80th OREGON LEGISLATIVE ASSEMBLY--2019 Regular Session

Enrolled

Senate Bill 134
Printed pursuant to Senate Interim Rule 213.28 by order of the President of the Senate in conformance with presession filing rules, indicating neither advocacy nor opposition on the part of the
President (at the request of Senate Interim Committee on Health Care)

CHAPTER .................................................

AN ACT

Relating to behavioral health care; creating new provisions; amending ORS 413.032, 414.625 and
414.635; and prescribing an effective date.
Be It Enacted by the People of the State of Oregon:
SECTION 1. ORS 414.625, as amended by section 3, chapter 49, Oregon Laws 2018, is amended
to read:
414.625. (1) The Oregon Health Authority shall adopt by rule the qualification criteria and requirements for a coordinated care organization and shall integrate the criteria and requirements
into each contract with a coordinated care organization. Coordinated care organizations may be
local, community-based organizations or statewide organizations with community-based participation
in governance or any combination of the two. Coordinated care organizations may contract with
counties or with other public or private entities to provide services to members. The authority may
not contract with only one statewide organization. A coordinated care organization may be a single
corporate structure or a network of providers organized through contractual relationships. The criteria and requirements adopted by the authority under this section must include, but are not limited
to, a requirement that the coordinated care organization:
(a) Have demonstrated experience and a capacity for managing financial risk and establishing
financial reserves.
(b) Meet the following minimum financial requirements:
(A) Maintain restricted reserves of $250,000 plus an amount equal to 50 percent of the coordinated care organization’s total actual or projected liabilities above $250,000.
(B) Maintain a net worth in an amount equal to at least five percent of the average combined
revenue in the prior two quarters of the participating health care entities.
(C) Expend a portion of the annual net income or reserves of the coordinated care organization
that exceed the financial requirements specified in this paragraph on services designed to address
health disparities and the social determinants of health consistent with the coordinated care
organization’s community health improvement plan and transformation plan and the terms and conditions of the Medicaid demonstration project under section 1115 of the Social Security Act (42
U.S.C. 1315).
(c) Operate within a fixed global budget and, by January 1, 2023, spend on primary care, as defined in section 2, chapter 575, Oregon Laws 2015, at least 12 percent of the coordinated care
organization’s total expenditures for physical and mental health care provided to members, except
for expenditures on prescription drugs, vision care and dental care.
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(d) Develop and implement alternative payment methodologies that are based on health care
quality and improved health outcomes.
(e) Coordinate the delivery of physical health care, mental health and chemical dependency
services, oral health care and covered long-term care services.
(f) Engage community members and health care providers in improving the health of the community and addressing regional, cultural, socioeconomic and racial disparities in health care that
exist among the coordinated care organization’s members and in the coordinated care organization’s
community.
(2) In addition to the criteria and requirements specified in subsection (1) of this section, the
authority must adopt by rule requirements for coordinated care organizations contracting with the
authority so that:
(a) Each member of the coordinated care organization receives integrated person centered care
and services designed to provide choice, independence and dignity.
(b) Each member has a consistent and stable relationship with a care team that is responsible
for comprehensive care management and service delivery.
(c) The supportive and therapeutic needs of each member are addressed in a holistic fashion,
using patient centered primary care homes, behavioral health homes or other models that support
patient centered primary care and behavioral health care and individualized care plans to the extent
feasible.
(d) Members receive comprehensive transitional care, including appropriate follow-up, when entering and leaving an acute care facility or a long term care setting.
(e) Members receive assistance in navigating the health care delivery system and in accessing
community and social support services and statewide resources, including through the use of certified health care interpreters and qualified health care interpreters, as those terms are defined in
ORS 413.550.
(f) Services and supports are geographically located as close to where members reside as possible and are, if available, offered in nontraditional settings that are accessible to families, diverse
communities and underserved populations.
(g) Each coordinated care organization uses health information technology to link services and
care providers across the continuum of care to the greatest extent practicable and if financially
viable.
(h) Each coordinated care organization complies with the safeguards for members described in
ORS 414.635.
(i) Each coordinated care organization convenes a community advisory council that meets the
criteria specified in ORS 414.627.
(j) Each coordinated care organization prioritizes working with members who have high health
care needs, multiple chronic conditions, mental illness or chemical dependency and involves those
members in accessing and managing appropriate preventive, health, remedial and supportive care
and services, including the services described in ORS 414.766, to reduce the use of avoidable emergency room visits and hospital admissions.
