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Health Care Cost 
Transparency Board Agenda 

Wednesday, March 25, 2026 
2–5 p.m. 

Hybrid Teams and in-person meeting 

Members 

☐ Ryan Moran, Chair ☐ Lois C. Cook ☐ Ingrid Ulrey 

☐ Jane Beyer ☐ Ken Gardner ☐ Kim Wallace 

☐ Emily Brice ☐ Hart Hodges ☐ 

☐ Eileen Cody ☐ Jodi Joyce ☐ 

Time Agenda items Tab Lead 

2:00–2:15 

(15 min) 

Welcome, roll call, and new 

member introductions 

1 Ryan Moran, HCA Director, Cost Board Chair 

2:15–2:20 

(5 min) 

Review of meeting minutes 2 Ross Valore, Board and Commissions Director 

2:20–2:35 
(15 min) 

Public comment 3 Ross Valore, Board and Commissions Director 

2:35–2:50 
(15 min) 

Legislative Update 4 Evan Klein, Special Assistant for Policy & Legislative 
Affairs, HCA 

2:50–3:20 
(30 min) 

Cost Driver Presentation 5 Kathy Temple, Cost Board Senior Data Analyst 
Marty Ross, Cost Board Data Analyst 

3:20–3:40 
(20 min) 

Introduction to Primary Care  6 Judy Zerzan-Thul, Chief Medical Officer, HCA & 
Primary Care Advisory Committee Chair 

3:40–3:45 
(5 min) 

Break 

3:45-3:55 
(10 min) 

Stakeholder Committee Report 
Out 

7 Ross Valore, Board and Commissions Director 

3:55–4:35 

(40 min) 

Market Oversight –Oregon  8 Erica Koscher, Cost Growth Program Manager, Oregon 

Health Authority  
Ross Valore, Board and Commissions Director 

Jennifer Scott, Cost Board Senior Health Policy 
Analyst 

4:35–4:55 

(20 min) 

Market Oversight Discussion 9 Ryan Moran, HCA Director, Cost Board Chair 

4:55–5:00 

(5 min) 

Adjournment Ryan Moran, HCA Director, Cost Board Chair 
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Health Care Cost Transparency Board 
meeting minutes  
January 28, 2026 
Hybrid meeting held on Zoom and in person at the Health Care Authority (HCA) from 2–5 p.m. 

Note: The meeting materials packet and a full recording of this meeting can be found on the 
Commission’s meetings and materials page.  

All votes made during this meeting are highlighted throughout in blue. 

Members present 
Ryan Moran, Chair 

Jane Beyer 
Emily Brice 

Eileen Cody 

Lois C. Cook 

Ken Gardner 
Hart Hodges 

Jodi Joyce 

Ingrid Ulrey (delegate – Leah 

Hole-Marshall)  
Kim Wallace 

Members absent 
None

Call to order 
Director Ryan Moran, Chair, called the meeting of January 28, 2026, of the Health Care Cost Transparency 
Board to order at 2:04 PM. There were enough members for a quorum, so the Cost Board could hold votes. 

Agenda items 
Welcoming remarks 
Ross Valore, Director, Board and Commissions, Health Care Authority (HCA), conducted the roll call.  Sufficient 

members were present to allow a quorum. Board members and the public were able to attend either in person 

or virtually via Zoom.  

Meeting minutes 
The October 23, 2025, meeting minutes were reviewed and approved by unanimous vote of the Board. See Tab 
2: Health Care Cost Transparency Board Meeting Minutes October 23, 2025.  

Public comment 
Ross Valore, Director, Board and Commissions, HCA, called for comments from the public. No written 
comments were received in advance of the January 28, 2026, meeting. The following members of the public 

provided comments: 

https://www.hca.wa.gov/about-hca/who-we-are/universal-health-care/meetings-and-materials
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• Katerina LaMarche, Policy Director at WSHA, commented that it was difficult for remote participants to hear 
in-person meeting attendees. Staff noted they would work to resolve the issue.  

Find full testimonies in the meeting recording (time stamp 11:18). 

2025 Wrap up 
Chair Moran and Valore presented an overview of themes heard at November 18, 2025, public hearing from Cost 
Board members and the public regarding health care affordability. The Cost Board discussed themes from the 
consumer and labor panel, industry panel, and business panel and heard feedback from Cost Board members 

about how these themes could be incorporated into 2026 work.  

Below are time-stamped links to the recording regarding themes heard at the November 18, 2025, public 

hearing.  

• Affordability themes from consumer and labor panel (time stamp 20:27) 

• Affordability themes from business panel (time stamp 24:38) 

• Affordability themes from industry panel (time stamp 25:38) 

Tab 4: 2025 Wrap up  

Find the full presentation and discussion in the meeting recording (time stamp 15:25). 

2026 Kickoff & overview  
Valore presented an overview of planned topics for the Cost Board in 2026. Areas of focus for the Cost Board in 
2026 include market oversight, pharmacy spending growth, and primary care. A roadmap for discussion of 
market oversight, and how advisory committees will engage in these topics, was also discussed.  

Tab 5: 2026 Kickoff & overview 

Find the full presentation and discussion in the meeting recording (time stamp 51:50). 

Cost Board member report outs 
First, Mary Franzen, Coverage Strategies Manager at HCA, provided an overview of the Universal Commission’s 

work in 2025 and the workplan for 2026. Find full Universal Commission update in the meeting recording 

(1:06:40).  

Next, Jane Beyer, Senior Health Policy Analyst at the Office of the Insurance Commissioner, discussed a recent 

report issued by OIC on Private equity in Washington state's health care system and OIC legislative priorities for 
the 2026 legislative session. Find full OIC update in the meeting recording (1:09:28). 

Finally, Leah Hole-Marshall, general counsel and chief strategist at the Washington Health Benefit Exchange, 

provided an update on open enrollment data and policy initiatives HBE implemented with OIC and carrier 
partners to reduce the number of Washingtonians who will lose coverage. Find full HBE update in the meeting 

recording (1:17:03). 

Tab 6: Cost Board member report outs 

Find their full updates in the meeting recording. 

Legislative Updates  
Evan Klein, Special Assistant for Policy and Legislative Affairs at HCA, provided an overview of health care 

affordability related bills in the Washington state legislature.  
 
Find the full presentation and discussion in the meeting recording (time stamp 1:36:23). 

