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Oregon Health Authority
500 Summer Street NE, E35
Salem, OR 97301

Dear Ms. Hittle:

The Centers for Medicare & Medicaid Services (CMS) is approving Oregon’s amendment to its
section 1115(a) demonstration titled “Oregon Health Plan” (Project Number 11-W-00415/10).
The state originally submitted this request as an amendment to the “Oregon Health Plan
Substance Use Disorder 1115 Demonstration” (Project Number 11-W-00362/10). To better align
the populations served in the demonstration with services requested, this amendment will be
incorporated in the Oregon Health Plan demonstration and will be effective as of the date of this
letter.

Approval of this amendment will enable beneficiaries ages 19 through 64 with incomes above
133 and up to and including 200 percent of the federal poverty level (FPL) to maintain Medicaid
coverage following the expiration of the continuous enrollment provision in Families First
Coronavirus Response Act (FFCRA) if the beneficiary is currently enrolled in Medicaid.

We have determined that this amendment is likely to assist in promoting the objectives of
Medicaid as it will continue to provide access to Medicaid services to certain beneficiaries at risk
of losing coverage and will provide coverage until transition into the state’s Basic Health
Program (BHP) or other state coverage option is available.

CMS’s approval of this section 1115(a) demonstration amendment is subject to the limitations
specified in the attached waiver and expenditure authorities, special terms and conditions (STC),
and any supplemental attachments defining the nature, character, and extent of federal
involvement in this demonstration project. The state may deviate from Medicaid state plan
requirements only to the extent those requirements have been specifically listed as not applicable
under the demonstration.

Request Not Being Approved at this Time
Oregon’s amendment application also included a request to establish a new, permanent eligibility

group for populations that are currently exempt or excluded from mandatory enrollment in a
Coordinated Care Organizations (CCO) who would otherwise be eligible for enrollment in a
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BHP regardless of current Medicaid status. CMS will continue discussions with the state, and is
not approving this portion of the request at this time.

Budget Neutrality

This demonstration amendment is projected to be budget neutral to the federal government. As
described in the SMDL #18-011, all expenditures incurred under this amendment will be treated
as pass-through, or “hypothetical.” In other words, the state may claim federal financial
participation (FFP) for the services allowable under the demonstration amendment, but it may
not accrue “savings” in the event that spending is less than projected/allowable. However, FFP
provided under section 1115(a)(2) in any excess spending/overages must be returned to CMS.

Under section 1115(a) demonstrations, states can test innovative approaches to operating their
Medicaid programs if CMS determines that the demonstration is likely to assist in promoting the
objectives of the Medicaid statute. CMS has long required, as a condition of demonstration
approval, that demonstrations be “budget neutral,” meaning the federal costs of the state’s
Medicaid program with the demonstration cannot exceed what the federal government’s
Medicaid costs in that state likely would have been without the demonstration. In requiring
demonstrations to be budget neutral, CMS is constantly striving to achieve a balance between its
interest in preserving the fiscal integrity of the Medicaid program and its interest in facilitating
state innovation through section 1115 approvals. In practice, budget neutrality generally means
that the total computable (i.e., both state and federal) costs for approved demonstration
expenditures are limited to a certain amount for the demonstration approval period. This limit is
called the budget neutrality expenditure limit and is based on a projection of the Medicaid
expenditures that could have occurred absent the demonstration (the “without waiver” (WOW)
costs).

The state projects that the total aggregate expenditures will be budget neutral and that
approximately 55,000 beneficiaries will be impacted by the demonstration amendment.

Monitoring and Evaluation

Consistent with CMS requirements for section 1115 demonstrations, and as described in the
OHP demonstration STCs, the state is required to conduct systematic monitoring and robust
evaluation of the demonstration’s various programs. These activities now must also appropriately
accommodate the population covered through this amendment after the end of the FFCRA
continuous enrollment requirement. Based on program participation criteria, all relevant
monitoring and evaluation STCs apply for the amendment population, with an overarching goal
of assessing the effects of the demonstration on expanding coverage and access to care and
improving health outcomes overall as well as among key subpopulations of Medicaid
beneficiaries.

Consideration of Public Comments

To increase the transparency of demonstration projects, sections 1 1 15(d)(1) and (2) of Social
Security Act (the Act) direct the Secretary to issue regulations providing for two periods of
public comment on a state's application for a section 1115 demonstration that would result in an
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impact on eligibility, enrollment, benefits, cost-sharing, or financing. The first comment period
occurs at the state level before submission of the section 1115 application, and the second
comment period occurs at the federal level after the application is received by the Secretary.

Section 1115(d)(2)(A) and (C) of the Act specifies that comment periods should be “sufficient to
ensure a meaningful level of public input,”, but the statute imposed no additional requirement on
the states or the Secretary to provide an individualized response to address those comments, as
might otherwise be required under a general rulemaking. Accordingly, the implementing
regulations issued in 2012 provide that CMS will review and consider all comments received by
the deadline, but will not provide individualized written responses to public comments.

CMS held its federal comment period from November 30, 2022 through, December 29, 2022,
and received five comments. All five comments were in support of the amendment, though one
expressed opposition to the state establishing a BHP, claiming that its establishment would be
detrimental to exchange premiums, provider rates and Marketplace enrollment. The impact on
the Marketplace of maintaining Medicaid coverage for the population covered in this demo is
expected to be minimal. CMS looks forward to having continued discussions with the state about
how to mitigate impacts to its Marketplace if the state establishes a full BHP.

After carefully reviewing the public comments submitted during the federal comment period,
CMS has concluded that the demonstration is likely to assist in promoting the objectives of
Medicaid. The award is subject to CMS receiving written acceptance of this award within 15
days of the date of this approval letter. Your project officer is Felicia Pailen. Ms. Pailen is
available to answer any questions concerning implementation of the state’s section 1115(a)
demonstration amendment and her contact information is as follows:

Centers for Medicare & Medicaid Services
Center for Medicaid and CHIP Services
Mail Stop: S2-25-26

7500 Security Boulevard

Baltimore, Maryland 21244-1850

Email: Felicia.Pailen@cms.hhs.gov

We look forward to our continued partnership on the Oregon Health Plan demonstration. If you
have any questions regarding this approval, please contact Ms. Mehreen H. Rashid, Acting
Director, State Demonstrations Group, Center for Medicaid and CHIP Services, at (410) 786-
9686.

Sincerely,

J 2

Daniel Tsai
Deputy Administrator and Director


mailto:Felicia.Pailen@cms.hhs.gov
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Enclosures
cc: Nikki Lemmon, State Monitoring Lead, Medicaid and CHIP Operations Group



CENTERS FOR MEDICARE & MEDICAID SERVICES

WAIVER AUTHORITY
NUMBER: 11-W-00415/10
TITLE: Oregon Health Plan (OHP)
AWARDEE: Oregon Health Authority

Under the authority of section 1115(a)(1) of the Social Security Act (the Act), the following
waivers shall enable Oregon to implement the Oregon Health Plan (OHP) Demonstration
beginning on October 1, 2022 and are limited to the extent necessary to achieve the objectives
below. These waivers may only be implemented in accordance with the approved Special Terms
and Conditions (STCs) set forth in the accompanying document.

All requirements of the Medicaid program and the Children’s Health Insurance Program (CHIP)
expressed in law, regulation, and policy statement, not expressly waived in this list or identified
as not applicable in the accompanying expenditure authority and/or the approved STCs, shall
apply to the demonstration from the approval date, through September 30, 2027, unless
otherwise specified.

Title XIX and XXI Waiver Authority/Not Applicable

Statewideness/Uniformity Section 1902(a)(1)
42 CFR 431.50

To enable the state to provide benefits through contracts with managed care plans that operate
only in certain geographical areas of the state. (Applies to all Medicaid state plan and CHIP
populations listed in Attachment C.)

To enable the state to cover Health-Related Social Needs (HRSN) services on a geographically
limited, county-by-county basis during the phase in process through December 31, 2024.

Amount, Duration, and Scope of Services Section 1902(a)(10)(A)
1902(a)(10)(B)

1902(a)(17)

42 CFR 440.230-250

To enable the state to offer different benefits for individuals whose eligibility is determined
based on modified adjusted gross income (MAGI) (other than children under age 21, Youth with
Special Health Care Needs, pregnant individuals, and individuals enrolled in the Alternative
Benefits Plan) which are consistent with a Prioritized List of Health Services, as defined in STC
4.2.d, subject to certain exceptions for protected benefits. This authority will expire January 1,
2027.

Oregon Health Plan
Demonstration Approval Period: October 1, 2022 through September 30, 2027
Amended: April 20, 2023 Page 1



Amount, Duration, and Scope of Services and Comparability Section 1902(a)(10)(B)
1902(a)(17)

To the extent necessary to allow the state to offer the HRSN services as described in STC 9.

To the extent necessary to enable the state to provide HRSN services based on service delivery
systems that are not otherwise available to all beneficiaries in the same eligibility group during
the phase in process through December 31, 2024.

Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) Section 1902(a)(10)(A)
1902(a)(43)(C)

To allow the state to restrict coverage for treatment services identified during an EPSDT
screening for individuals above age 1 to the extent that such services are not consistent with a
Prioritized List of Health Services, as defined in STC 4.2.d, through December 31, 2022.
(Applies to all Medicaid state plan populations, except population 23.)

Freedom of Choice Section 1902(a)(23)(A)
42 CFR 431.51

To enable the state to restrict freedom-of-choice of provider by offering benefits only through
managed care plans (and other insurers) in a manner not authorized by section 1932 of the Act
because beneficiaries may not have a choice of managed care plans. This does not authorize
restricting freedom of choice of family planning providers. (Applies to all Medicaid state plan
and CHIP populations listed in Attachment C.)

Managed Care Plan Enrollment Section 1902(a)(4)
as implemented in
42 CFR 438.56(c) and 438.52

To enable managed care entities to permit enrollees eligible through Medicaid or the CHIP state
plan, a period of only 30 days after enrollment to disenroll without cause, instead of 90 days,
except beneficiaries newly entering a managed delivery system. All beneficiaries newly entering
a managed delivery system receive 90 days to disenroll. Medicaid and CHIP beneficiaries newly
entering a managed delivery system are individuals who have never had Coordinated Care
Organization-enrollable Oregon Health Plan eligibility. (Applies to all Medicaid state plan and
CHIP populations listed in Attachment C.)

To the extent necessary to permit the state to enter into contracts with a single prepaid
ambulatory health plan (PAHP) for the delivery of dental services, including preventive care,
restoration of fillings, and repair of dentures, through Dental Care Organization in accordance
with 42 CFR 438.52, through December 31, 2022. (Applies to all fee-for-service Medicaid state
plan populations not enrolled in a CCO listed in Attachment C.)

Oregon Health Plan
Demonstration Approval Period: October 1, 2022 through September 30, 2027
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CENTERS FOR MEDICARE & MEDICAID SERVICES

EXPENDITURE AUTHORITY
NUMBER: 11-W-00415/10
TITLE: Oregon Health Plan (OHP)
AWARDEE: Oregon Health Authority

Title XIX — Costs Not Otherwise Matchable (CNOM)

Under the authority of section 1115(a)(2) the Act, expenditures made by the state for the items
identified below, which are not otherwise included as expenditures under section 1903 shall, for
the period of this demonstration, be regarded as expenditures under the state’s Medicaid title
XIX state plan.

1. Expenditures for payments to obtain coverage for eligible individuals pursuant to contracts
with managed care plans that do not comply with section 1903(m)(2)(a)(vi) of the Act
insofar as it requires compliance with requirements in section 1932(a)(4) of the Act and 42
CFR 438.56(c)(2)(1) relating to restricting enrollees’ right to disenroll in the initial 90 days of
enrollment in a Coordinated Care Organization (CCO).

2. Expenditures for costs of medical assistance to eligible individuals who have been
guaranteed 6 to 12 months of benefits when enrolled, and who cease to be eligible for
Medicaid during the 6-12-month period after enrollment.

3. Expenditures for costs of chemical dependency treatment services for eligible individuals
which do not meet the requirements of section 1905(a)(13) of the Act, because of the absence
of a recommendation of a physician or other licensed practitioner.

4. Expenditures for primary care services furnished to eligible individuals by Indian Health
Service (IHS) and tribal health facilities operating under the Indian Self Determination and
Education Assistance Act (ISDEAA) 638 authority that were restricted or eliminated from
coverage effective January 1, 2010 for non-pregnant adults enrolled in OHP.

5. Designated State Health Programs (DSHP). Expenditures for designated programs,
described in these STCs, which are otherwise state-funded, and not otherwise eligible for
Medicaid payment. These expenditures are subject to the terms and limitations and not to
exceed specified amounts as set forth in these STCs. These expenditures are specifically
contingent on compliance with STC 10, as well as all other applicable STCs.

6. Health-Related Social Needs (HRSN) Services. Expenditures for approved evidence-based
health-related social needs services not otherwise eligible for Medicaid payment furnished to

Oregon Health Plan
Demonstration Approval Period: October 1, 2022 through September 30, 2027
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10.

individuals who meet the qualifying criteria as described in STC 9. These expenditures are
contingent on compliance with STC 10, as well as all other applicable STCs.

Health-Related Social Needs Services Infrastructure. Expenditures for allowable
administrative costs and infrastructure not otherwise eligible for Medicaid payment, to the
extent such activities are authorized as part of the approved HRSN infrastructure activities in
STC 9. These expenditures are contingent on compliance with STC 10, as well as all other
applicable STCs.

Continuous Eligibility. Expenditures for continued benefits for individuals who have been
determined eligible under groups specified in Table 1 of STC 4 for the applicable continuous
eligibility period who would otherwise lose coverage during an eligibility redetermination,
except as noted in STC 4.5.c.

Youth with Special Health Care Needs (YSHCN). Expenditures for services for
individuals ages 19 through 26, with income up to 300 percent FPL, and with special health
care needs as defined in STC 4.6.

MAGI Expanded Adult Program.

Expenditures for Medicaid beneficiaries who are age 19 through 64, with household income
from 133 up to and including 200 percent of the FPL at the time of their redetermination
following the end of continuous enrollment and any subsequent redetermination, and who
would otherwise lose eligibility for Medicaid due to income. The expenditure authority is
effective until the state has established its Basic Health Program or other state coverage
option is available. Authority for these expenditures is effective on the date of the approval
letter for the MAGI Expanded Adult Program amendment to this demonstration. New
applicants in this income range are not eligible for this expenditure authority.

Title XXI — Costs Not Otherwise Matchable (CNOM)

Under the authority of section 1115(a)(2) of the Act as incorporated into Title XXI by section
2107(e)(2)(A), state expenditures described below, shall, for the period of this demonstration,
October 1, 2022 through September 30, 2027, and to the extent of the state’s available allotment
under section 2104 of the Act, be regarded as matchable expenditures under the state’s Title XXI
plan. All requirements of Title XXI will be applicable to such expenditures for demonstration
population 4 as described in Attachment C, except those specified in STC 4.5 as not applicable to
these expenditure authorities.

11. Continuous Eligibility. Expenditures for continued benefits for individuals who have been
determined eligible under groups specified in Table 1 of STC 4 for the applicable continuous
eligibility period who would otherwise lose coverage during an eligibility redetermination,
except as noted in STC 4.5.c.

Oregon Health Plan
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CENTERS FOR MEDICARE & MEDICAID SERVICES

SPECIAL TERMS AND CONDITIONS

NUMBER: 11-W-00415/10

TITLE: Oregon Health Plan (OHP)
AWARDEE: Oregon Health Authority
1. PREFACE

The following are the special terms and conditions (STCs) for Oregon Health Plan (OHP)
Medicaid and State Children’s Health Insurance Program section 1115(a) Medicaid
demonstration extension (hereinafter referred to as “demonstration”). The parties to these STCs
are the Oregon Health Authority (state) and the Centers for Medicare & Medicaid Services
(“CMS”). The STCs set forth in detail in nature, character, and extent of federal involvement in
the demonstration and the state’s obligations to CMS during the life of the demonstration. All
previously approved STCs, waivers, and expenditure authorities are superseded by the STCs set
forth below. The STCs are effective as of October 1, 2022 through September 30, 2027, unless
otherwise specified.

The STCs have been arranged into the following areas:

Preface

Program Description, Objectives, Historical Context

General Program Requirements

Eligibility and Enrollment

Delivery System

Capitation Rates and Performance Measures

Measurement of Quality of Care and Access to Care Improvement
Designated State Health Programs

Health-Related Social Needs

10.  Provider Payment Rate Increase Requirement

11.  General Reporting Requirements

12.  General Financial Requirements

13.  Monitoring Budget Neutrality for the Demonstration

14.  Monitoring Allotment Neutrality

15.  Evaluation of the Demonstration

16.  Schedule of the State Deliverables for the Demonstration Period

WX R WD —

Additional attachments and appendices have been included to provide supplementary
information and guidance for specific STCs.

Attachment A. Developing the Evaluation Design
Attachment B. Preparing the Interim and Summative Evaluation Reports

Oregon Health Plan
Demonstration Approval Period: October 1, 2022 through September 30, 2027
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Attachment C. Summary Chart of Demonstration Populations

Attachment D. Model Tribal Engagement and Collaboration Protocol (reserved)
Attachment E. Coordinated Care Organizations Services Inventory (reserved)
Attachment F. Approved DSHP List (reserved)

Attachment G. DSHP Claiming Protocol (reserved)

Attachment H. DSHP Sustainability Plan (reserved)

Attachment J. Protocols for HRSN Infrastructure and HRSN Services (reserved)
Attachment K. Oregon Provider Payment Rate Increase Assessment — Attestation
Table (reserved)

Attachment L. New Initiatives Implementation Plan (reserved)

Attachment M. Monitoring Protocol (reserved)

Attachment N. Prioritized List Phase-Out Plan (reserved)

Attachment O. Evaluation Design (reserved)

Appendix. Description of State Operations

2. PROGRAM DESCRIPTION, OBJECTIVES, HISTORICAL CONTEXT

Oregon Health Plan (OHP) is a demonstration project authorized under section 1115 of the
Social Security Act (the Act), which is funded through titles XIX and XXI of the Act. OHP
began in phases in February 1994. Phase I of the Medicaid demonstration Project started on
February 1, 1994. Originally, the demonstration affected Medicaid clients in the Aid to Families
with Dependent Children (known as TANF; Temporary Assistance to Needy Families) and
Poverty Level Medical programs. One year later, Phase II added the aged, blind, disabled, and
children in state custody/foster care.

