








 

    

                                                                                                                                                 
xxxii Bazelon Center for Mental Health Law. “Integration of Mental Health in the Public Health System.” 
Op. cit. 
xxxiii Calkins, R. P. Presentation to the Medicaid Advisory Committee. February 25, 2009. 
xxxiv Calkins, R. P., op. cit. 
xxxv Felitti, V et al. The Relationship of Adverse Childhood Experiences to Adult Health: Turning Gold into 
Lead. Kaiser Permanente Medical Program, 2002. 
xxxvi Moore, T. Bridging the Gap:  Detox to Treatment Service Engagement. Addictions Recovery Mentor 
Program.  January 2001. 
xxxvii Mauer, B. Behavioral Health/Primary Care Integration and the Person-Centered Healthcare Home, op. 
cit. 
xxxviii Bodenheimer, T et al. Patient Self-Management of Chronic Disease in Primary Care.  Journal of the 
American Medical Association, November 2002.   
xxxix Bodenheimer, T., op. cit.  
xl Calkins, R. P., op. cit. 
xli Skryha, V and Tyrer, S. Oregon Real Choice Housing Fund:  A Report on a Demonstration Project 
Assisting Mental Health Consumers to Obtain and Maintain Integrated Community Housing.  DHS Office 
of Mental Health and Addiction Services, June 2006. 
xlii Oregon Department of Human Services. Community Living Options:  Building Housing, Homes and 
Communities.  March 2007. Available: http://egov.oregon.gov/DHS/mentalhealth/housing/comm-living-
options-workshop.ppt 
xliii For more information see www.oxfordhomes.org. 
xliv Oregon Department of Human Services, op. cit. 
xlv Bond, G et al. Implementing Supported Employment as an Evidence-Based Practice. Psychiatric 
Services, March 2001.   
xlvi For more information see http://apps.state.or.us/cf1/EligManual/EMnlFrame.htm?Page+ID=03-toc 
xlvii MH/SA Risk/Complexity data from the California Primary Care, Mental Health & Substance Use 
Services Integration Policy Initiative. Presentation to Oregon Behavioral Health System Stakeholders by 
Dale Jarvis and Barbara Mauer, May 28, 2009.  
xlviii Four Quadrant Model from Mauer, B. Behavioral Health/Primary Care Integration and the Person-
Centered Healthcare Home, op cit. 

Office for Oregon Health Policy and Research 32



June 2009 DMAP UpdatePage 1 of 7

Medicaid Management Information System Implementation
Background
The Medicaid Management Information System (MMIS) is the computerized claims processing and 
information retrieval system for the Oregon Health Plan (OHP). All states operate an MMIS to support 
Medicaid business functions and maintain information in such areas as provider enrollment; client 
eligibility, including third party liability; benefit package maintenance; managed care enrollment; claims 
processing; and prior authorization.

DHS contracted with Electronic Data Systems (EDS) to replace the old, out-of-date system with a new 
MMIS certified by the Centers for Medicare and Medicaid Services (CMS). The new system, activated on 
December 9, 2008, uses current technology allowing DHS staff to easily access, update, and analyze 
data. DHS now is able to keep pace with changes in claims volume, program/policy, technology and 
more.

All the basic, core functions of the new MMIS are operational; however, as with the implementation 
of any large, new computer system, the new MMIS has defects and is experiencing difficulties. DHS is 
expending considerable resources and working closely with EDS to resolve the remaining defects.

In accordance with the contingency plan put in place before activation, DMAP is issuing transitional 
payments to those providers so requesting who have not received payment as a result of an MMIS error. 
The emergency reimbursements ensure minimal financial hardship is placed on affected providers.

To find training dates and other information on the new MMIS, visit www.oregon.gov/DHS/mmis.

Update

•	 DMAP began system testing for the “daily” client coverage letters during the week of 
June 1. With the initial mailing for existing clients complete, the “daily” coverage letters 
inform new clients and those with enrollment changes of their benefit package and other 
enrollment information. DMAP expects to begin mailing the “daily” coverage letters by 
the end of the month.

•	 DMAP is working closely with managed care plans and fee-for-service providers to address 
any outstanding issues resulting from system errors that caused clients to be erroneously 
dissenrolled from managed care. DMAP is also working with providers to reimburse 
clients who may have incurred unnecessary out-of-pocket costs as a result of these same 
system errors.

•	 Significant progress has been made in resolving problems with nursing facility payments. 
The data errors and system defects causing delayed payments are nearing resolution, and 
the number of successfully paid nursing home claims increases on a weekly basis. 

Division of Medical Assistance Programs
June 2009 Update

www.oregon.gov/dhs/mmis
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•	 DMAP staff continue to provide excellent customer service to both clients and providers. 
Since the new MMIS was activated in December 2008, the Client Services Unit has 
logged more than 225,000 calls, an average of 37,500 calls per month, compared to an 
average of 4,000 calls per month before. The Provider Services Unit has logged almost 
72,000 calls since activation, for an average of 12,000 calls per month, up from a previous 
average of 8,000 calls per month.