(k) Members have a choice of providers within the coordinated care organization’s network and
that providers participating in a coordinated care organization:
(A) Work together to develop best practices for care and service delivery to reduce waste and
improve the health and well-being of members.
(B) Are educated about the integrated approach and how to access and communicate within the
integrated system about a patient’s treatment plan and health history.
(C) Emphasize prevention, healthy lifestyle choices, evidence-based practices, shared decisionmaking and communication.
(D) Are permitted to participate in the networks of multiple coordinated care organizations.
(E) Include providers of specialty care.
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(F) Are selected by coordinated care organizations using universal application and credentialing
procedures and objective quality information and are removed if the providers fail to meet objective
quality standards.
(G) Work together to develop best practices for culturally appropriate care and service delivery
to reduce waste, reduce health disparities and improve the health and well-being of members.
(L) Each coordinated care organization reports on outcome and quality measures adopted under
ORS 414.638 and participates in the health care data reporting system established in ORS 442.464
and 442.466.
(m) Each coordinated care organization uses best practices in the management of finances,
contracts, claims processing, payment functions and provider networks.
(n) Each coordinated care organization participates in the learning collaborative described in
ORS 413.259 (3).
(o) Each coordinated care organization has a governing body that complies with section 2,
chapter 49, Oregon Laws 2018, and that includes:
(A) At least one member representing persons that share in the financial risk of the organization;
(B) A representative of a dental care organization selected by the coordinated care organization;
(C) The major components of the health care delivery system;
(D) At least two health care providers in active practice, including:
(i) A physician licensed under ORS chapter 677 or a nurse practitioner certified under ORS
678.375, whose area of practice is primary care; and
(ii) A mental health or chemical dependency treatment provider;
(E) At least two members from the community at large, to ensure that the organization’s
decision-making is consistent with the values of the members and the community; and
(F) At least one member of the community advisory council.
(p) Each coordinated care organization’s governing body establishes standards for publicizing
the activities of the coordinated care organization and the organization’s community advisory
councils, as necessary, to keep the community informed.
(q) Each coordinated care organization publishes on a website maintained by or on behalf
of the coordinated care organization, in a manner determined by the authority, a document
designed to educate members about best practices, care quality expectations, screening
practices, treatment options and other support resources available for members who have
mental illnesses or substance use disorders.
(3) The authority shall consider the participation of area agencies and other nonprofit agencies
in the configuration of coordinated care organizations.
(4) In selecting one or more coordinated care organizations to serve a geographic area, the authority shall:
(a) For members and potential members, optimize access to care and choice of providers;
(b) For providers, optimize choice in contracting with coordinated care organizations; and
(c) Allow more than one coordinated care organization to serve the geographic area if necessary
to optimize access and choice under this subsection.
(5) On or before July 1, 2014, each coordinated care organization must have a formal contractual
relationship with any dental care organization that serves members of the coordinated care organization in the area where they reside.
SECTION 2. ORS 414.625, as amended by section 14, chapter 489, Oregon Laws 2017, and section 4, chapter 49, Oregon Laws 2018, is amended to read:
414.625. (1) The Oregon Health Authority shall adopt by rule the qualification criteria and requirements for a coordinated care organization and shall integrate the criteria and requirements
into each contract with a coordinated care organization. Coordinated care organizations may be
local, community-based organizations or statewide organizations with community-based participation
in governance or any combination of the two. Coordinated care organizations may contract with
counties or with other public or private entities to provide services to members. The authority may
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not contract with only one statewide organization. A coordinated care organization may be a single
corporate structure or a network of providers organized through contractual relationships. The criteria and requirements adopted by the authority under this section must include, but are not limited
to, a requirement that the coordinated care organization:
(a) Have demonstrated experience and a capacity for managing financial risk and establishing
financial reserves.
(b) Meet the following minimum financial requirements:
(A) Maintain restricted reserves of $250,000 plus an amount equal to 50 percent of the coordinated care organization’s total actual or projected liabilities above $250,000.
(B) Maintain a net worth in an amount equal to at least five percent of the average combined
revenue in the prior two quarters of the participating health care entities.