Objectives
Under the demonstration, Oregon strives to promote the objectives of title XIX by:

e Providing a basic benefit package;
e Ensuring broad participation by health care providers;
e Implementing a clinical effectiveness and cost-effectiveness process for making decisions
about provision of health care for Oregonians;
e Structuring benefits (what is covered) using a Prioritized List of Health Services;
e Demonstrating the effectiveness, through extensive measurement and monitoring, of
approaches to improving the delivery system for Medicaid beneficiaries in Oregon in:
o Improving the individual experience of care;
o Improving the health of populations; and
o Reducing the per capita costs of care for populations through such improvements.
e Expanding the scope of services available through IHS and tribal health facilities,
stabilizing the IHS and tribal health system and improving health outcomes for Medicaid
and low-income populations utilizing these facilities.

Historical Context: Demonstration Extensions and Amendments
Oregon Health Plan
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CMS initially approved the Oregon Health Plan (OHP) section 1115 demonstration for a five-
year period beginning February 1, 1994. Oregon sought to expand eligibility and manage costs
by using managed care and a Prioritized List of Health Services. This list is updated every two
(2) years, whereby services are added, deleted, or moved to a different ranking within the list.
CMS approved Oregon’s 2002 application to extend and amend OHP to implement a new Health
Insurance Flexibility and Accountability (HIFA) demonstration to include the Family Health
Insurance Assistance Program (FHIAP), which provided premium assistance for private health
insurance either through employer sponsored insurance or through the individual market.

In 2007, CMS revised the structure of the populations within the demonstration to reflect
updated law and CMS policy. In 2009, CMS approved an amendment to the demonstration that
restructured and expanded coverage for children through the “Healthy Kids,” initiative. Healthy
Kids provides coverage through its various components for otherwise uninsured children from
birth through age 18 in the state with family incomes from 0 up to and including 300 percent of
FPL. In addition, the CMS approval authorized expanded coverage for parents and childless
adults (populations 14, 17, and 18) participating in premium assistance under FHIAP from 0 up
to and including 200 percent of FPL; changed the methodology for use of a “reservation list” to
be used in the management of adults waiting to enroll in the Oregon Health Plan-Standard
insurance program; and limited OHP Plus adult dental and vision services for all OHP Plus non-
pregnant adults, age 21 and older effective January 1, 2010.

In 2012, CMS approved an expansion of the hospital benefit under the OHP Standard plan for
the expansion adult population and authorized expenditures on certain Designated State Health
Programs (DSHP). In October 2013, CMS approved an amendment to add tribal health programs
supplemental primary care payments to the demonstration. The amendment allows the state to
make supplemental payments to Indian Health Service (IHS) and tribal health facilities operating
under the Indian Self Determination and Education Assistance Act (ISDEAA) 638 authority.

In December 2013, CMS approved amendments to align eligibility, populations, and benefits in
the demonstration with provisions in the Affordable Care Act and approved a one-year extension
of uncompensated care payments to IHS or tribal health facilities operating under the Indian Self
Determination and Education Assistance Act (ISDEAA) 638 authority.

In January 2017, CMS approved an extension to continue and enhance Oregon’s Health System
Transformation. The extension of OHP sought to demonstrate the effectiveness, through
extensive measurement and monitoring, of approaches to improving the delivery system for
Medicaid beneficiaries in Oregon to achieve a three-part aim: improving the individual
experience of care; improving the health of populations; and reducing the per capita costs of care
for populations through such improvements. Oregon utilized community-driven, innovative
practices aimed at promoting evidence-based, coordinated, and integrated care with the goal of
improving the health of affected communities and populations, as well as an active commitment
to data and measurement to improve the coordinated care model.

In February 2022, the state submitted an application to extend the demonstration, continuing
foundational elements of OHP, while incorporating significant changes to focus on addressing
health inequities within the state. Oregon’s requests aim to make meaningful improvements to

Oregon Health Plan
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health outcomes across the state by improving access, addressing health equity, strengthening
health care systems, and addressing Health-Related Social Needs (HRSN) that contribute to poor
health outcomes of Medicaid beneficiaries within the state. Approval of this request will allow
the state to: provide continuous eligibility for children from birth through age five, as well as
twenty-four month continuous eligibility for those ages six and above; expand coverage to Youth
with Special Health Care Needs ages nineteen through twenty-six; cover new services to address
a defined set of evidence-based health-related social needs; and authorize DSHP funding to
support state funding of these initiatives.

In April 2023, CMS approved an amendment to this demonstration which continues enrollment
for those beneficiaries with incomes from 133 up to and including 200 percent of the federal
poverty level (FPL) at the time of their redetermination following the end of continuous
enrollment condition under section 6008(b)(3) of the Families First Coronavirus Response Act
(as amended) and any subsequent redetermination, and who would otherwise lose eligibility for
Medicaid due to income. Applicants ages 19 through 64 who apply for Medicaid on or after the
date of the approval letter who have household incomes from 133 up to and including 200
percent of the FPL at the time they submit their Medicaid applications are not eligible for the
MAGTI expanded Adult Program. The objective is to reduce the loss of health care coverage as a
result of the end of continuous enrollment provision of the Families First Coronavirus Response
Act (FFCRA).

3. GENERAL PROGRAM REQUIREMENTS

3.1. Compliance with Federal Non-Discrimination Statutes. The state must comply with all
applicable federal statutes relating to non-discrimination. These include, but are not limited
to, the Americans with Disabilities Act of 1990 (ADA), Title VI of the Civil Rights Act of
1964, section 504 of the Rehabilitation Act of 1973 (Section 504), the Age Discrimination
Act of 1975, and section 1557 of the Patient Protection and Affordable Care Act (Section
1557).

3.2. Compliance with Medicaid and CHIP Law, Regulation, and Policy. All requirements of
the Medicaid and CHIP programs expressed in federal law, regulation, and policy statement,
not expressly waived or identified as not applicable in the waiver and expenditure authority
documents (of which these terms and conditions are part), apply to the demonstration.

3.3. Changes in Medicaid and CHIP Law, Regulation, and Policy. The state must, within the
timeframes specified in federal law, regulation, or written policy, come into compliance with
any changes in law, regulation, or policy affecting the Medicaid or CHIP programs that occur
during this demonstration approval period, unless the provision being changed is expressly
waived or identified as not applicable. In addition, CMS reserves the right to amend the
STCs to reflect such changes and/or changes as needed without requiring the state to submit
an amendment to the demonstration under STC 3.7. CMS will notify the state thirty (30)
business days in advance of the expected approval date of the amended STCs to allow the
state to provide comment. Changes will be considered in force upon issuance of the approval
letter by CMS. The state must accept the changes in writing.

3.4. Impact on Demonstration of Changes in Federal Law, Regulation, and Policy.

Oregon Health Plan
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3.5.

3.6.

3.7.

a. To the extent that a change in federal law, regulation, or policy requires either a
reduction or an increase in federal financial participation (FFP) for expenditures made
under this demonstration, the state must adopt, subject to CMS approval, modified
budget neutrality and allotment neutrality agreements for the demonstration as
necessary to comply with such change, as well as a modified allotment neutrality
worksheet as necessary to comply with such change. The trend rates for the budget
neutrality agreement are not subject to change under this subparagraph. Further, the
state may seek an amendment to the demonstration (as per STC 3.7) as a result of the
change in FFP.

b. If mandated changes in the federal law require state legislation, unless otherwise
prescribed by the terms of the federal law, the changes must take effect on the earlier
of the day such state legislation becomes effective, or the day such legislation was
required to be in effect under federal law, whichever is sooner.

State Plan Amendments. The state will not be required to submit title XIX or title XXI state
plan amendments (SPA) for changes affecting any populations made eligible solely through
the demonstration. If a population eligible through the Medicaid or CHIP state plan is
affected by a change to the demonstration, a conforming amendment to the appropriate state
plan is required, except as otherwise noted in these STCs. In all such cases, the Medicaid and
CHIP state plans govern.

