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Federal Laws Committee Charter 
Approved by OHFB on:  December 12, 2007 


I. Objective 
The Federal Laws Committee is chartered to provide findings to the Board regarding the impact 
of federal law requirements on achieving the goals of the Health Fund Board, focusing 
particularly on barriers to reducing the number of uninsured Oregonians.  The work should be 
guided by the Board’s “Design Principles & Assumptions.” 


II. Scope 
The Committee shall develop findings on the impact of federal laws on the goals of the Healthy 
Oregon Act including, but not limited to, the following: 


1) Medicaid requirements relating to such areas as: eligibility categories, household income 
limits, Medicaid waivers, Federally Qualified Health Centers (FQHCs), and 
reimbursement for training of health professionals; and related policy areas including the 
State Children’s Health Insurance Program (SCHIP) and the Family Health Insurance 
Assistance Program (FHIAP); 


2) Medicare requirements including issues related to Medicare Advantage Plans as well as 
policies “that result in Oregon’s health care providers receiving significantly less than the 
national average Medicare reimbursement rate,” including: 


o How such Medicare policies and procedures affect costs, quality and access;   


o How an increase in Medicare reimbursement rates to Oregon providers would 
benefit Oregon in health care costs, quality and access to services, including 
improved access for persons with disabilities and improved access to long 
term care; 


3) Employment Retirement Income Security Act (ERISA) requirements and the extent to 
which it is clear what state action is permissible without further federal courts decisions;  


4) Federal tax code policies “regarding the impact on accessing health insurance or self-
insurance and the affect on the portability of health insurance;”  


5) Emergency Medical Treatment and Active Labor Act (EMTALA) regulations “that make 
the delivery of health care more costly and less efficient” and EMTALA waivers;  


6) Health Insurance Portability and Accountability Act (HIPAA) requirements that may 
hinder coordination of care; and  


7) Any other area of federal policy that inhibits Oregon’s ability to move forward with 
health care reform efforts. 


III. Timing 
 
In December 2007 and January 2008, the Committee will solicit written comments from the 
public and key stakeholders on the impact of federal policy on Oregon’s reform efforts and 
recommendations to remove barriers to these efforts.  From January – April 2008, the Committee 
will hold a series of meetings to include panels of stakeholders to present on and discuss selected 
areas of federal policy.  The results of these meetings will inform the Committee’s findings and 
recommendations. 
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The draft report of the Committee shall be delivered to the Board on or before April 30, 2008.  
After approval from the Health Fund Board and a period of public comment, the Committee will 
report its findings to the Oregon congressional delegation.   
 
Although SB 329 requires this report no later than July 31, 2008, the Board will request the 
Oregon Legislature’s approval to change the due date to October 1, 2008.  This change will 
allow the report of this Committee to be presented in a series of public hearings during the 
summer of 2008 along with the Board’s draft comprehensive plan.  Public comments gathered at 
these meetings will be incorporated into the final report.  Whether or not the deadline change is 
approved, the Committee shall request that the Oregon congressional delegation participate in at 
least one hearing in each congressional district on the impacts of federal policies on health care 
services and request congressional hearings in Washington, DC. 
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MEDICAID 
 


INTRODUCTION:  Oregon’s current Medicaid program is known as the Oregon Health Plan 
(OHP).  OHP includes two programs:  OHP Plus, for Oregonians categorically eligible for 
Medicaid or SCHIP benefits under federal rules and OHP Standard, for Oregonians eligible 
based on income.  OHP Standard is Oregon’s expansion population of low income, childless 
adults, approved under its demonstration waiver with CMS.  This program has fewer benefits 
and higher cost sharing than the OHP Plus program.  (See Appendix A for a history of the OHP 
program.) 
 
The innovation that most sharply and controversially characterizes OHP is its systematic 
approach to rationalizing health care expenditures.  OHP provides a standard health benefit based 
on ranking the effectiveness and value of medical treatments.  The Oregon Health Services 
Commission creates and maintains the “Prioritized List” of diagnoses paired with evidence-
based treatment.  This list ranks diagnosis-treatment pairs according to relative importance of 
treatment, cost, and effectiveness.   The Legislature sets the funding level for medical services 
and these funds are applied to the list, starting at the top and descending until the funds are 
exhausted.  Those treatment services that are “above the funding line” are covered in the OHP 
benefits package and those that are “below the line” are not covered.  The Prioritized List has 
succeeded in making decisions about the allocation of public resources for health coverage more 
explicit and accountable.  It has also succeeded in making health policy more reflective of the 
best evidence available on clinical effectiveness. 
 
