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"
EXECUTIVE SUMMARY

The Supplemental Nutrition Assistance Program (SNAP) Biennial Average Forecast for 2013-15 is 437,386 households, 1.8 percent higher than the Spring 2014 forecast. The
forecast average for the 2015-17 biennium is 421,679 households, 3.6 percent lower than the forecast average for 2013-15.

The Temporary Assistance to Needy Families (TANF) Biennial Average Forecast for 2013—15 is 32,953 families, 1.1 percent lower than the Spring 2014 forecast. The forecast
average for the 2015-17 biennium is 29,048 families, 11.9 percent lower than the forecast average for 2013-15.

The Child Welfare Biennial Average Forecast for 2013—15 is 21,344 children, 1.9 percent lower than the Spring 2014 forecast. The forecast average for the 2015-17 biennium
is 21,465 children, 0.6 percent higher than the forecast average for 2013-15.

The Vocational Rehabilitation Biennial Average Forecast for 2013-15 is 8,936 clients, 1.1 percent higher than the Spring 2014 forecast. The forecast average for the 2015-17
biennium is 9,963 clients, 11.5 percent higher than the forecast average for 2013-15.

The total Aging and People with Disabilities Long—Term Care (LTC) Biennial Average Forecast for 2013-15 is 30,183 clients, 1.2 percent higher than the Spring 2014 forecast.
The forecast average for the 201517 biennium is 31,424 clients, 4.1 percent higher than the forecast average for 2013-15.

The Intellectual and Developmental Disabilities Case Management Biennial Average Forecast for 2013-15 is 22,303 clients, 0.7 percent higher than the Spring 2014 forecast.
The forecast average for the 2015—-17 biennium is 24,223 clients, 8.6 percent higher than the forecast average for 2013-15.

The total Medical Assistance Programs Biennial Average Forecast for 2013—15 is 935,819 clients, 7.1 percent higher than the Spring 2014 forecast. The forecast average
for the 2015-17 biennium is 988,757 clients, 5.7 percent higher than the forecast average for 2013-15. The current caseloads are higher than expected due to deferred
redeterminations. The Fall 2014 forecast predicts that by March 2015 caseloads should drop back to their natural growth curves following an intensive period of
redeterminations scheduled to take place from October 2014 through February 2015.

The total Adult Mental Health Biennial Average Forecast for the 2013—-15 biennium is 47,991 clients served. This includes clients who are currently committed (1,778 people),
who were committed sometime in the past (2,787 people), and who have never been committed (43,416 people).The forecast average for the 2015-17 biennium is 53,881
clients, 12.3 percent higher than the Fall 2014 Forecast for 2013-15.

1. Not everyone who is eligible for means-tested public programs participates in them, and Medicaid is no exception. When public programs are expanded, new enrollment often occurs not only among the
newly eligible, but also among the previously eligible populations. This is referred to as the "welcome mat effect" and was seen after CHIP was created in 1997 and more recently as several states expanded
coverage for children.
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Introduction

This document summarizes the Fall 2014 forecasts of client caseloads for the Oregon
Department of Human Services (DHS) and Oregon Health Authority (OHA). The Office
of Forecasting, Research and Analysis (OFRA) issues these forecasts semiannually in the
spring and fall. DHS caseload forecasts cover the major program areas administered by
the department: Self Sufficiency, Child Welfare, Vocational Rehabilitation, Aging and
People with Disabilities, and Developmental Disabilities. OHA caseload forecasts cover
the major program areas of Medical Assistance Programs and Addictions and Mental
Health. Forecasts are used for budgeting and planning and usually extend through the
end of the next biennium. Forecasts are developed using a combination of time-series
techniques, input-output deterministic models and expert consensus. Forecast accuracy
is tracked via monthly reports that compare actual caseload counts to the forecasted
caseload. An annual forecast quality report which compares forecast accuracy across
programs and over time is also available.?

1. Forecast accuracy reports can be found at http://www.oregon.gov/dhs/ofra/Pages/index.aspx. For current monthly reports go to the Home page, for the annual report go to About Us, for older reports go to Forecasts, Reports & Publications. For
information on OFRA’s forecast methodology, go to the Forecast Process page.
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Forecast environment and risks

Oregon’s economy is still recovering from the Great Recession of 2008-2009. Oregon
lost nearly 150,000 jobs between December 2007 and December 2009, more than
half of which disappeared during the six months ending in March 2009. The large
and sudden loss of jobs resulted in large and sudden increases in many DHS and OHA
caseloads. This period is easily identified in many of the caseload graphs that follow.

Oregon’s total employment has increased consistently over the past few years. Total
nonfarm employment was 1,713,700 for July 2014 — 9,900 fewer jobs than in July
2008 but 109,000 more jobs than in July 2010. This growth, however, has not been
evenly distributed among industry sectors. Compared to 2008, there are 18,600 fewer
construction jobs, 15,700 fewer durable goods manufacturing jobs, 11,600 fewer

jobs in finance, and 8,900 fewer government jobs. At the other end of the spectrum,
there are 26,400 more jobs in health care and social assistance, 12,600 more jobs

in professional and business services, and 9,800 more jobs in accommodation and
food services. The U.S. Bureau of Labor Statistics reported that during 2013, 141,000
Oregonians worked part-time because they could not find full-time work (economic
reasons). This is an increase from 2012 when there were 112,000 involuntary part-time
workers and 2007 when there were just 47,000.

These trends have affected DHS clients. For example, employment among adults on
the January 2014 SNAP caseload declined by 7 percent between 2008 and 2013, yet
their real wages declined by 25 percent. Some employment shifted from manufactur-
ing and construction to employment as care providers to the elderly and disabled,
work in accommodation and food services, or work for temporary employment agen-
cies. Work in these sectors tends to pay less and provide fewer hours when compared
to manufacturing or construction employment. Such employment dynamics explain
why Oregon’s overall increase in employment has not translated into large decreases in
Self Sufficiency and some Medicaid caseloads.

Forecasts are based on specific assumptions about the future, and an important part
of forecasting is identifying the major risks to those assumptions. Caseload dynam-

ics are influenced by demographics, the economy, and policy choices. Demographic
changes have a long-term and predictable influence on caseloads. Economic factors
can have a dramatic effect on some caseloads, especially during recessions. The most
immediate and dramatic effects on caseloads result from policy changes that alter the
pool of eligible clients or the duration of their program eligibility. Sometimes economic
factors influence policy changes. For example, a poor economy will cause tax receipts
to decline, which can in turn force spending cuts that limit eligibility for some pro-
grams.

The Office of Economic Analysis (OEA) identifies major risks to Oregon’s economy in
its quarterly forecasts. The second quarter 2014 edition lists the major risks as federal
fiscal policies, strength of the housing market recovery, European debt problems and
potential financial instability, commodity price inflation, and uncertainty surrounding
federal timber payments.?

Forecasts are based on current practices and policies applied to the expected state of
external factors such as demographics and the economy. We do not attempt to antici-
pate future policy changes. Moreover, the effects of policy changes that have been ad-
opted but not implemented sometimes cannot be quantified to the degree needed to
accurately forecast outcomes. Future policy changes or uncertainty about the imple-
mentation of recent policy changes represent a major risk to the caseload forecasts.

2. For a complete discussion of risks to Oregon’s economy, see OEA’s most recent forecast: http://www.oregon.gov/DAS/OEA/docs/economic/oregon.pdf.
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Oregon Health Authority




Total Oregon Health Authority Biennial Average Forecast Comparison

Current Biennium % Change Fall 14 Forecast % Change
Spring 14 Fall 14 Between Between
Forecast Forecast Forecasts 2013-15 2015-17 Biennia
Medical Assistance Programs
OHP Plus
ACA Adults 212,496 246,675 16.1% 246,675 315,000 27.7%
Parents/Caretaker Relative! NA 74,859 NA 74,859 69,512 -7.1%
Old Age Assistance 37,280 37,442 0.4% 37,442 39,944 6.7%
Pregnant Woman Program? 14,098 16,611 17.8% 16,611 14,780 -11.0%
Aid to the Blind & Disabled 84,657 83,797 -1.0% 83,797 85,456 2.0%
Children's Medicaid Program? NA 308,052 NA 308,052 307,000 -0.3%
Children's Health Insurance Program 72,382 77,127 6.6% 77,127 75,245 -2.4%
Foster, Substitute & Adoption Care 18,683 18,753 0.4% 18,753 18,753 0.0%
Previously used caseloads
TANF Medical*3 188,538 NA NA NA NA NA
Poverty Level Medical - Children? 179,103 NA NA NA NA NA
Total OHP Plus 807,237 863,316 6.9% 863,316 925,690 7.2%
Total Other Medical Assistance Programs 50,978 57,059 11.9% 57,059 63,067 10.5%
OHP Standard* 15,444 15,444 0.0% 15,444 NA NA
Total Medical Assistance Programs 873,659 935,819 7.1% 935,819 988,757 5.7%
Addictions and Mental Health
Aid & Assist® 178 158 NA 158 168 6.3%
Guilty Except for Insanity (GEI)® 673 610 NA 610 595 -2.5%
Civil Committment®”’ 3,389 1,020 NA 1,020 990 -2.9%
Total Mandated Care 5,115 1,788 NA 1,788 1,753 -2.0%

1. Parent/Caretaker Relative is a new caseload group for adults under 42% FPL. This caseload used to be part of the TANF Medical caseload.
2. Pregnant Woman Program is a new name for Poverty Level Medical - Women.
3. Children's Medicaid Program is a new group for children previously in TANF Medical, Poverty Level Medical - Children, and CHIP under 133% FPL.

4. OHP Standard program closed on Dec 31, 2013.

Starting with the Fall 2014 forecast cycle, the Mental Health caseload categories have been redefined.

5. In prior forecasts some clients were counted more than once. With the new definitions, each client is counted only once for any given month.

6. The old Civil Commitment caseload included everyone receiving service who had been civilly committed at some point in time. The new definition counts only clients who are currently under commitment (although a proxy rule is being used to estimate
the end date for clients' mandated service).

7. Prior forecasts did not include these two caseload categories.
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Medical Assistance Programs

The primary drivers of caseload growth for MAP since 2008 were: the most recent re-
cession (December 2007 through an official ending date of June 2009), implementation

ability of regular OHP coverage for more low income adults than in the past. This
effect was observed in BCCP and ABAD.

Risks and Assumptions

of the Oregon Healthy Kids Initiative in July 2009, and implementation of the Patient
Protection and Affordable Care Act of 2010 (ACA) in January 2014. Taken together, these
three factors drove the total MAP caseloads from about 408,000 clients prior to the re-
cession to about 1,000,000 clients by January 2014, for a net increase of 592,000 clients
(145 percent). The impact of ACA reform was by far the largest ever experienced.

The most significant impact of ACA is the expansion of Medicaid coverage to Oregon
adults (aged 18-64) with incomes up to 138 percent Federal Poverty Level (FPL). Despite
the growing economy with its downwards pressure on MAP caseloads, implementation
of ACA added more than 315,000 adults to the OHP Plus caseload (including 60,000 who
were transferred from the discontinued program called OHP Standard) and about 12,000
adults to the CAWEM group. Other impacts of ACA reform include:

1. “Welcome Mat” effect — Not everyone who is eligible for public programs, partici-
pates in them. When public programs are expanded, new enrollment often occurs not
only among the newly eligible, but also among the previously eligible populations.
Parent/Caretaker Relative, Pregnant Woman, CHIP, and Children’s Medicaid Program
caseloads all experienced a welcome mat effect due to ACA reform. However, the exact
magnitude is hard to estimate due to other impacts of the reform, such as deferred
redetermination and new coverage alternatives (see below).

2. Deferred redeterminations — ACA reform created workload management challenges.
To prepare for the influx of new applications and enrollments due to expansion, OHA
asked CMS for approval to defer scheduled redeterminations for a six month period.
As a result of these deferred redeterminations, fewer people exited than normal,
resulting in higher total caseloads. Almost all caseloads were impacted to some de-
gree by the deferred redeterminations. The caseloads most impacted include: Parent/
Caretaker Relative, Pregnant Woman Program, Children’s Medicaid Program, CHIP, and
CAWEM.

3. 3. Availability of alternative coverage — Some caseloads declined due to the avail-

There are still a lot of uncertainties surrounding ACA reform, the biggest known risks
to the accuracy of the current forecast are: 1) deferred redeterminations, 2) October
2014 open enrollment and the Federal Exchange operation, and 3) data quality.

The first major risk arises from temporary changes made to eligibility redetermination
timelines. Typically, a client is enrolled for a 12-month period, and prior to the end of
that coverage, the case is scheduled for a review. At that time, a new determination is
made whether the person is 1) still eligible for coverage in the same group, 2) eligible
for coverage in a different group, or 3) no longer eligible for coverage. Redetermina-
tions scheduled for October 2013 — March 2014 were initially deferred for six months,
and then deferred again. Consequently, there will be an intensive period of redetermi-
nations occurring from roughly November 2014 through February 2015, after which
the normal schedule for redeterminations should resume. To the extent possible, the
Fall 2014 forecast incorporates the impact of these deferred redeterminations. How-
ever, operational details continue to change, data is limited, and there is no precedent
to use for how this will impact caseload during the deferment period or when redeter-
minations resume.

The second major risk is associated with the upcoming open enrollment period starting
November 2014 and ending March 2015, and operation of the Federal Exchange. While
it is expected that enrollment will increase, there are no estimates of how many ad-
ditional people might enroll. In addition, there are uncertainties around how smoothly
the process will go and how agency workload will be impacted.

The third major risk is associated with the quality of data available. Implementation
of ACA created an array of changes that impacted the quality of data and disrupted
the time series critical for forecasting. In general, the forecast is built using three main
components: exits, transfers, and new clients. For each given month, the caseload is
calculated as the previous month caseload, plus new clients, plus transfers in from
other caseloads, minus exits, and minus transfers out.

FALL 2014 DHS OHA CASELOAD FORECAST



ACA severely impacted all three of these components:
1. Exits declined due to deferred redeterminations.
2. Transfer patterns between caseloads changed due to reorganization of some
existing caseloads and addition of the new ACA Adults caseload. In addition, trans-
fers declined because most transfers occur at redetermination.
3. New client patterns have changed for some of the caseload groups due to the
availability of alternative coverage, such as ACA Adults. In addition, deferred rede-
terminations reduced administrative “churn”, causing fewer people to temporarily
drop off caseload due to incomplete paperwork and then return as new clients.

ACA Adults, the new OHP Plus caseload group, is expected to reach 315,000 by March
2015 and will account for 34 percent of OHP Plus total caseload. Former OHP Stan-
dard enrollees transferred into this group (about 60,000) as of January 2014. Similar
to OHP Standard, this group is split into two sub-groups: ACA Adults with Children
(similar to Standard — Families) and ACA Adults without Children (similar to Standard
— Adults & Couples). ACA Adults with Children and without Children are expected to
be 26 percent and 74 percent respectively. Starting with the Spring 2015 forecast, the
ACA Adult subgroups will be changed from family composition to age cohorts.

Parent/Caretaker Relative Program, previously known as TANF Medical adults, is ex-
pected to be 73,200 by March 2015 and will account for 7.9 percent of the OHP Plus
caseload. The signs of a growing economy were evident, as Parent/Caretaker Relative
caseload was declining steadily prior to ACA reform. Without ACA expansion, Parent/
Caretaker Relative caseload was expected to continue to decline. However, due to
the welcome mat effect of ACA reform and deferred redeterminations, the Parent/
Care-taker Relative caseload is expected to reach 81,000 by October 2014 when is
expected to start declining.

Pregnant Woman Program, previously known as Poverty Level Medical — Women
(PLMW), is expected to be 14,400 by March 2015, accounting for 1.6 percent of the
OHP Plus caseload. Without ACA expansion, this group was expected to continue the
historical pattern of slow, steady increases with some seasonal variability. As with the
Parent/Caretaker Relative caseload, this group is also impacted by the welcome mat

effect and deferred redeterminations. This caseload will continue growing, reaching
23,000 by Oct 2014, after which it is expected to drop rapidly.

Children’s Medicaid Program, was previously known as Poverty Level Medical — Chil-
dren (PLMC). This caseload now contains children who would previously have been
included in the TANF Medical caseload and children 6-18 years of age with family
incomes under 133 percent FPL who would previously have been included in the CHIP
caseload. This caseload is expected to reach 307,000 by March 2015, accounting for
33.1 percent of OHP Plus caseload.

Children’s Health Insurance Program (CHIP) is expected to be 75,200 by March 2015
and will account for 8.1 percent of OHP Plus caseload.

Foster, Substitute, and Adoption Care is expected to be 18,700 by March 2015 and will
account for two percent of OHP Plus caseload. Current estimates are for this caseload
to remain relatively stable and grow at a very slow pace through the forecast horizon.

Aid to the Blind and Disabled (ABAD) is expected to be 84,500 by March 2015 and
will account for 9.1 percent of OHP Plus caseload. This group has grown consistently
over several years and is expected to continue growing at a slightly slower pace than
in the past. Program staff anticipate that the number of clients entering this caseload
may decline somewhat (slowing the overall rate of growth) when low income adults

become eligible for medical coverage without having to first be officially determined to
be disabled.

Old Age Assistance (OAA) is expected to be 38,600 by March 2015 and will account
for 4.2 percent of OHP Plus caseload. The group has grown at a fairly rapid rate since
January of 2009 and has only recently shown any indication that the growth rate might
slow. The current forecast is for this caseload to continue growing into the foreseeable
future. This group is driven by population dynamics as well as economic conditions.

Other Medical Assistance Programs

Citizen-Alien Waived Emergent Medical (CAWEM) is expected to be 36,100 by March
2015 and will account for 59 percent of the Other MAP caseload. This caseload has two
subcomponents: 1) the regular program, which covers only emergency medical servic-
es, and 2) the prenatal program, which also covers prenatal services. CAWEM eligibility

34
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uses the same rules as Medicaid except for the citizenship/residency requirement.
Consequently, when Medicaid expanded due to ACA, this category expanded as well —
both for adults up to 138 percent of FPL and children with family incomes of 200-300
percent of FPL.

Qualified Medicare Beneficiary (QMB) is expected to be 24,000 by March 2015 and
will account for 39.9 percent of Other MAP caseload. This caseload has grown at a
consistent rate since January of 2009 and is expected to continue this growth pattern
through the forecast horizon.

Breast and Cervical Cancer Program (BCCP) is expected to be 712 by March 2015 and
will account for 1.1 percent of the Other MAP caseload. Forecasting this caseload is
something of a moving target because the caseload is directly tied to the number of
‘screenings’ completed via Oregon Public Health, which itself varies based on funding
and is only offered to women who are uninsured. The number of screenings conduct-
ed has varied over time with the most recent ‘increase’ implemented in 2012. Due to
ACA reform, this caseload is expected to decline significantly as the number of unin-
sured women declines, resulting in fewer who need screenings through Public Health.
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Medical Assistance and KidsConnect Biennial Average Forecast comparison

Current Biennium % Change Fall 14 Forecast % Change
OHP Plus spring 14 Fall1a LS Blennia
Forecast Forecast 2013-15 2015-17
ACA Adults with children 71,085 64,033 -9.9% 64,033 81,433 27.2%
ACA Adults without children 141,411 182,642 29.2% 182,642 233,567 27.9%
Total ACA Adults 212,496 246,675 16.1% 246,675 315,000 27.7%
Parent/Caretaker Relative! NA 74,859 NA 74,859 69,512 -7.1%
Old Age Assistance 37,280 37,442 0.4% 37,442 39,944 6.7%
Pregnant Woman Program? 14,098 16,611 17.8% 16,611 14,780 -11.0%
Children's Medicaid Program? NA 308,052 NA 308,052 307,000 -0.3%
Children's Health Insurance Program (CHIP) 72,382 77,127 6.6% 77,127 75,245 -2.4%
Foster, Substitute & Adoption Care 18,683 18,753 0.4% 18,753 18,753 0.0%
Aid to the Blind & Disabled 84,657 83,797 -1.0% 83,797 85,456 2.0%
Previously used caseloads
TANF Medical*3 188,538 NA NA NA NA NA
Poverty Level Medical - Children3 179,103 NA NA NA NA NA
Total OHP Plus 807,237 863,316 6.9% 863,316 925,690 7.2%
Other Medical Assistance Programs
Citizen-Alien Waived Emergent Medical - Regular 24,747 31,127 25.8% 31,127 33,719 8.3%
Citizen-Alien Waived Emergent Medical - Prenatal 2,150 2,186 1.7% 2,186 2,349 7.5%
Qualified Medicare Beneficiary 23,166 22,942 -1.0% 22,942 26,402 15.1%
Breast & Cervical Cancer program 915 804 -12.1% 804 597 -25.7%
Other Subtotal 50,978 57,059 11.9% 57,059 63,067 10.5%
OHP Standard* 15,444 15,444 0.0% 15,444 NA NA
Total Medical Assistance Programs 873,659 935,819 7.1% 935,819 988,757 5.7%

1. Parent/Caretaker Relative is a new caseload group for adults under 42% FPL. This caseload used to be part of the TANF Medical caseload.

2. Pregnant Woman Program is a new name for Poverty Level Medical - Women.

3. Children's Medicaid Program is a new caseload group for children who were previously in TANF Medical, Poverty Level Medical - Children, and CHIP under 133% FPL.
4. OHP Standard program closed on Dec 31, 2013 and participants were moved into the ACA Adults caseload.
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Addictions and Mental Health

This forecast covers clients receiving mental health services from the Oregon Health
Authority. For budgeting purposes, the Mental Health caseload is divided between
Mandated and Non-Mandated populations. Oregon law requires Mandated
populations, including clients who have been criminally or civilly committed, to
receive mental health services. This forecast captures three distinct groups: (1)
clients who are currently committed; (2) clients who were previously committed
but no longer are; and (3) clients who have never been committed. Within the
committed group, there are three populations: (1) Aid and Assist, served at the
Oregon State Hospital; (2) Guilty Except for Insanity (GEl), served at the Oregon
State Hospital and in the community; and (3) Civilly Committed individuals, also
served at both the Oregon State Hospital and in the community.

Mandated mental health services are provided through community programs, in-
cluding residential care and the Oregon State Hospital. Non-Mandated services are
primarily provided in community outpatient settings. Community programs provide
outpatient services including intervention, therapy, case management, child and
adolescent day treatment, crisis, and pre-commitment services. The state hospital
provides 24-hour supervised care to people with the most severe mental health dis-
orders, including people who have been found guilty except for insanity.

The 2013 Oregon Legislative Session identified the need to establish a better system
for forecasting AMH caseloads, and workgroups convened to identify new forecast-
ing categories that would represent the demand for services versus utilization of
services, which have historically been held at reduced levels. Workgroup members
established the new forecasting categories listed above. Data definitions and rule
changes transformed the data into caseload categories that could be forecast. One
of the major changes made was in how the Civilly Committed group is counted. Past
rules included Post Civil Commit clients, whereas the new rules put the Post Civil
Commit clients into the Previously Committed category and out of the Committed
category. Another change occurred in the forecasting process. With the new way of
forecasting, clients are counted in only one group each month.

The result is lower counts for the various caseload categories. The order of priority for
the five forecasted group is:

Mandated
1. Aid and Assist
2. Guilty Except for Insanity
3. Civil Commitment

Non Mandated
4. Previously Committed
5. Never Committed

The Fall 2014 forecast is the first edition using the new definitions, the categories
listed above, and a hierarchy for forecasting. Ideally, it more accurately portrays the
populations receiving mental health services.

Total Mandated Mental Health Services — The mandated caseload encompasses the
committed caseload (Aid and Assist, GEI, and Civilly Committed). The biennial average
forecast for 2013-15 is 1,788 clients. The 2015-17 biennial average is 1,753 clients, 2.0
percent lower than the 2013-15 biennial average.

Aid and Assist — This caseload exhibited steady growth throughout 2013 and

into 2014. The Fall 2014 biennial average forecast for 2013-15 is 158 clients, 11.2
per-cent lower than the Spring 2014 forecast, which used the old way of counting
clients. As AMH moves toward mobile forensic evaluation teams, Aid and Assist in
the State Hospital will likely decrease, but the timing of this is unknown. Addition-
ally, the 2013 legislative session increased funding for community mental health
services, including, but not limited to, crisis services, supported housing, and jail
diversion. As these services are implemented the Aid and Assist caseload may
decrease. The 2015-17 biennial average is 168 clients, 6.3 percent higher than the
biennial average forecast for 2013-15.
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Guilty Except for Insanity (GEI) — These clients are under the jurisdiction of
the Psychiatric Security Review Board and State Hospital Review Panel. For the
past several years, the Total GEl caseload in Oregon has steadily declined. The
Fall 2014 biennial average fore-cast for 2013-15 is 610, 9.4 percent lower than
the Spring 2014 forecast, which used the old way of counting clients. The 2015-
17 biennial average is 595, 2.5 percent lower than the biennial average forecast
for 2013-15.

Civil Commitments — As mentioned above, this category was substantially
modified as a result of new data definitions. For civilly committed clients being
served in the community, after 180 days their status is changed to Previously
Committed, and they are taken out of this category. Consequently, the Fall 2014
biennial average forecast for 2013-15 is 1,020, 76 percent lower than the Spring
2014 forecast. The Fall 2014 forecast anticipates that the average caseload for
the 2015-17 biennium will be 990 clients, a decrease of 2.9 per-cent from the
biennial average forecast for 2013-15.

Previously Committed caseload — This caseload captures clients receiving
men-tal health services who have been civilly or criminally committed at some
time since the year 2000. About 80 percent of these clients are served in non-
residential settings only, and the rest are served in residential settings, the Oregon
State Hospital, or Acute Care hospital settings. The biennial average forecast for
2013-15is 2,787 clients. The 2015-17 biennial average is 2,927 clients, 5.0 percent
higher than the biennial average forecast for 2013-15.

Never Committed caseload — This caseload captures clients receiving men-tal
health services who have not been civilly or criminally committed since the year
2000. About 97 percent of these clients are served in non-residential settings only,
and 2 percent are served in Acute Care hospital settings. The rest are served in
residential settings or the Oregon State Hospital. The biennial average forecast

for 2013-15 is 43,416 clients. The 2015-17 biennial average is 49,201 clients, 13.3
percent higher than the biennial average forecast for 2013-15.

Risks and Assumptions

These forecasts were developed using common statistical methods based on
month-to-month changes in caseload history.

External factors, such as population growth or program policies did not influence
the forecast except to the degree they influence historical trends. Therefore, the
base forecast assumption is that current trends will continue unchanged through
the forecast horizon of June 2017.

Implementation of the Patient Protection and Affordable Care Act of 2010 (ACA) will
significantly impact delivery of mental health services in Oregon. In January 2014,
Medicaid enrollment was extended to adults 18-64 with incomes up to 138 percent
of FPL. This change alone is expected to provide medical coverage, including men-
tal health services, to more than 300,000 previously uninsured adults. With better
access to both physical and mental health services, the need for mandated mental
health services may be reduced, possibly even within the time horizon of this fore-
cast. In addition, integration of mental health services under the new coordinated
care organizations (CCOs) is expected to improve the overall effectiveness of medi-
cal care, including mental health services.

Capacity issues, such as the availability of beds in hospitals and community settings,
can influence Court decisions concerning civil commitment. The avail-ability of beds
in various mental health settings can also influence client placement and the result-
ing caseloads. The Blue Mountain Recovery Center, a 60-bed campus of the Oregon
State Hospital closed in March 2014. Oregon State Hospital will open the 174-bed
facility in Junction City in March 2015, at which time it will close the 72-bed campus
in Portland. At the main Oregon State Hospital campus in Salem, additional units
were opened during the 2013-15 biennium. It’s possible that these changes will
reduce pressure on the civil commit waiting list and acute care settings.

Finally, the economic environment can also influence mental health caseloads.
When the economy is doing poorly, individuals experience more stress than during
good periods, and this may impact demand for mental health services.
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Addictions and Mental Health Biennial Average Forecast comparison

Current Biennium % Change Fall 14 Forecast % Change
Spring 14 Fall 14 Between Between
Forecast Forecast Forecasts 2013-15 2015-17 Biennia
Under Commitment
Aid and Assist! 178 158 NA 158 168 6.3%
Guilty Except for Insanity (GEI)* 673 610 NA 610 595 -2.5%
Civil Commitment? 2 3,289 1,020 NA 1,020 990 -2.9%
Total Mandated Care 5,115 1,788 NA 1,788 1,753 -2.0%
Previously Committed? NA 2,787 NA 2,787 2,927 5.0%
Never Committed? NA 43,416 NA 43,416 49,201 13.3%
Total Served NA 47,991 NA 47,991 53,881 12.3%

Starting with the Fall 2014 forecast cycle, the Mental Health caseload categories have been redefined.

1. Prior forecasts counted clients in every category they received service, so some clients were counted more than once. With the new definitions, each client is counted only once for any given month. Consequently, the new counts are lower than the old
ones because some clients will inevitably move between categories.

2. The old Civil Commitment caseload included everyone receiving service who had been previously committed. The new definition counts only clients who are currently under civil commitment (although a proxy rule is being used to estimate the end date
for clients' mandated service).

3. Prior forecasts did not include these two caseload categories.
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Appendix Il
OHA Caseload History & Definitions
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Medical Assistance Programs (MAP): Scheduled redeterminations deferred an
Di additional 3 months; Cover Oregon
Non-Disabled Adults decides to shift to the Federal Marketplace
(website); data system still assigning
500,000 1/1/2014 start date to new enrollees.

Medicaid expansion begins for adults;
eligibility is based on new MAGI rules;

hospital presumptive eligibility policy goes
450,000 into effect.
Budget reductions impact administration,
provider/MCO rates, prioritized list of
services, outreach and marketing, and
funding for safety net clinics.
400,000
. - DHS SSP field staff help process backlog
Health System Tr_ansformatlon bill passes of 2013 applications. OHP Standard
and is signed into law. . . .
] Reservation List database disabled .
350.000 OHP funding reduced as a result
’ of 2001 economic recession. o
Governor initiates across-the-board
General Fund reductions in response to Scheduled redeterminations
the deficit; MAP's General Fund budget is deferred by 6 months.
300.000 General Fund support removed from the reduced $44.3 million.
’ OHP Standard program. OHP Standard reservation Q12012 shows signs of
list re-opens. economic recovery.
New MMIS implemented. 10,000 clients
250,000 become eligible for re-opening of OHP
Standard.
Clients losing FHIAP subsidy are
200.000 converted to OHP Standard.
TANF Related Medical adjusted income is ’f N H{
i increased by about 3%. /
150,000
- q (
T Ny Ny - 1
N .
100,000
50,000
< < w wn © © N~ N~ o] [c0) (o] (o] o o ~— ~ N N ™ ™ <
< Q@ < < < < < Y < Q < < v Y v Y b Y v by v
s 3 § 3 § 3 § 3 § 3 § 3 § 3 § 3 5§ 3 § 3 &

64

FALL 2014 DHS OHA CASELOAD FORECAST



Medical ASS|s-tance Proqrams (MAP): Scheduled redeterminations deferred an
Non-Disabled Children additional 3 months; Cover Oregon
decides to shift to the Federal Marketplace
Budget reductions impact administration, (website); data system still assigning
500,000 provider/MCO rates, prioritized list of 1/1/2014 start date to new enrollees.
services, outreach and marketing, and
funding for safety net clinics.
Eligibility is based on new MAGI rules;
Households with children on hospital presum'ptive eligibility policy goes
FHIAP's reservation list are into effect.
450,000 notified about the HK program.
Health System Transformation bill passes DHS SSP gflzdoi?: hﬁ!gaﬁirgssss backlog
OHP funding reduced as a result and is signed into law. PP : ’
of 2001 economic recession. A q
Governor initiates across-the-board Scheduled redeterminations /
General Fund reductions in response to deferred by 6 months.
400,000 the deficit; MAP General Fund budget is - P
reduced to $44.3 million. CHII?) income limit raised to
300% FPL; non-coverage
N HIP elidibili ) ] requirement is eliminated.
CHIP eligibility resource limit increased to _New CI' . .e'g'b' Ityéequzlge;rz}er;t;i_.
$10'000 income limit [n(:-rease to () ) Q1 2012 shows SignS of oy H¢
no resource limits; must not have had economic recovery
350 000 private insurance in the past 2 : ™}
’ months (was 6); lawful permanent -~
residents under age 19 are now v A
eligible without 5 years of residency. e P
CHIP eligibility certification extended from / q
6 to 12 months. ‘ Healthy Kids (HK) passes. ‘ y A
/
300,000 Poverty Level Medical Children eligibility A
certification extended from 6 to 12 months. A q
’ ﬂ
New MMIS implemented. ‘ /
TANF related medical adjusted (
250,000 income is increased by about 3%. 1
’ A
Vi
1T
’Hﬂ”ﬁﬂ
200,000
150,000 T 4
< < w w © © N~ N~ e <o) (2] (2] o o ~ -~ N N ™ ™ <
< < < < < < < < < < < < 5 h ~ ) ‘T b ‘T ) 5
s 3 § 3 § 3 s§ 3 § 3 § 3 § 3 § 3 § 3 5§ 3 8§

65

FALL 2014 DHS OHA CASELOAD FORECAST



Medical Assistance Programs (MAP):
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Addictions and Mental Health (AMH):

Total Mandated Mental Health Caseload
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Federal Poverty Level (FPL)

The set minimum amount of gross income that a family needs for food, clothing,
transportation, shelter and other necessities. In the United States, this level is determined
by the Department of Health and Human Services. FPL varies according to family size. The
number is adjusted for inflation and reported annually in the form of poverty guidelines.
Public assistance programs, such as Medicaid in the U.S., define eligibility income limits as
some percentage of FPL.'

i. Source: www.investopedia.com. November 13, 2013.
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MEDICAL ASSISTANCE PROGRAMS (MAP)

Medical Assistance Programs coordinate the Medicaid portion of the Oregon
Health Plan (OHP) and directly administer OHP physical, dental, and mental health
coverage.

Historically, MAP programs were divided into three major categories based on
benefit packages:

e Oregon Health Plan Plus (OHP Plus) — a basic benefit package.

e Oregon Health Plan Standard (OHP Standard) — a reduced set of benefits with
additional premiums and co-payments for coverage.

e Other Medical Assistance Programs — programs that provide medical benefits
but are not considered part of OHP.

Starting in January 2014 there are only two major categories since OHP Standard
was discontinued. At that time, all OHP Standard clients were moved to the new
ACA Adults caseload group, where they became eligible for OHP Plus benefits.

OHP Plus Benefit Package

The OHP Plus package offers comprehensive health care services to children and
adults who are eligible under CHIP or the traditional, federal Medicaid rules. The
new ACA Adults caseload also receives this benefit package.

ACA Adults

This is a new caseload which represents the expansion of Medicaid under the
United States Federal Patient Protection and Affordable Care Act of 2010 (ACA).
This caseload includes citizens 18 to 64 years old with incomes up to 138 percent
of FPL, who are not pregnant or disabled. ACA Adults are currently divided into two
subcategories: ACA Adults with Children, and ACA Adults without Children. Starting
with the Spring 2015 forecast, the subcategories will be changed to age cohorts.

Pregnant Woman Program

This is the new name for Poverty Level Medical Women (PLMW). The Pregnant
Woman Program provides medical coverage to Pregnant Woman with income
levels up to 185 percent of the FPL. Coverage is extended for 60 days after
childbirth.

Poverty Level Medical Women (PLMW)
This caseload has been renamed Pregnant Woman Program.
Parent/Caretaker Relative

This is a new caseload comprised of adults who would previously have been
included in the Temporary Assistance for Needy Families caseloads (TANF Related
Medical and TANF Extended). Parent/Caretaker Relative offers OHP Plus medical
coverage to adults with children who have incomes not exceeding approximately
42 percent of Federal Poverty Level (FPL).

Temporary Assistance for Needy Families (TANF)

This caseload has been replaced, with clients transferred to two other caseloads.
Adults are now included in the Parent/Caretaker Relative caseload; and children
are now included in the Children’s Medicaid Program caseload.

Children’s Medicaid Program

This is a new caseload comprised of children who would previously have been
included in three other caseloads: children from the Poverty Level Medical Children
caseload (PLMC), children from the TANF Medical caseloads (TANF-RM, TANF-

EX), and children from lower income CHIP households. The Children’s Medicaid
Program offers OHP Plus medical coverage to children from birth through age 18
living in households with income from 0 to 133 percent of Federal Poverty Level
(FPL).
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Poverty Level Medical Children (PLMC)

This caseload has been renamed Children’s Medicaid Program and the income
rules were widened to include children previously included in other caseloads.

Children’s Health Insurance Program (CHIP)

This caseload has been redefined. This caseload now covers uninsured children
from birth through age 18 living in households with income from 134 to 300
percent of FPL. Previously, this caseload covered children from households with
income from 100 to 200 percent of FPL.

Foster, Substitute, and Adoption Care

Foster, Substitute, and Adoption Care provides medical coverage through
Medicaid for children in foster care and children whose adoptive families are
receiving adoption assistance services. Clients are served up to age 21, with the
possibility of extending coverage to age 26 depending on client eligibility.

Aid to the Blind and Disabled Program (ABAD)

Aid to the Blind and Disabled provides medical coverage through Medicaid

to individuals who are blind or disabled and eligible for federal Supplemental
Security Income (SSI). The income limit is 100 percent of the SSI level (roughly
74 percent of FPL), unless the client also meets long-term care criteria, in which
case the income limit rises to 300 percent of SSI (roughly 225 percent of FPL).

Old Age Assistance (OAA)

Old Age Assistance provides medical coverage through Medicaid for individuals who
are age 65 or over and eligible for federal SSI.

OHP Standard Benefit Package (discontinued December 31, 2013)

This program has ended, with clients transferred to the new ACA Adults caseload. Prior
to ACA, clients in OHP Standard were not eligible for traditional Medicaid programs.
OHP Standard provided a reduced package of services compared to the OHP Plus pro-

gram. OHP Standard also required participants to share some of the cost of their medi-
cal care through premiums and co-payments.

Other Medical Assistance Programs (Non-OHP Benefit Packages)
Citizen/Alien Waived Emergent Medical (CAWEM)

Citizen/Alien Waived Emergent Medical is a program that covers emergent medical
care for individuals who would qualify for Medicaid if they met the citizenship/residen-
cy requirements. The program has two subcategories:

e Regular (CAWEM CW) which provides only emergency medical care.

* Prenatal (CAWEM CX) which also covers all pre-natal medical services (plus up to 2

months postpartum).

Qualified Medicare Beneficiary (QVB)

Qualified Medicare Beneficiary clients meet the criteria for both Medicare and Medic-
aid participation. Clients in this caseload have incomes from 100 percent of SSI (rough-
ly 74 percent of FPL) to 100 percent of FPL, and do not meet the criteria for medical
covered long-term care services. DHS pays for any Medicare Part A and Part B premi-
ums as well as any applicable Medicare coinsurance and/or deductible not exceeding
the Department’s fee schedule.

Breast and Cervical Cancer Program (BCCP)

Breast and Cervical Cancer provides medical benefits for women diagnosed with breast
or cervical cancer through the Breast and Cervical Cancer Early Detection program ad-
ministered by Public Health through county health departments and tribal health clin-
ics. After determining eligibility, the client receives full OHP Plus benefits. Clients are
eligible until reaching the age of 65, obtaining other coverage, or ending treatment.

KidsConnect (discontinued December 31, 2013)

This program has ended, with clients transferred to the CHIP caseload. KidsConnect
was part of the Healthy Kids program, offering private market insurance for children
under age 19 with family income levels of 200 to 300 percent of FPL. The program had
special funding and required a sliding scale co-pay to participate.
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ADDICTIONS AND MENTAL HEALTH (AMH)

The Addictions and Mental Health program provides prevention and treatment
options for clients with addictions and/or mental illnesses.

The mental health caseload groups have been redefined starting with the Fall

2014 forecast. The AMH caseload forecast is the total number of clients receiving
government paid mental health services per month. AMH provides both Mandated
and Non-Mandated mental health services, some of which are residential.

Total Mandated Population

Mandated caseloads include both criminal commitment and civil commitment
caseloads. Mandated populations are required to receive mental health services by
Oregon law through community settings and State Hospitals. The State Hospitals
provide 24-hour supervised care to people with the most severe mental health
disorders, many of whom have been committed because they are a danger to
themselves or others, including people who have been found guilty except for
insanity.

Aid and Assist — State Hospital

Criminal Aid and Assist (or "Fitness to Proceed") caseload serves clients who
have been charged with a crime and are placed in the Oregon State Hospital un-
til they are fit to stand trial. “Fitness to Proceed” means that the client is able to
understand and assist the attorney. Clients in the Aid and Assist caseload receive
psychiatric assessment and treatment until they are able to assist their attorney
and stand trial.

Guilty Except for Insanity (GEI)

The GEI caseload includes clients who are under the jurisdiction of the Psychiat-
ric Security Review Board as well as clients at the State Hospital who are under
the jurisdiction of the State Hospital Review Panel. Clients in GEl caseloads have
been found “guilty except for insanity” of a crime by a court. AMH is required by
Oregon law to provide treatment and supervision for these individuals, either

in the community or in a State Hospital. Clients in this caseload receive a full range
of counseling, medication, skills training and supports to assist their progress toward
recovery.

Civil Commitment

This caseload has been redefined to include only individuals currently under
commitment (although a proxy rule is currently being used to estimate the end
date for clients’ mandated service). The Civilly Committed caseload includes
people who are found through a civil court process to be dangerous to themselves
and/or others or are unable to care for themselves as a result of mental illness,
with the court mandating treatment for the individual. They may be served at the
State Hospital or in the community.

Previously Committed

This is a new caseload. The Previously Committed caseload includes people who
were previously either civilly or criminally committed but whose commitment
period has ended. These clients continue to receive individual services, counseling,
training, and/or living supports. About 80 percent of these clients are served in
non-residential settings only, and the rest are served in residential settings, the State
Hospital, or Acute Care hospital settings.

Never Committed

This is a new caseload. The Never Committed caseload includes people who have
never been either civilly or criminally committed but who are receiving mental
health services either in the community or in a residential setting. About 97 percent
of these clients are served in non-residential settings only, and 2 percent are served
in Acute Care hospital settings. The rest are served in residential settings or the State
Hospital. Clients in the State Hospital are of a voluntary or voluntary by guardian
status.
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Fall 2014 DHS|OHA Regional Caseload Forecast

The Regional Forecast is designed to increase the Statewide Caseload Forecast’s use as a tool
for regional and local policy decisions by breaking down the Statewide Caseload Forecast into
smaller geographic units. By developing a regional focus on caseloads and causal factors, we
hope to support a wide range of local and community partners as they, in turn, support the
diverse needs of Oregonians.

This forecast presents county biennial averages for each DHS service district, as well as district
totals. The result is a forecast for all 36 Oregon counties for 15 different programs within the
Oregon Department of Human Services and the Oregon Health Authority.

The results of the DHS and OHA statewide biennial forecasts are also included in this
document in order to provide a contrast to the county and district forecast values. For more
information, see the Fall 2014 DHS/OHA Caseload Forecast.

Care must be taken in interpreting some of this forecast’s results. Because county-by-county
values are presented, small numerical values are forecast and published. As the number of
cases in a caseload shrinks, the possibility of forecasting error grows. In general, the forecasts
presented here are designed to illustrate the general magnitude of caseloads and trends

for each county. They are not presented to conform to a highly specific numerical target for
caseloads through June 2017. This is especially true for counties with small populations where
a modest increase in caseload represents a major percentage increase.

Changes to Forecasted Caseloads

Starting in January 2014, the Oregon Health Authority implemented several significant chang-
es in how Medicaid is delivered due to the federal Patient Protection and Affordable Care

Act of 2010 (ACA). The ACA allows eligibility for Medicaid caseloads to be extended to higher
income levels. As a result of this expansion, several programmatic changes occurred in Oregon
Health Plan (OHP) Plus:

1. Adult citizens, 19-64 years old, are now eligible for OHP Plus coverage up to 138% of the
Federal Poverty Level (FPL);

2. OHP Standard was phased out, with existing clients folded into OHP Plus;

3. A new category, “ACA Adult” was created which includes the newly eligible adults (as in-
dicated in #1 above), former Standard clients, and transfers out of TANF-Related Medical
who would have previously been considered over-income;

4. Children of families with income up to 138% of FPL now qualify for Medicaid, therefore
some children who previously qualified for OHP Plus through the Children’s Health
Insurance Program (CHIP) were transferred to Medicaid; and

5. CHIP eligibility was extended to 300% of FPL. The Healthy Kids Connect program has
been closed, and existing caseloads transferred to CHIP.

Eligibility changes have necessitated changes in how programs are organized. This reorganiza-
tion is reflected in new caseload categories that appear for the first time in this forecast cycle:

1. The category of “TANF-Related Medical” has been discontinued. Adults from this cat-
egory will now be a stand-alone category called “Parent/Caretaker Relative.”

2. A new category called “Children’s Medicaid Program” was created. This category is
made up of children from “TANF-Related Medical,” all clients from “Poverty Level
Medical-Children,” and those children who previously qualified for CHIP who were
transferred to Medicaid (see #4 above).

3. The “Poverty-Level Medical Women” category has been renamed “Pregnant Women
Program.”

4. The ACA Adults program has been split into two groups, one representing ACA Adults
who have children in the household: “ACA Adults with Children,” and a category of ACA
Adults who have no children in the household: “ACA Adults without Children.”

There are multiple unknowns at play when estimating participation in a new program and
reformulating existing ones. Chief among them is the rate at which new clients will choose to
take advantage of the expanded eligibility. The initial modeling for the uptake of expanded
Medicaid was prepared by the State Health Access Data Assistance Center (SHADAC) in con-
cert with the Oregon Health Authority (OHA). However, this estimate was quickly abandoned
as pre-enrollment in the fall of 2013 exceeded the expectations of the model. The most re-
cent forecast assumes that 78% of the total expected population of adult ACA clients (includ-
ing transfers from other programs) entered the caseload on January 1, 2014. Furthermore,
the forecast assumes that 99% of total expansion will occur by mid-2015, eventually topping
out at about 299,500 cases by mid-2017.
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Although current data is generally in agreement with this estimate, the creation of any
new program will, by definition, be a venture into the unknown. Without a caseload
his-tory to draw from, the forecasting process is based on best-evidence estimations
without the foundation usually available for the forecasts. The likelihood of forecast error,
there-fore, is larger than for established programs. Under these circumstances, error at
the county level is magnified.

In addition to the difficulty with forecasting a new program, the publicity surrounding
healthcare expansion also opens the door for a possible “welcome mat effect,” where
enrollment often occurs not only among the newly eligible, but also among the previously
eligible populations who would not have otherwise applied for services. Although growth
in non ACA-related caseloads indicates there has been some welcome mat effect, the
exact magnitude of that effect cannot be determined due to an array of other changes
occurring at the same time. Nevertheless, the welcome mat effect remains one of many
risks to the accuracy of this forecast.

The ACA expansion also influenced forecasting accuracy due to pressures put on the

OHA system overall. In order to adequately deal with the high volume of new enroll-
ments, redetermination of eligibility for some existing cases was suspended in the fall of
2013, and was only recently re-initiated. The current redetermination plan includes both
the normally occurring redeterminations as well as an aggressive schedule for working
through the redetermination backlog. This sudden review of large numbers of cases will
necessarily create a downward pressure on caseloads equal to the previous upward pres-
sure related to suspending redeterminations. This downturn in caseload is modeled in
the current forecast, but the specific details are difficult to estimate, both in timing (when
the caseloads will go down related to the backlog being addressed) and magnitude (how
many cases will be closed or transferred to a new program as a result of the redetermina-
tions).

Changes in the economy are a persistent risk to the accuracy of all forecasted caseloads.
Although patterns of economic improvement and caseload reductions in human services
have been documented in previous recessions, the only reference point for the extraordi-
nary events of the Great Recession is the “double-dip” recession of 1981. That recession
and recovery predate the existing programs in DHS and OHA, making it difficult to rec-
oncile those patterns to the current situation found in Oregon. Patterns of recovery are
especially difficult to forecast at the county level, given that different parts of the state
have different economic and employment resources to draw on.

Special Sections
Two special sections are presented in this document.

The first shows Oregon counties through the lens of a “hardship score” developed by the New
York Times Magazine. The Times created this particular scoring system in an article about Clay
County, Kentucky. The county was portrayed as the “hardest place in America to live” based
on its performance on several “livability measures” — educational attainment, household
income, unemployment rate, disability rate, live expectancy, and obesity. This section presents
Oregon counties in the same manner. Although the measures used by the New York Times
might be controversial in terms of what determines “livability” or “hardship,” these measures
are nevertheless useful for understanding how the economy and the residents of the counties
are doing, and how they’re likely to do in the future.

The second special section illustrates areas of the state with the highest poverty density — that
is, spots with the highest percentage of poor residents within a relatively small area. These
poverty density measures are at the level of census tracts, and represent the first time the
regional forecast has presented data at a smaller-than-county level.
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Regional Forecast Methodology

Each forecast was developed using time series models; however, different methods were
used for different programs based on goodness-of-fit. For the current forecast, several pro-
grams used the Statewide Forecast as an independent variable. This controlled for the inabil-
ity of local time series models to detect the variation caused by the recession and recovery.
However, it also means that, in the future, counties that do not follow the statewide trend
could be distorted to match the expected statewide pattern. As patterns at the county level
are better understood, forecasts will become more accurate.

Goodness-of-fit was determined for each program’s forecast by summing the total county
values and comparing the result to the official Statewide Forecast. Generally, if the Regional
Forecast was within 5 percent of the Statewide Forecast, it was accepted as valid. There will
be some inherent error because regional values used for the analysis will never total the
exact amount of the statewide historic values. In addition, statewide forecasts use different
forecast methods not available to the regional forecasts.

To avoid internal discrepancies, each forecast is apportioned to the official Statewide Fore-
cast. Thus, the critical information from the regional forecast becomes the forecast direction
of caseload change and the magnitude of change in comparison to the state as a whole.

Data from multiple sources were used in order to interpret the forecast for each county and
provide basic demographic and economic information. Information was included from:

e The U.S. Census Bureau, “American Community Survey” 1 year (2012) estimates, 3 year
(2010-2012) estimates, and 5 year (2008-2012) estimates.

e The Oregon Employment Department’s “Oregon Labor Market Information System,”
“Current Employment Statistics” and “Labor Force and Unemployment by Area” data,
August, 2014;

e The Portland State University Population Research Center, “Estimates of Population Age
Groups for Oregon and Its Counties,” July 1, 2013;

e Oregon Economic and Revenue Forecast, June, 2014, Volume XXXIV, No.2.
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I
Counties of Oregon and the "Livability Index"

This section focuses on the “livability” of counties across the state using a method created by the New York Times Magazine in a story about Clay County, Kentucky!. The Times’ scoring
method examined county performance based on two groups of indicators: one economic, and the other health-based. Economic indicators of livability include educational attainment
(number of residents with a college education), household income, and unemployment rate. The measures of health include disability rate, live expectancy, and obesity.

This section presents Oregon counties in the same manner. Scores on the six measures of livability were developed. An overall index was created based on the ranking of each county
compared to the other counties in the state, and averaged to create a single livability score. The results appear on the following pages. Each table shows how the county scored on the six

measures, as well as the index score each achieved. In the far right column is a rank of that county compared to every county in the United States (all 3,135 of them) as scored by the New
York Times.

Index values are displayed in maps with colors representing where the county scored in quartiles — the lower the score, then better the county’s performance. Best scores are displayed in
green, second best in blue, third quartile in yellow, and bottom quartile in red.

Although the measures used by the New York Times might be controversial in terms of what determines “livability” or “hardship,” these measures are nevertheless useful for understanding
how the economy and the residents of the counties are doing, and how they’re likely to do in the future.

1. See: http://www.nytimes.com/2014/06/29/magazine/whats-the-matter-with-eastern-kentucky.html

5 FALL 2014 DHS OHA REGIONAL FORECAST BY DISTRICT



I
Livability Index: Northwest Oregon

Median Hhold % with College % . Life Rank (of 3,135
Income Education Unemployed % Disabled Expectancy % Obese Index Score Counties)
Clatsop $45,691 21.1% 6.1% 1.1% 78.3 35% 12.5 1,097
Columbia $52,739 17.4% 7.6% 1.3% 78.2 38% 18.7 1,481
Tillamook $42,957 20.3% 6.5% 1.1% 78.8 36% 14.5 1,368
Multnomah $54,024 39.2% 6.2% 1.4% 78.9 30% 7.3 597
Clackamas $66,758 31.8% 6.2% 0.7% 80.1 33% 4.0 271
Washington $63,238 39.5% 5.8% 0.6% 81.4 32% 2.2 103
Marion $46,873 20.8% 7.4% 1.4% 78.4 38% 18.0 1,546
Polk $49,781 28.5% 6.7% 1.0% 79.6 39% 11.8 989
Yambhill $58,612 22.5% 6.6% 0.8% 79.8 37% 9.3 786
Benton $47,808 48.6% 5.5% 0.7% 81.2 32% 3.7 159
Lincoln $42,342 24.0% 7.7% 1.5% 77.4 37% 22.0 1,664
Linn $45,130 16.1% 8.5% 1.7% 777 37% 23.8 1,828

As a region, the counties of the Northwest part of the state score best on the “livability Index.” This isn’t surprising, given the resources available
in the urban center of the Portland Metro area. Clatsop County score is aided by its relatively low unemployment. Columbia County has a very high
income rank, yet a low number of college educated people, especially in contrast to the rest of the region. Tillamook County is a bit low in income
and the number of college educated in the county, but scores well on the other measures.

Multnomah, Clackamas, and Washington all score very high on all measures with one exception — Multnomah County has a high number of disabled
persons. This may be due to the number of disabled people moving to the Portland Metro area in search of services that they would not otherwise
find in other parts of the state.

The mid-valley area is a mixed bag in terms of livability scores. Marion County is solidly in the middle of the pack compared to other counties in the
state, but has high obesity and disability ranks, a bad sign when thinking about the overall health of a region. Polk County scores in the top ten in
some measures, but has a very high obesity ranking, as does Yamhill. Benton County has the highest proportion of college educated residents in the
state, and scores in the top five in all other livability measures except income, which is a bit low. The income measure may be weighed down a bit by
the large number of college students in Corvallis.

Lincoln and Linn counties don’t fare as well as their neighbors in livability scores, Lincoln does well in numbers of college educated residents, but
is near the bottom in life expectancy and percent of the population with disabilities. Linn also ranks near worst in disabilities, and has a very low
percent of the population with a college education.
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Livability Index: Southwest Oregon

Median Hhold % with College | . Life Rank (of 3,135
Income Education % Unemployed % Disabled Expectancy % Obese Index Score Counties)
Lane $43,459 27.5% 6.9% 1.4% 79.3 33% 12.7 1,087
Douglas $40,605 15.2% 9.8% 1.6% 77.4 38% 2,228
Coos $37,345 17.8% 8.9% 2.1% 76.5 39% 2,379
Curry $38,017 20.4% 10.7% 1.3% 77.5 37% 1,881
Jackson $43,363 24.4% 8.6% 1.1% 78.6 32% 14.0 1,215
Josephine $38,298 16.4% 9.8% 1.8% 77.3 36% 2,198

The southwest region of the state has some of the poorest performers in the “livability Index,” with especially poor health indicators (such as
disability and life expectancy). The one outlier is Lane County, which scores in the top ten in number of college educated, life expectancy, and low
rates of obesity. Douglas County fares poorly in all ranking, near bottom in every livability measure except income, which is closer to the middle of
the pack. Douglas County has been dealing with high unemployment for a long time, and has a greying population, more inclined to disability and
obesity.

Coos and Curry counties have been dealing with high unemployment and low income since before the Great Recession, which pulls their rankling
down. Curry has one of the highest unemployment rates in the state, and Coos County has the poorest scores in the state in disability and life
expectancy. Josephine County also fares poorly in measures of healthy population, with scores near the bottom in disability and life expectancy (but
fares better than some of its neighbors in obesity).