Tab 7: Legislative Update  

https://www.youtube.com/watch?v=Ipe3u6mPXg4
https://youtu.be/Ipe3u6mPXg4?si=PKzQ_bhfDAu5VK0T&t=678
https://youtu.be/Ipe3u6mPXg4?si=SA379pY62FjKVxvW&t=1227
(time%20stamp%2024:38)
https://youtu.be/Ipe3u6mPXg4?si=0lnpvPnZ2mqu4g0L&t=1538
https://www.youtube.com/watch?v=Ipe3u6mPXg4
https://youtu.be/Ipe3u6mPXg4?si=PUrYje-A0hMEdnBF&t=925
https://youtu.be/Ipe3u6mPXg4?si=AnD41UmJOF_5mXCy&t=3107
https://youtu.be/Ipe3u6mPXg4?si=FFPodNTbQjtTkO1v&t=4000
https://youtu.be/Ipe3u6mPXg4?si=FFPodNTbQjtTkO1v&t=4000
https://www.insurance.wa.gov/sites/default/files/2026-01/private-equity-in-wa-health-care-system.pdf
https://youtu.be/Ipe3u6mPXg4?si=ZLVXArH87yxUn48V&t=4168
https://youtu.be/Ipe3u6mPXg4?si=vL0DA3cZk2cmbvzP&t=4623
https://youtu.be/Ipe3u6mPXg4?si=vL0DA3cZk2cmbvzP&t=4623
https://youtu.be/Ipe3u6mPXg4?si=FFPodNTbQjtTkO1v&t=4000
https://youtu.be/Ipe3u6mPXg4?si=WBp5dd6_TOvUoZSb&t=5783
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Market Oversight Presentation  
Jenn Scott, Senior Policy Analyst at HCA, and Valore provided an overview of the first topic the Cost Board will 
review in 2026, market oversight. The presentation reviewed prior recommendations by the Cost Board on 
market oversight topics, data regarding impacts on health care prices due to consolidation, increasing trends of 

consolidation in the health care market, and health care consolidation in Washington. The presentation also 

reviewed the current state of market oversight laws in Washington and what types of health care facilities they 
apply to, as well as how Washington compares to other states related to strength of market oversight laws. 
Finally, the presentation reviewed how consolidation contributes to higher health care prices, with limited 

impact on quality, and how market oversight strategies can address some of these concerns.  

Find the full presentation and discussion in the meeting recording (time stamp 1:51:29). 

Tab 8: Market oversight presentation  

Closing comments and adjournment 
Mich’l Needham, Chief Policy Officer at HCA, adjourned at 4:56 p.m.  

Next meeting 
The next Cost Board meeting will be March 25, 2026, and will be held on Zoom and in person at HCA. 

https://youtu.be/Ipe3u6mPXg4?si=X7aQ9AKXmHmt5Kle&t=6689
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Public comment



Tab 4



Legislative Updates 
Evan Klein, Special Assistant, Legislative & Policy Affairs, HCA 
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Tab 5



Cost Growth Driver Analysis

2017–2024



Building on data workstreams

The performance against the benchmark 
analysis helps us track total health care 
spending and high-level trends over time.

To identify key contributors to spending 
growth, we utilize a cost driver analysis. 
Further analysis of these contributors can 
identify opportunities to reduce spending 
growth.

Examining granular claims data in the WA-
APCD provides information on price, 
utilization, regional trends, demographics, 
etc.

Performance 

against 

benchmark

Total spending 

trends and 

performance 

against the 

benchmark

Data sources:

WA Health Care 

Cost Transparency 

Board data calls

Cost driver 

analysis/cost 

experience

Assessment of 

key drivers of 

spending 

growth.

Data sources:

Washington All 

Payer Claims 

Database

 (WA-APCD)



Performance against the benchmark analysis provides a more comprehensive view of 
overall spending.

Data sources for the performance against the 
benchmark and cost driver analyses

Characteristic of data source

Performance 

against the 

benchmark 
(Data Call)

Cost driver analysis
(APCD)

S
o

u
rc

e
 r

e
p

o
rt

in
g

Reporting coverage: Proportion of WA population captured 92% of population 70% of population

Data availability: Refresh cadence and reporting lag
Annual, submitted after 

1+ year of runout

Quarterly, lags by ~6-9 

months

Self-insured data: Submission from self-insured health carriers. 

*Note: self-insured carriers’ submissions are voluntary to the APCD
X X*

Medicare spending: Medicare spending in data source

*Note: APCD Medicare FFS and Part D data are available through 2022
X X*

S
p

e
n

d
 c

a
te

g
o

ry Non-Claims: Includes non-claims payments, including incentives, direct payments X

Other related costs: Net Cost of Private Health Insurance X

Long term care: Long term care spending in data source 

*Note: some Medicaid long term care spending is not captured
X* X*



Data sources for the performance against the 
benchmark and cost driver analyses

Characteristic of data source

Performance 

against the 

benchmark
(Data Call)

Cost driver analysis
(APCD)

D
a
ta

 e
le

m
e
n

t

Location: Basis of geographic association
Service and residency 

location

Demographics: Populations changes and characteristics (e.g., age, race, ethnicity, etc.)

*some data elements incomplete X* X*

Price/intensity: Allowed amount for service X

Utilization: Volume of services utilized X

Condition: Clinical condition of those seeking care X

Cost driver analysis allows for a more granular view.



Review: Performance against the benchmark 
findings

Statewide spending 
growth was driven by 
service categories 
including:

Non-claims

Prescription drugs

Hospital outpatient

Others specific to market

Spending growth drives 
higher contributions for 
employers as well as 
rising premiums and cost 
sharing for patients

Data source: Cost Board data call

Data source: Data call



Claims Spending PMPM 
from 2017-2024: Cost 
Driver and Performance 
against the Benchmark

6

Overall PMPM trends from cost 
driver and performance against 
the benchmark analyses are 
closely aligned.

Based on the cost driver 
analysis, overall and most 
market PMPMs grew at double-
digit rates, well above the 3.2% 
benchmark in 2024.

Data sources: WA APCD and Performance against the Benchmark data call.  Overall 

excludes Medicare FFS.  Performance against the benchmark data has been restricted to

be as similar as possible to the methodology used in pulling data from the APCD for the 

cost driver analysis. Because of this, growth rates may differ from PAB reporting.



Cost driver analysis allows 
us to go deeper



Key Topics

The Cost Driver Analysis used the WA-APCD to study:
Change in market segment enrollment

Drivers of spending by payer type 
Commercial (Commercial, PEBB/SEBB, Exchange)

Medicaid 

Medicare (Medicare Advantage & FFS)

Spending impacts of utilization vs. price/intensity by service category



Metrics 

Per-Member-Per Month (PMPM) Spending 

Utilization per 1,000 members
Services are measured by:

Count of inpatient discharges for inpatient services

Count of prescription fills (number of claims) for retail pharmacy services

Count of claim headers for all other services

Average allowed amount per service
Stand-in for price but also includes effects of intensity

% Change since measurement began (2017–2024) and most 
recent year available (2023–2024)



Enrollment shifts



APCD Membership, 2023–2024

Between 2023 and 
2024 Medicaid 
enrollment dropped 
by approximately 
120,000 members.

