the analytics team have
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significant experience in the analytics generally and health care data specifically, and
many have advanced credentials including Ph.D, MPH, and MBA.

(5) Dissemination: After reports are run, how do you disseminate analysis
to Providers or Care Coordinators in your network? How do you
disseminate analysis within your organization?

The Arcadia Analytics platform is a web based tool that all connected EOCCO
providers can access, to find complete claims and quality measure data on their
assigned members.

For other reports produced by the EOCCO Analytics team, the primary method of
report distribution is via the Provider Reports portal. Providers can log in and see the
complete history of their clinical and financial reports that pertain to VBPs (the reports
listed above). EOCCO maintains a contact database of provider personnel involved in
quality and medical management activities, including e-mail addresses, and this
information is used for outreach and transmission purposes where needed. Often,
announcements of new or updated reports are sent via e-mail, to prompt visits to the
provider portal. Some reports are also sent via secure (encrypted) e-mail, though we
are transitioning away from this method of delivery.

In spring 2019, a new version of the Provider Reports portal will go live. This new
tool will provide vastly improved navigation and organization features, with added
ability for providers to access any and all custom and ad hoc analysis produced by the
EOCCO value based payment team, all in one place.

We plan to convert some provider reporting over to Tableau Server, to allow providers
to access their performance, membership, and/or care gap data in a customized,
intuitive, and interactive format. That activity will begin in late 2019, with the first
reports available sometime in 2020.

Within EOCCO, internal management reports are reviewed on a regular basis. These
reports are generally distributed via intranet links or direct e-mail attachments. In
addition, a Management Reports intranet site is updated monthly with performance
metrics and statistics on cost and utilization. By mid-2019, we expect to convert a
significant amount of our internal management reporting to Tableau Server, where it
will be available to all employees in an interactive format. Tableau Server provides
intuitive graphics-rich summary dashboards for high-level trend and opportunity
insights, as well as self-service drill-downs for ad hoc analysis.

EOCCO orchestrates regular meetings with the Community Advisory Councils
(CACs) to review information on issues affecting local communities. Several times
each year, detailed data on cost, utilization, and quality is presented; and trends, issues,
and opportunities for improvement are discussed. These forums are valuable for
dissemination and discussion of information, and can lead to new ideas about resource
allocations, process changes, or opportunities for further study.
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(6) Effectiveness: How will you monitor progress on your roadmap and
the effectiveness of the HIT supports implemented or to be
implemented?

Our EOCCO HIT Roadmap review and updates will be incorporated into our Incentive
Measure Workgroup meeting twice a year. This meeting is currently held bimonthly
and consists of a team of individuals from physical, behavioral, and dental health. The
group was created to unify efforts toward reaching the incentive measure targets and
improving overall quality of our delivery systems. This will be the most relevant space
to monitor progress and effectiveness of our HIT efforts.

There are a multitude of other ways we plan to monitor progress. For example,
providers receive quarterly updates showing VBP performance. In addition, internal
management reports are reviewed on a monthly or quarterly basis, as appropriate, to
inform VBP management efforts. For example, in reviewing the status of overall
quality metric performance across the organization, issues and/or opportunities are
sometimes discovered which lead to resource allocation for targeted interventions —
additional provider outreach, member mailings, etc. Currently, the Incentive Measures
team for EOCCO meets on a regular basis for this purpose. In addition, shared risk
VBP performance is monitored by the analytics and actuarial teams on a regular basis.

Given the importance and prominence of VBPs in the EOCCO, board of directors
meetings frequently have cost, quality, and utilization updates on the agenda.
Analytics staff prepare and present summaries of trends, challenges, and opportunities
to inform the leadership for decision-making and resource allocation.

On a tactical level, usage tracking has been enabled on the Provider Reports portal, so
that the team can gain insights into which providers are viewing and downloading
which reports. Although the next-generation update to the Portal will to some extent
create some obsolescence in that data, continued tracking of provider usage will enable
refinement of the HIT tools through late 2019 and beyond. For reporting and
information delivered via secure e-mail, we maintain the ability to track not only the
delivery of reports, but also whether or not a particular recipient has opened the report
for review.

(7) Addressing challenges: What challenges do you anticipate related to
HIT to support VBP arrangements with contracted Providers,
including provider-side challenges? How do you plan to mitigate
these challenges? Do you have any planned projects or IT upgrades or
transitions that would affect your ability to have the appropriate HIT
for VBP?

EOCCO already possess the technology, infrastructure, people, and processes to fully
support a wide range of VBPs. There is always room for improvement, and planned
upgrades are in the works for our technology and reporting platforms such as the new
Provider Reports portal and online reports via Tableau Server as well as our level of
staffing (e.g. adding positions). These planned changes will have a positive impact on
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our future capabilities, with no interruption of current capabilities. EOCCO also has
dedicated staff members and a direct email for ad-hoc and planned support to our
providers. These staff members are readily available to address questions and concerns
as they arise. Additionally, these staff members meet with providers in person to
mitigate challenges before they arise and to inform providers of this direct resource.
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EOCCO HIT Status: Physical Health

Organization Name

Asher Community Health Center
Blue Mountain Hospital

CHI St. Anthony Hospital
Columbia River Community Health Services
Elgin Health Center

Encore Health & Wellness

Good Shepherd Medical Group
Grande Ronde Hospital and Clinics
Grande Ronde Hospital and Clinics
Grande Ronde Hospital and Clinics
Grande Ronde Hospital and Clinics
Grant County Health District
Harney District Hospital

Harrison Family Medicine
Hermiston Family Medicine and Urgent Care
La Pine Community Health Center
Lake Health District

Malheur Memorial Health Center
Morrow County Health District
Morrow County Health District
Pediatric Specialists of Pendleton
Praxis Medical Group

Praxis Medical Group

Praxis Medical Group

Providence St. Mary's Medical Group
Saint Alphonsus Health System
Saint Alphonsus Health System
Sherman County Health District
Snake River Pediatrics