Jackson County, with the economic engine of Medford, fares better than any of its immediate neighbors, with top-five scores on college education
and low obesity. Disability and life expectancy are fairly good, as is income. Medford has been struggling with high unemployment, which keeps its
overall livability score down a bit, but it is improving. Given the advantages the Medford area has in education and health, it’s likely that it is poised
for better times, especially if California immigrants start to arrive in the numbers they did before the Great Recession.
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Livability Index: Central Oregon

Rank (of 3,135

Median Hhold % with College Life

Central Oregon Liveability

Income Education % Unemployed % Disabled Expectancy % Obese Index Score Counties)
Gilliam $45,833 16.1% 6.3% 1.4% 78.0 38% 19.3 1,599
Hood River $58,344 26.4% 5.1% 0.5% 79.4 35% 5.2 311
Sherman $44,583 14.8% 6.3% 1.5% 78.0 38% 22.7 1,842
Wasco $42,080 20.6% 6.4% 1.4% 78.0 40% 20.8 1,674
Wheeler $36,357 14.8% 7.0% 1.2% 77.5 36% 233 1,760
Crook $35,052 14.4% 10.2% 1.2% 78.7 35% 24.0 1,844
Deschutes $46,791 30.5% 8.2% 0.8% 80.1 28% 552
Jefferson $45,069 15.5% 9.5% 1.6% 77.9 39% 2,056
Klamath $36,885 19.5% 9.9% 1.7% 76.6 34% 1,945
Lake $40,049 19.8% 9.5% 1.7% 76.6 34% 1,959

Liveability index
(Lower is Better)
B | First QuartssiLowen)

B 5econd Custin

Third Craartis
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The central part of Oregon is most definitely a mixed bag, with some of the best and worst performers on “livability.” Among the counties in the
gorge area, Hood River scores best, ranking in the top ten in every measure of livability, even rates of the college educated — a pattern not generally
seen in counties with agricultural roots. It’s a sign that Hood River is pivoting away from agriculture/tourism and toward new industries, as well as
becoming an “xburb” of Portland.

Other areas of the gorge fare well in livability, with relatively low unemployment and good to middle scores on other indicators. There are some
wrinkles, though — Wasco is near the bottom in measures of obesity. Sherman is near the bottom in college education. Wheeler is near the bottom in
income.

The middle section of the state — Crook, Deschutes, and Jefferson counties — took a big economic hit during the Great Recession, and it has carried
over. Crook is near bottom in income, number of college educated residents, and unemployment, yet scores well on measures of health. Jefferson
scores near the bottom on almost every measure except income, which is moderately good. Deschutes, though, is where the best news resides. After
a deep slide due to the housing crisis, the Bend area is roaring back, with good scores in income and an improved unemployment picture. Added to
that top-ten scores on all health measures and relatively high income, and it looks like the Bend area is poised for much better days going forward.
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Livability Index: Eastern Oregon

Median Hhold % with Coll Lif Rank (of 3,135 Eastern Oregon Liveabilit
edian Fho oW ? =2 % Unemployed % Disabled e % Obese Index Score ank (0 . g = x
Income Education Expectancy Counties) b
Morrow $48,457 11.1% 7.8% 1.0% 77.5 40% 22.7 1,941
Umatilla $48,514 14.8% 7.6% 1.2% 77.5 41% 22.7 1,887 S
Baker $40,348 20.5% 8.7% 1.4% 78.6 36% 20.7 1,584
Union $41,462 21.5% 7.5% 1.3% 78.3 36% 17.7 1,432
Wallowa $40,204 22.3% 9.0% 0.9% 78.6 36% 17.0 1,346 Liveability index
Grant $34,337 17.5% 11.2% 0.9% 78.8 35% 20.7 1,679 Bt |
Harney $39,674 15.7% 10.5% 1.4% 78.8 35% 23.3 1,823 —— —
Malheur $36,318 13.7% 8.9% 1.5% 771 37% _ 2,233 \
The eastern side of the state is the only region that has no counties in the first (that is, best) quartile in “livability score.” Still, the east has some N
strengths, although they are somewhat undermined by a poor job market that has kept unemployment high for years. A
Morrow and Umatilla score in the top ten in income level, but share the very bottom two scores in obesity rate. Both counties are also lagging behind
other parts of the state in number of college educated residents, and life expectancy.
Baker and Union counties manage to score in the middle of the pack on all measures of livability. Wallowa is essentially the same as the other two, but
with a relatively low score on income. e

Grant County has favorable ranking in health measures — numbers of disabled residents, life expectancy, and obesity. But Grant is dead last in
unemployment and income level. The local economy in Grant County has been a long-term problem. Harney and Malheur counties also score near the
bottom in income and unemployment. These two counties also score poorly on numbers of college educated and rates of disability. Malheur has a poor
score on rates of obesity compared to other counties in the state.
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Areas of High Poverty Density

The US Census Bureau organizes the county into census tracts in order to conduct the decennial census. Each hY
tract is required to be within the same county, and be contiguous. Because census tracts were designed to (C"\E_‘\/\ Washington !
facilitate the census count, some tracts can be very large in rural areas where few people live, or quite small in ac"""“’P IICqumhi -
urban areas with a dense population. ¢
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Tracts are useful for analysis of social and demographic issues, and a good deal of data is collected by the '“"3““""':‘;:‘-;_\”\"“?\5 !
1 ] [EEEE,
|_] S—
publication. To highlight the very highest poverty areas. This report focuses on areas where one in three ) [
residents (33%) are in poverty. For a more detailed analysis of all the high poverty density areas, see http:// e e Wheeler |
JEJen'Ion

Wallowa

e

y

The Census Bureau defines census tracts of “high poverty density” as any tract that has 20 percent or more Y _r_ amhill
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Census Bureau at the census tract level. This analysis looks as poverty in census tracts in Oregon. B
www.oregon.gov/dhs/ofra/Pages/index.aspx and click High Poverty Hotspots - 2014. e .
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At right is a map showing all of the state’s highest poverty areas. The graphics are organized so that color I il
represents the percent of the population in poverty, while the size of the circle represents the total number H @
of people in poverty. The most intensive poverty areas would therefore have a high percent in poverty, and a ,fr__.rf“‘u /j
large number of people in poverty. /
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As can be seen on the map, poverty density is not an urban phenomenon. One of the highest poverty counts L H——-[
is in rural Josephine County, in the Cave Junction area. Another is located in Redmond, in Deschutes County.

Malheur

c
High Poverty areas can happen in any part of the state, regardless of overall economic conditions. Clackamas y = JJ ;
and Washington counties are generally considered high-wealth areas when measuring median household “ | ‘
income, yet both contain high-poverty neighborhoods. _’f

Harney

Detailed maps of the high-poverty areas can be found on the following pages, along with information HI

about the demographics of the census tracts being examined. Almost all the census tracts displayed in this }
publication are different than the state overall in several ways: \
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A higher percentage of people on public assistance (TANF, SNAP), (,3 California

A higher percentage of single parents (especially in urban tracts),

A higher percentage of disabled persons (especially in rural tracts),

A larger number of racial and ethnic minorities (true of all urban and some rural tracts),

A much smaller number of high school graduates, and Legend

A larger number of persons employed in service sector jobs. Service sector jobs are often found to be Population Below Poverty Level Percent Below Poverty Level

low-paying, and provide only part time or part year employment. O &34-1004 33. 35%
1005 - 1518

Some census tracts that met the criteria for inclusion in this analysis were eliminated because they contained 8 S— —

a very large number of people living in group quarters, such as is common with college dormitories and O . BN 40.1-50%

prisons. Other tracts were eliminated due to the overwhelmingly large number of college students living B o1 100%

in the tract (the cutoff was 75 percent or greater enrolled in college). Although it is true that some college O 2786 - 3057

students meet the traditional definition of poverty, others who have little or no income are actually supported

by other means, and including them could distort this analysis.

Al e
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Areas of High Poverty Density: Eugene/Springfield
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Eugene/Springfield - This metro area contains several areas of high-density poverty. All four census tracts illustrated here have a large percentage of disabled people in the census tract and a large percentage of people living on
$10,000 or less per year. It should be noted that other census tracts which also show high-poverty density in the Eugene area have been eliminated from this analysis, given that they contain a large preponderance (over 75%)

Franklfin givd

vard

Hif

of residents enrolled in college.
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Areas of High Poverty Density: Klamath Falls and Medford
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Klamath Falls - Census tracts 9712, 9716, and 9718 (referred to as 12, 16, and 18 on the map above) follow state Highway 39 and
Business 97 through the northern part of the city of Klamath Falls. Tracts 9712 and 9716 have high concentrations of Hispanics,
especially census tract 9716, where over a third of residents are Hispanic. Tract 9716 is also notable in the number of residents
with a college education — only 5.7 percent, the lowest of all high-poverty tracts under consideration in this document. Statewide,
30 percent of the population is college educated.

Census tract 9718 has a very high American Indian population (12.5 percent, versus less than 2 percent statewide) and a high
percent of disabled residents (22 percent).
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Medford - Jackson County’s census tract 1 is sandwiched between highway 99 and interstate 5 in central Medford. It contains the
highest concentration of poverty of any tract in the state. Over 50 percent of the residents of the area are living in poverty. AlImost
a third of all households are getting by on less than $10,000 a year. It has the highest percentage of residents in service sector jobs
(42 percent) of any high-poverty tract in the state, is very high in numbers of disabled people (28.5 percent, essentially double

the statewide value), and is very high in percentage Hispanic (one third of all residents). Probably as a result of the large Hispanic
population, the number of households where English is not spoken in the home is very high (28 percent of the area, compared to 15

percent statewide).
Only 64 percent of the residents of census tract 1 completed high school.

Census tract 2.02 is adjacent to tract 1, to the west along west Main St. like census tract 1, about a third of the residents are Hispanic.
It also has a high number of residents who live on less than $10,000 a year.

Tract 5.02 is east of interstate 5, south of East McAndrews Road. It is high in the number of households getting by on less than $10,000

ayear.
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Areas of High Poverty Density: Astoria, Redmond, and Ontario
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Astoria - Census tract 9503 in Clatsop County (above) comprises the eastern half of Astoria. It contains a large concentration of Hispanic
residents (17 percent, compared to 12 percent of the state as a whole), and a large percentage of households where a language other than
English is spoken in the home (20 percent, versus 15 percent statewide). Despite the fact that the eastern Astoria area has high-density
poverty, it is somewhat economically diverse, with a higher median household income than most areas fitting the high-density definition.

Redmond - Census tract 9 in Deschutes (upper right) represents the southeastern area of the town of Redmond, Oregon. Its northern
boundary is essentially highway 126 as it snakes through town. It has a high concentration of Hispanic residents (15 percent in the tract,
compared to 12 percent statewide) and a higher concentration of households with children (thirty-seven percent in the area, compared to
29 percent statewide).

Ontario - Malheur County’s census tract 9704 (bottom right) comprises the eastern half of the city of Ontario. It is the smallest, most
densely populated census tract in an otherwise rural county. It is very high in number of households getting by on less than $10,000 a

year (21 percent), very high in number of Hispanic residents (54 percent, the highest ratio of all tracts measured here) and is very high in
residents who speak a language other than English in the home (45 percent). Only 65 percent of the residents of the eastern part of Ontario
completed high school.
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Areas of High Poverty Density: Corvallis and Albany
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Corvallis - Census tract 10.01 hugs the western side of highway 99 as it enters the city limits of Corvallis. It is higher in racial/ethnic minorities compared to statewide (larger numbers of African American, Asian, and Hispanics than
can be found statewide), and has a high number of families reporting speaking a language other than English around the house (27 percent in the tract, compared to 15 percent statewide). It should be noted that other census tracts

which also show high-poverty density in the Corvallis area have been eliminated from this analysis, given that they contain a large preponderance (over 75%) of residents enrolled in college.

Albany - Neighboring Linn County has two census tracts that are high in poverty: 208.01 and 208.02. These tracts represent the central part of the city of Albany. These two tracts contain a large number of households that get by on
less than $10,000 a year. Tract 208.01 has a higher percentage of American Indian residents (5.8 percent) than is found statewide. Tract 208.02 contains a very high concentration of disabled persons (28.5 percent of residents).
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Areas of High Poverty Density: Salem, Rural Josephine County and Coos Bay
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Salem/Keizer - The area of Northeast Salem (left) containing census tracts 5.02
and 16.02 are among the most densely populated and highest poverty in the
state. Both tracts have a large number of residents earning $10,000 or less

(19 percent and 21 percent respectively). They are both high in single-parent
households — over 25 percent of all households in both tracts. Almost half of all
households in tract 5.02 contain children —the second highest ratio among the
high-poverty tracts. About fifty percent of the residents of both of these tracts
speak a language other than English in the household.

Coos Bay - Census tract 5.02 in Coos County (right) is in the Coos Bay area of the
county. It contains a high percentage of disabled people (27 percent). In other
ways, this area does not have the usual indicators of poverty, and has a very low
percentage of households on public assistance compared to other tracts in this
analysis.

Rural Josephine County - Census tract 3616 (lower right) comprises a large section
of southern Josephine County along the California border. It includes the towns of
Cave Junction, O’Brien, Kerby, and Takilma. It is the most rural of the census tracts
with high poverty concentrations, and has a high population of people over the
age of 65.
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Areas of High Poverty Density: Portland Metro
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For more information about the poverty density in Portland Metro area, please see the following page.
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Multnomah County has a large number of census tracts that conform to the statistics of a very-high-density poverty area (over 33 percent in poverty).

Census tract 34.01 includes portions of the Humboldt and King neighborhoods. It contains a large number of single parent households (24 percent of all households, compared to 8.5 percent
statewide). This census tract contains the largest concentration of African Americans of any high-poverty area. Thirty-five percent of the residents of this tract are Black, while statewide African
Americans make up less than two percent of the population.

Census tract 76 is the Cully neighborhood. It is high in Hispanic households, who make up 28 percent of the population. Forty-one percent of the population speaks a language other than
English in the home, suggesting a large immigrant population.

Census tract 82.02 is the Mill Park area. It is the most economically diverse area that is included in this analysis — it contains more people with high income and lower levels of public assistance
than any other census tract in this analysis. However, it does contain a large number of people in poverty. This area has a high concentration of African Americans, Asians, and Hispanics. Forty-
one percent of the residents of this tract speak a language other than English in the home.

Tract 83.01 is a portion of the Foster Powell neighborhood. It contains a high concentration of people living on $10,000 or less (19 percent, compared to 7.6 percent statewide). It is very high in
the proportion of residents over 65 (35 percent) and the number of residents who speak a language other than English in the home (52 percent). This census tract contains a large number of
African Americans (11 percent) and an especially high concentration of Asian Americans (29 percent in a state that has an Asian minority of 3.9 percent).

Census tract 96.06 is part of Gresham. It has a very high concentration of households who get by on $10,000 or less a year (22.5 percent). It is also very high in the number of households with
children (45 percent). Thirty-six percent of the census tract is Hispanic (compared to 12.5 percent statewide).

Census tract 98.01 is in Gresham, near Venice Park. It has a high concentration of single parents (22 percent, compared to a statewide value of 8.5 percent), and a high concentration of
households containing children in general (42 percent). It contains a large number of non-white residents, with high concentrations of African Americans, American Indians, and Pacific
Islanders/Native Hawaiians. Language other than English is spoken in 39.5 percent of the households. This census tract is also more economically diverse than most in this analysis, and has
more relatively high income residents than most high-poverty areas.

Census tract 103.04 is in the Wood Village neighborhood. It contains a high percentage of households with children (42 percent, compared to a statewide value of 29 percent). It also has more
non-whites than the state overall, with higher concentrations of African Americans, American Indians, and Pacific Islanders/Native Hawaiians.

Washington County has two high density poverty areas. Census tract 320.05 is in the Durham area of Washington County. It has one of the highest ratios of households with children (over 40
percent) of any high-poverty tract in this analysis. Over 40 percent of the residents are Hispanic. Thirty-eight percent of residents speak a language other than English in the home. Tract 320.05
contains a larger percentage of African Americans, Pacific Islander/Native Hawaiian, and American Indians than can be found statewide.

Census tract 324.09 in Washington County is one of the most densely packed areas of Hillsboro. It runs east from SE 10™ Ave to SE 24 Ave. It is very high in single parent households (24
percent, compared to 8.5 percent statewide) and has the highest ratio of households with children present (56.5 percent) of any tract in this analysis. It also has a higher percentage of
Hispanics (75 percent) than any other high-poverty tract.

Clackamas County is one of the most affluent and highly populated counties in the state. It has only one tract with high poverty density. Tract 221.08 is bounded by Carver Road to the north
and the Clackamas River to the south. Most of the area is industrial, but has some residential interspersed in the area, including a large mobile home park. Very few residents of tract 221.08
have a college education (8.6 percent of the residents of the area, compared to 30 percent statewide). A large number of residents (23 percent) get by on $10,000 or less per year.
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Total Department of Human Services Biennial Average Forecast comparison

Current Biennium

Spring 14
Forecast
Self Sufficiency
Supplemental Nutrition Assistance Program (households) 429,661
Temporary Assistance for Needy Families - Basic and UN
(families: cash assistance) 33,336
Child Welfare (children served)
Adoption Assistance 11,190
Guardianship Assistance 1,365
Out of Home Care 7,477
Child In-Home 1,717
Vocational Rehabilitation Services 8,836
Aging and People with Disabilities
Long-Term Care: In-Home 13,863
Long-Term Care: Community-Based 11,656
Long-Term Care: Nursing Facilities 4,320
Intellectual and Developmental Disabilities
Total I/DD Services 16,251
Total Case Management Enrollment 22,139

Fall 14
Forecast

437,386
32,953

11,101
1,382
7,319
1,543

8,936

14,438
11,526
4,219

16,067
22,203

% Change

Between
Forecasts

1.8%
-1.1%

-0.8%
1.2%
-2.1%
-10.1%

1.1%

4.1%
-1.1%
-2.3%

-1.1%
0.7%

Fall 14 Forecast

2013-15

437,386
32,953

11,101
1,382
7,319
1,543

8,936

14,438
11,526
4,219

16,067
22,303

2015-17

421,679
29,048

11,182
1,557
7,285
1,441

9,963

15,486
11,915
4,023

17,868
24,223

% Change

Between
Biennia

-3.6%
-11.9%

0.7%
12.7%
-0.5%
-6.6%

11.5%

7.3%
3.4%
-4.6%

11.2%
8.6%
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Fall 14 Forecast

Medical Assistance Programs

OHP Plus

ACA Adults

Parents/Caretaker Relative?

Old Age Assistance

Pregnant Woman Program?

Aid to the Blind & Disabled
Children's Medicaid Program?
Children's Health Insurance Program
Foster, Substitute & Adoption Care
Previously used caseloads

TANF Medical*3
Poverty Level Medical - Children®

Addictions and Mental Health
Aid & Assist®
Guilty Except for Insanity (GEI)
Civil Commitment®

Total OHP Plus

Total Other Medical Assistance Programs

OHP Standard*
Total Medical Assistance Programs

Total Mandated Care

1. Parent/Caretaker Relative is a new caseload group for adults under 42% FPL. This caseload used to be part of the TANF Medical caseload.

2. Pregnant Women Program is a new name for Poverty Level Medical - Women.

3. Children's Medicaid Program is a new caseload group for children who were previously in TANF Medical, Poverty Level Medical - Children, and CHIP under 133% FPL.

4. OHP Standard program closed on Dec 31, 2013.

Starting with the Fall 2014 forecast cycle, the Mental Health caseload categories have been redefined.

5. In prior forecasts, some clients were counted more than once. With the new definitions, each client is counted only once for any given month.

Current Biennium

Spring 14
Forecast

212,496
NA
37,280
14,098
84,657
NA
72,382
18,683

188,538
179,103
807,237
50,978
15,444
873,659

178
673
3,389
5,115

Fall 14
Forecast

246,675
74,859
37,442
16,611
83,797

308,052
77,127
18,753

NA
NA
863,316
57,059
15,444
935,819

158
610
1,020
1,788

% Change
Between
Forecasts

16.1%
NA
0.4%
17.8%
-1.0%
NA
6.6%
0.4%

NA
NA
6.9%
11.9%
0.0%
7.1%

NA
NA
NA
NA

2013-15

246,675
74,859
37,442
16,611
83,797

308,052
77,127
18,753

NA
NA
863,316
57,059
15,444
935,819

158
610
1,020
1,788

6. The old Civil Commitment caseload included everyone receiving service who had been civilly committed at some point in time. The new definition counts only clients who are currently under commitment (although a proxy rule is being used to estimate the end date for clients' mandated service).

2015-17

315,000
69,512
39,944
14,780
85,456

307,000
75,245
18,753

NA

NA
925,690
63,067
NA
988,757

168
595
990
1,753

% Change
Between
Biennia

27.7%
-7.1%
6.7%
-11.0%
2.0%
-0.3%
-2.4%
0.0%

NA
NA
7.2%
10.5%
NA
5.7%

6.3%
-2.5%
-2.9%
-2.0%
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Forecasted Biennial Average Totals by County

Counties

Baker
Benton
Clackamas
Clatsop
Columbia
Coos
Crook
Curry
Deschutes
Douglas
Gilliam
Grant
Harney
Hood River
Jackson
Jefferson
Josephine
Klamath
Lake

Lane
Lincoln
Linn
Malheur

Marion

SNAP Total

Fall 14 Forecast
2013-15

2,156
6,059
27,993
4,696
5,508
10,094
2,545
2,721
16,922
15,614
132
647
821
1,645
28,621
3,649
14,437
9,987
845
47,105
6,768
16,119
4,000
38,965

Fall 14 Forecast
2015-17

2,262
5,786
27,305
4,565
5,629
9,795
2,431
2,689
14,450
14,984
128
636
828
1,444
27,692
3,609
14,442
9,858
864
45,815
6,698
16,790
4,102
36,714

Counties

Baker
Benton
Clackamas
Clatsop
Columbia
Coos
Crook
Curry
Deschutes
Douglas
Gilliam
Grant
Harney
Hood River
Jackson
Jefferson
Josephine
Klamath
Lake

Lane
Lincoln
Linn
Malheur

Marion

TANF

Fall 14 Forecast

2013-15

173
304
1,725
116
372
713
200
125
1,156
1,338
12

36

43

59
2,233
435
1,215
627
27
2,758
393
1,223
356
3,823

Fall 14 Forecast
2015-17

151
261
1,297
107
323
643
192
127
959
1,195
11
40

34

43
1,927
389
1,067
540
36
2,571
363
1,086
316
3,348

Counties

Baker
Benton
Clackamas
Clatsop
Columbia
Coos
Crook
Curry
Deschutes
Douglas
Gilliam
Grant
Harney
Hood River
Jackson
Jefferson
Josephine
Klamath
Lake

Lane
Lincoln
Linn
Malheur

Marion

Long Term Care Total

Fall 14 Forecast

2013-15

140
289
2,481
292
322
931
191
266
867
1,065
11

60
65
88
1,733
172
939
511
M
2,965
485
1,247
303
2,325

Fall 14 Forecast
2015-17

144
291
2,585
296
354
963
217
287
919
1,132
12

66

65
81
1,795
187
940
527
M
3,125
492
1,334
310
2,414

Counties

Baker
Benton
Clackamas
Clatsop
Columbia
Coos
Crook
Curry
Deschutes
Douglas
Gilliam
Grant
Harney
Hood River
Jackson
Jefferson
Josephine
Klamath
Lake

Lane
Lincoln
Linn
Malheur

Marion

Oregon Health Plan Total

Fall 14 Forecast
2013-15

4,312
13,000
66,176

9,629
10,858
18,896

5,709

5,600
40,559
30,667

346

1,422

1,788

6,010
60,225

7,929
27,775
20,049

1,832
91,335
13,236
33,421

9,649
92,986

Fall 14 Forecast
2015-17

4,249
12,648
65,505
9,345
10,442
18,614
5,478
5,722
39,176
30,304
346
1,441
1,789
5,931
57,730
7,776
27,300
19,668
1,782
89,901
12,892
32,922
9,507
91,326
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Forecasted Biennial Average Totals by County (Cont'd)

Counties

Morrow
Multnomah
Polk
Sherman
Tillamook
Umatilla
Union
Wallowa
Wasco
Washington
Wheeler
Yambhill

SNAP Total

Fall 14 Forecast

2013-15

1,125
96,196
7,961
145
2,791
8,311
2,766
615
3,127
35,769
139
10,393

Fall 14 Forecast

2015-17

1,153
94,299
7,024
149
2,778
7,313
2,675
635
3,050
33,253
139
9,697

Counties

Morrow
Multnomah
Polk
Sherman
Tillamook
Umatilla
Union
Wallowa
Wasco
Washington
Wheeler
Yambhill

TANF

Fall 14 Forecast

2013-15

97
7,990
780

103
700
285
44
153
2,614
10
710

Fall 14 Forecast

2015-17
83
7,207
679
5
105
576
249
37
144
2,327

603

Counties

Morrow
Multnomah
Polk
Sherman
Tillamook
Umatilla
Union
Wallowa
Wasco
Washington
Wheeler
Yambhill

Long Term Care Total

Fall 14 Forecast

2013-15

51
7,049
613
11
179
643
226
64
300
2,458
11
787

Fall 14 Forecast

2015-17

53
7,357
635
13
181
658
224
63
284
2,546
13
823

Counties

Morrow
Multnomah
Polk
Sherman
Tillamook
Umatilla
Union
Wallowa
Wasco
Washington
Wheeler
Yambhill

Oregon Health Plan Total

Fall 14 Forecast

2013-15
2,969
191,230
17,741
300
6,123
20,376
6,511
1,667
7,459
94,020
306
23,425

Fall 14 Forecast

2015-17
2,857
187,242
17,534
312
6,024
19,783
6,463
1,720
7,464
91,276
334
22,885
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Regional Forecasts by District




District 1 Regional Forecast

Slow steady improvement in the job market continued in District 1. This led the unemployment rate to rise in the early months of 2014 as more people entered the
job market than could find employment. Some of the new entrants were new arrivals to the area, while others were people who had abandoned the job market but
reentered to take advantage of improvements in the economy.

At the end of the summer of 2014, total employment was at pre-recession levels in Clatsop and Tillamook counties, although Columbia still has ground to make up. In
Columbia County manufacturing jobs have still not recovered, nor has retail trade; but construction employment is up from 2013 and exceeds pre-recession levels.

In contrast to the statewide pattern, TANF caseload is expected to rise slightly through 2017 in Clatsop and Tillamook counties; while Columbia County is expected to
decline. The SNAP Self-Sufficiency caseload will fall for all counties in the district.

Region Total population | Percent under | Percent age 65 | Median Household Percent in poverty
and over Income
Oregon 3,919,020 22.1% 15.4% $50,251 11.3% 8.1% 7.2%
Clatsop 37,270 20.3% 18.7% $45,691 12.4% 7.0% 6.1%
Columbia 49,850 22.6% 15.8% $52,739 10.2% 8.2% 7.6%
Tillamook 25,375 19.9% 22.8% $42,957 9.9% 7.5% 6.5%
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Counties served: Clatsop, Columbia and
Tillamook

Self Sufficiency (households)
SNAP - Self Sufficiency
Clatsop
Columbia
Tillamook
District 1 total
SNAP - Aid to People with Disabilities
Clatsop
Columbia
Tillamook
District 1 total
TANF
Clatsop
Columbia
Tillamook
District 1 total

Spring 14 Forecast

3,013
3,705
1,899
8,617

1,590
1,693

838
4,121

118
377
104
599

Current Biennium

Fall 14 Forecast

3,103
3,812
1,952
8,867

1,593
1,696

839
4,128

116
372
103
591

% Change Between
Forecasts

3.0%
2.9%
2.8%
2.9%

0.2%
0.2%
0.1%
0.2%

-1.7%
-1.3%
-1.0%
-1.3%

2013-15

3,103
3,812
1,952
8,867

1,593
1,696

839
4,128

116
372
103
591

Fall 14 Forecast

2015-17

2,787
3,554
1,810
8,151

1,778
2,075

968
4,821

107
323
105
535

% Change Between

Biennia

-10.2%
-6.8%
-7.3%
-8.1%

12%

22%

15%
16.8%

-7.76%
-13.17%
1.94%
-9.5%
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Counties served: Clatsop, Columbia and Current Biennium Fall 14 Forecast
Tillamook

% Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Aging and People with Disabilities, Long-Term Care (clients)
In-Home Care

Clatsop 98 112 14.3% 112 114 1.8%
Columbia 120 130 8.3% 130 153 17.7%
Tillamook 77 77 0.0% 77 81 5.2%
District 1 total 295 319 8.1% 319 348 9.1%
Community-Based Care
Clatsop 133 133 0.0% 133 135 1.5%
Columbia 140 132 -5.7% 132 143 8.3%
Tillamook 73 75 2.7% 75 77 2.7%
District 1 total 346 340 -1.7% 340 355 4.4%
Nursing Care
Clatsop 50 47 -6.0% a7 47 0.0%
Columbia 61 60 -1.6% 60 58 -3.3%
Tillamook 33 27 -18.2% 27 23 -14.8%
District 1 total 144 134 -6.9% 134 128 -4.5%
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District 1 Regional Forecast, Oregon Health Authority (clients)

Counties served: Clatsop, Columbia and
Tillamook
Y

E

Parents/Caretaker Relative
Clatsop
Columbia
Tillamook

District 1 Total

Children's Medicaid Program
Clatsop
Columbia
Tillamook
District 1 Total
Children's Health Insurance Program (CHIP)
Clatsop
Columbia
Tillamook
District 1 Total
Pregnant Women Program
Clatsop
Columbia
Tillamook
District 1 Total
Foster Care & Adoption Services
Clatsop
Columbia
Tillamook
District 1 Total

Spring 14 Forecast

NA
NA
NA

NA

NA
NA
NA
NA

790
697
512
1,999

173
151

84
408

237
329
111
677

Current Biennium

Fall 14 Forecast

518
1,016
447

1,981

2,794
3,271
1,935
8,000

815
788
477
2,080

196
177

96
469

239
325
113
677

% Change Between
Forecasts

3.2%
13.1%
-6.8%
4.1%

13.3%
17.2%
14.3%
15.0%

0.8%
-1.2%
1.8%
0.0%

2013-15

518
1,016
447

1,981

2,794
3,271
1,935
8,000

815
788
477
2,080

196
177

96
469

239
325
113
677

Fall 14 Forecast

2015-17

471
818
437

1,726

2,777
3,206
1,965
7,948

761
751
431
1,943

184
159

86
429

239
322
111
672

% Change Between

Biennia

-9.1%
-19.5%
-2.2%
-12.9%

-0.6%
-2.0%

1.6%
-0.7%

-6.6%
-4.7%
-9.6%
-6.6%

-6.1%
-10.2%
-10.4%

-8.5%

0.0%
-0.9%
-1.8%
-0.7%
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District 1 Regional Forecast, Oregon Health Authority (clients) (continued)

Counties served: Clatsop, Columbia and Current Biennium Fall 14 Forecast
Tillamook
;‘ % Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Aid to Blind/Disabled

Clatsop 904 861 -4.8% 861 867 0.7%
Columbia 1,138 1,106 -2.8% 1,106 1,129 2.1%
Tillamook 578 587 1.6% 587 622 6.0%
District 1 total 2,620 2,554 -2.5% 2,554 2,618 2.5%
Old Age Assistance
Clatsop 336 329 -2.1% 329 328 -0.3%
Columbia 375 377 0.5% 377 420 11.4%
Tillamook 183 195 6.6% 195 200 2.6%
District 1 total 894 901 0.8% 901 948 5.2%
ACA Adults with Children
Clatsop NA 1,006 - 1,006 961 -4.5%
Columbia NA 986 - 986 940 -4.6%
Tillamook NA 590 - 590 561 -4.8%
District 1 Total NA 2,582 - 2,582 2,463 -4.6%
ACA Adults without Children
Clatsop NA 2,871 - 2,871 2,757 -4.0%
Columbia NA 2,812 - 2,812 2,697 -4.1%
Tillamook NA 1,683 - 1,683 1,611 -4.3%
District 1 Total NA 7,366 - 7,366 7,064 -4.1%
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District 2 Regional Forecast

Employment in Multnomah is at an all-time high, exceeding pre-recession levels. Job growth in the private sector easily topped 3 percent (annualized) earlier in the year
but moderated as a surge in the professional and business services industry tapered off. Public sector employment, especially at the local/county level is up, but federal
and state employment remains flat. Federal employment remains lower now than before the Great Recession in Multnomah County.

Like other areas of the state, the unemployment rate went up a little in the spring of 2014, not because of a contraction in the job market, but because of an increase
in the number of people looking for work. Some of that increase was due to new arrivals to the area, while others were people who had abandoned the job market but
returned to take advantage of an improving economy. As of August 2014, unemployment in District 2 is lower than statewide.

Self-Sufficiency caseloads are expected to fall in District 2 in line with statewide expectations.

DISTRICT 2 Population Unemployment

Total population | Percent under | Percent age 65 | Median Household | Percent in poverty

age 18 and over Income
Oregon 3,919,020 22.1% 15.4% $50,251 11.3% 8.1% 7.2%
Multnomah 756,530 20.0% 11.5% $54,024 11.9% 7.0% 6.2%
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Counties served: Multnomah Current Biennium Fall 14 Forecast
% Change Between % Change Between

Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Self Sufficiency (households)
SNAP - Self Sufficiency

Multnomah 66,838 69,530 4.0% 69,530 65,642 -5.6%

District 2 total 66,338 69,530 4.0% 69,530 65,642 -5.6%
SNAP - Aid to People with Disabilities 26,619 26,666 0.2% 26,666 28,657 7.5%

District 2 total 26,619 26,666 0.2% 26,666 28,657 7.5%
TANF

Multnomah 8,083 7,990 1.2% 7,990 7,207 -9.8%

District 2 total 8,083 7,990 -1.2% 7,990 7,207 -9.8%

Aging and People with Disabilities, Long-Term Care (clients)
In-Home Care

Multnomah 3,247 3,369 3.8% 3,369 3,591 6.6%

District 2 total 3,247 3,369 3.8% 3,369 3,591 6.6%
Community-Based Care

Multnomah 2,533 2,504 -1.1% 2,504 2,638 5.4%

District 2 total 2,533 2,504 -1.1% 2,504 2,638 5.4%
Nursing Care

Multnomah 1,223 1,176 -3.8% 1,176 1,128 -4.1%

District 2 total 1,223 1,176 -3.8% 1,176 1,128 -4.1%
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District 2 Regional Forecast, Oregon Health Authority (clients)

Counties served: Multnomah

)

Parents/Caretaker Relative
Multnomah
District 2 Total
Children's Medicaid Program
Multnomah
District 2 Total

Children's Health Insurance Program (CHIP)

Multnomah
District 2 Total
Pregnant Women Program
Multnomah
District 2 Total
Foster/Substitute Care
Multnomah
District 2 total
Aid to Blind/Disabled
Multnomah
District 2 total
Old Age Assistance
Multnomah
District 2 total
ACA Adults with Children
Multnomah

District 2 Total

ACA Adults without Children
Multnomah
District 2 Total

Spring 14 Forecast

NA
NA

NA
NA

11,747
11,747

2,475
2,475

3,299
3,299

18,616
18,616

9,727
9,727

NA
NA

NA
NA

Current Biennium

Fall 14 Forecast

14,820
14,820

57,568
57,568

12,280
12,280

2,954
2,954

3,221
3,221

18,404
18,404

9,781
9,781

18,731
18,731

53,427
53,427

% Change Between
Forecasts

4.5%
4.5%

19.4%
19.4%

-2.4%
-2.4%

-1.1%
-1.1%

0.6%
0.6%

2013-15

14,820
14,820

57,568
57,568

12,280
12,280

2,954
2,954

3,221
3,221

18,404
18,404

9,781
9,781

18,731
18,731

53,427
53,427

Fall 14 Forecast

2015-17

14,208
14,208

57,462
57,462

11,354
11,354

2,670
2,670

3,179
3,179

18,673
18,673

10,522
10,522

17,885
17,885

51,299
51,299

% Change Between
Biennia

-4.1%
-4.1%

-0.2%
-0.2%

-7.5%
-7.5%

-9.6%
-9.6%

-1.3%
-1.3%

1.5%
1.5%

7.6%
7.6%

-4.5%
-4.5%

-4.0%
-4.0%
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District 3 Regional Forecast

Almost all employment sectors are up from the previous year in District 3, including construction. Still, construction employment remains a shadow of its former self
compared to the building boom of the 2000's. Yamhill County, which was spared some of the worst effects of the Great Recession, has seen growth taper off while
Marion and Polk counties show a more vigorous recovery pattern.

Self-Sufficiency caseloads are expected to fall through 2017. Reductions will be fastest in Polk County.

Region Total population | Percent under | Percent age 65 | Median Household | Percent in poverty Aug-13 Aug-14
age 18 and over Income

Oregon 3,919,020 22.1% 15.4% $50,251 11.3% 8.1% 7.2%
Marion 322,880 26.1% 14.0% $46,873 14.1% 8.6% 7.4%
Polk 77,065 24.3% 16.1% $49,781 13.3% 7.8% 6.7%
Yamihill 101,400 24.4% 14.9% $58,612 10.0% 7.5% 6.6%
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Counties served: Marion, Polk and
Yamhill

Self Sufficiency (households)

SNAP - Self Sufficiency

Marion

Polk

Yambhill

District 3 total
SNAP - Aid to People with Disabilities

Marion

Polk

Yambhill

District 3 total
TANF

Marion

Polk

Yambhill

District 3 total

Current Biennium

Spring 14 Forecast

29,044
5,901
7,602

42,547

9,208
2,036
2,579
13,823

3,868
789
718

5,375

Fall 14 Forecast

29,740
5,922
7,810

43,472

9,225
2,039
2,583
13,847

3,823
780
710

5,313

% Change Between
Forecasts

2.4%
0.4%
2.7%
2.2%

0.2%
0.1%
0.2%
0.2%

-1.2%
-1.1%
-1.1%
-1.2%

2013-15

29,740
5,922
7,810

43,472

9,225
2,039
2,583
13,847

3,823
780
710

5,313

Fall 14 Forecast

% Change Between

2015-17 Biennia
26,760 -10.0%
4,763 -19.6%
6,850 -12.3%
38,373 -11.7%
9,954 7.9%
2,261 10.9%
2,847 10.2%
15,062 8.8%
3,348 -12.4%
679 -12.9%
603 -15.1%
4,630 -12.9%
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Counties served: Marion, Polk and Current Biennium Fall 14 Forecast
Yambhill

% Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Aging and People with Disabilities, Long-Term Care (clients)
In-Home Care

Marion 1,028 1,088 5.8% 1,088 1,169 7.4%
Polk 275 280 1.8% 280 303 8.2%
Yambhill 246 273 11.0% 273 299 9.5%
District 3 total 1,549 1,641 5.9% 1,641 1,771 7.9%
Community-Based Care
Marion 946 929 -1.8% 929 950 2.3%
Polk 249 241 -3.2% 241 244 1.2%
Yamhill 383 379 -1.0% 379 394 4.0%
District 3 total 1,578 1,549 -1.8% 1,549 1,588 2.5%
Nursing Care
Marion 302 308 2.0% 308 295 -4.2%
Polk 99 92 -7.1% 92 88 -4.3%
Yambhill 130 135 3.8% 135 130 -3.7%
District 3 total 531 535 0.8% 535 513 -4.1%
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District 3 Regional Forecast, Oregon Health Authority (clients)

Counties served: Marion, Polk and
Yambhill

.

Parents/Caretaker Relative
Marion
Polk
Yamhill
District 3 Total
Children's Medicaid Program
Marion
Polk
Yambhill
District 3 Total
Children's Health Insurance Program (CHIP)
Marion
Polk
Yamhill
District 3 Total
Pregnant Women Program
Marion
Polk
Yambhill
District 3 Total
Foster Care & Adoption Services
Marion
Polk
Yamhill
District 3 Total

Current Biennium

Spring 14 Forecast

NA
NA
NA
NA

NA
NA
NA
NA

8,417
1,391
2,074
11,882

1,323
278
356

1,957

1,775
415
430

2,620

Fall 14 Forecast

7,293
1,600
1,862
10,755

36,967
6,203
8,388

51,558

8,406
1,498
2,239
12,143

1,578
301
414

2,293

1,779
401
421

2,601

% Change Between
Forecasts

-0.1%
7.7%
8.0%
2.2%

19.3%

8.3%
16.3%
17.2%

0.2%
-3.4%
-2.1%
-0.7%

Fall 14 Forecast

2013-15

7,293
1,600
1,862
10,755

36,967
6,203
8,388

51,558

8,406
1,498
2,239
12,143

1,578
301
414

2,293

1,779
401
421

2,601

2015-17

6,705
1,689
1,826
10,220

36,489
6,200
8,370

51,059

8,603
1,395
2,052
12,050

1,473
309
378

2,160

1,777
409
407

2,593

% Change Between
Biennia

-8.1%

5.6%
-1.9%
-5.0%

-1.3%

0.0%
-0.2%
-1.0%

2.3%
-6.9%
-8.4%
-0.8%

-6.7%

2.7%
-8.7%
-5.8%

-0.1%

2.0%
-3.3%
-0.3%
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District 3 Regional Forecast, Oregon Health Authority (clients) (continued)

Counties served: Marion, Polk and Current Biennium Fall 14 Forecast
Yamihill
B % Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Aid to the Blind/Disabled

Marion 7,361 7,302 -0.8% 7,302 7,441 1.9%
Polk 1,577 1,537 -2.5% 1,537 1,558 1.4%
Yamhill 1,749 1,744 -0.3% 1,744 1,777 1.9%
District 3 Total 10,687 10,583 -1.0% 10,583 10,776 1.8%
Old Age Assistance
Marion 3,110 3,093 -0.5% 3,093 3,336 7.9%
Polk 636 644 1.3% 644 666 3.4%
Yamhill 870 851 -2.2% 851 898 5.5%
District 3 Total 4,616 4,588 -0.6% 4,588 4,900 6.8%
ACA Adults with Children
Marion NA 6,897 - 6,897 6,593 -4.4%
Polk NA 1,443 - 1,443 1,372 -4.9%
Yamhill NA 1,948 - 1,948 1,855 -4.8%
District 3 Total NA 10,288 - 10,288 9,820 -4.5%
ACA Adults without Children
Marion NA 19,671 - 19,671 18,909 -3.9%
Polk NA 4,114 - 4,114 3,936 -4.3%
Yamhill NA 5,558 - 5,558 5,322 -4.2%
District 3 Total NA 29,343 - 29,343 28,167 -4.0%
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District 4 Regional Forecast

District 4 is the most economically diverse region in this report with coastal tourism dominating Lincoln County, agriculture and manufacturing dominating Linn County,
and university employment dominating Benton County.

Of the three counties, Linn suffered worst during the Great Recession and unemployment remains higher than statewide. Still, things are improving from the previous
year with unemployment finally under 10 percent. Benton County has recovered all the jobs lost during the economic downturn, although higher-paying manufacturing
jobs have not returned. Instead, other sectors such as healthcare and social assistance are booming. Local education jobs are coming back to District 4 as rounds of cost-
cutting due to budget shortfalls have stopped and schools are refilling lost positions.

Benton and Lincoln counties are expected to see declining SNAP caseloads through 2017, although Linn County will likely see the current high caseloads level off, but not
fall. TANF caseloads will likely fall in all three counties.

Region Total population | Percent under | Percent age 65 | Median Household | Percent in poverty
age 18 and over Income
Oregon 3,919,020 22.1% 15.4% $50,251 11.3% 8.1% 7.2%
Benton 87,725 17.3% 14.0% $47,808 9.7% 6.1% 5.5%
Lincoln 46,560 17.0% 24.4% $42,342 11.0% 8.4% 7.7%
Linn 118,665 23.7% 16.8% $45,130 13.0% 10.1% 8.5%
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Counties served: Benton, Lincoln and Current Biennium Fall 14 Forecast
Linn
% Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Self Sufficiency (households)
SNAP - Self Sufficiency

Benton 4,661 4,779 2.5% 4,779 4,419 -7.5%
Lincoln 4,277 4,412 3.2% 4,412 4,139 -6.2%
Linn 11,286 11,578 2.6% 11,578 11,457 -1.0%
District 4 Total 20,224 20,769 2.7% 20,769 20,015 -3.6%
SNAP - Aid to People with Disabilities
Benton 1,278 1,280 0.2% 1,280 1,367 6.8%
Lincoln 2,351 2,356 0.2% 2,356 2,559 8.6%
Linn 4,532 4,541 0.2% 4,541 5,333 17.4%
District 4 Total 8,161 8,177 0.2% 8,177 9,259 13.2%
TANF
Benton 308 304 -1.3% 304 261 -14.1%
Lincoln 398 393 -1.3% 393 363 -7.6%
Linn 1,237 1,223 -1.1% 1,223 1,086 -11.2%
District 4 Total 1,943 1,920 -1.2% 1,920 1,710 -10.9%
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Counties served: Benton, Lincoln and Current Biennium Fall 14 Forecast
Linn

% Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Aging and People with Disabilities, Long-Term Care (clients)
In-Home Care

Benton 167 149 -10.8% 149 147 -1.3%
Lincoln 292 307 5.1% 307 316 2.9%
Linn 690 699 1.3% 699 758 8.4%
District 4 total 1,149 1,155 0.5% 1,155 1,221 5.7%
Community-Based Care
Benton 104 104 0.0% 104 112 7.7%
Lincoln 140 141 0.7% 141 142 0.7%
Linn 396 393 -0.8% 393 424 7.9%
District 4 total 640 638 -0.3% 638 678 6.3%
Nursing Care
Benton 42 36 -14.3% 36 32 -11.1%
Lincoln 40 37 -7.5% 37 34 -8.1%
Linn 162 155 -4.3% 155 152 -1.9%
District 4 total 244 228 -6.6% 228 218 -4.4%
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District 4 Regional Forecast, Oregon Health Authority (clients)

Counties served: Benton, Lincoln and
Linn

| P

Parents/Caretaker Relative
Benton
Lincoln
Linn
District 4 Total
Children's Medicaid Program
Benton
Lincoln
Linn
District 4 Total
Children's Health Insurance Program (CHIP)
Benton
Lincoln
Linn
District 4 Total
Pregnant Women Program
Benton
Lincoln
Linn
District 4 Total
Foster Care & Adoption Services
Benton
Lincoln
Linn
District 4 Total

Current Biennium

Spring 14 Forecast

NA
NA
NA
NA

NA
NA
NA
NA

938
916
2,503
4,357

171
161
501
833

219
306
715
1,240

Fall 14 Forecast

911
1,042
3,140
5,093

3,761
3,864
11,137
18,762

1,044

966
2,587
4,597

189
201
581
971

210
299
707
1,216

% Change Between
Forecasts

11.3%
5.5%
3.4%
5.5%

10.5%
24.8%
16.0%
16.6%

-4.1%
-2.3%
-1.1%
-1.9%

Fall 14 Forecast

2013-15

911
1,042
3,140
5,093

3,761
3,864
11,137
18,762

1,044

966
2,587
4,597

189
201
581
971

210
299
707
1,216

% Change Between

2015-17 Biennia
818 -10.2%
998 -4.2%

3,337 6.3%
5,153 1.2%
3,785 0.6%
3,833 -0.8%
11,023 -1.0%
18,641 -0.6%
997 -4.5%
895 -7.3%
2,389 -7.7%
4,281 -6.9%
155 -18.0%
178 -11.4%
536 -7.7%
869 -10.5%
216 2.9%
296 -1.0%
700 -1.0%
1,212 -0.3%
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District 4 Regional Forecast, Oregon Health Authority (clients) (continued)

Counties served: Benton, Lincoln and Current Biennium Fall 14 Forecast
Linn
% Change Between % Change Between
| P Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Aid to the Blind/Disabled

Benton 1,160 1,148 -1.0% 1,148 1,160 1.0%
Lincoln 1,363 1,346 -1.2% 1,346 1,364 1.3%
Linn 3,410 3,374 -1.1% 3,374 3,442 2.0%
District 4 Total 5,933 5,868 -1.1% 5,868 5,966 1.7%
Old Age Assistance
Benton 338 336 -0.6% 336 338 0.6%
Lincoln 511 523 2.3% 523 534 2.1%
Linn 1,136 1,148 1.1% 1,148 1,200 4.5%
District 4 Total 1,985 2,007 1.1% 2,007 2,072 3.2%
ACA Adults with Children
Benton NA 1,402 - 1,402 1,339 -4.5%
Lincoln NA 1,297 - 1,297 1,239 -4.4%
Linn NA 2,790 - 2,790 2,661 -4.6%
District 4 Total NA 5,488 - 5,488 5,240 -4.5%
ACA Adults without Children
Benton NA 3,999 - 3,999 3,840 -4.0%
Lincoln NA 3,698 - 3,698 3,555 -3.9%
Linn NA 7,957 - 7,957 7,634 -4.1%
District 4 Total NA 15,655 - 15,655 15,028 -4.0%
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Lane County is a microcosm of the state overall — some tourism employment, some agriculture, some manufacturing, and a white-collar workforce centered in Eugene.
Unemployment in Lane County has followed the state trend, showing a consistent pattern of slow growth. Most employment sectors are adding jobs, especially natural
resource extraction (mining and logging). Federal government employment however, continues to contract as the federal government pivots toward austerity rather than

expansion.

Lane County will see reductions in Self-Sufficiency caseloads, but at a slightly slower pace than statewide, especially where TANF is concerned.

Region Total population | Percent under | Percent age 65 | Median Household | Percent in poverty

age 18 and over
Oregon 3,919,020 22.1% 15.4% $50,251 11.3% 8.1% 7.2%
Lane 356,125 19.2% 16.9% $43,459 12.8% 8.0% 6.9%
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County served: Lane Current Biennium Fall 14 Forecast

% Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Self Sufficiency (households)
SNAP - Self Sufficiency

Lane 33,076 33,786 2.1% 33,786 31,397 -7.1%

District 5 total 33,076 33,786 2.1% 33,786 31,397 -7.1%
SNAP - Aid to People with Disabilities

Lane 13,295 13,319 0.2% 13,319 14,418 8.3%

District 5 total 13,295 13,319 0.2% 13,319 14,418 8.3%
TANF

Lane 2,791 2,758 -1.2% 2,758 2,571 -6.8%

District 5 total 2,791 2,758 -1.2% 2,758 2,571 -6.8%

Aging and People with Disabilities, Long-Term Care (clients)
In-Home Care

Lane 1,359 1,482 9.1% 1,482 1,657 11.8%

District 5 total 1,359 1,482 9.1% 1,482 1,657 11.8%
Community-Based Care

Lane 1,076 1,051 -2.3% 1,051 1,075 2.3%

District 5 total 1,076 1,051 -2.3% 1,051 1,075 2.3%
Nursing Care

Lane 443 432 -2.5% 432 393 -9.0%

District 5 total 443 432 -2.5% 432 393 -9.0%
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District 5 Regional Forecast, Oregon Health Authority (clients)

County served: Lane Current Biennium Fall 14 Forecast

% Change Between % Change Between
~y Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Parents/Caretaker Relative

Lane NA 6,795 - 6,795 5,646 -16.9%

District 5 Total NA 6,795 - 6,795 5,646 -16.9%
Children's Medicaid Program

Lane NA 25,557 - 25,557 25,578 0.1%

District 5 Total NA 25,557 - 25,557 25,578 0.1%
Children's Health Insurance Program (CHIP)

Lane 6,080 6,756 11.1% 6,756 7,423 9.9%

District 5 Total 6,080 6,756 11.1% 6,756 7,423 9.9%
Pregnant Women Program

Lane 1,553 1,852 19.3% 1,852 1,784 -3.7%

District 5 Total 1,553 1,852 19.3% 1,852 1,784 -3.7%
Foster Care & Adoption Services

Lane 2,361 2,372 0.5% 2,372 2,381 0.4%

District 5 Total 2,361 2,372 0.5% 2,372 2,381 0.4%
Aid to the Blind/Disabled

Lane 9,995 9,943 -0.5% 9,943 10,140 2.0%

District 5 Total 9,995 9,943 -0.5% 9,943 10,140 2.0%
Old Age Assistance

Lane 3,363 3,353 -0.3% 3,353 3,701 10.4%

District 5 Total 3,363 3,353 -0.3% 3,353 3,701 10.4%
ACA Adults with Children

Lane NA 9,009 - 9,009 8,595 -4.6%

District 5 Total NA 9,009 - 9,009 8,595 -4.6%
ACA Adults without Children

Lane NA 25,698 - 25,698 24,653 -4.1%

District 5 Total NA 25,698 - 25,698 24,653 -4.1%
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District 6 Regional Forecast
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Douglas County had a significant employment contraction during the Great Recession and has been slow to recover. However, things are improving and unemployment is
finally under 10 percent for the first time since 2008. Douglas County unemployment rates have been consistently higher than the state overall for the last 20 years.

Many employment sectors have been expanding in Douglas County, but manufacturing and retail trade remain weak. Construction employment began to contract before
the start of the Great Recession and has yet to fully recover.

Douglas County has a high percentage of retirement-age adults and will likely continue to feel the strain of a population in need of age-related services, while the
number of working-age adults continues to decline.

Douglas County is expected to see reductions in the Self-Sufficiency caseload in line with the statewide trend.

DISTRICT 6 Population “ Unemployment

Region Total population | Percent under | Percent age 65 | Median House- | Percent in poverty
age 18 and over hold Income
Oregon 3,919,020 22.1% 15.4% $50,251 11.3% 8.1% 7.2%
Douglas 108,850 19.9% 23.2% $40,605 14.5% 11.0% 9.8%
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County served: Douglas Current Biennium Fall 14 Forecast

7 % Change Between % Change Between
o Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Self Sufficiency (households)
SNAP - Self Sufficiency

Douglas 10,128 10,376 2.4% 10,376 9,389 -9.5%

District 6 total 10,128 10,376 2.4% 10,376 9,389 -9.5%
SNAP - Aid to People with Disabilities

Douglas 5,228 5,238 0.2% 5,238 5,595 6.8%

District 6 total 5,228 5,238 0.2% 5,238 5,595 6.8%
TANF

Douglas 1,353 1,338 -1.1% 1,338 1,195 -10.7%

District 6 total 1,353 1,338 -1.1% 1,338 1,195 -10.7%

Aging and People with Disabilities, Long-Term Care (clients)

In-Home Care

Douglas 537 571 6.3% 571 620 8.6%

District 6 total 537 571 6.3% 571 620 8.6%
Community-Based Care

Douglas 387 379 -2.1% 379 394 4.0%

District 6 total 387 379 -2.1% 379 394 4.0%
Nursing Care

Douglas 107 115 7.5% 115 118 2.6%

District 6 total 107 115 7.5% 115 118 2.6%
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District 6 Regional Forecast, Oregon Health Authority (clients)

County served: Douglas Current Biennium Fall 14 Forecast

% Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

»

Parents/Caretaker Relative

Douglas NA 3,004 - 3,004 3,177 5.8%

District 6 Total NA 3,004 - 3,004 3,177 5.8%
Children's Medicaid Program

Douglas NA 9,291 - 9,291 9,265 -0.3%

District 6 Total NA 9,291 - 9,291 9,265 -0.3%
Children's Health Insurance Program (CHIP)

Douglas 1,800 1,745 -3.1% 1,745 1,590 -8.9%

District 6 Total 1,800 1,745 -3.1% 1,745 1,590 -8.9%
Pregnant Women Program

Douglas 463 545 17.7% 545 478 -12.3%

District 6 Total 463 545 17.7% 545 478 -12.3%
Foster Care & Adoption Services

Douglas 719 745 3.6% 745 807 8.3%

District 6 Total 719 745 3.6% 745 807 8.3%
Aid to the Blind/Disabled

Douglas 3,206 3,189 -0.5% 3,189 3,248 1.9%

District 6 Total 3,206 3,189 -0.5% 3,189 3,248 1.9%
Old Age Assistance

Douglas 1,049 1,068 1.8% 1,068 1,107 3.7%

District 6 Total 1,049 1,068 1.8% 1,068 1,107 3.7%
ACA Adults with Children

Douglas NA 2,876 - 2,876 2,749 -4.4%

District 6 Total NA 2,876 - 2,876 2,749 -4.4%
ACA Adults with Children

Douglas NA 8,204 - 8,204 7,883 -3.9%

District 6 Total NA 8,204 - 8,204 7,883 -3.9%
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District 7 Regional Forecast
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Overall recovery from the Great Recession is still spotty in this corner of Oregon. The unemployment rate in Coos County has been steadily declining, although less from new
job creation than from fewer people in the county actively seeking employment. Curry County continues to suffer double-digit unemployment, which increased in 2014,
probably due to more people looking for work than before.

Improvement in the demand for wood products has increased employment in logging and related manufacturing above recession lows. Rising tourism spending is creating
gains in leisure and hospitality employment. Local government jobs in Coos County continue to contract as the public sector reduces spending in response to budget
shortfalls.

The economies of Coos and Curry counties are fighting uphill against a demographic tide. The region has lost population over the last 10 years, especially young working-age
adults. This hampers the region’s ability to grow economically. Coos and Curry counties have a high percentage of retirement-age adults and will likely continue to feel the
strain of a population in need of age-related services. At the same time, the district has a smaller base of employment-age adults to provide those services.

Self-Sufficiency caseloads in Coos County are expected to decline at a slower rate than statewide. Curry County will show a slight increase in TANF through 2017.