Medicare Advantage 
enrollment increased 
by approximately 
70,000 members.

Data source: WA APCD; Medicare FFS not yet available for 2023-2024



Contributors to Spending 
PMPM Growth



Contributors to PMPM Growth, 2017–2024

Over 2017-2024, overall claims 
spending PMPM grew by 64%, with 
variation by market growth ranging 
from 38% (Medicare Advantage; MA) 
to 58% (commercial).

Overall growth rates are affected by 
shifts in market enrollment.

Across markets, leading contributors 
to growth are retail pharmacy and 
other medical (other claims).

Additionally, outpatient significantly 
contributed to growth in the 
commercial & MA markets while 
inpatient contributed in the 
Medicaid market. 

Data source: WA APCD; Overall excludes Medicare FFS



Contributors to PMPM Growth, 2023–2024

Overall growth from 2023-2024 
was driven by:

Outpatient, other claims and 
inpatient. 

Shifts in market enrollment 

Commercial had large 
contributions to growth from 
outpatient, retail pharmacy, and 
other medical.

Medicaid’s contributors to growth 
were atypical but Medicaid also 
saw a decrease in membership.

Medicare Advantage had large 
contributions to growth from 
outpatient, other medical, and 
inpatient

Data source: WA APCD; Overall excludes Medicare FFS



Drivers of Trend by 
Market



Key service categories

Focus on retail pharmacy, inpatient, outpatient, and other 
medical service categories

What’s in ‘other medical’?
Aligns with ‘claims: other’ from the data call

Services not in other claims categories; may include:
Durable Medical Equipment

Freestanding diagnostic facility services

Hearing aid services

Optical and vision services covered under a comprehensive medical plan

Does not include non-health care services



Cumulative Growth, by Top Spending 
Categories (Commercial, 2017–2024) 

Retail pharmacy 
PMPM and 
average price 
growth 
accelerated 
post-pandemic.

For outpatient 
and other 
medical, 
utilization and 
price per service 
have shown 
similar increases.

Data source: WA APCD



Cumulative Growth, by Top Spending 
Categories (Medicaid, 2017–2024) 

Retail pharmacy 
shows substantial 
increase in price 
per service over 
time.

Inpatient has flat 
price per service 
and increased 
utilization.

Other medical 
PMPM has more 
than doubled 
since 2017.

Data source: WA APCD



Cumulative Growth, by Top Spending 
Categories (Medicare Advantage, 2017–2024) 

Retail pharmacy 
growth is price-
driven.

Prices for 
outpatient and 
other medical 
also increased 
but to a lesser 
extent.

Inpatient price 
and utilization 
are overall flat.

Data source: WA APCD; Excludes Medicare FFS



Cumulative Growth, by Top Spending 
Categories (Exchange Plans, 2017–2024) 

Compared to 
commercial 
overall, retail 
pharmacy price 
has increased 
more steeply 
since 2022.

Outpatient and 
other medical 
look similar to 
commercial 
overall.

Inpatient PMPM is 
flat, compared to 
an increase in 
commercial 
overall.

Data source: WA APCD



Change between 2017 and 2024 by Market 
and Service Category

Looking across 
markets, retail 
pharmacy consistently 
had high PMPM and 
price per service 
growth.

Next section 
quantifies the 
contributions of price 
per service and 
utilization to changes 
in PMPM.

Data source: WA APCD



PMPM Changes due to 
Utilization vs. Price/Intensity



Retail pharmacy PMPM growth drivers: 
utilization or price/intensity?
Retail pharmacy 
increases are 
overwhelmingly 
due to 
price/intensity.

Medicaid and 
Medicare 
Advantage both 
show 1-year 
decreases in 
utilization.

Source: WA APCD; OnPoint data pull and HCA staff calculations.  Utilization is measured by discharges for inpatient services, claim line count for retail pharmacy services, 

and claim header count for other services.

See Appendix methodology slide for a description of the calculation.

Important caveat: This assumes that the only factors that impact PMPM are utilization and price/intensity. 



Inpatient PMPM growth drivers: utilization 
or price/intensity?

Utilization 
contributed more 
to 1-year than 
long-term 
changes

Price/intensity 
drove long-term 
commercial and 
MA market 
changes

Utilization drove 
changes in the 
Medicaid market

Source: WA APCD; OnPoint data pull and HCA staff calculations.  Utilization is measured by discharges for inpatient services, claim line count for retail pharmacy services, 

and claim header count for other services.

See Appendix methodology slide for a description of the calculation.

Important caveat: This assumes that the only factors that impact PMPM are utilization and price/intensity. 



Outpatient PMPM growth drivers: utilization 
or price/intensity?
Price/intensity 
and utilization 
both contribute to 
changes for 
commercial and 
MA. 

Price/intensity 
drove long-term 
Medicaid changes 
but both 
price/intensity 
and utilization 
drove 1-year 
changes.

Source: WA APCD; OnPoint data pull and HCA staff calculations.  Utilization is measured by discharges for inpatient services, claim line count for retail pharmacy services, 

and claim header count for other services.

See Appendix methodology slide for a description of the calculation.

Important caveat: This assumes that the only factors that impact PMPM are utilization and price/intensity. 



Other Medical PMPM growth drivers: 
utilization or price/intensity?

Other medical 
includes a wide 
range of 
services.

Long-term 
changes are 
more 
attributable to 
price/intensity 
while short-term 
ones are more 
attributable to 
utilization.

Source: WA APCD; OnPoint data pull and HCA staff calculations.  Utilization is measured by discharges for inpatient services, claim line count for retail pharmacy services, 

and claim header count for other services.

See Appendix methodology slide for a description of the calculation.

Important caveat: This assumes that the only factors that impact PMPM are utilization and price/intensity. 



For retail pharmacy, PMPM 
changes are overwhelmingly 
driven by price/intensity.

Medicaid has different drivers 
for inpatient and outpatient 
than the other two markets.

Summary – Utilization 
vs. Price/Intensity



Key Takeaways



Key Takeaways: Cost Driver Analysis (2017–
2024)

Across markets, key contributors to growth are outpatient, retail 
pharmacy, and other medical.

Pharmacy growth is heavily price/intensity driven, while other 
categories are split between utilization and price/intensity.



What's next

Addressing board member questions 

Analysis of regional trends and variation as well as patient 
impacts

Focused analysis of primary care spending trends
Presented to Cost Board and Primary Care Advisory Committee



Questions

What aspects of the health care landscape do you expect may 
be contributing to these trends?

What policy issues do these findings suggest we investigate further?

Would a similar deep dive into additional service categories be 
helpful? If so, which are of interest?



