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Transformation Area 1: Integration of Care
Developing and implementing a health care delivery model that integrates mental health and physical health care and addictions
and dental health, when Dental Services are included. This plan must specifically address the needs of individuals with severe
and persistent mental illness.
Benchmark 1.1

How Benchmark will be measured (Baseline to
July 31, 2017)

Milestone(s) to be achieved as of July 31, 2016

Benchmark to be achieved as of July 31, 2017
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Dental Medical Integration for Diabetics
The Dental Medical Integration for Diabetics pilot is a collaboration between the four
contracted dental plans (Advantage Dental, Capitol Dental Care, ODS, and Willamette Dental
Group) targeting the diabetic population to 1) improve the coordination between medical
and dental homes and 2) provide the tools and education needed about the correlation
between oral health and diabetes.
The goals of the pilot are to:
•
Improve the oral health of diabetic patients
•
Improve A1C levels
•
Increase coordination between medical and dental providers
Counts of:
•
Identified diabetic patients asked dental screening questions
•
Identified diabetic patient receiving referrals from their Patient Centered Primary
Care Home (PCPCH) to Primary Care Dental Provider
•
Patients receiving prophylactic and periodontics treatment
•
Identified diabetic patient receiving referrals from their Primary Care Dental Provider
to their Patient Centered Primary Care Home (PCPCH)
•
Pre/Post A1C measures
•
Identify diabetic patients in the participating PCPCHs
•
Establish mechanisms for screening and care coordination between PCPCHs and
Primary Care Dental Provider
•
Establish a data collection mechanism and test the data collection plan
Use pilot data to demonstrate improved health care and oral health of diabetic patients
through:
•
Increase from baseline of dental care utilization originating from the PCPCH
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Lower A1C levels in identified diabetic patients receiving prophylactic or periodontics
treatment as result of PCPCH referral
•
Increased referrals from medical providers to dental providers from baseline, and
vice versa
•
Greater than 50% of identified diabetic patients visiting a participating PCPCH for an
appointment receive an oral health screen and follow up instructions
•
Evaluate expansion of dental integration through 1) newly identified target
populations, 2) increasing newly participating PCPCH clinics, and/or 3) other
innovative strategies
Mental and Behavioral Health Integration
IHN-CCO has approved funding for several pilots that are integrating Mental and Behavioral
Health into the Patient Centered Primary Care Home (PCPCH) specifically addressing the
needs of individuals with severe and persistent mental illness.
These include:
1
•
Behavioral Health in the PCPCH Pilot
2
•
Licensed Clinical Social Worker in the PCPCH Pilot
3
•
Primary Care Psychiatric Consultation Pilot
4
•
Child Psychiatry Capacity Pilot
Pilots will provide data, success, barriers, lessons learned, cost-effectiveness, and best
practices for integrating Mental Health providers into PCPCHs.
•

Benchmark 1.2

How Benchmark will be measured (Baseline to
July 31, 2017)

Behavioral Health in the PCPCH Pilot
•
Assessment of mental health morbidity using industry standard assessment tools
•
Tracking access to care from time of referral to first clinical encounter/consult
Licensed Clinical Social Worker in the PCPCH Pilot
•
Pre/Post measures of depression, anxiety, and social function (PHQ-9, GAD-7, and SF
12, respectively)
•
Chart reviews, mental health class attendance, physician education participation
Primary Care Psychiatric Consultation Pilot
•
Pre/Post measures of depression, anxiety, and social function (PHQ-9, GAD-7, and SF
12, respectively)
Child Psychiatry Capacity Pilot
•
Monitoring and measurement of time for follow up visits, and transferring care back
to the PCPCH.
•
Total caseload
•
Caseload turnover
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Milestone(s) to be achieved as of July 31, 2016