Region Total population | Percent under | Percent age 65 | Median Household | Percent in poverty Aug-13 Aug-14
age 18 and over Income

Oregon 3,919,020 22.1% 15.4% $50,251 11.3% 8.1% 7.2%
Coos 62,860 19.0% 23.4% $37,345 11.6% 10.4% 8.9%
Curry 22,300 15.0% 30.4% $38,017 8.4% 10.7% 10.7%
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Counties served: Coos and Curry Current Biennium Fall 14 Forecast

% Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Self Sufficiency (households)
SNAP - Self Sufficiency

Coos 6,373 6,432 0.9% 6,432 5,864 -8.8%

Curry 1,508 1,545 2.5% 1,545 1,427 -7.6%

District 7 total 7,881 7,977 1.2% 7,977 7,291 -8.6%
SNAP - Aid to People with Disabilities

Coos 3,656 3,662 0.2% 3,662 3,931 7.3%

Curry 1,174 1,176 0.2% 1,176 1,262 7.3%

District 7 total 4,830 4,838 0.2% 4,838 5,193 7.3%
TANF

Coos 722 713 -1.2% 713 643 -9.8%

Curry 126 125 -0.8% 125 127 1.6%

District 7 total 848 838 -1.2% 838 770 -8.1%

Aging and People with Disabilities, Long-Term Care (clients)
In-Home Care

Coos 546 572 4.8% 572 612 7.0%

Curry 80 91 13.8% 91 98 7.7%

District 7 total 626 663 5.9% 663 710 7.1%
Community-Based Care

Coos 278 276 -0.7% 276 276 0.0%

Curry 148 143 -3.4% 143 157 9.8%

District 7 total 426 419 -1.6% 419 433 3.3%
Nursing Care

Coos 82 83 1.2% 83 75 -9.6%

Curry 30 32 6.7% 32 32 0.0%

District 7 total 112 115 2.7% 115 107 -7.0%
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District 7 Regional Forecast, Oregon Health Authority (clients)

Counties served: Coos and Curry

{

Parents/Caretaker Relative
Coos
Curry
District 7 Total
Children's Medicaid Program
Coos
Curry
District 7 Total
Children's Health Insurance Program (CHIP)
Coos
Curry
District 7 Total
Pregnant Women Program
Coos
Curry
District 7 Total
Foster Care & Adoption Services
Coos
Curry
District 7 Total

Current Biennium

Spring 14 Forecast

NA
NA
NA

NA
NA
NA

1,174
309
1,483

328
85
413

494
78
572

Fall 14 Forecast

1,528
391
1,919

5,274
1,503
6,777

1,145
352
1,497

357
92
449

501
81
582

% Change Between
Forecasts

-2.5%
13.9%
0.9%

8.8%
8.2%
8.7%

1.4%
3.8%
1.7%

Fall 14 Forecast

2013-15

1,528
391
1,919

5,274
1,503
6,777

1,145
352
1,497

357
92
449

501
81
582

2015-17

1,539
473
2,012

5,282
1,557
6,839

1,032
384
1,416

349
88
437

507
83
590

% Change Between
Biennia

0.7%
21.0%
4.8%

0.2%
3.6%
0.9%

-9.9%
9.1%
-5.4%

-2.2%
-4.3%
-2.7%

1.2%
2.5%
1.4%
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District 7 Regional Forecast, Oregon Health Authority (clients) (continued)

Counties served: Coos and Curry Current Biennium Fall 14 Forecast

% Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

{

Aid to the Blind/Disabled

Coos 2,307 2,273 -1.5% 2,273 2,314 1.8%

Curry 613 592 -3.4% 592 590 -0.3%

District 7 Total 2,920 2,865 -1.9% 2,865 2,904 1.4%
Old Age Assistance

Coos 916 947 3.4% 947 1,016 7.3%

Curry 340 340 0.0% 340 388 14.1%

District 7 Total 1,256 1,287 2.5% 1,287 1,404 9.1%
ACA Adults with Children

Coos NA 1,784 - 1,784 1,700 -4.7%

Curry NA 584 - 584 558 -4.4%

District 7 Total NA 2,367 - 2,367 2,258 -4.6%
ACA Adults without Children

Coos NA 5,087 - 5,087 4,875 -4.2%

Curry NA 1,665 - 1,665 1,601 -3.9%

District 7 Total NA 6,753 - 6,753 6,476 -4.1%
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District 8 Regional Forecast
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Slow but steady, the Rogue Valley economy is improving and producing new jobs. Manufacturing and retail trade have seen solid increases in 2014, especially in Jackson
County. Construction employment is improving, but is lagging behind other parts of the state.

Buoyed by greater demand for wood products, logging and related manufacturing is up in Josephine County. Leisure and hospitality jobs in the Rogue Valley are nearly
back to pre-recession levels.

The region may begin to see a boost from households moving to the Rogue Valley from California — a trend that slowed during the Great Recession but is overdue to
resume.

Self-Sufficiency caseloads are expected to drop in District 8, but at a slower pace than statewide.

DISTRICT 8 Population Income Unemployment
Region Total population | Percent under | Percent age 65 | Median Household | Percent in poverty Aug-13 Aug-14
age 18 and over Income
OREGON 3,919,020 22.1% 15.4% $50,251 11.3% 8.1% 7.2%
JACKSON 206,310 21.3% 19.5% $43,363 13.9% 9.8% 8.6%
Josephine 82,815 19.8% 24.3% $38,298 14.3% 11.2% 9.8%
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Counties served: Jackson and Josephine Current Biennium Fall 14 Forecast

% Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Self Sufficiency (households)
SNAP - Self Sufficiency

Jackson 20,204 20,641 2.2% 20,641 19,030 -7.8%

Josephine 9,956 10,050 0.9% 10,050 9,702 -3.5%

District 8 total 30,160 30,691 1.8% 30,691 28,732 -6.4%
SNAP - Aid to People with Disabilities

Jackson 7,966 7,980 0.2% 7,980 8,662 8.5%

Josephine 4,379 4,387 0.2% 4,387 4,740 8.0%

District 8 total 12,345 12,367 0.2% 12,367 13,402 8.4%
TANF

Jackson 2,259 2,233 -1.2% 2,233 1,927 -13.7%

Josephine 1,229 1,215 -1.1% 1,215 1,067 -12.2%

District 8 total 3,488 3,448 -1.1% 3,448 2,994 -13.2%

Aging and People with Disabilities, Long-Term Care (clients)
In-Home Care

Jackson 867 846 -2.4% 846 916 8.3%

Josephine 451 453 0.4% 453 469 3.5%

District 8 total 1,318 1,299 -1.4% 1,299 1,385 6.6%
Community-Based Care

Jackson 762 742 -2.6% 742 747 0.7%

Josephine 341 336 -1.5% 336 336 0.0%

District 8 total 1,103 1,078 -2.3% 1,078 1,083 0.5%
Nursing Care

Jackson 140 145 3.6% 145 132 -9.0%

Josephine 153 150 -2.0% 150 135 -10.0%

District 8 total 293 295 0.7% 295 267 -9.5%
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District 8 Regional Forecast, Oregon Health Authority (clients)

Counties served: Jackson and Josephine

Parents/Caretaker Relative
Jackson
Josephine
District 8 Total

Children's Medicaid Program
Jackson
Josephine
District 8 Total

Children's Health Insurance Program (CHIP)
Jackson
Josephine
District 8 Total

Pregnant Women Program
Jackson
Josephine
District 8 Total

Foster Care & Adoption Services
Jackson
Josephine
District 8 Total

Current Biennium

Spring 14 Forecast

NA
NA
NA

NA
NA
NA

4,580
1,596
6,176

1,040
412
1,452

1,144
485
1,629

Fall 14 Forecast

5,035
2,688
7,723

18,955
8,098
27,053

4,948
1,657
6,605

1,213
513
1,726

1,189
499
1,688

% Change Between
Forecasts

8.0%
3.8%
6.9%

16.6%
24.5%
18.9%

3.9%
2.9%
3.6%

Fall 14 Forecast

2013-15

5,035
2,688
7,723

18,955
8,098
27,053

4,948
1,657
6,605

1,213
513
1,726

1,189
499
1,688

% Change Between

2015-17 Biennia
3,844 -23.7%
2,707 0.7%
6,551 -15.2%

18,750 -1.1%
8,090 -0.1%
26,840 -0.8%
4,627 -6.5%
1,538 -7.2%
6,165 -6.7%
1,110 -8.5%

476 -7.2%
1,586 -8.1%
1,232 3.6%

512 2.6%
1,744 3.3%
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District 8 Regional Forecast, Oregon Health Authority (clients) (continued)

Counties served: Jackson and Josephine Current Biennium Fall 14 Forecast
% Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia
1
Aid to the Blind/Disabled
Jackson 4,933 4,887 -0.9% 4,887 4,990 2.1%
Josephine 2,800 2,743 -2.0% 2,743 2,788 1.6%
District 8 Total 7,733 7,630 -1.3% 7,630 7,778 1.9%
Old Age Assistance
Jackson 2,037 2,047 0.5% 2,047 2,232 9.0%
Josephine 1,067 1,069 0.2% 1,069 1,114 4.2%
District 8 Total 3,104 3,116 0.4% 3,116 3,346 7.4%
ACA Adults with Children
Jackson NA 5,698 - 5,698 5,415 -5.0%
Josephine NA 2,728 - 2,728 2,605 -4.5%
District 8 Total NA 8,426 - 8,426 8,019 -4.8%
ACA Adults without Children
Jackson NA 16,253 - 16,253 15,530 -4.4%
Josephine NA 7,780 - 7,780 7,470 -4.0%
District 8 Total NA 24,033 - 24,033 23,001 -4.3%
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District 9 Regional Forecast

District 9 has the lowest population of any region of the state. Agriculture is the primary source of income in the area, which limits the opportunity for economic growth
but also provided a buffer from the worst aspects of the Great Recession.

More people are working now in District 9 than before the Great Recession, primarily in Wasco and Hood River counties. All five counties in the region have
unemployment lower than Oregon overall. Hood River County is expanding in many sectors, while Wasco shows some recent job market weakness. Wasco County is one
of the few counties in the state to show contraction in the labor force from August 2013 to August 2014.

District 9 SNAP caseloads are expected to continue to decline through 2017, and Hood River County will see large drops in SNAP Self-Sufficiency. District 9 TANF
caseloads are not expected to change much from current levels.

Region Total population | Percent under | Percent age 65 | Median Household | Percent in poverty Aug-13 Aug-14
age 18 and over Income

Oregon 3,919,020 22.1% 15.4% $50,251 11.3% 8.1% 7.2%
Gilliam 1,945 18.3% 24.9% $45,833 7.6% 7.7% 6.3%
Hood River 23,295 25.2% 13.7% $58,344 7.4% 6.1% 5.1%
Sherman 1,780 19.6% 23.8% $44,583 14.9% 7.5% 6.3%
Wasco 25,810 23.0% 19.2% $42,080 9.8% 7.5% 6.4%
Wheeler 1,430 18.1% 30.9% $36,357 9.8% 6.9% 7.0%
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Counties served: Gilliam, Hood River, Current Biennium Fall 14 Forecast
Sherman, Wasco and Wheeler
% Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia
Self Sufficiency (households)
SNAP - Self Sufficiency
Gilliam 77 75 -2.6% 75 71 -5.3%
Hood River 1,297 1,275 -1.7% 1,275 1,013 -20.5%
Sherman 85 83 -2.4% 83 83 0.0%
Wasco 2,117 2,092 -1.2% 2,092 1,910 -8.7%
Wheeler 79 81 2.5% 81 73 -9.9%
District 9 total 3,655 3,606 -1.3% 3,606 3,150 -12.6%
SNAP - Aid to People with Disabilities
Gilliam 57 57 0.0% 57 57 0.0%
Hood River 369 370 0.3% 370 431 16.5%
Sherman 62 62 0.0% 62 66 6.5%
Wasco 1,033 1,035 0.2% 1,035 1,140 10.1%
Wheeler 58 58 0.0% 58 66 13.8%
District 9 total 1,579 1,582 0.2% 1,582 1,760 11.3%
TANF
Gilliam 12 12 0.0% 12 11 -8.3%
Hood River 60 59 -1.7% 59 43 -27.1%
Sherman 3 3 0.0% 3 5 66.7%
Wasco 155 153 -1.3% 153 144 -5.9%
Wheeler 10 10 0.0% 10 9 -10.0%
District 9 total 240 237 -1.3% 237 212 -10.5%
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Counties served: Gilliam, Hood River, Current Biennium Fall 14 Forecast
Sherman, Wasco and Wheeler

% Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia
Aging and People with Disabilities, Long-Term Care (clients)
In-Home Care
Gilliam 3 4 33.3% 4 4 0.0%
Hood River 27 27 0.0% 27 27 0.0%
Sherman 8 7 -12.5% 7 7 0.0%
Wasco 108 105 -2.8% 105 102 -2.9%
Wheeler 4 2 -50.0% 2 2 0.0%
District 9 total 150 145 -3.3% 145 142 -2.1%
Community-Based Care
Gilliam 7 7 0.0% 7 8 14.3%
Hood River 26 26 0.0% 26 22 -15.4%
Sherman 3 3 0.0% 3 5 0.0%
Wasco 86 81 -5.8% 81 79 -2.5%
Wheeler 6 9 50.0% 9 11 22.2%
District 9 total 128 126 -1.6% 126 125 -0.8%
Nursing Care
Gilliam 1 0 -100.0% 0 0 0.0%
Hood River 38 35 -7.9% 35 32 -8.6%
Sherman 1 1 0.0% 1 1 0.0%
Wasco 129 114 -11.6% 114 103 -9.6%
Wheeler 1 0 -100.0% 0 0 0.0%
District 9 total 170 150 -11.8% 150 136 -9.3%
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District 9 Regional Forecast, Oregon Health Authority (clients)

Counties served: Gilliam, Hood River,
Sherman, Wasco and Wheeler

=

Parents/Caretaker Relative

Gilliam

Hood River

Sherman

Wasco

Wheeler

District 9 Total
Children's Medicaid Program

Gilliam

Hood River

Sherman

Wasco

Wheeler

District 9 Total
Children's Health Insurance Program (CHIP)

Gilliam

Hood River

Sherman

Wasco

Wheeler

District 9 Total
Pregnant Women Program

Gilliam

Hood River

Sherman

Wasco

Wheeler

District 9 Total

Current Biennium

Fall 14 Forecast

Spring 14 Forecast
NA 36
NA 268
NA 26
NA 478
NA 26
NA 834
NA 114
NA 2,177
NA 79
NA 2,530
NA 93
NA 4,993
21 31
908 885
24 23
696 718
14 15
1,663 1,672
3 3
97 113
4 3
145 162
4 3
253 284

% Change Between
Forecasts

47.6%
-2.5%
-4.2%

3.2%
7.1%
0.5%

0.0%
16.5%
-25.0%
11.7%
-25.0%
12.3%

2013-15

36
268
26
478
26
834

114
2,177
79
2,530
93
4,993

31
885
23
718
15
1,672

113

162

284

Fall 14 Forecast

2015-17

37
257
36
436
31
797

115
2,257
85
2,519
109
5,085

36
802
21
803
21
1,683

3
106
3
155
4
271

% Change Between
Biennia

2.8%
-4.1%
38.5%
-8.8%
19.2%
-4.4%

0.9%
3.7%
7.6%
-0.4%
17.2%
1.8%

16.1%
-9.4%
-8.7%
11.8%
40.0%

0.7%

0.0%
-6.2%
0.0%
-4.3%
33.3%
-4.6%
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District 9 Regional Forecast, Oregon Health Authority (clients) (continued)

Counties served: Gilliam, Hood River, Current Biennium Fall 14 Forecast
Sherman, Wasco and Wheeler
o % Change Between % Change Between
n Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Foster Care & Adoption Services

Gilliam 11 14 27.3% 14 12 -14.3%
Hood River 80 80 0.0% 80 82 2.5%
Sherman 15 14 -6.7% 14 14 0.0%
Wasco 154 158 2.6% 158 162 2.5%
Wheeler 8 10 25.0% 10 13 30.0%
District 9 Total 268 276 3.0% 276 283 2.5%
Aid to Blind/Disabled
Gilliam 28 29 3.6% 29 28 -3.4%
Hood River 262 261 -0.4% 261 271 3.8%
Sherman 33 32 -3.0% 32 33 3.1%
Wasco 703 708 0.7% 708 752 6.2%
Wheeler 22 21 -4.5% 21 21 0.0%
District 9 total 1,048 1,051 0.3% 1,051 1,105 5.1%
Old Age Assistance
Gilliam 18 19 5.6% 19 20 5.3%
Hood River 130 132 1.5% 132 135 2.3%
Sherman 9 10 11.1% 10 11 10.0%
Wasco 357 357 0.0% 357 387 8.4%
Wheeler 13 14 7.7% 14 14 0.0%
District 9 total 527 532 0.9% 532 567 6.6%
ACA Adults with Children
Gilliam NA 26 - 26 25 -5.4%
Hood River NA 544 - 544 522 -3.9%
Sherman NA 29 - 29 28 -3.9%
Wasco NA 610 - 610 582 -4.6%
Wheeler NA 32 - 32 31 -2.8%
District 9 Total NA 1,241 - 1,241 1,188 -4.2%

59 FALL 2014 DHS OHA REGIONAL FORECAST BY DISTRICT



District 9 Regional Forecast, Oregon Health Authority (clients) (continued)

Counties served: Gilliam, Hood River,
Sherman, Wasco and Wheeler

ACA Adults without Children

b |

Gilliam

Hood River
Sherman
Wasco
Wheeler
District 9 Total

Current Biennium

Spring 14 Forecast

NA
NA
NA
NA
NA
NA

Fall 14 Forecast

74
1,550
84
1,738
92
3,538

% Change Between
Forecasts

2013-15

74
1,550
84
1,738
92
3,538

Fall 14 Forecast

2015-17

70
1,499
81
1,668
90
3,408

% Change Between
Biennia

-4.9%
-3.3%
-3.4%
-4.0%
-2.3%
-3.7%
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District 10 Regiq al Forecast

g
.!

Central Oregon is growing again. Jobs are coming back to the region at a faster pace than anywhere else in the state. An area that looked moribund from 2009 through
2012 is now the fastest recovering region, with employment up 4.3 percent compared to last year. Still, District 10 was one of the hardest hit areas of the state during the
Great Recession. Even with the recent job recovery, the area is still 14 percent below the 2008 employment peak. Unemployment remains high in the area, especially in
Crook County which lost jobs in both construction and wood products manufacturing as a result of the housing bust.

According to the U.S. Census Bureau, Deschutes County is the fastest growing county in the state, adding 4,000 residents between 2012 and 2013. Unfortunately this
growth has resulted in a tightening of the housing and rental markets, particularly low-income housing options. The growing population is likely leading to a surge

in construction employment as new homes, apartments, and commercial buildings are needed to meet the increased demand for housing. The employment sector
that includes construction has grown 16.4 percent since 2013. The summer tourism season will likely also benefit, with a higher number of visitors using overnight
accommodations.

Self-Sufficiency caseloads are expected to fall quickly in Deschutes County. Crook County will also see reduced caseloads as the economy improves. Jefferson County,
however, will see only modest reductions in SNAP, and increases in TANF through 2017.

Region Total population Percent under | Percent age 65 | Median Household | Percent in poverty Aug-13 Aug-14
age 18 and over Income

Oregon 3,919,020 22.1% 15.4% $50,251 11.3% 8.1% 7.2%
Crook 20,690 20.7% 22.9% $35,052 16.5% 12.5% 10.2%
Deschutes 162,525 22.7% 16.4% $46,791 11.6% 9.9% 8.2%
Jefferson 22,040 24.2% 17.0% S45,069 14.8% 10.9% 9.5%
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Counties served: Crook, Deschutes and Current Biennium Fall 14 Forecast
Jefferson

% Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Self Sufficiency (households)
SNAP - Self Sufficiency

Crook 1,614 1,637 1.4% 1,637 1,447 -11.6%
Deschutes 12,618 12,800 1.4% 12,800 9,813 -23.3%
Jefferson 2,769 2,833 2.3% 2,833 2,686 -5.2%
District 10 total 17,001 17,270 1.6% 17,270 13,946 -19.2%
SNAP - Aid to People with Disabilities
Crook 906 908 0.2% 908 984 8.4%
Deschutes 4,115 4,122 0.2% 4,122 4,637 12.5%
Jefferson 814 816 0.2% 816 923 13.1%
District 10 total 5,835 5,846 0.2% 5,846 6,544 11.9%
TANF
Crook 202 200 -1.0% 200 192 -4.0%
Deschutes 1,170 1,156 -1.2% 1,156 959 -17.0%
Jefferson 440 435 -1.1% 435 389 -10.6%
District 10 total 1,812 1,791 -1.2% 1,791 1,540 -14.0%
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Counties served: Crook, Deschutes and Current Biennium Fall 14 Forecast
Jefferson

% Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Aging and People with Disabilities, Long-Term Care (clients)
In-Home Care

Crook 97 117 20.6% 117 142 21.4%
Deschutes 364 392 7.7% 392 425 8.4%
Jefferson 75 83 10.7% 83 90 8.4%
District 10 total 536 592 10.4% 592 657 11.0%
Community-Based Care
Crook 60 59 -1.7% 59 59 0.0%
Deschutes 408 407 -0.2% 407 428 5.2%
Jefferson 75 73 -2.7% 73 82 12.3%
District 10 total 543 539 -0.7% 539 569 5.6%
Nursing Care
Crook 17 15 -11.8% 15 16 6.7%
Deschutes 77 68 -11.7% 68 66 -2.9%
Jefferson 16 16 0.0% 16 15 -6.3%
District 10 total 110 99 -10.0% 99 97 -2.0%
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District 10 Regional Forecast, Oregon Health Authority (clients)

Counties served: Crook, Deschutes and
Jefferson

]

Parents/Caretaker Relative

Crook

Deschutes

Jefferson

District 10 Total
Children's Medicaid Program

Crook

Deschutes

Jefferson

District 10 Total
Children's Health Insurance Program (CHIP)

Crook

Deschutes

Jefferson

District 10 Total
Pregnant Women Program

Crook

Deschutes

Jefferson

District 10 Total
Foster Care & Adoption Services

Crook

Deschutes

Jefferson

District 10 Total

Current Biennium

Spring 14 Forecast

NA
NA
NA
NA

NA
NA
NA
NA

534
3,424
569
4,527

88
654
97
839

91
508
204
803

Fall 14 Forecast

470
3,339
792
4,601

1,738
12,789
3,063
17,590

571
4,141
575
5,287

107
756
118
981

90
510
200
800

% Change Between
Forecasts

6.9%
20.9%
1.1%
16.8%

21.6%
15.6%
21.6%
16.9%

-1.1%

0.4%
-2.0%
-0.4%

Fall 14 Forecast

2013-15

470
3,339
792
4,601

1,738
12,789
3,063
17,590

571
4,141
575
5,287

107
756
118
981

90
510
200
800

% Change Between

2015-17 Biennia
425 -9.6%
2,828 -15.3%
755 -4.7%
4,008 -12.9%
1,633 -6.0%
12,669 -0.9%
3,064 0.0%
17,366 -1.3%
535 -6.3%
3,994 -3.5%
520 -9.6%
5,049 -4.5%
102 -4.7%
708 -6.3%
103 -12.7%
913 -6.9%
91 1.1%
510 0.0%
200 0.0%
801 0.1%
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District 10 Regional Forecast, Oregon Health Authority (clients) (continued)

Counties served: Crook, Deschutes and

Jefferson
i

Aid to the Blind/Disabled
Crook
Deschutes
Jefferson
District 10 Total
Old Age Assistance
Crook
Deschutes
Jefferson
District 10 Total
ACA Adults with Children
Crook
Deschutes
Jefferson
District 10 Total
ACA Adults without Children
Crook
Deschutes
Jefferson
District 10 Total

Current Biennium

Spring 14 Forecast

465
2,544
549
3,558

190
904
200
1,294

NA
NA
NA
NA

NA
NA
NA
NA

Fall 14 Forecast

465
2,507
554
3,526

192
920
211
1,323

539
4,049
627
5,215

1,537
11,548
1,789
14,874

% Change Between
Forecasts

0.0%
-1.5%
0.9%
-0.9%

1.1%
1.8%
5.5%
2.2%

2013-15

465
2,507
554
3,526

192
920
211
1,323

539
4,049
627
5,215

1,537
11,548
1,789
14,874

Fall 14 Forecast

2015-17

509
2,563

572
3,644

193
991
241
1,425

514
3,855
600
4,970

1,476
11,058
1,721
14,254

% Change Between
Biennia

9.5%
2.2%
3.2%
3.3%

0.5%
7.7%
14.2%
7.7%

-4.5%
-4.8%
-4.3%
-4.7%

-4.0%
-4.2%
-3.8%
-4.2%
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District 11 Regional Forecast

The Klamath basin has experienced another summer of extreme drought, with negative direct effects to farmers and ranchers, as well as businesses that provide goods
and services to those farmers and ranchers.

Klamath County is one of the few places to see overall employment shrink from 2013 to 2014. Almost all employment sectors are down with the exception of
construction. Lake County is adding jobs, erasing losses experienced in 2012 and 2013. The unemployment rate is down in both Klamath and Lake counties, but that is
probably due to fewer unemployed people actively looking for work rather than an upswing in available jobs.

The SNAP self-sufficiency caseload is expected to fall in District 11, though at a slower pace than statewide. TANF is expected to fall in Klamath County, but not in Lake
County.

Total population | Percent under | Percent age 65 | Median Household | Percent in poverty

age 18 and over Income
Oregon 3,919,020 22.1% 15.4% $50,251 11.3% 8.1% 7.2%
Klamath 66,810 21.6% 19.1% $36,885 11.7% 10.9% 9.9%
Lake 7,940 18.2% 22.6% S40,049 12.6% 12.0% 9.5%
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Counties served: Klamath and Lake Current Biennium Fall 14 Forecast

% Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Self Sufficiency (households)
SNAP - Self Sufficiency

Klamath 7,019 7,057 0.5% 7,057 6,538 -7.4%

Lake 498 492 -1.2% 492 451 -8.3%

District 11 total 7,517 7,549 0.4% 7,549 6,989 -7.4%
SNAP - Aid to People with Disabilities

Klamath 2,925 2,930 0.2% 2,930 3,320 13.3%

Lake 352 353 0.3% 353 413 17.0%

District 11 total 3,277 3,283 0.2% 3,283 3,733 13.7%
TANF

Klamath 634 627 -1.1% 627 540 -13.9%

Lake 28 27 -3.6% 27 36 33.3%

District 11 total 662 654 -1.2% 654 576 -11.9%

Aging and People with Disabilities, Long-Term Care (clients)
In-Home Care

Klamath 273 279 2.2% 279 299 7.2%

Lake 19 20 5.3% 20 19 -5.0%

District 11 total 292 299 2.4% 299 318 6.4%
Community-Based Care

Klamath 193 186 -3.6% 186 182 -2.2%

Lake 8 6 -25.0% 6 6 0.0%

District 11 total 201 192 -4.5% 192 188 -2.1%
Nursing Care

Klamath 46 46 0.0% 46 46 0.0%

Lake 15 15 0.0% 15 16 6.7%

District 11 total 61 61 0.0% 61 62 1.6%
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District 11 Regional Forecast, Oregon Health Authority (clients)

Counties served: Klamath and Lake

EL

Parents/Caretaker Relative
Klamath
Lake
District 11 Total

Children's Medicaid Program
Klamath
Lake
District 11 Total

Children's Health Insurance Program (CHIP)
Klamath
Lake
District 11 Total

Pregnant Women Program
Klamath
Lake
District 11 Total

Foster Care & Adoption Services
Klamath
Lake
District 11 Total

Current Biennium

Spring 14 Forecast

NA
NA
NA

NA
NA
NA

1,188
108
1,296

341
29
370

521
43
564

Fall 14 Forecast

1,714
143
1,857

6,546
610
7,156

1,190
97
1,287

406
34
440

517
48
565

% Change Between
Forecasts

0.2%
-10.2%
-0.7%

19.1%
17.2%
18.9%

-0.8%
11.6%
0.2%

2013-15

1,714
143
1,857

6,546
610
7,156

1,190
97
1,287

406
34
440

517
48
565

Fall 14 Forecast

2015-17

1,654
128
1,782

6,520
615
7,135

1,070
89
1,159

374
30
404

515
50
565

% Change Between

Biennia

-3.5%
-10.5%
-4.0%

-0.4%
0.8%
-0.3%

-10.1%
-8.2%
-9.9%

-7.9%
-11.8%
-8.2%

-0.4%
4.2%
0.0%
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District 11 Regional Forecast, Oregon Health Authority (clients) (continued)

Counties served: Klamath and Lake

EL

Aid to the Blind/Disabled
Klamath
Lake
District 11 Total

Old Age Assistance
Klamath
Lake
District 11 Total

ACA Adults with Children
Klamath
Lake
District 11 Total

ACA Adults without Children
Klamath
Lake
District 11 Total

Current Biennium

Spring 14 Forecast

2,077
181
2,258

631
68
699

NA
NA
NA

NA
NA
NA

Fall 14 Forecast

2,070
181
2,251

627
65
692

1,812
170
1,981

5,167
484
5,652

% Change Between
Forecasts

-0.3%
0.0%
-0.3%

-0.6%
-4.4%
-1.0%

2013-15

2,070
181
2,251

627
65
692

1,812
170
1,981

5,167
484
5,652

Fall 14 Forecast

2015-17

2,184
180
2,364

657
64
721

1,731
162
1,892

4,963
464
5,428

% Change Between
Biennia

5.5%
-0.6%
5.0%

4.8%
-1.5%
4.2%

-4.5%
-4.7%
-4.5%

-3.9%
-4.1%
-4.0%
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Dlstrlct 12 Reglonal Forecast

Umatilla County’s economy contracted from 2013 to the summer of 2014, losing jobs and shrinking payrolls. Especially hard hit was the professional/business sector,
which fell by over 19 percent from 2013 to 2014. Employment in Umatilla County has yet to recover the jobs lost in the Great Recession.

Morrow County, with an economy centered on agriculture, grew throughout the Great Recession. More people in Morrow County were employed in the summer of 2014
than before the start of the economic downturn.

TANF caseloads are expected to fall in District 12 more quickly than statewide. The SNAP Self-Sufficiency caseload is forecast to fall quickly in Umatilla County, but is not
expected to change much in Morrow County.

Region Total population | Percent under | Percent age 65 | Median Household | Percent in poverty Aug-13 Aug-14
age 18 and over Income

Oregon 3,919,020 22.1% 15.4% $50,251 11.3% 8.1% 7.2%
Morrow 11,425 27.2% 14.3% $48,457 13.8% 8.0% 7.8%
Umatilla 77,895 26.3% 13.8% $48,514 14.6% 8.5% 7.6%
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Counties served: Morrow and Umatilla Current Biennium Fall 14 Forecast

% Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Self Sufficiency (households)
SNAP - Self Sufficiency

Morrow 849 845 -0.5% 845 842 -0.4%

Umatilla 6,010 6,058 0.8% 6,058 4,903 -19.1%

District 11 total 6,859 6,903 0.6% 6,903 5,745 -16.8%
SNAP - Aid to People with Disabilities

Morrow 280 280 0.0% 280 311 11.1%

Umatilla 2,249 2,253 0.2% 2,253 2,410 7.0%

District 11 total 2,529 2,533 0.2% 2,533 2,721 7.4%
TANF

Morrow 98 97 -1.0% 97 83 -14.4%

Umatilla 708 700 -1.1% 700 576 -17.7%

District 11 total 806 797 -1.1% 797 659 -17.3%

Aging and People with Disabilities, Long-Term Care (clients)
In-Home Care

Morrow 43 40 -7.0% 40 43 7.5%

Umatilla 295 322 9.2% 322 339 5.3%

District 11 total 338 362 7.1% 362 382 5.5%
Community-Based Care

Morrow 6 7 16.7% 7 7 0.0%

Umatilla 241 236 -2.1% 236 236 0.0%

District 11 total 247 243 -1.6% 243 243 0.0%
Nursing Care

Morrow 3 4 33.3% 4 3 -25.0%

Umatilla 81 85 4.9% 85 83 -2.4%

District 11 total 84 89 6.0% 89 86 -3.4%
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District 12 Regional Forecast, Oregon Health Authority (clients)

Counties served: Morrow and Umatilla

oW

Parents/Caretaker Relative
Morrow
Umatilla
District 12 Total

Children's Medicaid Program
Morrow
Umatilla
District 12 Total

Children's Health Insurance Program (CHIP)
Morrow
Umatilla
District 12 Total

Pregnant Women Program
Morrow
Umatilla
District 12 Total

Foster Care & Adoption Services
Morrow
Umatilla
District 12 Total

Current Biennium

Spring 14 Forecast

NA
NA
NA

NA
NA
NA

372
1,954
2,326

36
344
380

39
365
404

Fall 14 Forecast

216
1,704
1,920

1,309
8,267
9,576

342
1,831
2,173

50
414
464

41
370
411

% Change Between
Forecasts

-8.1%
-6.3%
-6.6%

38.9%
20.3%
22.1%

5.1%
1.4%
1.7%

2013-15

216
1,704
1,920

1,309
8,267
9,576

342
1,831
2,173

50
414
464

41
370
411

Fall 14 Forecast

2015-17

182
1,626
1,808

1,314
8,258
9,572

294
1,712
2,006

53
281
334

43
368
411

% Change Between
Biennia

-15.7%
-4.6%
-5.8%

0.4%
-0.1%
0.0%

-14.0%
-6.5%
-7.7%

6.0%
-32.1%
-28.0%

4.9%
-0.5%
0.0%
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District 12 Regional Forecast, Oregon Health Authority (clients) (continued)

Counties served: Morrow and Umatilla

oW

Aid to the Blind/Disabled
Morrow
Umatilla
District 12 Total

Old Age Assistance
Morrow
Umatilla
District 12 Total

ACA Adults with Children
Morrow
Umatilla
District 12 Total

ACA Adults without Children
Morrow
Umatilla
District 12 Total

Current Biennium

Spring 14 Forecast

200
1,656
1,856

69
791
860

NA
NA
NA

NA
NA
NA

Fall 14 Forecast

198
1,644
1,842

69
788
857

193
1,391
1,584

551
3,967
4,518

% Change Between
Forecasts

-1.0%
-0.7%
-0.8%

0.0%
-0.4%
-0.3%

2013-15

198
1,644
1,842

69
788
857

193
1,391
1,584

551
3,967
4,518

Fall 14 Forecast

2015-17

195
1,650
1,845

69
809
878

183
1,313
1,496

524
3,766
4,290

% Change Between
Biennia

-1.5%
0.4%
0.2%

0.0%
2.7%
2.5%

-5.4%
-5.6%
-5.6%

-4.8%
-5.1%
-5.0%
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District 13 Regional Forecast

Northeast Oregon is enjoying steadily lower jobless rates in 2014. As of August, the local unemployment rate had shown a year-over-year improvement for 29
consecutive months in Baker County, 35 months in Union County, and 10 months in Wallowa County.

Union County is poised to make up all the jobs lost due to the Great Recession, if not by the end of 2014, then in 2015. Wallowa employment is also growing, but there
are fewer signs of a sustained recovery in Baker County.

Prime working age is generally defined as ages 25 to 54, and there are fewer workers in Eastern Oregon that fall into that category than elsewhere in the state.

Baker County is one of the few places that is expected to see SNAP caseloads continue to rise through 2017. The other counties in District 13 will have reductions, but at
a slower pace than statewide. All three counties in the district are expected to see reductions in TANF in line with the statewide pattern.

Total population | Percent under | Percent age 65 | Median Household | Percent in poverty

age 18 and over Income
Oregon 3,919,020 22.1% 15.4% $50,251 11.3% 8.1% 7.2%
Baker 16,280 19.9% 24.2% $40,348 12.9% 9.6% 8.7%
Union 26,325 22.8% 18.6% $41,462 10.6% 8.3% 7.5%
Wallowa 7,045 19.4% 26.1% $40,204 12.0% 10.1% 9.0%
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Counties served: Baker, Union and Current Biennium Fall 14 Forecast
Wallowa

% Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Self Sufficiency (households)
SNAP - Self Sufficiency

Baker 1,373 1,390 1.2% 1,390 1,390 0.0%
Union 1,915 1,941 1.4% 1,941 1,771 -8.8%
Wallowa 341 340 -0.3% 340 331 -2.6%
District 13 total 3,629 3,671 1.2% 3,671 3,492 -4.9%
SNAP - Aid to People with Disabilities
Baker 765 766 0.1% 766 872 13.8%
Union 823 825 0.2% 825 904 9.6%
Wallowa 275 275 0.0% 275 304 10.5%
District 13 total 1,863 1,866 0.2% 1,866 2,080 11.5%
TANF
Baker 175 173 -1.1% 173 151 -12.7%
Union 289 285 -1.4% 285 249 -12.6%
Wallowa 45 44 -2.2% 44 37 -15.9%
District 13 total 509 502 -1.4% 502 437 -12.9%
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Counties served: Baker, Union and Current Biennium Fall 14 Forecast
Wallowa

% Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Aging and People with Disabilities, Long-Term Care (clients)
In-Home Care

Baker 39 41 5.1% 41 42 2.4%
Union 82 86 4.9% 86 88 2.3%
Wallowa 31 31 0.0% 31 30 -3.2%
District 13 total 152 158 3.9% 158 160 1.3%
Community-Based Care
Baker 80 81 1.3% 81 86 6.2%
Union 105 100 -4.8% 100 95 -5.0%
Wallowa 31 30 -3.2% 30 30 0.0%
District 13 total 216 211 -2.3% 211 211 0.0%
Nursing Care
Baker 24 18 -25.0% 18 16 -11.1%
Union 39 40 2.6% 40 41 2.5%
Wallowa 7 3 -57.1% 3 3 0.0%
District 13 total 70 61 -12.9% 61 60 -1.6%
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District 13 Regional Forecast, Oregon Health Authority (clients)

Counties served: Baker, Union and Current Biennium Fall 14 Forecast
Wallowa

g % Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Parents/Caretaker Relative

Baker NA 377 - 377 405 7.4%
Union NA 671 - 671 651 -3.0%
Wallowa NA 144 - 144 207 43.8%
District 13 Total NA 1,192 - 1,192 1,263 6.0%
Children's Medicaid Program
Baker NA 1,364 - 1,364 1,367 0.2%
Union NA 2,271 - 2,271 2,259 -0.5%
Wallowa NA 470 - 470 511 8.7%
District 13 Total NA 4,105 - 4,105 4,137 0.8%
Children's Health Insurance Program (CHIP)
Baker 302 304 0.7% 304 288 -5.3%
Union 438 518 18.3% 518 616 18.9%
Wallowa 107 160 49.5% 160 122 -23.8%
District 13 Total 847 982 15.9% 982 1,026 4.5%
Pregnant Women Program
Baker 76 81 6.6% 81 74 -8.6%
Union 109 122 11.9% 122 114 -6.6%
Wallowa 25 24 -4.0% 24 24 0.0%
District 13 Total 210 227 8.1% 227 212 -6.6%
Foster Care & Adoption Services
Baker 124 117 -5.6% 117 119 1.7%
Union 125 132 5.6% 132 140 6.1%
Wallowa 22 20 -9.1% 20 19 -5.0%
District 13 Total 271 269 -0.7% 269 278 3.3%
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District 13 Regional Forecast, Oregon Health Authority (clients) (continued)

Counties served: Baker, Union and

Wallowa
»

Aid to the Blind/Disabled
Baker
Union
Wallowa
District 13 Total
Old Age Assistance
Baker
Union
Wallowa
District 13 Total
ACA Adults with Children
Baker
Union
Wallowa
District 13 Total
ACA Adults without Children
Baker
Union
Wallowa
District 13 Total

Current Biennium

Spring 14 Forecast

449
597
182
1,228

167
245

64
476

NA
NA
NA
NA

NA
NA
NA
NA

Fall 14 Forecast

450
602
176
1,228

166
246

64
476

377
506
158
1,041

1,076
1,443

451
2,970

% Change Between
Forecasts

0.2%
0.8%
-3.3%
0.0%

-0.6%
0.4%
0.0%
0.0%

Fall 14 Forecast

2013-15

450
602
176
1,228

166
246

64
476

377
506
158
1,041

1,076
1,443

451
2,970

2015-17

454
603
187
1,244

167
251

64
482

355
473
151
980

1,020
1,356

435
2,810

% Change Between
Biennia

0.9%
0.2%
6.3%
1.3%

0.6%
2.0%
0.0%
1.3%

-5.8%
-6.5%
-4.2%
-5.9%

-5.2%
-6.0%
-3.6%
-5.4%
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District 14 Regional Forecast
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District 14 is one of the few regions to experience a reduction in the number people employed comparing 2013 to 2014. Malheur County saw an increase in unemployment as multiple
job sectors shed jobs, including financial, professional and business services, and manufacturing. Public sector jobs are also down compared to 2013, although new school-year hiring

may erase some of those losses.

Grant County also experienced rising unemployment. On an annualized basis, the number of jobs in Grant County declined every year from 2006 to 2012. Since then, things have

stabilized but not necessarily improved.

Harney County’s unemployment rate has been in double-digits since the middle of 2008. The rate improved in 2014, but remains above 10 percent. Since job creation has improved
only marginally, improvements in the unemployment rate are due to fewer people looking for work, not an improved job market.

Prime working age is generally defined as ages 25 to 54, and there are fewer workers in Eastern Oregon that fall into that category than elsewhere in the state.

The SNAP Self-Sufficiency caseload is expected to decline in a pattern similar to statewide in Grant and Harney counties, but not in Malheur, which should see very little change in rates
of SNAP participation. Malheur will see reductions in TANF in line with the statewide pattern, although the other two counties in the district are expected to see modest increases.

Oregon 3,919,020
Grant
Harney
Malheur

Region Total population | Percent under | Percent age 65 | Median Household | Percent in poverty

11.3% 8.1% 7.2%
12.5% 12.3% 11.2%
16.7% 12.6% 10.5%
16.7% 8.6% 8.9%
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Counties served: Grant, Harney and Current Biennium Fall 14 Forecast
Malheur
% Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Self Sufficiency (households)
SNAP - Self Sufficiency

Grant 378 370 -2.1% 370 328 -11.4%
Harney 468 477 1.9% 477 437 -8.4%
Malheur 2,798 2,816 0.6% 2,816 2,825 0.3%
District 14 total 3,644 3,663 0.5% 3,663 3,590 -2.0%
SNAP - Aid to People with Disabilities
Grant 277 277 0.0% 277 308 11.2%
Harney 344 344 0.0% 344 391 13.7%
Malheur 1,182 1,184 0.2% 1,184 1,277 7.9%
District 14 total 1,803 1,805 0.1% 1,805 1,976 9.5%
TANF
Grant 37 36 -2.7% 36 40 11.1%
Harney 43 43 0.0% 43 34 -20.9%
Malheur 360 356 -1.1% 356 316 -11.2%
District 14 total 440 435 -1.1% 435 390 -10.3%
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Counties served: Grant, Harney and Current Biennium Fall 14 Forecast
Malheur

% Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Aging and People with Disabilities, Long-Term Care (clients)
In-Home Care

Grant 22 25 13.6% 25 32 28.0%
Harney 30 30 0.0% 30 30 0.0%
Malheur 163 143 -12.3% 143 150 4.9%
District 14 total 215 198 -7.9% 198 212 7.1%
Community-Based Care
Grant 25 24 -4.0% 24 25 4.2%
Harney 34 34 0.0% 34 34 0.0%
Malheur 142 133 -6.3% 133 135 1.5%
District 14 total 201 191 -5.0% 191 194 1.6%
Nursing Care
Grant 14 11 -21.4% 11 9 -18.2%
Harney 1 1 0.0% 1 1 0.0%
Malheur 28 27 -3.6% 27 25 -7.4%
District 14 total 43 39 -9.3% 39 35 -10.3%
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District 14 Regional Forecast, Oregon Health Authority (clients)

Counties served: Grant, Harney and Current Biennium Fall 14 Forecast
Malheur
% Change Between % Change Between
’/ - Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia
gl
Parents/Caretaker Relative
Grant NA 119 - 119 143 20.2%
Harney NA 115 - 115 136 18.3%
Malheur NA 843 - 843 891 5.7%
District 14 Total NA 1,077 - 1,077 1,170 8.6%
Children's Medicaid Program
Grant NA 428 - 428 428 0.0%
Harney NA 538 - 538 555 3.2%
Malheur NA 4,071 - 4,071 4,057 -0.3%
District 14 Total NA 5,037 - 5,037 5,040 0.1%
Children's Health Insurance Program (CHIP)
Grant 116 130 12.1% 130 148 13.8%
Harney 141 135 -4.3% 135 126 -6.7%
Malheur 728 666 -8.5% 666 602 -9.6%
District 14 Total 985 931 -5.5% 931 876 -5.9%
Pregnant Women Program
Grant 19 19 0.0% 19 20 5.3%
Harney 36 38 5.6% 38 33 -13.2%
Malheur 157 176 12.1% 176 162 -8.0%
District 14 Total 212 233 9.9% 233 215 -7.7%
Foster Care & Adoption Services
Grant 36 37 2.8% 37 36 -2.7%
Harney 41 47 14.6% 47 49 4.3%
Malheur 246 233 -5.3% 233 233 0.0%
District 14 Total 323 317 -1.9% 317 318 0.3%
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District 14 Regional Forecast, Oregon Health Authority (clients) (continued)

Counties served: Grant, Harney and

Malheur

il
Aid to the Blind/Disabled
Grant
Harney
Malheur
District 14 Total
Old Age Assistance
Grant
Harney
Malheur
District 14 Total
ACA Adults with Children
Grant
Harney
Malheur
District 14 Total
ACA Adults without Children
Grant
Harney
Malheur
District 14 Total

Current Biennium

Spring 14 Forecast

126
200
866
1,192

82
75
422
579

NA
NA
NA
NA

NA
NA
NA
NA

Fall 14 Forecast

131
195
853
1,179

79
78
420
577

124
167
620
911

355
475
1,767
2,597

% Change Between
Forecasts

4.0%
-2.5%
-1.5%
-1.1%

-3.7%

4.0%
-0.5%
-0.3%

Fall 14 Forecast

2013-15

131
195
853
1,179

79
78
420
577

124
167
620
911

355
475
1,767
2,597

2015-17

134
205
859
1,198

80
79
448
607

117
157
583
856

335
449
1,672
2,457

% Change Between
Biennia

2.3%
5.1%
0.7%
1.6%

1.3%
1.3%
6.7%
5.2%

-6.0%
-6.0%
-5.9%
-5.9%

-5.5%
-5.5%
-5.4%
-5.4%
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District 15 Regional Forecast
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Clackamas County continues its slow march down the path of recovery. As of the summer of 2014, it had recovered more than half of the jobs lost during the Great
Recession. Construction employment leads the charge with more people employed in August of 2014 that at any time since 2009. Even so, construction employment
remains far below the highs seen before the housing bust of 2008.

The unemployment rate in Clackamas County is lower than the state overall and among the lowest in the state. Employment in retail sales and leisure and hospitality are
poised to reach pre-recession levels. Jobs in healthcare and social assistance increased throughout the Great Recession and are still increasing.

Clackamas County is poised to see large reductions in the SNAP and TANF caseloads at a rate that exceeds the statewide trend.

DISTRICT 15 Population “ Unemployment

Region Total population | Percent under | Percent age 65 | Median Household | Percent in poverty
age 18 and over
Oregon 3,919,020 22.1% 15.4% $50,251 11.3% 8.1% 7.2%
Clackamas 386,080 22.9% 15.5% $66,758 6.7% 6.9% 6.2%
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County served: Clackamas Current Biennium Fall 14 Forecast

% Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Self Sufficiency (households)
SNAP - Self Sufficiency

Clackamas 19,991 20,350 1.8% 20,350 18,414 -9.5%

District 15 total 19,991 20,350 1.8% 20,350 18,414 -9.5%
SNAP - Aid to People with Disabilities

Clackamas 7,629 7,643 0.2% 7,643 8,891 16.3%

District 15 total 7,629 7,643 0.2% 7,643 8,891 16.3%
TANF

Clackamas 1,744 1,725 -1.1% 1,725 1,297 -24.8%

District 15 total 1,744 1,725 -1.1% 1,725 1,297 -24.8%

Aging and People with Disabilities, Long-Term Care (clients)
In-Home Care

Clackamas 1,139 1,167 2.5% 1,167 1,232 5.6%

District 15 total 1,139 1,167 2.5% 1,167 1,232 5.6%
Community-Based Care

Clackamas 966 980 1.4% 980 1,024 4.5%

District 15 total 966 980 1.4% 980 1,024 4.5%
Nursing Care

Clackamas 343 334 -2.6% 334 329 -1.5%

District 15 total 343 334 -2.6% 334 329 -1.5%
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District 15 Regional Forecast, Oregon Health Authority (clients)

County served: Clackamas

Parents/Caretaker Relative
Clackamas
District 15 Total
Children's Medicaid Program
Clackamas
District 15 Total
Children's Health Insurance Program (CHIP)
Clackamas
District 15 Total
Pregnant Women Program
Clackamas
District 15 Total
Foster Care & Adoption Services
Clackamas
District 15 Total
Aid to the Blind/Disabled
Clackamas
District 15 Total
Old Age Assistance
Clackamas
District 15 Total
ACA Adults with Children
Clackamas
District 15 Total
ACA Adults without Children
Clackamas

District 15 Total

Current Biennium

Spring 14 Forecast

NA
NA

NA
NA

5,498
5,498

976
976

1,499
1,499

5,605
5,605

2,825
2,825

NA
NA

NA
NA

Fall 14 Forecast

4,954
4,954

20,810
20,810

6,672
6,672

1,138
1,138

1,450
1,450

5,529
5,529

2,858
2,858

5,909
5,909

16,856
16,856

% Change Between
Forecasts

21.4%
21.4%

16.6%
16.6%

-3.3%
-3.3%

-1.4%
-1.4%

1.2%
1.2%

Fall 14 Forecast

2013-15

4,954
4,954

20,810
20,810

6,672
6,672

1,138
1,138

1,450
1,450

5,529
5,529

2,858
2,858

5,909
5,909

16,856
16,856

2015-17

4,407
4,407

20,807
20,807

7,588
7,588

806
806

1,415
1,415

5,658
5,658

2,996
2,996

5,643
5,643

16,185
16,185

% Change Between
Biennia

-11.0%
-11.0%

0.0%
0.0%

13.7%
13.7%

-29.2%
-29.2%

-2.4%
-2.4%

2.3%
2.3%

4.8%
4.8%

-4.5%
-4.5%

-4.0%
-4.0%
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Washington County has the second-lowest unemployment rate in the state (after Benton County). Unemployment rose slightly as 2014 progressed, as more people
entered the job market. The number of people looking for work in the Portland Metro area has been surging, going up faster than the economic expansion can
accommodate. Some of the increase is due to people moving into the area, and some is due to the long-term unemployed moving back into the job market to take
advantage of improved prospects.

At an annualized rate, employment in Washington County is at an all-time high, although the rate of expansion is slowing. Most employment sectors are adding jobs, but
there is some weakness in the public sector where local government employment is down.

Washington County is poised to see large reductions in the SNAP and TANF caseloads at a rate that exceeds the statewide trend.

Total population Percent under | Percent age 65 | Median Household | Percent in poverty

age 18 and over
Oregon 3,919,020 22.1% 15.4% $50,251 11.3% 8.1% 7.2%
Washington 550,990 24.9% 11.3% $63,238 7.9% 6.3% 5.8%
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County served: Washington Current Biennium Fall 14 Forecast

% Change Between % Change Between
Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Self Sufficiency (households)
SNAP - Self Sufficiency

Washington 26,913 27,709 3.0% 27,709 24,560 -11.4%

District 16 total 26,913 27,709 3.0% 27,709 24,560 -11.4%
SNAP - Aid to People with Disabilities

Washington 8,045 8,060 0.2% 8,060 8,693 7.9%

District 15 total 8,045 8,060 0.2% 8,060 8,693 7.9%
TANF

Washington 2,645 2,614 -1.2% 2,614 2,327 -11.0%

District 15 total 2,645 2,614 -1.2% 2,614 2,327 -11.0%

Aging and People with Disabilities, Long-Term Care (clients)
In-Home Care

Washington 959 1,019 6.3% 1,019 1,080 6.0%

District 15 total 959 1,019 6.3% 1,019 1,080 6.0%
Community-Based Care

Washington 1,066 1,084 1.7% 1,084 1,119 3.2%

District 15 total 1,066 1,084 1.7% 1,084 1,119 3.2%
Nursing Care

Washington 341 355 4.1% 355 347 -2.3%

District 15 total 341 355 4.1% 355 347 -2.3%
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District 16 Regional Forecast, Oregon Health Authority (clients)

County served: Washington Current Biennium Fall 14 Forecast

a, % Change Between % Change Between

Spring 14 Forecast Fall 14 Forecast Forecasts 2013-15 2015-17 Biennia

Parents/Caretaker Relative

Washington NA 6,333 - 6,333 5,582 -11.9%

District 16 Total NA 6,333 - 6,333 5,582 -11.9%
Children's Medicaid Program

Washington NA 34,216 - 34,216 34,227 0.0%

District 16 Total NA 34,216 - 34,216 34,227 0.0%
Children's Health Insurance Program (CHIP)

Washington 9,717 10,420 7.2% 10,420 9,636 -7.5%

District 16 Total 9,717 10,420 7.2% 10,420 9,636 -7.5%
Pregnant Women Program

Washington 1,304 1,584 21.5% 1,584 1,212 -23.5%

District 16 Total 1,304 1,584 21.5% 1,584 1,212 -23.5%
Foster Care & Adoption Services

Washington 1,515 1,518 0.2% 1,518 1,512 -0.4%

District 16 Total 1,515 1,518 0.2% 1,518 1,512 -0.4%
Aid to the Blind/Disabled

Washington 6,205 6,156 -0.8% 6,156 6,293 2.2%

District 16 Total 6,205 6,156 -0.8% 6,156 6,293 2.2%
Old Age Assistance

Washington 4,025 4,025 0.0% 4,025 4,270 6.1%

District 16 Total 4,025 4,025 0.0% 4,025 4,270 6.1%
ACA Adults with Children

Washington NA 7,727 - 7,727 7,379 -4.5%

District 16 Total NA 7,727 - 7,727 7,379 -4.5%
ACA Adults without Children

Washington NA 22,041 - 22,041 21,165 -4.0%

District 16 Total NA 22,041 - 22,041 21,165 -4.0%
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OREGON HEALTH AUTHORITY

Annual Performance Progress Report (APPR) for FisdaYear (2013-2014)

Original Submission Date: 2014

Finalize Date: 9/2/2014



2013-2014

2013-2014 Approved Key Performance Measures (KPMs)

KPM #

1 INITIATION OF ALCOHOL AND OTHER DRUG DEPENDENCE TRETMENT - Percentage of members with a new episode ohalcor
other drug dependence who received initiation of AOD treatmighin 14 days of diagnosis.

2 ENGAGEMENT OF ALCOHOL AND OTHER DRUG DEPENDENCE TREMENT - Percentage of members with a new episode ohalcor
other drug dependence who received two or more semities 30 days of initiation visit.

3 FOLLOW-UP AFTER HOSPITALIZATION FOR MENTAL ILLNESS Percentage of enrollees 6 years of age and oldemweh® hospitalized
for treatment of mental health disorders and who were@ean outpatient basis or were in intermediate treatment wetkiengdays of discharge.

4 MENTAL AND PHYSICAL HEALTH ASSESSMENTS FOR CHILDRENN DHS CUSTODY - Percentage of children in DHS custatip
receive a mental and physical health assessment within 6@fiaysal custody.

5 FOLLOW-UP CARE FOR CHILDREN PRESCRIBED WITH ADHD MECATION (INITIATION) - Percentage of children newly@scribed
attention-deficit/hyperactivity disorder (ADHD) medication whal fz& least three follow-up care visits within a 10-month peooé of which was
within 30 days of when the first ADHD medication was dispen$NITIATION.

6 FOLLOW-UP CARE FOR CHILDREN PRESCRIBED WITH ADHD MECATION (CONTINUATION AND MAINTENANCE) - Percentage
of children newly prescribed attention-deficit/hyperactivity disor(ADHD) medication who had at least three follow-up e&is within a
10-month period, one of which was within 30 days of witenfirst ADHD medication was dispensed: CONTINUATION ANDAMITENANCE

7 30 DAY ILLICIT DRUG USE AMONG 6TH GRADERS - Percemga of 6th graders who have used illicit drugs in the pasia$s.

8 30 DAY ALCOHOL USE AMONG 6TH GRADERS - Percentage6th graders who have used alcohol in the past 30 days.

9 30 DAY ILLICIT DRUG USE AMONG 8TH GRADERS - Percemga of 8th graders who have used illicit drugs in the pasia$s.