Appendix



Data Notes

Self-insured commercial plans are not required to report data to 
WA-APCD

No data is available for the uninsured

Medicare FFS data is available only through 2022 so is excluded 
from some totals

Alternative payments (e.g., capitated payments, pharmacy 
rebates) currently are not reported to the WA-APCD

Long-term care data for Medicaid is not reported to the WA-
APCD



Data Notes – Payer Types

Payer Type Notes

Commercial Limited data from self-insured plans

Medicaid Managed care and FFS included

Medicare Fee-for-

Service (FFS)

Only available through 2022

Medicare Advantage Submitted by commercial plans

WA Health Benefit 

Exchange

Commercial

Dual-eligibles Not broken out separately in this analysis



Data Notes – Service Categories

Category Notes

Hospital inpatient Room and board and ancillary payments for hospital inpatient

Hospital outpatient All hospital types, satellite clinics, and outpatient ED services 

Professional – PCPs Advisory Committee on Primary Care definition of primary care

Professional – Specialty providers Non-PCP physicians

Professional – Other providers Other professionals (e.g., physician assistants (PAs), nurse practitioners (NPs), 

occupational therapists, counselors); community health centers and facility fees 

for freestanding ASCs also included

Long-term care SNFs, hospice, home health, personal care services, etc.

Retail pharmacy Pharmacy claims 

Other All other medical claims dollars 

https://www.hca.wa.gov/about-hca/who-we-are/health-care-cost-transparency/advisory-committee-primary-care


Methodology notes – Utilization and 
Price/Intensity

The change in PMPM attributed to utilization was calculated by 
looking at what the change in PMPM would have been if the average 
allowed amount per service stayed the same and only utilization 
changed.

Remainder of change in PMPM is assumed to be due to changes in 
price and/or intensity of services.

Price (costs increased for same service) and intensity (members 
received more intense, and therefore more costly, services) can’t be 
disentangled using this data set because the aggregated data only 
includes average allowed amount per service at the service category 
level.

Assumes only factors that impact PMPM are utilization and 
price/intensity.



Summary – Utilization vs. Price/Intensity

For retail pharmacy, 
PMPM changes are 
overwhelmingly 
driven by 
price/intensity.

Medicaid has different 
drivers for inpatient 
and outpatient than 
the other two 
markets.

Percentage of 2017-24 change in PMPM due to:

Retail 
Pharmacy Inpatient Outpatient

Other 
Medical

Commercial 96% 114% 57% 53%

Price/Intensity Medicaid 138% 17% 122% 73%

Medicare Advantage 101% 71% 47% 70%

Commercial 4% -14% 43% 47%

Utilization Medicaid -38% 83% -22% 27%

Medicare Advantage -1% 29% 53% 30%
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Primary Care

Health Care Cost Transparency Board

March 25, 2026

• Increasing Primary Care Expenditures 

• Workforce Development



Today’s Objectives:

Overview of Primary Care workplan – PC advisory committee 
meeting tie-in 

Areas of focus: 
1) Increasing Primary Care expenditure

2) Workforce development 

Refresh on these topics (what has been done so far by CB & PCAC) 
and where we left off

Introduce the problems – how does this connect to affordability?

Brief look at other states with PC targets 

Discussion 

Assignments to the PC Advisory Committee



Primary Care Roadmap

March

• Cost Board Meeting

• Workforce development & increase primary care expenditures as levers to reach 12% 

April 

• Primary Care Meeting 

• Policy design & feasibility (what are other states doing?)

May  

• Cost Board Meeting

• National landscape, PMPM spending & utilization data, other state models, gap analysis, narrow in on options to 

address 

July 

• Cost Board Meeting

• Evidence-based data, affordability impact, implementation roadmap (what next?) 



Legislative directive     

In 2022, the Legislature directed the Health Care Cost 
Transparency Board (Cost Board) to

Define and measure primary care spending in Washington

Develop recommendations for achieving Washington’s target of 
increasing primary care expenditures to 12 percent of total health 
care expenditures



Benefits of primary care

Lowers total cost of care

Prevents avoidable hospitalizations

Improves health outcomes

Promotes health equity

Provides an entry point into the health system 

Provides early detection and long-term management of chronic 
conditions



Underinvestment in primary care

Primary care is underfunded throughout the United States 
(3.5–7.6% of spend), despite strong evidence of improved 
outcomes and equity 

Underinvestment drives burnout, shortages, and fragmented 
services, which limits access to primary care

States, payers, and federal agencies are increasing primary care 
payments—but how should health care expenditures be 
reallocated?



Past primary care strategy recommendations



Recommended focus



Topic 1: Increasing primary care expenditures

Implementing High-Quality Primary Care: A Policy Menu for 
States

National Academy for State Health Policy (NASHP), September 2025

1. Make and Keep Primary Care a Top Policy Priority

2. Pay Primary Care More and Differently

3. Make it Easier for People to Access Their Primary Care Clinician

4. Expand and Support the Current and Future Primary Care Workforce

5. Build Provider Capacity to Provide Patient-Centered, Whole Person Care

https://nashp.org/implementing-high-quality-primary-care-a-policy-menu-for-states/
https://nashp.org/implementing-high-quality-primary-care-a-policy-menu-for-states/
https://nashp.org/implementing-high-quality-primary-care-a-policy-menu-for-states/
https://nashp.org/implementing-high-quality-primary-care-a-policy-menu-for-states/


Primary care expenditures by market, 2020-2023 

The Legislature set 
a target of 12% for 
primary care 
spending (claims 
and non-claims)

Data here captures 
only claims-based 
primary care 
spending

The recent update 
to the primary care 
definition yielded a 
drop in both 
spending and 
overall proportion 
of total medical 
expense (TME)

10 Data source: Cost Board data call



Primary care spending compared to other states, 
2022

Differing PC definitions and 
targets contribute to the wide 
spread of PC as a proportion 
of TME

Additionally, not all states 
publish PC for State & all 
markets, so we can compare 
WA with only 3 states

11 Source: Washington HCCTB data call, Oregon Health Authority, 

Connecticut Office of Health Strategy, Massachusetts CHIA

https://www.hca.wa.gov/about-hca/who-we-are/health-care-cost-transparency/call-benchmark-data
https://www.oregon.gov/oha/HPA/ANALYTICS/APAC%20Page%20Docs/2024-PCSR-executive-summary.pdf
https://portal.ct.gov/ohs/services/data-and-reports/publications-and-reports?language=en_US
https://www.chiamass.gov/primary-care-and-behavioral-health-care-pcbh-expenditures


Primary care utilization and price by market, 
2017-2024

Data source: WA APCD; overall excludes Medicare FFS



Primary care utilization and price by market, 
2017-2024

Primary care 
PMPMs in 2024 
were:

$29 for 
Commercial
$18 Medicaid
$41 MA
$27 overall

Average price per 
service in 2024 
was:

$193 
Commercial
$118 Medicaid
$132 MA
$149 overall

Data source: WA APCD; overall excludes Medicare FFS



Examples of efforts in other states   

Oregon’s primary care 

spending target is 12%

California’s primary 

care spending target 

is 15% by 2034

Oklahoma’s primary 

care spending target is 

11%, in conjunction with 

its switch to Medicaid 

managed care

Rhode Island was the 

first state to institute a 

primary care spending 

target, currently at 10%

The Massachusetts Primary Care Task 

Force recommended a target of 15% or 

greater in December 2025.