Benchmark to be achieved as of July 31, 2017

All pilots
•
Aggregate analysis of successes, barriers, and lessons learned
2
•
Develop, market, and implement low barrier, free of cost psychoeducational skills
training classes for PCPCH members
2
•
Hold provider education presentations
•
Quarterly reports collected
•
Completion of Evaluation Reports
1, 2
•
Decrease time between referral and access for Mental Health services
•
Increase Mental Health Assessments within the PCPCH setting
•
Utilization of Mental Health services in the PCPCH setting
•
Identify best practices for Mental Health integration in the PCPCH setting

Transformation Area 2: PCPCH
Continuing implementation and development of Patient-Centered Primary Care Homes (PCPCH).
Benchmark 2.1

How Benchmark will be measured (Baseline to
July 31, 2017)

Medical Home Readiness Pilot
During 2015 – 2016, expert assistance is provided to participating practices to aid in the
transformation and documentation necessary to become a recognized PCPCH.
•
Certification of clinics as PCPCHs
•
Current baseline is 58.6% (41 clinics are Tier 2 or 3 out of 70 total contracted clinics)

Milestone(s) to be achieved as of July 31, 2016

Pilot submits PCPCH application during Q3, 2016

Benchmark to be achieved as of July 31, 2017

Increase in the number of IHN-CCO members that are served in PCP clinics that are PCPCH
certified from 86% to 90%, by Q3, 2017 (from 41 to 52 clinics).
Pediatric Medical Home Pilot
Integrates high quality cost effective health care services, develops and provides ongoing
management of care plans for pediatric members with chronic conditions, and includes care
coordination from many different holistic care approaches.
•
Quality metrics
•
Identification and monitoring of Care Plans for members identified as high risk
•
Tracking and comparison of appropriate use of service metrics after Care Plan model
implementation
•
Risk stratification of patients is completed
o Care coordination services by RN Care Coordinator
•
MOUs established with community providers

Benchmark 2.2

How Benchmark will be measured (Baseline to
July 31, 2017)
Milestone(s) to be achieved as of July 31, 2016
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Pharmacy services with agreement to provide medication management
services for risk level 3 and level 4 patients. Pharmacist will spend time on
site at clinic
o Mental health services providing mental health specialist on site and
psychiatric consults on site
o Care coordination services by RN Care Coordinator
•
100% of Level 3 patients are seen every 6 months
•
100% of Level 4 patients are seen every 3 months
Establishment of newly developed Interdisciplinary Care Team (ICT) composed of
pediatricians, mental health, pharmacy, care coordinator and a nutritionist.
•
ICT team meets regularly to evaluate processes, documentation, care plans, and
successful care coordination and reports progress quarterly
•
Clinic meets requirements and obtains 3 Star PCPCH Designation
o

Benchmark to be achieved as of July 31, 2017

Transformation Area 3: Alternative Payment Methodologies
Implementing consistent Alternative Payment Methodologies that align payment with health outcomes.
Benchmark 3.1

How Benchmark will be measured (Baseline to
July 31, 2017)
Milestone(s) to be achieved as of July 31, 2016
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Alternative Payment Methodologies – Development of a Patient Centered Primary Care
Home (PCPCH) risk-based Per Member Per Month (PMPM) Capitation Model
Implement a sustainable and successful risk-based PMPM capitation model that pays
appropriately for patient risks and provider performance, builds capacity, and supports the
infrastructural foundation of the Primary Care Medical Team approach to care. Clinics will be
incentivized to implement strategies to support the clinic’s Transformation efforts (examples
may include offering expanded access to patients, adding additional resources that
contribute to a robust care team).