10 30 DAY ALCOHOL USE AMONG 8TH GRADERS - Percentage8th graders who have used alcohol in the past 30 days.
11 30 DAY ILLICIT DRUG USE AMONG 11TH GRADERS - Perctage of 11th graders who have used illicit drugs in the3tadays.
12 30 DAY ALCOHOL USE AMONG 11TH GRADERS - Percentadgeldth graders who have used alcohol in the past 30 days




2013-2014

2013-2014 Approved Key Performance Measures (KPMs)

KPM #

13 PRENATAL CARE (POPULATION) - Percentage of women whitiated prenatal care in the first 3 months of pregnancy.

14 PRENATAL CARE (MEDICAID) - Percentage of women whatiated prenatal care within 42 days of enrollment.

15 PRIMARY CARE SENSITIVE HOSPITAL ADMISSIONS/INPATIEN STAYS - Rate per 100,000 client years of admissionsl@aliagnoses)
that are more appropriately treated in an outpatient setting.

16 PATIENT CENTERED PRIMARY CARE HOME (PCPCH) ENROLLMH - Number of members enrolled in patient-centered psirocare
homes by tier.

17 ACCESS TO CARE - Percentage of members who respdladiedys" or "usually” too getting care quickly (composaeddult and child).

18 MEMBER EXPERIENCE OF CARE - Composite measurement: tvell doctors communicate; health plan information and custoemeics
(Medicaid population).

19 MEMBER HEALTH STATUS - Percentage of CAHPS survegpendents with a positive self-reported rating of overall héaktellent, very
good).

20 RATE OF TOBACCO USE (POPULATION) - Rate of tobacce asnong adults.

21 RATE OF TOBACCO USE (MEDICAID) - Percentage of CC@ralees who currently smoke cigarettes or use tobacay dag or some days.

22 RATE OF OBESITY (POPULATION) - Percentage of adultsonare obese among Oregonians.

23 RATE OF OBESITY (MEDICAID) - Percentage of Medicaidqudation who are obese.

24 PLAN ALL CAUSE READMISSIONS JPercentage of acute inpatient stays that were followed bgwte readmission for any diagnosis withir
days and the predicted probability of an acute readmiésianembers 18 years and older.

25 EFFECTIVE CONTRACEPTIVE USE (POPULATION)Rercentage of reproductive age women who are at riskinfended pregnancy using
effective method of contraception.

26 EFFECTIVE CONTRACEPTIVE USE (MEDICAID) - Percentagkreproductive age women who are at risk of unintendednancy using an

effective method of contraception.




2013-2014

2013-2014 Approved Key Performance Measures (KPMs)

KPM #
27 FLU SHOTS (POPULATION) - Percentage of adults age§4®+ho receive a flu vaccine.
28 FLU SHOTS (MEDICAID) - Percentage of adults ages 5@ receive a flu vaccine.
29 CHILD IMMUNIZATION RATES (POPULATION) - Percentagef children who are adequately immunized (immunization serig:1:3:3:1:4).
30 CHILD IMMUNIZATION RATES (MEDICAID) - Percentage othildren who are adequately immunized (immunization serie$:3:3:1:4).
31 CUSTOMER SERVICE (OHA) Percentage of OHA customers rating their satisfaction witagleacy's customer service as "good" or "excel

overall, timeliness, accuracy, helpfulness, expertise, au#iatf information.




New
Delete

Proposed Key Performance Measures (KPM's) for Bienmm 2015-2017

Title:

Rationale:




OREGON HEALTH AUTHORITY I. EXECUTIVE SUMMARY

Agency Mission: Helping people and communities achieve optimum jelaysmental and social well-being through parthgrs, prevention and access tq
quality, affordable health care.

Contact: Cathy lles, OHA Director's Office Contact Phone: 503-602-1507

Alternate: Alternate Phone:

Performance Summary

[ Gresn 15.4%
F] Pending 80.6%
Total: 100.0%

Green Yellow Red Exception

= Target to -5% = Target -6% to -15% = Target > -15% Can not calculate status (zero entered
for either Actual or

1. SCOPE OF REPORT

The purpose of this annual performance report is to agmuate the results of the work that is done through thgddrelealth Authority (OHA) and its partners. While the priyredience
is the Oregon Legislature and other key stakeholders, itdisaadlemmunication tool for staff, other governmental agereidshe public.The 2013-15 OHA Key Performance Messsur
(KPMs) are intended to represent key quality and acoesics for healthcareelated services for individuals across the state. Thefyaareed around the triple aim of better care, better h
and lower cost and OHA's Quality Improvement Focus #\emadefined in Oregon's Medicaid 1115 waiver agreewigmthe Centers for Medicare and Medicaid Services (CNISg goal is

to align KPMs closely with Health System Transformation methio#) statewide and Coordinated Care Organization (CC@icse
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2. THE OREGON CONTEXT

OHA is at the forefront of lowering and containiogsts, improving quality and increasing accessetdth care in order to improve the lifelong healti©regonians.
The Health Authority will transform the health casestem in Oregon by:

-Improving the lifelong health of Oregonians

-Increasing the quality, reliability, and avhilay of care for all Oregonians

-Lowering or containing the cost of care soaitfsrdable to everyone
OHA knows what it needs to do to improve healttec&rcus on health and preventive care, provide faareveryone and reduce waste in the healthsystem.
OHA includes most of the state's health care pragrancluding Public Health, the Oregon Health Pla@althy Kids, employee benefits and public-pivpartnerships.
This gives the state greater purchasing and markeér to begin tackling issues with costs, qualégk of preventive care and health care access.
The Health Authority is working to fundamentallypnove how health care is delivered and paid for beeause poor health is only partially due to lackedical care,
OHA will also be working to reduce health dispastiand to broaden the state's focus on prevention.

3. PERFORMANCE SUMMARY

The majority of the 2013-15 OHA KPMs are new. Basetiam are reported for either 2011 or 2012. Targets beee set for 2014 and 2015 for most of them, thereéateyellow, green
status can't be reported yet. However, there are six mesagugreen status, the rest are pending.

4. CHALLENGES

Oregon faces a $3.5 billion budget crisis and hedltcare is an ever increasing portion of our budget.

Health care spending accounts for 16 percent ofttite general fund budget. The need to refornhealth care system is more urgent than ever.

Oregon is a national leader in health reform thankdo the groundwork laid by the legislature.

In 2009, the legislature created Oregon Healthc@ioard (OHPB) and Oregon Health Authority (OHA)address the issues of cost, quality and accds=alth care.
While the federal government has made new invedtrierinsurance coverage and access, it will b upe states to take the next steps to lowerarusimprove quality.
The Oregon Health Policy Board has created an Adtian for Health that involves actions by all sfaédders — the legislature, consumers, businebeath care
providers and others — in a staged plan. Coupléid thve dollars federal reform will bring into Oragdhis plan meets the legislative mandate to "joeand fund access
affordable, quality care for all Oregonians by 2016also meets the spirit of innovation to seale@bn solutions to address the problems before us.

The plan includes many items that do not requigeslative actionput may require changes in how we set budget figsriFor instance, a focus on prevention andrtresa
of addiction saves lives and dollars as does dy fmus on prevention and chronic disease. Findily plan emphasizes how we deliver and pay faltineare to ensure
health equity, promote health and contain cosginbég with the 850,000 lives for whom the Oreditealth Authority buys health care services.

While It continues to be challenging to connect the daily veditke agency to higher level outcomes and goals, doimglsenable us to be accountable for efficient and effegiroeesses
and create a culture throughout OHA by which all managetstaff rigorously use performance measures and otégics for decision-making, managing the daily work
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and driving improvements throughout the agency. More &ffecommunication with the public and stakeholders of theevaf OHA services is desired as we attempt to educatesatheut
our role as good stewards of public resources.

5. RESOURCES AND EFFICIENCY

2013-15 Total Fund OHA Budget = $12,569,007,723. 4fiitions.More detail can be foundhdtp://www.oregon.gov/oha/Pages/budget-legisladisex* Source: DHS/OHA
Budget, Planning and Analysis
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OREGON HEALTH AUTHORITY II. KEY MEASURE ANALYSIS

KPM#1 | INITIATION OF ALCOHOL AND OTHER DRUG DEPENDENCE TRETMENT - Percentage of members with a new 2017
episode of alcohol or other drug dependence whaivred initiation of AOD treatment within 14 daysdignosis.

Goal Better care/access, lower cost, better health

Oregon Context | Better care/access, lower cost, better health

Data Source Administrative data

Owner OHA Performance Management Coordinator, 503-602£150

Initiation of alcohol and other drug dependencattreent

Bar is actual, line is target

15.00

30.00

25.00

20.00

15.00 <k R

10.00 H———===1 ——————

5.00

0.00
2011 2012 2014 2015

Data is represented by percent

1. OUR STRATEGY

This KPM supports the Quality Improvement Focusastdntegrating primary care and behavioral heailticl improving access to effective and timely care.
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OREGON HEALTH AUTHORITY II. KEY MEASURE ANALYSIS

2. ABOUT THE TARGETS

These improvement targets were established totriesah increase from the baseline data to theopmence target which the average of the 2011 Natio
Medicaid 75th percentile.

3. HOW WE ARE DOING

Calendar year 2011 is the baseline for this measu013, the initiation rate for alcohol and ditugatment was 31.7%. This representsnaneiase from tt
preliminary CY2011 data initially provided, but ealease from the final CY2011. This measure asextiey2014arget; however, targets were set base
preliminary 2011 dat

4. HOW WE COMPARE

Oregon's initiation rate is below the 2012 natidviadicaid rate of 39.4%. Additional comparisons Wwé made in future reports as appropriate.

5. FACTORS AFFECTING RESULTS

As we collect more data, we will have a better usidading of the factors affecting the results.

6. WHAT NEEDS TO BE DONE
As we collect more data, we will have a better usidading of specific actions to be taken. It ispble that the increased statewide emphasis ohallc

and drug use screening (SBIRT) due to the CCO thaemeasure will result in an increase in initatiof alcohol and drug treatment, as more indivislua
with risky or problematic substance use are idexatind referred to treatment services.

7. ABOUT THE DATA

CY2011 baseline data have been finalized; CY201i4 filata provided.
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OREGON HEALTH AUTHORITY II. KEY MEASURE ANALYSIS

KPM#2 | ENGAGEMENT OF ALCOHOL AND OTHER DRUG DEPENDENCE TREMENT - Percentage of members with a new 2017
episode of alcohol or other drug dependence wheived two or more services within 30 days of ititia visit.

Goal Better care/access; lower cost; better health

Oregon Context | Better care/access; lower cost; better health

Data Source Administrative data

Owner OHA Performance Management Coordinator, 503-602£150

Engagement of alcohol and other drug dependenagrtest

Bar is actual, line is target
24.00

20.00 Hrem=——=

16.00

2011 2012 2014 2018

Data is represented by percent

1. OUR STRATEGY

This KPM supports the Quality Improvement Focusastdntegrating primary care and behavioral healticl improving access to effective and timely care.
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OREGON HEALTH AUTHORITY II. KEY MEASURE ANALYSIS

2. ABOUT THE TARGETS

These improvement targets were established totriesah increase from the baseline data to theopmence target which the average of the 2011 Natio
Medicaid 75th percentile.

3. HOW WE ARE DOING

Calendar year 2011 is the baseline for this measu013, the engagement rate for individuals wiittated alcohol and drug treatment was 18.4%sThi
represents an increase from the preliminary CY2fHta initially provided, bua slight decrease from the final CY2011 rate o228.This measure is abo
the 2014 target; however, targets were set bas@detiminary 2011 data.

4. HOW WE COMPARE

Oregon's performance is above the 2012 nationaldd&benagement rate of 10.8%. Additional compasseill be made in future reports as appropriate.

5. FACTORS AFFECTING RESULTS

As we collect more data, we will have a better usidading of the factors affecting the results.

6. WHAT NEEDS TO BE DONE

As we collect more data, we will have a better usidading of specific actions to be taken. It isgible that the increased statewide emphasis ohalland drug use screening (SBIRT) due to the @€éntive
measure will result in increased engagement ofhalcand drug treatment, as more individuals wiskyior problematic substance use are identifiedrefetred to treatment services.

7. ABOUT THE DATA

CY2011 baseline data was finalized; CY2013 dat&igeal.
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OREGON HEALTH AUTHORITY

II. KEY MEASURE ANALYSIS

KPM#3 | FOLLOW-UP AFTER HOSPITALIZATION FOR MENTAL ILLNESS Percentage of enrollees 6 years of age and alder 201-
were hospitalized for treatment of mental healdodiers and who were seen on an outpatient basisrerin intermediate
treatment within seven days of discharge.

Goal Lower cost; better health

Oregon Context | Lower cost; better health

Data Source Administrative data

Owner

OHA Performance Management Coordinator, 503-602£150

Follow-up after hospitalization for mental illness
Bar is actual, line is target
70.00 —n
8000 HEsaiass ey —
50.00
40.00
woo| L8820 | | TE
000 Hrooosssd —t—————
10.00
0.00
2011 2013 2014 2015
Data is represented by percent

1. OUR STRATEGY

This KPM supports the Quality Improvement Focusasteaeducing preventable rehospitalizations; irtiygg primary care and behavioral health.
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OREGON HEALTH AUTHORITY II. KEY MEASURE ANALYSIS

2. ABOUT THE TARGETS

These improvement targets were established rotiiesah increase from the baseline data to the 2@tformance target which is the 2012 National
Medicaid 90th percentile.

3. HOW WE ARE DOING

Calendar year 2011 is the baseline for this meadu2013, 67.6% of patients ages 6 and older vedea follow-up with a health care provider witfin
days of being discharged from the hospital for rakifihess. This is an increase over the final WAL 2 baseline of 65.2%, but still slightly below @15
KPM target.

4. HOW WE COMPARE

Oregon is above the national 2012 Medicaid aveodd®.7 percent and the 2012 Commercial averad&d @6. However, Oregon is using a modified
version of the measure which is including followagre provided in community mental health settimgsch results in our higher rate. Additional
comparisons will be made in future reports as gmeite.

5. FACTORS AFFECTING RESULTS

As we collect more data, we will have a better usi@dading of the factors affecting the results.

6. WHAT NEEDS TO BE DONE

As we collect more data, we will have a better usidading of specific actions to be taken.

7. ABOUT THE DATA

CY 2011 and CY 2013.
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OREGON HEALTH AUTHORITY

II. KEY MEASURE ANALYSIS

KPM#4 | MENTAL AND PHYSICAL HEALTH ASSESSMENTS FOR CHILDRENN DHS CUSTODY — Percentage of children in 2017
DHS custody who receive a mental and physical hessessment within 60 days of initial custody.
Goal Better health

Oregon Context | Better health

Data Source Administrative data and child welfare records

Owner

OHA Performance Management Coordinator, 503-602£150

Mental health assessment for children in DHS cystod

Bar is actual, line is target

100.00

50.00 =

60.00

40,00 HoSaasaE 0

000 H——————- ——————

0.00
2011 2012 2014 2015

Data is represented by percent

1. OUR STRATEGY

This KPM supports the Quality Improvement Focusastdntegrating primary care and behavioral heattpyoving access to effective and timely care.
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OREGON HEALTH AUTHORITY II. KEY MEASURE ANALYSIS

2. ABOUT THE TARGETS

Targets based on calendar year 2011 baseline ndthe 2013 and 2014 benchmark for the CCO incemtigasures. Higher is better.

3. HOW WE ARE DOING

In 2011, 53.6% of children entering into fosterecegceived timely mental and physical health assests. In 2013, the rate increased slightly to %3.5
Additional comparisons will be made in future regor

4. HOW WE COMPARE

Comparisons will be made in future reports as gmjeite.

5. FACTORS AFFECTING RESULTS

As we collect more data, we will have a better usidmding of the factors affecting the results. @mwtor driving the improved 2013 rates was inceelas
coordinatation between CCOs and local DHS branftbesf

6. WHAT NEEDS TO BE DONE

As we collect more data, we will have a better usidading of specific actions to be taken.

7. ABOUT THE DATA

Calendar year.
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OREGON HEALTH AUTHORITY

II. KEY MEASURE ANALYSIS

KPM#5 | FOLLOW-UP CARE FOR CHILDREN PRESCRIBED WITH ADHD MECATION (INITIATION) - Percentage of children 201:
newly prescribed attention-deficit/hyperactivitgdider (ADHD) medication who had at least thre®Wlup care visits within g
10-month period, one of which was within 30 daysvben the first ADHD medication was dispensed: IDNTION.

Goal Better health

Oregon Context

Better health

Data Source

Administrative data

Owner

OHA Performance Management Coordinator, 503-602£150

Follow-up care for children prescribed with ADHD digation
(initiation)
Bar is actual, line is target
50,00

50.00 oo T2 N . 0 0 B

40.00
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20.00 s s s o

10000

0.00
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Data is represented by percent

1. OUR STRATEGY

This KPM supports the Quality Improvement Focusa&tentegrating primary care and behavioral heatproving access to effective and timely care.
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OREGON HEALTH AUTHORITY II. KEY MEASURE ANALYSIS

2. ABOUT THE TARGETS

The 2014 target is the 2012 National Medicaid $@tcentile. These targets will be revisited byNetrics and Scoring Committee.

3. HOW WE ARE DOING

Calendar year 2011 is the baseline for this measu011, 52.3% of children ages 6-12 had at leastfollow up visit with a health care provideridg
the 30 days after receiving a new prescriptionAfidention Deficit Hyperactivity Disorder (ADHD). 18013, the rate had increased just slightly to %3.3
above the KPM target, and above the 90th percemdti®nally. Additional comparisons will be madefurture reports.

4. HOW WE COMPARE

Oregon is above the national 90th percentile fah hdedicaid and Commercial. Additional comparisank be made in future reports as appropriate.

5. FACTORS AFFECTING RESULTS

As we collect more data, we will have a better usidading of the factors affecting the results.\&eehheard from providsithat limiting the follow up vis
to within the first 30 days is not well aligned wgome of the current ADHD medications, which magyuire a 45 day initial prescription. Children with
these longer intial prescriptions would fall outsiof the 30 day window for this measure.

6. WHAT NEEDS TO BE DONE

As we collect more data, we will have a better usi@ading of specific actions to be taken.

7. ABOUT THE DATA

Calendar year.
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OREGON HEALTH AUTHORITY II. KEY MEASURE ANALYSIS

KPM#6 | FOLLOW-UP CARE FOR CHILDREN PRESCRIBED WITH ADHD MECATION (CONTINUATION AND 201z
MAINTENANCE) - Percentage of children newly preserl attention-deficit/hyperactivity disorder (ADHB)edication who
had at least three follow-up care visits withinGarhonth period, one of which was within 30 daysvben the first ADHD
medication was dispensed: CONTINUATION AND MAINTENKEE

Goal Better health

Oregon Context | Better health

Data Source Administrative data

Owner OHA Performance Management Coordinator, 503-602£150

Follow-up care for children prescribed with ADHD dieation
(continuation and maintenance)

Bar is actual, line is target
70.00

R i e e
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Data is represented by percent
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OREGON HEALTH AUTHORITY II. KEY MEASURE ANALYSIS

1. OUR STRATEGY

This KPM supports the Quality Improvement Focusatentegrating primary care and behavioral heattproving access to effective and timely care.

2. ABOUT THE TARGETS

The 2014 target is the 2012 National Medicaid $@tcentile. These targets will be revisited byNetrics and Scoring Committee.

3. HOW WE ARE DOING

Calendar year 2011 is the baseline for this measu011, 61.0% of children who remained on ADHBditation for 210 days after receiving a new
prescription alshad at least two follow up visits with a provider.2013, the rate had increased just slightly t®®d, still short of the state benchmark and
KPM target of 63.0%. Additional comparisons will imade in future reports.

4. HOW WE COMPARE

Comparisons will be made in future reports as gmjeite.

5. FACTORS AFFECTING RESULTS

As we collect more data, we will have a better usidading of the factors affecting the results.

6. WHAT NEEDS TO BE DONE

As we collect more data, we will have a better usidading of specific actions to be taken.

7. ABOUT THE DATA

Calendar year.
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OREGON HEALTH AUTHORITY

II. KEY MEASURE ANALYSIS

KPM #7

30 DAY ILLICIT DRUG USE AMONG 6TH GRADERS - Perceade of 6th graders who have used illicit drugsapast 30
days.

201c

Goal

Better health

Oregon Context | Better health

Data Source Student wellness survey

Owner

OHA Performance Management Coordinator, 503-602£150

30 day illicit drug use among 6th graders

Bar is actual, line is target
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Data is represented by percent

1. OUR STRATEGY

This KPM supports the Quality Improvement FocusaAtiategrating primary care and behavioral health.
Addictions and Mental Health Division (AMH) uses a compretenapproach to addressing illicit drug use issues and imiewyevhen illicit drug use has occurred. This includes
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OREGON HEALTH AUTHORITY II. KEY MEASURE ANALYSIS

a variety of community and county level programs fund@l state and federal dollars.

In the comprehensive planning conducted at the Countidnal levels all 36 counties and 9 tribes prioritized undedageking as the number one concern. Closely assoaidthd
underage drinking is the use of marijuana. Marijuanarizesimes referred to at the ‘turn-key drug’ leading to oillieit drug use. Counties and Tribes have implemented programs
directly address underage drinking and illicit drug use. @lredude strategic media advocacy efforts directed at pacests clear and specific guidelines for their childrentsusing
alcohol and other drugs. AMH will continue to provide comityugrants to implement programs to reduce underage drirgidgllicit drug use on the local level.

2. ABOUT THE TARGETS

Targets are based on trend data and the annuatieduecessary to meet the Healthy People 20200§@a10% reduction.

3. HOW WE ARE DOING

In 2012, the rate of 6th graders who used any dlfag in the past 30 days was 1.8%; in 2014 tasehsed slightly to 1.4%.

4. HOW WE COMPARE

Comparisons will be made in future reports as gmjeite.

5. FACTORS AFFECTING RESULTS

Favorable attitudes on the part of youth about using alcodaobtwer drugs can be a major predictor of their usarerRal attitudes towards drug use have a tremendous@iffgouth
use. Youth whose parents feel that drug use is a “ripasgage” or that “kids will be kids” have much higher rafaBicit drug use those whose parents are clear that yoathicmot use
drugs.

6. WHAT NEEDS TO BE DONE

Oregonneeds to continue providing opportunities for youth to engagesitive, safe and healthy alternatives to drug useviding communities with adequate prevention funding to
implement comprehensive evidence-based programs woulgaixk those opportunities. Parents who set clear and spedificfor their children continue to be a nigjoevention strateg
to address illicit drug use.

7. ABOUT THE DATA
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OREGON HEALTH AUTHORITY II. KEY MEASURE ANALYSIS

Data is extracted from the Oregon Student Wellness Surixeysdrvey is administered annually to 6th, 8th and 11ttegsaacross the state.
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OREGON HEALTH AUTHORITY II. KEY MEASURE ANALYSIS

KPM#8 | 30 DAY ALCOHOL USE AMONG 6TH GRADERS - Percentagiefth graders who have used alcohol in the pastg6. 2011

Goal Better health

Oregon Context | Better health

Data Source Student wellness survey

Owner OHA Performance Management Coordinator, 503-602£150

30 day alcohol use among 6th graders

Bar is actual, line is target
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1. OUR STRATEGY

This KPM supports the Quality Improvement FocusaAiiategrating primary care and behavioral hedlttere is a comprehensive approach to addressing
underage drinking issues and intervening when @ggedrinking has occurred. This includes a vawégommunity and county level programs funded v
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OREGON HEALTH AUTHORITY II. KEY MEASURE ANALYSIS

state and federal dollars. In the comprehensiveniig conducted at the County and Tribal levels3@icounties and 9 tribes prioritized underagaldng

as the number one concern. Accordingly they hay#eamented programs to directly address underag&idg including minor decoy and controlled party
dispersal programs, reward and reminder programal¢ohol retailers, shoulder tap (third party saleperations, strategic media advocacy efforesctid
at social policies related to underage drinking paint programs that aid the parents in settisgr@nd specific guidelines concerning alcohol @thdr
drug use.

2. ABOUT THE TARGETS

Targets are based on trend data and the annuati@udnecessary to meet the Healthy People 20200j@a10% reduction.

3. HOW WE ARE DOING

In 2012, 6.7% of 6th graders had at least one drrdtcohol within the past 30 days; in 2014, tesreased slightly to 4.5%, meeting the 2014 target

4. HOW WE COMPARE

Comparisons will be made in future reports as gmyeite.

5. FACTORS AFFECTING RESULTS

Perceptions of youth being caught — either in possessiparchasing alcohol — can be a major determinant in whetimot they use. Parental attitudes towards alcohdlaweea
tremendous effect on youth use. Youth whose paresgltthiat alcohol use is a “rite of passage” or that “kids wikide” have much higher rates of drinking than those wipasents are
clear that youth should not drink. Unfortunately, all too yn@negon parents still provide youth with a “safe” placertokdby providing the alcohol, taking away car keys so thay't
drive, or both. These mixed messages give youth the $siprethat it's okay to drink, as long as they don’t drive.

6. WHAT NEEDS TO BE DONE

Oregonneeds to continue providing opportunities for youth to engagesitive, safe and healthy alternatives to alcohol useviditg communities with adequate prevention funding to
implement comprehensive evidence-based programs woulgaitk those opportunities. In addition, continued and consistéorcement of current laws across the state would mravid
constant message that Oregon does not tolerate undeirgigedgir Statewide media should continue to provide mesdagesents that it's against the law to provide alcohol to mijray
well as the importance of having well-defined expectatiorikef children regarding alcohol use.
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OREGON HEALTH AUTHORITY II. KEY MEASURE ANALYSIS

7. ABOUT THE DATA

Data is extracted from the Oregon Healthy Teens SurveyleBtWellness Survey. The survey is administered annuabiht®th and 11th graders across the state.
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OREGON HEALTH AUTHORITY

II. KEY MEASURE ANALYSIS

KPM #9

30 DAY ILLICIT DRUG USE AMONG 8TH GRADERS - Perceate of 8th graders who have used illicit drugsapast 30
days.

200¢

Goal

Better health

Oregon Context | Better health

Data Source Student wellness survey

Owner

OHA Performance Management Coordinator, 503-602£150

30 day illicit drug use among 8th graders

Bar is actual, line is target
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1. OUR STRATEGY

This KPM supports the Quality Improvement FocusaAtiategrating primary care and behavioral health.
Addictions and Mental Health Division (AMH) uses a compretenapproach to addressing illicit drug use issues and imiewyevhen illicit drug use has occurred. This includes
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OREGON HEALTH AUTHORITY II. KEY MEASURE ANALYSIS

a variety of community and county level programs fund@l state and federal dollars.

In the comprehensive planning conducted at the Countidnal levels all 36 counties and 9 tribes prioritized undedageking as the number one concern. Closely assoaidthd
underage drinking is the use of marijuana. Marijuanarizesimes referred to at the ‘turn-key drug’ leading to oillieit drug use. Counties and Tribes have implemented programs
directly address underage drinking and illicit drug use. @lredude strategic media advocacy efforts directed at pacests clear and specific guidelines for their childrentsusing
alcohol and other drugs. AMH will continue to provide comityugrants to implement programs to reduce underage drirgidgllicit drug use on the local level.

2. ABOUT THE TARGETS

Targets are based on trend data and the annuatieduecessary to meet the Healthy People 20200§@a10% reduction.

3. HOW WE ARE DOING

In 2012, 9% of 8th graders had used any ilicit druthe past 30 days; in 2014, this decreasedtsligh8.1%, just below the 2014 target.

4. HOW WE COMPARE

Comparisons will be made in future reports as gmjeite.

5. FACTORS AFFECTING RESULTS

Favorable attitudes on the part of youth about using alcodaobtwer drugs can be a major predictor of their usarerRal attitudes towards drug use have a tremendous@iffgouth
use. Youth whose parents feel that drug use is a “ripasgage” or that “kids will be kids” have much higher rafaBicit drug use those whose parents are clear that yoathicmot use
drugs.

6. WHAT NEEDS TO BE DONE

Oregonneeds to continue providing opportunities for youth to engagesitive, safe and healthy alternatives to drug useviding communities with adequate prevention funding to
implement comprehensive evidence-based programs woulgaixk those opportunities. Parents who set clear and spedificfor their children continue to be a nigjoevention strateg
to address illicit drug use.

7. ABOUT THE DATA
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OREGON HEALTH AUTHORITY II. KEY MEASURE ANALYSIS

Data is extracted from the Oregon Student Wellness SurvegltiHTeens Survey. The survey is administered annuaihi@th and 11th graders across the state.
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OREGON HEALTH AUTHORITY II. KEY MEASURE ANALYSIS

KPM#10 | 30 DAY ALCOHOL USE AMONG 8TH GRADERS - PercentageBth graders who have used alcohol in the past:38. 200¢

Goal Better health

Oregon Context | Better health

Data Source Student wellness survey

Owner OHA Performance Management Coordinator, 503-602£150

30 day alcohol use among 8th graders

Bar is actual, line is target
20.00
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Data is represented by percent

1. OUR STRATEGY

This KPM supports the Quality Improvement FocusaAiategrating primary and behavioral health.Ther@ comprehensive approach to addressing
underage drinking issues and intervening when @ygedrinking has occurred. This includes a vaétgommunity and countievel programs funded wit
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OREGON HEALTH AUTHORITY II. KEY MEASURE ANALYSIS

state and federal dollars. In the comprehensiveniig conducted at the County and Tribal levels3@icounties and 9 tribes prioritized underagaldng

as the number one concern. Accordingly they hay#eamented programs to directly address underag&idg including minor decoy and controlled party
dispersal programs, reward and reminder programal¢ohol retailers, shoulder tap (third party spleperations, strategic media advocacy efforesctid
at social policies related to underage drinking paint programs that aid the parents in settisgr@nd specific guidelines concerning alcohol @thdr
drug use.

2. ABOUT THE TARGETS

Targets are based on trend data and the annuati@udnecessary to meet the Healthy People 20200@a10% reduction.

3. HOW WE ARE DOING

In 2012, 19.6% of 8th graders had at least on&kdriralcohol in the past 30 days; in 2014, the dsereased slightly to 16.9%, meeting the 2014etarg

4. HOW WE COMPARE

Comparisons will be made in future reports as gmyeite.

5. FACTORS AFFECTING RESULTS

Perceptions of youth being caught — either in possessiparchasing alcohol — can be a major determinant in whetimot they use. Parental attitudes towards alcohdlaweea
tremendous effect on youth use. Youth whose paresgltthiat alcohol use is a “rite of passage” or that “kids wikide” have much higher rates of drinking than those wipasents are
clear that youth should not drink. Unfortunately, all too yn@negon parents still provide youth with a “safe” placertokdby providing the alcohol, taking away car keys so thay't
drive, or both. These mixed messages give youth the $siprethat it's okay to drink, as long as they don’t drive.

6. WHAT NEEDS TO BE DONE

Oregonneeds to continue providing opportunities for youth to engagesitive, safe and healthy alternatives to alcohol useviditg communities with adequate prevention funding to
implement comprehensive evidence-based programs woulgaitk those opportunities. In addition, continued and consistéorcement of current laws across the state would mravid
constant message that Oregon does not tolerate undeirgigedgir Statewide media should continue to provide mesdagesents that it's against the law to provide alcohol to mijray
well as the importance of having well-defined expectatiorikef children regarding alcohol use.
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7. ABOUT THE DATA

Data is extracted from the Oregon Healthy Teens SurveyleBtWellness Survey. The survey is administered annuaihtand 11th graders across the state.

2/23/2015 Page 32 of 88



OREGON HEALTH AUTHORITY

II. KEY MEASURE ANALYSIS

days.

KPM#11 | 30 DAY ILLICIT DRUG USE AMONG 11TH GRADERS - Perctage of 11th graders who have used illicit drugth@past 39 2017

Goal

Better health

Oregon Context

Better health

Data Source

Student wellness survey

Owner

OHA Performance Management Coordinator, 503-602£150

30 day illicit drug use among 11th graders

Bar is actual, line is target
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1. OUR STRATEGY

This KPM supports the Quality Improvement FocusaAtiategrating primary care and behavioral health.

Addictions and Mental Health Division (AMH) uses a compretenapproach to addressing illicit drug use issues and imiewyevhen illicit drug use has occurred. This includes
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OREGON HEALTH AUTHORITY II. KEY MEASURE ANALYSIS

a variety of community and county level programs fund@l state and federal dollars.

In the comprehensive planning conducted at the Countidnal levels all 36 counties and 9 tribes prioritized undedageking as the number one concern. Closely assoaiathd
underage drinking is the use of marijuana. Marijuanarizesimes referred to at the ‘turn-key drug’ leading to oillieit drug use. Counties and Tribes have implemented programs
directly address underage drinking and illicit drug use. @lredude strategic media advocacy efforts directed at pacests clear and specific guidelines for their childrentsusing
alcohol and other drugs. AMH will continue to provide comityugrants to implement programs to reduce underage drirgidgllicit drug use on the local level.

2. ABOUT THE TARGETS

Targets are based on trend data and the annuatieduecessary to meet the Healthy People 20200§@a10% reduction.

3. HOW WE ARE DOING

In 2012, 22.2% of 11th graders had used an ilitigdn the past 30 days; in 2014, this decreaséd® %, meeting the 2014 target.

4. HOW WE COMPARE

Comparisons will be made in future reports as gmjeite.

5. FACTORS AFFECTING RESULTS

Favorable attitudes on the part of youth about using alcodaobtwer drugs can be a major predictor of their usarerRal attitudes towards drug use have a tremendous@iffgouth
use. Youth whose parents feel that drug use is a “ripasgage” or that “kids will be kids” have much higher rafaBicit drug use those whose parents are clear that yoathicmot use
drugs.

6. WHAT NEEDS TO BE DONE

Oregonneeds to continue providing opportunities for youth to eagagositive, safe and healthy alternatives to drug usevidityg communities with adequate prevention funding to
implement comprehensive evidence-based programs woulgaixk those opportunities. Parents who sesircand specific rules for their children continue to beapor prevention strateg
to address illicit drug use.

7. ABOUT THE DATA
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Data is extracted from the Oregon Healthy Teens SurveyleBtWellness Survey. The survey is administered annuadihi@th and 11th graders across the state.
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KPM#12 | 30 DAY ALCOHOL USE AMONG 11TH GRADERS - Percentagfel 1th graders who have used alcohol in the pstays. 201¢

Goal Better health

Oregon Context | Better health

Data Source Student wellness survey
Owner OHA Performance Management Coordinator, 503-602£150
30 day alcohol use among 11th graders
Bar is actual, line is target
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1. OUR STRATEGY

This KPM supports the Quality Improvement FocusaAiiategrating primary care and behavioral healibr€ is a comprehensive approach to addressing
underage drinking issues and intervening when @ggedrinking has occurred. This includes a vaétgommunity and countievel programs funded wit
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state and federal dollars. In the comprehensiveniig conducted at the County and Tribal levels3@icounties and 9 tribes prioritized underagaldng

as the number one concern. Accordingly they hay#emented programs to directly address underag&idg including minor decoy and controlled party
dispersal programs, reward and reminder programal¢ohol retailers, shoulder tap (third party spleperations, strategic media advocacy efforesctid
at social policies related to underage drinking paint programs that aid the parents in settisgr@nd specific guidelines concerning alcohol @thdr
drug use.

2. ABOUT THE TARGETS

Targets are based on trend data and the annuati@udnecessary to meet the Healthy People 20200j@a10% reduction.

3. HOW WE ARE DOING

In 2012, 35.9% of Oregon 11th graders had at m@stdrink of alcohol in the past 30 days; in 2(1i4 tecreased slightly to 33.5%, meeting the 2014
target.

4. HOW WE COMPARE

Comparisons will be made in future reports as gmyeite.

5. FACTORS AFFECTING RESULTS

Perceptions of youth being caught — either in possessiparchasing alcohol — can be a major determinant in whetmot they use. Parental attitudes towards alcohdlaxsea
tremendous effect on youth use. Youth whose pareeitshfat alcohol use is a “rite of passage” or that “kids wikids” have much higher rates of drinking than those wipasents are
clear that youth should not drink. Unfortunately, all too yn@negon parents still provide youth with a “safe” placeriokdby providing the alcohol, taking away car keys so thay't
drive, or both. These mixed messages give youth the ssiprethat it's okay to drink, as long as they don't drive.

6. WHAT NEEDS TO BE DONE

Oregonneeds to continue providing opportunities for youth to engagesitive, safe and healthy alternatives to alcohol useviditg communities with adequate prevention funding to
implement comprehensive evidence-based programs woulgaixk those opportunities. In addition, continued and consistéorcement of current laws across the state would gravid
constant message that Oregon does not tolerate undeir@gagir Statewide media should continue to provide mesdagesents that it's against the law to provide alcohol to rajras
well as the importance of having well-defined expectatiortkesf children regarding alcohol use.

2/23/2015 Page 37 of 88



OREGON HEALTH AUTHORITY II. KEY MEASURE ANALYSIS

7. ABOUT THE DATA

Data is extracted from the Oregon Healthy Teens SurveyleBtWellness Survey. The survey is administered annuaithtand 11th graders across the state.
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KPM #13 | PRENATAL CARE (POPULATION) - Percentage of womenonhitiated prenatal care in the first 3 monthgEgnancy. 201¢

Goal

Better care/access; lower cost; better health

Oregon Context

Better care/access; lower cost; better health

Data Source

Administrative data

Owner

OHA Performance Management Coordinator, 503-602£150

Prenatal care - population

Bar is actual, line is target
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1. OUR STRATEGY

Outreach and link women to early and adequate preral care
Oregon Mothers Care (OMC), a statewide initiattvémiprove access to early prenatal care, providesces throughout Oregon at 29 sites serving 26
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counties. The program links women to health insceaenroliment and health care providers, andnddd by Title V, along with local funds. The OMC
program has developed partnerships among publipawate agencies to streamline, coordinate, anthpte access to prenl services. Project
components include a referral and support systemrénatal services, including dental services,amdngoing public awareness, outreach, and educati
campaign.

An MCH warm-line assists pregnant women to accessgtal care services and other services in tbeantunity. The warm-line is now a part of the
statewide 211 info line. This allows 24 hours g dadays a week as well as on-line access to camepisive community based information and referral.
Statewide home visiting system

Prenatal Home Visiting programs work to increasseas and effective utilization of prenatal care atier services for high risk pregnant women. Oneg
was awarded both formula and competitive Materndllafant Early Childhood Home Visiting (MIECHV) ants. The grants are enhancing access to both
clinical and home visiting services through expansif Healthy Families America/Healthy Start, Edtfllgad Start, and Nurse Family Partnership home
visiting services. Public Health Nurse Maternitys€&anagement (MCM) and home visiting service#sred through local health departments.
Collaboration with state public health partners

Ongoing collaboration with state public health pars (reproductive health, family planning and Wé@sures that education about the importance of
prenatal care is discussed and women who scre@ivpder pregnancy are referrd¢o early care.

Surveillance and data collection

Administration and analysis of the PRAMS surveyos$t-partum women to collect information relategtenatal care access for surveillance and program
planning Oregon PRAMS data has been continuously collesitee 1998 and provides information about utiiataccess, and quality of prenatal care.
Policy advocacy for early prenatal care system anduality improvements

Supporting CCOs in achieving early prenatal carerfembers by developing resources and offeringiieahassistance for CCOs and local public health
authorities.

Medicaid provides prenatal health coverage for undoumented womenAs of October 2013, Medicaid coverage for prenseavices is available to
pregnant women who would otherwbe eligible for OHP except for their immigratiomtsts. Initially a pilot project in two countiesgtiprogram is now
statewide.

2. ABOUT THE TARGETS

Early initiation of prenatal care maximizes oppaities for women to prepare for labor/delivery, irerhood and the longterm health of both child and
mother. The desired direction of change is to iaseethe percent of women who initiate prenatal icatiee first 3 months of their pregnancy.

3. HOW WE ARE DOING

The rate of first trimester prenatalre has risen from 70.2% in 2008 to 77.8 in 2&t&rting in 2008, there was a change in how prénata was calculate
from the birth certificate making trend analysi®pto that time difficult.
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4. HOW WE COMPARE

The overall rate in Oregon nears the HP 2020 adbgof 77.9%, however rates vary by race/ethniaitgd maternal age. According to the March of Dimes
Peristats, in 2012, Washington's rate was 73.5%Catifbrnia’'s 82.8%, compared to 76.3% in Oregon.

5. FACTORS AFFECTING RESULTS

Women give a variety of reasons for not accessanly @renatal care. Women may not feel that ezathe is important, may not know they are pregnamt,
may be experiencing barriers such as lack of imag@@&overage, inability to get an appointment geligble transportation.

6. WHAT NEEDS TO BE DONE

Opportunities to increase rates of early prenated bave arisen as the Affordable Care Act (ACAiglemented and health care transformation efiarts
Oregon move forward. Medicaid expansion and tkeatewn of Oregon’s Health Insurance MarketplacevBE®regon) mean that more women are eligible
for insurance regardless of pregnancy status. haereed women will hopefully mean that more womeihave established care providers who can e
provide or refer for prenatal ca In addition, the Affordable Care Act includes andate for health insurance to cover preventagveces including
preconception health visi Preconception health visits are an opportunitgézh women about the importance of early precaral.

7. ABOUT THE DATA

Prenatal care initiation is calculated from birértdficates and reported out by calendar year efcthild’s birth. It is calculated from several iedales: (1)
date of first prenatal care visit; (2) first daypsegnancy and (3) definition of first trimestek) Date of first prenatal care visit depends onhaos prenatal
care chart being available or mother’s recall Hig3t day of pregnancy depends on mother’s re¢dledate on which her last menstrual period beghis
date is sometimes imputed by taking Clinical Esteraf Gestation and calculating first day of pregna (3) First trimester is often but not univehgal
defined as the first 91 days since the date onlwthie mother’s last menstrual period began.
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KPM#14 | pRENATAL CARE (MEDICAID) - Percentage of women wimitiated prenatal care within 42 days of enrolltnen 201z

Goal Better care/access; lower cost; better health

Oregon Context | Better care/access; lower cost; better health

Data Source Administrative data

Owner OHA Performance Management Coordinator, 503-602£150

Prenatal care - Medicaid

Bar is actual, line is target
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1. OUR STRATEGY

Outreach and link women to early and adequate preral care
Oregon Mothers Care (OMC), a statewide initiatvémiprove access to early prenatal care, providesces throughout Oregon at 29 sites serving 26
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counties. The program links women to health insceaenroliment and health care providers, andnddd by Title V, along with local funds. The OMC
program has developed partnerships among publipawate agencies to streamline, coordinate, anthpte acces prenatal services. Project
components include a referral and support systemrénatal services, including dental services,amdngoing public awareness, outreach, and educati
campaign.

An MCH warm-line assists pregnant women to accessgtal care services and other services in tbeantunity. The warm-line is now a part of the
statewide 211 info line. This allows 24 hours g dadays a week as well as on-line access to camepsive community based information and referral.
Statewide home visiting system

Prenatal Home Visiting programs work to increasgeas and effective utilization of prenatal care atier services for high risk pregnant women. Oneg
was awarded both formula and competitive Materndllafant Early Childhood Home Visiting (MIECHV) gts. The grants are enhancing access to both
clinical and home visiting services through expansif Healthy Families America/Healthy Start, Edtfllgad Start, and Nurse Family Partnership home
visiting services. Public Health Nurse Maternitys€&anagement (MCM) and home visiting service#sred through local health departments.
Collaboration with state public health partners

Ongoing collaboration with state public health pars (reproductive health, family planning and Wé@sures that education about the importance of
prenatal care is discussed and women who scre@ivpder pregnancy are referred to early ¢

Surveillance and data collection

Administration and analysis of the PRAMS surveyos$t-partum women to collect information relategtenatal care access for surveillance and program
planning Oregon PRAMS data has been continuously collesitese 1998 and provides information about utiiataccess, and quality of prenatal care.
Policy advocacy for early prenatal care system anduality improvements

Supporting CCOs in achieving early prenatal carerfembers by developing resources and offeringiieahassistance for CCOs and local public health
authoritiesMedicaid provides prenatal health coverage for undoumented womenAs of October 2013, Medicaid coverage for prensgalices is
available to pregnant women who would otherwiseliggble for OHP except for their immigration statunitially a pilot project in two counties, the
program is now statewic

2. ABOUT THE TARGETS
Early initiation of prenatal care maximizes oppaities for women to prepare for labor/delivery, hmerhood and the long term health of both child and
mother. The desired direction of change is to iaseethe percent of women who initiate prenatal icetlee 3 months of their pregnancy. The 2014 KPM

target is the 2012 national Medicaid 75th percergtdor administrative data only). This is also #8843 benchmark for the CCOs, which will be revibiby
the Metrics & Scoring Committee annually.

3. HOW WE ARE DOING
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The rate of first trimester prenatal care for Madtchas increased slightly from 65.3% in 2011 t8%vin 2013, still shy of the 69% target.

4. HOW WE COMPARE

Oregon's 2013 performance is close to the nat@®db2 75th percentile for Medicaid (administratiaadonly); however, Oregon's Medicaid rate is still
below the first trimester prenatal care rate fer gdeneral population.

5. FACTORS AFFECTING RESULTS

Women give a variety of reasons for not accessamly erenatal care. Women may not feel that ezahg is important, may not know they are pregnamt,
may be experiencing barriers such as lack of imag&overage, inability to get an appointment oelisble transportation.

6. WHAT NEEDS TO BE DONE

Opportunities to increase rates of early prenated bave arisen as the Affordable Care Act (ACAiglemented and health care transformation effarts
Oregon move forward. Medicaid expansion and teatasn of Oregon’s Health Insurance Marketplacev@E®regon) mean that more women are eligible
for insurance regardless of pregnancy statdsre insured women will hopefully mean that morenvem will have established care providers who ctret
provide or refer for prenatal ca In addition, the Affordable Care Act includes andate for health insurance to cover preventagwveces including
preconception health visi Preconception health visits are an opportunityeéeh women about the importance of early precaia.

7. ABOUT THE DATA

Calendar year. This measure is calculated usingrasinative data only; in 2014, the measure witlide medical record review, which will give a more
accurate report of the timeliness of prenatal Gar&ledicaid.
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KPM#15 | PRIMARY CARE SENSITIVE HOSPITAL ADMISSIONS/INPATIEN STAYS - Rate per 100,000 client years of admissio| 2017
(for 12 diagnoses) that are more appropriatelytéean an outpatient setting.
Goal Lower cost; better health

Oregon Context | Lower cost; better health

Data Source Administrative data

Owner

OHA Performance Management Coordinator, 503-602£150
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Bar is actual, line is target
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1. OUR STRATEGY

This KPM supports the Quality Improvement FocusaAfiReducing preventable rehospitalizations.
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2. ABOUT THE TARGETS

Targets have not yet been established. The stagwidormance measure targets under the CMS wealefior a 10% reduction in these admission rates.

3. HOW WE ARE DOING

In 2011, the composite rate for all prevention guahdicators was 1,735.6/100,000 member yearg0i3, the composite rate had decreased to
1,559.7/100,000 member years, a trend in the dighttion.

4. HOW WE COMPARE

Comparisons will be made in future reports as gmjeite.

5. FACTORS AFFECTING RESULTS

As more data are collected, we will have a betteleustanding of the factors affecting results.

6. WHAT NEEDS TO BE DONE

As we collect more data, we will have a better usi@dading of specific actions to be taken.

7. ABOUT THE DATA

Calendar year, administrative data; data are repguér 100,000 member years.
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KPM #16 | pATIENT CENTERED PRIMARY CARE HOME (PCPCH) ENROLLME - Number of members enrolled in patient-centefed 2017
primary care homes by ti

Goal Better care/access

Oregon Context | Better care/access

Data Source Patient-Centered Primary Care Home enroliment al@aeported quarterly by CCOs.

Owner OHA Performance Management Coordinator, 503-602£150

Patient centered primary care home (PCPCH) enralime

Bar is actual, line is target
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1. OUR STRATEGY

This KPM supports the Quality Improvement Focusastdmproving access to effective and timely carggroving primary care for all populations.
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2. ABOUT THE TARGETS

These targets have been established to achiego#hef having 100% of Medicaid members enrolled necognized patient-centered primary care home.
This aligns with the CCO incentive measure target.

3. HOW WE ARE DOING

Calendar year 2011 is the baseline for this measu2011, 51.8 percent of Medicaid members werelk in a certified patient centered primary care
home. This increased to 78.6 percent by the e2@b8, well above the 2014 target of 60 percentbaAtione CCO saw increased PCPCH enrollment
between 2011 and 2013. Additional comparisonshelmade in future reports.

4. HOW WE COMPARE

Comparisons will be made in future reports as gmjeite.

5. FACTORS AFFECTING RESULTS

Coordinated care organizations are driving improaenon this measure through two main efforts: (@j)king with contracted providers to go through the
PCPCH recognition process, and (2) preferentiasigning members to certified PCPCHs. As we colieate data, we will have a better understanding of
the factors affecting the results.

6. WHAT NEEDS TO BE DONE

As we collect more data, we will have a better usidading of specific actions to be taken.

7. ABOUT THE DATA

Calendar year. Data are self-reported by CCOs @®ptheir contractually required provider netwapacity / network adequacy reporting.

2/23/2015 Page 48 of 88



OREGON HEALTH AUTHORITY

II. KEY MEASURE ANALYSIS

KPM#17 | ACCESS TO CARE - Percentage of members who respbtaleays" or "usually” too getting care quicklyo(oposite for adult 2013
and child).

Goal

Better care/access; better health

Oregon Context

Better care/access; better health

Data Source

CAHPS Health Plan survey

Owner

OHA Performance Management Coordinator, 503-602£150

Access to care

Bar is actual, line is target
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1. OUR STRATEGY

This KPM supports the Quality Improvement FocusaAlenproving access to effective and timely care.
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2. ABOUT THE TARGETS

Targets are based on the 2012 National Medicaid &tcentile.

3. HOW WE ARE DOING

Calendar year 2011 is the baseline for this meatu2011, 83 percent of adults and children rezgi@ppointments and care when they needed them. In
2013, this increased slightly to 83.6 percent, sélow the benchmark of 87.0 percent. This inazesas seen in 10 of the 15 Coordinated Care
Organizations (CCOs).

4. HOW WE COMPARE

Comparisons will be made in future reports as gmyeite.

5. FACTORS AFFECTING RESULTS

As we collect more data, we will have a better usi@dading of the factors affecting the results.

6. WHAT NEEDS TO BE DONE

As we collect more data, we will have a better usidading of specific actions to be taken.

7. ABOUT THE DATA

Calendar year. This KPM reports the percentageeshbers who responded "always" or "usually” to ggttiare quickly. Results are a composite of adult
and child survey questions.
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KPM #18 | MEMBER EXPERIENCE OF CARE - Composite measuremieotv well doctors communicate; health plan informatand 201z
customer service (Medicaid population).
Goal Better care/access

Oregon Context | Better care/access

Data Source CAHPS Health Plan survey

Owner

OHA Performance Management Coordinator, 503-602£150

Member experience of care

Bar is actual, line is target
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1. OUR STRATEGY

This KPM supports the Quality Improvement FocusaAlenproving access to effective and timely care.
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2. ABOUT THE TARGETS

Targets are based on the 2012 National Medicaid &tcentile.

3. HOW WE ARE DOING

Calendar year 2011 is the baseline for this measu011, 78 percent of adults and children regabthey received needed information or help andghb
they were treated with courtesy and respect byooust service staff. In 2013, the rate increase8Bta percent, just shy of the benchmark of 84.Gqer
but still notable considering this increase ocaliae CCOs were newly established. This increase 2@11 to 2013 was seen across 13 of the 15
CCOs.Additional comparisons will be made in futtgports.

4. HOW WE COMPARE

Comparisons will be made in future reports as gmjeite.

5. FACTORS AFFECTING RESULTS

As we collect more data, we will have a better usidading of the factors affecting the results.

6. WHAT NEEDS TO BE DONE

As we collect more data, we will have a better usi@dading of specific actions to be taken.

7. ABOUT THE DATA

Calendar year. This KPM reports on the followingneénts: getting care needed; getting care quibkiy; well doctors communicate; health plan
information. Results are a composite of adult dmittlsurvey questions.
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KPM#19 | MEMBER HEALTH STATUS - Percentage of CAHPS survegpondents with a positive self-reported ratinguarall health 201z
(excellent, very good).
Goal Better health

Oregon Context | Better health

Data Source CAHPS survey

Owner

OHA Performance Management Coordinator, 503-602£150

Member health status
Bar is actual, line is target
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1. OUR STRATEGY

This KPM supports the Quality Improvement FocusasteAddressing discrete health issues; improvimgany care for all populations.
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2. ABOUT THE TARGETS

The targets are based on the National Medicaid F&tbentile.

3. HOW WE ARE DOING

Calendar year 2011 is the baseline for this measu011, 23% of CCO enrollees responding to tA&IES survey had a positive self-reproted rating of
overall health (excellent or very good). In 2018sthad increased to 29%, meeting the 2014 target.

4. HOW WE COMPARE

Comparisons will be made in future reports as gmjeite.

5. FACTORS AFFECTING RESULTS

As we collect more data, we will have a better usidading of the factors affecting the results.

6. WHAT NEEDS TO BE DONE

As we collect more data, we will have a better usi@dading of specific actions to be taken.

7. ABOUT THE DATA

Calendar year. The results report the percenta@®6fPS survey respondents with a positive self-rgbrating of overall health.
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KPM #20 | RATE OF TOBACCO USE (POPULATION) - Rate of tobaagge among adults.

200z

Goal

Better health

Oregon Context

Better health

Data Source

BRFSS

Owner

OHA Performance Management Coordinator, 503-602£150

Rate of tobacco use - adult population

Bar is actual, line is target
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1. OUR STRATEGY

The goal of the Oregon Tobacco Prevention and Educatagrdn (TPEP) is to reduce tobacco use among all Oragoniiais is accomplished by focusing on the componerntediVorld
Health Organization’s MPOWER framewomonitor tobacco use and prevention policiesptect people from tobacco smok®ffer help to quit tobacco us&/arn about the dangers of
tobacco Enforce bans on tobacco advertising, promotion and sponsoesfgiiRaisethe price of tobacco. This work is undertaken by thenty, tribal and
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state tobacco programs working synergistically to ensurestieay Oregonians experiences the benefits of tobaccemntiem work in the places where they live, work, play, aadileNo
single component of Oregon’s TPEP is solely responsileefiucing tobacco use—a comprehensive approach mestfoyed to effectively decrease tobacco use.

2. ABOUT THE TARGETS

Tobacco use is the leading preventable cause of deatlego®and the nation. Cigarette smoking is the most comanondf tobacco useQuitting tobacco at any age has significant hi
benefits. Successful efforts to decrease the prevaleriobaxfco use among all Oregon adults and Oregon aduitsise covered by Medicaid will lead to reduced morbidity mortality.
This in turn will contribute substantially toward the OHA|DHS wvisaj “a healthy Oregon” in the short-term and long-term.

3. HOW WE ARE DOING

In 2012, the proportion of adult tobacco users in theibééd population was 43 percent higher than among the gjeamiullt population (34% versus 22%).

4. HOW WE COMPARE

Other groups report cigarette smoking prevalence aloner ridiin tobacco use prevalence, so no external dateaaliey available to compare against.

5. FACTORS AFFECTING RESULTS

The Centers for Disease Control and Prevention Officerafkéhg and Health has developed an evidence-based fumdidgl for countering the health and economic destructidobaicco
use. The recommended model funds programs to prevgatiom of tobacco use among young people, to promote gu#timong adults and young people, to eliminate exposure to
secondhand smoke, and to identify and eliminate tobacdededésparities. For Oregon, the recommended fundingli®8Jer capita, which equates to $43 million annually. This
recommendation represents just a fraction of the cost attobuse, with more than $2.5 billion lost to medical card@sigroductivity annually in Oregon.

During the 2013-2015 biennium Oregon is slated to receivet2.87 per capita for tobacco prevention from all fundimgrces, which is 28% of CDC’s recommended fundimgdbacco
prevention. This is comparable with what was allotted to Oréguercco prevention a dozen years ago, however, futhelets have been much lower in the years in between. aRBP
received approximately $2.87 per capita during the 20@B-2&nnium, but was temporarily shuttered when the Legisldivected the allocated revenues elsewhere. After thisuptem,
smoking among pregnant women and adolescents stoppexasi@g, and per capita consumption of cigarettes incréasthe first time since the program was first implemented.

6. WHAT NEEDS TO BE DONE

Studies in Oregon and in other states have shown thegades in funding for tobacco prevention lead to dealeaszess in reducing tobacco use, and conversefgases in funding for
tobacco prevention lead to increased success in rediatiagco use. To keep youth and young adults from stadisgnoke, protect Oregonians from
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secondhand smoke, identify and eliminate tobacco-relatedritispand help smokers quit, funding for comprehensivectmbaontrol needs to be increased. Prior successeggo®and a
substantial evidence-base from elsewhere tell us that a ebermive program is the most effective means to countdettastating effects of tobacco.