Delaware required carriers to 

demonstrate in rate filings that at 

least 11.5 percent of total medical 

care will be expended on primary 

care in 2025.

Colorado required 

carriers to increase 

primary care spending 

by 1% in 2022-2023. 

Connecticut’s target is 10% of 

healthcare spending on primary care 

in each of the next five years

Some New 

England states 

jointly developed 

specifications to 

accurately identify 

primary care 

service payments.

States with higher primary care spend often have

- Lower emergency department utilization

- Lower total cost growth



Persistent barriers

Not enough attention on primary care
Specialty and hospital care drive spending growth

Underinvestment in prevention and chronic care management

Access and affordability
Rising premiums and cost-sharing increase out-of-pocket costs for 
patients

Workforce shortages can make primary care inaccessible, especially in 
rural areas

Fragmented payment structures



Increasing spending ratio, not total 
spending

We are not trying to:
 Increase total health care spending

We are trying to:
 Rebalance system investment
 Strengthen preventive systems that address the root causes of illness (social 

determinants of health) rather than just treating symptoms
 Improve access & workforce stability
 Slow reactive care spending growth (emergency, acute, or chronic disease 

management)
 Improve patient affordability



Primary Care & Affordability Framing 

The affordability crisis is not just about prices. It is about:
Where dollars are concentrated

Incentives in the system

Whether investment prevents high-cost care

Increasing primary care expenditures can:
Reduce avoidable acute care utilization

Improve medication management

Reduce duplicative specialty referrals

Stabilize rural access



Topic 2: Workforce Development

Projected primary care shortages nationally

Aging workforce & retirement trends

Burnout and panel size compression, fewer graduates

Growing demand for providers (aging population, chronic 
diseases)

Quiet majorities in the workforce now are women and non-U.S. 
citizens 

Structural barriers and federal changes will cause risks to the workforce 
pipeline 



Primary care utilization in the commercial 
market by county, 2024

Primary care utilization is an 
(imperfect) proxy for access

Services ranged from about 
1.4 services per member in 
Adams County to 2.2 services 
per member in Clallam 
County.

County is county of member residence.

Data Source: WA APCD



Women in the workforce
A historic milestone

50.2% of U.S. residents / fellows are women (2024-2025 academic year)
First time ever women represent the majority of physicians in training 
Up from <10% in the 1970s

Why this matters for primary care
Women are disproportionately represented in: 

Family medicine 
Pediatrics

These are the foundation of primary care 

Retention risks: 
The workforce pipeline is now majority female, but system structures (compensation, scheduling, caregiving support, etc.) 
have not evolved accordingly

23% of women physicians are not working full-time within 6 years of residency (vs. 3.6% 
of men) 

Source: A new quiet majority in medicine raises big questions

 



The workforce pipeline overview: non-U.S. 
Citizens 

19,755 Senior U.S. MD applicants

8,033 Senior U.S. DO applicants

10,021 Non-U.S. IMGs (~22.3%)

4,751 U.S. IMGs (~10.6%)

Key Takeaway: Nearly one-third of the applicant pipeline 
depends on international medical graduates (IMG)

(source: 2024 Match Data )

https://www.nrmp.org/wp-content/uploads/2024/08/Charting_Outcomes_MD_Seniors_2024-2.pdf


“Quiet Majority” in Primary Care

Themes from recent national 
reporting:

Increasing reliance on 
International Medical 
Graduates (IMGs) to fill primary 
care roles
IMGs disproportionately 
practice in:

Rural areas

Underserved communities

Visa constraints = downstream 
access risk



Federal changes & impacts on workforce
J-1 waiver limitations

H-1B cap uncertainty

Reduced flexibility in specialty switching

Processing delays

Risk: Significant reduction of new primary care providers down the road. Especially 

true in underserved WA communities

Geographic maldistribution

Rural and behavioral health intersections

Rural Health Transformation Program (RHTP) – “Grow Your Own” investments in rural primary care workforce

WA Health Corps early findings:

Loan repayment improves recruitment

Retention remains challenging



Discussion questions for the Board 

Increasing primary care expenditures: 

• What outcomes should Washington hope to achieve by increasing 

primary care spending to 12% of total health care expenditures?

• What policy approaches do you think could be most effective in 

increasing investment in primary care in Washington?

• What additional information or data analysis would be most helpful 

for the Board as we begin exploring potential policy options in 

future meetings?



Discussion questions for the Board 

Workforce development: 

What workforce levers can we control at a state level? 
How vulnerable is WA to IMG pipeline disruptions?

What evidence-based strategies are feasible in 1–3 years?
What opportunities exist in WA 

What additional information or data analysis would be most helpful 
for the Board as we begin exploring potential policy options in future 
meetings?



Break



Tab 7



Stakeholder Advisory 
Committee Report Out

From 2.19.26 Stakeholder Advisory 
Committee Meeting 



Cost Board priorities for policy action 
Issue: Increasingly consolidated 
health care market

Issue: Increasing prices & utilization Issue: Primary care/specialty care 
imbalance 

Strategy: Enhance market transparency 
and oversight mechanisms

Ownership transparency

Transaction review

Regulatory

Strategy: Slow spending growth

Transparency

Limit price growth

Understand cost drivers

Strategy: Invest in primary care to 
increase utilization

Understand & monitor current state

Increase reimbursement

Multi-payer alignment





Panelists for Discussion on Market Oversight
Dorothy Teeter - Consumer Advocate 
Katerina LaMarche - Representative of hospitals and hospital systems
Justin Gill - Labor representative from the Washington State Nurses Association
Michele Ritala - Representative of employer purchasers



Panel Questions 
What are your experiences with health care consolidation?
Why is consolidation occurring and what types of strategies 
could address negative impacts associated with consolidation?
What aspects of our health care system are important to 
preserve in the face of consolidation?
What role should the public play in transaction review?