This risk based PMPM capitation will be built upon throughout 2015 to establish sustainable
and replicable risk based PMPM capitation models that enables a shared risk model. This
will lead to evaluating the addition of a Pay For Performance (PFP) type payment.
Monthly reporting on financial performance, three access to care metrics, three quality of
care metrics, and six utilization metrics identified from a specific PCPCH baseline established
from previous year.
Development of a unified CCO risk-stratification model that incorporates health status
information and shared risk to improve precision and accuracy of the PMPM calculation and
incentives PCPCH transformational efforts.
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Benchmark to be achieved as of July 31, 2017

Benchmark 3.2

How Benchmark will be measured (Baseline to
July 31, 2017)
Milestone(s) to be achieved as of July 31, 2016

Comparison of risk stratified model against baseline and first iteration of PMPM
capitation
•
Evaluate the APM pilot from 2015 to determine whether pilot should spread to
additional clinics
Alternative Payment Methodologies for Community Partners
IHN-CCO will develop a model for integrating data, infrastructure, protocol, policies, care
models and methods for payment into the Patient Centered Primary Care Home (PCPCH) risk
based capitation model. Community service partners provide preventative and support
services that achieve better health outcomes but have not been part of the traditional feefor-service model.
•

This work is collaboration between IHN-CCO, community service providers, and PCPCH’s, and
builds on the work of four pilots. These include:
•
Community Health Worker Pilot
•
Teen Wraparound and Emergency Shelter Pilot
•
Child Abuse Prevention and Early Intervention Pilot
•
School/Neighborhood Navigator Pilot
These pilots have unique goals and outcomes, but share a common theme of utilizing
Community Health Workers and other professionals to provide types of wraparound
services. There is a need for an alternative payment methodology that provides an avenue to
sustain and expand these services for IHN-CCO members.
•
Pilots have established metrics for their own success based on the goals of the pilot
•
Quarterly reports on metrics
•
Final Evaluation Reports
•

•
•

Benchmark to be achieved as of July 31, 2017

•

•
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Assessment of types of services provided by pilot community service partners that
support healthcare outcomes but haven’t been part of traditional IHN-CCO pay per
service model for which could be included in the PCPCH PMPM capitation models
Analyze cost reports from pilots to determine amounts to integrate into risk based
PMPM capitation models
Development of protocols, policies, and methods of payment for services
Development, evaluation, and dissemination of a study of IHN-CCO member service
utilization, service sustainability and cost-effectiveness of services not traditionally
part of the fee-for-service model
Proposal, if applicable for moving services into the risk based PMPM capitation
model
IHN-CCO 2015-2017 Transformation Plan

Transformation Area 4: Community Health Assessment and Community Health Improvement Plan
Preparing a strategy for developing Contractor’s Community Health Assessment and adopting an annual Community Health
Improvement Plan consistent with ORS 414.627.
Benchmark 4.1

How Benchmark will be measured (Baseline to
July 31, 2017)
Milestone(s) to be achieved as of July 31, 2016

Benchmark to be achieved as of July 31, 2017

IHN-CCO Community Health Improvement Plan (CHIP)
CHIP will be used by the CCO to help inform and influence transformational pilot projects
and CCO priority areas.
•
Assessment of pilot projects to determine focus on CHIP Health Impact Areas
•
Pre/Post survey of Community Advisory Council members to determine their
knowledge of how the CHIP is used to influence the work of the CCO and transform
health care
•
Gap areas in current transformation pilot projects are identified and inform future
focus areas and projects
•
Process created and implemented to use the CHIP when evaluating potential grants
and other new external funding opportunities
•
Survey tool developed and baseline data collected from CAC members
•
Final survey scheduled for completion
•
Transformation pilots each address one or more of the four CHIP Health Impact
Areas
•
External funding pursued aligns with one or more CHIP Health Impact Areas
•
CAC members report an increased knowledge of how the CHIP is being used to
transform health care

Transformation Area 5: EHR, HIE and Meaningful Use
Develop a plan for encouraging Electronic Health Records, Health Information Exchange, and meaningful use.
Benchmark 5.1

How Benchmark will be measured (Baseline to
July 31, 2017)
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Regional Health Information Collaborative (RHIC)
IHN-CCO has been successful in its initial efforts to implement an RHIC that utilizes
information technology to improve the clinical quality, safety and cost-effectiveness of care
provided for our members.
The continuous development of the RHIC is to support efficient and effective patient care
with the delivery of consolidated health information at the point of care.
The following metrics are proposed for evaluating the milestones and aims of the RHIC
project. Metrics support the objectives of adoption and exchange of health information.
•
Increase site visits (use) month over month
o Clinics
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•