Changes Subject to the Amendment Process. Changes related to demonstration eligibility,
enrollment, benefits, beneficiary rights, delivery systems, cost sharing, sources of non-federal
share of funding, budget neutrality, and other comparable program elements must be
submitted to CMS as amendments to the demonstration. All amendment requests are subject
to approval at the discretion of the Secretary of Health and Human Services (HHS) in
accordance with section 1115 of the Act. The state must not implement changes to these
elements without prior approval by CMS either through an approved amendment to the
Medicaid or CHIP state plan or amendment to the demonstration. Amendments to the
demonstration are not retroactive and no FFP of any kind, including for administrative or
medical expenditures, will be available under changes to the demonstration that have not
been approved through the amendment process set forth in STC 3.7, except as provided in
STC 3.3.

Amendment Process. Requests to amend the demonstration must be submitted to CMS for
approval no later than one hundred twenty (120) calendar days prior to the planned date of
implementation of the change and may not be implemented until approved. CMS reserves the
right to deny (or delay approval of) a demonstration amendment based upon non-compliance
with these STCs, including but not limited to failure by the state to submit required elements
of a complete amendment request as described in this STC, and failure by the state to submit
required reports and other deliverables according to the deadlines specified therein.
Amendment requests must include, but are not limited to, the following:

a. An explanation of the public process used by the state, consistent with the
requirements of STC 3.13. Such explanation must include a summary of any public
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feedback received and identification of how this feedback was addressed by the state
in the final amendment request submitted to CMS;

A detailed description of the amendment, including impact on beneficiaries, with
sufficient supporting documentation;

A data analysis which identifies the specific “with waiver” impact of the proposed
amendment on the current budget neutrality agreement. Such analysis must include
current total computable “with waiver” and “without waiver” status on both a
summary and detailed level through the current approval period using the most recent
actual expenditures, as well as summary and detailed projections of the change in the
“with waiver” expenditure total as result of the proposed amendment, which isolates
(by eligibility group) the impact of the amendment;

An up-to-date CHIP allotment worksheet, if necessary;

Updates provided by the state to existing demonstration reporting and quality and
evaluation plans. This includes a description of how the evaluation design and annual
progress reports will be modified to incorporate the amendment provisions, as well as
the oversight, monitoring, and measurement of the provisions.

3.8. Extension of the Demonstration. If the state intends to request an extension of the
demonstration, it must apply to CMS from the Governor or Chief Executive Officer of the
state in accordance with the requirements of 42 CFR 431.412(c). If the state does not intend
to request an extension of a demonstration beyond the period authorized in these STCs, it
must submit a phase-out plan consistent with the requirements of STC 3.9.

3.9.

Demonstration Phase-Out. The state may only suspend or terminate this demonstration, in
whole or in part, consistent with the following requirements.

a.

Notification of Suspension or Termination. The state must promptly notify CMS in
writing of the reason(s) for the suspension or termination, together with the effective
date and a transition and phase-out plan. The state must submit its notification letter
and a draft transition and phase-out plan to CMS no less than six (6) months before
the effective date of the demonstration’s suspension or termination. Prior to
submitting the draft plan to CMS, the state must publish on its website the draft
transition and phase-out plan for a thirty (30) day public comment period. In addition,
the state must conduct tribal consultation in accordance with its approved tribal
consultation State Plan Amendment. Once the thirty (30) day public comment period
has ended, the state must provide a summary of each public comment received, the
state’s response to the comment and how the state incorporated the received comment
into the revised phase-out plan.

Transition and Phase-out Plan Requirements. The state must include, at a
minimum, in its phase-out plan the process by which it will notify affected
beneficiaries, the content of said notices (including information on the beneficiary’s
appeal rights), the process by which the state will conduct administrative reviews of
Medicaid or CHIP eligibility prior to the termination of the demonstration for the
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3.10.

affected beneficiaries, and ensure ongoing coverage for eligible beneficiaries, as well
as any community outreach activities the state will undertake to notify affected
beneficiaries, including community resources that are available.

Transition and Phase-out Plan Approval. The state must obtain CMS approval of
the transition and phase-out plan prior to the implementation of transition and phase-
out activities. Implementation of transition and phase-out activities must be no sooner
than fourteen (14) days after CMS approval of the transition and phase-out plan.

Transition and Phase-out Procedures. The state must comply with all applicable
notice requirements found in 42 CFR part 431 subpart E, including sections 431.206,
431.210, and 431.213. In addition, the state must assure all appeal and hearing rights
afforded to demonstration participants as outlined in 42 CFR part 431 subpart E,
including sections 431.220 and 431.221. If a beneficiary in the demonstration
requests a hearing before the date of action, the state must maintain benefits as
required in 42 CFR 431.230. In addition, the state must redetermine eligibility for all
affected beneficiaries in order to determine if they qualify for Medicaid eligibility
under a different eligibility category prior to termination, 42 CFR 435.916. For
individuals determined ineligible for Medicaid, the state must determine potential
eligibility for other insurance affordability programs and comply with the procedures
set forth in 42 CFR 435.1200(e).

Exemption from Partial Notice Procedures 42 CFR 431.416(g). CMS may
expedite the federal and state public notice requirements under circumstances
described in 42 CFR 431.416(g).

Enrollment Limitation during Demonstration Phase-Out. If the state elects to
suspend, terminate, or not extend this demonstration, during the last six (6) months of
the demonstration, enrollment of new individuals into the demonstration must be
suspended. The limitation of enrollment into the demonstration does not impact the
state’s obligation to determine Medicaid eligibility in accordance with the approved
Medicaid state plan.

Federal Financial Participation. If the project is terminated or any relevant waivers
suspended by the state, FFP shall be limited to normal closeout costs associated with
termination of the demonstration including services, continued benefits as a result of
beneficiaries’ appeals, and administrative costs of disenrolling beneficiaries.

Expiring Demonstration Authority. With the exception of changes to EPSDT and the
Prioritized List of Health Services outlined in STC 4.2.c and 11.8, for demonstration
authority that expires prior to the demonstration’s expiration date, the state must submit a
demonstration authority expiration plan to CMS no later than six months prior to the
applicable demonstration authority’s expiration date, consistent with the following
requirements:

a. Expiration Requirements. The state must include, at a minimum, in its

demonstration expiration plan the process by which it will notify affected
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3.11.

3.12.

beneficiaries, the content of said notices (including information on the beneficiary’s
appeal rights), the process by which the state will conduct administrative reviews of
Medicaid eligibility for the affected beneficiaries, and ensure ongoing coverage for
eligible individuals, as well as any community outreach activities.

b. Expiration Procedures. The state must comply with all notice requirements found in
42 CFR part 431 subpart E, including sections 431.206, 431.210 and 431.213. In
addition, the state must assure all applicable appeal and hearing rights are afforded to
beneficiaries in the demonstration as outlined in 42 CFR part 431 subpart E, including
sections 431.220 and 431.221. If a beneficiary in the demonstration requests a hearing
before the date of action, the state must maintain benefits as required in 42 CFR
431.230. In addition, the state must conduct administrative renewals for all affected
beneficiaries in order to determine if they qualify for Medicaid or CHIP eligibility
under a different eligibility category prior to termination as discussed in the October
1, 2010, State Health Official Letter #10-008 and as required under 42 CFR
435.916(f)(1). For individuals determined ineligible for Medicaid, the state must
determine potential eligibility for other insurance affordability programs and comply
with the procedures set forth in 42 CFR 435.1200(e).

c. Federal Public Notice. CMS will conduct a 30-day federal public comment period
consistent with the process outlined in 42 CFR 431.416 in order to solicit public input
on the state’s demonstration expiration plan. CMS will consider comments received
during the 30-day period during its review and approval of the state’s demonstration
expiration plan. The state must obtain CMS approval of the demonstration expiration
plan prior to the implementation of the expiration activities. Implementation of
expiration activities must be no sooner than fourteen (14) calendar days after CMS
approval of the demonstration authority expiration plan.

d. Federal Financial Participation (FFP). FFP shall be limited to normal closeout
costs associated with the expiration of the demonstration authority including services,
continued benefits as a result of beneficiaries’ appeals, and administrative costs of
disenrolling beneficiaries.

Withdrawal of Waiver Authority. CMS reserves the right to withdraw waivers and/or
expenditure authorities at any time it determines that continuing the waivers or expenditure
authorities would no longer be in the public interest or promote the objectives of title XIX
and/or XXI. CMS will promptly notify the state in writing of the determination and the
reasons for the withdrawal, together with the effective date, and afford the state an
opportunity to request a hearing to challenge CMS’ determination prior to the effective date.
If a waiver or expenditure authority is withdrawn, FFP is limited to normal closeout costs
associated with terminating the waiver or expenditure authority, including services,
continued benefits as a result of beneficiary appeals, and administrative costs of disenrolling
participants.

Adequacy of Infrastructure. The state must ensure the availability of adequate resources
for implementation and monitoring of the demonstration, including education, outreach, and
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3.13.

enrollment; maintaining eligibility systems; compliance with cost sharing requirements; and
reporting on financial and other demonstration components.