Oregon’s premium assistance program is known as the Family Health Insurance Assistance 
Program (FHIAP).  This program pays from 50 percent to 95 percent of the health insurance 
premium for low income Oregonians.  FHIAP subsidies allow individuals and families to 
purchase employer sponsored health insurance or individual health plans if insurance is not 
available through an employer. 
 
Oregon’s Current OHP and FHIAP Population 
In June 2008, 386,662 people were enrolled in an OHP or SCHIP plan.1  Of these, 362,383 
people were enrolled in OHP Plus (including SCHIP).  DHS recently raised the cap on its OHP 
Standard program, expanding the number of enrollees from fewer than 18,000 beneficiaries in 
February 2008 to 24,279 in June 2008.  As of July 2008 10,181 people were enrolled in FHIAP, 
reduced from 17,999 in November 2007.2   
 
The Federal Laws Committee notes that there is significant flexibility under Oregon’s current 
waivers to expand coverage to approximately 214,000 uninsured Oregonians if state funding 
were available to secure federal matching funds.  Another 145,000 could receive premium 
assistance under FHIAP were state funding available.     


                                                 
1 Total Oregon Medical Assistance Programs Eligibles, June 2008.  Department of Human Services, Oregon Health 
Plan Eligibility Reports, June 2008. 
2 DHS, FHIAP Snapshot of Program Activity, July 14, 2008.  As of May 31, 2008, all FHIAP benefits for those 0-85%FPL were 
be terminated due to a recent CMS ruling that resulted in a General Fund shortfall at the state level.  Those enrollees below 85% 
FPL will be transferred to OHP Standard for a transition period of 6 months, at which point their eligibility to remain in OHP 
Standard will be reassessed. 
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RESULTS FROM HEARINGS AND RESEARCH: Expanding eligibility.  If the Board’s 
comprehensive plan proposes to expand eligibility beyond the levels in Oregon’s current OHP 
and Premium Assistance waivers, Oregon will need to apply for CMS approval to obtain 
additional federal matching funds.  If CMS denies these requests, these proposed program 
expansions would be significantly more expensive to implement.  


BACKGROUND:  There are two areas of Medicaid policy that directly affect state reform 
efforts:  CMS approval of state’s Medicaid eligibility criteria (particularly FPL levels) and 
budget neutrality requirements.  In particular, securing federal Medicaid and premium assistance 
matching funds will be critical to the success of the Board’s comprehensive plan.   
 
Oregon’s OHP and Premium Assistance Program Waivers:  Oregon’s waivers provide federal 
matching funds under FHIAP for premium assistance up to 185% FPL and under OHP for 
children and pregnant women up to 185% FPL.  Most other OHP eligibility categories are below 
185% FPL (see chart below).  If the Board recommends expanding OHP and/or premium 
assistance above these levels, an additional waiver or an amendment of the current waivers will 
be necessary.  Of course, if Oregon chooses to finance these expansions out of its own state 
funds, it is entitled to do so without a waiver. 


OHP/FHIAP Eligibility Categories by Percentage of Poverty Level (FPL)


0%


50%


100%


150%


200%


250%


Pregnant
Women


Children
(Ages 0-5)


Children
(Ages 6-18)


Foster
Children


TANF
Families


Aged, Blind
& Disabled*


Uninsured
Adults


Subsidized
Private


Insurance**


% of FPL
Oregon's Optional Medicaid & SCHIP Populations (without an OHP demonstration)
Oregon's Expansion Populations (eligible as part of the OHP demonstration)
Mandatory Medicaid Populations


   225% FPL* 


 185% FPL      185% FPL      185% FPL    185% FPL   
Adults and 
Children 


133% FPL  133% FPL 


   100% FPL   
OHP     


Standard 


  100% FPL  
SSI 


Level  


    46% FPL     46% FPL  


 
Source: Oregon Department of Human Services, Division of Medical Assistance Programs (DMAP) 
*Aged, blind, and disabled populations meeting long-term care criteria are eligible up to 300% of the SSI level (=225% FPL); otherwise, these populations are 
eligible up to the SSI level  
 **FHIAP subsidizes private health insurance coverage for low income families and individuals.  All OHP populations have the option to elect FHIAP coverage 
rather than direct state coverage.  Parents and childless adults up to 100% FPL must enroll if they have employer sponsored insurance.  Parents and childless adults 
over 100% FPL are not eligible for direct state coverage but may be eligible for FHIAP if enrollment limits have not been met. 