•
•
•

Milestone(s) to be achieved as of July 31, 2016

•

•
•

Benchmark to be achieved as of July 31, 2017

•
•
•
•

o Individual Health Care Providers
o Care Coordinators
Increase frequency of repeat users month over month
o Clinics
o Individual Health Care Providers
o Care Coordinators
Increase Individual members/patients inquired upon month over month
Decrease duplicate lab or test results
Count page visits on existing labs, count if new labs are ordered
Evaluation of opportunities to expand RHIC to include and provide training to
additional traditional and non-traditional providers who contribute to the data
repository as well as inquire upon the data to promote the health and well-being of
their patients/clients through the services they provide
Increase the value of RHIC by enhancing the dataset and adoptability
The RHIC data is used to improve care coordination at a collaborative level
RHIC to be expanded to a minimum of 10 partner sites utilizing the Care Team Link
viewer for patient care
RHIC to be expanded to include 3 new data sources
Care Team Link use will be 20% greater in Q2 2017 as compared to Q2 2016
New labs ordered will be less than 50% of labs inquired upon when the last lab was
no older than 30 days of the date of inquiry

Transformation Area 6: Communications, Outreach and Member Engagement
Assuring communications, outreach, Member engagement, and services are tailored to cultural, health literacy, and linguistic
needs.
Benchmark 6.1

How Benchmark will be measured (Baseline to
July 31, 2017)
Milestone(s) to be achieved as of July 31, 2016
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Communication and Engagement Strategies
IHN-CCO uses web-based strategies to support communication and engagement with IHNCCO members, stakeholders and community partners.
•
Measurements are developed based on input from workgroup, IHN-CCO members,
community partners and consultants
•
Evaluation of current web-based communications, gaps and needs identified
•
Workgroup formed to provide input and oversight
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•

Benchmark to be achieved as of July 31, 2017
Benchmark 6.2
How Benchmark will be measured (Baseline to
July 31, 2017)

Milestone(s) to be achieved as of July 31, 2016

Benchmark to be achieved as of July 31, 2017

•

IHN-CCO launches a stand-alone website
Website improves communication and engagement and is considered a valuable tool

Cultural Health Literacy and Linguistic Needs of Members
IHN-CCO increases its use of health literate communications to support a member’s ability to
obtain, process and understand information communicated on its website.
Establish baseline measurement by assessment of IHN-CCO website pages and linked
documents:
•
Plain language/reading level
•
Federal Section 508 requirements for accessibility
•
Available in both English and Spanish versions
•
Evaluation of current web-based communications, gaps and needs identified
•
Workgroup formed to provide input and oversight
•
IHN-CCO launches a stand-alone website
•
100% of all IHN-CCO website pages will be at a maximum of a 6th grade reading level
•
Transformation reports will be available in both English and Spanish versions
•
100% of all IHN-CCO linked documents will meet Federal Section 508 requirements
for accessibility
•
100% of IHN-CCO website pages will meet Federal Section 508 requirements for
accessibility
•
100% of all linked documents for the website will be at a maximum of a 6th grade
reading level, or a summary document at a maximum of a 6th grade reading level will
be provided
•
30% increase from baseline of Spanish version documents

Transformation Area 7: Meeting the Culturally Diverse Needs of Members
Assuring that the culturally diverse needs of Members are met (cultural competence training, provider composition reflects
Member diversity, Certified Traditional Health Workers and Traditional Health Workers composition reflects Member diversity).
Benchmark 7.1
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Trauma Informed
While trauma cuts across class and race, low-income children, youth and their families and
children, youth and families of color disproportionately experience trauma. From the 2013
BRFSS data, we know that people who lived in poverty experience at least one more Adverse
Childhood Experience (ACE) than the rest of the population and half of those who lived in
poverty reported experiencing 3 or more, making them at very high risk for poor health
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outcomes throughout life.