South Gilliam Health District

St. Luke's Health System

Stark Medical Group

Urgent Health Care Center

Valley Family Health Care

Valley Family Health Care

Valley Family Health Care

Valley Family Health Care

Valley Family Health Care

Valley Family Health Care



40 Valley Family Health Care

41 Walla Walla Clinic

42 Wallowa Memorial Hospital
43 Warner Mountain Medical

44 Winding Waters Medical Clinic
45 Yakima Valley Farm Workers
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Yakima Valley Farm Workers
Yellowhawk Tribal Health Center
North Central Public Health
Baker County Health Department

o
~

Grant County Health Department
Harney County Public Health

Lake County Public Health

Malheur County Health Department
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Morrow County Health Department

Public Health Of Umatilla County

Center for Human Development & Public Health
Wheeler County Public Health
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Practice Name

Asher Community Health Center
Strawberry Wilderness Clinic

St. Anthony Hospital Family Clinic
Columbia River Health

Elgin Health Center

Encore Health & Wellness

Good Shepherd Medical Center
Grande Ronde Hospital Union Clinic
Grande Ronde Hospital Elgin Clinic
Grande Ronde Hospital Regional Medical Clinic
Grande Ronde Hospital Children's Clinic
Grant County Health Department
Harney District Hospital Family Care
Harrison Family Medicine

Hermiston Family Medicine and Urgent Care
Christmas Valley

Lake Health Clinic

Malheur Memorial Health Center
Pioneer Memorial Clinic

Irrigon Medical Clinic

Pediatric Specialists of Pendleton
Family Health Associates of Hermiston
La Grande Family Medicine

Pendleton Family Medicine

PMG SE WA

Baker Clinic Family Medicine

Fruitland Health Plaza

Sherman County Health District

Snake River Pediatrics

South Gilliam Health District

Eastern Oregon Medical Associates
Stark Medical Group

Pendleton Primary Care Clinic

VFHC Treasure Valley Pediatric Clinic
Valley Family Health Care - Emmett
Valley Family Health Care - Nyssa
Valley Family Health Care - Vale
Valley Family Health Care - Payette
Valley Family Health Care - Ontario

Address

712 Jay St, Fossil, OR 97830

180 Ford Rd, John Day, OR 97845

3001 St Anthony Way, Pendleton, OR 97801
450 Tatone St, Boardman, OR 97818

720 Albany St Elgin, OR 97827

82346 Bucks Lane Umatilla, OR 97882

600 NW 11th St, Hermiston, OR 97838

142 E. Dearborn St. Union, OR 97883

570 N 8th Ave, Elgin, OR 97827

506 Fourth St, La Grande, OR 97850

710 Sunset Dr e, La Grande, OR 97850

528 E Main St E, John Day, OR 97845

559 W. Washington Burns, Oregon 97720
1100 Southgate, Ste 6 Pendleton, OR 97801
236 E Newport Ave Hermiston, OR 97838
87520 Bay Rd. Christmas Valley, OR 97641
700 S J St, Lakeview, OR 97630

410 Main St, Nyssa, OR 97913

564 E Pioneer Dr Heppner, OR 97836

220 N. Main Street Irrigon, OR 97844

2461 SW Perkins Ave, Pendleton, OR 97801
600 NW 11th St # E15, Hermiston, OR 97838
2011 Fourth St, La Grande, OR 97850

2450 SW Perkins Ave, Pendleton, OR 97801
1111 S. 2nd Ave Walla Walla, WA 99362
3175 Pocahontas Rd., Baker City, OR 97814
910 NW 16th, Suite 101, Fruitland, ID 83619
110 Main St Moro, OR 97039

840 SW 4th Ave, Ste 105, Ontario, OR 97914
422 N Main St Condon, OR 97823

3950 17th St, Baker City, OR 97814

932 W Idaho Ave # 100, Ontario, OR 97914
1100 Southgate, Pendleton, OR 97801

1219 SW 4th Ave Unit 1, Ontario, OR 97914
207 E 12th St, Emmett, ID 83617

17 S. Third, Nyssa, OR 97913

789 W. Washington, Vale, OR 97918

1441 NE 10th Avenue, Payette, ID 83661
2327 SW 4th Ave, Ontario, OR 97914



Valley Family Health Care - New Plymouth

Walla Walla Clinic

Mountain View Medical Group
Warner Mountain Medical
Winding Waters Medical Clinic
Family Medical Center

Mirasol Family Health Center
Yellowhawk Tribal Health Center
North Central Public Health
Baker County Health Department
Grant County Health Department
High County Health & Wellness
Lake County Public Health

300 N. Plymouth, New Plymouth, ID 83655

55 W. Tietan St. Walla Walla, WA 99362

603 Medical Pkwy, Enterprise, OR 97828
620 South J St Lakeview, OR 97630

603 Medical Pkwy, Enterprise, OR 97828

1120 Rose Street, Walla Walla, WA 99362
589 NW 11th St, Hermiston, OR 97838
46314 Timine Way Pendleton, OR 97801
419 E 7th St The Dalles, OR 97058

3330 Pocahontas Road Baker City, OR 97814
528 E Main St Ste E John Day, OR 97845

420 N Fairview Ave Burns, OR 97720

100 North D Street Suite 100 Lakeview, OR 97630

Malheur County Health Department 1108 SW 4th Street Ontario, OR 97914
Morrow County Health Department 110 N Court St Heppner, OR 97836
Umatilla County Public Health 200 SE 3rd St Pendleton, OR 97801
Center for Human Development & Public Health 2301 Cove Ave La Grande, OR 97850

Wheeler County Public Health 712 Jay St, Fossil, OR 97830



Phone Number

(541) 763-2725

(541) 575-0404
(541) 966-0535

(541) 481-7212
(541) 437-0239
(541) 922-1750

(541) 567-5305
(541) 562-6180
(541) 437-2273
(541) 663-3138
(541) 663-3150
(541) 575-0429
(541) 573-2074
(541) 215-1564
(541) 567-1137
(541) 576-2343
(541) 947-7312
(541) 372-2211
(541) 676-9133
(541) 922-5880
(541) 276-0250
(541) 567-6434
(541) 963-4139
(541) 276-1700
(509) 897-3700