7. ABOUT THE DATA

Tobacco use prevalence among adult Oregoniansikble annually and reported once per calendar yée estimate is derived from the Oregon
Behavioral Risk Factor Surveillance System (BRF&3glephone-administered survey of adults thatnéxas health related behaviors. Advantages
associated with this data source include its widesspuse across the nation, permitting nationalkcaoss-state comparison (although, as mentioned
previously, other grou| report cigarette smoking rather than tobacco Tike)Oregon BRFSS began including cellular telephamés sample in 2010,
which improved the representativeness of the estinizata collected in 2010 and later, however, caha compared with earlier years. "Tobacco use" is
defined as having smoking at least 100 cigaretteslifetime and currently smoking every day or samays, and/or currently using chewing tobaccoffsnu
or snus every day or some days.
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KPM#21 | RATE OF TOBACCO USE (MEDICAID) - Percentage of C@@rollees who currently smoke cigarettes or usadod every 2013
day or some days.

Goal

Better health

Oregon Context

Better health

Data Source

CAHPS survey

Owner

OHA Performance Management Coordinator, 503-602£150

Rate of tobacco use - Medicaid population

Bar is actual, line is target
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1. OUR STRATEGY

The goal of the Oregon Tobacco Prevention and Educatagrdn (TPEP) is to reduce tobacco use among all Oragoniiais is accomplished by focusing on the componerntediVorld
Health Organization’s MPOWER framewoionitor tobacco use and prevention policiésptect people from tobacco smok®ffer help to quit tobacco us&/arn
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about the dangers of tobac&mforce bans on tobacco advertising, promotion and sponsorstdfiRaise the price of tobacco. This work is undertaken by theayouribal and state tobacco
programs working synergistically to ensure that every @rims experiences the benefits of tobacco preventioniwdhle places where they live, work, play, and learnsigle
component of Oregon’s TPEP is solely responsible fardied tobacco use—a comprehensive approach mustleyed to effectively decrease tobacco use.

2. ABOUT THE TARGETS

Tobacco use is the leading preventable cause of deatlego®and the nation. Cigarette smoking is the most comanondf tobacco useQuitting tobacco at any age has significant hi
benefits. Successful efforts to decrease the prevaleriobaxfco use among all Oregon adults and Oregon aduitsise covered by Medicaid will lead to reduced morbidity mortality.
This in turn will contribute substantially toward the OHA|DHS wvisaj “a healthy Oregon” in the short-term and long-term.

3. HOW WE ARE DOING

In 2012, the proportion of adult tobacco users in theibééd population was 43% higher than among the general pojuldation (34% vs 22%). The tobacco use prevalencedsed in the
Medicaid population from 31% in 2011 to 34% in 2013.

4. HOW WE COMPARE

Among data included in the national CAHPS survey dataira2813, 69% of Medicaid members nationally reported thesently smoke or use tobacco every day, some daystat all,
compared to the Oregon rate of 34%.

5. FACTORS AFFECTING RESULTS

The Centers for Disease Control and Prevention Officerafkéhg and Health has developed an evidence-based fumdidgl for countering the health and economic destructidobaicco
use. The recommended model funds programs to prevgatiom of tobacco use among young people, to promatérguamong adults and young people, to eliminate exposure to
secondhand smoke, and to identify and eliminate tobacdededésparities. For Oregon, the recommended fundingdi®$Jer capita, which equates to $39.3 million annually. This
recommendation represents just a fraction of the cost attobuse, with more than $2.5 billion lost to medical card@sigroductivity annually in Oregon.

During the 2013 - 2015 biennium Oregon is slatectteive about $2.87 per capita for tobacco prémerfitom all funding sources, which is 28% of CDC's
recommended funding for tobacco prevention. Theommparable with what was allotted to Oregon tobgwevention a dozen years ago. However, funding
levels have been much lower in the years in betwEREP also received about $2.87 per capita ddin@@001-2003 biennium, but was temporarily
shuttered when the Legislature directed the aldmtedvenues elsewhere. After this interruption,lsngpamong pregnant women and adolescents stopped
decreasing and per capita consumption of cigargttesased for the first time since the program firasimplemented.
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6. WHAT NEEDS TO BE DONE

Studies in Oregon and in other states have shown thagades in funding for tobacco prevention lead to dealeaseess in reducing tobacco use, and converselgases in funding for
tobacco prevention lead to increased success in redintiagco use. To keep youth and young adults from stadisgioke, protect Oregonians from secondhand smokeifydamd
eliminate tobacco-related disparities and help smokers quiinfyifik comprehensive tobacco control needs to be isece@rior successes in Oregon and a substantial evidasedrom
elsewhere tell us that a comprehensive program is the nfiestivd means to counter the devastating effects of tobacco.

7. ABOUT THE DATA

Tobacco use prevalence amongla®regonians on Medicaid is on an annual repgrtiycle, computed once per calendar year. The atima derived fror
the Oregon Consumer Assessment of Healthcare Rm@vashd Systems (CAHPS), a survey that examineriexgges with health plans and their services
among Medicaid enrollees.
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KPM #22 | RATE OF OBESITY (POPULATION) - Percentage of adultso are obese among Oregonians. 201C

Goal Better health

Oregon Context | Better health

Data Source Behavioral Risk Factor Surveillance System (BRFSS)
Owner OHA Performance Management Coordinator, 503-602£150
Rate of obesity - adult population
Bar is actual, line is target
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1. OUR STRATEGY

In 2013, the Oregon Public Health Division was awardedifighfrom the Centers for Disease Control and PrevenB@C) to reduce obesity as part of an integrated cooperagireement
to prevent and control diabetes, heart disease, obesigsandiated risk factors, and promote school health. Ultimatetynprehensive, coordinated, statewide obesity prevention
program/initiative will be required to slow the increase in ithethese resources are not sufficient to build a congorgilie program, although they will allow
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some efforts to start.

2. ABOUT THE TARGETS

Over the past two decades, obesity has become a natimhstisée health crisis. In Oregon, obesity contributes tdehths of about 1,500 Oregonians each year, makingondenly to
tobacco as the state’s leading cause of preventable @dzhity is also a major risk factor for chronic diseaseh as diabetes, cancer, high blood pressure, highstalk arthritis, heart
disease and stroke. Since 1990, Oregon’s adult obesitiyaatacreased 121 percent. If Oregon remains on #jgtory, children born today will not live as long as theiepts or
grandparents do.

In Oregon, medical costs related to obesity among adultsestireated to have reached $1.6 billion in 2006, with $33%miti that paid by Medicare and $333 million paid by Medicaid

In addition, people affected by obesity are estimated to &aweal medical costs $1,429 higher than non-obese pé&dpesity prevalence grew steadily in Oregon and.ti&e
between 1990 and 2010, and has remained flat $m@810, CDC launched a new methodology for caliiod BRFSS estimates, which appears to increase
many estimates, but is designed to produce moreseptative, accurate estimates. Considering fheta's, the trajectory for obesity is estimatedetach
around 30% in the general population by 2017 sdatget was set to be 30% or less. Since Oregohrh#sd funding for obesity prevention and control
targets were modest.

3. HOW WE ARE DOING

In 2012, the proportion of adults who are obese irMadicaid population was 52% higher than the proportion otsgino are obese in the general population (41% vs 27%).

4. HOW WE COMPARE

Recently released data from the CDC's national Behavior&lfRistor Surveillance System (BRFSS) indicate that Oregido@sity prevalence is tied for 23rd/24th place in the nation
among all states and the District of Columbia (Oregon, 27t8fge: Colorado, 20.5% —Louisiana, 34.7%.) Estimateseadityprevalence among the Medicaid population by statecare
available.

5. FACTORS AFFECTING RESULTS

Poor nutrition and lack of physical activity are the maindescdriving obesity in Oregon. Obesity results from calooiesumption that exceeds the number of calories expeSden:
calorie consumption is difficult and costly to assess accyrateting>5 servings of fruits and vegetables a day is used demaf a healthy diet. Regular physical activity is alsaiticat
component of weight control.

During 2011, fewer than one in four Oregon adults corsi¥h servings of fruits and vegetables per day, which has tedatively unchanged since 1996. Among youth the situigtion

similar: about one in four Oregon eighth-graders consuimedf more servings a day of fruits and vegetables 8. 20@ung people also drink a lot of sugary beges about 12 percent
eighth-graders report drinking an average of one or swftedrinks a day. This means that about one in ten eighttes consume enough soda to add more
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than 1,000 extra calories to their diets each week.

In 2011, 24% of adult Oregonians met aerobic and mss@agthening recommendations for physical activity. In 2603 of Oregon eight-graders met physical activity recenaations

of getting one or more hours of activity on most days efikek.

6. WHAT NEEDS TO BE DONE

Comprehensive, collaborative statewide and comiyoaised obesity prevention programs that includedsirds for physical activity and nutrition can
make it easy for children and adults to accesdinetdods and physical activities where they Inerk, play and learn. kless appropriate steps are take
curb the obesity crisis in Oregon, the costs ingdnelives and dollars will be too great for theet® sustain. Obesity is a preventable diseaseclirs in
predisposed children and adults living in environteehat promote eating too many calories anditté® physical activit. Like other chronic diseases,

prevention is the optimiapproach and is our strategy to address this phbatth crisis.

7. ABOUT THE DATA

Obesity prevalence among adult Oregonians is dlainnually and computed once per calendar yeigrderived from calculations of body mass index
(BMI) from the Oregon Behavioral Risk Factor Sulegice System (BRFSS), a telephone-administerageguhat examines healtefated factors includir
height and weight. Advantages associated withdaia source include its widespread use acrossati@npermitting national and cross-state compags
The Oregon BRFSS began including cellular telepbamés sample in 2010, which improved the repnestezeness of the estimate. Data collected in 2010
and later, however, cannot be compared with egriliars. One disadvantage of these data is thaindepts tend to give responses that skew their BMI
slightly lower (either by over-reporting heightunder-reporting weight), although over time thiasis assumed to be relatively constant.
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KPM #23 | RATE OF OBESITY (MEDICAID) - Percentage of Medicgdpulation who are obese. 201:

Goal Better health

Oregon Context | Better health

Data Source Administrative data
Owner OHA Performance Management Coordinator, 503-602£150
Rate of obesity - Medicaid population
Bar is actual, line is target

45.00

40.00 u
15.00

30.00
25.00

15.00 oo ooooossd e

':|:,:| e W P WP W P W W B oW W W W W W W W

1 ) T A N

0.00

2011 mz 2014
Data is represented by percent

1. OUR STRATEGY

In 2013, the Oregon Public Health Division was awardedifighfrom the Centers for Disease Control and PrevenB@C) to reduce obesity as part of an integrated cooperagireement
to prevent and control diabetes, heart disease, obesigsandiated risk factors, and promote school health. Ultimatetynprehensive, coordinated, statewide obesity prevention
program/initiative will be required to slow the increase in ithethese resources are not sufficient to build a congorgilie program, although they will allow
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some efforts to start.

2. ABOUT THE TARGETS

Over the past two decades, obesity has becomeéomaladnd state health crisis. In Oregon, obesitytributes to the deaths of about 1,500 Oregoreanh
year, making it second only to tobacco as the'stitading cause of preventable death. Obesitiggsaam ajor risk factor for chronic diseases sagh
diabetes, cancer, high blood pressure, high clestdsarthritis, heart diseasedastroke. Since 1990, Oregon's adult obesity raseificreased 121 percent
Oregon remains on this trajectory, children boagowill not live as long as their parents or giaenents do. In Oregon, medical costs related tsigbe
among adults were estimated to have reached $lidhtin 2006, with $339 million of that paid by Meare and $333 million paid by Medicaid. In
addition, people affected by obesity are estimatdthve annual medical costs $1,429 higher tharobese people. Obesity prevalence grew steadily in
Oregon between 1990 and 2010, and has remainesirfta. In 2010, CDC launched a new methodologgdteulating BRFSS estimates, which appears to
increase many estimates, but is designed to pradoce representative, accurate estimates. Consgiirese factors, the trajectory for obesity iseeted

to reach around 30% in the general population iy’ 2D the target was set to be 30% or less. Sinego@ has limited funding for obesity preventionl an
control, targets were modest.

3. HOW WE ARE DOING

In 2012, the proportion of obese adults in the Medicafulfadion was 52% higher than the proportion of obese adulte general population (41% vs. 27%). The 2012 dutev sin
increase in the proprtion of obese adults in the Medicgidlpton, from 37% to 41%.

4. HOW WE COMPARE

Recently released data from the CDC's national Behavior&lfRistor Surveillance System (BRFSS) indicate that Oregi@sity prevalence is tied for 23rd/24th place inrthion amon
all states and the District of Columbia (Oregon, 27.3%;ea@glorado, 20.5% —Louisiana, 34.7%.) Populabiased estimates of obesity prevalence among the Medicaithpiop by stat
are not available.

5. FACTORS AFFECTING RESULTS

Poor nutrition and lack of physical activity are the maindiecdriving obesity in Oregon. Obesity results from calooiesumption that exceeds the number of calories expeBaden:
calorie consumption is difficult and costly to assess accyragating>5 servings of fruits and vegetables a day is used dseemaira healthy diet. Regular physical activity is also a efitic
component of weight control.

During 2011, fewer than one in four Oregon adults corsixf servings of fruits and vegetables per day, which has t#atively unchanged since 1996. Among youth the
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situation is similar: about one in four Oregon eighth-gradensumed five or more servings a day of fruits anetadges in 2013. Young people also drink a lot of sugevgtages: about
12 percent of eighth-graders report drinking an averbge@or more soft drinks a day. This means that abautroten eighth-graders consume enough soda to adgthan 1,000 extra
calories to their diets each week.

In 2011, 24% of adult Oregonians met aerobic and mss@agthening recommendations for physical activity. In 2603 of Oregon eight-graders met physical activity recenaations
of getting one or more hours of activity on most days efikek.

6. WHAT NEEDS TO BE DONE

Comprehensive, collaborative statewide and commyoaised obesity prevention programs that includedsirds for physical activity and nutrition can
make it easy for children and adults to accesdinetdods and physical activities where they Inerk, play and learn. kless appropriate steps are take
curb the obesity crisis in Oregon, the costs ingdnelives and dollars will be too great for theet® sustain. Obesity is a preventable diseaseclirs in
predisposed children and adults living in environteghat promote eating too many calories anditté® physical activit. Like other chronic diseases,
prevention is the optimal approach and is ourefpato address this public health cr

7. ABOUT THE DATA

Obesity prevalence among Oregon adult Medicaigreais is available annually and computed onceglendar year. It is derived from calculations of
body mass index (BMI) from the Oregon BehaviorakRractor Surveillance System (BRFSS), a teleplaoimeinistered survey that examines health re
factors including height and weight. Advantage®eaisged with this data source include its widespnese across the nation, permitting national and
cross-state comparisons. The Oregon BRFSS beglaliimg cellular telephones in its sample in 2018jol improved the representativeness of the
estimate. Data collected in 2010 and later, howeaenot be compared with earlier years. One desatdge of these data is that respondents tendéeo gi
responses that skew their BMI slightly lower (eitbg over-reporting height or under-reporting we)ghlthough over time this bias is assumed to be
relatively constant. OHA Health Analytics is invigsting other means by which to collect these dathe future, including Oregon Consumer Assessment
of Healthcare Providers and Systems (CAHPS), oigadth assessments, or the Medicaid BRFSS, whialspecial administration of a BRFSS-like survey
to Medicaid enrollees.
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KPM#24 | p AN ALL CAUSE READMISSIONS - Percentage of acut@atient stays that were followed by an acute reésglon for any 2013
diagnosis within 30 days and the predicted probglaf an acute readmission for members 18 yeadsoater.
Goal Lower cost

Oregon Context | Lower cost

Data Source Administrative data

Owner

OHA Performance Management Coordinator, 503-602£150

Plan all cause readmissions

Bar is actual, line is target
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1. OUR STRATEGY

This KPM supports the Quality Improvement FocusaAfiReducing preventable rehospitalizations.
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2. ABOUT THE TARGETS

Targets were created using an average of the 206&#r@rcial and Medicare 75th percentiles. For tidKlower is better.

3. HOW WE ARE DOING

Calendar year 2011 is the baseline for this measu2011, 12.3 percent of adult patients who hadspital stay were readmitted for any reason wigtl
days of discharge. By 2013, the readmission ratarharoved slightly to 11.7 percent. Nine CCOs aaw improvements in éir readmission rates and t
CCOs saw no change in their rates. Readmissiors ieduced across African Americans, American Indimskan Natives, Asian Americans, and Whites,
but increased for Hispanics and Hawaiian/Pacifemiders. Additional comparisons will be madeutufe reports.

4. HOW WE COMPARE

Comparisons will be made in future reports as gmjeite.

5. FACTORS AFFECTING RESULTS

As we collect more data, we will have a better usidading of the factors affecting the results.

6. WHAT NEEDS TO BE DONE

As we collect more data, we will have a better usi@dading of specific actions to be taken.

7. ABOUT THE DATA

Calendar year.
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KPM #25 | EFFECTIVE CONTRACEPTIVE USE (POPULATION) - Percegaof reproductive age women who are at risk ofitemided 201:
pregnancy using an effective method of contracgj
Goal Better health

Oregon Context | Better health

Data Source Behavioral Risk Factor Surveillance System (BRFSS)

Owner

OHA Performance Management Coordinator, 503-602£150

Effective contraceptive use - population

Bar is actual, line is target
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1. OUR STRATEGY

This KPM supports the Quality Improvement FocusaAdenproving primary care for all populations.
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2. ABOUT THE TARGETS

Targets are based on preliminary calendar year B@%éline data. Higher is better. Targets may tebd revised to reflect updated performance data.

3. HOW WE ARE DOING

Calendar year 2011 is the baseline for this meaSine effective contraceptive rate for the genpogdulation is just below the Medicaid rate in tlséline
year; the general population rate increased slightt012, compared to a larger increase in theidéed populationAdditional comparisons will be made
future reports.

4. HOW WE COMPARE

Comparisons will be made in future reports as gmyeite.

5. FACTORS AFFECTING RESULTS

As we collect more data, we will have a better usi@dading of the factors affecting the results.

6. WHAT NEEDS TO BE DONE

As we collect more data, we will have a better usidading of specific actions to be taken.

7. ABOUT THE DATA

Calendar year 2011 and 2012. Revised estimat&fdr and updated data for 2012 have been calculaisging and incomplete information that was
previously included in the preliminary 2011 datadndeen removed from the analysis, resulting imarease to the rat
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KPM #26 | EFFECTIVE CONTRACEPTIVE USE (MEDICAID) - Percentagereproductive age women who are at risk of erided 201:
pregnancy using an effective method of contracgj
Goal Better health

Oregon Context | Better health

Data Source Behavioral Risk Factor Surveillance System (BRFSS)

Owner

OHA Performance Management Coordinator, 503-602£150

Effective contraceptive use - Medicaid population

Bar is actual, line is target
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1. OUR STRATEGY

This KPM supports the Quality Improvement FocusaAdenproving primary care for all populations.
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2. ABOUT THE TARGETS

Targets are based on preliminary calendar year B@%éline data. Higher is better. Targets may tebd revised to reflect updated performance data.

3. HOW WE ARE DOING

Calendar year 2011 is the baseline for this mea3ine Medicaid rate of effective contraceptive hskils just above the rate for the general populafide
Medicaid rate has increased from 2011 to 2012pafh some of the increase may be due to fluctumtromeasurement due to small numbers. Additional
comparisons will be made in future reports.

4. HOW WE COMPARE

Comparisons will be made in future reports as gmyeite.

5. FACTORS AFFECTING RESULTS

As we collect more data, we will have a better usi@dading of the factors affecting the results.

6. WHAT NEEDS TO BE DONE

As we collect more data, we will have a better usidading of specific actions to be taken.

7. ABOUT THE DATA

Calendar year 2011 and 2012. Revised estimat&fdr and updated data for 2012 have been calculaisging and incomplete information that was
previously included in the preliminary 2011 datadndeen removed from the analysis, resulting imarease to the rat
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KPM #27

FLU SHOTS (POPULATION) - Percentage of adults a8@%4 who receive a flu vaccine. 201:

Goal Better health

Oregon Context | Better health

Data Source Behavioral Risk Factor Surveillance System (BRFSS)
Owner OHA Performance Management Coordinator, 503-602£150
Flu shots - population
Bar is actual, line is target
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1. OUR STRATEGY

The Oregon Immunization Program supports the efforts afitious public and private partners (e.g., pharmacdedthicare institutions, long-term care facilities) to immunize adgisnst
influenza. These activities include: the work of Oregon’s pig&@simmunization coalition, Immunize Oregon; projects su¢hea013-2014 Adult Immunization Special Project, which
sought to strengthen the adult immunization infrastructure; gulst@nd legislation supporting pharmacy vaccination practioesth& provision of
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technical support to public and private providers. We alsmgte the use of the ALERT Immunization Information Sysf#8). Pharmacists and providers that receive state-supplied
vaccine are required to report vaccinations into this system.

2. ABOUT THE TARGETS

The goal is to increase influenza immunization rates to meétdgakhy People 2020 objective of 80% for individuals 18+84rs of age.

3. HOW WE ARE DOING

In 2012, 37% of 50-64 year olds in Oregon had recearemhfluenza vaccination in the past 12 months. This medss shown little improvement over the years.

4. HOW WE COMPARE

In 2012, 37% 060-64 year olds in Oregon had received an influenzeination in the past 12 months. In comparison, 42.7%ople in this age range, nationwide, received an influenza
vaccination. State-specific vaccination rate estimates range3206% to 51.1%.

5. FACTORS AFFECTING RESULTS

Immunization rates are influenced by public perception @hted for and efficacy of vaccinations. Factors thatietdy influence rates include: the absence of policies thétate
health systems to routinely vaccinate all clients and emplogéthsifgh improvement has been seen on this point in rgearg), limited funding for adult immunizations, and challenges
around increasing provider use of the ALERT IIS —dtatewide immunization registry — that could provide immunizatitorrimation for providers about their adult populations. Dgithre
2007 legislative session, HB 2188 passed expanding ALERD la lifespan registry, and during the 2011 legislativeieesHB 2371 passed stating that VFC and 317 providezd to
report all administered doses to ALERT IIS. Pharmacies@nealso required to report all administered vaccines ta\tERT 11IS. Over the next few years as the IIS collectd
processes data, the 1IS will contain more comprehensiveimzation histories across the lifespan, which will help healhgeoviders identify candidates for vaccine and potentialigs
out reminders to clients to seek out an influenza immunizatierygear.

6. WHAT NEEDS TO BE DONE

Dependlng on available resources and with the supportrofilize Oregon, we plan on the following:
Continue to educate the public and healthcare providerg #imbenefits of influenza vaccinations
Continue to support efforts to increase vaccination of health workers
Increase the number of adult providers who report vaticmaformation to the ALERT IIS
Assess adult population capture in the IS to producereehtime estimates of coverage, by county, throughoutuleeason
Continue to promote the administration of influenza vaceihenever immunization providers give any other immunizasooh as pneumococcal vaccine or
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tetanus/diphtheria/pertussis vaccine
Continue to partner with pharmacies, as these are comiti@nVaccination venues for older adults

7. ABOUT THE DATA

Reporting period - calendar year. This measure pregentgercent of adults, 50-64 years of age, who repeetaiving an influenza vaccination in the previous 12 morgheported on
the Behavioral Risk Factor Surveillance survey (BRFSSurvg question: During the past 12 months, have yowaldshot?]. Please note that although responses dan dither
intra-muscular or nasal vaccine, the nasal vaccine is ordp gip through age 49. Data for 2013 were not yailade at the time of this writing. Beginning in 2011, a déférweighting
system was used such that estimates before 2011 arieendtyccomparable to those for 2011 and subsequent.years
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KPM #28

FLU SHOTS (MEDICAID) - Percentage of adults ages680vho receive a flu vaccine. 201:

Goal Better health

Oregon Context | Better health

Data Source Behavioral Risk Factor Surveillance System (BRFSS)
Owner OHA Performance Management Coordinator, 503-602£150
Flu shots - Medicaid population
Bar is actual, line is target
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1. OUR STRATEGY

The Oregon Immunization Program supports the efforts afitious public and private partners (e.g., pharmacdedthicare institutions, long-term care facilities) to immunize adgisnst
influenza. These activities include: the work of Oregon’s pig&@simmunization coalition, Immunize Oregon; projects su¢hea2013-2014 Adult Immunization Special Project, which
sought to strengthen the adult immunization infrastructure; @gulst@nd legislation supporting pharmacy vaccination practioesth& provision of
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technical support to public and private providers. We alsmgte the use of the ALERT Immunization Information Sysf#8). Pharmacists and providers that receive state-supplied
vaccine are required to report vaccinations into this system.

2. ABOUT THE TARGETS

The goal is to increase influenza immunization rates to meétdgakhy People 2020 objective of 80% for individuals 18+84rs of age.

3. HOW WE ARE DOING

In 2012, 37% of all 50-64 year olds in Oregon (not jusdiMaid recipients) had received an influenza vaccinatioreipdist 12 months. This measure has shown little improvementtee
years

4. HOW WE COMPARE

In 2012, nationwide42.7% of all people in this age range received an infligazcination. State-specific vaccination rate estimates reomge3R.6% to 51.1% with Oregon’s rate at 37%.

5. FACTORS AFFECTING RESULTS

Immunization rates are influenced by public perception @hted for and efficacy of vaccinations. Factors thatietdy influence rates include: the absence of policies thétate
health systems to routinely vaccinate all clients and emplogéthsifgh improvement has been seen on this point in reearg)ylimited funding for adult immunizations, and challenges
around increasing provider use of the ALERT IIS —dtaewide immunization registry — that could provide immunizati@rination for providers about their adult populatiof3uring the
2007 legislative session, HB 2188 passed expanding ALERD la lifespan registry, and during the 2011 legislativeieesHB 2371 passed stating that VFC and 317 providezd to
report all administered doses to ALERT IIS. Pharmacies@nealso required to report all administered vaccines tatERT IIS. Over the next few years as the IS collecid a
processes data, the 1IS will contain more comprehensiveimzation histories across the lifespan, which will help healhgeoviders identify candidates for vaccine and potentialigs
out reminders to clients to seek out an influenza immunizatiery g/ear.

6. WHAT NEEDS TO BE DONE

Depending on available resources and with the supportrofiize Oregon, we plan on the following:
Continue to educate the public and healthcare providerg #imbenefits of influenza vaccinations
Continue to support efforts to increase vaccination of health workers
Increase the number of adult providers who report vaticmaformation to the ALERT IS
Assess adult population capture in the IS to producereehtime estimates of coverage, by county, throughoutuleeason
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Continue to promote the administration of influenza vaceihenever immunization providers give any other immunizasooh as pneumococcal vaccine or
tetanus/diphtheria/pertussis vaccine

Continue to partner with pharmacies, as these are comiiti@Vaccination venues for older adults

7. ABOUT THE DATA

Reporting period — calendar year. This measure prefenisfluenza immunization rate among Medicaid recipients, 5¢eéifs of age. The source of the immunization data i8LtERT

IIS, which is a statewide system that records reported immitirizdata from 100% of public providers and 93% of pripateiders. Rates are obtained by matching Medicaid ensollee
from the MMIS/DSSURS system against information in the ALERST
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KPM #29 | CHILD IMMUNIZATION RATES (POPULATION) - Percentagef children who are adequately immunized (immuridzat 201¢
series 4:3:1:3:3:1:4).
Goal Better health

Oregon Context | Better health

Data Source Administrative data

Owner

OHA Performance Management Coordinator, 503-602£150

Child immunization rates - population
Bar is actual, line is target

50.00 —
70.00 B
60.00

50.00 H————— - ————— - —————
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30,00 M-S e e
20,00

10.00

0.00

2011 2012 2013 2014 2015
Data is represented by percent

1. OUR STRATEGY

The Vaccines for Children program supplies vaccine arithiesl assistance to private and public providers who sigiele children. The ALERT Immunization Information System (I
maintains a database of all reported vaccine for provifiererece and identifies all shots due. Pharmacists andidprevthat receive state-supplied vaccine are
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required to report vaccinations into this system. Vaccinggld, and technical assistance are provided annually ichiegith departments to improve immunization coverage rates for
children. Education and training opportunities are offeoegbdiblic and private providers throughout the year toigeoup-to-date information about vaccine efficacy, sataty, reporting,
as well as storage and handling.

2. ABOUT THE TARGETS

The goal is to increase immunization rates to meet the HealtpjeP2020 objective of 80% coverage for the 4:3:1:3:3@&rks. The rate is calculated for the percent of children
immunized with four or more doses of diphtheria, tetandspantussis (DTaP); three or more doses of polio; omeooe doses of measles, mumps, rubella (MMR); three oe dwses of
Haemophilus Influenzae type b; three or more doses of hepatitis B; one or mayesdaf varicella, and four or more doses of pneun@a@onjugate vaccine (4:3:1:3:3:1:4).

3. HOW WE ARE DOING

The 4:3:1:3:3:1:4 rate for children 24-35 months of ag®itBds 58.2%. This is a decline from 60.6% in 2012 &hd% in 2011.

4. HOW WE COMPARE

This KPM reflects children 24-35 months olds with vaccieg®rted to the statewide immunization information system (I/Shational comparison is difficult because national data is
based on the National Immunization Survey (NIS), whichteephone survey that samples a limited number of Oregadergs 19-35 months of age. However, the nationakatisfor
the 4:3:1:3:3:1:4 series in2012 was 68.4% (+/- 1.4%), v@tA% (+/- 6.7%) for Oregon, 65.2% (+/- 7.2%) for $hangton, and 63.0% (+/- 8.2%) for Idaho.

5. FACTORS AFFECTING RESULTS

Completion of the four-dose PCV series has declined from 77..8% in 2010, 75.6 in 2011, and 73.7% in 2013. Other vaccines in the 4:3:1:3:3:1:4 series have stayed generally
stable during that time. The Immunization Program oversees the Vaccines for Children (VFC) program, a federally funded entitlement that provides vaccines at no cost to
children who might not otherwise be vaccinated because of inability to pay. The success of VFC is based upon partnership between the Oregon Immunization Program and
public and private providers. Ninety-five percent of Oregon's childhood immunizations are captured in the ALERT IIS, which is used to estimate immunization rates, while also
providing a clinical record for providers to accurately assess the vaccine needs of individual children. Other influences include parent and provider knwoledge, attitudes, and
practices.

6. WHAT NEEDS TO BE DONE

To continue our success, OHA needs to:
Continue to provide funding, vaccines, and consultatiadltlocal health departments
Continue to work with other OHA programs to identify red¢éand assessment opportunities
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Continue to work with internal and external partners to 8ffely communicate with consumers regarding vaccine safetythe importance of receiving vaccines according to the
ACIP-recommended vaccine schedule

Continue to work with the Centers for Disease ControlRmdention (CDC), vaccine manufacturers, and provigeassure that appropriate strategies are in place for stanaly
handling of vaccines, as well as strategies specificallgdedito respond to a vaccine shortage

Support the implementation of SB 132, which requires paretis are seeking nomedical exemptions from vaccinations, to submit either a prosigeature or a certificate verifyil
that they have received education about the risks associdtedoimmunizing their child

7. ABOUT THE DATA

Reporting cycle — calendar year. This measure presents the statewide immunization rate for children 24 to 35 months of age. The data
source is the ALERT IIS, which is a statewide system that records reported immunization data from 100% of public providers and 93% of
private providers. The immunizations assessed include 4 DTaP, 3 Polio, 1 MMR, 3 Hib, 3 Hepatitis B, 1 Varicella and 4 PCV (4:3:1:3:3:1:4).
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KPM#30 | cHILD IMMUNIZATION RATES (MEDICAID) - Percentage ohildren who are adequately immunized (immunizasieries 2017
4:3:1:3:3:1:4).
Goal Better health

Oregon Context

Better health

Data Source

Administrative data

Owner

OHA Performance Management Coordinator, 503-602£150

Child immunization rates - Medicaid population

Bar is actual, line is target
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1. OUR STRATEGY

The Vaccines for Children program supplies vaccine arithiesl assistance to private and public providers who sigiele children. The ALERT Immunization Information System (I
maintains a database of all reported vaccine for provifiererece and identifies all shots due. Pharmacists andidprevthat receive state-supplied vaccine are
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required to report vaccinations into this system. Vaccinggld, and technical assistance are provided annually ichiegith departments to improve immunization coverage rates for
children. Education and training opportunities are offeoegbdiblic and private providers throughout the year toigeoup-to-date information about vaccine efficacy, sataty, reporting,
as well as storage and handling.

2. ABOUT THE TARGETS

The goal is to increase immunization rates to meet the HealtpjeP2020 objective of 80% coverage for the 4:3:1:3:3@&rks. The rate is calculated for the percent of children
immunized with four or more doses of diphtheria, tetandspantussis (DTaP); three or more doses of polio; omeooe doses of measles, mumps, rubella (MMR); three oe dwses of
Haemophilus Influenzae type b; three or more doses of hepatitis B; one or mayesdaf varicella, and four or more doses of pneunea@onjugate vaccine (4:3:1:3:3:1:4).

3. HOW WE ARE DOING

In 2011, the Medicaid baseline rate used for CCO incentive measure calculation was 66.0%; this decreased slightly in 2013 to 65.3%.

4. HOW WE COMPARE

The National Immunization Survey (NIS) involves a telephmmgey that samples Oregon residents 19-35 months oThgaational rate for the 4:3:1:3:3:1:4 series in 2011-126824%
(+/- 1.4%), with 68.4% (+/- 6.8%) for Oregon, 61.7%-(8.4%) for Washington, and 61.4% (+/- 8.0%) faahd.

5. FACTORS AFFECTING RESULTS

The Immunization Program oversees the Vaccines for ChilEC) program, a federally funded entitlement that previgeecines at no cost to children who might not otherwise be
vaccinated because of inability to pay. The success Gfi¥Based upon partnership between the Oregon ImmumiZtigram and public and private providers. Ninety-fiereent of
Oregon’s childhood immunizations are captured in the ALHRTwhich is used to estimate immunization rates, while alsa@ging a clinical record for providers to accurately astess
vaccine needs of individual children. Other influences ireparent and provider knowledge, attitudes, and practices.

6. WHAT NEEDS TO BE DONE

To continue our success, OHA needs to:

Continue to provide funding, vaccines, and consultatiaadltlocal health departments

Continue to work with other OHA programs to identify red¢éand assessment opportunities

Continue to work with internal and external partners to #ffely communicate with consumers regarding vaccine safetythe importance of receiving vaccines according to the
ACIP-recommended vaccine schedule
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Continue to work with the Centers for Disease ControlRmdention (CDC), vaccine manufacturers, and provigeassure that appropriate strategies are in place for stanay
handling of vaccines, as well as strategies specificallgdedito respond to a vaccine shortage

Support the implementation of SB 132, which requires paretis are seeking nomedical exemptions from vaccinations, to submit either a prosigeature or a certificate verifyil
that they have received education about the risks associdtexdovimmunizing their child.

7. ABOUT THE DATA

Reporting period — calendar year. This measure present&o-year old child immunization rate among Medicaid recipidtits immunizations assessed include 4 DTaP, 3 Polio, 1 MMR
3 Hib, 3 Hepatitis B, 1 Varicella and 4 PCV (4:3:1:3:3:1:Fhe source of the immunization data is Medicaid administratamns data, combined with ALERT IIS, which is a statewide
system that records reported immunization data from 10Q8ahdic providers and 93% of private providers. Rate®htained by matching Medicaid enrollees from the MMIS/DSSUR
system against information in the ALERT IIS.
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KPM#31 | cCUSTOMER SERVICE (OHA) - Percentage of OHA custasimating their satisfaction with the agency's cogpservice as 200¢
"good" or "excellent" overall, timeliness, accurabglpfulness, expertise, availability of infornwati
Goal OHA Mission: Helping people and communities achieve optimum physical, mental and social well-being through partnerships, prevention and access

to quality, affordable health care.

Oregon Context | OHA Mission: Helping people and communities achieve optimum physical, mental and social well-being through partnerships, prevention and access
to quality, affordable health care.

Data Source Surveys - TBD

Owner OHA Performance Management Coordinator, 503-602£150

OHA customer service

Accuracy AaltEnlliy of Expertiee Helrtulhess Overall Timelness
riaEtion

1. OUR STRATEGY

OHA is fundamentally changing the way we do bussrtesprovide more effective and efficient serviaad improve our own accountability. The goal is to
build a foundation for continuous improvement soase always doing our best work by routinely meiaguour performance and resolving issues. Our
transformation efforts will result in reduced regh¢, reduced wait time for clients and improvedamsr service.
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2. ABOUT THE TARGETS

Targets were established from previous customeicgeresults.

3. HOW WE ARE DOING

There is no data available for OHA overall at tinge.The Oregon Educator's Benefit Board conduatedrvey of members. The results for the time perio
of October 2-12 - September 2013 are as followselimass of services provided = 84.5%Ability to go®vservices correctly the first time =
83.6%Helpfulness of staff = 84.1%Knowledge and etxge of staff = 83.1%Availability of information #8.7%Overall service = 83.0%

4. HOW WE COMPARE

At this time, we are unable to compare our regdaltsther agencies and organizations.

5. FACTORS AFFECTING RESULTS

As we collect new data, we will have a better ustdarding of the factors affecting the results.

6. WHAT NEEDS TO BE DONE

As we continue transforming the health systemsreggn, we need to establish a more thorough arndisable way to collect feedback from those we
serve. We will be putting those pieces in placer tive next year.

7. ABOUT THE DATA

Calendar year.
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Agency Mission Helping people and communities achieve optimum ielaysmental and social well-being through parthass, prevention and access to
quality, affordable health care.

Contact: Cathy lles, OHA Director's Office Contact Phone: 503-602-1507

Alternate: Alternate Phone:

The following guestions indicate how performance nmasures and data are used for management and accoabitlity purposes.

1. INCLUSIVITY * Staff : Staff are involved in the identification and refinent of Key Performance Measures. Feedback is stnghlidate
the measures. Over the next biennium, staff witlimee more involved in identifying, tracking andngsperformance
metrics to make improvements to the work we dos€haetrics should ultimately link to our KPMs ohet high-level
measures and inform us of our progress.

* Elected Officials: Elected officials provide input to the agency KPMsgets and strategies.

* Stakeholders: Customer feedback is gathered to help guide stemtdgr effective service delivery. We continuentork
closely with Legislative Fiscal Office and DAS Bud@nd Management to ensure we are making continagurovements
to our KPMs so they provide useful and relevartrimiation for decision-making and management.

* Citizens: Community forums related to budget development and priority-setting are a way to identify and
validate priorities, expectations and performance areas.

2 MANAGING FOR RESULTS OHA continues to develop an internal performanceagament system that will providi
foundation for measuring the effectiveness of theine work, actively managing
breakthrough initiatives, conducting regular chetkto review results and engage in
continuous improvement. As we start to connecp#rformance management system
throughout the organization it creates a line ghsfor employees to understand the
Impact of their work on the mission, vision and Igaz the agency.

3 STAFF TRAINING Management and staff continue to receive trainglgted to continuous improvement and Lean tooksiniiig in both online
and classroom formats is available. The coursemaizalucing staff to the principleend concepts for thinking about work
terms of systems, processes and continuous impenieAMcomponent of these trainings focus on metricstanw to
effectively measure the results of our work. Pe@péebecoming more familiar with using data and
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information to inform our strategies and decisioaking.

Required courses for managers teach ab@ating a culture of continuous improvement taaahresults to become a
high-performing organization. Workshops help pregaanagers to assist their work groups to estahfighsustain Lean
Daily Management elements and practices, and ingptto®ir ability to guide work teams to construdijvend practically
select and use metrics to improve their work.

4 COMMUNICATING RESULTS * Staff : The annual performance report is posted onlineusied for information sharing. Regular communicatmataff
reinforces the importance of gathering and using ttainform decision-making and understandingetifiectiveness of our
programs.

* Elected Officials: The annual performance report is posted onlineirreidded in the agency request document for
purposes of sharing performance results, showioguatability, and informing the budget developmemicess. KPMs are
presented during the Ways & Means presentatiodegoribe program results.

* Stakeholders: The annual performance report is posted onlineused for information sharing.

* Citizens: The annual performance report is posted online and used for information sharing.
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Program Area | Agency

Project Name

Project Description

Estimated
Start Date

Estimated End Date

Project cost
to date

ARB
Estimated
15-17 Costs

ARB All
biennia total
project cost

Base or
POP

Included in
GB (Y/N)

GB

Estimated

15-17 Costs

GB
Estimated All
Biennia Total
Project Cost

Comments

Human Services DHS/OH

A OAAPI-APD

This is a POP to dieyvex streamlined and integrated
statewide adult abuse and report writing systeraselh
planning was approved by the Eboard in March 20THis
POP assumes the planning is completed and the Rhasq
development is ready to proceed based on the Rhase
business case and solicitation documents. Is @lhnned
to keep close connection between programs, OIS,,BA&
LFO on the gate review processes and progre$ssof t
project. The need for a stable, integrated Abusta @nd
Report Writing system is critical as Oregon facesging
population, an annual increase of 5-8% in abusanad§,
and an increased need for services across all deypiugs.
Given the nature of the services provided to vahkr
Oregonians by OAAPI and its partners, we cannatdffo
place our trust in a disconnected assortment acledata
systems that do not give us the information we rieed
protect victims of abuse effectively and developvention
efforts proactively. Currently all funding is assed as GF
but DHS is pursuing other avenues of Federal Ftimats
may or may not become available. Assumes $2 mitioQ
bond available.

May-14

Jun-17

$ -

$3,437,494

$ 3,437,4

b4 POP

Y

$ 3,437,49

h $ 3,4374

planning

94 $500,000ated at May 2014 E-Board fo

Human Services DHS/OH

A REaL-D

This POP supports actiitg and implementing a maste
client data collection solution to address the sesdhe
current and future client data collection requiretsdor
unified data collection to address health and sergqguity
for all programs and activities within DHS. DHS aD&A
have developed policies for collecting, analyziagd
reporting meaningful race, ethnicity and language: a
disability data across DHS and OHA which was huiiltthe
foundation of the U.S. Office of Management and @it
(OMB) Directive 15 (revised 1997) and adds key elata
that will improve the quality of the data gather&tis POP
addresses both the business and technical chaemésed
to create a unified, sustainable model for colegtlient
data across both agencies. Assumes 1 million rogz
availability. Phase | planning is being done durting 2013-
15 biennium.

r

Aug-14

TBD

$3,514,796

$ 5,000,0

0 POP

$ 1,743,64

4 $ 1,743,

Human Services DHS/OH

A Collective
Bargaining and
Federal Rule
Change
Placeholder DOL
Provider Time
Capture

This is a placeholder for the system modificatitha may
be required to support the outcome of the 2015-2017
Collective Bargaining Agreements and any decismmiog
out of the session to account for Federal Departi®én
Labor rule changes in I/DD, APD and AMH.

TBD

TBD

TBD

TBD

TBD

N/A

TBD

TBD

$96,153,846 is includkin GB to cover
increased program costs as well as the co
any needed system modifications.

t of
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or

GB
ARB ARB All GB Estimated All
Estimated Project cost Estimated | bienniatotal | Baseor | Includedin | Estimated |Biennia Total
Program Area Agency Project Name Project Description Start Date |Estimated End Date| todate 15-17 Costs | project cost POP GB (Y/N) | 15-17 Costs | Project Cost Comments
Human Services DHS/OHA MMIS: ICD - 10 ICD -10 is arhancement to the MMIS system interfacgs  Jun-13 Oct-15 $ 1,124,738 $4,487,452| $ 8,920,449 Base
based on two final rules published by the Federal
Department of Health and Human Services under the
Administrative Simplification provision of HIPAAL Wwill
modify MMIS to meet HIPAA requirements for updated
medical code set standards; from ICD-9x to ICD-10;&
ICD-10-PCS
Human Services DHS/OHA WIC EBT (TWIS[The WIC EBT project will establish an Electronicrigdit Dec-11 Feb-16 $ 2,732,258 $2,630,014|$ 7,572,533 Base
EBT, eWIC) Transaction system that is similar to the
EBT system used currently for SNAP benefits.
Human Services DHS/OHA HIV-CAT The HIV care and Treatment Program provides higidityu TBD TBD $ - $2,250,000| $ 2,250,000 Base
(CAREAssiSst) Cost effective services that promote access taagding
success in treatment for people with HIV/AIDS ine@on.
The Card Assist 2.0 project will replace the ergtCare
Assist application and other related legacy sahstiwith a
new web application in an effort to improve workilo
increase productivity, and address issues witheatilegacy|
system.
Human Services DHS/OHA OHIT 1.5 OHIT Phase 1.5 inciu8@rojects with technology Aug-14 Jan-16 $ - $29,329,201 $  29,329,2DPOP/Bas¢ This figure is the two year estimated cost f
components. The name and description of each are: FFY15 and FFY16, where
Provider Directory; Establishing provider infornaati FFY15 is the approximate period for
repository services including a statewide providieectory, development and implementation
affiliating providers to their practice locationsca and FFY16 is the approximate first full yea
identifying their health information exchange "aelskes". operation (at the time
This supports exchange of health information, ditaly estimates were developed). The estimate
needed for quality improvement efforts and popatati included vendor contracts
management. Common Credentialing: Meets requir&snen for Provider Directory, the CQMR Registry.
under SB604 including the ability to streamline Common Credentialing,
credentialing, establish a single entry point faviders and and the Systems Integrato$26,365,263; an
payers, and keep date in the provider directoryecur internal staffing
Clinical quality metrics: Establishes a registrycapture costs across these projectl,451,375 for a|
provider's clinical metrics from their electroniedith total of
records, including the 3 clinical CCO quality powétrics $27,816,638. The QA vendor estimate is
(diabetes poor control, hypertension, depressiceesing) $712,563 and the
technology consultant is estimated to be
$800,000, which brings a total
to $29,329,201. This includes POP, Base
budget, and Transformation
dollars combined.
Oregon Health Authority
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Program Area | Agency

Project Name

Project Description

Estimated
Start Date

Estimated End Date

Project cost
to date

ARB
Estimated
15-17 Costs

ARB All
biennia total
project cost

Base or
POP

Included in
GB (Y/N)

GB
Estimated
15-17 Costs

GB
Estimated All
Biennia Total
Project Cost

Comments

Human Services DHS/OH

A MMIS Hardware|
Refresh

Modernize the MMIS infrastructure and sized foeoti
usage plans and future growth. These updates avitirue
the viability of maintenance contracts and uphdlAS
relating to potential outages caused by end-Hidedware.
The current MMIS infrastructure has many componémds
were part of the original implementation and arst jg&d-of-
life. The expansion of Medicaid eligibility has neased the
number of clients far beyond what the system wagnaily
expected to handle. The future number of clients tive
next five years is estimated based on forecastidgs
expected to continue growth. The current HewletkBed
Enterprise Services (HPES) contract 113737 for the
replacement Medicaid Management Information Systen
(MMIS) is set to be extended to February 28, 2@ #He
balance of the three, one year extensions.

Oct-14

Oct-16

$ -

$8,000,000

$ 12,000,0

DO Base

Human Services DHS/OH

A MAGI Medicaid
Transition Project
& MAGI Medicaid
System Transfer

Project

A technology transition project approved by the ©enfor
Medicare and Medicaid Services (CMS) through thergp
and Summer of 2014 will move the eligibility and
enroliment technology from Cover Oregon to the fatig
facilitated marketplace (FFM) and move the MAGI Nexedd
eligibility back to OHA with a new system. With the
beginning of open enrollment in November of 201dy€r
Oregon's technology transition to the FFM was cetepl.
The MAGI Medicaid System Transfer project will be a
separate project that will transfer an existing A@#npliant
MAGI Medicaid eligibility and enrollment system fro
another state. Deloitte Consulting as the singitesy
integrator will be responsible for completing tlystem
transfer work. Additionally, there are a number of
technology services that are being developed tcenttak
Kentucky system work in Oregon (ldentity & Access
Management, Document Management, FFM Account
Transfer & Minimum Essential Coverage Check, ad agl
key interfaces with MMIS and a state wage datacotor
income verification)

11/17/2014

$ 61,242,756

TBD

$ 61,242,756

POP

In July 2014, all remaining federal funds
approved through Advanced

Planning Documents (APD) to DHS and
OHA were repurposed to fund

the IT work necessary for OHA to transitio
eligibility and enrollment. At the time the
Governor's Budget was finalized OHA was
coordinating with CMS to outline Federal
participation in costs of the MAGI Medicaid
System Transfer Project for Federal Fiscal
year 2014 and 2015.

2015-17 Governor's Budget

Page 3 of 4

Oregon Health Authority
IT Related Projects/Initiatives



GB
ARB ARB All GB Estimated All
Estimated Project cost Estimated | bienniatotal | Baseor | Includedin | Estimated |Biennia Total
Program Area Agency Project Name Project Description Start Date |Estimated End Date| todate 15-17 Costs | project cost POP GB (Y/N) | 15-17 Costs | Project Cost Comments
Human Services DHS/OHA Non-MAGI Department of Human Services (DHS) seeks $7.5MTF 1-Jun-1§ 30-Jun-17$ - $7,500,0005 7,500,000 POP Y $ 7,500,000$ 7,500,000 This replaced "modernization” in the DHS
Eligibility ($6.75MFF, $0.75MGF) to implement a planning effort budget as a project. In initial conversations,
Automation prepare for the implementation of an eligibilitysgm for it DHS, working with the Office of Informatio
project, non-MAGI (Modified Adjusted Gross Income) Medicaid Services, believes that a transfer system
programs. DHS is committed to completing thorough solution serves as the likely best alternative to
planning to provide a framework for phased delivafry minimize risk and increase likelihood of
functionality that demonstrates meaningful progiasshort successful completion. For transfer systems
increments of time. The recent decision by the &efior to be successful, it is important to pick a stpte
Medicaid and Medicare Services (CMS) to extend @0/1 that most closely models Oregon’s non-MA
funding for Medicaid eligibility systems providegbstantial programs in order to minimize the amount|of
resources to help the Department of Human Services customization that must be made to suppart
proceed with this planning work. A recent CMS sitst DHS'’s business needs. Because Oregon has
provided Oregon with an understanding of CMS’ been on the leading edge of policy waivers in
expectation that it proceed with automation ofethgibility this area, it is unlikely that any transfer sys
and case management for the non-MAGI Medicaid will be a perfect match. However, it is the
population as soon as possible after successfupletion of desire of DHS to choose a system that hag a
the MAGI Medicaid Transition Project. majority match for functionality, and then t
increment the delivery of additional
functionality in small phased
implementations.
Oregon Health Authority
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Oregon Health Authority
AUDIT RESPONSE REPORT

1. OHA: Improve Controls over Child Enroliment Repogiand Advertising Expenditures, audit # 2011-19
(dated September 2011)

* We recommend OHA management develop a consisteoégs to compile and review the bonus award
enrollment figures for future submissions. We alsmommend OHA management work with the Federal
government to adjust the bonus award amount.

To qualify for a CHIPRA performance bonus paymamstate must apply to the federal government and
demonstrate it meets two criteria, defined in CHAHRw:
o It implemented specific program features that arevin to promote enrollment and retention of
children in medical coverage; and
o Its enroliment of children in Medicaid increasedab the CHIPRA enroliment target.

If a state meets both criteria, the state qualifeasa bonus award based on the number of children
exceeding the target. As mentioned in the repartederal fiscal year 2009 (the first year statesild
qualify for CHIPRA bonuses) OHA applied for andaiged a CHIPRA bonus for $1.6 million. The federal
government awarded only eight other states CHIPBubes for 2009. For federal fiscal year 2010, OHA
applied for and received a CHIPRA bonus for $13ioml The federal government awarded only 14 other
states CHIPRA bonuses for 2010. As identified eretindit, OHA over reported its 2010 enroliment ddun
approximately 7,400 non-citizen children. As a fedbe federal government awarded OHA approxinyatel
$4.5 million more than it should have received. Qdtilk qualifies for a bonus of more than $10 noitli

OHA took a number of steps to correct the 2010 b@ward. OHA contacted the federal government about
the enrollment reporting error. OHA stopped drawl@nus money from the federal account, leaving
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approximately $5 million unspent from which theefedl government will adjust the original grant awdar
OHA corrected, tested, and documented the datayqused for CHIPRA enroliment reporting. OHA also
submitted to the federal government a revised énssit count for 2010.

Based on the revised enrollment count, the fedgraérnment recalculated Oregon's 2010 bonus award.
Based on this recalculation, the federal governnietreased OHA's unspent award by $4,488,017 on
August 1, 2011.

Moving forward, OHA management will review in dethe data query criteria and data query resultshwi
Information Services staff and staff responsibtecéseload monitoring before each year's submisefats
Medicaid enrollment of qualifying children. OHA Iaalso compare the data query criteria and resultth
the prior year’'s data pull to identify any issues.

OHA will utilize the improved process to pull areview the enroliment data for federal fiscal ye@4.2 in
early October to be submitted before the federabtiee of November 1, 2011.

OHA followed the action plan as provided above. Qh#nagement met and reviewed the details of thee dat
guery criteria and data query results with staf§pensible for pulling the data. The query inforraatwas
compared to the federal policies and guidance suescompliance. The query results were verifienlaio
include non-citizen children who are required toeb&luded from the enrollment count. The queryltesu
were also compared with the prior year's data phbb. issues were identified. OHA submitted the émeoit
count to the federal government on October 31, 2Uh# Office of Forecasting, Research and Analysis
retains documentation of the data query criteria @uery results.

OHA established a documented procedure to fin#ieestate’s enroliment figures for CHIPRA
Performance Bonus submissions. For each year’s ssioon, OHA management reviews and follows the
procedure to ensure: 1) Staff use the correct caerpyuery and criteria for pulling the enrolimeratd; 2)
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The query results are compared to the previous'yeasults to identify any potential issues; andt®)
information is reviewed with OHA management foalfiapproval.

» To strengthen its controls over the Healthy Kidgeatising expenditures, OHA and Healthy Kids
management should:

0 ensure purchase orders and contracts are in pdamgpaopriate, and are properly executed;
implement an effective payment tracking procesetiuce the risk of overpayment;
ensure timely delegation of signature authority;
obtain and retain proof of performance documenatiat clearly supports the services provided,;
correct the recording errors identified during sluglit; and
determine and resolve the effect of the incorreichbursement rate resulting from the miscoded
transactions.

O OO0 0O

Oregon Healthy Kids is a tremendously importantgpaon for families across the state. The new Oregon
Health Authority, Office of Healthy Kids was crehta August 2009, and since then has enrolled about
94,000 more children into the health coverage thegd. As a result, Oregon cut its child uninsurarate

in half during this time, a significant achievemeie appreciate the efforts of the Oregon Auditsdiin

to help us make this highly successful program stremger.

Healthy Kids instituted a tighter tracking and iy system for:
0 purchase orders, invoices and contracts that walplmake sure that all required documentation is
obtained and saved; and
o0 advertising purchases will explicitly require praaffpurchase in all advertising contracts.

Although Healthy Kids staff did catch the duplicatg'ment found by the audit prior to the starthaf audit
and received a credit for the remaining $541 outdiag costs, we are in agreement that more sységimniz
tracking methods could further reduce the poss$ybdf any future over or duplicate payments.
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Office of Healthy Kids staff met with staff frorhet programs within the Department of Human Sesvice
review their invoice tracking tools and will regeiall invoices be checked against purchase ordeds a
payments before being submitted for payment.

While Healthy Kids no longer purchases advertisegvices, Healthy Kids instituted a tighter trackend
filing system for purchase orders, invoices andii@mts to help make sure that all required docuragon
was obtained and saved. In addition, Healthy Kidgiiuted a tighter tracking and filing system for
advertising purchases and explicitly required probpurchase in all advertising contracts. Healtigs
staff continues to use these tighter manual papsrgsses for tracking other contracts as a safeguar

While Healthy Kids advertising has been fully cadeld, extensive tracking of other expenditures drant
expenditures) has been established within the aalrelivision, in collaboration with OHA budget atid
Office of Financial Services.