•	 More and more providers are using the Provider Web Portal as a valuable tool for serving 
OHP clients. So far, more than 23,000 providers and their staff have set up Web portal 
accounts. Since the new functions became available on March 1, providers have used 
the Web portal to submit almost 82,000 claims and request more than 3,000 prior 
authorizations.

Budget Update
Background
With the downturn in the economy, the revenue supporting government services is decreasing, while at 
the same time, the need for these services is increasing. A difficult budget cycle is expected for the next 
biennium, with a number of reductions for DHS. The Legislature faces some very difficult decisions, such 
as possible cuts to programs and services, tax increases and use of the “rainy day” fund.

Update
In May, the Ways & Means Committee released the Co-Chairs’ 2009-2011 Recommended 
Budget. The budget includes many of the reductions submitted in the 30 percent reduction 
options DHS presented to the Legislature in March. The reductions affecting DMAP are 
listed below.

•	 Implement efficiencies:
Obtain additional drug rebate funds��
Reduce the administrative budget��
Enforce the preferred plan drug list (PDL)��
Add mental health drugs to the voluntary PDL��
Create a durable medical equipment sole source contract��
Expand electronic communication��
Improve third party liability identification and recovery��

•	 Reduce benefits:
Limit dental services for non-pregnant adults��
Limit vision services for non-pregnant adults��

•	 Reduce populations	
The Co-Chairs’ budget does not include any of the reduction options that would have reduced 
the number of clients receiving medical benefits.



June 2009 DMAP UpdatePage 3 of 7

•	 Reduce reimbursement rates for providers:
Reduce the hospital component of managed care capitation rates (affects hospitals ��
with 50 or more beds)
Take steps to reduce the expenditure trend for the 2009-2011 biennium in payments ��
to Federally Qualified Health Centers and Rural Health Clinics
Reduce capitation rates for managed care organizations��
Eliminate cost-of-living adjustments for fee-for-service providers��

Visit http://www.leg.state.or.us/budget/home.htm to read the entire Co-Chairs’ Recommended 
Budget. The Legislature will consider it while drafting the final state budget later this month. 
The actual impact on OHP will not be known until the Legislative process is complete.

The Ways & Means Committee has passed the preliminary 2009-2011 budget for DHS and 
sent it to the House and Senate floors.

Oregon Legislation
Background
While in session, the DMAP Special Projects Unit monitors the Oregon Legislature and any bills that may 
impact the division. DMAP is currently tracking four bills that would have a significant impact. They are 
listed below.

Update
Two momentous bills were approved by both the House and the Senate the week of June 8, 
HB 2009 and HB 2116. The Governor is expected to sign both pieces of legislation into law.

•	 HB 2009 establishes the Oregon Health Authority (OHA) and the Oregon Health 
Insurance Exchange. Over the course of two years, the OHA would assume authority 
over the health services and health insurance functions of DHS and the Department 
of Consumer and Business Services. In addition, the OHA would be tasked with the 
additional duty of implementing a program for integrated health homes (IHH).

 •	 HB 2116 creates new taxes on authorized health insurers, including Medicaid managed 
care plans, and establishes new provider taxes on hospitals. The existing provider taxes, 
which generate revenue for OHP Standard, will expire in Oregon Statute on October 1, 
2009. 

	 HB 2116 will generate enough revenue to expand health care coverage to 80,000 more 
children through a new program called Healthy Kids (see Healthy Kids Outreach for more 
details). The bill also expands the enrollment period from six to 12 months for all OHP 
children.

	 In addition to children, HB 2116 will provide funding to expand the OHP Standard 
program to a monthly average of 60,000 low-income adults by the end of the 2009-2011 
biennium. DMAP staff are meeting with stakeholders to develop strategies for reopening 
OHP Standard and anticipate enrollment to begin later this year.
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•	 The Ways & Means Committee is planning to amend HB 2126 to include a provision to 
enforce the Plan Drug List (PDL) for physical health drugs. In addition, mental health 
drugs will be added to a voluntary PDL. The PDL is a list of prescriptions determined to 
be the most effective drugs at the best available price in a class of drugs. At this time, the 
PDL serves only as a suggestion for health care providers, and use of listed prescriptions is 
not mandatory. Correspondingly, one of DMAP’s Transformation Initiatives, designed to 
improve efficiency and reduce costs, is to enforce use of the PDL for physical health drugs. 

Healthy Kids Outreach
Background
HB 2116, recently passed by the Legislature, contains funding to provide medical coverage for 80,000 
children by the end of the 2009-2011 biennium. DMAP has already begun planning for the immediate 
work that will begin on July 1, should the bill be signed into law. 