(541) 524-7950

(208) 452-8000

(541) 565-3325
(541) 881-2380
(541) 384-2061
(541) 523-1001
(541) 889-2244
(541) 966-6916
(541) 889-2668
(208) 365-1065
(541) 372-5738
(541) 473-2101
(208) 642-9376
(541) 889-2340




(208) 278-3335
(509) 525-3720
(541) 426-3111
(541) 947-2331
(541) 426-4502
(509) 525-6650
(541) 567-1717
(541) 966-9830
(541) 506-2600
(541) 523-8211
(541) 575-0429
(541) 573-2271
(541) 947-6045
(541) 889-7279
(541) 676-5421
(541) 278-5432
(541) 962-8800
5417632725
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EOCCO HIT Status: Behavioral Health

Organization Name

Adapt Inc.

Addictions Recovery Center

Albertina Kerr

All Heart Counseling

Bestcare Treatment Center

Bradley Houck, LCSW (Deaf & Hard of Hearing Couns
Center for Human Development

Central City Concern

Change Point, Inc.

Christina Clark, LCSW

CODA, Inc.

CODA, Inc. - Rolfson House

Columbia River Community Heath Services
Columbia River Community Heath Services
Community Counseling Solutions

Community Counseling Solutions

Community Counseling Solutions

Community Counseling Solutions

Community Counseling Solutions

Community Counseling Solutions

Community Counseling Solutions

CRC Health Group

DePaul Hillsboro Outpatient Services (DePaul Treatn
Eastern Oregon Alcoholism Foundation Inc.

Family Solutions (SOCSTC)

Grande Ronde Hospital

Grande Ronde Hospital, Inc. - Regional Medical Cent:
Grande Ronde Hospital, Inc. - Regional Medical Cent:
Greater Oregon Behavioral Health, Inc.

Heart Steps Counseling Services Inc.

Homestead Youth & Family Services

Integrated Health Clinic

Intermountain Hospital Inc.

Jasper Mountain

Joel Rice DBA Grande Ronde Recovery

Kairos Northwest (SOASTC dba Kairos)

Kara Pattinson MD, PC

Kartini Clinic PC

Lake Coutny Mental Health




Lake Health District Hospital

Legacy Emanuel Hospital Health Center Adult Psych |
Legacy Good Sam Hospital Medical Center

Life Works of Central Oregon

Lifeways

Lifeways

Lifeways

Lifeways Malheur

Lifeways Umatilla

Lifeways Umatilla Inc. (Westgate House)

Lifeways Umatilla, Inc.

Lifeworks NW

Looking Glass Youth/Family Services

Mental Health for Children DBA The Child Center
Mid-Columbia Center for Living

Mid-Columbia Center for Living (MCCFL)

Milestone Family Recovery Program

Morrison Child & Family Services

New Directions Northwest

New Directions Northwest (NDNW) Baker House Me
New Directions Northwest (NDNW) Baker House Wa
New Directions Northwest (NDNW) Recovery Village
New Perspectives Center

Ontrack Inc.

Options for Southern Oregon

Polk Adolescent Day Treatment Center (PADTC)
Portland Adventist Medical Ctr (Legacy)

Providence Health & Services Oregon

Rainrock Treatment Center (Monte Nido & Affiliates,
Raise the Bottom Training & Counseling

Rimrock Trails Adolescent Treatment Services, Inc.
Sacred Heart Medical Center

St Charles Medical Center

St. Mary's Home for Boys

Symmetry Care

Tara Mahoney DBA TM Counseling

The Next Door, Inc.

The Power House Drug Residential Treatment Cente!
Transformation Wellness Center

Treasure Valley Pediatric Clinic

Treasure Valley Physical Therapy

Trillium Family Services Inc.

Umatilla County Human Services - Umatilla County A
Valley Family Health Care

Valley Family Health Care - Payette

Valley Family Health Care Inc. (VFHC)



Wallowa County Center for Wellness

Wallowa Valley Center for Wellness - Wallowa River
Willamette Family Treatment Services (Willamette F
William Trueblood, Ph.D

Winding Waters Medical Clinic

Winding Waters Medical Clinic

Winding Waters Medical Clinic

Winding Waters Medical Clinic

Yakima Valley Farm Workers Clinic

Yakima Valley Farm Workers Clinic




Practice Name

Adapt Inc.

Addictions Recovery Center

Albertina Kerr

All Heart Counseling

Bestcare Treatment Center

Bradley Houck, LCSW (Deaf & Hard of Hearing Counse
Center for Human Development

Central City Concern

Change Point, Inc.

Christina Clark, LCSW

CODA, Inc.

CODA, Inc. - Rolfson House

Columbia River Community Heath Services

Columbia River Community Heath Services
Community Counseling Solutions

Community Counseling Solutions

Community Counseling Solutions

Community Counseling Solutions

Community Counseling Solutions

Community Counseling Solutions

Community Counseling Solutions

CRC Health Group

DePaul Hillsboro Outpatient Services (DePaul Treatme
Eastern Oregon Alcoholism Foundation Inc.

Family Solutions (SOCSTC)

Grande Ronde Hospital

Grande Ronde Hospital, Inc. - Regional Medical Centel
Grande Ronde Hospital, Inc. - Regional Medical Cente!
Greater Oregon Behavioral Health, Inc.

Heart Steps Counseling Services Inc.

Homestead Youth & Family Services

Integrated Health Clinic

Intermountain Hospital Inc.

Jasper Mountain

Joel Rice DBA Grande Ronde Recovery

Kairos Northwest (SOASTC dba Kairos)

Kara Pattinson MD, PC

Kartini Clinic PC

Lake Coutny Mental Health



Lake Health District Hospital

Legacy Emanuel Hospital Health Center Adult Psych U
Legacy Good Sam Hospital Medical Center

Life Works of Central Oregon

Lifeways

Lifeways

Lifeways

Lifeways Malheur

Lifeways Umatilla

Lifeways Umatilla Inc. (Westgate House)

Lifeways Umatilla, Inc.