5



Panel Themes – Impacts of Consolidation
Health care consolidation has impacted consumers, employers, and employees

Consumer Impact
Increased cost and prices
Reduced access 
Loss of services (e.g. faith-based organizations) 
Loss of coverage (e.g. Medicaid, contracting process) 
Confusion about policies, more “red tape”, trouble navigating 

Employee Impact
Less influence over policies
Reduced influence on how care is delivered 
Doctors are leaving practices 

Employer Impact
Prices have increased 
Costs going up above the cost of living (8-9%)
Increased employee cost sharing

6



Panel Themes – Role of Consumers and 
Drivers of Consolidation
Washington needs a larger voice for consumers as a 
counterbalancing force to ensure quality patient care remains 
central

Telling their stories, talking about challenges 
Consumers have a say in how money is spent 
Pre-transaction opportunity to submit comments 

Integration and strategic partnerships are occurring due to 
financial issues, and some smaller and rural hospitals would have 
closed without them.

Address drivers of consolidation 

7



Panel Themes – Preserving Key Traits 

Services 
Primary Care
Behavioral Health 
Specialties 
Access to non-faith-based health 
care  

Community health systems
Innovation 
Quality 
Equity
Regional care 

8

Aspects of our health care system that are important to preserve 



Panel Themes – Policy Impacts
Policy Impacts 

More proactive role for state 
Rate setting strategies 
Formal role for consumers 
CPOM legislation is important 
Innovative approaches – PEBB/SEBB 

9



Market Oversight Next Steps
Cost Board 

Market oversight discussed at 3.25 and 5.28 meetings

Data Issues Advisory Committee 
Will address market oversight questions at 6.25 meeting

Cost Board recommendations on Market Oversight will be 
included in Annual Report 

Draft Annual Report reviewed at 10.28 Cost Board meeting
Final Annual Report will be approved at 11.18

10
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Market Oversight

Health Care Cost Transparency Board
March 25, 2026



States pursuing market oversight legislation

From: The Source on Healthcare Price & Competition

https://sourceonhealthcare.org/state-legislative-update/


Washington’s Current Authority
Washington currently has limited authority and data visibility to 
comprehensively monitor health care market activity. 
In contrast, peer states such as California and Oregon have 
developed more robust market oversight frameworks that 
provide greater transparency and policy insight.



Oregon’s Health Care Market Oversight 
(HCMO) Program 

Presentation to 
Washington’s Health Care Cost Transparency Board

March 25, 2026
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Through the Health Care 
Market Oversight (HCMO) 
program, OHA reviews 
proposed heath care 
business deals to make 
sure they support statewide 
goals related to cost, equity, 
access, and quality.

Promote transparency

HCMO aims to..

Support statewide 
priorities

Monitor and study  
impacts
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Why was the HCMO program created?
• The Oregon legislature created the HCMO 

program to regulate and monitor health care 
consolidation and ensure that transactions 
support Oregon’s goals of health equity, 
lower costs, increased access, and better 
care. 

• This legislation was in response to concerns 
raised by unions, patient advocacy groups, 
and other public-interest organizations. 

Concerns:

• Increased health care costs 

• Reduced access to services 
(especially in rural areas) 

• Access to reproductive, gender-
affirming, and end-of-life care 

• Increased private equity ownership 

6
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Oregon has one of the strongest market oversight 
programs in the nation.

The Source on Healthcare Price & Competition, Market Consolidation National Trends

All proposed health care business 
deals that meet criteria must file a 
notice with OHA. 

For each proposed deal, OHA 
may:

• Approve

• Approve with conditions

• Disapprove Several states have proposed or pending 2026 
market oversight legislature not captured here.

https://sourceonhealthcare.org/market-consolidation/
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Why health care market oversight matters
Affordability 

• When health care companies combine, 
prices generally increase (due to 
increased market power) 

• Some transactions may result in cost 
savings for companies, but they aren’t 
necessarily passed on to patients 

• Price increases impact the broader 
economy through lower wages and 
fewer jobs 

Access, Quality, Equity 

• Consolidation may impact access to 
care or lead to worse quality 

• Consolidation may worsen health 
inequities

8

*references available on final slide
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Guiding Principles: when reviewing material change 
transactions, OHA shall…  
• Focus on improving the health of people living 

in Oregon 

• Focus on maintaining and improving access 
to equitable care and working towards OHA’s 
2030 goal to eliminate health inequities 

• Ground analyses in:
• the impact to health equity 

• the impact to equitable access to care, specifically 
essential services 

• the impact to health care quality and costs to 
consumers, patients, employers, and other 
purchasers

• Focus on ensuring entities’ accountability to 
the community 

• Meaningfully engage the public in a robust 
and transparent process. 

• Use resources wisely and ensure the 
sustainability of the program.

• Collaborate with DCBS, DOJ, and other 
state agency programs as applicable.

9
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What transactions are subject to review? 
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HCMO applies to transactions involving health 
care entities. 
This includes entities that: 

 Provide health care, like hospitals, doctor’s and dentist’s offices, 
health plans, and medical groups.

Help administer health care, like pharmacy benefit managers and 
management services organizations. 

Control a health care company, like private equity firms.

https://www.oregon.gov/oha/HPA/HP/HCMOPageDocs/HCMO-Entities-Subject-to-Review.pdf 

https://www.oregon.gov/oha/HPA/HP/HCMOPageDocs/HCMO-Entities-Subject-to-Review.pdf
https://www.oregon.gov/oha/HPA/HP/HCMOPageDocs/HCMO-Entities-Subject-to-Review.pdf
https://www.oregon.gov/oha/HPA/HP/HCMOPageDocs/HCMO-Entities-Subject-to-Review.pdf
https://www.oregon.gov/oha/HPA/HP/HCMOPageDocs/HCMO-Entities-Subject-to-Review.pdf
https://www.oregon.gov/oha/HPA/HP/HCMOPageDocs/HCMO-Entities-Subject-to-Review.pdf
https://www.oregon.gov/oha/HPA/HP/HCMOPageDocs/HCMO-Entities-Subject-to-Review.pdf
https://www.oregon.gov/oha/HPA/HP/HCMOPageDocs/HCMO-Entities-Subject-to-Review.pdf
https://www.oregon.gov/oha/HPA/HP/HCMOPageDocs/HCMO-Entities-Subject-to-Review.pdf
https://www.oregon.gov/oha/HPA/HP/HCMOPageDocs/HCMO-Entities-Subject-to-Review.pdf
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Is it covered?Is it material?

Does one entity 
have at least $25 
mil in revenue?

Does another 
entity have at 

least $10 mil in 
revenue?

Merger, acquisition, or corporate affiliation?

New partnership, joint venture, accountable 
care organization, parent organization, or 
management services organization that will: 
1) eliminate or significantly reduce essential 

services,
2) consolidate or combine providers of 

essential services when contracting 
payment rates with payers, or

3) consolidate or combine insurers when 
establishing health benefit premiums

Submit notice
Yes

Yes

No to all

OR

New contract, clinical affiliation, or 
contracting affiliation that will eliminate or 
significantly reduce essential services?