(C) Expend a portion of the annual net income or reserves of the coordinated care organization
that exceed the financial requirements specified in this paragraph on services designed to address
health disparities and the social determinants of health consistent with the coordinated care
organization’s community health improvement plan and transformation plan and the terms and conditions of the Medicaid demonstration project under section 1115 of the Social Security Act (42
U.S.C. 1315).
(c) Operate within a fixed global budget and spend on primary care, as defined by the authority
by rule, at least 12 percent of the coordinated care organization’s total expenditures for physical
and mental health care provided to members, except for expenditures on prescription drugs, vision
care and dental care.
(d) Develop and implement alternative payment methodologies that are based on health care
quality and improved health outcomes.
(e) Coordinate the delivery of physical health care, mental health and chemical dependency
services, oral health care and covered long-term care services.
(f) Engage community members and health care providers in improving the health of the community and addressing regional, cultural, socioeconomic and racial disparities in health care that
exist among the coordinated care organization’s members and in the coordinated care organization’s
community.
(2) In addition to the criteria and requirements specified in subsection (1) of this section, the
authority must adopt by rule requirements for coordinated care organizations contracting with the
authority so that:
(a) Each member of the coordinated care organization receives integrated person centered care
and services designed to provide choice, independence and dignity.
(b) Each member has a consistent and stable relationship with a care team that is responsible
for comprehensive care management and service delivery.
(c) The supportive and therapeutic needs of each member are addressed in a holistic fashion,
using patient centered primary care homes, behavioral health homes or other models that support
patient centered primary care and behavioral health care and individualized care plans to the extent
feasible.
(d) Members receive comprehensive transitional care, including appropriate follow-up, when entering and leaving an acute care facility or a long term care setting.
(e) Members receive assistance in navigating the health care delivery system and in accessing
community and social support services and statewide resources, including through the use of certified health care interpreters and qualified health care interpreters, as those terms are defined in
ORS 413.550.
(f) Services and supports are geographically located as close to where members reside as possible and are, if available, offered in nontraditional settings that are accessible to families, diverse
communities and underserved populations.
(g) Each coordinated care organization uses health information technology to link services and
care providers across the continuum of care to the greatest extent practicable and if financially
viable.
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(h) Each coordinated care organization complies with the safeguards for members described in
ORS 414.635.
(i) Each coordinated care organization convenes a community advisory council that meets the
criteria specified in ORS 414.627.
(j) Each coordinated care organization prioritizes working with members who have high health
care needs, multiple chronic conditions, mental illness or chemical dependency and involves those
members in accessing and managing appropriate preventive, health, remedial and supportive care
and services, including the services described in ORS 414.766, to reduce the use of avoidable emergency room visits and hospital admissions.
(k) Members have a choice of providers within the coordinated care organization’s network and
that providers participating in a coordinated care organization:
(A) Work together to develop best practices for care and service delivery to reduce waste and
improve the health and well-being of members.
(B) Are educated about the integrated approach and how to access and communicate within the
integrated system about a patient’s treatment plan and health history.
(C) Emphasize prevention, healthy lifestyle choices, evidence-based practices, shared decisionmaking and communication.
(D) Are permitted to participate in the networks of multiple coordinated care organizations.
(E) Include providers of specialty care.
(F) Are selected by coordinated care organizations using universal application and credentialing
procedures and objective quality information and are removed if the providers fail to meet objective
quality standards.
(G) Work together to develop best practices for culturally appropriate care and service delivery
to reduce waste, reduce health disparities and improve the health and well-being of members.
(L) Each coordinated care organization reports on outcome and quality measures adopted under
ORS 414.638 and participates in the health care data reporting system established in ORS 442.464
and 442.466.
(m) Each coordinated care organization uses best practices in the management of finances,
contracts, claims processing, payment functions and provider networks.
(n) Each coordinated care organization participates in the learning collaborative described in
ORS 413.259 (3).
(o) Each coordinated care organization has a governing body that complies with section 2,
chapter 49, Oregon Laws 2018, and that includes:
(A) At least one member representing persons that share in the financial risk of the organization;
(B) A representative of a dental care organization selected by the coordinated care organization;
(C) The major components of the health care delivery system;
(D) At least two health care providers in active practice, including:
(i) A physician licensed under ORS chapter 677 or a nurse practitioner certified under ORS
678.375, whose area of practice is primary care; and
(ii) A mental health or chemical dependency treatment provider;
(E) At least two members from the community at large, to ensure that the organization’s
decision-making is consistent with the values of the members and the community; and
(F) At least one member of the community advisory council.