Lifeworks NW

Looking Glass Youth/Family Services

Mental Health for Children DBA The Child Center
Mid-Columbia Center for Living

Mid-Columbia Center for Living (MCCFL)

Milestone Family Recovery Program

Morrison Child & Family Services

New Directions Northwest

New Directions Northwest (NDNW) Baker House Men
New Directions Northwest (NDNW) Baker House Won
New Directions Northwest (NDNW) Recovery Village
New Perspectives Center

Ontrack Inc.

Options for Southern Oregon

Polk Adolescent Day Treatment Center (PADTC)
Portland Adventist Medical Ctr (Legacy)

Providence Health & Services Oregon

Rainrock Treatment Center (Monte Nido & Affiliates, |
Raise the Bottom Training & Counseling

Rimrock Trails Adolescent Treatment Services, Inc.
Sacred Heart Medical Center

St Charles Medical Center

St. Mary's Home for Boys

Symmetry Care

Tara Mahoney DBA TM Counseling

The Next Door, Inc.

The Power House Drug Residential Treatment Center
Transformation Wellness Center

Treasure Valley Pediatric Clinic

Treasure Valley Physical Therapy

Trillium Family Services Inc.

Umatilla County Human Services - Umatilla County Al¢
Valley Family Health Care

Valley Family Health Care - Payette

Valley Family Health Care Inc. (VFHC)



Wallowa County Center for Wellness

Wallowa Valley Center for Wellness - Wallowa River H
Willamette Family Treatment Services (Willamette Fal
William Trueblood, Ph.D

Winding Waters Medical Clinic

Winding Waters Medical Clinic

Winding Waters Medical Clinic

Winding Waters Medical Clinic

Yakima Valley Farm Workers Clinic

Yakima Valley Farm Workers Clinic



Address

621 W Madrone St., Roseburg, Or 97470

1003 East Main St , Medford, Or, 97504

832 Ne 162Nd Ave.Portland, Or 97230

114 Se 1St St, Pendleton, Or 97801

908 Ne 4Th St Suite 100, Bend, Or 97701

161 High St Se, Salem, Or 97301

2301 Cove Avenue, La Grande, Or 97850

727 W Burnside, Portland Or, 97209

1949 Se 122Nd Avenue, Portland Or 97233
2143 Ne Broadway St. Ste 8, Portland, Or 97232
1027 E Burnside St, Portland, Or 97214

720 Se Washington St, Hillsboro, Or 97123

201 Sw Kinkade Rd , Boardman, Or 97844

450 Tatone St, Boardman, Or 97818

104 Sw Kincade Avenue, Boardman, Or 97818
422 N. Main, Condon, Or 97823

120 S Main, Heppner, Or 97836

68982 Willow Cr Rd, Heppner, Or 97836

528 East Main Street Suite E, John Day, Or 97820
104 Sw Kincade Avenue, Boardman, Or 97837
68982 Willow Cr Rd, Heppner, Or 97836

2600 Se Belmont St, Portland, Or 97214

205 Se 3Rd Ave Suite 100, Hillsboro, Or 97123
216 Sw Hailey Ave , Pendleton, Or 97801

1014 Main St, Vancouver, Wa 98660

900 Sunset Dr, La Grande, Or 97850

506 4Th Street , La Grande, Or 97850

710 Sunset Dr Ste F, La Grande, Or 97850

804 Chenowith Loop Rd W, The Dalles, Or 97058
105 Fir St Suite 321, La Grande, Or 97850

816 Se 15Th St, Pendleton, Or 97801

3610 Ne 82Nd Ave, Portland, Or 97220

303 N Allumbaugh St, Boise, |d 83704

89124 Marcola Rd, Springfield, Or 97478

1101 | Ave, La Grande, Or 97850

715 Sw Ramsey Ave, Grants Pass, Or, 97527
1306 Nw Hoyt St, Portland, Or 97209

3530 N Vancouver Ave Ste 400, Portland, Or 97227
215 N G St, Lakeview, Or 97630

Phone Number

(541) 672-2691
(541) 779-1282
(503) 408-5021
(541) 429-9000
(541) 617-7365
(503) 585-1907
(541) 962-8800
(503) 294-1681
(503) 253-5954
(971) 912-9505
(503) 239-8400
(503) 648-0753
(541) 481-7212
(541) 481-7212
(541) 481-2911
(541) 384-2666
(541) 676-9161
(541) 676-5143
(541) 575-0429
(541) 481-2911
(541) 676-5143
(503) 465-5586
(503) 535-1151
(541) 276-3518
(360) 695-1014
(541) 963-8421
(541) 663-3138
(541) 663-3100
(877) 875-4657
(541) 963-4005
(541) 276-5433
(503) 408-9585
(208) 377-8400
(541) 741-7402
(541) 786-2543
(541) 956-4943
(503) 224-7171
(503) 249-8851
(541) 947-6021

EHR Product Name

ECHO

Credible
Credible
Credible
Credible
Credible
Credible
Credible

NetSmart (MyEvolv)