OR

Notice is not required

Notice is not 
required

No

There are two questions to determine if a 
transaction is subject to HCMO review. 
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OHA may exempt a transaction from review if …

• There is an emergency situation, 
including but not limited to a public 
health emergency, which immediately 
threatens health care services; and

• The transaction is urgently needed to 
protect the interest of consumers and 
to preserve the solvency of an entity 

ORS 415.501(8)(a) and OAR 409-070-0022

OHA has granted one emergency 
exemption since HCMO began. 
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The HCMO review process 
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HCMO review process

15

Prior to filing a notice, entities may request a pre-filing conference, technical assistance, or file an optional 
determination process to receive a formal decision about whether review is required.
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During reviews, HCMO looks at how a proposed 
transaction could affect:

Health care costs Access to care

Quality of care Health equity

Reviews are guided by the framework adopted by the Oregon Health Policy Board and the HCMO Analytic Framework.

Market consolidation 

https://www.oregon.gov/oha/HPA/HP/HCMOPageDocs/Final_OHPB_Framework_for_HCMO_10.7.21.pdf
https://www.oregon.gov/oha/HPA/HP/HCMOPageDocs/OHA-HCMO-Analytic-Framework-FINAL.pdf
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HCMO conducts preliminary reviews on all transactions; 
if warranted, some move to comprehensive review.

Preliminary Review Comprehensive Review
What is it? Initial analysis of potential 

impacts
Deeper analysis of potential 
impacts

Outcome Approved, approved with 
conditions, or requires 
comprehensive review

Approved, approved with 
conditions, or disapproved

https://www.oregon.gov/oha/HPA/HP/HCMOPageDocs/HCMO-Criteria-for-Comprehensive-Review.pdf
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HCMO has specific criteria for approving a 
proposed transaction following preliminary review. 

• The transaction is in the interest of 
consumers and is urgently needed to 
maintain the solvency of an entity 

• The transaction is unlikely to 
substantially reduce access to 
affordable health care in Oregon 

• The transaction is likely to meet the 
criteria set forth in OAR 409-070-
0060

• The transaction is not likely to 
substantially alter the delivery of 
health care in Oregon

• Comprehensive review of the 
transaction is not warranted given 
the size and effects of the 
transaction

See OAR 409-070-0055 (2).
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HCMO has specific criteria for approving a proposed 
transaction following comprehensive review.

A. There is no substantial likelihood 
that the transaction would:

• Have material anti-competitive 
effects;

• Be contrary to law;
• Jeopardize the financial stability 

of a health care entity involved in 
the transaction; or

• Otherwise be hazardous or 
prejudicial to consumers or the 
public

and B. The transaction will benefit the public 
good and communities by:
• Reducing the growth in patient costs 

or maintaining sustainable cost 
growth;

• Increasing access to services in 
medically underserved areas; or

• Rectifying historical and contemporary 
factors contributing to a lack of health 
equity or access to services.

or
C. The transaction will improve health 

outcomes for residents of this state.

See OAR 409-070-0060 (5).
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For each transaction HCMO is reviewing… 

Notice of proposed transactions and all public facing 
materials are posted online.Transparency

HCMO sends out a GovDelivery and other 
communications to the public about new transaction 
reviews and opportunity for public comment / 
engagement.

Public Notice

HCMO accepts public comment for each proposed 
transaction and incorporates in the review. All public 
comments are posted online.

Public Comment
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During comprehensive reviews, HCMO may 
also hold some combination of the following:

Additional venue for public comments; may be focused on 
hearing from specific groups (e.g., patients, providers, 
within a geographic region) 

Listening 
Session(s)

Community members who might be affected by a 
proposed transaction share their experience and 
concerns. CRB makes a recommendation to HCMO. 

Community Review 
Board

Community Review Boards may opt to convene a public 
hearing to share information about the transaction and 
hear from both the entities and the public.

Public Hearing(s)
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What informs OHA’s decision? 

Public comment 

Community Review Board 
recommendation 

(if applicable)

OHA’s decision to 
approve, approve 
with conditions, or 

disapprove the 
proposed 

transaction

Information from the entities 
(may be confidential)

Publicly available data 
sources, reports, analysis

Agency data, analysis, subject 
matter expertise

Analysis conducted by outside 
advisors (if applicable)
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What are the outcomes of HCMO reviews?

Approved
When a transaction is approved, the entities can proceed with the transaction in 
Oregon as planned. OHA conducts one, two, and five-year follow up reviews after 
the transaction closes.

Approved with 
conditions

When a transaction is approved with conditions, the transaction can proceed in 
Oregon but must meet certain conditions set by OHA. OHA conducts one, two and 
five-year follow up reviews after the transaction closes and monitors for 
compliance with the imposed conditions.

Withdrawn The entities call off their proposed transaction and withdraw their transaction from 
HCMO review.

Disapproved The transaction cannot proceed as proposed in Oregon.

23



24

Approval with conditions 
• OHA does not impose conditions on all transactions – only when 

warranted to protect access, quality, equity, and cost. 

• Conditions are designed to address any concerns or potential 
impacts of a transaction identified during the review. 

• As of March 9, 2026, OHA has imposed conditions on 14 
transactions (following preliminary review). 

24
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What kinds of conditions can OHA place?

25

Example Conditions Purpose
Requiring entities to continue to serve Medicaid and Medicare 
patients. 

Ensuring equitable access 
to care.

Ensuring robust financial assistance remains available to patients. Maintaining financial 
protections for patients.

Restricting entities from using additional market power that they 
may gain from a transaction in their contracting negotiations.

Containing health care 
costs

Ensuring providers retain clinical decision-making authority. Ensuring quality of care

Restricting entities from closing facilities or stopping certain 
services.

Maintaining access to care

Restricting entities from imposing non-compete clauses that restrict 
physicians and employees from practicing in the same area if they 
wish to quit.

Maintaining access to care
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How does OHA monitor compliance?
 OHA frequently requires entities to submit 

annual reports on what happens after the 
transaction closes, which may include 
reporting on metrics (for example, staffing 
levels) as well as their compliance with any 
approval conditions.

 During the one, two, and five-year follow-up 
reviews, OHA gathers information and 
conducts analyses to verify that the entities 
are meeting any conditions.

What happens if an entity is out 
of compliance? 

If OHA finds that an entity is not 
complying with an approval 
condition, OHA can pursue a range 
of legal options that may include, 
but are not limited to, civil penalties 
and injunctions. 