Eligibility 
Category 


21,052 15,506 17,522 117,534 92,228 53,989 60,636 9,598 Dec. 2006 
Enrollment 
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CMS has indicated reluctance to approve states’ waivers above 250% FPL.  In August, 2007, 
CMS issued a rule that significantly restricted states’ ability to use SCHIP federal funds to cover 
children above 250% FPL.  According to CMS’s rule, a state may use SCHIP funds to cover 
children above 250% FPL only if the state can demonstrate 90% coverage of those children 
below 250% FPL, which is an extraordinarily high coverage rate to achieve.  In January, 2008, 
CMS denied Ohio’s request to increase Medicaid eligibility to 300% FPL.  In doing so, CMS 
indicated that it would likely use the same criteria for eligibility limits for SCHIP as for 
Medicaid. 
 
It is unclear how these limits on SCHIP and Medicaid eligibility would affect a CMS decision on 
expanding premium assistance eligibility.  In recent years CMS has generally reacted favorably 
in granting waivers for premium assistance programs.  However, there is not clear precedent or 
guidance as to whether CMS would approve a waiver that increased eligibility for a premium 
subsidy program up to 300% FPL. 
 
Budget Neutrality:  The second area of Medicaid policy that directly affects state reform efforts 
is the federal requirement that all waiver programs be budget neutral.  This means that CMS may 
not approve a plan that would result in a higher level of federal spending than would otherwise 
already occur under the state’s Medicaid program.  This requires comparing the state’s projected 
“with waiver” costs over the life of the waiver with the state’s projected “without waiver” costs.  
Therefore states may not expand programs without either (a) demonstrating cost savings 
elsewhere; or (b) cutting other programs.  Any expansion of Oregon’s current Medicaid 
programs that the Board proposes must be budget neutral.  According to Jim Edge, Oregon’s 
State Medicaid Director, Oregon’s Medicaid program is currently operating below its budget 
neutrality calculation, so Oregon has room to expand its Medicaid program somewhat without 
violating the budget neutrality mandate.  Although not an immediate barrier to reform in Oregon, 
budget neutrality requirements may impede other states’ reform. 
 
MCO Provider Tax Sunset:  OHP Standard is currently funded solely by two taxes:  two-thirds of 
the funding is from a tax on Oregon’s Fully-Capitated Health Plans (called the Managed Care 
Organization (MCO) provider tax), and the remainder of funding is from a hospital tax.  These 
taxes will sunset in September, 2009.  Replacements for these taxes have not yet been identified.   
 
RECOMMENDATIONS:  


1. When Oregon’s health reform is enacted, CMS should approve Oregon’s request to 
expand coverage under its OHP and premium assistance waivers.  Federal matching 
funds will be instrumental in the success of Oregon’s reform package and will allow 
Oregon to significantly reduce the number of uninsured in the state.  This committee 
supports the expansion of state funding, understanding that that is a necessary 
prerequisite for expanding federal funding. 


 
2. STATE RECOMMENDATION:  The Health Fund Board and Oregon legislature need to 


be aware of and develop contingency plans for the OHP Standard program if there is a 
timing gap between the MCO provider tax sunset and the implementation of the Oregon’s 
reform package.   
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RESULTS FROM HEARINGS AND RESEARCH:  Payment structure flexibility.  
Oregon does not have the flexibility within its current Medicaid waiver to change the 
Medicaid Managed Care Organization and provider payment structure from encounter-based 
payments to payment for best practices. 


BACKGROUND:  Medicaid’s current structure for payments to providers is similar to that in 
the commercial marketplace:  providers are paid on a fee for service basis.  They are not 
currently reimbursed for managing a population of patients using disease management 
techniques, telephone consultation, and other approaches.  Payments are based on approved 
specific reimbursable services, and do not specifically reflect morbidity reduction or improved 
quality of care.  If the Board proposes changes in the payment structure to reward services that 
result in healthier outcomes and emphasize quality primary care, these would not be reimbursed 
under the OHP waiver. 
 
A state may change its Medicaid payment structure through its Medicaid State Plan or through a 
waiver.  Generally, changes in payment structure are made through the State Plan.  The State 
Plan is the state’s contract with CMS that lays out exactly how the state plans to use federal 
matching funds.  It is through the State Plan that state and the federal governments agree upon 
how the state will manage and administer the Medicaid program.  The State Plan also includes 
the formulas for payment calculations to Medicaid Managed Care Organizations (in Oregon, 
these are the Fully-Capitated Health Plans).  Under Oregon’s current payment system, the 
formulas for MCO payment are based on cost of care and number of patient-provider encounters 
over the previous three years, along with projected costs and actuarial information looking 
forward.  Should the state seek a different payment system or incentive structure, CMS would 
have to approve the new system.   


 
Whether a state must seek change through a waiver or a State Plan is largely a subjective CMS 
decision based on how comprehensive the change in the payment structure will be.  If the change 
in payment structure will result in a sweeping change in how care is delivered, CMS is likely to 
require that the new payment structure approval be submitted via waiver (or in Oregon’s case, an 
amendment to our current OHP demonstration waiver).  Since the waiver process can be long 
and arduous, requiring the state to submit a waiver would be time-consuming and would delay 
reform. 
 