(p) Each coordinated care organization’s governing body establishes standards for publicizing
the activities of the coordinated care organization and the organization’s community advisory
councils, as necessary, to keep the community informed.
(q) Each coordinated care organization publishes on a website maintained by or on behalf
of the coordinated care organization, in a manner determined by the authority, a document
designed to educate members about best practices, care quality expectations, screening
practices, treatment options and other support resources available for members who have
mental illnesses or substance use disorders.
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(3) The authority shall consider the participation of area agencies and other nonprofit agencies
in the configuration of coordinated care organizations.
(4) In selecting one or more coordinated care organizations to serve a geographic area, the authority shall:
(a) For members and potential members, optimize access to care and choice of providers;
(b) For providers, optimize choice in contracting with coordinated care organizations; and
(c) Allow more than one coordinated care organization to serve the geographic area if necessary
to optimize access and choice under this subsection.
(5) On or before July 1, 2014, each coordinated care organization must have a formal contractual
relationship with any dental care organization that serves members of the coordinated care organization in the area where they reside.
SECTION 3. ORS 414.635 is amended to read:
414.635. (1) The Oregon Health Authority shall adopt by rule safeguards for members enrolled
in coordinated care organizations that protect against underutilization of services and inappropriate
denials of services. In addition to any other consumer rights and responsibilities established by law,
each member:
(a) Must be encouraged to be an active partner in directing the member’s health care and services and not a passive recipient of care.
(b) Must be educated about the coordinated care approach being used in the community, including the approach to addressing behavioral health care, and provided with any assistance
needed regarding how to navigate the coordinated health care system.
(c) Must have access to advocates, including qualified peer wellness specialists, peer support
specialists, personal health navigators, and qualified community health workers who are part of the
member’s care team to provide assistance that is culturally and linguistically appropriate to the
member’s need to access appropriate services and participate in processes affecting the member’s
care and services.
(d) Shall be encouraged within all aspects of the integrated and coordinated health care delivery
system to use wellness and prevention resources and to make healthy lifestyle choices.
(e) Shall be encouraged to work with the member’s care team, including providers and community resources appropriate to the member’s needs as a whole person.
(2) The authority shall establish and maintain an enrollment process for individuals who are
dually eligible for Medicare and Medicaid that promotes continuity of care and that allows the
member to disenroll from a coordinated care organization that fails to promptly provide adequate
services and:
(a) To enroll in another coordinated care organization of the member’s choice; or
(b) If another organization is not available, to receive Medicare-covered services on a fee-forservice basis.
(3) Members and their providers and coordinated care organizations have the right to appeal
decisions about care and services through the authority in an expedited manner and in accordance
with the contested case procedures in ORS chapter 183.
(4) A health care entity may not unreasonably refuse to contract with an organization seeking
to form a coordinated care organization if the participation of the entity is necessary for the organization to qualify as a coordinated care organization.
(5) A health care entity may refuse to contract with a coordinated care organization if the reimbursement established for a service provided by the entity under the contract is below the reasonable cost to the entity for providing the service.
(6) A health care entity that unreasonably refuses to contract with a coordinated care organization may not receive fee-for-service reimbursement from the authority for services that are
available through a coordinated care organization either directly or by contract.
(7)(a) The authority shall adopt by rule a process for resolving disputes involving:
(A) A health care entity’s refusal to contract with a coordinated care organization under subsections (4) and (5) of this section.
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(B) The termination, extension or renewal of a health care entity’s contract with a coordinated
care organization.
(b) The processes adopted under this subsection must include the use of an independent third
party arbitrator.
(8) A coordinated care organization may not unreasonably refuse to contract with a licensed
health care provider.
(9) The authority shall:
(a) Monitor and enforce consumer rights and protections within the Oregon Integrated and Coordinated Health Care Delivery System and ensure a consistent response to complaints of violations
of consumer rights or protections.
(b) Monitor and report on the statewide health care expenditures and recommend actions appropriate and necessary to contain the growth in health care costs incurred by all sectors of the
system.