Public Notice, Tribal Consultation, and Consultation with Interested Parties. The state
must comply with the state notice procedures as required in 42 CFR 431.408 prior to
applying to extend the demonstration. For applications to amend the demonstration, the state
must comply with state notice procedures set forth in 59 Fed. Reg. 49249 (September 27,
1994) prior to submitting such request. The state must also comply with the Public Notice
Procedures set forth in 42 CFR 447.205 for changes in statewide methods and standards for
setting payment rates.

The state must also comply with tribal and Indian Health Program/Urban Indian Organization
consultation requirements at section 1902(a)(73) of the Act, 42 CFR 431.408(b), State
Medicaid Director Letter #01-024, or as contained in the state’s approved Medicaid state
plan, when any program changes to the demonstration, either through amendment as set out
in STC 3.7 or extension, are proposed by the state.

a. Consultation with Federally Recognized Tribes on New Demonstration
Proposals Applications and Renewals of Existing Demonstrations. In states with
Federally recognized Indian tribes, consultation must be conducted in accordance
with the consultation process outlined in the July 17, 2001 State Medicaid Director
letter or the consultation process in the state’s approved Medicaid state plan if that
process is specifically applicable to consulting with tribal governments on waivers
(42 CFR 431.408(b)(2)).

b. Seeking Advice and Guidance from Indian Health Programs Demonstration
Proposals, Renewals, and Amendments. In states with Indian health programs,
and/or Urban Indian organizations, the state is required to submit evidence to CMS
regarding the solicitation of advice from these entities in accordance with the process
in the state’s approved Medicaid state plan prior to submission of any demonstration
proposal, amendment and/or renewal of this demonstration.

c. Public Notice. The state must also comply with the Public Notice Procedures set
forth in 42 CFR 447.205 for changes in statewide methods and standards for setting
payment rates.

3.14. The 1115 demonstration will have no impact on American Indian and Alaska Natives

(AI/AN) rights to exemption from enrollment in managed care organizations, or the
requirements for CCOs and other managed care plans to come into compliance with the CMS
2390-F, regulations regarding Medicaid Managed Care, CHIP Delivered in Managed Care,
and Revisions Related to Third Party Liability published April 26, 2016, including the
AI/AN specific provisions at 42 CFR 438.14.

3.15. Indian Health Care Providers. Pursuant to 25 U.S.C. 1647a(a)(1), the state will accept an
entity that is operated by Indian Health Service (IHS), an Indian tribe, tribal organization, or
urban Indian health (collectively referred to as Indian Health Care Providers or “IHCP”)
program as a provider eligible to be enrolled with Oregon Medicaid and receive payment
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3.16.

3.17.

3.18.

4.1.

4.2.

under the program for health care services furnished to an Indian on the same basis as any
other provider qualified to participate as a provider of health care services under the program
if the entity attests that it meets generally applicable state or other requirements for
participation as a provider of health care services under the program.

Federal Financial Participation. No federal matching funds for expenditures for this
demonstration, including for administrative and medical assistance expenditures, will be
available until the effective date identified in the demonstration approval letter, or if later, as
expressly stated within these STCs.

Administrative Authority. When there are multiple entities involved in the administration
of the demonstration, the single state Medicaid agency must maintain authority,
accountability, and oversight of the program. The state Medicaid agency must exercise
oversight of all delegated functions to operating agencies, managed care organizations
(MCOs), prepaid inpatient health plans (PIHPs), prepaid ambulatory health plans (PAHPs),
and any other contracted entities. The single state Medicaid agency is responsible for the
content and oversight of the quality strategies for the demonstration.

Common Rule Exemption. The state must ensure the only involvement of human subjects
in research activities authorized and/or required by this demonstration is for projects
conducted by or subject to the approval of CMS, and that are designed to study, evaluate, or
otherwise examine the Medicaid or CHIP program—including public benefit or service
programs, procedures for obtaining Medicaid or CHIP benefits or services, possible changes
in or alternatives to Medicaid or CHIP programs and procedures, or possible changes in
methods or levels of payment for Medicaid benefits or services. CMS has determined that
this demonstration, as represented in these approved STCs, meets the requirements for
exemption from the human subject research provisions of the Common Rule set forth in 45
CFR 46.104(d)(5).

ELIGIBILITY AND ENROLLMENT

Eligibility. This demonstration affects all mandatory Medicaid and CHIP eligibility groups
set forth in Oregon’s state plan and optional groups set forth in the state plan, except as
otherwise noted in the waivers and expenditure authorities for this demonstration and in these
STCs. Any Medicaid and/or CHIP state plan amendments to the eligibility groups apply to
this demonstration.

Overview of the Oregon Health Plan (OHP). OHP provides health care coverage to low-
income Oregonians through programs administered by the Oregon Health Authority (OHA).
All individuals eligible under the Medicaid state plan, including those eligible through
mandatory and optional groups, or 1115 expenditure authority, will receive either the OHP
Plus benefit plan or the Alternative Benefits Plan approved in the Medicaid state plan.

a. OHP Populations. The state will provide health care coverage through the OHP
programs defined within these special terms and conditions (STCs) to the Medicaid
mandatory and optional groups under the Oregon state plans, as defined in
Attachment C.
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b. Applicability of Medicaid Laws and Regulations. All requirements expressed in
Medicaid laws, regulations and policies apply to all the populations affected by this
demonstration except as expressly waived or referenced as not applicable to the
expenditure authorities. Those population groups made eligible by virtue of the
expenditure authorities expressly granted in this demonstration are subject to
Medicaid laws or regulations except as specified in the STCs and waiver and
expenditure authorities for this demonstration.

c. Summary of OHP Benefit Structure. The Oregon Health Plan demonstration has
two components, offered directly through OHP Plus and the Alternative Benefit Plan.
Most beneficiaries under either program receive services through
managed/coordinated care delivery systems.

All beneficiaries receive the OHP Plus benefit (populations 1, 3,4, 5, 6, 7, 8, 9, 10,
21, 23 and 24 in Attachment C), which consists of:

1. All benefits covered under the approved state plan that are also consistent with
the Prioritized List of Health Services to the extent that the state has authority
under its section 1115 demonstration to apply the Prioritized List to coverage,
through its waiver phase-out date (described in STC 4.2.d);

ii. Prior to January 1, 2023, for children at or over 1 year and younger than 21
years old, and YSHCN, section 1905(a) services that are determined necessary
to correct or ameliorate physical and mental illnesses and conditions, in
accordance with the EPSDT definition at section 1905(r) of the Act, that are
consistent with the Prioritized List;

iii. Prior to January 1, 2023, for children under 1 year of age, section 1905(a)
services that are determined necessary to correct or ameliorate physical and
mental illnesses and conditions, in accordance with the EPSDT definition at
section 1905(r) of the Act, regardless of their consistency with the state plan or
the Prioritized List;

iv. Beginning January 1, 2023, for all children younger than 21 years old, and
YSHCN, all section 1905(a) services that are determined necessary to correct or
ameliorate physical and mental illnesses and conditions, regardless of whether
they are included in the state plan, in accordance with the EPSDT definition at
section 1905(r) of the Act;

v. Prior to January 1, 2027, for pregnant individuals, the entire Medicaid state plan
Services Benefit Package, subject to necessary pre-authorization for services not
consistent with the Prioritized List, through its waiver phase-out date;

vi. Services of traditional health workers (described in STC 4.2.¢);

vii. Primary care services furnished to eligible individuals by Indian Health Service
(IHS) and tribal health facilities operating under the Indian Self Determination
and Education Assistance Act (ISDEAA) 638 authority, that were restricted or
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eliminated from coverage subject to the Prioritized List effective January 1,
2010 for non-pregnant adults enrolled in OHP;

viii. Services of patient-centered primary care homes (described in STC 4.2.1); and

ix. The following Medicaid benefits to the extent otherwise provided under the
state plan:

1. Long Term Care Services;
a. Nursing Facility Services
b. Home- and Community-Based Services
c. Community Supported Living Services
d. Programs of All-Inclusive Care Elderly

2. Intermediate Care Facilities for Individuals with Intellectual Disabilities
(ICF/IID) Services; and

3. Medicare Premium Payments and Medicare cost sharing.

d. Prioritized List of Health Services. One of the distinguishing features of the OHP
demonstration is that OHP Plus benefits are based on the Prioritized List of Health
Services (“the Prioritized List”, or, “the List”’), which ranks condition and treatment
pairs by priority, from the most important to the least important, representing the
comparative benefits to the entire population to be served. The prioritization of the
list is based on the clinical and cost effectiveness of services. The waiver of amount,
duration, and scope as related to the Prioritized List will end by January 1, 2027. As
of that date, the Oregon Health Plan must comply with all state plan rules, except as
otherwise provided under this demonstration.