26
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HCMO conducts follow-up reviews 1, 2, and 5 
years after the transaction closes

Compliance with 
approval 

conditions
Cost and cost 
growth trends

Impact on cost 
growth target

Compliance with 
commitments 
included in the 

notice

Impact on 
access

Impact on 
quality Impact on equity

HCMO looks at: what has happened since the transaction closed?
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HCMO reviews to-date
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Increasing numbers of submissions

29

As of March 9, 2026
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Since HCMO launched in 
March 2022

As of March 9, 2026 HCMO also receives and has optional Determinations (not shown) 

58
transactions

56 preliminary 
reviews begun

44 preliminary 
reviews 

completed

24 approved 

14 approved with 
conditions

6 moved to 
comprehensive 

review

2 comprehensive 
reviews in 
process

4 transactions 
withdrawn

10 preliminary 
reviews in 
progress

3 transactions 
withdrawn

1 emergency 
exemption 

granted

1 exempted from 
review

1 emergency 
exemption 

denied
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Since HCMO launched in March 2022…

31
As of March 9, 2025
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2025 & 2026 
Trends in Oregon

Trends in consolidation

32

Past HCMO transactions have 
involved a range of industries: 

Ambulatory Surgery Centers

048 The Oregon Clinic – Northwest 
Gastroenterology Clinic *- In progress 

061 Asante - Surgery Center of Southern 
Oregon- In progress

063 AmSurg - Ascension -In progress

*Both entities operate ASCs, but their 
business is not solely focused on ASCs

Digital Health

047 Dispatch-Medically home- Approved

050 Act II-VaxCare- Approved

057 Better Life Health-Thirty Madison- 
Approved

Home Health & Hospice

043 Providence-Compassus- In progress

044 Willamette Valley Hospice-Chapters-
Approved with conditions

068 Brighton Hospice – Court Square 
Capital Partners - In progress

OHA also resumed its previously 
suspended review of 014 United Health 
Group-Amedisys after the federal antitrust 
lawsuit reached a settlement.  

16 with hospice or home health

11 with hospitals or health systems

14 with private equity firms

10 with insurance companies

10 with pharmacies or PBMs

8 with provider groups

https://www.oregon.gov/oha/HPA/HP/Pages/048-TOC-NWGI.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/048-TOC-NWGI.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/048-TOC-NWGI.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/048-TOC-NWGI.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/061-Asante-SCSO.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/061-Asante-SCSO.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/061-Asante-SCSO.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/061-Asante-SCSO.aspx
https://about.ascension.org/news/2025/06/ascension-enters-into-an-agreement-to-acquire-amsurg
https://about.ascension.org/news/2025/06/ascension-enters-into-an-agreement-to-acquire-amsurg
https://about.ascension.org/news/2025/06/ascension-enters-into-an-agreement-to-acquire-amsurg
https://about.ascension.org/news/2025/06/ascension-enters-into-an-agreement-to-acquire-amsurg
https://www.oregon.gov/oha/HPA/HP/Pages/047-DispatchHealth-MedicallyHome.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/047-DispatchHealth-MedicallyHome.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/047-DispatchHealth-MedicallyHome.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/050-ActII-VaxCare.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/050-ActII-VaxCare.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/050-ActII-VaxCare.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/057-betterlife-thirtymadison.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/057-betterlife-thirtymadison.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/057-betterlife-thirtymadison.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/043-Providence-Compassus.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/043-Providence-Compassus.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/043-Providence-Compassus.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/044-WVH-Chapters.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/044-WVH-Chapters.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/044-WVH-Chapters.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/068-Brighton-Courtsquare.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/068-Brighton-Courtsquare.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/068-Brighton-Courtsquare.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/068-Brighton-Courtsquare.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/014-United-Amedisys.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/014-United-Amedisys.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/014-United-Amedisys.aspx
https://www.oregon.gov/oha/HPA/HP/Pages/014-United-Amedisys.aspx
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Final thoughts
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Program structure
• The HCMO program is part of the Oregon Health Authority, the state agency responsible for the 

Oregon Health Plan (Medicaid), public health services, the Oregon State Hospital, and advancing 
state health policy. 

• Benefits: in house access to lots of data (e.g., All Payer Claims data), analysts, other subject 
matter experts

• Challenges: being a regulatory program in an agency that has multiple relationships with entities in 
other capacities (e.g., managed Medicaid contracting)

• Staffing: ~11 team members, including some partial FTEs; growing to accommodate increasing 
numbers of transactions

• OR is required to review and issue determination for every transaction, which requires significant 
resources

• Recommendation: consider a model that does not require review of every transaction (e.g., MA 
and CA)

34
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Funding
• HCMO is not currently funded by the legislature; directed to be fee funded. 

• OHA is directed to collect fees that are proportionate to the size of the parties to the transaction 
and sufficient to reimburse the costs of administering the HCMO program. 

• Recent rulemaking process focused on updating the fee schedule to accurately capture the true 
costs of the program. Initial fee schedule was set low due to unknowns around required resources 
and number of transactions.

• Recommendation: propose funding by the legislature

35
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Reflections 4 years in…
• What’s Worked Well

• Increased market transparency 
• Use of conditions to protect access, quality, and potential price impacts 
• In-house expertise and development of robust analysis
• Ability to utilize outside subject matter experts 
• Strong public engagement (e.g., public comment, listening sessions, public transaction materials 

available on website) 

• Challenges
• Centralized information on existing health care market

- Potential solution: Massachusetts’ Registration of Provider Organizations program
• Delays in cost data reporting and lack of centralized cost information for certain sectors
• Assumption by the public that HCMO has broader authority than it does and looking to HCMO to step in 

when there is no authority

36
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For More Information 
HCMO Website
www.Oregon.gov/HCMO 

Contact Us
hcmo.info@oha.Oregon.gov 

HCMO’s 2025 Annual Report 
provides additional detail on all 

topics covered here. 

http://www.oregon.gov/HCMO
mailto:hcmo.info@oha.Oregon.gov
https://www.oregon.gov/oha/HPA/HP/HCMOPageDocs/2025-HCMO-Annual-Report.pdf
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Market Oversight Discussion

Health Care Cost Transparency Board
March 25, 2026



Question 1 – Oregon's Market Oversight 

From: The Source on Healthcare Price & Competition

Which policies have successfully improved affordability and 
competition?

Have there been any unintended consequences because of 
market oversight activities?

How does Oregon measure success in market oversight?

Others?

https://sourceonhealthcare.org/state-legislative-update/


Question 2 – Stakeholder Comm. Feedback
What steps should Washington take to address 
feedback identified by the stakeholder panel?

Price increases caused by consolidation on consumers, employees, and 
employers are negative.
Recognize financial necessity of consolidation for some facilities and 
practices.
Consumers seek a larger voice to ensure quality remains central when 
transactions are considered.
Maintain core aspects of current system (e.g., primary care).



Question 3 – Next Steps
What additional market oversight questions would you like 
addressed in a future meeting?



Thank you for joining us.
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