700 S J Street , Lakeview, Or 97630

2801 N Gantenbein Ave, Portland, Or 97227
1015 Nw 22Nd Ave, Portland, Or 97210

233 Sw Wilson Ave # 201, Bend, Or 97702
702 Sunset Drive, Ontario, Or 97914

290 Willamette Ave., Umatilla, Or 97882

331 Se 2Nd St, Pendleton, Or 97801

686 Nw 9Th St, Ontario, Or 97914

595 Nw 11Th Street, Hermiston, Or 97838
2575 Westgate Bldg 2, Pendelton, Or 97801
600 Nw 11Th St, Hermiston, Or 97833

5010 Ne 33Rd Ave, Portland, Or, 97211

2655 Martin Luther King Jr Blvd, Eugene, Or 97401
3995 Marcola Rd, Springfield, Or 97477

100 Main St Unit 2 , Moro, Or, 97039

419 E 7Th St Room 207, The Dalles, Or, 97058
306 Sw 8Th St, Corvallis, Or 97333

1507 Ne 122Nd Ave, Portland, Or 97230
2100 Main Street, Baker City, Or 97814

2100 Main Street, Baker City, Or 97814

2100 Main Street, Baker City, Or 97814

2100 Main Street, Baker City, Or 97814

565 Union St Ne # 105, Salem, Or 97301

221 W Main St , Medford, Or, 97501

1545 Harbeck Rd, Grants Pass, Or 97527
2200 E Ellendale Ave, Dallas, Or 97338

10201 Se Main St, Portland, Or 97216

4400 Ne Halsey St, Portland, Or 97213

1333 Nw 9Th St, Prineville, Or, 97754

9196 W Barnes St, Boise, Id 83709

548 Sw 13Th St, Bend, Or 97702

1255 Hilyard St, Eugene, Or 97401

180 Ford Rd, John Day, Or 97845

16535 Sw Tualatin Valley Hwy, Beaverton, Or 97006
348 W Adams, Burns, Or 97720

920 Sw Frazer Ave # 214, Pendleton, Or 97801
965 Tucker Rd, Hood River, Or 97031

32405 Diagonal Rd , Hermiston, Or 97838
3647 Or-39, Klamath Falls, Or 97603

1219 Sw 4Th Ave Ste 1, Ontario, Or 97914
2671 Sw 4Th Ave, Ontario, Or 97914

3415 Se Powell Blvd., Portland, Or, 97202

17 Sw Frazer Avenue Ste 282, Pendleton, Or 97801
17 N 6Th St, Nyssa, Or 97913

1441 Ne 10Th Ave, Payette, Id 83661

2327 Sw 4Th Ave, Ontario, Or 97914

(541) 947-2114
(503) 413-2200
(503) 413-7711
(541) 382-8862
(541) 889-9167
(541) 922-0880
(541) 276-6207
(541) 889-2490
(541) 567-2536
(541) 240-8030
5415672536
(503) 645-9010
(541) 342-4293
(541) 726-1465
(541) 296-5452
541.296.5452
(541) 753-2230
(503) 258-4555
(541) 523-7400
(541) 523-7400
(541) 523-7400
(541) 523-7400
(503) 585-0351
(541) 622-6160
(541) 476-2373
(503) 623-5588
(503) 255-7550
(503) 215-1111
(541) 447-2631
(208) 433-0400
(541) 388-8459
(541) 686-6931
(541) 388-1636
(503) 649-5651
(541) 573-8654
(844) 314-1580
(541) 386-6665
(541) 314-2781
(541) 884-5244
(541) 889-2668
(541) 889-2221
(503) 234-9591
(541) 278-6330
(541) 372-2606
(208) 642-9376
(541) 889-2340

Streamline
Streamline
Streamline
Streamline



207 Sw 1St St, Enterprise, Or 97828 (541) 426-4524

207 Sw 1St St, Enterprise, Or 97828 (541) 426-4524
687 Cheshire Ave, Eugene, Or, 97402 (541) 684-4100
745 Northwest Mount Washington Drive Suite 303, Bend, Or 9770: (541) 385-5203
603 Medical Parkway , Enterprise, Or 97828 (503) 943-2500
507 S River St , Enterprise, Or 97828 (503) 943-2500
301 W Main St , Enterprise, Or 97828 (503) 943-2500
401-B N Main St, Joseph, Or 97846 (541) 432-6555
589 Nw 11Th St , Hermiston, Or 97838 (541) 567-1717

73265 Conferated Way , Pendleton, Or 97801 (541) 966-9830
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EOCCO HIT Status: Oral Health

Organization Name

1 g Grant County Advantage Dental
2 & Harney County Advantage Dental
3 E Lake County Advantage Dental
4 g Barinaga Orthodontics
5 Charles Bond DMD
6 Childrens Dentistry
7 Eastern Oregon Dental Clinic
8 Jacob Atkinson
9 Lake Dental
10 Right Bite Dentures
11 Valley Family Health Care
12 Morrow County Advantage Dental - Boardman
13 Morrow County Advantage Dental - Heppner
14 Advanced Pediatric Dentistry of Hermiston
15 Advantage Dental Clinic - Milton Freewater
16 Advantage Dental Clinic - Umatilla
17 Advantage Dental Clinic - Pendleton
18 Advantage Dental Clinic - Hermiston
19 James West Orthodontics
20 Medical Center Dental
21 Pendleton Family Dental
22 Robert A Meharry DDS
23 Robert Alan Pratt DMD
24 Cornerstone Dentistry LLC
25 Elisha Mayes DDS
26 Mark Harris DMD
27 Union Family Dental Clinic
28 Asher Community Health Center
29 Oregon Healthy Smiles PC
30 Benjamin T Peterson DDS PC
31 Childrens Dentistry
32 Dr Jacob L Atkinson DMD
33 Eric N Dahle DMD
34 European Denture Center
35 Munk Family Dental
36 Right Bright Dentures
37 Advanced Pediatric Dentistry of Hermiston LLC
38 Dale D Moore LD
39 Elgin Family Dental Clinic LLC



40
41
42
43

South County Health District
Asher Dental Services
Asher Dental Services
Eastern Oregon Dental Clinic






Practice Name

Address

Advantage Dental Group PC
Burns Dental Group
Advantage Dental Group PC
Barinaga Orthodontics
Charles Bond DMD
Childrens Dentistry

Eastern Oregon Dental Clinic
Jacob Atkinson

Lake Dental

Right Bite Dentures

Valley Family Health Care
Advantage Dental Group PC
Advantage Dental Group PC
Advanced Pediatric Dentistry of Hermiston
Advantage Dental Group PC
Advantage Dental Group PC
Advantage Dental Group PC
Advantage Dental Group PC
Columbia Orthodontics
Medical Center Dental
Pendleton Family Dental
Robert A Meharry DDS
Robert Alan Pratt DMD
Cornerstone Dentistry LLC
Elisha Mayes DDS