How Benchmark will be measured (Baseline to
July 31, 2017)

Milestone(s) to be achieved as of July 31, 2016

Benchmark to be achieved as of July 31, 2017

To ensure organizational capacity and support for a trauma-informed health care delivery
system, IHN-CCO staff will be provided the foundation for a basic understanding of the
psychological, neurological, biological, and social impact that trauma and violence have on
many of the individuals we serve.
•
Establish a baseline by collecting data on how many IHN-CCO staff have attended an
ACE’s or Trauma-Informed training
•
100% of IHN-CCO staff participate in ACE’s or Trauma-Informed training
•
IHN-CCO staff that receive ACE’s or Trauma-Informed training report an increased
knowledge of how adverse childhood experiences impact the lives and health of IHNCCO members (pre and post training survey)
•
A Trauma-Informed Organizational Self-Assessment tool is used
•
ACE’s or Trauma-Informed trainings identified
•
Training platform and schedule developed
•
Pre and post training survey created
•
Trauma-Informed Organizational Self-Assessment tool identified
•
ACE’s or Trauma-Informed trainings provided to IHN-CCO staff
•
Trauma-Informed Organizational Self-Assessment completed
•
IHN-CCO staff recognizes trauma response behaviors, triggers, early warning signs
and crisis responses. IHN-CCO staff is trauma informed
•
IHN-CCO identifies organizational actions and opportunities to promote safety,
sensitivity, resilience, and respect in our relationships with our community partners
and CCO members

Transformation Area 8: Eliminating racial, ethnic and linguistic disparities
Developing a quality improvement plan focused on eliminating racial, ethnic and linguistic disparities in access, quality of care,
experience of care, and outcomes.
Benchmark 8.1
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Coordination and collaboration among IHN-CCO and its community partners to reduce
disparities in access and ensure culturally sensitive support services to achieve better health
outcomes. Three IHN-CCO pilots utilizing Community Health Workers/Traditional Health
Workers include:
1
•
Community Health Worker Pilot
2
•
School Neighborhood Navigator Pilot
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How Benchmark will be measured (Baseline to
July 31, 2017)
Milestone(s) to be achieved as of July 31, 2016

Benchmark to be achieved as of July 31, 2017
Benchmark 8.2

How Benchmark will be measured (Baseline to
July 31, 2017)
Milestone(s) to be achieved as of July 31, 2016

Benchmark to be achieved as of July 31, 2017

Page 10 of 10

3

Child Abuse Prevention and Early Intervention Pilot
Pilots will provide data, successes, barriers, lessons learned, cost-effectiveness, and best
practices for using CHWs/THWs to provide support services for better health outcomes.
•
Community partner participation in APM and THW Workgroups
•
Quarterly Reports and Final Evaluation Reports
1
•
Development of “Hub” model for hiring, training, and supervising CHWs for
placement in IHN-CCO PCPCH settings
1,3
•
Increase number of OHA registered CHWs/THWs providing care coordination and
self-management services
2,3
•
Develop targeted outreach, coordination, and support services offered by school
based bilingual and bicultural Traditional Health Workers
Completed pilot evaluation provides important information for program replication and
expansion as well as best practices for reducing/eliminating disparities in healthcare access,
quality, experience and outcomes.
Health Disparities Workgroup
Identify areas of health disparities and develop a strategic plan to address these disparities.
Support work that addresses meeting the culturally diverse needs of IHN-CCO members and
eliminating racial, ethnic, and linguistic disparities.
•
Disparities identified using a variety of data collection tools available
•
Measurements are developed based on input from workgroup, IHN-CCO members,
and community partners
•
Workgroup meets on a regular basis
•
Disparities identified may be based on diagnosis, CCO metrics, health outcomes
and/or other measures decided upon
•
Root causes for disparities identified
•
Strategic plan implemented to address disparities
•
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