SECTION 4. ORS 413.032 is amended to read:
413.032. (1) The Oregon Health Authority is established. The authority shall:
(a) Carry out policies adopted by the Oregon Health Policy Board;
(b) Administer the Oregon Integrated and Coordinated Health Care Delivery System established
in ORS 414.620;
(c) Administer the Oregon Prescription Drug Program;
(d) Develop the policies for and the provision of publicly funded medical care and medical assistance in this state;
(e) Develop the policies for and the provision of mental health treatment and treatment of addictions;
(f) Assess, promote and protect the health of the public as specified by state and federal law;
(g) Provide regular reports to the board with respect to the performance of health services
contractors serving recipients of medical assistance, including reports of trends in health services
and enrollee satisfaction;
(h) Guide and support, with the authorization of the board, community-centered health initiatives
designed to address critical risk factors, especially those that contribute to chronic disease;
(i) Be the state Medicaid agency for the administration of funds from Titles XIX and XXI of the
Social Security Act and administer medical assistance under ORS chapter 414;
(j) In consultation with the Director of the Department of Consumer and Business Services, periodically review and recommend standards and methodologies to the Legislative Assembly for:
(A) Review of administrative expenses of health insurers;
(B) Approval of rates; and
(C) Enforcement of rating rules adopted by the Department of Consumer and Business Services;
(k) Structure reimbursement rates for providers that serve recipients of medical assistance to
reward comprehensive management of diseases, quality outcomes and the efficient use of resources
and to promote cost-effective procedures, services and programs including, without limitation, preventive health, dental and primary care services, web-based office visits, telephone consultations and
telemedicine consultations;
(L) Guide and support community three-share agreements in which an employer, state or local
government and an individual all contribute a portion of a premium for a community-centered health
initiative or for insurance coverage;
(m) Develop, in consultation with the Department of Consumer and Business Services, one or
more products designed to provide more affordable options for the small group market;
(n) Implement policies and programs to expand the skilled, diverse workforce as described in
ORS 414.018 (4); and
(o) Implement a process for collecting the health outcome and quality measure data identified
by the Health Plan Quality Metrics Committee and report the data to the Oregon Health Policy
Board.
(2) The Oregon Health Authority is authorized to:
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(a) Create an all-claims, all-payer database to collect health care data and monitor and evaluate
health care reform in Oregon and to provide comparative cost and quality information to consumers,
providers and purchasers of health care about Oregon’s health care systems and health plan networks in order to provide comparative information to consumers.
(b) Develop uniform contracting standards for the purchase of health care, including the following:
(A) Uniform quality standards and performance measures;
(B) Evidence-based guidelines for major chronic disease management and health care services
with unexplained variations in frequency or cost;
(C) Evidence-based effectiveness guidelines for select new technologies and medical equipment;
[and]
(D) A statewide drug formulary that may be used by publicly funded health benefit plans; and
(E) Standards that accept and consider tribal-based practices for mental health and
substance abuse prevention, counseling and treatment for persons who are Native American
or Alaska Native as equivalent to evidence-based practices.
(3) The enumeration of duties, functions and powers in this section is not intended to be exclusive nor to limit the duties, functions and powers imposed on or vested in the Oregon Health Authority by ORS 413.006 to 413.042 and 741.340 or by other statutes.
SECTION 5. Section 6 of this 2019 Act is added to and made a part of ORS chapter 414.
SECTION 6. A medical assistance program shall consider tribal-based practices for
mental health and substance abuse prevention, counseling and treatment services for members who are Native American or Alaska Native as equivalent to evidence-based practices for
purposes of meeting standards of care and shall reimburse for those tribal-based practices.
SECTION 7. Section 6 of this 2019 Act applies to services provided on or after the operative date specified in section 8 of this 2019 Act.
SECTION 8. (1) Section 6 of this 2019 Act and the amendments to ORS 413.032, 414.625
and 414.635 by sections 1 to 4 of this 2019 Act become operative on January 1, 2020.
(2) The Oregon Health Authority may take any action before the operative date specified
in subsection (1) of this section that is necessary to enable the authority to exercise, on and
after the operative date specified in subsection (1) of this section, all of the duties, functions
and powers conferred on the authority by section 6 of this 2019 Act and the amendments to
ORS 413.032, 414.625 and 414.635 by sections 1 to 4 of this 2019 Act.
SECTION 9. This 2019 Act takes effect on the 91st day after the date on which the 2019
regular session of the Eightieth Legislative Assembly adjourns sine die.
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