Update

•	 DMAP has established two committees to facilitate the implementation of Healthy 
Kids. The first Multicultural Stakeholder meeting took place on June 10, and the first 
Healthy Kids Outreach Advisory Committee, which addresses marketing, outreach, and 
enrollment strategies, was held on June 15. The next Outreach Advisory Committee 
meeting is scheduled for June 24, with monthly meetings to follow through the first year 
of Healthy Kids implementation. Staff have also been meeting with key legislators to 
discuss outreach within their districts.

•	 DMAP is preparing two new programs designed to reach as many of the 116,000 Oregon 
children without health insurance as possible. 

The Application Assistance Program provides reimbursements to community ��
organizations for outreach and for helping clients who need assistance completing the 
application form and obtaining necessary documentation. 
The Outreach and Enrollment Grants Program provides outreach funding for groups ��
and organizations to target minorities and hard-to-reach populations.

Transformation Initiative
Background
DHS launched the Transformation Initiative in December 2007 in order to improve efficiency and 
effectiveness throughout the department. The initiative is designed to enable DHS to continue providing 
quality services in a time when demand is outpacing revenue. For more information on the DHS 
Transformation Initiative, visit http://www.dhs.state.or.us/tools/transformation/index.html.

DMAP has identified several transformation initiatives for the division that will result in cost savings and/or 
increased efficiency. Each initiative is in varying stages of development depending on the scope of the 
project.
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Update

•	 The Electronic Communication Initiative is now in effect. As of June 1, DMAP is no 
longer mailing provider communications. All provider communications are now delivered 
electronically using eSubscribe, an internet subscription service. To eSubcribe for provider 
announcements, go to www.oregon.gov/DHS/healthplan/notices_providers/main.shtml and click 
the envelope icon at the top of the page. It’s quick, easy and secure.

•	 The goal of the Medicaid Information Technology Architecture (MITA) Planning 
Initiative is to improve administration of the Medicaid program by fostering integrated 
business and information technology. In May, the Centers for Medicare and Medicaid 
Services (CMS) approved the initiative’s Pre-Advanced Planning Document (PAPD) and 
agreed to provide federal matching funds for the project. Staff are currently developing a 
request for proposal (RFP) to select a project manager. 

•	 Enforcement of the PDL was included in the Co-Chairs 2009-2011 Recommended 
Budget. The DMAP Pharmacy Team is currently working with EDS Technical and Design 
Staff to assess the technical and professional needs of an enforceable PDL upon legislative 
approval. Staff anticipate having a design and implementation agreement in place later 
this summer with a product ready for testing by November 1, 2008, and implementation 
on January 1, 2010.

Oregon Health Study
Background
The OHP Standard Reservation list provided a unique opportunity for health researchers to study the 
impact of health care coverage. Under normal circumstances, it would be considered unethical to 
restrict access to health care coverage for one group of people to conduct a study. However, the 
random selection of names from the reservation list created two large, trackable groups of people 
where the only difference was health care coverage. DMAP’s Analysis and Research and Education Unit 
is collaborating with internationally renowned research organizations and scholars, including Joseph 
Newhouse, father of the landmark RAND health study, to participate in what is hoped to be another 
ground-breaking study in the field of health insurance.

Key players in the study include Harvard, MIT, Portland State University, Providence Health System’s Center 
for Outcomes Research and Education (CORE), and the Oregon Health Research and Evaluation 
Collaborative (OHREC). The study, coordinated by RHW Sloan,  is being conducted at no cost to the 
state, with funding provided by the Centers for Medicare and Medicaid Services (CMS). 

For more information on the Oregon Health Study, visit http://oregonhealthstudy.org/en/home.php.

Update

•	 The DMAP Analysis and Research Unit maintains a vital role in the study, such as 
obtaining CMS approval, creating the evaluation design and gathering the data, as well 
as contributing to the research, quality oversight, data integrity, ethics, partnerships, 
and research and evaluation questions. As the study progresses, staff will also coauthor 
publications and share in presenting the findings of the study.
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•	 Most of the field work (e.g. taking health histories, entering data, and tracking) is being 
performed by contractors.

•	 The majority of the survey work is complete, and the study is entering into the 
second phase where researchers will evaluate the health of two groups and compile the 
administrative data.

•	 The research team expects the study to take approximately three years. In addition 
to fulfilling the requirements for CMS, the results will demonstrate the value and 
benefit of providing access to health care coverage to people who are not eligible for 
traditional Medicaid programs. The Oregon Health Plan will be the first to show how 
the modifications made through waiver approvals of federal Medicaid regulations allow 
Oregon to provide higher-quality care to more people, without costing more.