Mark Harris DMD

Union Family Dental Clinic
Asher Community Health Center
Oregon Healthy Smiles PC
Benjamin T Peterson DDS PC
Childrens Dentistry

Dr Jacob L Atkinson DMD
Eric N Dahle DMD

European Denture Center
Munk Family Dental

Right Bright Dentures
Advanced Pediatric Dentistry of Hermiston LLC
Dale D Moore LD

Elgin Family Dental Clinic LLC

750 W Main St, John Day, OR 97845

555 W Adams St, Burns, OR 97720-1408

628 N 1st St, Lakeview, OR 97630

2256, 780 W Idaho Ave, Ontario, OR 97914
618 Bower Ave, Nyssa, OR 97913

515 W Idaho Ave, Ontario, OR 97914

475 SW 12th St, Ontario, OR 97914

475 SW 12th St, Ontario, OR 97914

286 SW 4th St, Ontario, OR 97914

975 SW 1st Ave, Ontario, OR 97914

2327 SW 4th Ave, Ontario, OR 97914

300 Tatone, Boardman, OR 97818

143 N Main St, Heppner, OR 97836

1060 W Elm Ave Ste 115, Hermiston, OR 97838
112 NE 5th Ave, Milton Freewater, OR 97862
200 6th St, Umatilla, OR 97882

310 SE 2nd St #203, Pendleton, OR 97801
1050 W Elm Ave Ste 230, Hermiston, OR 97838
1100 Southgate #12, Pendleton, OR 97801-3973
1100 Southgate #17, Pendleton, OR 97801

118 SW 20th St, Pendleton, OR 97801

896 W Orchard Ave, Hermiston, OR 97838

916 SW Court Ave, Pendleton, OR 97801
8XR3+FH Island City, Oregon

1502 N Pine St #2, La Grande, OR 97850

1809 3rd St, La Grande, OR 97850

142 East Dearborn, Union, OR 97883-0605

106 2nd St, Spray, OR 97874

165 NW 1st St, John Day, OR 97845

271 SW 13th St, Ontario, OR 97914

515 W Idaho Ave, Ontario, OR 97914

130 Court St S, Vale, OR 97918

478 SW 12th St, Ontario, OR 97914

188 E Lane Ste 3, Ontario, OR 97914

300 Main St, Nyssa, OR 97913

975 SW 1st Ave, Ontario, OR 97914

1060 W Elm Ave Ste 115, Hermiston, OR 97838
1514 Jefferson Ave, La Grande, OR 97850

570 S 8th Ave, Elgin, OR 97827



South County Health District 142 East Dearborn, Union, OR 97883
Asher Dental Services 712 Jay St, Fossil, OR 97830

Asher Dental Services 340 SE High St, Mitchell, OR 97750
Eastern Oregon Dental Clinic 135 N Whitley Dr, Fruitland, ID 83619



Phone Number

(541) 628-6206
(541) 573-7778
(541) 417-7022
(541) 889-9490
(541) 372-3311
(541) 709-5500
(541) 881-8700
(541) 881-8700
(541) 889-7050
(541) 889-3750
(541) 889-0052
(541) 945-4008
(541) 256-7002
(541) 289-5433
(541) 809-7043
(541) 275-7005
(541) 276-4768
(541) 303-7084
(541) 276-2512
(541) 276-1561
(541) 276-7051
(541) 567-3321
(541) 276-4257
(541) 963-6445
(541) 963-8585
(541) 963-0924
(541) 562-2222
(541) 468-2211
(541) 575-0363
(541) 889-9407
(541) 709-5500
(541) 473-9166
(541) 881-1794
(541) 881-3912
(541) 372-3950
(541) 889-3750
(541) 289-5433
(541) 963-5803
(541) 437-6321




(541) 562-2222
(541) 763-2725
(541) 462-3313
(208) 452-7000
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EOCCO's HIT Narrative

How is EOCCO using HIT To achieve desired outcomes?
Where is EOCCO implementing its own HIT system?
Where is EOCCO leveraging collaborative HIT efforts?



[0 be completed/updated at each annual
review with OHA.

Responses
To be completed/updated at each annual review with OHA.

To be completed/updated at each annual review with OHA.
To be completed/updated at each annual review with OHA.



Eastern Oregon Coordinated Care Organization

Community Health Improvement Plan
Updated June 30, 2016

Introduction

In 2010, the President of the United States signed the Affordable Care Act (ACA) into law with the goal
of making healthcare more available and better managed. The law strives to achieve the Triple Aim:
better health for all, better quality services and lower costs. The State of Oregon applied for a Medicaid
Waiver to create its own plan to meet the Triple Aim. This plan uses Coordinated Care Organizations
(CCOs) with the goal to deliver better care and lower costs across the state.

With the mission of the Triple Aim in mind, the Oregon Health Authority (OHA) recommended that each
CCO to conduct a Community Health Assessment (CHA) and create a Community Health Improvement
Plan (CHIP) to assess the needs and service gaps in each community across the state. The Eastern
Oregon Coordinated Care Organization (EOCCO) CHIP is the outcome of all 12 Local Community Advisory
Councils (LCACs) and meets the OHA’s request. The EOCCO Regional Community Advisory Council
(RCAC) developed this CHIP. RCAC membership includes two members from each of the 12 LCACs
appointed by the EOCCO Board of Directors as well as the chairperson of each LCAC and a government
official (usually a county commissioner or court member).

In July of 2014, less than a year after the formation of CCOs, the RCAC provided the Regional CHIP to the
OHA. Now that there is a more established understanding of the CCO’s role from theory to practice, the
EOCCO agreed to provide the OHA with a more recently updated CHIP with the intent to guide activities
until 2018.