RECOMMENDATION:  


3. CMS should adopt a framework and an expedited approval process to assist states 
experimenting with payment reform.  CMS should allow states to use the State Plan 
amendment process whenever possible to allow states to modify payment strategies to 
reward improved outcomes and efficiency.   


 
4. CMS should engage in a timely manner with states in the review, renewal, and approval 


of waivers.  Lengthy, multi-year waiver approval greatly hinders states’ reform efforts. 
 


 


Oregon Health Fund Board  Page 9 
 







Federal Laws Committee: DRAFT REPORT TO OREGON CONGRESSIONAL DELEGATION   7/21/08 
 


 


RESULTS FROM HEARINGS AND RESEARCH:  Federal citizenship documentation 
requirements. CMS citizenship documentation requirements appear to be preventing eligible 
Oregonians from enrolling in Medicaid/Oregon Health Plan. 


BACKGROUND:  Eligibility for Medicaid is restricted to US citizens, nationals of the United 
States, or qualified aliens.3  Until 2005, the federal law for verifying citizenship for Medicaid 
eligibility required “a declaration in writing, under penalty of perjury . . . stating whether the 
individual is a citizen or national of the United States.”4  The Deficit Reduction Act (DRA) of 
2005 issued new citizen documentation requirements for all Medicaid applicants, including those 
recertifying eligibility.  Applicants must provide specific documentation to become eligible for 
Medicaid benefits (see table below).  In 2006, SSI and Medicare beneficiaries, foster children 
and children receiving adoption assistance were exempted from the documentation requirement.  
These requirements became effective Sept. 2006.   


 
Acceptable Pairs of Documents: Must have both  


a Citizen Document and an Identification Document Acceptable Stand-Alone 
Documents Citizen Document Identification Document 


U.S. Passport Birth certificate Current state driver’s license 
or state identity card 


Certificate of Naturalization Report or Certification of 
Birth Abroad of a U.S. Citizen School identification card 


U.S. Citizen I.D. card Federal, State or Local 
government identification card 


Adoption papers Certificate of U.S. 
Citizenship Military Record if it shows 


where you were born 


U.S. Military identification 
card 


From CMS brochure: “Providing Documentation of Citizenship for Medicaid”5 
 


Medicaid enrollment processes prior to the DRA requirements:  Prior to the DRA, Oregon and 
46 other states allowed applicants to self-declare US citizenship for Medicaid.  Most of these 
(including Oregon) used “prudent person policies” which required applicants to provide 
documentation if their statements seemed questionable to eligibility staff.6  In 2001, CMS 
encouraged self-declaration policies because these made the application process simpler and 
quicker, and offered guidance to states on verifying self-declaration statements, either against 
other sources or via post-eligibility reviews.   
 
Oregon examined its enrollment processes prior to implementing the DRA requirements and 
found limited cause for concern.  A 2002 Secretary of State audit that examined Oregon’s 
enrollment processes found two cases where ineligibles received full coverage.  The 
                                                 
3 The only exception is that nonqualified citizens receive Medicaid reimbursement for emergency care under the 
Citizen/Alien-Waived Emergent Care (CAWEM). 
4 Social Security Act, Section 1137(d). 
5 http://www.cms.hhs.gov/MedicaidEligibility/downloads/Citizenshipbrochure.pdf  
6 “Self-Declaration of US Citizenship for Medicaid,” (OEI-02-03-00190) Office of Inspector General, DHHS, July 
2005. 
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methodology of this audit did not allow them to determine the potential extent of the problem – 
the took a random sample of 25 out of the 812 cases that had been changed from ineligible to full 
coverage, and found 2 cases where the fully covered person was ineligible.  The audit also found 
that allowing a self-declaration on the mail-in application increased the risk of providing full 
OHP coverage to ineligible non-citizens and that the quality control reviews of OHP enrollment 
did not include verification of citizenship.  
 
According to this state audit and a national-level Inspector General report, improving post-
eligibility quality control could address vulnerabilities inherent in self-declaration policies.  The 
Secretary of State’s report included a recommendation that DHS “include verification of 
citizenship status in the quality control reviews of OHP approved cases to determine the 
significance of this eligibility issue.”  A 2005 study by the US Department of Health and Human 
Services Office of Inspector General also examined self-declaration policies for Medicaid 
coverage.  This study recommended that CMS strengthen post-eligibility quality controls in 
states that allow self-declaration, provide states with a clear list of acceptable citizenship 
documents, and consider allowing states to refer to citizenship verifications from other 
Medicaid-related programs. 
 