1. Oversight -- The Health Evidence Review Commission (HERC). The Health
Evidence Review Commission (HERC) prioritizes health services for the
Oregon Health Plan. The HERC is administered through the Health Policy &
Analytics Division. The Commission consists of thirteen members appointed by
the Governor, and includes five physicians, two health consumers, one dentist,
one behavioral health representative, one complementary and alternative
medicine representative, one insurance industry representative, one retail
pharmacist and one public health nurse. The Health Evidence Review
Commission performs a biennial review of the Prioritized List and will amend
the List as required.

ii. Modifications to the Prioritized List. Until January 1, 2027, modifications to
the Prioritized List require federal approval through submission of an
amendment, as described in STC 3.7, in order to ensure the Prioritized List is
comprehensive enough to provide Medicaid beneficiaries with an appropriate
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1il.

1v.

V1.

Oregon Health Plan

benefit package. A current version of the Prioritized List of Health Services is
maintained by the state of Oregon at https://www.oregon.gov/oha/HPA/DSI-
HERC/Pages/Prioritized-List.aspx. During the demonstration period and as
specified below, the state will not reduce benefits.

Ordering of the Prioritized List. The Prioritized List is ranked from most
important to least important representing the comparative benefits of each
service to the population to be served. The Commission uses clinical
effectiveness, cost of treatment and public values obtained through community
meetings in ordering the list. In general, services that help prevent an illness
were ranked above those services which treat the illness after it occurs. Services
prioritized low on the list are for conditions that (a) get better on their own or
for which a home remedy is just as effective (e.g., common colds); (b) are
primarily cosmetic in nature (e.g., benign skin lesions); or (c¢) have no effective
treatments available (e.g., metastatic cancers).

Updating the Prioritized List. The Commission is charged with updating the
list for every regular legislative session occurring in odd-numbered years. The
Oregon State Legislature determines how much of the list to cover (subject to
federal approval), thus setting a health care budget. Under current statutes, the
Legislature can fund services only in numerical order and cannot rearrange the
order of the list.

Non-covered Condition and Treatment Pairs. In the case of non-covered
condition and treatment pairs, Oregon must direct providers to inform patients
of appropriate treatments, whether funded or not, for a given condition, and will
direct providers to write a prescription for treatment of the condition where
clinically appropriate. Oregon must also direct providers to inform patients of
future health indicators, which would warrant a repeat visit to the provider.

The state must adopt policies that will ensure that before denying coverage for a
condition/treatment for any individual, especially an individual with a disability
or with a co-morbid condition, providers will be required to determine whether
the individual could be furnished coverage for the problem under a different
covered condition/treatment. In the case of a health care condition/treatment
that is not on the Prioritized List of Health Services, or is not part of the benefit
package but is associated with a co-morbid condition for an individual with a
condition/treatment that is part of the benefit package, if treatment of the
covered condition requires treatment of the co-morbid condition, providers will
be instructed to provide the specified treatment. The state shall provide, through
a telephone information line and through the applicable appeals process under
42 CFR part 431 subpart E, for expeditious resolution of questions raised by
providers and beneficiaries in this regard.

Changes to the Prioritized List. Changes to the Prioritized List are subject to
the approval processes as follows:
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1. The state will maintain the cutoff point for coverage at the same position
on the Prioritized List relative to the 2022-2023 List for the remainder of
the demonstration as noted above in STC 4.2.d.1i. For a legislatively
directed line change to increase benefit coverage or a legislatively
approved biennial list with substantive updating of benefits due to new
evidence, an amendment request in compliance with STC 3.7 will be
submitted to CMS and consideration by the CMS medical review staff.
Any increase in the benefit package above the core set of fixed services
shall not require approval, but shall be subject to the requirements of
budget neutrality as described in STC 13.

2. For interim modifications and technical changes to the list as a result of
new and revised national codes, new technology, diagnosis/condition
pairing omissions, or new evidence on the effectiveness or potential harm
of a service already appearing on the List, CMS will be notified of
changes.

3. For a change to the list not defined above that meets the terms of STCs 3.6
and 3.7, an amendment request will be submitted to CMS.

e. Traditional Health Workers (THW). THWs are community health workers;
personal health navigators; peer support specialists; peer wellness specialists; and
doulas. THWs may serve individuals regardless of the delivery system in which they
are enrolled.

f. Patient Centered Primary Care Homes (PCPCH). The state includes PCPCH
services in the OHP Plus Benefit Packages. The PCPCHs provide comprehensive care
management, care coordination, health promotion, comprehensive transitional care,
individual and family support services, and referral to community and social support
services. The PCPCHs are optional and will be available to OHP participants whether
they are enrolled with a CCO or served through the FFS delivery system. PCPCHs
are responsible for identifying the FFS OHP enrollees that will be served under the
PCPCH. CCOs are responsible for working with PCPCHs in identifying CCO
enrollees that will be served under the PCPCH. PCPCHs are responsible for patient
engagement.

4.3. Alternative Benefit Plan. The mandatory state plan group, new adult group (Population 23
in Attachment C), will receive a benefits package provided through the state’s approved
alternative benefit plan (ABP) in the Medicaid state plan. Under the authority for Secretary-
approved coverage as an ABP, CMS is approving a package of benefits that the state has
determined includes at least all essential health benefits as defined using the required process,
and other benefits that are both: 1) covered in accordance with the traditional benefit package
under the approved state plan and 2) consistent with the state’s Prioritized List, as approved
by the Secretary, to the extent that the state has authority under its section 1115
demonstration to apply the Prioritized List to coverage.
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4.4. Breast and Cervical Cancer Treatment Program (BCCTP). Individuals determined to be
eligible as specified in the state plan for BCCTP services (population 21 in Attachment C)
will be enrolled in the Oregon Health Plan.

4.5. Continuous

Eligibility.

a. Affected Individuals.

L.

il

Except as provided in STC 4.5.c, individuals ages zero through five, excluding
individuals eligible for Medicaid on the basis of 42 CFR 435.217, who enroll in
Medicaid or CHIP shall qualify for continuous eligibility until the end of the
month in which their sixth birthday falls; and

Except as provided in STC 4.5.c, individuals ages six and older, excluding
individuals eligible for Medicaid on the basis of 42 CFR 435.217, who enroll in
Medicaid or CHIP shall qualify for a 24-month continuous eligibility period.

b. Continuous Eligibility Period. The state is authorized to provide continuous
eligibility for the populations and associated durations specified in Table 1, regardless
of the delivery system through which these populations receive Medicaid or CHIP
benefits. This provision shall be effective for beneficiaries through age 18 beginning
with enrollments and renewals that are undertaken on or after the date when the
continuous coverage requirement authorized by the Families First Coronavirus
Response Act (FFCRA) ends. Subject to the effective date, once effective, coverage
shall be continuous as specified below. For adult populations, this provision shall be
effective beginning July 1, 2023 or after the date when the continuous coverage
requirement authorized by the FFCRA ends, whichever is later.

1.

il

Oregon Health Plan

For children ages 0 through 5 who qualify for continuous eligibility until the
end of the month in which their 6™ birthday falls, the child’s continuous
eligibility period begins on the effective date of the child’s eligibility under 42
CFR 435.915 or 457.340(g). The state will redetermine eligibility consistent
with 42 CFR 435.916 or 457.343 when the child turns age 6, and if eligible,
provide a 24-month continuous eligibility period consistent with the
requirements in this demonstration for individuals ages 6 and older. The state
will continue to redetermine eligibility during a period of continuous eligibility
in limited circumstances, if appropriate, as described in STC 4.5.c.

For individuals that qualify for 24 months of continuous eligibility, the
continuous eligibility period begins on the effective date of the individual's
eligibility under 42 CFR 435.915 or 457.340(g), or the effective date of the
most recent renewal of eligibility. Given individuals are continuously eligible
regardless of changes in circumstances (except as provided under STC 4.5.¢),
the state will conduct renewals of eligibility consistent with 42 CFR 435.916 or
457.343, as applicable, for individuals who qualify for 24 months of continuous
eligibility at the end of the individual’s continuous eligibility period. The state
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will continue to redetermine eligibility during a period of continuous eligibility
in limited circumstances, if appropriate, as described in STC 4.5.c.

Table 1. Eligible Populations and Associated Duration for Continuous Eligibility

Duration of Continuous

LHGRULEOT Eligibility

Children ages 0 through 5, excluding individuals Until the end of the month in
eligible for Medicaid on the basis on 42 CFR 435.217 | which their 6™ birthday falls

Individuals ages 6 and above, excluding individuals

eligible for Medicaid on the basis on 42 CFR 435.217 24 months

Individuals who are eligible for Medicaid on the basis of 42 CFR 435.217 are not
eligible for continuous eligibility. Continuous eligibility applies to Medicaid and
CHIP enrollees in all other Oregon Health Plan eligibility categories, except as
specified in STC 4.5.c.

c. Exceptions. Notwithstanding STC 4.5.b, if any of the following circumstances occur
during an individual’s designated continuous eligibility period, the individual’s
Medicaid or CHIP eligibility shall be redetermined or terminated:

1. The individual is no longer an Oregon resident;
ii. The individual requests termination of eligibility;
111i. The individual dies; or

iv. The agency determines that eligibility was erroneously granted at the most
recent determination, redetermination or renewal of eligibility because of
agency error or fraud, abuse, or perjury attributed to the individual.

d. Beneficiary-Reported Information and Periodic Data Checks. The state must have
procedures designed to ensure that beneficiaries can make timely and accurate reports
of any change in circumstances that may affect their eligibility as outlined in this
demonstration, such as a change in state residency, and are able to report other
information relevant to the state’s implementation or monitoring and evaluation of
this demonstration, such as changes in income. The beneficiary must be able to report
this information through any of the modes of submission available at application
(online, in person, by telephone, or by mail).