DHS and the Oregon Health Authority (OHA) have upddheir delegated authority policy, procedures an
form, and implemented a new delegated system tbwitjes better tracking and reporting of delegatom
addition, the agency completed a full roll-out lné new delegation form for all staff with expenitu
authority. The Office of Financial Services hasbbshed a database where authority for all induas

can be viewed. Healthy Kids staff are fully awargignature authority requirements and ensure on an
ongoing basis that all program elements of the gltien of authority process are being duly observed

Signature authority delegation has also becomeragfahe onboarding process for relevant stafthwitthe
Office of Client and Community Services outreaetsain, where Health Kids outreach was also managed

Further, the three coding errors identified duritige audit have been corrected and the appropriate
reimbursement rate recorded.
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2. DHS and OHA: Statewide Single Audit Including SédecFinancial Accounts and Federal Awards for the
Year Ended June 30, 2011, audit # 2012- 08, (ddeadh 2012)

* We recommend department management verify thanhite upload of pharmacy rates in MMIS are
complete and accurate.

OHA changed our reimbursement methodology forralbked pharmacy providers that serve recipients of
Medical Assistance Programs (MAP) from a “lessérméthodology that reimbursed either a percentage
discount off of the Average Wholesale Price (AWii);Federal Upper Limit (FUL) or the pharmacy'’s

Usual and Customary (U&C) to a “lesser of” methodgy based on the Actual Acquisition Cost (AAC) of
individual drugs paid by pharmacies to wholesal@rshe Wholesale Acquisition Cost (WAC) when an AAC
has not been determined; the FUL or U&C. This “lssef’ methodology ensures that pharmacy rates in
the MMIS are complete.

As an early adopter of a more transparent methagipl®regon Medicaid hired a contractor in 2010 to
perform data collection and rate setting functidoisour more than 700 enrolled pharmacy provideos,
implement the new AAC methodology which becama efielanuary 1, 2011, with the initial upload het
MMIS.

We agree to review the initial upload of pharmaates into the MMIS to ensure completeness and
accuracy. Staff now review reports generated froenMIMIS after each weekly rate load that identdyhb
changes in rates for individual drugs and an emeport that identifies whether the load was stopped
unsuccessful in any way.

OHA staff also compares the system generated i€pgdinst a weekly report from our rate setting
contractor that identifies changes in rates foriindual drugs from week to week including thosetiiar
initial load. This review allows us to verify thates have been loaded into the MMIS correctly easblve
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any issue or anomalies in the event a rate is Idadeorrectly and to monitor drugs with significant
changes in cost from week to week.

The contractor Oregon Medicaid hired to establise AAC rates is also responsible for addressing
pharmacy disputes when reimbursement is below taspective acquisition cost which further servesia
safeguard to ensure accuracy.

Reports are sent by the contractor on Mondays aedrarified with loaded rates in MMIS on Wednesdays
Reports are verified and then scanned.

* We recommend department management develop prasetiuensure that balance transfers pertaining
to prior fiscal years are properly recorded anshaiomisstate current year fund balances.

In January 2010 Medicaid and CHIP Federal rules mpead related to client citizenship documentation
requirements. This change allowed the Departmergdlassify expenditures from GAAP General Fund to
GAAP Health & Social Services Fund for current gmidr fiscal years.

These types of adjustments are often large andneeqamplex analysis to determine the appropriate
accounting in current and prior periods.

On June 27, 2013, the State Financial Reporting semt a year end task list to all Shared ServataH
that included a training section on prior periodjastments. Additional prior period adjustment traig
was sent on June 10, 2013 to all staff in the @ffitFinancial Services newsletter that includedaming
section on prior period adjustments. The State ko Reporting unit provided prior period adjustnte
training on March 19, 2013 during a Receipting Urointinuous improvement meeting. The Grant
Accounting manager now requires staff to submiabed transfer documents that affect prior periaals t
State Financial Reporting unit for prior period adfment consideration.
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* We recommend department management strengthemlsoiatiensure documentation is maintained in
the case files sufficient to demonstrate compliamitie federal requirements.

One of the missing applications was for an Adop#Asaistance case that began in 2002. Due to priclita
findings for Title IV-E in late 2009, the departmerstituted a process where the Adoptions Assistdimit
reviews the applications to ensure all documentatitnich supports the eligibility determination (&iXIX
or Title IV-E) is attached. Although this procesaswot administered retroactively, due to the vawh
cases and the lack of resources, cases moving fdrsveould have appropriate documentation. The
eligibility for this case was retroactively reviesdvand found Title IV-E eligible, thus categoricadiygible
for Medicaid.

The second missing application was used to appl@ét-Sufficiency program benefits. The applicaticas
initially processed by a case worker who determiBagdplemental Nutrition Assistance Program (SNAP)
eligibility. The same application was used, by féedent case worker, to determine Medicaid eligipil
however the application did not get returned tdikezl in the case record. The case record was
subsequently transferred to a different branchceffand the application could not be located. & bance
been located. The DHS Family Services Manual pesvtocedures and outlines the steps for transfgrri
case files between branch offices. In addition, Di&ging and Records Management Services (IRMS)
provides services including imaging of documents‘@pen archiving” of case records to reduce the
volume of applications and case file documentamethin branch offices. DHS sent staff an Inforioraei
Transmittal reminding staff of the case file traarsihg procedures and providing a link to IRMS seeg
information. In addition, DHS published an artigfethe “On-Target” newsletter for Self-Sufficienstaff
about ensuring case files are complete prior tm$farring to a different case worker or branch. D&lSo
added information to the Family Services Manual Badiness Procedures manual regarding case file
transfer processes internally within a branch. DWi8 also research the questioned costs for theptido
Assistance case and reimburse the Centers for Mexland Medicaid Services (CMS) the appropriate
federal funds. The department hopes to compledaathustment by June 30, 2012.
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DHS will review the case with undocumented incoendieation and reimburse CMS any federal funds as
appropriate based on this review. The departmelhtalgo address documentation requirements at & n
Area Agencies on Aging (AAA) / Seniors and Peojtlesabilities (SPD) Field Managers meeting and i
the newsletter to field staff by June 30, 2012.

To reduce barriers to access and eligibility, thdAOMedical Programs (formerly DHS Medical Programs)
have implemented policies that allow a medical paogeligibility determination using a previously
submitted application, whether or not the prior &pgtion was for medical benefits. During this tirftlee
period under review), it was the caseworker’s respaility to remember and obtain any additional
information, such as private health insurance, meetb determine medical program eligibility.

The department continues to proactively strengtiwarirols over the eligibility determination process
Within the past 17 months, updates have been noatie Legacy computer systems to revise a figlaen
Client Maintenance (CM) system. This is now a meogdield, requiring data entry by the case worker
when setting up the medical case. The purposasfi¢hd is to identify whether or not an individueas
third-party insurance. Training for this systembange, along with other medical policy changes, was
delivered statewide to field staff beginning in takkof 2010. In addition, the training materia posted on
the Self-Sufficiency Program, Medical Program Staibls website.

Medical program eligibility worker training inclugeguidance on how to process eligibility decisidns.
addition, instruction is given to participants oown to “interview” to ask questions to ascertaingshility
information not captured on the current applicatiorthe case file, including whether or not indivadis
have private health insurance. The new data field purpose is also explained in detail during the
trainings.

DHS also researched the questioned costs for datheacases missing the private health care infdiona
and determined no reimbursement to CMS was negessar
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DHS reviewed the case with the private dental iasae and found that no reimbursement of CMS was
required. The department also addressed reviewppdi@ations for insurance policy disclosure and the
requirement to send the information to HIG in a stter to field staff and addressed these isstiag a
AAA/APD Field Managers meeting in September 2002cfions on this recommendation were completed
in August 2013.

* We recommendepartment management implement controls to emsurect rates are used when
calculating the Medicare Part B buy-ins and reimsbuhe federal agency for the overdrawn ARRA
funds.

In April 2011, the ARRA enhanced FMAP rate was ceduThe Medicare Part B buy-in calculations are
performed in an excel spreadsheet. In April, theadienent inadvertently retained the prior quarteFMAP
rate resulting in an over-draw of the ARRA funds. Mdve since added a box to the excel spreadsteét u
in calculating the buy-in and have it highlighteslareminder to verify the rate being used prior to

draw. We have refunded the overdrawn funds to CMS.

The FMAP is now reviewed prior to the draw to elesain accurate rate. Also, instead of the rate ¢pein
included in the formula and updating the formuldyax was created to enter the rate and the fornaula
based on that box.

* We recommend department management ensure therrisuspension and debarment is documented
In accordance with department policy.

The Office of Contracts and Procurement (OC&P) eaxed the internal procedure, “Federal Debarment
and Suspension Confirmation” and the “OC&P File Ckist” to ensure they comply with the federal
debarment requirements. The procedure is in compéavith these requirements. The importance of
checking debarment was discussed at the OC&P Usstting February 22, 2012. An individual conference
was held with staff that had a file without debanindocumentation to discuss and document the issue.
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OC&P management staff enhanced the training regaydiebarment for new OC&P staff. Debarment is
listed on the OC&P File Checklist, included in Gentract Processing Standards and a link is inctlda
the OC&P intranet site.

* We recommend department management ensure adeguate of the various calculations of the cost
pool statistics is performed.

The Office of Financial Services implemented a oest allocation model in July 2011. The manual
intervention of the remaining spreadsheet is telbeinated by September 2012. The current modesén
has eliminated the possibility of this human effiappening again.

The implementation of the portal for the "grant-padook-up" (the last major excel spreadsheet) was
implemented February 1, 2013. The cost allocatimtesn no longer relies on any spreadsheet maintenan
and is updated by a user interface.

3. DHS and OHA: Strategies to Better Address FedesakLof Effort Requirements, audit # 2012- 11, ¢dat
April To maximize state resources, allocate Genleualds strategically, and ensure continued comgaian
with Level of Effort requirements, we recommend agement from Oregon agencies subject to federal
Level of Effort requirements:

* encourage program staff to work with their fedag¢ncy contact to understand possible financial
sources available to meet Level of Effort requiratagincluding funds outside of those directly beiegl
for that program;

» work with the Legislative Fiscal Office to makeanfnation available to Oregon Legislative members
explaining Level of Effort requirements and conssapes for lack of compliance;
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» conduct regular communications among program, Gr@nand budget staff within each agency to
discuss Level of Effort compliance and cross-progexpenditure possibilities; and

» strengthen certification procedures across progtaraow more cross-program expenditures while
ensuring compliance with federal mandates.

While OHA and DHS generally agree that the reconttagons are reasonable expectations, we are
concerned that the report contains no specific gsialexplaining if the additional efforts it recormals will
generate benefits in excess of their anticipateditamhal costs. It is also unclear to OHA and DHS
management how these recommendations should r&ipeid amongst the other activities availablehe t
agencies to improve efficiency and effectivenegb. it said, we do see opportunities to make
Improvements to our communication and coordinagioocesses within the two agencies and with ourrothe
state and federal partners.

As can be seen in the report, Level of Effortvergy complex subject due to all the different gsaand
specific rules each grant requires. As such it bardifficult to apply general statements and
recommendation regarding Level of Effort (LOE) negments to all of the grants listed in the au@ibr
some of the grants administered by OHA and DHSesuirthe specific details of the above recommeaodati
do not apply. For the Medicaid and the Children’saith Insurance Program, the LOE requirements are
eligibility based and not expenditure level bas&adother grant, the Senior Community Services
Employment Program, only requires that placememtroénrollee not supplant normally budgeted posgio
or contract work at the host agency. There are gisnts, such as the Block Grants for the Prevendiod
Treatment of Substance Abuse, that have histoyically allowed expenditures from the recipient axyan
determining compliance with the LOE requirement.

OHA and DHS agree that Oregon agency managemaesittudiimg program, fiscal and budget staff) need to
understand their grant requirements. We also agaeé, do, actively work with the Legislative FisCdfice
(LFO), and the Department of Administrative Sersjcéhief Financial Office (CFO) to communicate,
maintain and ensure compliance with these grantiiregnents. While we also feel for many of the grant
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administered by OHA and DHS, we are currently erglag these discussions at the level necessamg the
may be some efforts that could be improved.

Both agencies will review our current communicatamd coordination efforts related to the individual
grants identified in the report to determine if mpements are needed. This will include considenratif a
more formalized internal and external meeting stnee to discuss ongoing LOE issues and possible
changes in other agency programs that may impad& [&dth opportunities and challenges when programs
are reduced).

DHS and OHA are consistently looking for ways twaéase MOE in some grants and ensure the legigatur
Is aware of impacts to MOE on others. DHS and Gltt#ve to understand all grant Matching and MOE
requirements and look for innovative ways to mazentuoth.

Management of LOE and Maintenance of Effort (MGEgn ongoing focus within the agencies as part of
successfully managing our federal grants. As MO#& liatching requirements do change with new grants
this is never truly complete. In addition, staffrtover requires “white” papers and other trainings
including self-directed training, on LOE requirentem both DHS and OHA. In addition, at times othe
agency grants are needed to be researched. This @going part of what DHS and OHA do to manage
grants.

For some grants, such as TANF, we spend signifitauet analyzing funding opportunities and haveiput
place a "certification process" as a way to botlvédaoutine communications with partner agencies and
document other agency LOE related expenditurescéfiBnue to partner with non-traditional MOE

programs such as the food banks to explore posaddéional opportunities. We also agree there rbay
additional funding opportunities available and wilbrk with CFO and LFO as necessary to resolvesros
agency issues as they arise.

In fiscal year 2013, OHA leveraged an additionaB82nillion in federal funds as part of the five yea
Medicaid waiver with Center for Medicare and Meddc&ervices (CMS) known as DSHP (Designated State
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Health Programs.) Investments by CMS in DSHP as&@ng partnership between OHA and the federal
government deemed necessary to implement the lsyatém transformation.

We will continue to review our programs to deterenifithere is funding that is in excess of currmgraint
requirements that could help other programs or ¢saneet their LOE needs. We will continue to work
with LFO and CFO to help facilitate the communioatof new opportunities as they arise, keepingimdm
sufficient analysis is always necessary prior tmgany new LOE source to meet specific grant ecare
level requirements.

Both agencies recently made changes to internaitgrpplication processes which enhanced the
communication between program and fiscal staffrieathe grant applications being submitted. Both
agencies have also continued to actively work tiighLFO, and DAS-CFO to communicate, maintain and
ensure compliance with these grant requirements ifilbludes recent detailed history and estimabesife
Governor’'s Budget Process to allow BAM to accoontMOE issues as much as possible in the 2013-15
budget process. The agencies have communicatdeQahd CFO any LOE/MOE requirements that are
directly tied to all reduction options that mighe bonsidered to meet statewide revenue shortfalls.
addition, the agencies continue to work with otinéernal programs, agencies or private entities to
maximize MOE.

4. OHA: Children's Mental Health: Ensuring Access &ugtaining Services, audit # 2012- 16, (dated May
2012)

* We recommend the Division, in its administratiom@dntal health services, develop better information
on service utilization by population. These effasild include:

» developing and reporting comparative data to mosikovice utilization by population, including
Hispanic children, girls aged 2-13, and youngeldcén;

* reviewing and comparing strategies that addrefzaiton differences;
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» developing targets that assist in addressing éiffegs between populations; and
» ldentifying and disseminating best practices faréasing the use of mental health assessments for
younger aged children.

In our current and ongoing work, we address thesaes in a variety of ways.

0 AMH collaborates with the Department of Human SEwiChild Welfare on issues affecting both
systems, including measures to increase the assatsior children in foster care within 60 days of
placement in out-of-home care, the appropriateafgesychotropic medications and the Statewide
Children’s Wraparound Initiative.

0 Through the Community Mental Health Block Grant,FAMports to the Substance Abuse and Mental
Health Services Administration (SAMHSA) on a nunab&tational Outcome Measures. One of these
measures is to maintain or increase the proporabohildren from Native American, Hispanic,
African American, or Asian ethnic backgrounds rerej publicly funded mental health services, so
that the proportion of the population receiving\sees will match or exceed the proportion of the
State’s children within the same ethnic population.

o0 AMH staff developed a collaborative training witletMental Health Organization (MHO) children’s
systems coordinators focusing on assessment adened based treatment of young children birth
through 5 years using Child Parent Psychotherapy.

0 AMH participates in the Coalition of Advocates Equal Access for Girls. The mission and activities
of the coalition aims to ensure that girls recedepial access to all of the appropriate gender dpeci
support and services they need to develop to thkipotential. Coalition membership includes
representatives from AMH, other state agencies,@ndte non-profit organizations. This coalition
also has legislative support.

AMH will continue disseminating Parent Child Intet@n Therapy (PCIT), the evidence-based practce f
young children 2-7 years old with disruptive beloawdisorders with a focus on serving children from
Hispanic families in proportion to their presencethe county population.
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Enrollment and encounter data from Oregon’s Mediddianagement Information System (MMIS) were
compiled and analyzed to determine statewide agibnal utilization of mental health services ovéaaid
within the populations specified in the audit repdihese utilization rates were compared with targe
ranges based on national studies of the prevalehogental health needs among similar child
subpopulations.

The Addictions and Mental Health (AMH) Childrensam and Office of Health Analytics are transitianin
the progress reporting metrics to a new interacttashboard format. Reporting on comparative data as
requested has been slower than expected durindgatelopment of the AMH Dashboard, but will improve
the ability to track metrics when fully implement€&eh October 23rd, 2014 OHA released the first CCO
Metrics Dashboard. This replaces the prior progressorts and provides enhanced functionality, idahg
the ability to filter measures by population subgws. The tool also allows users such as CoordinGime
Organizations (CCOs) and Mental Health OrganizaidMHOSs) to drill down to actionable member-level
data within the same file and allows the abilityfitter key measures by population characterisiush as
age, race, ethnicity, zip code and eligibility cpdey.

During the baseline study period of calendar ye#y69, 2010 and 2011, quarterly utilization of ménta
health services averaged 5.3% of all children agie/Genrolled in Medicaid services in Oregon. The
guarterly rates ranged between 4.8-5.8% in a sealscycle with higher utilization in winter and spg and
lower rates in summer and fall.

The most recent update of the AMH Dashboard cawerfive calendar quarters from April 1, 2013 tonéu
30, 2014. During this time the average quarteygentage of OHP-eligible children in Oregon who
received mental health services was 7.1%, rangioim 6.8% to 7.5% by quarter. In the second quaofer
2014 7.0% were served, compared to 7.5% in thenskegoarter of 2013.
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The three populations identified in the Audit redoflowed similar patterns, but with lower percagés
served.

0 Among younger girls the percent served remaindatial.5 percentage points below the rates
among all children. The average percent served thefive quarters is 5.6%, ranging from 5.3% to
6.1%. These rates fall well within the target raraf 2.1-8.9% established by the workgroup
convened by AMH (see Recommendation #3).

o Compared to all OHP-eligible children, childrentdispanic or Latino ethnicity were much less likely
to receive mental health services, averaging 3.88¢exl over five quarters, compared to 7.1%
overall. This is the only group whose percent sgwas higher in the second quarter of 2014 than in
the same quarter in 2013. However, the rates havater just below the target range of 4.1-9.0%.

Although the percent served among young childret y8ars) trailed the other groups, they were waitte
target range of 2.0-5.3% for this group. The fouearter average was 2.8%, with a steady declinmfro
3.1% in the second quarter of 2013 to 2.7% in #mae quarter of 2014.

To adequately address the difference in servideation, understanding why those rates exist isoa.
Several factors contribute to under-reporting ofiaé health needs and under-utilization of mentdlkh
services among various populations.

The comparatively small proportion of young chilidserved may reflect the fact that mental health
problems are conceptualized by the treatment contynas social emotional delays to be addressed by
child development early intervention services uag 3 or older. Children who suffer from emotioaatl
behavioral disorders whose behaviors are disrupsirefar more likely to be referred to treatmentvases
than individuals who internalize their emotionaldamehavioral disorders. Research indicates gender
differences in stress responses. Females, as gteng,to have more internalizing behavior and mébes
to demonstrate more externalizing behavior evareat young ages. This may explain in part why fewe
young and latency aged girls’ access mental hestirices. Additionally, the perception of mentalltie
services as stigmatizing by Latino families is njevalent than it is with Caucasian families. nais are
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twice as likely to seek treatment for mental disosdn general health care settings as opposedetiotah
health specialty settings. This suggests that mully sensitive way for AMH to approach mentahhle
services for Latino children and families wouldtbeensure that primary health care providers are
equipped to provide appropriate services and refstrincluding closer collaboration between mental
health and primary care practitioners serving Latifamilies.

AMH has added services to young children birthue years to our Strategic Plan. The following ans
items are currently being implemented:

Young Children and Latino Outreach and Service

0 AMH has funded the training and development ofé& sites, in addition to the existing four sites, t
provide Parent Child Interaction Therapy (PCIT), evidence-based practice therapy for young
children 2-7 years of age with disruptive behavdmorders, and young children who have
experienced abuse and neglect. All of the new BE¢§ have bi-lingual/bi-cultural staff and are
required as part of their AMH funding to provideti@ach to the community.

o AMH and the Early Learning hubs are collaboratimgensure early screening and assessment to
identify younger children in need of mental healthvices and to increase referral for younger
children to appropriate services.

o In an effort to address gaps in mental health wande regarding early childhood, AMH is
collaborating with Portland State University (PStd)provide scholarships for the PSU Infant
Toddler Mental Health Graduate Certificate Program.

Girlsand Latinos
0 Integration between primary care settings and be&raV health will increase access for populations
who are unlikely to self refer to specialty behaaidealth, including the Hispanic population and
girls.
o AMH has contracted with the Oregon Pediatric Sgctetprovide adolescent depression screening
training for primary care practitioners for all cliren, ages 12 to 24 during well-care appointments
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and linking those primary care practitioners to &enental health resources when mental health
services are required.

0 AMH and Public Health increased the availabilityroéntal health clinicians in School Based Health
Centers. Sixteen counties received notificatioavedrds in December of 2013. The School-Based
Health Center Mental Health Expansion Grants wenaed to 16 counties to support mental health
capacity within the school-based health centeresydby:

0 Adding mental health staff and expanding curremitalehealth staff hours, with the ability to collec
and report mental health encounter visits; and /or

0 Supporting mental health projects within the schmaded health center system, including:

* Implementation of a mental health screening todramework

* Implementation of a mental health telehealth prbjec

* Implementation of a Youth Advisory Committee (Ya@)mental health research project
* Integration of a data capturing system

» Support equity and cultural competency

o0 Many of the SBHCs serve elementary, middle andsggbols. Ten of the SBHC clinics will work
with the Oregon Pediatric Society to implementatielescent depression screening as a piloted effort
to improve referral. This will increase mental hbaldentification for under-represented populations

AMH contracted with OHSU to implement OPAL-K a psairic access line. OPAL-K provides free, same-
day child psychiatric phone consultation to primagre clinicians in Oregon. OPAL-K is collaboration
between OHSU's Division of Child and AdolescentRisyry, the Oregon Pediatric Society (OPS) and the
Oregon Council of Child and Adolescent Psychia®ZCAP).

The program expands the availability of high-quatitental health treatment to Oregon youth via tymel
psychiatric consultation, clinician education, pany care treatment processes and connections wathtan
health professionals throughout the state. Manjdchin and adolescents in Oregon with mental health
Issues remain untreated or experience significatayk before beginning treatment. OPAL-K providhes t
support that primary care clinicians (PCCs) needat#we for more patients in their medical home. With
OPAL-K, PCCs can treat youth with mental healtluéssright away rather than placing patients on vt
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lists to receive care. The program also offers enak-based support to clinicians in need of psycghia
treatment information. OPAL-K can help reduce lalegays for diagnosis and initial treatment. Earlier
intervention may decrease complications of unteéatental disorders including hospitalizations and
suicides. Overall OPAL-K helps build a system #ilmws PCCs to deliver the best possible care.

Additionally
AMH has implemented Measures and Outcome Trackisigi® (MOTS) which allows for increased client
detail tracking. It requires providers to includemMedicaid client service data.

A work group with participants from AMH, the OfficEEquity and Inclusion, Portland State University
and other agencies conducted a review of reseand® prevalence of mental health needs within edfch
the identified populations. The group identifiéakswide utilization target ranges, based on sysithef
findings from these studies. They are:

Children age 0-6: between 2.0% and 5.3%
Girls age 2-13: between 2.1% and 8.9%
Hispanic children: between 4.1% and 9.0%

These target ranges will be shown on the quartdtilization reports.

In 2014 AMH coordinated and provided funding foy dnerapist previously trained in Child Parent
Psychotherapy (CPP) to have their training updatethe newest protocols, including adherence telitigl
CPP is an evidence-based parent-child mental héeditment model for children 0-6yrs. that have
experienced trauma.

In April and September of 2014, AMH funded Regitraé@hings for therapists to provide Parent Child
Interaction Therapy (PCIT). They are receiving ang training and support to develop evidence-based
practice therapy programs for young children 2-angeof age. All PCIT sites submit quarterly repdds
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AMH with citing outcome data. There are current/cbunties with PCIT programs receiving some level
AMH funding and PCIT is being provided in 30 phgklocations. Between 2012 and the beginning of
2014, the number of PCIT therapists expanded frdno3B2. Thirteen of these therapists speak Spanish
There are PCIT therapists fluent in each of théofeing other languages: Dutch, German, Korean, and
Vietnamese. Another basic training in PCIT is exgeéto be held in February of 2015. All sites pdad
AMH funding for PCIT are also engaging in on-gocansultation with their PCIT trainers for at least
year after their initial training.

AMH created a scholarship program for ten clinicsato participate in the Portland State Universityant
Toddler Mental Health Graduate Certificate Prografis will increase the number of mental health
clinicians trained to recognize the developmental anental health needs to children birth througle &g
years old.

The Oregon Health Authority is a participant in tthevelopment of the early learning hubs and AMH is
working with the Early Learning Division Council éamsure that there are strong linkages betweeryearl
childhood mental health providers and local hubs.

AMH collaborated with Child Welfare to transfer t@&ild and Adolescent Needs and Strength Screening
(CANS) administration from Child Welfare to mertahlth through the Coordinated Care Organization
(CCO) contracts. Beginning July 1, 2014, the mehé&allth system started to administer CANS on all
children within 60 days of being brought into chielfare custody. By having mental health profesd®
administer the CANS they will be coupled with tleatal health assessment to provide a more
comprehensive assessment and to inform the treaptaan Because the CANS is child welfare’s current
rate setting tool, this is expected to increasédcln’s access to mental health professionals,easmg the
number of mental health assessments provided taggouwaged children and therefore increase services.
Additionally, the CANS tool has a tailored verstoraccurately assess the needs and strengths afjyou
children.
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* We recommend the Division improve the continuitynental health care for children by:

0 ensuring that assessed children who need and desir@&l health services receive services in a yimel
fashion;

0 ensuring that the reasons for children experienlgngthy breaks in services are captured in cése fi
documentation;

o periodically analyzing the reasons for service kseand

0 ensuring that providers make adequate efforts-engage children when unplanned service breaks
occur, and that they document these efforts.

OHA agrees that for children with unmet servicedsed is important to ensure that gaps in service
provision are identified and addressed so theyaartinue making progress at home, in school, arid wi
friends

The following are examples of our current and ongaefforts to address these issues:

* AMH reviews Community Mental Health Programs thiosge reviews and issues Certificates of
Approval for one, two or three years for prograhet @are in substantial compliance with the Oregon
Administrative Rules. These site reviews addresgsof access to services, engagement and fgllow u
for initial approval or renewal of Certificates épproval for Community Mental Health Programs.

0 Mental health providers follow a standardized preséor identifying children with high mental health
needs and providing a comprehensive, coordinatealyasf services that are family and youth driven.
The Level of Service Intensity Determination Prededo determine the intensity of service needs fo
children and adolescents with emotional, behavicead developmental challenges and to identify
children and adolescents who would benefit the fnost intensive service coordination planning. The
Level of Service Intensity Determination Process/jales a uniform and common framework to identify
service intensity needs that can be used to inf@mrice planning.

o Families, children (when appropriate) or adolescergceiving the Integrated Service Array develop
their own teams which coordinate their services.
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AMH also planned to initiate the following additedractions to improve the continuity of mental tieal

care for children.

o Prior to each site review, AMH Compliance Specialisill review service utilization data to identify
gaps in accessing services following a mental hesdsessment, service breaks or during transitions
from one type of mental health service to anothbkey will follow up by reviewing documentation in
client charts. AMH’s goal will be to incorporategheview of service breaks, engagement and
documentation into the regular site review schedyl&ovember 1, 2012. AMH has identified the Client
Process Monitoring System (CPMS) enrollment anchitestion data and Medicaid Management
Information System (MMIS) encounter data as tha datrces for identifying gaps in service for
children moving between levels of service intensitfuding post residential treatment. AMH has
communicated with stakeholders, including commumé#wytal health programs and the MHO children’s
systems coordinators of the process for reviewiiggpiccharts during site certification or re-
certification. AMH has also communicated the predescompliance specialists and other staff
conducting site reviews. AMH staff are using thieimation to review client charts identified thgiu
data analysis for gaps in service for children rgo®g services in the Integrated Service Array.

o Through CCOs, the system shifts to outcome baséatpance rather than management of processes.
The OHA Outcomes Group will establish monitoringhamisms for CCO compliance with the outcome
measure for clinical follow up within 14 days ddrtsition from a hospital or residential treatment
program. The Metrics and Scoring Committee, esthbd in 2012 as a result of SB 1580 (Section 21),
has the responsibility of setting overall metries €COs. Over the past several months, the conenitte
has been working to finalize a set of metrics ta$ed for incentive purposes with the CCOs. One
example of a metric relevant to the age group dised in the SOS audit report is follow-up care with
seven days after hospitalization. Another metriassiring that children taken into DHS custody are
given a mental health assessment within 60 daysel'metrics, as well as others decided by the
committee, will be tracked in aggregate in additiorseveral demographic breakouts, including race,
ethnicity, gender, and age groups. The overall go&b evaluate CCOs based on relevant metrics and
not just the volume of service generated.
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o AMH and the Office of Information Services (Ol$jated the web-based Children’s Progress Review
reporting system for children enrolled in Intens@emmunity-based Treatment and Support Services
and the Statewide Children’s Wraparound Initiatpreject sites. This system will be upgraded toudel
the Level of Service Intensity Determination Preoghich will provide real time data for individuals
receiving services at the clinic, MHO or CCO anattstievels. This will provide the opportunity foomra
detailed analysis of services, services breaksraaigpients. The Children’s Progress Review Systasn
been upgraded to include all children served inltitegrated Service Array (ISA) and Statewide
Children’s Wraparound Initiative (SCWI) projectest Level of Service Intensity determination data,
which determine entry into the ISA, will also nosvanbmitted through this data reporting systeml Rea
time data regarding quarterly outcomes for indiatkireceiving services, and parental/caregiver
perception of progress while receiving serviced, e obtained using the Integrated Service
Array/SCWI Progress Review (ISA/SCWI PR) and tli@a®eral and Emotional Rating Scale, version 2
(BERS-2) for parents. These data can be reviewdteacommunity mental health program, CCO or
state level by individuals with access to the syster their particular system. This provides the
opportunity to track data changes for individualglagroups over time. Data in this system can be
matched with MMIS data (claims, service recipietddurther delineate service breaks related to
outcome data.

AMH is able to provide oversight, contract managehaad incentives for children insured by Medicaid.
The private insurance system is outside of thesiyter of the Oregon Health Authority.

AMH conducts reviews of Community Mental HealthgPams (CMHP). Within the site review chart review
Is completed to track access to services and tpaa between referral to first appointment. In atohf

access to services is evaluated through consuntestke holder interview to ensure community neeels
met and access to services is family driven.

For children with Medicaid insurance, there are f@ctions in place to ensure expediency within the
contract between the Oregon Health Authority andd®0dn the event that a family, guardian or youth
requests mental health services from a certifiedteddnealth provider. Additionally some CCOs have

2015-17 Governor’'s Budget Page - 23 Oregon Healthuthority
Audit Response Report



incentivized active engagement of clients by maagtine timeframe from assessment to first appantm
by offering bonus payments.

At this juncture, the CCO'’s are highly motivatedthg current metrics of which two are directly iteld to
children’s mental health. AMH has established rfavimg mechanisms for CCO compliance with an
incentivized outcome measure for clinical followwighin 7 days of transition from an inpatient plsiatric
hospitalization.

As CCOs shift their payment to mental health prengacaway from a fee for service payment model to
payment based on good client outcomes, we anteclpetter overall care including more intensive sas
for at risk children and youth at the beginningrefatment when engagement is critical.

It was AMH’s intention to sample 30 CMHP files otith who were determined to have gaps in
claims/encounter data. This list was providedi €MHP review team and reasons for gaps were
documented. This procedure occurred on five revibwig 2013. This process was not consistent aller
CMHP reviews due to work force shortages. Follonsnghe CMHP site reviews, AMH staff reported
verbally or by filling out a form provided prior the review, on the extent to which the files eranhi
during the review adequately documented the cirtamegs and follow-up efforts pertaining to eachdbre
in services found.

CMHPs received technical assistance regarding deniation best practices. CMHPs are encouraged to
document all efforts made to engage and provideeaah to children and families receiving serviceésme
CMHPs retroactively were able to do document tresom the gap in service during the AMH review.
Going forward AMH will provide CMHPs with technicassistance to ensure contracted providers will be
expected to document client cancellations or doshotv for appointments and furthermore, document th
attempts to re-engage the client in services wipgmapriate.
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While documenting breaks in service and followsupast practice, this is not specified in the Orego
Administrative Rule. AMH does not have the authiattpersonnel to monitor and ensure best practares
enforced. No further action will be taken otherrir@ntinuing to providing technical assistance estb
practices when appropriate.

Analyzing data to determine unplanned service wéskot currently feasible at the State level gitree
existing payment and data infrastructure. The C@fsresponsible for assuring that continuity afvsees
Is maintained and that long breaks between senacesdentified, documented, monitored and, when
necessary, addressed.

During Community Mental Health Program (CMHP) siexiews a sampling of open and closed records are
consistently reviewed at least every three yeas:i& breaks are analyzed and checked during these
routine reviews for adequate documentation as ashhdequate out-reach on behalf of the CMHP. In
higher levels of care, such as Intensive TreatrBentices, these records are reviewed by the cadimrac
CMHP as well as AMH if the program is a day treatiar residential provider.

An additional review is conducted by the Offic&ioensing and Regulatory Oversight annually ancbrds
and gaps in services are analyzed at this timeak w

As mentioned above, AMH continues to include in @Mkies reviews, chart audits to track gaps in
services and reengagement and outreach efforthiniea assistance is provided regarding engagement
strategies to reengage children. Providers are @naged to ease access to services. As the CCO
development shifts the incentives from being rersdalibased on individual services and rewarded for
improved outcomes, we anticipate a great emphassompleted treatment episodes and outreach to “at
risk” clients when there is a break from service.

Within the 2014-2015 biennium an additional 4-6 YWaeund sites will be added to the System of Care
across the state. This will infuse additional irgie care coordination into the system ensuring
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reengagement and client retention efforts. Caradioation at this intensity will decrease serviaedks
for children and youth who are significantly atkifr bad outcomes if services cease prematurely.

In addition, in this biennium four Youth Hubs via# created across the state targeting the 14-24 glel
population. There are distinct service componeritisinvthis model to include outreach, engagement;
recovery oriented planning and creating social supgystems. Peer support provided by young adadtp
Is a critical component of this model, particulafty young adults who are disengaged or reluctant t
access services.

5. OHA: Safe Drinking Water Revolving Loan Fund foethiscal Year Ended June 30, 2011, audit # 2012-
19, (dated June 2012)

* We recommend agency management:
o Reconcile, at a minimum, the state’s accountingnacfor revenues and expenditures for each set

aside with the federal cash reimbursement systeemwlosing a grant award and ensure any
adjustments identified are researched and corrgetedto submission of the final report;

0 Reverse the accounting entry made in December 2t Inoved revenue from current grant awards
to older grant awards;

o Determine whether the $28,274 in valid expenditigteatified for grant awards 04, 05 and 06 can be
moved to open grant awards enabling the agencyg teimbursed,;

o Obtain state funding for the $10,484 of expendguneurred at some point in time but never drawn to
cover the cash expended; and

o Return $7,160 in federal revenue/cash currentlgroed in grant award 06 to the U.S. Environmental
Protection Agency (EPA).
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The Oregon Health Authority researched the impé&choving the identified $28,274 revenue and its
iImpact on phases 04, 05 and 06. The program disdusgh EPA the option of moving funds between
grants to correct prior errors. After we finaliz@thases 04, 05 and 06 we contacted the EPA reqgestin
their direction as to the final disposition of tié,160 recorded in grant award 06. The Office of
Financial Services also worked with the prograndébermine the appropriate adjustment of the
$10,484.

A follow up letter was sent to the EPA Region 16r@mator describing the audit finding and askirag f
specific guidance regarding the $900 net balaneeai@ing after the funds were reconciled and
adjusted. EPA requested that the remaining fund®lted into the current year funds.

6. DHS/OHA: Health and Human Service Caseload Forgtastvays to Increase Confidence, audit # 2013-
03, (dated February 2013)

DHS and OHA agree that accurate caseload forecastritical for agency budgeting and legislative
allocation of limited state funds. Since both agesare required to report to the Emergency Board a
would prefer to avoid unnecessary rebalances, agtncies have a strong incentive to support fortscas
which are neither too high, nor too low.

As documented in the report, the DHS and OHA Offideorecasting, Research and Analysis (OFRA) has
knowledgeable staff, uses reasonable methodolagmelsproduces forecasts that are generally accyrate
have improved over time, and have no indicatiooveirall bias. It was also determined that OFRA’s
forecasts are only marginally less accurate thassthproduced by Washington State’s independent
Caseload Forecasting Council. OFRA performs anwawhsupplemental research, analysis, and congultin
services for DHS and OHA that would still be needdi¢iie unit was moved out of the agencies.

The report also notes that forecasts are inhereutigertain for a variety of reasons. However, DHE a
OHA believe that federal and state policy and pdaces have the largest impact, with economic and
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demographic impacts secondary. While the forecgstmit strives for accuracy, subsequent adjustments
and corrections are to be expected. The realistpeetation of inaccuracy is one of the primary rasthe
forecast is updated twice each year and incorpatatéo the budget adjustment requests submittéiaeto
Emergency Board.

The report describes how the forecasted 2011-18lgcad for Aid to the Blind and Disabled program
(ABAD) varied over the course of seven forecadesy®HS and OHA generally agree with the basitsfac
as presented, but not with the view expressecdeimgport that the error was due to a lack of indegence

or that more than half of the error was not jugtifiby the information available at that time. Thaganty of
the caseload increase which ultimately proved tavbeng was discussed and approved in the fall 2010
forecast by the Medical Assistance Program Caselddsory Committee, which included staff from both
the Department of Administrative Services (DASHidgt and Management Division (BAM) and the
Legislative Fiscal Office (LFO). While not notedtine Fall 2010 DHS and OHA Caseload Forecast report
one of the factors that contributed to the inacayravas the fact that Social Security had experiérace
steep increase in disability applications since @reat Recession began. This had been widely regamt
the national press, so forecasting unit staff cdemed it reasonable to anticipate some increag@éaate

of growth for the ABAD caseload.

DAS Budget Policy Analysts and LFO staff have pigaited in the caseload forecasting process forynan
years. In addition, since DHS and OHA split intpa@ate agencies in July 2011, formalized governance
processes have been created to oversee all sharedes units, including forecasting. As mentiomethe
report, the forecast unit administrator reportsthee DHS Chief Financial Officer and the OHA Budget
Director, and the unit itself operates under auiboof the DHS and OHA Joint Operations Steering
Committee (JOSC). JOSC has authorized two goveendocuments that pertain to the forecasting unit: a
Service Level Agreement which lays out the ungysriesponsibilities and deliverables, and a Cas#loa
Forecast Advisory Committee Charter which spectfiesauthority, roles, and responsibilities of the
committees, their members, and the forecast unit.
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The forecasting unit has also documented key psesesnd established performance metrics. Documentat
includes monthly forecast accuracy reports, methamyids) used to create the forecast for each casklo
area, key process flow charts, an annual calendas€heduled work, and a unit performance scorecard

DHS and OHA strive to be transparent. To that emdinternet website has been created that is egpeot

go live within the next two weeks. It will be easitcessible from both the DHS and OHA home Sitesnew
website will include work products (e.g. caseloagtasts and monthly variance reports), administeat
documents (e.g. materials on governance and mekbggllnames of advisory committee members, eta), a
links to other forecasting units. DHS and OHA hheen routinely posting forecasts online and tharbual
forecasts going back to 2006 are currently avaiabl

* To improve the independence, oversight, and traespy of the forecast unit, we recommend the
Department of Human Services and the Oregon Héaithority:

o Consider creating a policy oversight committee oesyble for review and adoption of caseload
forecast policies and procedures, and to help erfsuecaster independence.

A technical oversight committee was created to:
1) Review and make recommendations to the DHS|OHA Opierations Steering Committee
(JOSC) concerning the forecast unit’s policies,qaures, governance, methodologies, etc.
2) Serve as an independent channel for forecasterar(gone else) to raise issues they perceive
as jeopardizing or affecting forecast quality ordocaster independence.

A charter for the committee was drafted and reviéime DHS COO, OHA COOQO, DAS CFO and LFO.
The charter was submitted to JOSC and received dimaroval on November 21, 2013. Committee
members were recruited, with recommendations sefidrom Senator Devlin, John Mullin (HSCO),
DHS|OHA executive and program leadership, DAS df@.L
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o Continue using the eight caseload forecast advismnymittees as the arena to debate forecast risks,
assumptions and methodology, and to advise thedsters on the caseload forecast numbers

The forecasting unit continues to use Caseload ¢aseAdvisory Committees to provide information
on factors that impact program utilization, andpivide input on the proposed forecasts.
Occasionally committees are added or discontinuleenathe forecasting need change.

o Consider adding additional external representdabdhe eight advisory committees from the public,
academic, non-profit, and/or private sectors.

Solicitations for volunteer committee members vgerd to Senator Devlin, John Mullin (HSCO),
DHS|OHA executive and program leadership, DAS &@f0.We identified one or two additional
participants for most of the committees — in timedrticipate in our summer 2013 mid-cycle
meetings. We will continue to seek external paodicts to bring into the process.

In addition, the forecasting unit will continue periodically survey external stakeholders who asé n
on the committees to get their input on the factiohngng caseload changes.

0 Record meeting minutes of the eight advisory cote®g that at a minimum include the key
information or issues discussed and the advisamynaittee’s advice on the forecast numbers.

In early 2013 templates were created to capturetimg@otes during both forecast development and
mid-cycle meetings. The forecast meeting templaseused and refined in spring 2013 and will be
used on a regular basis going forward. The mid-€ynketing template will be used and refined
during the summer of 2013.
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0 Regularly evaluate the forecasts and publish anaratcuracy tracking report. Include in the
tracking report an analysis of both the accuradysatistical bias of the forecasts. Use the resalt
identify improvements in assumptions and methodekg

DHS and OHA understand the importance of trackind eeporting forecast accuracy and using that
information to identify possible improvements. Tdrecasting unit has tracked and reported forecast
accuracy (by program area) for many years throughnthly Caseload Variance Reports which were
shared routinely with all caseload forecast comaatmembers. Starting in March 2013, these
monthly reports have been posted to the new Fotiagasebsite.

Starting in Fall 2013, the forecasting unit willg@uce a new annual report which will provide a more
summarized, but comprehensive view on the accufatye caseload forecasts across program areas
and over time.

o Continue efforts to create a public web page déelicto the forecast unit, and post its methodokgie
advisory committee membership, advisory committeeting minutes, forecast accuracy tracking
reports, and the semiannual caseload forecasttsepor

In February 2013, the forecasting unit launchedubl web page:
http://www.oregon.gov/dhs/ofra/Pages/index.aspx

The forecasting page can be accessed directlyléstigk) from both the DHS and OHA home pages,
and contains work products (e.g. caseload forecasitnt overlap charts, ad hoc research reports),
accuracy reports, administrative documents (e.gegaoance materials, committee membership,
process flowcharts, forecasting methodology), etc.
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o0 Include in the published semiannual caseload fetaeports additional detail on risks, assumptions,
uncertainties, and how these factors could affastload estimates.

When the Spring 2013 forecast was published thessalescribing risks, assumptions and
uncertainties were expanded. Going forward, thedasting unit will strive to further expand this
content.

7. DHS and OHA: Statewide Single Audit Including SédecFinancial Accounts and Federal Awards for the
Year Ended June 30, 2012, audit # 2013- 07, (ddeadh 2013)

* We recommend OHA management improve controls bgidenng the design and implementation of a
reconciliation process to ensure transfer transastare properly and completely recorded and emgpuri
adequate supervisory review of recorded transagti®apervisory review could include a review of the
SFMA to HPT tracking log to ensure all transfers included and accurately reflected in SFMA.

During fiscal year 2012, the department used trarssto allocate Healthcare Provider Tax (HPT) frdime
Department of Human Services to the Oregon Healthdkity. Coding errors resulted in a $29 million
understatement in the Other Revenues object, amyarstatement in the Healthcare Provider tax obigc
the same amount. Total revenue recorded was cofféet error was not caught in the supervisory revie
The revenue report review did not occur prior taryend close. To correct these errors from occugriim
the future, we will increase the frequency of ttenue report review and provide training to redeip
staff who transfer these revenues.
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During a March 2013 Receipting Unit Continuous loygment meeting; State Financial Reporting unit
distributed copies of audit adjustment 12-01 tdfstand provided training on the importance of ot
coding of provider tax and other receipts. To reslueceipting errors, during Fiscal Year 2013 Offafe
Financial Services staff increased their recontitia of the receipt holding grant.

* We recommend DHS and OHA management implement guoes for reviewing and evaluating program
changes to identify any necessary revisions imfira reporting to ensure compliance with GAAP. &0
recommend management consider the need to rewdslling process or prepare year-end adjustments t
ensure transactions involving shared servicesem@rted in conformity with generally accepted acdimg
principles.

The Department of Human Services and Oregon Héalthority became separate accounting entities in
fiscal year 2012. In order to maximize operatioatiiciency, these agencies retained shared admatinge
service functions. In the short timeline that wesvpled, the agency developed a shared service Inmode
a new cost allocation and billing process that ersdithe appropriate costs were billed to each ageiite
agency did not consider the impact this model wbale on the consolidated financial statementsthatl
the materiality threshold would necessitate settipgan Internal Service Fund. The agency had Depaint
of Administrative Services, Statewide Accounting) Raporting Services, set up a new GAAP fund (5006-
Health Service Fund) that will be used to repod #9013 fiscal year-end adjustments for shared sesvin
both agencies. DHS and OHA are preparing for th£3202015 biennium by setting up a new D23 fund
pointing to this new Internal Service fund to prdpeecord the accounting transaction during themal
course of business rather than as a continual yat-adjustment.

GAAP Fund (5006- Health Services Fund) was crebte8ARS on Februaryl5, 2013, with a July 1, 2012,
effective start date. For Fiscal Year 2013, SARBmake an adjusting entry at year-end suppliedHzy
DHS/OHA State Financial Reporting unit to propargord the activity of the Internal Service FunteT
new D23 fund (fund 3470) has been set-up in DHS/@idApoints to GAAP Fund 5006 to properly record
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the daily operations of the shared services unitslfe AY2015 activities. All necessary structuss heen
updated using this new D23 fund beginning with 1ul®013, activities.

* We recommend OHA management ensure staff obtaatterlunderstanding of the PEBB program and
timing of program related revenues and expenditirensure accurate and complete year-end repanting
compliance with GAAP. We also recommend managemegoiement procedures for reviewing and
evaluating program changes and ongoing businestigas to identify any necessary revisions in fmah
reporting to ensure compliance with GAAP.

During fiscal year 2012, the Oregon Health Authpassumed responsibility for PEBB and OEBB from the
Department of Administrative Services (DAS). OH#licated the GAAP fund structure that was in plate
DAS. This structure included six D23 funds poirite@AAP fund 1108 (Health and Social Services Fund)
and five D23 funds pointed to GAAP fund 5001 (G#r8ervices Fund). The new healthcare surcharges
were placed in the PEBB Operations fund which isted to GAAP fund 1108. In fiscal year 2012 the
Office of Financial Services had several conveosaiwith Statewide Accounting and Reporting Sesvice
regarding the proper treatment of the funds for BEd OEBB which have historically been inconsisten
Rather than make a singular adjustment to one sugshwe rather chose to engage in an enterprise
discussion with SARS on the proper accountingrimeat for each of these programs. We will contioue t
work with SARS in 2013 since we have not fullylvesioall of the inconsistencies in the PEBB and BEB
fund structure.

In the future, the Office of Financial Servicesaashared service, will consult with PEBB stafidentify
correct balances to ensure accurate and complede-ged reporting in compliance with GAAP. We will
also continue to work with the Department of Adstmative Services, Statewide Accounting and Remprti
Services, on reviewing and evaluating significanigpam changes within the agency.

To ensure correct Fiscal Year 2013 GAAP classificabf PEBB, on March 15, 2013, Shared Servicd$ sta
met with SARS staff/management and discussed t@resP fund classification of the PEBB funds. PEBB
Operations Fund 3456 was the remaining fund notgetssified to the Internal Services Fund. As a
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meeting outcome, SARS and Shared Services agresgbiat fund 3456 to the Internal Services Fund. A
Fiscal Year 2013 end, PEBB Operation Fund activiis reported in the Internal Services Fund.

To ensure correct accrual amounts, Fiscal Year EBB accrual amounts were calculated by Shared
Services staff in consultation/review with PEBBfsta

* We recommend department management fully captuREEB funds as part of the statewide cost
allocation plan.

DHS and OHA Office of Financial Services Shared/i8es became responsible for the PEBB A-87
reporting in FY2012. During that reporting periostaff was trained on the correct method for repaytihe
PEBB operations fund, stabilization fund, and th&urance fund. DHS and OHA Office of Financial
Services Shared Services has implemented thisguoeand has continued it with the Fiscal Year 2013
reporting period.

The 2012 A-87 report was prepared by the OregontHeuthority, and included the PEBB Operations,
PEBB Stabilization and PEBB Self Insurance Funasré&Ztions for years 2010 and 2011 were calculated
by the Department of Administrative Services amdlted in remaining excess fund balances. Thidtexsu

in additional Federal payback calculation of $1224800 that was paid to the Department of Health and
Human Services VIA Department of Administrativevi8es. Detail on the 2010 and 2011 remaining excess
fund balance calculations can be obtained fromDepartment of Administrative Services.

DHS and OHA Office of Financial Services Shared/iges will work with DAS Shared Financial
Services to determine if any additional correctibmscalendar year 2010 and fiscal year 2011 are
necessary.

* We recommend that authority management maintaoteece of the initial and monthly database checks fo
enrolled providers and we recommend department geaamant maintain evidence of the initial EPLS
database checks.
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The permanent corrective action the authority igating is to add a separate "check box" for each
required compliance verification effort (such agcking the various excluded databases) to the
provider enrollment panel within the Medicaid Maeagent Information System (MMIS). This
corrective action is being initiated by submittiadIMIS change request, and then the change request
will be reviewed by multiple business entitiespptized and then run through OHA's normal MMIS
change workflow process. This prioritization effdrécause of competing resources and statutorily
required program changes, often delays simple chaaguest for many months, or even longer.

In anticipation of a potential delay in implemerfithis permanent MMIS correction due to impending
federally required MMIS changes, including the ctetipn of 5010 and the upcoming ICD-10 changes, the
authority has already implemented an interim pred@sdocument our efforts to exclude sanctioned
providers based on the existing monthly Medicareskon Database (MED) process. The MED is
downloaded and cycled through the enrolled providkiabase contained within the MMIS on a monthly
basis. Any individuals or entities identified asegult of this monthly process are reported throtigh

MMIS. Once this report is produced, it must be nadlgworked to end the active status of any listed
providers or entities. As this report is worked le@sonth, our new interim process is to record actyoan
taken, the date the report is worked and who workdutectly on the printed document. Once this
information is captured, the documented and irgtthiteport is filed for future reference or auditrpases.

This authority interim process is not intended ltamately be the permanent corrective action, bag h
been operationalized to bridge the anticipated gafpme until the permanent MMIS changes to the
provider enrollment panel correction can be comgidiet

For those providers that the department qualifteg, department has also developed and implemented a
tracking tool that lists the provider name anddlithe systems that are required to screen prosidEne

tool includes the date of the verification. Manythed department's providers are qualified by théhatrity.
Those providers will not be included in this tragkitool.
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The required screening for applying providers iswrcing as outlined in the Division of Medical Astsince
Programs’ enroliment procedures. Additionally, tmcdment this effort is occurring, a change request
our Medicaid Management Information System (MMI&3 written. This change request modified the
provider subsystem to allow an enroliment spediaisiocument within the MMIS that the required
screening checks had been successfully compldtedciange request was completed and deployed the
week of August 25, 2014. This change will appblltaew OHA enrolled and department MMIS enrolled
providers after that date. It is anticipated thdit@oviders in MMIS will be reviewed as part oEtACA
revalidated by March 2016. In addition to MMIS, APDovider Relations uses the eXPRS provider
enrollment system to capture the required datalchseks for the ODDS providers enrolled through eZPR
Finally, APD Provider Relations will also contintie maintain spreadsheets of the required database
checks for the OrAccess enrollment system. APDitRepRelations conducts all of the required databas
checks for the APD provider populations upon emnelht and renewal, including EPLS aka SAM and
documents this in the systems or spreadsheets syftem does not have the capability.

* We recommend department management implement proesetb ensure the department uses the federal
financial participation rate in effect at the timéransaction is recorded and reimburses the feageacy
for the overdrawn ARRA funds.

In March 2013, the agency completed an in-deptierewf all expenditures receiving ARRA funds that
occurred July 1, 2011 and later to ensure the prdpderal financial participation rate was used. Antry

was completed in the Statewide Financial ManagerSgstem (SFMA) to adjust the excess ARRA funds and
the Centers for Medicare and Medicaid Services (LW be refunded for the overdrawn funds. The
adjustment was completed March 19, 2013. The RSéaciated with current period activity have been
disabled. All prior period activity is reviewed daquarter to ensure compliance.
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*  We recommend management implement proceduresitdpadly test edits in the MMIS. We also
recommend management review the claims that shavd been rejected by these edits to determine thei
appropriateness.

The Oregon Health Authority (OHA) agrees with teeahto conduct tests that periodically validate the
edits within the Medicaid Management Informatiost&gn (MMIS). All edits were tested when the MMIS
became operational in December 2008 using a pdredkting method, which compared the results of the
new MMIS to the results of the old Legacy MMIS gisiientical claims. Both systems were to produce
identical results, and if differences were identifithe reasons responsible for the differences wer
identified and corrected. Since the completiorned parallel testing, any new edits or changesxistang
edits since then have been thoroughly tested iMiAéS test environment before moved into the prbdanc
environment. In addition to these testing effatts thought prudent to periodically test the optonal

edits to ensure all continue to operate as expeatetithat no unintended changes had been introdinted
the production environment by edit changes that athaersely affect any MMIS edit functionality.

Correct adjudication of Medicaid claims and encarstis a priority for the Oregon Health Authority
(OHA). In early 2013, a change request to corriet system functionality within the Medicaid Managetn
Information System (MMIS) regarding age and gemdstrictions functionality was discussed. Recoguyzi
the immediate need, a more expedient work-arousjgorese was created to strengthen the rules aroged a
and gender procedures. Modifications to the claihe tables for age and gender restrictions wereiput
place until the MMIS Restrictions Panel could berecied. These diagnosis restrictions were insentéol

the claim rule tables on February 19, 2013.

In an attempt to confirm that these rules were fimming correctly, a process to randomly pull 3aiohs
per quarter to be manually checked by staff wasteid using dates of service starting in the fgqsarter of
2013. The goal of this process was to see if emtim@djudicated properly based on its unique data
parameters, including age and gender restrictidws.issues were found processing the claims datasat
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the first quarter of 2013. Review of subsequenttgumhas been delayed due to heavy workloads ltoug
about by Coordinated Care Organization (CCO) eviohd to cover dental and mental health, ICD-10
implementation work and the manual enroliment psses associated with the Patient Protection and
Affordable Care Act of 2010 (ACA) Medicaid expansWhile the manual review has been delayed, the
random sample of claims has been captured eacheu&soing forward, the random claim pull will be
modified to specifically focus on age and gendtateel procedures and other key edits, such as geovi
and client eligibility. Additionally, the manualwew of these claim data sets will be prioritizeghter until
the permanent panel correction can be finalized.

The lack of functionality of the MMIS Restrictioarfél was again brought forth in late 2013. Worktoa
permanent correction to the Restriction Panel beigaidecember 2013, with the creation of a change
request. Now recognized as a high priority requieatmthe notice to proceed for the change requast w
authorized on March 4, 2013.In user acceptancengsadditional issues were identified, so worktomres
on the permanent correction. It is anticipated tloerect panel functionality will be restored asJanuary
31, 2015.

*  We recommend management implement and follow iaterontrols to ensure the review for suspension and
debarment is performed and documented for all eotsy including price agreements.