Impact of the DRA citizenship documentation requirements:  Two national studies and a study 
by Oregon’s DHS demonstrate that the new citizenship documentation requirements have led to 
eligible U.S. citizens losing or being denied Medicaid coverage and that the requirements have 
not achieved the goal of saving taxpayers money.  The GAO found that the DRA documentation 
requirements have led to increased administrative costs and barriers to access including 
widespread declines in Medicaid enrollment.7  Of the 44 states responding, 22 reported declines 
in Medicaid coverage due to the requirement, (12 states reported no effect and 10 reported that 
the effect was unknown).  Most of these states reported that applicants who appeared to be 
eligible citizens experienced delays in coverage.  Although only a few states were able to 
quantify the loss of coverage for eligible citizens, one state identified 18,000 individuals were 
denied or lost coverage in the first seven months of implementation.  Seventeen of the 22 states 
expect the downward trend in enrollment to continue. 
 
The House Committee on Oversight and Government Reform Majority Staff examined this issue 
as well.8  Their analysis found that the DRA documentation requirements have been significantly 
more costly to implement than the savings they have produced.  For every $100 spent by federal 
taxpayers to implement the new requirements in six states, only 14 cents in Medicaid savings can 
be documented.  See the results of staff analysis in six states in the Table below.  Although it is 
possible that the new documentation rules dissuaded undocumented immigrants from applying, 
the staff found “the lopsided ratio of high administrative costs to minimal savings reported by the 
states indicates that the documentation requirements are likely to cost federal taxpayers 
significantly more than they generate in savings.”  
 


                                                 
7 U.S. Government Accountability Office, “Medicaid: States Reported Citizenship Documentation Requirement 
Resulted in Enrollment Declines for Eligible Citizens and Posed Administrative Burdens” (GAO/07-889), July 
2007. 
8 House Committee on Oversight and Government Reform, “Summary of GAO and Staff Findings:  Medicaid 
Citizenship Documentation Requirements Deny Coverage to Citizens and Cost Taxpayers Millions,” July 24, 2007.   
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Federal spending and the number of undocumented immigrants found 
 Additional 


federal 
spending 


 


Number of 
undocumented 


immigrants 
found 


 


Number of 
Medicaid 
Enrollees 


(2004) 


Federal savings 
from 


undocumented 
immigrants found 


Colorado $1,500,000 0 398,500 $0 
Kansas $750,000 1 253,600 $1,816 
Louisiana $2,000,795 6 816,700 $8,095 
Minnesota $650,000 0 545,000 $0 
Washington $2,500,000 1 953,100 $1,138 
Wisconsin $900,000 0 688,600 $0 
Total $8,300,795 8 3,655,500 $11,048 
Source: House Committee on Oversight and Government Reform, “Summary of GAO and Staff Findings:  Medicaid Citizenship Documentation 
Requirements Deny Coverage to Citizens and Cost Taxpayers Millions,” July 24, 2007.   
 
According to an investigation by DHS,9 more than 1,000 Oregonians (about 1 percent of 
applicants) lost or were denied Medicaid benefits in the first 6 months of implementation 
because they were unable to meet the new requirements.  Nearly all were believed to be citizens.  
91 percent of households with denied individuals were English speaking and 64 percent were 
children.  Other results from this investigation include: 


• The most common reasons for being unable to present appropriate citizenship 
documentation include: “insufficient time to complete the process; lack of money or 
transportation to obtain or provide the documentation; and/or misunderstandings 
regarding which documents were still needed for completing the process, particularly the 
Proof of Identity for children.”   


• The DHS investigation found that “in some cases children were forced to go without 
medical care as minor health problems grew into serious, life-threatening issues; some 
adults were forced to delay needed surgeries; and families incurred medical bills they 
could not afford to pay.”   


• Despite efforts to mitigate the potentially harmful effects of the documentation 
requirements, DHS “expects the new federal law will continue to disadvantage those 
citizens with the fewest resources and will cause eligible citizens, especially children, to 
lose benefits.” 


 
RECOMMENDATION (PENDING FINAL COMMITTEE REVIEW): 


5. Research has established that there is little benefit to the DRA requirements and possibly 
significant harm when eligible citizens are unable to qualify for Medicaid benefits.  States 
that can demonstrate quality standards and good enrollment processes should be allowed 
to revert to pre-DRA requirements.   