For individuals who qualify for a continuous eligibility period that exceeds 12
months, the state must continue to attempt to verify residency at least once every 12
months. The state should follow its typical processes that it would otherwise use to
verify continued residency at renewal if continuous eligibility was not available for
these individuals. Additionally, at least once every 12 months, the state must follow
its typical processes to attempt to confirm the individual is not deceased, consistent
with the data sources outlined in the state’s verification plan(s) and/or confirmed by
the household per 42 CFR 435.952(d) or 457.380. The state must redetermine
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eligibility if the state receives information that indicates a change in state residency or
that the individual is deceased, verifying the change consistent with 42 CFR
435.916(d) or 457.343 and in accordance with 42 CFR 435.940 through 435.960 and
the state’s verification plan developed under 42 CFR 435.945(j) or 457.380.

As part of a deliverable titled New Initiatives Implementation Plan (see STC 11.4),
the state must submit a description of the processes to perform the verifications
described above. Furthermore, the state is required to provide CMS a narrative update
annually on the processes it conducted and a summary of its findings regarding the
successes and challenges in conducting such verifications. This information shall be
provided in the demonstration’s Annual Monitoring Reports (see STC 11.6).

Annual Updates to Beneficiary Information. For all continuous eligibility periods
longer than 12 months, the state must have procedures and processes in place to
accept and update beneficiary contact information, and must attempt to update
beneficiary contact information on an annual basis, which may include annually
checking data sources and partnering with coordinated care organizations to
encourage beneficiaries to update their contact information. The state is reminded that
updated contact information obtained from third-party sources with an in-state
address is not an indication of a change affecting eligibility. Contact information with
an out-of-state or no forwarding address indicates a potential change in circumstance
with respect to state residency, but without additional follow up by the state per 42
CFR 435.952(d) or 457.380(f), the receipt of this third-party data is not sufficient to
make a definitive determination that beneficiaries no longer meet state residency
requirements.

In the New Initiatives Implementation Plan (see STC 11.4), the state must submit a
description of the processes to update beneficiary contact information on an annual
basis. Each demonstration year, through the Annual Monitoring Reports (see STC
11.6), the state must submit to CMS a summary of activities and outcomes from these
efforts.

4.6. Youth with Special Health Care Needs (YSHCN).

a.

Eligibility for YSHCN Benefits. Beginning no earlier than July 1, 2023, individuals
will be eligible for YSHCN benefits if they are between ages 19 and 26, have income
up to 300 percent FPL, and meet at least one of the criteria below. Individuals must
also have met the eligibility criteria prior to turning age 19. Individuals eligible for
YSHCN benefits are eligible for 24 months of continuous eligibility as described in
STC 4.5.a.ii.

i. Have one or more serious chronic conditions as represented by the Pediatric
Medical Complexity Algorithm (PCMA)’s list of complex chronic conditions;

1. Have a serious emotional disturbance or serious mental health issue;
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iii. Have a diagnosed intellectual or developmental disability in accordance with
Oregon Administrative Rules governed by Oregon’s Office of Developmental
Disabilities Services;

iv. Have an “Elevated Service Need” or functional limitations as determined by
two or more affirmative responses to a screener; or

v. Starting no earlier than January 1, 2026, have two or more chronic conditions as
represented by a subset of the PMCA’s non-complex chronic conditions as
described in the New Initiatives Implementation Plan (see STC 11.4).

b. YSHCN Enrollment. The effective date of enrollment is established by the state
based on the determination that the individual is eligible and may begin receiving
YSHCN services. An individual may enroll through one of the pathways below, if
they meet the age requirement and are either:

1. Eligible for an established Medicaid state plan eligibility group (in which case
income is deemed to meet the financial criteria for the purpose of YSHCN) and
meet the non-financial eligibility requirement for YSHCN; or

ii. Not eligible for an established Medicaid state plan eligibility group upon
reaching age 19, but meet the financial and non-financial eligibility criteria for
YSHCN.

c¢. YSHCN Benefits. Individuals enrolled as YSHCN will receive YSHCN benefits as
described in STC 4.2.c and HSRN services as described in STC 9. The state will
ensure that individuals enrolled as YSHCN will be screened for specific HRSN and
may qualify for related services for up to 12 months, unless otherwise specified in
STC 9. The state will also ensure that individuals enrolled as YSHCN are reassessed
for their HRSN at least annually.

5. DELIVERY SYSTEM

Health System

5.1. Health care services authorized under this demonstration may be provided through (1) fee-
for-service (FFS) for beneficiaries who are not required to enroll into a CCO, except as
outlined in STC 5.1.a, or (2) managed care organizations called Coordinated Care
Organizations (CCOs). Individuals who are not required to enroll into a CCO or who may
disenroll from a CCO in accordance with 42 CFR 438.52 or who do not have another CCO
option in their geographic area, will receive their services through a FFS delivery system
except as outlined in STC 5.1.a, as applicable.

a. Individuals receiving covered health care services through the FFS delivery system
may be required to receive dental services through a managed care delivery system.
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b. Patient Centered Primary Care Homes (PCPCH): the PCPCHs provide
comprehensive care management, care coordination, health promotion,
comprehensive transitional care, individual and family support services, and referral
to community and social support services. The PCPCHs are optional and will be
available to OHP beneficiaries whether they are enrolled with a CCO or served
through the FFS delivery system.

5.2. The majority of health care services are provided through a managed care delivery system,
CCOs. The CCOs provide medical, behavioral health services and dental services. The state
contracts with CCOs.

a. Enrollment of OHP Populations into CCOs

1. New applicants will be offered their choice of CCOs only if more than one CCO
exists in that region.

1. New members not choosing a plan will be auto-assigned to a CCO through
an auto-enrollment process, if capacity exists, which will include enrolling
family members in the same plan.

ii. Tribal members must make an affirmative voluntary choice for CCO enrollment
(i.e., cannot be auto-enrolled).

iii. Dually eligible individuals must make a voluntary choice for CCO enrollment
via passive enrollment.

iv. Dually eligible individuals will be voluntarily enrolled in a CCO via passive
enrollment pursuant to 42 CFR 438.54(c) with the option to opt out and return
to FFS at any time.

1. Dually eligible individuals will receive a ninety (90) day notice regarding
passive enrollment in a CCO, where sufficient capacity exists.

2. Dually eligible individuals who live in an area with two CCOs will be
enrolled using the same process as other OHP members, which is based on
previous enrollment, enrollment of other family members, and CCO area
capacity limit.

3. Dually eligible individuals who are enrolled in a dual eligible special
needs plan (D-SNP) will be assigned to the affiliated CCO. Additionally,
dually eligible individuals who are enrolled in a Medicare Advantage plan
will be assigned to the affiliated CCO.

v. Certain individuals with significant medical conditions or special health needs
will have individualized transition plans, as described below.

vi. OHA member transition strategies for FFS members with special considerations
include:
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5.3.

1. Members and populations with conditions, treatments, and special
considerations, including medically fragile children, Breast and Cervical
Cancer Treatment Program members, members receiving CareAssist
assistance due to HIV/AIDS, members receiving services for End Stage
Renal Disease, may require individualized case transition, including
elements such as the following, in the development of a prior-authorized
treatment plan, culminating in a manual CCO enrollment:

a. Care management requirements based on the beneficiary's medical
condition;

b. Considerations of continuity of treatment, services, and providers,
including behavioral health referrals and living situations;

c. Transitional care planning (e.g., hospital admissions/discharges,
palliative and hospice care, long term care and services);

d. Availability of medically appropriate medications under the CCO
formulary; and

e. Individual case conferences as appropriate to assure a "warm hand-
off" from the FFS providers to the CCO care team.

2. CCOs will be expected to cover FFS authorized services for a transitional
period until the CCO establishes a relationship with the member and is
able to develop an evidence-based, medically appropriate care plan.

3. For dually eligible individuals, CCOs will be required to provide a
minimum 90-day continuity of care period.

Description of Delivery System

Definition and Role of Coordinated Care Organizations. CCOs are community-based
comprehensive managed care organizations which operate under a risk contract with the
state. For purposes of CMS regulations, CCOs are managed care organizations and will meet
the requirements of 42 CFR part 438 unless a requirement has been specifically identified in
the waiver authorities as expressly waived or specified as not applicable to an expenditure
authority for this demonstration. CCOs will provide a governance structure to align the
specialized services under one managed care organization. CCOs will partner with OHA to
further the state’s implementation of PCPCH and utilization of Traditional Health Workers
(THWSs). CCOs will be accountable for provision of integrated and coordinated health care
for each organization’s members.

a. CCO Governance and Organizational Relationships.