State Health Quality Improvement Plan
Background
The Oregon Health Policy Commission (OHPC) chartered the State Health Quality Improvement Team to 
create a targeted action plan for aligning state agency efforts to improve health quality. The goal is to 
develop a higher-performing health care delivery system in Oregon by helping state agencies capitalize 
on their resources and influence to purchase health care wisely, reduce fragmentation and motivate 
innovations.

Update

•	 The State Health Quality Improvement Team has been actively working to create a State 
Agency Health Quality Action Plan. The overarching goals of the action plan are to use 
state purchasing power, oversight, and partnership opportunities to move Oregon toward:   

Drastically reduced chronic disease, obesity, and tobacco use among Oregonians 1.	
through prevention in the community and medical settings.
A health system in which all Oregonians have access to an integrated health home 2.	
(IHH), with a focus on primary care, prevention, and chronic disease management.
A health care delivery system in Oregon that is the safest in the country.3.	

	 A fourth goal of the State Agency Action Plan is to support the above work by establishing 
an agreed upon set of metrics in order to drive quality improvement and evaluate the 
impact of quality efforts.  

•	 HB 2009 would create an Oregon Health Authority (OHA) to serve as a forum for 
supporting and aligning quality efforts statewide. If the bill is signed into law, it is likely 
that the OHA would assume oversight over the action plan going forward.
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Health Record Bank of Oregon
Background
When the Health Record Bank of Oregon (HRBO) begins operation in January 2010, it will provide 
a secure repository for current medical records for OHP clients. Clients may view their records and 
authorize physicians, hospitals and other health care providers to view them as well. Access to more 
complete medical information will enhance providers’ ability to make informed decisions regarding 
care of OHP clients, improve health outcomes and reduce the cost of unnecessary care. For more 
information, visit the HRBO Web site at www.oregon.gov/DHS/hrb-oregon.

Update

•	 In response to the request for proposal (RFP), five proposals received by the due date of 
May 11 qualified for evaluation. A review panel of five experts is scoring the proposals, 
and panel members will meet soon to make their recommendations. If more than one 
competitive proposal emerges from the evaluation, a “best and final offer” process will be 
used to select a vendor and contract negotiations will begin. A contract for the HRBO is 
likely to be executed in mid-July.

•	 While the selection process is underway, staff and project consultants are planning for the 
evaluation of the project, preparing privacy, security and other policy materials for the 
operation of the HRBO and exploring opportunities for its future financial sustainability. 

•	 The start date for the HRBO remains January 1, 2010.



FACT SHEET 
HB 2116: Expanding Health Care Coverage for Oregon’s  
Children and Low-Income Adults 
 
With unemployment at more than 12 percent, the already urgent need to expand health 
care coverage to the growing number of uninsured Oregonians has become even more 
critical.  HB 2116A provides the funding to build on existing state health programs and to 
expand health care coverage to all children and more low-income adults. 
 
These revenues can leverage significant federal matching funds to fuel the state’s 
economy while reducing Oregon’s uninsured by one third. This is the first, best step 
recommended by the Oregon Health Fund Board towards expanding access to health care 
coverage to all Oregonians. 
 
Children 

• Provides access to comprehensive health care coverage for uninsured Oregon 
children up to age 19, including physical, dental, vision and mental health care 

• Offers options for families at all income levels, including a state-sponsored 
insurance option 

• Builds on existing programs – supporting infrastructure is already in place 
• Removes barriers to coverage 
• Reaches out to children in under-served communities and multicultural groups 

 
Low-income adults 

• Covers uninsured, low-income adults who do not otherwise qualify for traditional 
Medicaid programs (i.e. children, pregnant women, people with disabilities and 
people age 65 or older) 

• Provides limited coverage, including medical, emergency dental, mental health, 
prescription drug and chemical dependency services 

• Restructures and renews provider taxes to replace those that sunset October 1, 
2009 

• Limits the number of individuals enrolled by the available revenue generated from 
provider taxes 

 
Funding—Shared Costs 
Funding for this expansion of health insurance coverage is shared between the federal 
government and matching funds from clients, employers, health insurers and large 
hospitals. 

May 2008 



Affordable health care for all children 
 

Annual income for a FAMILY of
% FPL Where they 

get coverage 

Estimated 
additional 
children 
covered 

FOUR 
(2 adults, 2 
children) 

TWO 
(1 adult, 1 

child) 

Up to 200%FPL OHP Plus or 
FHIAP 65,000 Less than 

$42,400 
Less than 
$28,000 

200% up to 
250% FPL 

FHIAP or  
Private product 6,000 $42,400 to 

$53,000 
$28,000 to 

$35,000 
250% up to 
300% FPL 

FHIAP or  
Private product 4,000 $53,000 to 

$63,600 
$35,000 to 

$42,000 
300% FPL  

and up Private product 5,000 $63,600  
and above 

$42,000  
and above 

 
Affordable options 
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