 
 


                                                 
9 “Implementation of the US Deficit Reduction Act of 2005 in Oregon and Its Impacts on OHP Clients:  An 
overview of the effects of the new identity and citizenship documentation requirements during the first six months of 
implementation, Sept 1, 2006 – Feb 28, 2007,” Oregon Department of Human Services.  All quotes are from this 
report unless otherwise indicated. 
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BACKGROUND:  In 2007, CMS issued several proposed rules and final rules announcing new 
policies narrowing the types of activities and expenditures for which states could claim Medicaid 
reimbursement.  The proposals would have limited the federal financial participation (FFP) for 
(1) rates paid to government-operated providers and expenditures; (2) state payments for 
graduate medical education; (3) rehabilitative services; (4) school-based transportation for 
severely disabled children; (5) the definitions of “case management services” and “targeted case 
management services; and (6) healthcare-related taxes counted toward state expenditures eligible 
for federal matching funds.  Fortunately, H.R. 2642, the Supplemental Appropriations Act of 
2008, became law in June.  This legislation extends the moratoria imposed on CMS Medicaid 
rulemaking enacted in previous legislation until April 1, 2009.   
 
The following table lists the impact CMS’s regulations would have had on Oregon’s Medicaid 
system if Congress had failed to enact the moratoria. 
Regulation  Impacts  Oregon Medicaid 


Reduction/Cost 
School-based 
Services  
CMS 2287-P  
(Dec. 28, 2007)  


• This rule results in the loss of 50% federal match for School 
Medicaid Administrative Claiming (MAC) over the past 3 years 
averaged $20 million per year, $10 million from federal funds.   


• Elimination for federal reimbursement for Medically Necessary 
Transportation provided to children with disabilities pursuant to an 
IEP or IFSP under IDEIA over the next 5 years = $1.4 million. 


$10.3 million FY 
2009  
 
$54.8 million FY 
2009-2013 


Rehabilitation 
Services   
CMS 2261-P  
(Aug. 13, 2007)  


• The rule announces rehabilitation services will not be covered when 
furnished through a non-medical program as either a benefit or 
administrative activity, including programs other than Medicaid, 
such as education or child welfare.  


• If there are no methods for billing these services, they cannot be 
offered by the State Medicaid Program. This would have a 
detrimental effect on clients as they will not receive effective 
services appropriate to their needs in the least restrictive environment 
possible.  


• Some clients may be diverted to other services such as outpatient 
services while others will be diverted to services such as acute 
hospital. This change would likely result in an increase in 
expenditures for hospitalization services. 


$72.9 million FY 
2009  
 
$378.6 million FY 
2009-2013  


Targeted Case 
Management  
CMS 2237-IFC  
(Dec. 4, 2007) * 


• Child serving agencies, including Child Welfare and the Oregon 
Youth Authority, will not be able to claim for case management 
services provided to Medicaid-eligible youth. 


• Limiting clients to a single Medicaid case manager will reduce the 
effectiveness of client referrals by requiring case managers to 
support clients outside their field of expertise. 


• Other activities that have been historically viewed as administrative 
and claimed as such will no longer be reimbursed, having adverse 
impacts on rural communities' support structures which in turn could 
reduce client access. 


$52 million FY 
2009 
 
 
$288-316 million 
2009-2013 


RESULTS FROM HEARINGS AND RESEARCH:  Recent CMS Rules.  Recent CMS 
rulings have tended to decrease state flexibility in terms of benefits, eligibility and delivery of 
health care.  Many recent policies have resulted in significant shifting of health care costs to 
the states.  If six recent CMS rules had been implemented, Oregon would have lost or 
incurred costs up to $921.4 million in federal Medicaid funding between FY2008 and 2013.  
The moratorium on these rules expires April 2009. 
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Regulation  Impacts  Oregon Medicaid 
Reduction/Cost 


Government 
Provider Cost-
Limit s CMS 
2258-FC (May 
29, 2007)  


• This provision would require that statutory and regulatory criteria be 
considered when Oregon makes the initial determination about the 
governmental status of health care providers.   


• A further provision requires that revenue cannot exceed the costs of 
providing the Medicaid service and providers must submit annual 
cost reports to be reviewed by DHS.  


• More time will be required in monitoring and documentation, which 
will in turn reduce the amount of face-to-face service time by 
providers to Medicaid clients.  


• The administrative burden may cause smaller, typically rural 
providers to withdraw from providing Medicaid services.   


$6.2 million FY 
2009  
 
$33 million FY 
2008-2013, Cost to 
the state in 
administrative 
dollars.   


Graduate 
Medical 
Education  
CMS 2279-P  
(May 23, 2007)  


• This rule runs contrary to the intent of Medicaid, which is to provide 
medical assistance to needy individuals including low-income 
families, the elderly, and persons with disabilities.   


• Teaching hospitals are where the nation's health care professionals 
receive the sophisticated training and experience that has made the 
quality of America's health care first in the world.  


• Medicaid funding is vital to this medical education mission, which is 
a complex, multi-year process that depends on reliable, long-term 
financial support.   