The Office of Contracts and Procurement (OC&P) ecoted the Oregon Department of Administrative
Services (DAS) Procurement Services and requestgdactor self-certification language relating to
suspension and debarment be added to DAS statpwideagreements. DAS reports this amendment is
being made to their statewide agreements as thexe agp for review.

The Office of Contracts and Procurement also adtizhrment and suspension vendor self-certification
language to all DHS and OHA purchase orders proegsgfective March 18, 2013.
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* We recommend the department update the cost abbagalins to reflect current practices and ensufaré
changes are communicated timely.

Historically the agency submitted biennial updatethe cost allocation plan, and submitted chartgate
plan annually when significant changes were matierd were not significant modifications to the plan
during the last audit year so an update was notdttbd to the Division of Cost Allocation.

The agency agrees that updates to the plan shatdibmitted annually, even if no changes are made.
Further, the agency communicated with the Divieb&ost Allocation seeking guidance on their prgces
for the submission of amendments to the public&ssie cost allocation plans regarding mid-year
modifications.

Amendments to the DHS and OHA Cost Allocation Rhaare submitted to the Division of Cost Allocation
on June 6, 2013, for review. These amendmentstowvéake effect with the start of Fiscal Year 2014.

8. DHS/OHA: Public Assistance: Improve Eligibility Rredures and Consider Approaches of Other States
audit # 2013- 10, (dated May 2013)

This audit compared five data sets to records oppereceiving benefits under three federal progsam
Medicaid, the Supplemental Nutrition AssistancegPam (SNAP), and Temporary Assistance for Needy
Families (TANF).

These programs weave together to form Oregon’sysaét. During the recent recession and over that pa
several years, the Legislature and two governorsehraade strategic policy choices designed to sthemg
that net and keep families stable until they canbgek on their feet.

The periods covered in the audit varied but mosev@ the fiscal years 2011 and 2012. Over theae t
years, the combined benefits administered wererdillion. The three programs served 1.4 million
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Oregonians for those two years. The audit initigjbestioned benefits totaling about $2.8 million,
approximately 0.02 percent of the combined costiseoprogram over the two years.

For the purposes of this audit, the Secretary atéSuised five data sets to compare records of peopl
receiving benefits under Medicaid, SNAP and TANF

Social Security death records;
Oregon Lottery winners;

State prisoners;

PERS retirees; and
DHS/OHA employees.

O O0OO0OO0oOo

The audit found 5,018 record matches across tleeciategories. A matched record does not mean an
incorrect benefit. DHS/OHA review determined ttet information presented in the audit would notéhav
changed the benefits for about 3,200 matches barsedrrent law and policy. Another 600 of the death
record matches found the person on the record badttual benefit recipient were not the same perso
and subsequent analysis would not have changdoethefits. Miscoding of the Social Security number
(SSN) in the computer system was the most comrasaorréor this occurrence.

In about 1,200 of the 5,018 matches, the peoplliyiappeared ineligible and may have receivdukaefit
they should not have received. This is about Oed8gmt of the combined enroliment of the three rao.

The agencies continue to strive for the greatestiaacy. This audit pointed out a few areas whe@ges
in policy or practice could enhance accuracy evathir.

The audit also looked at policies developed by #gaslature and Governor’s office to provide public
services to Oregonians living in poverty and proma most vulnerable citizens. Under statute dmwdugh
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policy, DHS and OHA have streamlined the eligipiptocesses and reduced unnecessary bureaucratic
barriers that slow critical services to people ieat and create waste and inefficiency in the system

This has been a successful strategy as evidenclkeovibyow-income Oregonians fared during the recent
recession compared to other states. Since 200&\imder of people receiving SNAP has increased
substantially. Despite the record-level caselod&i®gon made process improvements that reducesdiie w
time for food benefits from more than one weelatoesday or next day service for most participa8isce
2008, the number of people receiving Medicaid Has mcreased substantially and overall accuractesa
have held steady or improved.

During the recession, the children’s uninsuranceerdropped from 12.3 percent to 7.2 percent, pragd
financial stability to the families of more thanQ000 children. From 2009-2011, Oregon was ondef t
top two states for reducing the number of childngtinout coverage. Also during the recession, SNAB av
key factor in holding the state’s food insecur#yer steady. Now that these policies are in placklmve
proven to be effective, it is time to close thgdalump sum loopholes in a way that allows Oregon t
continue providing services to our state’s moshetdble people effectively and efficiently withletiting
people who can support themselves slip through.

The audit raised questions of both accuracy aneccpoDHS and OHA continue to believe that therans
appropriate trade-off between these goals.

More complex eligibility criteria impose higher aghstrative costs, often result in more inaccurate
eligibility determinations, and restrict accessie program -- even among those who are eligibbeuthe
more complex requirements. Since 2002, Oregon laae strategic choices to streamline policies and
reduce unnecessary red tape — while keeping adeaquersight — to help our state’s people with vevy
Incomes receive the services they need so thegatdrack on their feet. As a result, the hunges rets
stayed stable in our state as it has increasedhers. And our rate of uninsured children has plweted.
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The key is to balance the need for benefits wilicipe that make sure only qualified people recéham.
That is the course both agencies have pursued doe than a decade.

DHS and OHA have taken numerous actions relatéag@riginal audit recommendations. These actions,
and those that are still in process, are outlinetolv. In summary, the two agencies have reviewed th
5,018 cases originally identified as having a mattlone of the databases used by the Secretamaiaf S
auditors. DHS and OHA have, or are in the procdssrding overpayments, further researching or
recovering about $1.8 million in benefits identifiéuring this review. In addition, hundreds of Efadm

both agencies have been trained on improved vatifio processes and tools. DHS has asked for ajpprov
of waivers that allow changes in SNAP client chamgg®rting requirements. The new centralized EB ca
replacement unit has been expanded and now proeatesreplacement services statewide. Analysibef t
effectiveness of identified federal databases baes tested and others continue to be reviewedoWar
other internal processes have been reviewed ancbweg.

Below is a listing of the original recommendatiardahe specific actions that have been taken toesdd
the findings in the report.

» Work with the Governor and the Legislature to cdasichanges to Oregon’s public assistance elityibili
and reporting options, balancing the neediest thighmost prudent use of public resources.

DHS and OHA continue to improve public assistaricgbdity systems to ensure accuracy and reduce
administrative costs. DHS and OHA continue to barmitted to working with the Legislature, the federa
government, and our partners to adjust policiebdtp the neediest Oregonians in ways that are
productive, minimize administrative costs and awmohg resources where they are not needed. DHS and
OHA have also continued to support Congressiorfaltsfto end SNAP benefits for substantial lottmg
gambling winners.
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A waiver allowing DHS to act on returned mail wagpeoved for implementation September 2013. An
informational memorandum transmittal was provideatir field staff on August 15, 2013, to provide
guidance on the new policy.

The SNAP program also reviewed policy options wéttiners regarding resource limits on the TANF
funded resource information pamphlet, which quadifmany SNAP clients to be categorically eligiblee
program adopted a state option to put an assetaeshis program. DHS developed policy and trainiog
this change and began implementation in January2Whe resource limit is $25,000 in liquid ass&NAP
also submitted a waiver request that would allowrdk in the Simplified Reporting System (SRS3ont
resource changes mid-certification period when ligigid asset resource limit is met. DHS submitted
request to the Food and Nutrition Service (FNSatober 18, 2013. However, with the passage of the
Farm Bill, states are allowed to end SNAP bené&dtsubstantial lottery or gambling winners. In @an

we have defined substantial as $25,000. The lstl @hcouraged data exchanges with state lottery and
gaming departments. We are currently working otirggtip such an agreement with the Oregon Lottery.

At the time of the audit, adults covered by thegoreHealth Plan (OHP) Standard benefit package and
children on OHP Plus had 12-month continuous eiiigyb In general, continuous eligibility means tha
once an individual is determined eligible for Medd; the state may provide up to 12 months oflality,
without a redetermination, regardless of changesmaome or most other circumstances which otherwise
would render the individual ineligible for Medicail®@HA had intended to submit a request for an
amendment to the state’s 1115 Medicaid Demonstrateobecome effective with implementation of the
Affordable Care Act provisions in January 2014 ttvauld have authorized expanding 12-month
continuous eligibility for all adults on OHP. Ingponse to the audit, DMAP was discussing includirits
amendment request exceptions to the continuoubigfigpolicy that would require OHP recipients to
report large lump sums, such as lottery winningg] have them count for eligibility.
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However, in May 2013, prior to the state’s subnoissdf such a request, the federal Centers for Madic
and Medicaid Services (CMS) issued clarificatioowabwvhat a 12-month continuous eligibility waiver f
all adults might involve in 2014, including a pdiahreduction to a state’s Medicaid match rate.

In February 2014, the federal Department of Healtid Human Services Centers for Medicare and
Medicaid Services (CMS) offered states the oppayttm apply for an opportunity to implement 12-rtion
eligibility for adults, with an adjusted FMAP ratéhe State has elected not to pursue this optidhigtime
due to the reduction of available federal matchiumgds and the impact on the state budget of such an
implementation. Oregon continues to implement 18tmoontinuous eligibility for children.

*  Work with the Governor and the Legislature to resider the state’s Medicaid waiver provision that
exempts new income and assets from review durftigy@month medical certification.

Under the regulations for the Affordable Care A&CQA)at 42 CFR § 435.916, periodic redeterminatiohs
Medicaid eligibility, the federal government regesrthat the agency must re-determine the eligytolit
Medicaid recipients, with respect to circumstaniteg may change, at least every 12 months, must hav
procedures designed to ensure that recipients rialedy and accurate reports of any change in
circumstances that may affect their eligibility ohg the 12-month certification period and mustpply
re-determine eligibility when it receives infornmatiabout changes in a recipient's circumstancesitay
affect eligibility. Also, if the agency has infortie& about anticipated changes in a recipient's
circumstances, it must re-determine eligibilitytla¢ appropriate time based on those changes.
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Under OAR 410-200-0235, Oregon Administrative Rdlefted to comply with the ACA, OHP enrollees
are required to report changes in circumstancesdiig eligibility for beneficiaries within 30 caldar
days of their occurrence. This includes:

(A) A change in source of income.
(B) A change in employment status.
1) For a new job, the change occurs the first dayhefriew job.
2) For a job separation, the change occurs on the diast of employment.
(C) A change in earned income more than $100. The &aogurs upon the receipt by the beneficiary
of the first paycheck from a new job or the firaygheck reflecting a new rate of pay.
(D) A change in unearned income more than $50. Thegehaacurs the day the beneficiary receives the
new or changed payment.
1) A change is considered reported on the date thefary or authorized representative
reports the information to the Agency.
2) A change reported by the beneficiary or authoriegatesentative for one program is

considered reported for all programs administergdliioe Agency in which the beneficiary
participates.

This administrative rule became effective Octohet(1L.3.

» Take the necessary steps to gain access to thes$&#'time, online verification system and impleinies
use statewide.

Culminating an effort that had been underway ptmthe beginning of the audit, DHS and OHA havenbee
certified by the Social Security Administration A8 receive the real-time online verificationtgys data.
DHS and OHA made the new application availabledlol fstaff in August 2013 and sent a transmittal
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explaining the new screens to the field on Septeht2013. DHS Central Office also reviews SSAtegla
error reports.

* Require initial verification and continual moniteg procedures for categorically eligible recipients
Promptly notify SSA of any information that may glislify an individual from receiving SSI benefits.

The department contacted the SSA’s Regional OffiSeattle to confirm whether or not the local adf
should be accepting information about potentialiiddal income being received by SSI recipient® Th
SSA Regional Office confirmed that their localaafs should be accepting this information and loglirio
it. Aging and People with Disabilities (APD) re-alslished procedures for all staff to follow, wheréney
will report to SSA when they learn of additionatome that was not previously known.

A note was added to the Aging and People with Glisab (APD) Oregon Supplemental Income Program
(OSIP) Manual in July 2013 instructing workers tmaplete and send SSA a SDS 538A form when assets
are identified that would result in the ineligilbylifor Oregon Supplemental Income Program Medical
(OSIPM) if an individual were not assumed eligililais process is now reinforced in training provdde
staff.

» Provide caseworkers with clear policies, procedaresguidance on eligibility verification processeast
comply with federal regulations.

Please see below.

» Provide caseworkers with regular training on veafion processes and provide them with appropriate
guidance.

Please see below
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* Ensure program managers are provided adequatengan federal requirements for their programs.

DHS and OHA continue efforts to improve trainingl @uidance on eligibility policies and procedurége
are developing better analysis of error trends thikaw us to target education around specific ares
eligibility and to monitor improvement. We will ¢omue to incorporate information from this auditarthe
targeting process. In addition, we have developaad tools, including quick reference guides, regiona
training events and special newsletters to impmagailts.

Some of the specific efforts include a policy tramigl sent to all Oregon Department of Human Smsi
Self Sufficiency and Aging and People with Distaedifield staff on April 15, 2013, regarding theewof
Social Security Numbers and T-numbers for the SptAg§ram and a special edition “On Target/In the
Loop” newsletter that was sent to staff in June2biresponse to the findings from the audit. Thas in
addition to the article that had already been irt#d in the May 2013” In the Loop” newsletter. A
documentation matrix was also developed and disteidh to staff as a quick reference guide.

In addition, the department has developed inforamator branches to place in their lobbies discugdime
need for clients to secure their cards, and Comgatiuns has incorporated card safety and security
information into the Oregon Trail Card web page aiignt notices. This is one of our highest trafiies.

DHS has completed 27 meetings throughout the stiadee we shared information regarding the audithwi
tips, tricks and tools (including the documentatioatrix mentioned above) to avoid the types ofrsrtioat
were found in the audit. In total, more than 4@distaff representing APD, Self Sufficiency anddCh
Welfare staff attended the trainings. Staff memb#ending the trainings take materials back tarthe
offices to share with co-workers who were unablattend. All training materials were also postedhe
Regional Meetings website.

Affordable Care Act (ACA) trainings given to the ®Btatewide Processing Center in September and
October 2013 incorporated some of the issues natdte recommendations from the audit report. Items
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addressed in these trainings include identifyind addressing SSN mismatches and using information
obtained from the federal hub to verify informatmnovided by applicants. Additional training matds
have been developed which focus entirely on igdeasified through the audit.

Information regarding verifying SSN's via the legagstem has been included in training materiat tha
began to be presented to staff in late May 20140 Alcluded in the training material is informatiabout
how the SSN is verified via the federal hub whenrélquest for health coverage has been approvedey
Siebel system. OHA Statewide Processing Centehalsonaterial available to staff outlining the pealtre
for verifying the SSN of individuals newly addeth®legacy system.

* We recommend that DHS/OHA Office of Payment Accuraicd Recovery obtain access to and use the SSA
Death Master File as the primary data source fdcimag to death records.

This recommendation is partially implemented. THiec® of Payment Accuracy and Recovery (OPAR)
agreed to explore the use of the SSA Death Madger®PAR currently uses Oregon’s Vital Recordsadat
as its primary data source. We do this becausethe most accurate source of date of death datauio
client population. The SSA file would give us asteut-of-state deaths, and this could have vatia
primary source for this specific information.

OPAR ordered the most recent quarterly SSA Deatstédile. Upon receipt we evaluated the usefulness
of the out-of-state information provided by SSA adot project. The OPAR Data Match Unit (DMU)
completed a cost benefit analysis of using the [3&h Master File and found a potential savinggeéar

one of $3,000. Subsequent years could potentiatiwsa savings of approximately $7,000 a year. Hhize
this savings, DMU staff would have to be takermothfér assignments such as the Incarceration projdus
would result in a loss of cost avoidance of $27,00Me first year and $23,000 in successive years.

As a result, OPAR will put this match concept atefimite hold until full staffing of the Data Mattinit
can be achieved at which point installation of tmatch would be reconsidered.
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* We recommend that DHS/OHA Office of Payment Accuraicd Recovery use the SSA Prisoner
Verification System the agency has access to aopas information exchange agreement with SSA.

This recommendation is partially implemented. ORAR the process of addressing the technical issue
that accompany accessing the SSA Prisoner Veidit&ystem data, however this process is on hditl un
additional staff resources can be provided. Omesé issues are addressed and overcome, OPAR®KII |
to include use of this data as a part of its Cotie@ts Match process.

* We recommend that DHS/OHA Office of Payment Accyraied Recovery work with Oregon State Lottery
and other state agencies to obtain access to olifnmation that can affect eligibility, such aareed
income through winnings and retirement payments.

This recommendation is partially implemented. DeI8urrently working with the Oregon State Lottery
(OSL) on processes to help with the identificaiad intervention of prize payments to assist wefource
identification of eligibility and recovery of mosiewed. Currently, DHS has Legislative supporigfor
concept requiring information sharing between O8d ®HS. If all goes well, a concept will be intreed
in the 2015 legislative session.

We continue to work with the Oregon State Lotterya attempt to determine the best way to accomplis
effective information sharing as recommended byatltht. Work on regular access to PERS information is
on hold until the work on Lottery data is completdaugh the process established for ad hoc PERS&sac
will continue as needed.

» Continue work to identify recipients with large nioens of reportedly lost or stolen cards and implerae
process for follow-up and possible investigation.
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DHS initially created a central unit to replace tag stolen cards in 2012 and to take actions wuee the
number of replacement cards and prevent misusaeo#esl in our original response, the new process has
reduced the issuance of replacement cards.

Statewide rollout of the centralized electronic &rtransfer (EBT) card replacement unit processw
implemented January 15, 2014. This unit is nowptimaary replacer of all lost or stolen cards, extém
specific exceptions outlined in the Field Busifessedures Manual. DHS sends a letter to househwitlts
four or more cards replaced in the last twelve rhertb reinforce that clients need to secure thardcThe
process is statewide and has reduced the numbyeplzicement cards by 19% since the Replacement line
started.

* We recommend that DHS/OHA Office of Payment Accuraicd Recovery review remaining matches and
take necessary action to recover overpayment throaljection efforts up to and including prosecntio

This recommendation has been implemented. As detuis detail below, all of the potential overpayise
identified and forwarded to OPAR are in variousggta of investigation, overpayment writing, and kexy.
Those warranting additional investigation for frabdve been forwarded by DHS and OHA to OPAR’s
Fraud Investigation Unit as appropriate. In additiioDHS and OHA have followed up with health pland a
providers to recover inappropriate Medicaid payngent

The audit report identified 5,018 case matcheslinng about $34.5 million in benefits. As we memtid in
our original response, most of these matches didnalicate inappropriate payments. In 3,183 cases
(involving $24.2 million in benefits) the matchammhation provided during the audit would not have
changed the benefits these clients received urider golicy and federal law. In addition, 609 magsh
(involving $7.5 million in benefits) were death ofatases in which the deceased person in the &SaAais
not the same as the person receiving benefitsnidst common cause of these mismatches was incorrect
entry of an individual’'s Social Security Numbethe program’s system.
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This left 1,226 cases involving about $2.8 milliotenefits as possibly issued in error. Sinceanginal
response we have further analyzed the 1,226 pessibbr cases.

o We have recovered about $500,000 in Medicaid capitgpayments from managed care plans for
289 deceased persons and 159 persons who had svioé pof incarceration. These figures include
some costs incurred outside of the original audttigd. We are also pursuing an additional
approximately $483,000 in capitation payments fecehsed or incarcerated Medicaid clients from
terminated health plans. We may not recover sontlgeske payments if the provider is no longer
operating.

o We have recovered about $33,000 in fee-for-seMm#icaid costs from providers who billed for
services after the clients date of death. We argioing our review of another approximately $7,000
In fee-for-service Medicaid payments.

o0 We recaptured approximately $54,000 in unspent Sbikiefits remaining in 184 deceased client
accounts.

o We forwarded 21 PERS Medicaid matches for decedmsed cases involving about $406,000 in
benefits to our Estates Administration Unit. Inalptl5 of these cases (those without a living sppus
involving about $297,000 have been worked. Thislted in about $8,000 in collections from estates.
While there were additional questionable SNAP casesving deceased persons, we do not collect
SNAP benefits from estates.

o We did not attempt to collect overpayments on 54FSghses involving about $18,000 in benefits
used after the client died, largely because idmatifon of the user and collection is difficult fire
amounts involved.

o0 Based on federal guidance and state policy, wendtgoursue overpayments on 219 incarcerated
SNAP cases involving about $101,000 in issued kenef

o In 55 cases involving about $181,000, we did nosyel overpayments from providers for services
provided clients due to our error.

o We have written 102 client overpayments involvingua $558,000 in total benefits. Included in this
total are 88 PERS recipient related overpaymenislinng over $514,000 in SNAP, Medicaid and
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TANF benefits. In many cases, the overpayment asaane different than the amount of benefits
originally questioned in the audit.

0 After our review, we were able to determine thaiat$613,000 in SNAP, Medicaid and TANF
benefits provided to PERS recipients were appraprid/e also found appropriate approximately
$72,000 in Medicaid benefits provided to lotterymérs.

o We are still reviewing three cases for possible BldAd Medicaid overpayments involving about
$1,000 in payments.

o0 We determined that some of the remaining questipagdhents were appropriate or partially
appropriate, we lacked critical information, or thenount was too small to justify the cost of
collection.

9. OHA: Safe Drinking Water Revolving Loan Fund foethiscal Year Ended June 30, 2012, audit # 2013-
12, (dated May 2013)

* We recommend the department continue to refine timaincial reporting process to accurately adjbst
Safe Drinking Water financial statements to compity Generally Accepted Accounting Principles.

In this reporting period $241,586 of additional exglitures and federal revenue were incorrectly aedr
on the paper financial statements. A review pret¢es been put in place to double check the paper
financial statement adjustments made to accruatberfuture.

We agree that the prior year’s accruals were naigarly reversed. A review process has been ppiaice
to double check paper financial statement entmetuding accruals in the future.

» During the current engagement, we performed praesdo follow up on the prior year’s internal carhtr
deficiency and noted that partial corrective achad been taken to address the recommendations. The
agency completed reconciliations for grant phade®9, and 06 and identified the same discrepaiacids
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reversed the accounting entry in April 2013. Theray initiated contact with the Environmental Pctiten
Agency in May 2013 to address the last three recemaations, but has not yet reached a resolutidmtive
Environmental Protection Agency.

During the interim period the Office of FinanciarSices completed a reconciliation of the accoumtin
records for each set aside to the federal cashlamsement system (ASAP). The following entrieswill
made to the state’s accounting system to ensure ith@ complete match with the EPA draw accounts i
ASAP. These entries will not result in any modiftrato the closed FFR’s nor result in any fedededws
against closed grants in ASAP.

The state’s accounting system showed excess revventiie loan fund for grant year200 4 of $287,028.
and the Admin set-aside in grant year 2006 showedss revenue/expenses of $7,160.44. We did an
adjustment to move $283,022.82 to Local set-asidgant year2005 and $10,495.64 to State Program
Management in grant year 2004 in order to alignhvilie federal system and reports. After this adpesit
there will be an excess of $900.00 that is dubecEPA. A letter was sent to EPA which outlinedehe
adjustments and requested a process to returnxbess $900 due to EPA.

Once the entries were made, the state’s accoustiatgm will be a complete match with the EPA draw
accounts in ASAP and the reported FFR’s for graarg2004, 2005 and 2006.

Correspondence was subsequently received from BRAIcting the program to apply the excess $900 to
offset current period expenditures.

10. DHS and OHA: Statewide Single Audit Including SébdecFinancial Accounts and Federal Awards for the
Year Ended June 30, 2013, audit # 2014- 09, (dapei 2014)
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* We recommend department management improve comrtiie Receipting Unit to ensure all checks are
safeguarded, properly tracked and accounted fibreifinancial records.

The agency appropriately segregates the dutiesuwdlimg checks in its Salem facility. Under thereunt
system, checks received by mail are sorted by oategecorded by count and delivered to the staffniner
that is responsible for that category. The itemrtaan be reconciled from the online deposit sysegorts
to an excel spreadsheet created by the unit.

The count and amount of checks received througlptioicess is a small portion of the total revenue
recorded by the Receipting unit.

We have strengthened internal controls on the hireda@hecks by including, in addition to a couft o
checks, the dollar amount, reconciliation, and adhredistribution log. We continue to look for
opportunities to reduce the risk by reducing thenbaer of checks received in the agency.

* We recommend department management align polioggecedures with governmental accounting
standards to record expenditures in the propeogemd we recommend management provide training to
staff to ensure that prior period adjustments &fleed when appropriate.

Each year the agency records regular, routine teaat®ns to refinance revenue and expenditures edl&b
lagged receipt of various revenue sources. As meed in the audit finding, these are normal trarsats
that occur as part of our regular business process.

In 2009, due to the large dollar amount of thesmsactions, the agency asked for advice from the
Department of Administrative Services, StatewidspAwating and Reporting Services (SARS) on the prope
use of prior period adjustments for these trangaxgi In response, SARS stated, “it's not approprtat
incorporate a prior period adjustment into a rowdipractice. Prior period adjustments should be rese

for (those infrequent) corrections of errors.” Thadvice was consistent with both the Oregon Accognt
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Manual (OAM) 15.85.00.PO and related governmentabanting standards outlined in Governmental
Accounting Standards Board (GASB) circulars.

During the 2013 statewide financial audit, auditagain recommended prior period adjustments for
routine transactions. On December 3, 2013, the ageBecretary of State Auditors and SARS met again
discuss the issue. At the meeting, SARS leadexghepd with the auditors that these transactiondao
most likely, require prior period adjustments. Bgency stated their belief that use of prior period
adjustments for routine transactions was contraryhte OAM and GASB.

To ensure that the agency was not in violation AMDthe agency stated that it would change thetmac
of recording prior period adjustments (to includaterial routine transactions) if the OAM were upeldto
reflect the change.

On December 5, 2013, SARS updated OAM 15.85.0@ltale new language on when to record a prior
period adjustment for these types of transactions.

Since the change in language in the OAM, the wastdtarted reviewing all adjustments that occurred
during fiscal year 2014 to see if prior period asljonents needed to be done. Clarification to stathe
change in the OAM occurred through the use of &fficFinancial Services newsletter, training infatron
shared with Grant Accounting unit, and a procesdatp to improve ability to capture data that wonkked
prior period adjustments.

* We recommend department management review ancerageual methodologies for revenues and
expenditures, as necessary, and perform periotlaspective comparisons of accruals to actual ansaon
ensure the accrual methodologies are reasonable.
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Due to an error during year-end reporting the hbaa#re provider tax (HPT) revenue, drug rebate rexen
and Medicaid Management Information Systems, exfugadccrual estimates were based on a 60-day
rather than a 90-day availability period. This aceded for three of the four audit comments in fimding.

As a corrective action, beginning in fiscal yead20the Statewide Financial Reporting unit will nigadts
processes to ensure all governmental fund accralalutations are based on the 90-day availabilityipe.
If actual HPT revenues are not known during morgHidancial adjustment periods, the agency will use
estimates such as trends and projections that aseth on Generally Accepted Accounting Principles
(GAAP). The estimates will be compared to acti@lseasonableness.

Statewide financial reporting timelines require ages to record accrual estimates within approxiehat
30 days after the end of the fiscal year even thdahbg accrual period doesn’t end until 90 daysrate end
of the fiscal year. This timeframe produces varembetween the estimates and actuals. The fisaal ye
2013 variances were partially due to the inhereatune of using estimates. The $17.4 million andfh&
million variances seem high, but only make up 6a4h 2.8% of the total accrual of $270 million.

Although variances of actuals and estimates areebgal, the agency agrees that accrual amounts ghmul
compared to actuals, and future accrual modificasichould be implemented as needed. Therefore, as a
corrective action, beginning in 2014 the Statewkd®ancial Reporting unit will implement a yearlywrew

of its operating statements to document variancesaaljust accruals if needed.

The Statewide Financial Reporting unit has revieaed updated accrual methodologies as appropriate.

* We recommend department management implement aiteontrols to ensure that all insurance premium
revenue due to the department is received, proptbgified, and properly recorded.

The agency reported the correct amount of Oregodidéd Insurance Pool (OMIP) and the Federal
Medical Insurance Pool (FMIP) cash in Fiscal Ye@13. We agree that $5 million of this cash was
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incorrectly classified as insurance premium reverara instead should have been classified as remuot
expenditures. The incorrect classification had gaiy impact on the GAAP fund.

The error occurred primarily because the agencyenreed incomplete revenue reports from Regence in
fiscal year 2013. Therefore, beginning in fiscakly2014, as a corrective action the agency willaiiot
detailed reports from Regence and adjust its resdodcorrectly classify and report the insurancerprums
and reductions of expenditures.

The FMIP program closed at the end of fiscal ye@t2 but the OMIP program was open through the end
of December 2013, and the six months of operatibi&included in the agency analysis.

To address audit finding 13-004, in fiscal year 2@lie agency has obtained detailed reports fromeReg)
necessary to determine the source of cash renbitdglegence, and appropriately recorded the cash
received based on information available at the tiiifeese reports were received and incorporatedhen t
accounting record on an ongoing basis during fisezdr 2014.

Additionally, to ensure all insurance premiums tluéhe agency are remitted by Regence, the agsncy i
utilizing the methodology used in the audit analysiultiplying monthly member contract counts gy th
relevant premium rates, and reconciling the reswlith amounts reported and deposited by Regenciéor
months the programs were open in fiscal year 204k analysis was completed for the OMIP program
based on information available at accounting climefiscal year 2014 in September 2014, and the
calculated variance was within one percent.

* We recommend department management improve comdrelssure account balances are accurately stated
and reconciled to supporting documentation.

We have inventoried and affirmed the existenchebfssets in the building and building improvement
account. We have not identified any other buildiogbuilding improvements that had not been lisi&e.
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have reviewed the calculations on the asset sphesedsand corrected any errors identified. We have
Implemented controls to ensure accuracy going fodvwacluding post-review of recorded entries to
documentation and calculations.

* We recommend department management gain betterstadéing of controls already in place and
implement the necessary complementary controlsaaigle assurance that all drug rebate revenue is
correctly calculated, invoiced, received, and rdedrin the accounting system.

The CareAssist program is administered by the ©fficPharmacy Programs. The program requested and
received a response from HRSA/Office of Pharmaiayr&{ OPA) which indicates that the federal agerscy
strengthening its process for oversight of the prareutical manufacturer’'s compliance with providing
rebates to 340B covered entities and the accurétlyeorebates provided. The actual calculationthef
rebate amounts will still be privileged informatiand will be only for internal OPA use. The program
received guidance from HRSA and will develop a @masim by which rebates received by CAREAssist are
compared over time to identify a variance of miantan expected percentage. The process will lepart
automatically generated from the database andallitiw the program to follow up with both the
manufacturer and OPA for an explanation for theiaace.

The Medicaid Pharmacy program is administered tigtothe Division of Medical Assistance Programs
(DMAP). While the program had a number of existiegiews, these reviews lacked a formal process, and
lacked formal documentation of the review. Progsdaif will be developing formal processes to adégjya
oversee the contractor’s invoicing of drug rebdeogram staff will work to develop sound methods of
documenting the drug rebate invoicing process. Rrogstaff is also working with the contractor tovdep
additional controls around disposition of paymeatsl delinquent payment by developing and usingiegis
MMIS reports for review. Each month for our Rebateeting, a check off list has been created and afte
each meeting, the signed check off list is scaalmty with reports reviewed.
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The agency has historically contracted with a thpalty vendor to provide independent assurance ther
controls utilized by Hewlett Packard for the Medicanagement Information System. The agencytlsein
process of issuing a Request for Proposal (RFRetect an independent contractor to perform annual
MMIS controls audits. The RFP statement of workuthes the review of drug rebate processing. The
agency will be issuing the RFP in early 2015.

» We recommend department management correct theattons processed with this incorrect coding. We
also recommend department management ensure systimg is appropriately updated to allow only
current FMAP rates to be used.

The department has implemented a process chamgiedd Program Cost Account (PCA) structure. The
Office of Financial Services (OFS) now enters dfetgive end date’ on PCA’s to prevent a PCA fream@
used on a transaction after the grant period hased.

The four identified transactions have been correéatethe accounting system with balance transfers.
Additional research is being done to ensure theeerep additional documents that need adjustmerg. Th
change in process was implemented March, 2014.

* We recommend management develop a plan based @mmtrgsources to ensure the timely completion of
provider health and safety standard surveys fasingrfacilities.

Oregon has a long history of meeting the Centarstiedicare and Medicaid Services (CMS) performance
standards related to surveying facilities in fewn 15.9 months. The Nursing Facility Licensingtlin
dedicated to bringing our CMS performance standaadk into compliance and we are anticipating
reaching compliance in early 2016. Over the past feears various staffing resource issues, sucthas
position freeze and mandatory furloughs, have samtly affected our ability to complete our wairkely.

In fact, our vacancy rate for surveyors reached 3¢the end of the freeze. Implementation of thaiQu
Indicator Survey (QIS) also contributed to our diaé to meet the CMS performance standards. In ehdit
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to the general difficulties inherent of a new preeand system, this new federally mandated sureeggs
has increased our required survey team size (paetrty for small facilities), increased training
requirements, and lengthened total survey time.

Over the past four years we have implemented skes@néinuous improvement activities that have reslil
in efficiency gains to the survey process, in teaucing the amount of time it takes to surveyavigier.
Those efficiencies have resulted in a 33% redudtiorew surveyor training time. We have made efftart
minimize survey related travel and made a 10% rednan report writing time. We have implemented an
Electronic document workflow process, streamlinedreport review process to facilitate a faster
turnaround time between surveys, and provided deaviraining on how they can prepare for the nevé QI
process. Additionally, since July 2013 we havedcaesignificant number of new surveyors. This heenb
offset by a number of retirements and staff regigna.

Over the coming two years, we will take a numbesteps to bring the department into compliance. By
February 2015, we plan to make job offers on attent surveyor vacancies. By September 30, 2015, a
new surveyors will be trained, Surveyor Minimum [Pications Test (SMQT) certified and QIS registkre
During this time we will also assess the survey taaithing teams to optimize production, optimizevey
and surveyor turnaround time, evaluate utilizat@rCMS approved survey contractor to help us cotaple
surveys and evaluate our surveyor recruitment pgsde enable us to reach better and more qualified
applicants. We have also begun bringing retired esgigned surveyors back on a temporary basis to
perform surveys.

Our goal is to achieve compliance, and to haveandify with a survey interval over 12.9 months (evhis
well below the required 15.9 months). We estinfagewill be achieved in early 2016.

* We recommend authority management develop a p&ndéntifies key MMIS edits and implement
procedures to periodically test key system edientgure they are functioning as intended. We also

2015-17 Governor’'s Budget Page - 61 Oregon Healthuthority
Audit Response Report



recommend management review the claims that shavd been rejected by age and gender restriction
panel edits to verify those claims are appropriate.

Correct adjudication of Medicaid claims and encairstis a priority for the Oregon Health Authority
(OHA). In early 2013, auditors found that the sgsfenctionality within the Medicaid Management
Information System (MMIS) regarding age and gemdstrictions was not as expected. A change redqaest
correct this functionality was discussed. Recoggizhe immediate need, a more expedient work-around
response to strengthen the rules around age andegeggrocedures was created. Modifications to these
claim rule tables for age and gender restrictiorexgvput in place until the MMIS Restrictions Pacalild

be corrected. These diagnosis restrictions werertesl into the claim rule tables on February 19120

In an attempt to confirm that these rules were fimming correctly, a process to randomly pull 3aiohs
per quarter to be manually checked by staff wasteid using dates of service starting in the fgqsarter of
2013. The goal of this process was to see if emcim@djudicated properly based on its unique data
parameters, including age and gender restrictiows.issues were found processing the claims dafasat
the first quarter of 2013. Review of subsequenttgeumhas been delayed due to heavy workloads litoug
about by Coordinated Care Organization (CCO) eviohs to cover dental and mental health, ICD-10
implementation work and the manual enroliment psses associated with the Patient Protection and
Affordable Care Act of 2010 (ACA) Medicaid expansWhile the manual review has been delayed, the
random sample of claims has been captured eacheu&soing forward, the random claim pull will be
modified to specifically focus on age and gendtateel procedures and other key edits, such as geovi
and client eligibility. Additionally, the manualwew of these claim data sets will be prioritizeghter until
the permanent panel correction can be finalized.

With the claim rule table modifications completdt® lack of functionality of the MMIS Restrictioarfel
was again brought forth in late 2013. Work on tleenpanent correction to the Restriction Panel began
December 2013, with the creation of a change relgiNesv recognized as a high priority requiremehg t
notice to proceed for change request was authomretflarch 4, 2013. In user acceptance testing,
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additional issues were identified, so work contgoa the permanent correction. It is anticipated th
correct panel functionality will be restored asJainuary 31, 2015.

*  We recommend authority management maintain evidehttee initial and renewing database checks for
enrolled providers.

It is important to the Division of Medical AssistaPrograms (DMAP) that all program integrity
requirements to keep excluded persons or entres participating in the Medicaid programs be folied.
Checking the multiple exclusion databases for ne@ntplling Medicaid providers has been operational
since March, 2011, when the Patient Protection Affdrdable Care Act of 2010 (ACA) became effective.
The processes necessary to comply with these caezklocumented within the provider enrollment poli
and procedures manual.

In addition to newly enrolling providers, all praers within the Medicaid Management Informationt&ys
(MMIS) are checked against the Medicare ExclusiatabDase (MED) on a monthly basis. This monthly
MED search results in a report being produced tihdicates possible matches to excluded individaals
entities. This report is then worked by staff whetasked to make a determination on the validity o
possible match. If the match is verified, the @det! individual or entity would immediately be tarated
from the Medicaid program. These processes contituthe high levels of confidence that no exaude
individuals or entities are participating in the &yon Medicaid programs.

A prior audit found that historical documentatiohtbese database checks was not sufficient. Toeaddr
this, an MMIS change request was written on Mai@h2013. This change request will expand the pievi
panel to include a series of check boxes wherertha@lment staff could record what databases were
checked and when they were checked. The initiah&sid completion date for change request was @ctob
31, 2013. Due to other priorities, work to get ti@ange request completed did not occur until latediA
2014. This change has now been completed and aeptbg week of August 25, 2014.
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These exclusion database check boxes will be apfgiaewly enrolling providers. All providers wile
documented for exclusion checks upon the complefitre ACA provider revalidation requirement. This
revalidation requirement is targeted for completiarMarch 2016.

*  We recommend authority management develop a sgqlam that addresses all federally required
components, develop and implement a formalizedamskysis program, and ensure system securitywsvie
are conducted timely for all applicable system®ivned in the administration of the Medicaid program

We agree the Department of Human Services and @rielgalth Authority have not completed all the
elements of a formal ADP risk analysis and secudtyew of the Medicaid systems. However, as we hav
previously communicated, the agencies have traditlp relied on third-party assessments (such as th
SOC1 report from TKW), audits from Office of Ingpec&eneral, Secretary of State, and the Enterprise
Security Office’s Annual Information Systems BussriRisk Assessment report to provide this infoonati
Security control assessment is included in theseszsnents. Vulnerability assessment scans of tH& MM
system software are periodically performed at leaslry three years or whenever major changes agema
to the system. The last assessment took placegmsfB012. The next assessment is scheduleddoina
2014. We use these audits and reports, as wedhasdging reports from the Privacy and Incidentfptese
section, to assist in that determination. While stottly a formal risk assessment per se, it domeside an
analysis of controls from both a system as wepragram perspective. In addition, Information Setyur
and Privacy Office (ISPO) staff have conducted sgcwalk-throughs of the State Data Center on a
number of occasions as required by the InternalelRae Service (IRS). The agencies also have thegéhan
Activity Board (CAB) and the Architectural ReviewaBd which gives/requires the Information Secuaityl
Privacy Office (ISPO) the opportunity to review posals for security issues and impact on the ITisgc
environment.

We also agree that we need to develop a formakasskessment and security review program based in
industry standards and best practices that assassesfor programs as a whole and not on a sydtgm-
system basis. ISPO has hired a position for thisvi#ig and expects to have it in operation by JB6e2014.
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It is envisioned that this program will be policgded. The program will use tools and techniquesdas
National Institute of Technology and Standards [NI&inciples and standards. The overarching geabi
ensure that security risk analysis is conductedndqgoropriate on a regularly scheduled basis. It is
expected that the program will work closely with thternal Audits and Consulting Unit to ensurettbaer
review of findings is included as an integral pafthe ongoing risk assessment program.

The Information Security and Privacy Office (ISR©gurrently in the process of performing a Risk
Assessment (RA) on the MMIS System and anticifretd®A will be completed by March 2015. ISPO ie als
on track to perform vulnerability assessments onI$IM the Summer of 2015. We anticipate that a mumb
of subsystems that “feed” into or use output fromill8 may also be candidates for evaluation. This is
dependent on ensuring that the evaluations willdistupt the transition from the Cover Oregon (CO)
Health Insurance Exchange or the contingency supgftorts for CO during the Magi/Medicaid and
Qualified Health Plan Transition project. We angiate that evaluation of those systems will occuimngu

the 3% and 4" quarter of 2015. ISPO’s RA program is in the opieraal pilot stage. Staff have undergone
formal training by ISACA and have successfully cateld two pilot assessments to fine tune the tool
selection and processes. The overarching poliay development as part of a revised security paetydue
to go forward for approval February 2015.

* We recommend management strengthen its reviewlahbatransfers to ensure costs are not charged to
grant outside of its period of availability. We tluer recommend management consider implementing a
process to limit the charging of costs to a clageoht thereby minimizing the need for corrections.

Currently, the Immunization section follows the téeffor Public Health Practice process, which is, a
follows:

1. Section fiscal analyst prepares documentation efattiginal transaction from SFMA with an
explanation on why the transfer is requested.
2. Request is submitted to the Practice Program Supyanger (PSM) for review and approval.
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3. If approved, PSM emails request to the Office obRcial Services (OFS).
4. Request is reviewed by OFS divisional liaison.
5. If approved, adjustment is entered by OFS.

Going forward, step 1 above will be expanded ttunhe attaching source documentation from the oagin
transaction. This will allow confirmation that tlaeljustment is appropriate to the period of availdpi A
new procedure has been developed to establish a oroform method for making adjustments. The new
expense transfer adjustment policy became effeativieine 1, 2014.

* We recommend management ensure the appropriate iepabmitted at the end of the grant period. We
also recommend management strengthen its recdrmikaof Federal Financial Reports to ensure
accounting records fully support reported amounts.

Management emphasized the need for staff to prpmerhtify individual grant reporting requiremeraad
stressed the need to communicate effectively betaregram staff and the Office of Financial Sersice
(OFS). OFS will review adjustment requests foratiffe dates and invoice descriptions to determadliy
of expenditures. OFS staff will review the NotitAward and determine if the financial report shibbe an
interim, quarterly, annual or final report. OFS §itavill monitor grants after federal reporting hascurred
to ensure no additional entries are made and make accounting structure is shut down to prevenir
occurrences. OFS will expand queries of the datamoameasure expenditures by grant component.

All adjustments are reviewed by either the GrartoAmtant or Division Coordinator to ensure adjusinse
are in accordance with the notice of award. Theine description and the date of the original are
reviewed. All adjustments are entered by the GRarabbuntant or Division Coordinator and then releds
by a manager or other employee. The Grant Accoumtans a query and verifies on the 66 screen iNAF
no activity has occurred on a closed grant.
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* We recommend management ensure controls are ia f@aeview and retain reports used to justify phyr
funding splits. Management should ensure funditigssgntered into OSPA are appropriate, includimgse
with differences noted during the audit.

The Oregon Immunization Program developed a profmssentralized tracking of payroll documents and
assigned responsibility to specific positions. Imimation staff was trained on the improved workffow
payroll documents. This process was tested frojn2l 3 through January 2014, and formalized in Unit
Guideline OPS001 (dated January 28, 2014).

11. OHA: Safe Drinking Water Revolving Loan Fund foethiscal Year Ended June 30, 2013, audit # 2015-
01, (dated January 2015)

* We recommend the agency continue to refine the@mitial reporting process to accurately adjusStie
Drinking Water financial statements to comply W@&AAP.

We agree with the finding. We have incorporatedaiffjiestments and resubmitted the appropriate fir@nc
statements. A process has been developed and dateahfier the creation and review of these financial
statements. An appropriate review will be donehay3tatewide Financial Reporting Unit going forward

* We recommend the agency review its process to emqayroll charged to a program is allowable and
unallowable payroll is detected and corrected tymel

We agree with the finding that an error was madeunpayroll coding. The employee’s time was cdaded
the Technical Assistance set-aside when it shaaNeé been coded to our other fund fee based program,
Operator Certification. An adjustment to corredistierror has been made, and will be reflected & Rscal
Year 2014 expenditure reports. We are now moreebfasviewing our time and activity reports to hakp
avoid similar miscoding in the future.
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OHA Audits in 2013 - 2015
2013-2015 Internal and External Audits and Reviews for OHA

Internal Audits and Consults

Name of Audit:

OHA Programs:
Status:

Name of Audit:
OHA Programs:
Status:

Name of Audit:
OHA Programs:
Status:

Name of Audit:
OHA Programs:
Status:

Name of Audit:
OHA Programs:
Status:

Name of Audit:
OHA Programs:
Status:

Name of Audit:
OHA Programs:
Status:

Name of Audit:
OHA Programs:
Status:

Name of Audit:
OHA Programs:
Status:

MMIS Implementation - Reporting and Documentation Provider
Payments

Medical Assistance Programs, Information Services

Completed

Targeted Case Management (TCM)
Medical Assistance Programs, Public Health, Shared Services
Completed

Federal Reporting and MMIS Interface
Medical Assistance Programs, Shared Services
Completed

Information Technology Security Program
Information Services
In Progress

OPAR Internal Fraud Detection
Agency Wide
In Progress

Cost Allocation Planning and Accuracy
Shared Services
In Progress

SPOTS Audit 2013
Agency Wide
In Progress

Staff Safety
Agency Wide
In Progress

Medical Program Enrollment Review

Medical Assistance Programs
In Progress

Page-1



Name of Audit:
OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:

OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Internal Payroll Time Code Reviews
Agency Wide
In Progress

IT Access Controls
Information Services
In Progress

Staff Safety Il
Agency Wide
In Progress

Contract Development and Administration
Agency Wide
In Progress

Performance Measurement
Agency Wide
In Progress

IT Controls Self-Assessment MMIS (Consult)
Information Services
Completed

Internal Fraud Communications (Consult)
Shared Services
Completed

Douglas County Return of Mental Health Program (Consult)
Addictions and Mental Health
In Progress

Blue Mountain Recovery Center Cost Settlement FYE 06-30-12
(Consult)

Addictions and Mental Health, Shared Services

In Progress

Cost Allocation Communications (Consult)
Shared Services
In Progress

Ethics Structural Review (Consult)
Agency Wide
In Progress
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Contracted Audits and Reviews

Name of Audit:

OHA Programs:
Status:

Name of Audit:

OHA Programs:
Status:

Name of Audit:
OHA Programs:
Status:

Name of Audit:
OHA Programs:
Status:

Name of Audit:
OHA Programs:
Status:

Name of Audit:
OHA Programs:
Status:

Name of Audit:
OHA Programs:
Status:

Name of Audit:
OHA Programs:
Status:

Secretary of State Audits

Name of Audit:
OHA Programs:
Status:

Name of Audit:
OHA Programs:
Status:

Acumentra Oregon Health Plan’s Managed Health Care 2013
External Quality Review

Addictions and Mental Health, Medical Assistance Programs
Completed

Acumentra Information System Capabilities Assessment 2014
External Quality Review

Medical Assistance Programs

In Progress

TKW Audit of MMIS Controls
Medical Assistance Programs, Information Services
Completed

Disproportionate Share Hospitals FY2010
Medical Assistance Programs
Completed

Disproportionate Share Hospitals FY2011
Medical Assistance Programs
In Progress

FMIP Financial Statements Review
OHA Policy (OPHP), Shared Services
Completed

FMIP Financial Statements Review (Program Closeout)
OHA Policy (OPHP), Shared Services
Completed

FMIP and OMIP Refund Assessment and Claims Audits
OHA Policy (OPHP)
Completed

Statewide Single Audit Year Ending 6-30-2013
Agency Wide
Completed

Oregon State Hospital Audit

Addictions and Mental Health
In Progress
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Name of Audit:
OHA Programs:

Status:

Name of Audit:

OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Federal Audits and Reviews

Name of Audit:
OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:

OHA Programs:

Status:

Name of Audit:

OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Statewide Single Audit Year Ending 6-30-2014
Agency Wide
In Progress

Safe Drinking Water Revolving Loan Fund Agreed Upon
Procedures for Fiscal Year Ending 6-30-2013

Public Health, Shared Services

Completed

Statewide IT Systems Development
Information Services, Shared Services
In Progress

IRS Office of Safeguards Review 2011
Information Services, Shared Services
Completed

HHS OIG Physician Administered Drugs FFS
Medical Assistance Programs
Completed

HHS OIG Physician Administered Drugs MCO
Medical Assistance Programs
Completed

CMS Home and Community Based Services (HCBS) Support
Services Waiver Audit

Medical Assistance Programs

Completed

GAO Psychotropic Medications Prescribed to Foster Care
Children Follow-up

Addictions and Mental Health, Medical Assistance Programs
Completed

CMS Provider Tax Financial Review
Medical Assistance Programs, Shared Services
In Progress

HHS CMS Pre-existing Condition Insurance Pool (PCIP)

OHA Policy (OPHP)
Completed
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Name of Audit:
OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:

OHA Programs:

Status:

Name of Audit:

OHA Programs:

Status:

HHS CMS Evaluation of Health Home Benefit Option
OHA Policy
In Progress

HHS OIG Review of Drug Rebates
Medical Assistance Programs
Completed

EPA Lead-based Paint Grant Review
Public Health, Shared Services
Completed

HRSA Ryan White CAREAssist Program Review
Public Health
Completed

CMS Medicaid Program Integrity
Medical Assistance Programs, Shared Services
Completed

NRC- Radiation Protection Services (RPS) Audit
Public Health
Completed

Payment Error Rate Measurement (PERM) FFY 2014
Medical Assistance Programs, Shared Services
In Progress

EPA Safe Drinking Water Revolving Loan Fund SFY 2013

Public Health
Completed

SAMHSA Projects for Assistance in Transition from Homelessness

(PATH) Site Visit
Addictions and Mental Health, Shared Services
Completed

Office of Family Planning, Region X Title X Family Planning

Program Review
Public Health
Completed
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Name of Audit:

OHA Programs:

Status:

Name of Audit:

OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:

OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

Name of Audit:
OHA Programs:

Status:

CMS Home and Community Based Services (HCBS) Medically
Involved Children's Waiver Review

Medical Assistance Programs

Completed

SAMHSA Substance Abuse Prevention and Treatment (SAPT)
Core Technical Review

Addictions and Mental Health, Shared Services

In Progress

CDC Immunization Program 2014 Site Visit
Public Health
Completed

CMS Home and Community Based Services (HCBS) Medically
Fragile Children's Waiver Review

Medical Assistance Programs

Completed

HUD Site Visit-HOPWA Audit
Public Health
Completed

SSA Oregon State Triennial Compliance Review
Agency Wide
Completed

SAMHSA Adult Mental Health-Mental Health Block Grant Audit
Addictions and Mental Health, Shared Services
In Progress

MIECHV/ECCS Grants Site Visit
Public Health
In Progress

WIC Vendor Management - Management Evaluation FY 2014
Public Health
Completed

IRS Office of Safeguards Review 2014

Information Services, Shared Services
Completed
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Name of Audit:
OHA Programs:
Status:

Name of Audit:

OHA Programs:
Status:

Name of Audit:

OHA Programs:
Status:

Name of Audit:

OHA Programs:
Status:

Name of Audit:
OHA Programs:
Status:

Other Agency Reviews

Name of Audit:

OHA Programs:
Status:

Name of Audit:
OHA Programs:

Status:

HHS OIG Indian Health Services Financial Review
Medical Assistance Programs, Shared Services
In Progress

WIC Certification and Eligibility - Management Evaluation
FY 2015

Public Health

In Progress

CMS Home and Community Based Services (HCBS) APD Waiver
Review

Medical Assistance Programs

In Progress

HHS CMS Evaluation of 1915(k) Community First Choice State
Plan Option (K Plan)

Medical Assistance Programs

In Progress

EPA Safe Drinking Water Revolving Loan Fund SFY 2014
Public Health
In Progress

Information Security Business Risk Assessment Report - 2013
(Department of Administrative Services Contract)
Information Services

Completed

Oregon Department of State Police Criminal Justice Information
Services (CJIS) Information Technology Security Audit
Addictions and Mental Health, Public Health, Human Resources,
Information Services, Shared Services

Completed
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Oregon Health Authority
Staffing Ratio Report

OHA's mission given to us by the Governor, the Legislature and agency leadership is that we must ensure the
agency can support a health care system that is patient-centered, coordinated and reduces waste and
inefficiency.

We are approaching this in a way that balances the intent of House Bill 3165 (which was previously reported
under the requirements of HB 4131,) the ongoing changes to the health delivery system and how OHA can
support these changes long term, including the implementation of our management system. As of November 1,
2014 OHA has met our target of 1:11 and we will continue to monitor our monthly ratios to ensure on-going
compliance.