Members of the EOCCO RCAC

Officers

Chair: Megan Gomeza (Malheur County)
Vice chair: Vacant

Secretary: Sheree Smith (Morrow County)

Members

Mariji Lind (Baker County) Charlie Tveit (Lake County) Jack Howard (Union County)

Robin Nudd (Baker County) Ken Kestner (Lake County) Bob Coulter (Union County)

Steve Shaffer (Gilliam County) Maria Vargas (Malheur County) Pepper McColgan (Wallowa County)
Vicki Winters (Gilliam County) Terry Tallman (Morrow County) Bridget Brown (Wallowa County)
Chris Labhart (Grant County) Mike Smith (Sherman County) Lynn Morley (Wheeler County)

Greg Armstrong (Grant County) Caitlin Blagg (Sherman County) Candy Humphreys (Wheeler County)
Pete Runnels (Harney County) George Murdock (Umatilla County)

Darbie Kemper (Harney County) Catie Brenaman (Umatilla County)

Funding

The RCAC understands that a variety of funding sources will be required to support CHIP
implementation. These resources include funds generated by the Eastern Oregon Healthy Living Alliance
(EOHLA) a private non-profit 501c3 organization, created by the RCAC in 2014. EOCCO contributions
and where possible, private foundations and donors can also be used to support CHIP implementation.
Activities in this CHIP will be carried out by using existing staff support, partner organizations and
community volunteers.



EOCCO Service Area

The EOCCO service area includes 12 counties varying in population from 1,440 to 78,340. This vast
territory covers almost 50,000 square miles (roughly the size of the state of New York) with a total
population of 198,895. As of May 1, 2016, there were 46,361 EOCCO plan members in the service area
representing 23.3% of the entire service area population. Ten of the 12 counties are considered
“frontier,” meaning fewer than six people per square mile inhabit the area. Each county is unique. Each
county formed a LCAC and conducted a CHA specific to its county. Each LCAC developed its own CHIP
specific to the priorities and needs of that particular county. The Regional CHIP reflects the needs across
all 12 counties. Each individual LCAC CHIP and its associated CHA can be found at
www.eocco.com/community/chas-chips.shtml.

Figure 1: Map of EOCCO Service Area

EOCCO CHA and CHIP Processes

Each LCAC updated their CHAs using data sources that expressed recent (2015) demographic,
socioeconomic, and health status data. Additional data that was also reviewed as part of the CHA
update that was NOT available in 2014 included: Medicaid Behavioral Risk Factor Surveillance System
(M-BRFSS) data for Oregon, a 2014 vs. 2015 EOCCO plan member expenditure breakdown Cost and
Utilization Report for each county, Oregon Housing Alliance breakdown of affordable housing by county,
poverty specific data by county from Community in Action, and EOCCO Incentive Measure progress by
county. Disparity data (white vs. non-white) was also included and shared with the LCACs, when
available. The EOCCO was able to run cross-reports regarding the shared metrics between Early
Learning Hubs and CCOs, which include: percentage of children age 0-6 assigned to a Patient Centered
Primary Care Home (PCPCH) and developmental screenings for children (0-36 months). These additional



data sets provided a more comprehensive assessment of the communities in each county as well as the
EOCCO population and health improvement as they relate to the social determinants of health.

Between 2013 and early 2014, each LCAC prepared a CHA using various strategies to mix quantitative
and qualitative assessments highlighting locally-driven assessments of knowledge sharing, attitudes and
beliefs around healthcare coverage and needs. EOCCO plan members assisted with the qualitative
assessments in 2014, which included the household survey. According to the survey, 226 people
responded that they use the Oregon Health Plan (OHP) for health insurance, while another 268
respondents reported not having any health insurance coverage. Individuals receiving Medicaid were
not specifically recorded; however, community members representing all aspects of the population in
each county participated in one-on-one interviews, community visioning meetings (using the Nominal
Group Technique) and focus groups. Spanish-language focus groups were conducted in Morrow and
Malheur County. Morrow County also conducted one-on-one interviews with the Hispanic population.
Umatilla County conducted a health assessment specific to the needs of the Hispanic population.

This mixed methodology approach allowed the LCACs to reference these past assessments (2013-2014)
review the new quantitative data (mentioned above) and outline priorities in each county’s CHA to
supplement their approach in updating their CHIP.

EOCCO Plan Membership and Diversity

Consumer and EOCCO plan member engagement on the LCACs has been a priority for LCACs over the
past two years. LCACs have focused on recruitment and retention of EOCCO plan members by ensuring
that their opinions and desires were reflected during meetings and discussions.

In addition to the diversity of EOCCO plan members representing the consumer, LCACs in all 12 counties
also consist of various local and community organizations such as Early Learning Hubs (ELHs), school-
based health centers, public health departments, community mental health programs, hospitals and
clinics. These local resources have been valued members of the LCACs and their input was taken into
consideration when defining priority areas for the CHIP.

Regional Prioritization Process
The challenge in creating the EOCCO CHIP is to find common areas of interest and priority among the 12
diverse counties. The RCAC determined the priorities using audience participation software to rank and
select issues. Figure 2 illustrates four major components influential to the development of a
comprehensive EOCCO CHIP. A description of each area follows:
e Community Data: Demographics, socioeconomics and health status information, among others.
e LCACCHIPs: 12 LCAC CHIPs, sorted according to the issues addressed in each one. This sorting
allowed the RCAC to see the number of counties that addressed a particular issue and the
strategies purposed.
e EOCCO Transformation Plan: Activities required within the EOCCO Transformation Plan.
e Region-wide Needs: RCAC member perceptions and priorities of need.



Figure 2: EOCCO CHIP Areas of Interest and Priority

Community Data

EOCCO Transformation

Regionwide
Plan Needs

Components of the EOCCO CHIP

The RCAC selected issues to include in the 2016 EOCCO CHIP. Issues from the 2014 CHIP as well as new
issues defined by the LCACs were added to the list and prioritized using Turning Point Technology. The
priority order can be found in Table 1 and Graph 1.

Table 1: EOCCO Priority Issues and Weighted Response

Issue Weighted Response

Early Childhood Prevention and Promotion 130
Public Health Integration 128
Mental Health 110
Incentive Measures 88
Oral Health 68
Community Health Workers 54
Tobacco 52
Health Disparities 48
LCAC Development 22




Graph 1: EOCCO Priority Issues and Percentage Response

193

EOCCO Regional CHIP

The progress narrative from the 2014 CHIP is included in the sections below. Much of the work
continues through activities that are already initiated, or carried forward in the 2016 CHIP as elements

that were not initiated in 2014-2015. New activities are also outlined to reflect the changing dynamics
of CCOs.