• Teaching hospitals are an integral part of the traditional care for local 
communities.  


$ 21.1 million FY 
2009  
 
$110.7 million FY 
2009-2013   


Provider Tax  
CMS 2275-P  
(Mar. 23, 
2007)* * 


• Oregon has a Medicaid Managed Care Organization (MCO) provider 
tax as well as a Nursing Facility tax. The MCO provider tax revenue 
is the state funding source for the Oregon Health Plan expansion 
population (OHP Standard).  Approximately two-thirds of the 
expansion population (16,000 clients) is funded by Medicaid MCO 
provider tax revenue.   


• For the tax rate change from 5.8% to 5.5% on Jan 1, 2008 to Sept 30, 
2009 the loss of state funds will be $10.7 million.  With federal 
matching funds, that money could have covered an average 
additional 1,700 people per month.  


• The nursing facility Quality Assurance Assessment fee (also called 
the nursing facility provider tax) is used to partially pay the costs of 
Medicaid nursing facility care for Medicaid residents.   


• If the tax is eliminated, the state will have two options: (1) replace 
tax revenue with General Fund, or (2) substantially decrease nursing 
facility Medicaid rates from their current level. 


$8.5 million FY 
2008  
 
$28.3 million FY 
2008 and 2013  


Source: Based on Office of Federal Financial Policy, Oregon DHS.  Estimated Oregon reductions from all regulations, based on Regulations, 
Expiring Authorizations, and Other Assumptions in the Baseline,” February 4, 2008.  
 *The fiscal range presented assumes that 20%-50% of the clients served are complex enough to warrant multiple case managers.  
** Managed Care Provider tax assumes the sun setting of the program in Sept. 2009 the Long Term Care Provider Tax does not sunset until July 
1, 2014. The percentage reverts back to 6% in 2011.  


 
RECOMMENDATION:  


6. Oregon’s Congressional delegation should seek to permanently eliminate the proposed 
regulations enumerated above that would significantly reduce federal payments to 
Oregon, so that they are not reinstated after the April 1, 2009 moratorium deadline. 
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MEDICARE 
 
INTRODUCTION: 
Medicare is a federal program that covers over 571,000 people in Oregon.10  Of this total, about 
86% are aged eligibles (65 or older with ten years of Medicare-eligible employment), and 14% 
are disabled (as determined by the Social Security Administration).  An estimated 79,000 
Oregonians are dual Medicare/Medicaid eligible.11  The total Oregon Medicare enrollment has 
increased 11.5% from 1996 to 2005.12   
 
In Oregon, the population over 65 years of age is projected to increase more rapidly in the next 
twenty years than it did in the last twenty years.  Moreover, the projected growth in this 
population is expected to be larger in Oregon than it will be on average nationwide – the number 
of those over 65 is expected to increase 67% by 2020 in Oregon.13 
 
Medicare is made up of four component parts: 
• Part A includes hospitalization, limited skilled nursing, limited home health, and hospice 


care. Part A does not include long-term care.  The individual is responsible for any co-
payments or deductibles.   


• Part B is medical insurance and includes physician services and outpatient visits, lab and x-
ray, ambulance and some preventive care.  Part B requires beneficiaries to pay an out-of-
pocket coinsurance and a premium for Part B coverage.   


• Part C, formerly known as "Medicare + Choice," is now known as "Medicare Advantage". 
If an individual is entitled to Medicare Part A and enrolled in Part B, he or she can elect to 
switch to any of the Medicare Advantage plans offered in their area.  These privately run 
plans are regulated by CMS and are either managed care (HMO or PPO) or fee-for-service. 


• Part D, the new prescription drug benefit, implemented in January 2006. 
 
Medicare reimbursement:  Provider reimbursement rates under Medicare vary widely by 
geographic area.  CMS calculates physician rates using the “Resource Based Relative Value 
System (RBRVS)” physician payment schedule.  This rate schedule includes data to determine 
Geographic Practice Cost Indices (GPCIs) that adjust payment rates to account for geographical 
differences in the costs of furnishing physician services.   
 