2015-17 Governor’s Budget Page-1 Oregon Health Authority
Staffing Ratio Report



PROGRAM PRIORITIZATION FOR 2015-17

Agency Name: Oregon Health Authority

2015-17 Biennium

Agency-Wide Priorities for 2015 -2017 Biennium

1 4 5 6 7 8 9 10 11 12 13 14
Priority Is Program Primary
(ranked ORBITS DCR | 'everaged Purpose
‘W'th Program or Activity Initials . for the Program Unit/Activity Description Identify Key Performance Measure(s) i Program- GF LF OF NL-OF FF NL-FF TOTAL FUNDS
highest Title DSHP Activity
priority Waiver? Code
first)
Agcy
The Oregon Health Plan (OHP) provides physical health, mental health and
dental services to qualifying low-income and vulnerable Oregonians. Medical
Assistance Programs pays Coordinated Care Organizations to provide most of
the care on a per capita basis with rates that are set by an independent actuar
P P! X _l Wi R R yani R P vuary Preventive services for OHP youth and
to reflect the cost of providing services. Some services are paid on a fee-for- . .
Medical Assistance service basis with rates that are typically less than cost. The Children’s Health adults, Preventive services for OHP
1 OHP & CHIP No K P y ) children, Appropriate prenatal care for 12 790,620,363 1,885,394,144 9,552,040,142 - 12,228,054,649
Prgms-OHP Payment Insurance Program (CHIP) provides physical health, mental health and dental ) N
. ; . . . OHP clients, PQI Hospitalizations of
services to uninsured Oregon children. Medical Assistance Programs pays OMP clients
Coordinated Care Organizations to provide most of the care on a per capita
basis with rates that are set by an independent actuary to reflect the cost of
providing services. Some services are paid on a fee-for-service basis with rates
that are typically less than cost.
The Non-OHP budget includes the following: the Citizen/Alien Waived
Emergency Medical (CAWEM) program, which provides emergency medical
services to children and adults who are ineligible for medical assistance solely |Preventive services for OHP youth and
Medical Assistance Small because they do not meet the Medicaid citizenship or immigration status adults, Preventive services for OHP
2 Prams-OHP Pavment Non-OHP amount requirements; the Health Insurance Premium program, which reimburses children, Appropriate prenatal care for 12 341,181,408 4,646,577 318,770,826 - 664,598,811
& ¥ clients for employer-sponsored insurance premiums; “clawback” payments to [OHP clients, PQl Hospitalizations of
the federal government to help pay for the Medicare Prescription Drug (Part D) |OHP clients
program; and, the Qualified Medicare Beneficiaries (QMB) program that pays
Medicare premiums, deductibles, and copayments for low-income clients.
Pharmacy Programs provide all Oregonians access to reduced priced drugs
through the Oregon Prescription Drug Program (OPDP). OPDP also provides Reduced cost of prescription drugs by
consolidated purchasing power for the Oregon Education Benefit Board b consolidating all OHA dr rchasin
Medical Assistance Pharmacy . ! pf" ! g_p W . g ueat ) ! v . 1datt g %Ig pu ng
3 No jointly purchasing prescription drugs with the state of Washington through the [in one. Provide drug assistance to 12 7,830,221 58,103,882 9,728,128 - 75,662,231
Prgms-OHP Payment Programs . . . T .
NW Drug Consortium. Pharmacy Programs also provides health insurance to individuals with the state who are HIV
persons who are HIV positive through CAREAssist, Oregon's version of the Ryan [positive.
White AIDS Drug Assistance Program.
Addiction clinical and recovery support services provide an array of medically
necessary services tailored to individual clinical needs. These services are for
individuals who are not eligible for Medicaid and who have no or sub-standard
insurance benefits and financial resources to cover care. Treatment includes:
Alcohol and standard and intensive outpatient treatment, 24-hour residential treatment, Completion of alcohol & drug
Addictions and Mental Small detoxification and withdrawal management, medications aimed to assist treatment, Alcohol & drug treatment
4 <t Drug xification and withdrawal management, medications aimedtoassist _ ug treat 12 32,269,709 14,310,379 46,846,112 ; 93,426,200
Health Program - Treatment amount people stop using alcohol and opioids. Within each level or intensity of service, |effectiveness: Employment, Child

clients receive clinical assessments, individual, group and family counseling,
case management and toxicology testing for presence of various substances of
abuse. Recovery Services include, but are not limited to: Peer to peer
mentoring, recovery coaching, life skills training, child care, and housing barrier
removal.

reunification, School performance

2015-17 Governor's Budget
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Prlorlty Is Program Primary
(ranked ORBITS DCR | 'everaged Purpose
with Program or Activity Initials i for the Program Unit/Activity Description Identify Key Performance Measure(s) i Program- GF LF OF NL-OF FF NL-FF TOTAL FUNDS
highest Title DSHP Activity
priority Waiver? Code
first)
Community programs provide a range of services tailored to the consumer’s
needs, including community/outpatient intervention and therapy, case .
Addictions and Mental  [Communit management, residential and foster care, supported education, acute hospital Mental health client level of
5 Y partially gement, _ ) SUPP ‘on, PSP 6 nctioning, Child & Adult Mental 12 275,850,912 39,140,505 ; 161,635,950 - 476,627,367
Health Program Mental Health care, and crisis and pre-commitment services. The community also provides ]
. S .. |Health Services
supervision and treatment for persons under the jurisdiction of the Psychiatric
Security Review Board.
Center for Responsible for chronic disease prevention and health promotion, injur
Prevention and re\F/)entilon Prescri ti(l)n IIDru Mi’)ni\t/orinI rogram Wor:’nen Inlfan,tls JaLrlu\i/ Teen suicide, Tobacco use, Cigarette
6  |Public Health Programs Yes pre ' Pt & 'ng program, ' packs sold, Teen pregnancy, Early 10 9,431,507 8,654,245 40,000,000 89,482,469 | 101,929,051 249,497,272
Health children (WIC) Nutrition program, family planning, oral health, prenatal care,
. . . prenatal care
Promotion newborn hearing screening, and school-based health centers.
. State Public . .
7 Public Health Programs Health Director No Responsible for state emergency preparedness, planning, and response. 8,10 10,404,666 - - 6,247,419 - 16,652,085
Center for Responsible for state support to local health departments core capacity in
disease control and surveillance, HIV/STD/TB, immunization, statewide HIV rate, child immunizations,
8 Public Health Programs |Public Health |Yes . . / . / . . o ) 8,10 3,664,021 286,093 - 22,445,446 - 26,395,560
Practice communicable disease control and testing, maintaining vital records and health |Influenza vaccinations for seniors
statistics.
Responsible for the State Drinking Water Program (Primacy) and EPA Revolving
Loan Fund which provides approx. $12M annually to local water systems for
capital improvement initiatives. Also identifying and preventing environmental
and occupational safety hazards, and initiatives such as the health facilities
Center for licensure, quality improvement and regulation, medical marijuana, and Patient
9 Public Health Programs  |Health Yes Safety Commission. 9,10 2,148,000 958,209 - 2,939,890 - 6,046,099
Protection
OSH restraint rate, OSH length of stay
The State Hospital System - with locations in Salem and Junction City provide 24{(others to consider might be ratio of #
3 Non hour supervised care to people with the most severe mental health disorders, [served/# of budgeted beds, and/or
Addictions and Mental  [State Hospital many of whom have either been civilly committed to the Department as a recidivism/revocation rates. These
10 <t Pt Medicaid yorw ve el VI ! e Uep asa idivism/revocati _ 12 424,486,507 22,339,740 ; 46,580,657 ; 493,406,904
Health Program System Gero units danger to themselves or others, or have been found guilty except for insanity, [new measures should be vetted a bit
or require hospital care to restore competency in order that they may aid and |with Cabinet and or AMH, in light of
assist in their own defense during a criminal proceeding. the fact that KPMs are part of a larger
OHA/DHS picture)
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Priority
(ranked
with
highest
priority
first)

Program or Activity Initials

ORBITS DCR
Title

Is Program
leveraged
for the
DSHP
Waiver?

Program Unit/Activity Description

Identify Key Performance Measure(s)

Primary
Purpose
Program-
Activity
Code

GF

LF

OF

NL-OF

FF

NL-FF

TOTAL FUNDS

11

Addictions and Mental
Health Program

Alcohol and
Drug
Prevention

Prevention programs help people make smarter life choices and reduce risk
factors associated with alcohol and drug abuse. These services reduce the rate
of underage drinking and the development of substance use disorders and
associated health and social problems. Prevention services are available in
every Oregon county. Community mental health programs (CMHPs), tribes and
statewide contractors provide evidence-based services to prevent the
problematic use of addictive substances and activities including alcohol and
drugs.

12

433,927

1,151,370

10,736,202

12,321,499

12

Addictions and Mental
Health Program

Gambling
Treatment and
Prevention

No

Gambling treatment and prevention programs provide an array of services
tailored to the clients’ needs. These include: assessment; individual, group and
family counseling; and residential treatment.

Gambling Treatment Effectiveness

12

7,528,018

618,180

8,146,198

13

Addictions and Mental
Health Program

State Delivered
SRTF's

No

The state operated 16-bed facilities permit the safe movement of persons from
the State Hospital(s) into the community that current providers choose not to
serve.

12

5,518,675

509,163

2,085,627

8,113,465

14

Public Employee's
Benefit Board

PEBB/Stabilizati
on, Self
Insurance, Flex
Benefit, Fully
insured Plans,
and Optional
Benefits

No

(1) There is created the Public Employees’ Revolving Fund The balances of the
Public Employees’ Revolving Fund are continuously appropriated to cover
expenses incurred in connection with the administration of ORS 243.105 to
243.285 and 292.051. Among other purposes, the board may retain the funds
to control expenditures, stabilize benefit premium rates and self-insure. The
board may establish subaccounts within the Public Employees’ Revolving Fund.
(2) There is appropriated to the Public Employees’ Revolving Fund all unused
employer contributions for employee benefits and all refunds, dividends,
unused premiums and other payments attributable to any employee
contribution or employer contribution made from any carrier or contractor that
has provided employee benefits administered by the board, and all interest
earned on such moneys. Fully insured premiums are treated as a pass-through
account and funds are sent directly to the Fully Insured provider. (1) In addition
to the powers and duties otherwise provided by law to provide employee
benefits, the Public Employees’ Benefit Board may provide, administer and
maintain flexible benefit plans under which eligible employees of this state may
choose among taxable and nontaxable benefits as provided in the federal
Internal Revenue Code. (2) In providing flexible benefit plans, the board may
offer:

(a) Health or dental benefits as provided in ORS 243.125 and 243.135.

(b) Other insurance benefits as provided in Optional benefits are insurance
premiums paid by members and are treated as pass-through account and
funds are sent directly to the Optional Benefit provider.

243.167 Public Employees’ Revolving
Fund; continuing appropriation to
fund, 243.221 Options that may be
offered under flexible benefit plan.

10

1,635,837,724

1,635,837,724

15

Oregon Educators
Benefit Board (OEBB)

OEBB
Stabilization

There is created the Oregon Educators Revolving Fund, separate and distinct
from the General Fund. Moneys in the Oregon Educators Revolving Fund are
continuously appropriated to the Oregon Educators Benefit Board to cover the
board’s expenses incurred in connection with the administration of ORS
243.860 to 243.886. Moneys in the Oregon Educators Revolving Fund may be
retained for limited periods of time as established by the board by rule. Among
other purposes, the board may retain the funds to pay premiums, control
expenditures, stabilize premiums and self-insure.

243.884 Oregon Educators Revolving
Fund; continuous appropriation to
board; purposes; rules; moneys paid
into fund

10

1,633,487,088

1,633,487,088
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Prlorlty Is Program Primary
(ranked ORBITS DCR | 'everaged Purpose
.W'th Program or Activity Initials . for the Program Unit/Activity Description Identify Key Performance Measure(s) i Program- GF LF OF NL-OF FF NL-FF TOTAL FUNDS
highest Title DSHP Activity
priority Waiver? Code
first)
Oregon The OTRP is a temporary measure to help stabilize individual market premiums
Transifional during the transition to “guaranteed issue” health insurance coverage required
Private Health by the ACA by covering a portion of exceptional claims costs for roughly 2,100
16 _ Reinsurance ythe AALA by covering a p exceptionarc gnvy 10 - - 363,651 ) 103,500,000 - - 103,863,651
Partnerships high-risk Oregonians. This program is scheduled in statute to close by the end
Pool (OTRP) . . .
roaram of the 2015-2017 biennium, and at that point the OPHP budget structure also is
prog expected to close.
Law Law Enforcement Medical Account (LEMLA): The program pays medical claims
Medical Assistance Enforcement |Small for individuals who are injured in interactions with law enforcement. Law
17 . . . . 12 39,014 - 1,354,360 - - - 1,393,374
Prgms-OHP Payment Medical amount enforcement agencies submit claims to OHA when efforts to recover costs from
Account the individuals or their insurance companies fail.
The Medicaid Electronic Health Records Incentive Payment provide incentive
OHIT Incentive ayments to eligible professionals, eligible hospitals, and critical access
18 Health Policy Programs No pay . & P . & P - - 61,610,160 - 61,610,160
Payments hospitals (CAHs) as they adopt, implement, upgrade or demonstrate
meaningful use of certified EHR technology.
1,903,878,930 7,528,018 5,307,155,310 143,500,000 10,331,149,028 101,929,051 |[ S 17,795,140,337
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Oregon Health Authority 2015 — 2017 Governor’s Budget

10% General Fund Reduction Options

A large proportion of the Oregon Health Authority’s (OHA) budget is expended for
services directly provided to clients.

General criteria and principles applied to the prioritized reduction list included:

* |dentifying reductions that do the least harm to the fewest number of
clients

* Applying the OHA goals of containing costs, improving quality and
increasing access to health care

e Avoiding reductions that will shift people to a more costly service model
within OHA or DHS

* Minimizing affect to OHA Health Systems Transformation efforts in 15-17

* |dentifying where the Affordable Care Act (ACA) provide an opportunity to
minimize impact on OHA clients/customers

* Minimizing potential for the reduction to impact OHA’s ability to meet its
obligations/commitments to Centers for Medicare and Medicaid Services
(CMS) for the Designated State Health Programs Waiver (DSHP)

* Mitigating any impact for OHA’s ability to meet its obligation to CMS for the
2% test

Any reductions necessary in General Fund would potentially affect the OHA
programs in the following areas:

2015-17 Governor’s Budget Page-1 Oregon Health Authority
Reduction Options Narrative



Central Office and Shared Services

Most of the Central Office and Shared Services General Fund is necessary for on-
going commitments for which OHA does not materially have the option to reduce.
Central, Shared, State Government Service Charges, and Debt Service on Capital
Construction authorized in prior biennium, account for less than 6 % of this
budget. Administrative cuts through staff reductions or vacancies, or cuts to
professional service contracts have been implemented in prior biennia. As OHA
continues with its’ Health Systems Transformation efforts, any further reductions
in these areas would have a direct impact for the Director’s Office, as well as
many of the OHA dedicated services (Budget Planning and Analysis,
Communications, and Human Resources).

Medical Assistance Programs (Oregon Health Plan-OHP)

Reductions in the Medical Assistance Program (MAP) budget may jeopardize most
of the $1.9 Billion in federal investment approved under the Designated State
Health Programs (DHSP) Waiver in July 2012.

The first program reduction includes the option to make the mental health
preferred drug list enforceable. This reduction was included as part of the 2015-
17 Governor’s Budget.

The next items on the list are reductions that would eliminate Indirect and Direct
Medical Education payments to teaching hospitals for graduate medical

education; at the very time we need more trained medical professionals to serve
our growing population. This reduction is not included in the Governor’s Budget.

Services that would be reduced or eliminated include specific dental services,
non-emergent dental coverage for OHP non-pregnant clients, therapy services,
prosthetic devices, hearing aids, and chiropractic and podiatry services. Reducing
the OHP list of prioritized services by 25 fewer lines, and eliminating outpatient
mental health benefits under OHP for non-pregnant adults would be last.
Obviously, some individuals could have immediate adverse impact to their health
without these services; others could see their health deteriorate.

2015-17 Governor’s Budget Page -2 Oregon Health Authority
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All reductions to OHP would require approval by the Center for Medicaid and
Medicare Services (CMS) and most would be prohibited under the Special Terms
and Conditions (STC) previously agreed upon by OHA and CMS. This reduction is
not included in the Governor’s Budget.

Public Health

Targeted reductions for 15-17 impact the public health system at both the local
and the state level. None of the below reductions are included in the Governor’s
Budget.

The base support to local health departments (LHDs) would reduce the per capita
support to less than 98 cents per year. Additionally, the position responsible for
the biweekly CD Summary publication of public health recommendations and
data for physicians and the medical community would be eliminated.

The State Public Health Lab would stop conducting antibiotic susceptibility
testing. This may lead to more cases of Tuberculosis and advanced stages of other
diseases.

Eliminating state support to LHDs for Sexually Transmitted Disease (STD)
investigation services, could lead to an increase of disease transmission in
communities of risk.

A contracted service for the follow up telephone survey of the Pregnancy Risk
Assessment Monitoring (PRAMS) would be eliminated.

Lastly, reductions to both the WIC Senior Food Market and WIC Farmer’s Market
would cut food vouchers to thousands of seniors and families who rely upon the
subsidy for fresh fruit and vegetables. This also reduces income for the vendors

who promote and provide the healthy food options to local communities.

Addictions and Mental Health

Reductions specifically affecting the Oregon State Hospital system and
Community Mental Health would include:

2015-17 Governor’s Budget Page -3 Oregon Health Authority
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A longer phase-in to the reopening of one Gero-Neuro ward at the Oregon State
Hospital, no cost of living increases to Community Mental Health (CMH) and
Alcohol and Drug (A&D) treatment service contracts, and defer the capital
improvement budget for the state hospitals. The Gero-Neuro ward reduction was
included as part of the 2015-17 Governor’s Budget.

Amending the planned phase-in of residential treatment facility cottages at the
Junction City facility would inhibit the ability of moving patients that are ready to
move from the Secured Residential Treatment Facilities. By delaying or removing
cottages as a phased in reduction, this will ultimately affect the ability to move
patients to a community setting. This reduction was included as part of the 2015-
17 Governor’s Budget.

Elimination of community mental health caseload funding will inhibit the ability
for AMH to assist with discharging civilly committed individuals from the state
hospital system, to community programs. This may also jeopardize Oregon’s
compliance with the Olmstead ruling. This reduction is not included in the
Governor’s Budget.

Elimination of the CMH Mental Health Services Fund for residential development
may result in some facilities deteriorating and potentially becoming unsafe. This

could affect the environment and livability of residential programs. This reduction
is not included in the Governor’s Budget.

Reductions to CMH direct contracts and flexible spending provisions will
significantly affect those who are not covered by Medicaid. This too could result
in increased lengths of stay in the OSH and increase the number of persons
waiting in acute care for state hospitalization. This reduction is not included in the
Governor’s Budget.

Lastly, amending the planned phase in for Secured Residential Treatment
Facilities by removing units would reduce overall capacity from 6 units to 4, and
limits the available number of beds for patients. This reduction is not included in
the Governor’s Budget.
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10% General Fund / 10% Other & Federal Fund Reduction Options for the 2015-2017 Biennium

Oregon Health Authority 2015 - 2017 Current Service Level Budget at Governor's Budget 2,873,839,754 4,729,230,609 9,706,124,639 17,309,195,002
10% Target 287,383,975 472,923,061 970,612,464 1,730,919,500
Does this )
=
affect o # of Employees | Employee FTE . .
) Federal Impact of Reduction on Services and Outcomes
DSHP S Affected Affected B uet v Y
> Approval
Yes or No n 2 n N q
Accumulative % ] Reduction Description required?
Reduction of CSL GF :r? Program Area (Y/N) GF & LF OF FF TF
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> i " Many t3l health including the National-Alliance-of Mental llness INAMI) -
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- P TEFUE } g
Eliminate the Indirect Medical Education (IME) component of the Graduate Medical Education
(GME) program. The agency would eliminate Medicaid payments to teaching hospitals that . X X . X . L
This reduct Id that hospital Id have | tive to t h .Th
No -0.56% 2 MAP help offset indirect costs associated with their GME programs. IME includes indirect costs that Y (5,404,000) - (9,358,000) (14,762,000) 0 0.00 |, s reduction wou' mean that hospl a's \{vou ave less !ncen 've to train new p ysnc!ans €
. ) ] . . . impact on the provider workforce may limit access to quality health care for all Oregonians.
arise from the inexperience of residents such as extra medical tests and reduced productivity.
CMS APPROVAL REQUIRED.
Eliminate the Direct Medical Education (DME) component of the Graduate Medical Education
GME .Th Id eliminate Medicaid ts to teaching hospitals that
( ) program € agency W,0u e'lmlna e Ve |ca! paymen's 0 teaching nospl 'a stha This reduction would mean that hospitals would have less incentive to train new physicians. The
No -1.04% 3 MAP help offset costs associated with their graduate medical education programs. GME includes Y (13,897,000) - (24,063,000) (37,960,000) 0 0.00 |, X L . .
X R . N R o o impact on the provider workforce may limit access to quality health care for all Oregonians.
costs associated with stipends or salaries for residents, payments to supervising physicians,
and direct program administration costs. CMS APPROVAL REQUIRED.
Th. losUe f tha Gero-unit-in2013-15. d24 - bed nd d B 1 £ IY rved-at
OSH intag-less tricti it h d that ara a4 mara o iatelovel of cara for
R h. int ne Neuro-Gero-unit that was-closed Julv 2013 The 2015-17 7 P PEEEE
s g 7 v th tiants— The 2015-17-CSLincluded this-unit-to-add v 2t OSH-in +
CurrentS. | L{CSL) -included-fundinator+ sen-this-unit—h this unit-mav e i L4 © L 7 bd
Yes 1.35% 4 AMH-OSH N T © g 4 M N (8,839,080} (8,839.080}) {43} {43.00}|theg th in-aid-and-assist 370 load-g thLeaving this-unit vacantin2015-17 would-hav
littlei t on i nd-out h. #£370 I} d th Fin OSH, uld
P 7 5 7
have thic ynit+ + date i d I} dinordertoaveidmoen tiant. n
L Lid
itdistfor-OS . it tirmes.
This action would eliminate the COLA planned for A&D treatment services. This is the first
increase that service providers have had in years. Reducing the rate of funding paid to treatment
Yes -1.39% 5 AMH-A&D Tx |Remove COLA for A&D Treatment N (1,071,396) (578,313) (1,664,164) (3,313,873) 0 0.00 . . . N B . . .
providers as costs of doing business increase makes it more difficult to attract and retain qualified
staff and to offer quality services to Oregonians in need.
As actual costs do increase, this means there would be less ability to provide the same level of
ice to clients in th it . There is th ibility of reductions i kf i
Partially 1.67% 6 | AMH-CMH |Remove COLA for CMH N (8,096,927) (639,151) (4,022,480) (12,758,558) 0 0.00|€"Vce to clients In the community programs. There Is the possibiity of reductions In workforce in
community providers and the potential loss of some smaller providers due to the inability to
secure funding through other sources.
This action defers the capital improvement budget for the fourth biennium in a row. Due to new
X construction for the Salem campus of the hospital system, and the planned construction of a new
No -1.67% 7 |AMH-Cap Imp|Reduce Capital Improvement Budget by 15% N (104,942) - - (104,942) 0 0.00 - . . . X . .
facility in Junction City, it is anticipated that the need for remodel or improvement projects is low,
which will allow this move without great risk to the agency.
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Eliminate coverage for specific dental services for Oregon Health Plan (OHP) Plus adult clients.
Th Idno the following dental ices for adults (includi t
© agency Yv.ou nofonger c0\{er e following dental services for adults (including pregnan Adults receiving the OHP benefit package could end up requiring more teeth extracted if they
adults) receiving the OHP benefit package: root canals for permanent teeth and retreatment X .
N . i cannot be restored. Loss of denture coverage would prevent these clients from getting dentures
of root canals (i.e., endodontics); full and partial dentures; and crowns. Oregon Health Plan o ) o ) L )
) L ) ) A . to replace missing teeth, which can result in difficulty eating and finding employment. With
No -2.08% 8 MAP coverage is based on the Prioritized List of Health Services. The dental services eliminated for Y (11,608,334) - (35,194,521) (46,802,855) 0 0.00 reduced dental benefits. clients may access the emergency department more often because of
OHP Plus adults under this reduction are those found on lines 414, 436,468, 477, 480 and 494 ’ v gency dep
L N unmet dental needs.
of the prioritized list. CMS NEGOTIATION AND APPROVAL IS REQUIRED - The Health System
Transformation waiver Special Terms and Conditions (STCs) prohibit the state from reducing
eligibility or benefits.
Non-pregnant adults who receive the OHP benefit package would receive a limited coverage
Eliminate non-emergent dental coverage for OHP non-pregnant clients. OHP non-pregnant dental package. A reduced dental coverage package would be limited to services requiring
adults would have a reduced dental coverage package, which is limited to emergency dental immediate treatment and are not intended to restore teeth. Services provided include treatment
No 3.06% 9 MAP services (e.g., acute infection or abscess, severe tooth pain, tooth re-implantation and v (28,162,526) (182,784,206) (210,946,732) 0 0.00 for the following: acute infection; acute abscesses; severe tooth pain; tooth re-implantation when
sl extraction of symptomatic teeth). LEGISLATIVE ACTION REQUIRED. CMS NEGOTIATION AND e e T " |clinically appropriate; and extraction of teeth, limited to those teeth that are symptomatic. Lack of
APPROVAL IS REQUIRED - The Health System Transformation waiver Special Terms and comprehensive dental benefits and untreated oral health conditions can cause disfiguring tooth
Conditions (STCs) prohibit the state from reducing eligibility or benefits. loss and decay that can limit employment options and lower self-esteem. Problems with oral
health can exacerbate and cause other serious health conditions.
Eliminat for th ices for O Health Plan (OHP - t adults.
{minate coverage 'or' erapy sgrwces or Yregon e}a an ( ) non-pregnant adults Non-pregnant adult Oregon Health Plan clients needing these services would experience prolonged
The agency would eliminate physical therapy, occupational therapy, and speech therapy from health care issues affecting their ability to become self-sufficient. Hospital stays and the length of
No -3.09% 10 MAP the OHP benefit package for non-pregnant adults. LEGISLATIVE ACTION REQUIRED. CMS Y (854,667) - (3,830,174) (4,684,841) 0 0.00 |, e abllity - =Nt. Hosp) ¥ ¢ leng
R X time for recovery from orthopedic surgery would increase. This reduction would negatively impact
NEGOTIATION AND APPROVAL IS REQUIRED - The Health System Transformation waiver X . .
X ", o X N ! the health system transformation work as fewer services and dollars would be available.
Special Terms and Conditions (STCs) prohibit the state from reducing eligibility or benefits.
. . . . . . . . . Health care needs for a significant number of non-pregnant adult Oregon Health Plan clients,
Eliminate coverage for prosthetic devices, hearing aids, chiropractic services and podiatry R X o o )
. o especially seniors and people with disabilities would go unmet. For example, individuals would live
services for Oregon Health Plan (OHP) non-pregnant adults. The agency would eliminate B N . N o ) o )
coverage for prosthetic devices, hearing aids, chiropractic services, and podiatry services from without prosthetic devices for amputated limbs; individuals with hearing impairments would go
N -3.139 11 MAP ! ! ! Y 1,114,449 - 3,006,236 4,120,685 0 0.00 without ids; and, individuals with diabeti thi diti Id ithout
’ " the OHP beneft package for non-pregnant adults. LEGISLATIVE ACTION REQUIRED. CM e o e foot care treatment. In some nstances, other agency programs would have o fund theee servces
NEGOTIATION AND APPROVAL IS REQUIRED - The Health System Transformation waiver ° i : '€ Instances, gency prog ; vices.
, . . . I . This reduction would negatively impact the health system transformation work as fewer services
Special Terms and Conditions (STCs) prohibit the state from reducing eligibility or benefits. .
and dollars would be available.
Eliminate dental coverage for Oregon Health Plan (OHP) non-pregnant adults. The agency The lack of a dental benefit for non-pregnant adults on the Oregon Health Plan (OHP) would cause
would eliminate the remaining non-pregnant adult dental coverage for the OHP benefit adverse effects on their physical health, such as diabetes and cardiovascular disease. Emergency
No -3.38% 12 MAP package. LEGISLATIVE ACTION REQUIRED. CMS NEGOTIATION AND APPROVAL IS REQUIRED - Y (7,318,868) - (39,585,128) (46,903,996) 0 0.00 [room visits would increase. The OHP dental care organization infrastructure would be threatened
The Health System Transformation waiver Special Terms and Conditions (STCs) prohibit the with the loss of the adult population. This reduction would negatively impact the health system
state from reducing eligibility or benefits. transformation work as fewer services and dollars would be available.
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This funding provides for the development of 4 Residential Treatment Homes for adults with
special needs, 15 beds for geriatric patients with challenging needs at the state hospital and 20
additional persons to be served through the AMHI program. These programs will assist with

No -3.95% 16 AMH-CMH  [Eliminate CMH Caseload Growth N (7,174,398) - (4,586,567) (11,760,965) 0 0.00|discharge civilly committed individuals from the state hospital to community programs. The
reduction will increase the length of time that adults with special needs reside in the state hospital
beyond the time that they are deemed ready for discharge. This jeopardizes Oregon's compliance
with Olmstead Act (Supreme Court Ruling)

This fund is used to update and remodel existing residential programs to maintain safe and healthy
environments for residents. Elimination of this funding will result in some program facilities
deteriorating and potentially resulting in unsafe environments. This will erode the livability of
residential programs for adults with a serious mental illness.

No -3.98% 17 AMH-CMH |Eliminate CMH's MHSF (Mental Health Services Fund) Residential Development N (1,000,000) - - (1,000,000) 0 0.00

Local County Public Health Departments (LPH) would receive $.98 per capita per year for public
health services rather than $1.13 per capita per year. The impact by county would vary. These
state funds are to conduct early detection, epidemiological investigations, and prevention
activities to help report, monitor, and control communicable diseases, like influenza and
foodborne illnesses. In addition, because these state dollars are used to provide the required
match on federal funding sources including the Public Health Preparedness Program and
Designated State Health Programs (DSHP), millions of dollars of other federal grant funds may be
jeopardized.

Yes -4.00% 18 PH State Support to Local Health Departments, 1st cut N (560,950) - - (560,950) 0 0.00

Loss of biweekly CD Summary publication of public health recommendation and data for
physicians; and of posting of communicable disease data to web. The CD Summary has a cachet
within the medical community; it has been called OPHD's flagship publication. Its loss may result in
No -4.00% 19 PH CD Summary & ACDP PH publishing (ACDP) N (137,501) - - (137,501) (1) (1.00) |fewer physicians being attuned to public health priorities and recommendations. These are also
means by which many OPHD programs "feed back" data to stakeholders -- a key component of
disease surveillance and one expected by CDC funders; a reduction in such feedback may
ultimately imperil federal funding. This action includes elimination of one position/FTE.
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This action would have a dramatic impact on health care services that are covered for all OHP
clients, including pregnant women, children, and other groups. Coverage for treatments of
conditions such as collapsed structure of a lung, hearing loss and neonatal eye infections would
d. Conditions that ignificant functional disabilit Idno | b d,
Cover 25 fewer lines on Prioritized List of Health Services. Oregon Health Plan (OHP) coverage 'en 'on ' |'0ns 'a may cause signffican unlcllona 'sa ,I fty would no Jonger be covere
A . A A 3 " o including urinary incontinence and osteoarthritis and uterine prolapse. Several mental health
is based on the Prioritized List of Health Services, which ranks treatment and condition pairs in - R ) ' X R X
. X R conditions would no longer be covered, including social phobias and obsessive compulsive
order of effectiveness. Starting January 1, 2013, OHP would cover lines 1 through 473. The ) ) h . ] L .
R disorders which would likely result in broader family and community impacts. In addition, coverage
No -5.54% 20 MAP agency would seek federal approval to no longer cover lines 474 through 498 for the OHP Y (44,044,000) (135,453,000) (179,497,000) 0 0.00 of many basic dental treatments. such as missing teeth. dental caries and dentures. would be
benefit package. LEGISLATIVE ACTION REQUIRED. CMS NEGOTIATION AND APPROVAL IS . v N 4 L g ! . ) ! .
X R R " eliminated for all eligibility groups. Elimination of coverage of this magnitude would make it very
REQUIRED - The Health System Transformation waiver Special Terms and Conditions (STCs) oo . . . K R .
- R o } difficult for physical, dental, and mental health providers to deliver high quality, comprehensive
prohibit the state from reducing eligibility or benefits. . L K . 3 )
care. This proposal would significantly increase administrative burden for providers and for the
department.
This reducti Id eliminat tpatient tal health i d ity-based
Eliminate outpatient mental health benefits for Oregon Health Plan (OHP) non-pregnant s r?, uc'lon W°f’ € |m|'na € outpatient mental hea serV|ce's and community ase'
o R . rehabilitative service provided to non-pregnant adults who receive the OHP Plus benefit package.
adults. The agency would eliminate outpatient mental health coverage from the OHP benefit While these services are optional, inpatient mental health services are not optional and not bein,
No -8.73% 21 MAP package for non-pregnant adults. LEGISLATIVE ACTION REQUIRED. CMS NEGOTIATION AND Y (91,866,912) (372,007,195) (463,874,107) 0 0.00| P »Inp ) ) P J
R R X eliminated. Mental health drugs would remain part of the benefit package for OHP Plus non-
APPROVAL IS REQUIRED - The Health System Transformation waiver Special Terms and . . R . .
o . ) N . pregnant adults. This reduction would negatively impact the health of many OHP clients; hurt the
Conditions (STCs) prohibit the state from reducing eligibility or benefits. R R X
community mental health delivery system; and, hurt the health system transformation efforts.
AMH has contracts with entities to provide essential services and supports. These include
culturally specific services, supports to families with family members with a mental illness and
No -8.76% 22 AMH-CMH  |Reduce CMH Direct Contracts 50% N (862,000) - (862,000) 0 0.00|crisis line services. The reduction will reduce the availability of a statewide suicide crisis line.
Culturally specific services for the African American community will be reduced and families will
increase the use of crisis services for their family member.
Eliminated direct support to the only two counties receiving payment for STD investigation
Yes -8.77% 23 PH STD Special Payment to Counties (HST) N (180,000) - (180,000) 0 0.00 |services. Jackson and Multnomah receive $45,000 per year. Could impact staffing at the Jackson
and Multnomah Counties.
M. tuberculosis from patients in local health depts, hospitals, and clinics may no longer be tested
to see which antibiotic(s) may be effective for treatment. Multidrug-resistant (MDR) and
Yes -8.78% 24 PH Tuberculosis - Eliminate antibiotic susceptibility testing. (PHL) N (240,000) - (240,000) (1) (1.00)[extensively drug resistant (XDR) TB may not be detected and may spread in the population. More
cases of TB and more advanced stages of disease may occur in Oregon. This action includes
elimination of one position/FTE.
Eliminat tract f ducting key teleph for PRAMS-2; foll for2
No -8.78% 25 PH MCH Monitoring (PRAMS-2) - supports staff Fed Grant for PRAMS N (106,977) . (106,977) 0 0.00 of'r;':;czw" ractior conducting key telephone surveys for s Tollow up survey for £ years
Local County Public Health Departments (LPHD) would receive $.84 per capita per year for public
health services rather than $.98 per capita per year. The impact by county would vary. These
state funds are to conduct early detection, epidemiological investigations, and prevention
tivities to hel t, itor, and control icable di , like infl d
Yes -8.80% 26 PH State Support to Local Health Departments, 2nd cut N (560,950) : (560,950) 0 0.00 [2€tivities to help report, monitor, and controf communicable diseases, fike nfluenza and
foodborne illnesses. In addition, because these state dollars are used to provide the required
match on federal funding sources including the Public Health Preparedness Program, and
Designated State Health Programs (DSHP), millions of dollars of other federal grant funds may be
jeopardized.
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Provides $20 vouchers to low income seniors to purchase fresh locally grown fruits and vegetables
i i . . This reduction may result in roughly 11,950 fewer vouchers to low income seniors. This also
No -8.81% 27 PH Senior Farmer Market - vouchers for Seniors to buy fruits/veggies N (239,090) - - (239,090) 0 0.00 R . . X
results in reduced income for vendors; and a modest reduction of access to healthy choices. No
state match required.
This reduction will significantly affect Oregonians with mental iliness without Medicaid coverage.
Access to crisis services, acute psychiatric treatment (in a hospital setting), medications and case
management services will be reduced by this reduction. This will likely result in people becoming
Yes -9.23% 28 AMH-CMH  |Reduce CMH Flex Funding Contracts 20% N (11,939,125) - (9,782,810) (21,721,935) 0 0.00|more ill, doing poorly in school, experiencing strained family relationships and in some instances

people will become homeless or may be jailed. There will be increased demands on the crowded
state hospital. These reductions could jeopardize the Maintenance of Effort requirements for the
Mental Health Block Grant.

These funds are used to facilitate the transition of civilly committed adults from the state hospital
to the community when they no longer need hospital level of care. These funds have resulted in
No -9.70% 29 | AMH-CMH |Reduce CMH's AMHI (Adult Mental Health Initiative) Program 41% N (13,739,354) - (13,739,354) 0 0.00|t"€ leneth of time waiting for discharge being reduced by 50%. Reduction of these funds wil
increase the length of stay in the hospital and increase the number of people waiting in acute care
for state hospitalization which results in reduced access to acute care services. This jeopardizes
Oregon's compliance with Olmstead.

Holdingthe-phase-in-of this SRTFunit-willredu ity-of theJunctionCitystate Hospital-by25
L 7 7 bd 7

g Hobiling of £ patients from-the southernpart of th
beds-and-would-furtherlimit-the-availability Lid Lid
taty + o f. m&, that i | rto-thair nnif\Yl nd-f. m“\" 1 SRTE B 'by u:m low-th
Amand IC Ph i na S, urad R. id. tial T E. HiE I Ha t3 i from + units o SRTE i + i for RTE
Hity{SRTF)-unit{Forest-3}- L Y =3 AR o4 L
Ne 10.09% 30 AMH-IC i i At . i i i ithi HR N ‘;;,949,468) (/I)‘l,‘ch) {21:,1 /IC) (11 233 Ann) ‘%3_) {E) nn) i g nd-then |nif\y ',I t Thisy wld-result-in-mor B i ToY it lictc for
thanth | d i f civ unitc loncer iod In additi thic nh inadiyst +wauld b H unon d. d-ctat
o paciy - gerp - 7 B 1 g B
h italf. ‘l“h | d h - \Whila Guiltv E ot forl i (GEL | d het tal
P ¥ & g ¥ P yoEh & Y
ishot i ataBa to-reaue h h ital unit by d hin qid and accict 370
1) (=) L ) Ld L 7O
| d-d B H ifi risk to-the-n d-for-additi ] it
Lid 153 L S
R ai bxuni 3 0 seuthernpartof the state ata-facility closerto-their communityand-family—This phase-in-
Ne 10-40% 31 AMH-IC 17-CSL—Results-in fe FUhits open \“Ath'ﬂ the el fae‘ 'f’ ratharthan-th. ',I d P ‘~y fci N (Q QI3 na:) {’IE/I,Q‘H’\) (0,177//“‘\:) ‘59_) (/la'-m) AJE. 4 Y wld-bx i Hpen dated-state-h 'l'l- L£. ‘l“h, | d & '—' Whil
% f‘u:ilf’:E p+F rl i Y(PEI) | Jb h et b',icn +b H baf—;pa tor qllir
} h italunit-b d hin aid and ist 370 | d-d B H i + rick
P P 5 P 53
to-the noad for additi I
Ld 7
This reduction would impact the rental assistance program It would mean discontinuing many
No -10.40% 32 AMH-CMH |Reduce rental assistance planned with Tobacco Tax investments. N - (4,678,156) - (4,678,156) 0 0.00 |programs funded by TTX. This would have an adverse impact to those individuals who are
dependent upon assistance for housing.
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10% General Fund / 10% Other & Federal Fund Reduction Options for the 2015-2017 Biennium

Oregon Health Authority 2015 - 2017 Current Service Level Budget at Governor's Budget | 2873839754 4729230609 9706124639 17309195002

10% Target 287,383,975 472,923,061 970,612,464 1,730,919,500

# of Employees | Employee FTE

Impact of Reduction on Services and Outcomes
Affected Affected B uet v Y

Federal
Approval
Reduction Description required?

Program Area (Y/N) GF & LF OF FF TF

Accumulative %
Reduction of CSL GF

Agency Priority

Provides vouchers in various denominations for low income families and WIC eligible families to
purchase fruits and vegetables. This reduction would result in the loss of federal funding for this
purpose as well. Additionally, there would be reduced income to vendors; and reduced access to
healthy choices.

No -10.41% 33 PH WIC Farmers Market - vouchers for WIC participants to buy fruits/veggies N (306,900) - - (306,900) 0 0.00

Loss of this funding will jeopardize the purchase of roughly 877,000 condoms. Condoms are an
Evidence-Based cost effective intervention for both HIV and other STDs. Eliminating the ability to
purchase and distribute to agencies serving at -risk populations could lead to increased disease
transmission in populations that are already impacted by other health disparities.

Yes -10.41% 34 PH Eliminate STD Program purchase of condoms (HST) N (50,000) - - (50,000) 0 0.00

Confirmation of M. tuberculosis in patient samples or cultures may take 6-8 weeks instead of
hours or days. TB may not be detected quickly enough to prevent community transmission. More
cases of TB and more advanced stages of disease may occur in Oregon. This action includes
elimination of one position/FTE.

Yes -10.42% 35 PH Tuberculosis - Eliminate rapid molecular detection. (PHL) N (145,000) - - (145,000) (1) (1.00)

The county payments are a significant portion of our GF dollars (59%). PH believes there is
precedent in other states to reduce or cut these payments, yet the impact of the cuts may be felt
across the counties who are doing significant work on behalf of Oregon citizens. PH is proposing an
15% cut to the County payments from our GF equaling $100,000 annually ($200,000/biennium).
No -10.42% 36 PH Cut County payments (Immunization) N (200,000) - - (200,000) 0 0.00
For every dollar cut from our GF, PH looses Medicaid match funding. Thus this cut would actually
cost the counties $400,000 in funding that in turn significantly reduces their ability to deliver
services and program activities to their county population. More cases of vaccine-preventable
diseases may occur in Oregon.

Taking reductions at 10% would potentially default OEBB in its contractual obligations with
carriers. Major Plan Design changes could possibly hit the reduction targets but it would take a
major reduction in the coverage OEBB provides to it members, and must also comply with the new
OEBB contracts with insurance carriers for employee benefit plans. The Non-Limited Budget is federal health care reform requirements related to the total maximum individual and family out of
dedicated funding for payment of insurance benefit plans. OEBB is contractually obligated to pocket expenses allowable. OEBB benefits are funded through OF received from educational and
pass-through to Insurance Carriers for claims and other taxes and fees at the state and federal local government entities, who are funded through various revenue streams that make up each of
level. their total budgets. A significant portion of these entities revenue is received from state agencies
and programs like the Department of Education. OEBB's goal is to provide high quality benefits for
eligible employees and their dependents at the lowest possible cost, reducing the OEBB Non-
limited budget will make providing high quality, low cost benefits difficult.

No -10.42% 37 OEBB N - (172,786,565) - (172,786,565) 0 0.00

Taking reductions at any level may potentially default PEBB in its contractual obligations with
PEBB contracts with insurance carriers for employee benefit plans. The Operating Budget for carriers. Major Plan Design changes could possibly hit the reduction targets but it would take a
PEBB is 0.5%. The remaining 99.5% is Program Budget which is dedicated funding for payment major reduction in medical plan coverage and would jeopardize the stabilization of the statewide
of fully-insured benefit plans that PEBB is contractually obligated to pass-through or for self- risk pool. A major shift in cost sharing between employee and employer could also potentially hit
insured plans’ claims payments, and other taxes and fees at the state and federal level. the reduction target but the reductions would have to be taken at the state agency budget level,
as it passes employee benefit dedicated dollars through to PEBB.

No -10.42% 38 PEBB N - (164,413,249) - (164,413,249) 0 0.00

To comply with 10% reductions in Other Fund and Federal Fund limitation, specified by HB 3182,
Reduce program funding that is reliant upon Tobacco Tax revenues, reduce leveraged v . (106,000,000) (60,339,900) (166,339,900) 0 0.00 MAP would have to reduce ‘alllprograms receiving tobacco tax o.r Ma‘ster Sfettlement Agreement
programs. revenues, and reduces or eliminates all leveraged program funding (including Federal Funds)

effective 7/1/15

No -10.42% 39 MAP
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Oregon Health Authority 2015 - 2017 Current Service Level Budget at Governor's Budget

10% General Fund / 10% Other & Federal Fund Reduction Options for the 2015-2017 Biennium

10% Target 287,383,975 472,923,061 970,612,464 1,730,919,500
2
=
o
‘= Federal telEies | Epeeeie Impact of Reduction on Services and Outcomes
a Affected
> Approval
Accumulative % = Reduction Description required?
Reduction of CSL GF ? (Y/N) GF & LF OF FF TF
As a compliance with requirements of House Bill 3182, Public Health and the Health Licensing
Office would have to offer up unspecified O/F reductions in limitation. This reduction could
Reduce or eliminate various PH Other Fund Programs and/or expenditures within the Health significantly reduce or eliminate many of the PH programs funded through fees, or assessments
-10.42% . . . 8 P N - (14,649,422) - (14,649,422) (54) (54.00)|and significantly affect the core PH infrastructure. Any O/F reductions in the Health Licensing
Licensing Office X s . . - . .
Office would also have a material impact on their operations and ability to administer the multiple
Boards they are responsible. HLO sets, communicates, licenses and enforces regulatory standards
for multiple health and related professions.
OHA TOTAL 10% REDUCTION OPTIONS (299,555,666)| (472,261,394) (919,514,396)| (1,691,331,456) (240)| (239.70)
Oregon Health Authority
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OHA - Agency 44300 - List of 2013-15 Reclassifications

Amount of
Position Former PICS | Former PICS | Former PICS | New PICS New PICS New PICS PICS Rate Abolish/
Number Repr Classification Rate Repr Classification Rate Change Establish |Where Change Happened
0000113 OA C0104 S 2,352 n/a n/a 0 S (2,352)] Abolish [Feb 2014 Session
0000239 MMS X7006 S 5,839 n/a n/a S - S (5,839)| Abolish [OHA-R13-15-01 (PFP)
0000266 OA co107 S 2,899 OA c0108 S 2,899 | S - Feb 2014 Session
0000669 OA C3819 S 4,019 n/a n/a 0 S (4,019)| Abolish |Feb 2014 Session
0000841 MMN X3432 S 4,809 n/a n/a 0 S (4,809)| Abolish [Feb 2014 Session
0000891 OA C3819 S 4,019 n/a n/a 0 S (4,019)| Abolish |Feb 2014 Session
0000924 OA C3819 S 4,413 n/a n/a 0 S (4,413)] Abolish [Feb 2014 Session
0001161 OA Cc0o107 S 3,032 OA C0108 S 3,032 | S - Feb 2014 Session
0001163 OA C2328 S 3,838 n/a n/a 0 S (3,838)| Abolish [Feb 2014 Session
0502121 UA C1215 S 3,652 UA Cl1216 S 3,652 | S - OHA-R13-15-01 (PFP)
0508733 UA C0873 S 5,604 UA C0872 S 5,604 | S - OHA-R13-15-01 (PFP)
0510816 UA C0870 $ 4,020 n/a n/a $ - |'$ (4020) Abolish |OHA-R13-15-01 (PFP)
1000061 MMS X7010 S 9,955 MMS X7012 S 9,955 | S - OHA-R13-15-01 (PFP)
1000696 OA C1487 S 6,952 OA C1488 S 6,952 | S - OHA-R13-15-01 (PFP)
1002970 OA c0o107 S 2,775 OA c0108 S 2,775 | S - Feb 2014 Session
1002971 OA Cc0o107 S 2,775 OA C0108 S 2,775 | S - Feb 2014 Session
1003392 OA C1117 S 4,413 n/a n/a S - S (4,413)] Abolish [OHA-R13-15-01 (PFP)
1003683 OA C3780 S 3,838 n/a n/a 0 S (3,838)| Abolish |Feb 2014 Session
1003832 OA C0104 S 2,352 OA c0o107 S 2,488 | S 136 Feb 2014 Session
1003869 OA Cco107 S 2,899 OA c0108 S 2,899 | S - Feb 2014 Session
1003870 OA co107 S 2,775 OA C0108 S 2,775 | S - Feb 2014 Session
1003871 OA Cco107 S 2,899 OA c0108 S 2,899 | S - Feb 2014 Session
1005093 OA C1487 S 6,952 OA C1488 S 6,952 | S - OHA-R13-15-01 (PFP)
1005098 MMS X7006 S 8,206 n/a n/a S - S (8,206)| Abolish |[OHA-R13-15-01 (PFP)
1007516 MMS X7006 S 5,839 n/a n/a S - S (5,839)| Abolish [OHA-R13-15-01 (PFP)
1007744 OA Cc0o107 S 2,662 OA c0108 S 2,702 | S 40 Feb 2014 Session
1007745 OA c0o107 S 2,775 OA C0108 S 2,775 | S - Feb 2014 Session
1012519 OA C0872 S 4,628 n/a n/a 0 S (4,628)| Abolish |Feb 2014 Session
1012526 OA C0104 S 2,352 n/a n/a S - S (2,352)| Abolish [OHA-R13-15-01 (PFP)
1012587 n/a n/a S - OA C0862 S 4,479 | S 4,479 | Establish [Feb 2014 Session
1012588 n/a n/a S - OA C0872 S 4697 | S 4,697 | Establish |Feb 2014 Session
1012589 n/a n/a S - MMN X0862 S 4,881 | S 4,881 | Establish [Feb 2014 Session
1012590 n/a n/a S - OA C0870 S 3,382 | S 3,382 | Establish [Feb 2014 Session
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Amount of

Position Former PICS | Former PICS | Former PICS | New PICS New PICS New PICS PICS Rate Abolish/
Number Repr Classification Rate Repr Classification Rate Change Establish |Where Change Happened
1012591 n/a n/a S - OA C1118 S 4,697 | S 4,697 | Establish [Feb 2014 Session
1012592 n/a n/a S - OA C5248 S 4,479 | S 4,479 | Establish |Feb 2014 Session
1013292 n/a n/a S - OA C1245 S 4,791 | S 4,791 | Establish |OHA-R13-15-01 (PFP)
1013293 n/a n/a S - OA Cco119 S 2,873 | S 2,873 | Establish |OHA-R13-15-01 (PFP)
1013294 n/a n/a S - MMN X0873 S 5,764 | S 5,764 | Establish [OHA-R13-15-01 (PFP)
1013295 n/a n/a S - MMN X0856 S 5492 | S 5,492 | Establish [OHA-R13-15-01 (PFP)
1013296 n/a n/a S - MMN X0856 S 5492 | S 5,492 | Establish [OHA-R13-15-01 (PFP)
1013297 n/a n/a S - MMN X0856 S 5492 | S 5,492 | Establish [OHA-R13-15-01 (PFP)
1013298 n/a n/a S - MMN X0856 S 5492 | S 5,492 | Establish [OHA-R13-15-01 (PFP)
1013299 n/a n/a S - MMN X0856 S 5492 | S 5,492 | Establish [OHA-R13-15-01 (PFP)
1013300 n/a n/a S - MMN X0856 S 5492 | S 5,492 | Establish [OHA-R13-15-01 (PFP)
1013301 n/a n/a S - UA C0860 S 3,450 | S 3,450 | Establish [OHA-R13-15-01 (PFP)
1013302 n/a n/a S - OA C5247 S 3,781 | S 3,781 | Establish [OHA-R13-15-01 (PFP)
1410062 MMS X7006 S 7,438 n/a n/a S - $ (7,438)] Abolish |OHA-R13-15-01 (PFP)
4420328 UA C1482 S 2,931 OA C1484 S 2931 |S - OHA-R13-15-01 (PFP)
6999976 OA Cl1244 S 4,079 n/a n/a S - $ (4,079)] Abolish |OHA-R13-15-01 (PFP)
6999978 OA C5231 S 3,077 OA C5246 S 2,817 | S (260) OHA-R13-15-01 (PFP)
6999979 OA C5231 S 3,077 OA C5246 S 2,817 | S (260) OHA-R13-15-01 (PFP)
6999980 OA C5231 S 2,942 OA C5246 S 2,817 | S (125) OHA-R13-15-01 (PFP)
6999981 OA C0104 S 2,488 OA C0108 S 2,387 | S (101) OHA-R13-15-01 (PFP)
6999984 OA C5231 S 2,817 OA C5246 S 2,817 | S - OHA-R13-15-01 (PFP)
6999987 OA C0211 S 2,702 n/a n/a S - $ (2,702)] Abolish |OHA-R13-15-01 (PFP)
6999988 OA C5231 S 3,077 OA C5246 S 2,817 | S (260) OHA-R13-15-01 (PFP)
6999990 OA C0323 S 3,225 OA C0104 S 2,387 | S (838) OHA-R13-15-01 (PFP)
6999995 OA C0323 S 2,488 OA Cco107 S 2,387 | S (101) OHA-R13-15-01 (PFP)
9005038 MMS X7008 S 9,035 n/a n/a S - $ (9,035)] Abolish |OHA-R13-15-01 (PFP)
9005100 MMS X7006 S 6,134 n/a n/a S - S (6,134)] Abolish [OHA-R13-15-01 (PFP)
9402649 OA C1487 S 6,952 OA C1488 S 6,952 | S - OHA-R13-15-01 (PFP)
61 S 186,005 S 172,489 | S (13,516)
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UPDATED OTHER FUNDS ENDING BALANCES FOR THE 2013-15 & 2015-17 BIENNIA

Agency: OREGON HEALTH AUTHORITY
Contact Person (Name & Phone #): Sara Singer, 503-945-5629

@
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(©)

(d)

(e)

0
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(h)

0] @

Other Fund Constitutional and/or 2013-15 Ending Balance || 2015-17 Ending Balance
Type Program Area (SCR) Treasury Fund #/Name Category/Description Statutory reference In LAB Revised In CSL Revised Comments
Limited 44300-010-40 0401 Other / Cost allocation Statutory Ch. 668 Sec 2(2) 0 0 0 0
Section 118 of HB 2712 (2011 session) repealed ORS 137.309 which
directed that a portion of court fines be deposited in the LEMLA account at The 11-13 Biennium budget reflected a $1.39 ml ending balance for
state treasury. Section 51a directed that all assessments received on or after LEMLA. This ending balance was empty limitation and carried into 13-15
Fund 3402-Treasury account 1383, iLaw Enforcement Medical Liability iJanuary 1, 2012 would be deposited in the Criminal Fine Account at state and added to the 13-15 $1.3 ml ending balance.
Limited 44300-020-01 Grant #424000 Account (LEMLA) treasury. 2,785,416 0 0 0fThe LEMLA empty limitation ending balance was cleared from 15-17 CSL
Section 2, chapter 736, Oregon Laws 2003, as amended, establishes an
Hospital Reimbursement Assessment on hospitals in the State that are non-waivered hospitals. HB In 15-17 GBB MAP has budgeted an anticipated ending balance in
Limited 44300-020-01 Fund 3448, Treasury Account #1385 iAssessment(HRA) 2216 in 2013 0 0 0: 125,000,000|Hospital Reimbursement Assessment
Limited 44300-020-02 PEBB Flex Benefit Admin ORS 243.165 254,971 ol 0 ol
Limited 44300-020-02 PEBB Self Insurance ORS 243.165 111,378,851 ol 0 ol
Limited 44300-020-02 Operations 4430000433 PEBB Operations ORS 243.165 4,093,527 ol 0 ol
Non-Limited 44300-020-03 OEBB Stabilization NL 5,900,000 5,900,000] 7,613,000 7,613,000|[Stabilization fund moved from NL to Ltd. in 15-17 GB
Limited 44300-020-03 4430001387 / OEBB Operating OEBB Operations Senate Bill 426; Section 12 1,496,300 1,496,300 883,545 883,545
1394/TEMPORARY HIGH RISK ||
Limited 020-04 POOL PROGRAM FD Operations/FMIP Program CH 47 OR LAW 2010 SPECIAL SESSION 5,335,515 0 0 OffProgram closed at end of 11-13, runout complete by end of 13-15.
Program closed at end of Dec13, runout complete by end of 13-15.
Treasury fund also contains Reinsurance program, which closes at end
1379/0OREGON MEDICAL of 15-17; currently expected to net to zero biennially, but will update as
Non-Limited 020-04 INSURANCE POOL ACCT Operations/OMIP Program OR LAW 2009 CH 595 1119-1120A, CH 695 S3 27,277,208 0 0 Olladministrative rules and associated timeframes finalized.
1380/FAMILY HEALTH || Fund reflected segregated training and collections revenue, program
Limited 020-04 INSURANCE ASSISTANCE Operations/FHIAP Program Misc. 414.861 0 0 0 Oflclosed at end of Dec13.
Limited 443-020-05-02-00000 0401/General Fund Beer and Wine ORS 471.810 0 of 0 of
Limited 443-020-05-02-00000 {0401/General Fund CFAA/DUII/IDPF ORS 813.270 0 of 0 of
Limited 443-020-05-03-00000 {0401/General Fund CFAA/DUII/IDPF ORS 430.345 0 of 0 of
1382/Problem Gambling Treatment ||
Limited 443-020-05-07-00000 iFund Lottery ORS 413.522 and ORS 461.549 0 0 0 0
1386/CMH Community Housing Trust Fund, Dammasch 95% ||
Limited 443-020-05-01-00000 iFund Proceeds ORS 426.502 and  ORS 426.508 5,726,586 5,726,586 5,726,586 5,726,586([This is a trust account not in AMH ORBITS
Tobacco Tax. AMH will have an ending balance in Tobacco Tax at the
end of 13-15 after the recent revision in Tobacco Tax revenue. It was
Limited 443-020-05-01-00000 i1390/Oregon Health Authority Fund iOther Chapter 595 Oregon Laws 2009 section SECTION 18, SECTION 10 0 0 0 Oflused by CFO to backfill GF in the Governor's Budget.
Of the new one time revenue in 13-15 of $4.8 million, $500K in limitation
was added to 13-15, with the rest expected to be spent in 15-17. At this
480310 CP&HP JPMORGAN point the $500K will also be spent n 15-17 due to delays in contracting.
Limited 443-020-06-00 DAMAGES SETTLEMENT Operations 4,300,000 4,800,000 0 50,000[|A small amount will carryforward into 17-19.
Increased Medical Marijuana Revenue higher than previously projected,
480352 OREGON MEDICAL but IT upgrades expected in 15-17 will likely utilize some of the
Limited 443-020-06-00 MARIJUANA PROGRAM CERTIFI _iOperations 3,000,000 5,000,000 0 3,000,000|carryforward
480354 PRESCRIPTION DRUG || Cyclical revenue needed to carryforward into new biennium to cover
Limited 443-020-06-00 MONITORING Operations ORS 431.962 676,604 704,000 0 50,000(loperating costs
480366 MEDICAL MARIJUANA Carryforward used to cover biennialization of program budget in 13-15 to
Limited 443-020-06-00 DISPENSARY Operations 0 1,300,000 0 300,000}(24 months in 15-17.
Hospitals and large providers donate to fund future improvements and
upgrades on the Alert System. A plan to purchase and move to new
servers and platforms is in development but will likely not happen until
the 15-17 biennium. Estimates are set at $800,000 for this conversation
Limited 443-020-06-00 CFFH-ALERT CONTRIBUTORS Operations 0 949,235 0 149,235([at this time.
Budgeted amounts reflects inadvertent reduction in revenues to match
expenditures in ORBITS; will adjust in future iterations. 'Revised'
columns reflect projected reserve amounts, which cover working capital
needs for operational budgets. Months in excess of standard 3 months
working capital (approx. 7-8 months in 13-15, 4-5 in 15-17, calculated
based on average of actual and projected expenditures) in projected
1502/HEALTH LICENSING OFFICE iOperations/All HLO Board and balances are necessary due to potential for litigation substantially
Limited 020-07 FUND Admin 2013 LAWS CHAP 568 ORS 676.625 48,775 2,881,495 0 2,576,345|impacting operations, as demonstrated repeatedly over the past decade.
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