Early Childhood: Progress on Implementation from 2014 CHIP

The March 30, 2015 RCAC meeting was dedicated to allow time for the directors from all five ELHs
operating in the EOCCO service area and LCACs to meet and coordinate activities focused on early
childhood. As a result of this meeting, the group generated a document displaying cross over elements
between the strategic plans of the ELHs and LCAC CHIPs. Turning Point Technology (audience
participation software) was used to generate ideas for consistent collaboration at the local and regional

levels. Since that meeting, each quarterly RCAC meeting has an agenda item dedicated to ELH progress,
and ELH representation on the LCACs is encouraged.

Early Childhood Support: The OHA received a 42-month grant from the Center for Medicare and
Medicaid Innovation for its State Innovation Models: Model Testing Initiative (SIM). The SIM grant aims



to support on-going health system transformation and spread Oregon’s coordinated care model to other
payers. The Center for Human Development was one of the recipients of this SIM award, with the intent
to support the EOCCO region’s implementation of universal developmental screening. The grant
provides for one full-time staff member and resources. While the funding for this grant expires
September 2016, the position has been permanently funded by an EOCCO owner (Greater Oregon
Behavioral Health, Inc. [GOBHI]). GOBHI/EOCCO Field Team staff has been dedicated to attend ELH
meetings and coordinate activities.

PRIORITY AREA: Early Childhood Prevention/Promotion

GOAL: Improve the health outcomes for children ages 0-5 through integrated services.

OBIJECTIVE # 1: Coordinate LCAC activities with Early Learning Hubs.

e STRATEGY: Continue system of regular communication and strategic planning with each ELH in the
EOCCO region.
e JUSTIFICATION: EOCCO and ELHs are each accountable for similar goals including health and

screening.
e EVIDENCE BASE: Collective Impact
ACTION PLAN
Activity Lead Measurement Completion date
Coordinate with hub Linda Watson Inclusion/communications | Quarterly

leaders to attend RCAC
meetings to share ELH
goals, strategies and

information

Provide data sharing with Linda Watson Updated data sets Ongoing
ELHs

Updated reporting to Linda Watson Documentation/ Quarterly
RCAC members of LCAC presentation

activities that relate to
overlapping metrics
strategies

Maintain communications | Linda Watson Attendance As scheduled
through attending ELH
governance board and
early childhood meetings

OBIJECTIVE #2: Improve developmental screening rates for children ages 0-36 months.

e STRATEGY: Continue to use OHA Community Prevention Grant (Healthy Eastern Oregon Project).
e JUSTIFICATION: Although the grant funds end September 30, 2016, the EOCCO has committed

funds to continue the effort to improve the developmental screening rates for 0-36 month olds.
e EVIDENCE BASE: https://brightfutures.aap.org; Collective impact

ACTION PLAN
Activity Lead Measurement Completion date
Ages & Stages Nora Zimmerman Tracking number of clinics | Ongoing
Questionnaires (ASQ) and community-based
resources and trainings organization that have
received resources



https://brightfutures.aap.org/

Clinic outreach and Nora Zimmerman Incentive measure target Ongoing
support to implement and | Jill Boyd rates

conduct ASQs

Identify primary care gaps | Nora Zimmerman Incentive measure target Ongoing
in ASQ delivery and/or Jill Boyd rates and clinic-specific
documentation data

Support LCAC efforts to Nora Zimmerman Incentive measure target Ongoing
increase developmental rates

screenings

Maintain communication Nora Zimmerman Number of ASQs Ongoing

with state around
development of systems
that include nurse home-
visiting and early learning
teams

conducted by public
health and early learning
programs

OBJECTIVE #3: Increase prenatal care.

e STRATEGY: Strengthen partnership with public health for nurse-based home visiting using OHA
Community Prevention Grant (Healthy Eastern Oregon Project).

e JUSTIFICATION: Nurse-based home visiting increases parental engagement and follow-through on
doctors’ recommendations for high-risk groups related to prenatal care, case management and care

coordination.

e EVIDENCE BASE: Nurse Family Partnership evaluation results

ACTION PLAN
Activity Lead Measurement Completion date
Partner with EOHLA and Nora Zimmerman County interest and August 2016
county partners to John Adams capacity
conduct depression
screens through in-home
visiting
Public health outreach and | Nora Zimmerman Determine number of September 2016
support ASQs delivered through
public health departments
by county and program
Identify number of nurse Nora Zimmerman Number of nurse home August 2016
home visitors by county visitors by county and
and program program
Identify number of home Nora Zimmerman Number of home visits September 2016
visits conducted by public conducted by each
health departments in county’s public health
each county department and by
program
Coordinate collaboration Nora Zimmerman Hold the meeting(s) September2016 and
meeting(s) between public December 2016

health and mental health




OBIJECTIVE #4: Increase immunization rates.

e STRATEGY: Increase the number of children fully immunized by age 3.

e JUSTIFICATION: CCO Incentive Measure. According to the US Department of Health and Human
Services, for each U.S. birth cohort, routine vaccination during childhood prevents approximately
33,000 deaths and 14 million cases of vaccine-preventable disease, reduces direct healthcare costs
by $9.9 billion, and saves $33.4 billion in indirect costs.

e EVIDENCE BASE: United States Preventive Services Task Force and Centers for Disease Control;
Oregon Health Authority CCO Resource Guide-Strategies to Improve Immunization Rates

ACTION PLAN
Activity Lead Measurement Completion date
Routinely monitor Nora Zimmerman Incentive measure target Ongoing
immunization rates rates
In partnership with Moda | Nora Zimmerman More outreach with public | Ongoing
Health, share information health and primary care to
about CCO’s rates with improve the metrics.
primary care and public Incentive measure target
health rates.
Assist in assessment and Nora Zimmerman Incentive measure target Ongoing
impl