1. Governance. Each CCO has a governance structure in which persons that share
in the financial risk of the organization constitute a majority. The governance
structure must reflect the major components of the health care delivery system
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54.

5.5.

5.6.

5.7.

1l

1il.

1v.

and must include: at least two health care providers in active practice (a
physician or nurse practitioner whose area of practice is primary care and a
mental health or chemical dependency treatment provider); at least one member
of the Community Advisory Council (see STC 5.3.a.ii); and at least two
members from the community at large to ensure that the organization’s decision
making is consistent with the community members’ values.

Community Advisory Council (CAC). The CCOs are required to convene a
CAC that includes representatives from the community and of county
government, but with consumers making up the majority of the CAC. The CAC
must be an ongoing council and meet no less frequently than once every three
months to ensure that the health care needs of the community are being met. At
least one member from the CAC must serve on the governing board.

Clinical Advisory Panel. The CCOs must establish an approach to assure best
clinical practices. This approach may result in the formation of a Clinical
Advisory Panel. If a Clinical Advisory Panel is formed, one of its members
must serve on the governing board.

Partnerships. The CCOs are required to establish agreements with mental health
authorities and county governments regarding maintenance of the mental health
and community mental health safety net for its CCO enrollees and with county
health departments and other publicly funded providers for certain point-of-
contact services.

Community Health Needs Assessment. Every CCO must develop a shared
community health needs assessment that includes a focus on health disparities
in the community. The state encourages CCOs to partner with local public
health and mental health organizations as well as hospital systems in developing
their assessment.

Alternate Delivery System. The FFS delivery system applicable to some demonstration
populations will continue as described in STC 4.

Patient Rights and Responsibilities, Engagement and Choice. The CCO is responsible for
ensuring that its enrollee receives integrated person-centered care and services designed to
provide choice, independence and dignity.

Compliance with Managed Care Requirements. The state must meet the requirements of
42 CFR part 438 unless a requirement of part 438 has been identified in the waiver
authorities as expressly waived or specified as not applicable to an expenditure authority for
this demonstration.

Managed Care Enrollment, Disenrollment, Opt Out and Transitions

a. Mandatory Enrollment. The state may mandatorily enroll individuals served
through this demonstration in managed care programs to receive benefits pursuant to
STCs 4 and 5. The mandatory enrollment will apply only when the plans in the
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geographic area have been determined by the state to meet certain readiness and
network requirements and require plans to ensure sufficient access, quality of care,
and care coordination for beneficiaries established by the state, as required by 42 CFR
part 438 and approved by CMS. Enrollees who have a choice of CCOs will be locked
in to the CCO of their choice for the period of up to twelve (12) months. Table 2
below illustrates the mandatory and affirmative choice (i.e., “opt-in”) populations
under the OHP.

Table 2. Populations Enrolled in CCOs.

Population Description In/Out of CCOs Disenrollment
Options Given'
1,3,4,5,6,7,8, Individuals of the Mandatory in Other CCO if
and 10 identified available; FFS with
populations other cause
than those
footnoted.?
21 Breast and Cervical Mandatory in Other CCO if
Cancer Treatment available; FFS with
Program cause
23 New eligible adults Mandatory in Other CCO, if
available; FFS with
cause
1-11, and 13 Individuals of the Out, pending further N/A
identified consideration
populations who
have Third Party
Liability
1-11, 21 Individuals who do Out N/A
not meet citizenship
or alien status
requirements
Medicaid state Individuals who are Out N/A
plan receiving non-OHP
Medicare (QMB,
SLMB, QI)
Medicaid state Individuals who are Out N/A
plan eligible only to
receive an
Administrative
Examination

! See (b) below for more information on disenrollment/plan change options and timelines.

2 Exceptions include individuals who are American Indian or Alaska Native who are permitted to enroll, but not
mandatorily enrolled. Individuals who are dually eligible for Medicare and Medicaid will be passively enrolled with
the option to opt out and return to fee-for-service at any time.
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Medicaid state Individuals who are Out N/A
plan Transplant Rx only
24 MAGTI Expanded Mandatory in Other CCO, if
Adult Program available; FFS with
cause

b. Disenrollment. The information in Table 3 is applicable to all managed care

enrollees.
Table 3. Disenrollment or Opt Out Options
. Members may change plans or disenroll to FFS at any time with
With Cause cause, as defined in 42 CFR part 438.
Eligibility Members may change plans, if another plan is available, any time
Redetermination case eligibility is redetermined (at least once a year).

30-Day

Individuals auto-enrolled or manual-enrolled in error may change
plans, if another plan is available, within 30 days of the enrollment.

90-Day

First-time eligible members may change plans, if another plan is
available, within 90 days of their initial plan enrollment.

time.

Dually eligible individuals and tribal members can change plans or disenroll to FFS at any

5.8.

5.9.

5.10.

5.11.

Network Adequacy and Access Requirements. The state must ensure that any CCO
complies with network adequacy and access requirements, including that services are
delivered in a culturally competent manner that is sufficient to provide access to covered
services to the OHP population. Providers must meet standards for timely access to care and
services, considering the urgency of the service. Detailed standards for various levels of care
(e.g., emergency care, urgency care, well care, etc.) provided by medical, dental, mental
health and chemical dependency providers are those required by Oregon Administrative Rule
OAR 410-141-0220 and OAR 410-141-3220 and will be reflected in the state’s quality
strategy required by 42 CFR 438.340.

Required Notice for Change in CCO Network. The state must provide notice to CMS as
soon as it becomes aware of (or at least 90 days prior) a potential change in the number of
plans available for choice within an area, or any other changes impacting proposed network
adequacy. The state must provide network updates through its regular meetings with CMS
and submit regular documentation as requested.

Contingency Planning. In the event that a CCO contract is amended to significantly reduce
its service area or the contract is terminated, the state will implement contingency planning in
consultation with CMS to assure enrollee continuity of care.

Tribal Engagement and Collaboration Protocol. The state, with tribes, Indian Health
Service facilities, and urban Indian Health Programs, must develop and submit to CMS for
approval of a Model Tribal Engagement and Collaboration Protocol (Attachment D) no later
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6.1.

than 90 calendar days after the demonstration approval date. Once approved by CMS, this
document will be incorporated as Attachment D of these STCs, and once incorporated may
be altered only with CMS approval, and only to the extent consistent with the approved
expenditure and waiver authorities and STCs.

CCOs will be required to adopt either the state’s Model CCO Tribal Engagement and
Collaboration Protocol or a policy agreed upon in writing by the CCO and every tribe and
Indian Health Care Provider (IHCP) in the CCO’s region. The model protocol establishes
minimum requirements, such as inclusion of the Model Medicaid and CHIP Managed Care
Addendum for IHCPs, and protocols for the CCOs to collaborate and communicate in a
timely and equitable manner with tribes and IHCP.

In addition to adopting the Model CCO Tribal Engagement and Collaboration Protocol, CCO
governing boards must make reasonable efforts to receive ongoing training on the Indian
health care delivery system with a focus on tribes in their region and IHCPs and on the needs
of both tribal and urban Indian populations.

Further specifications for engagement and collaboration among (a) tribes, IHS facilities, and
urban Indian health programs and (b) CCOs and the state, will be described by the Model
CCO Tribal Engagement and Collaboration Protocol (Attachment D).

CAPITATION RATES AND PERFORMANCE MEASURES

Principles for Payment Methods that Support the Three-Part Aim. The state will employ
the following concepts in its payment methods to CCOs:

a. The state will transition to a payment system that rewards health outcomes
improvement and not volume of services. As part of this transition, the state will
ensure through its CCO contracts that value-based payment (VBP) arrangements,
structured to improve quality and manage cost growth, are used by CCOs with their
network providers. The state will continue to develop the CCO VBP Roadmap that
describes how the state, CCOs and network providers will achieve a set target of VBP
payments by the end of the demonstration period. The CCO VBP Roadmap provides
a broad definition of VBP and includes a schedule that ensures phased-in
implementation over the course of the demonstration. The state will work with CCOs
and network providers to implement this CCO VBP Roadmap. To the extent that the
state requires specific payment mechanisms that direct CCOs’ expenditures under the
contracts between the state and the CCOs, the state shall comply with 42 CFR
438.6(c).

b. The state will employ "global budgets" to compensate CCOs. A global budget will
represent the total cost of care for all services for which the CCOs are responsible and
held accountable for managing, either through performance incentives and/or being at
financial risk for paying for health care services, other than specific services
identified in non-risk payment arrangements with the CCOs.
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1. CCOs will be at risk for services included in the CCO Services Inventory,
which will be appended as Attachment E. While the intent is to include as many
services as possible within the global budget payment methodology, the state
will work in collaboration with CMS to determine the most appropriate
methodology for adding any additional services to the global budget.

6.2. State Oversight of Medical Loss Ratio (MLR)

a. For risk-based plans, the state must submit the plan-generated reports detailed in 42
CFR 438.8(