There are three GPCIs included in the RBRVS:  physician work, practice expense, and 
professional liability insurance expense.  The physician work GPCI is based on earnings of 
professionals (such as lawyers, engineers, etc.) reported in the decennial census.  The practice 
expense GPCI accounts for geographic differences in non-physician overhead such as staff 
wages, office space costs, equipment and supplies.  The liability insurance GPCI is based on data 
collected from the largest malpractice insurers in each state.  GPCIs are updated every three 
years.   
                                                 
10 Centers for Medicare and Medicaid Services (CMS), Office of External Affairs, released 1/31/08. 
11 Urban Institute estimates based on data from the Medicaid Statistical Information System (MSIS), prepared for 
the Kaiser Commission on Medicaid and the Uninsured. 
12 U.S. Department of Human Services, Centers for Medicare and Medicaid Services, 2005. 
13 U.S. Department of Commerce, U.S. Census Bureau, Population Division; Center for Public Health Research, 
CDC WONDER Online Database, March 2003. 
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GPCIs are constructed so that they have a national average of 1.0.  Geographic areas that have 
costs above the national average have index values above 1.0 and those with below-average costs 
have index values below 1.0.  All three GPCIs are formulaically combined to come up with the 
Geographic Adjustment Factor (GAF).  See table below for Oregon’s GPCIs and GAFs. 
 
Oregon’s Geographic Practice Cost Indices and Geographic Adjustment Factors, 2008 
 Physician Work 


GPCI 
Practice Expense 
GPCI 


Professional 
Liability Insurance 
Expense GPCI 


Geographic 
Adjustment 
Factor (GAF)* 


Portland 1.002 1.037 0.453 0.996 
Rest of Oregon 1.000 0.926 0.453 0.947 
Source: 2008 (1/1 - 6/30) GPCIs and GAF by MEDICARE PAYMENT LOCALITY, presented by Iowa Medical Society 
* Calculation for the GAF: (0.52466*work GPCI) + (0.43669*PE GPCI) + (0.03865*MP GPCI) 
 
A calculation known as the Conversion Factor transforms the GAF into a dollar amount under 
the physician payment schedule.  The Conversion Factor formula includes a “Sustainable 
Growth Rate” variable, which reflects, in part, the performance of the national economy.  In July 
2008, Congress took action to prevent changes to the Conversion Factor for 2006-2013 that 
would have reduced physician payments by 10.6 percent.  This bill suspends payment reductions 
for 18 months. 
 
Medicare Advantage Program:  Under the Medicare Advantage program, beneficiaries may 
receive Medicare benefits by enrolling in participating private plans, such as health maintenance 
organizations (HMOs), preferred provider organizations (PPOs), or private fee-for-service plans 
(PFFS).  PFFS plans differ from Medicare HMOs and PPOs in that they are not required to 
establish provider networks or to adopt utilization management strategies, and do not coordinate 
care like most other Medicare Advantage plans.  PFFS plans account for a small share of total 
MA enrollment in the U.S. (19%), but these plans are growing much faster than HMO and PPO 
plans in recent years.  Between November 2006 and November 2007, enrollment in PFFS plans 
more than doubled, while HMO and PPO plan enrollment increased about 8 percent to 7.2 
million beneficiaries.  In 2007, there were 1.7 million enrollees in PFFS plans, an increase of 
more than 800% since December 2005.14   


The Medicare Modernization Act of 2003 (MMA) created new Medicare Advantage plans 
known as Special Needs Plans (SNPs) for specific vulnerable populations. “Special needs 
individuals” were identified by Congress as: 1) institutionalized beneficiaries; 2) dually eligible; 
and/or 3) beneficiaries with severe or disabling chronic conditions.   
 
Medicare Advantage plans must cover the same services as Part A and Part B of traditional 
Medicare.  Cost-sharing requirements may differ from traditional Medicare as long as they are at 
least actuarially equivalent:  the average projected cost-sharing liability per person must be the 
same or smaller.  Beneficiaries may receive Part D benefits through an MA plan.  Finally, 
beneficiaries who enroll in MA plans also may receive additional benefits, such as reduced cost-


                                                 
14 MedPac Report to Congress, March 2008. 
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sharing, special care coordination and disease management or other products and services not 
covered by traditional Medicare. 
 
H.R. 6331, the “Medicare Improvements for Patients and Providers Act:” As mentioned above, 
in July 2008, Congress took action to suspend a severe reduction in payment physicians.  To 
offset this, two provisions of this Act also enacted funding reductions to the Medicare Advantage 
program.     


• The first of these eliminates the remainder of the "stabilization fund" for Medicare 
Advantage PPOs.  This $1.79 billion fund was established to encourage regional PPOs to 
contract with Medicare by allowing CMS to pay entry and retention bonuses to PPOs that 
enter previously unserved regions or continue to serve certain regions.  Spending from 
this fund was set to begin in 2012. 


• The second provision phases out duplicate payments for indirect medical education 
(IME) to Medicare Advantage plans.  Although the IME payments to plans are related to 
medical education offered in hospitals, these plans are not required to pass along IME 
payments they receive to the hospitals in their networks.  Hospitals receive IME 
payments directly, so the Medicare Advantage IME payments were duplicative.  


 
 


 
 


RESULTS FROM HEARINGS AND RESEARCH:  Low provider reimbursement rates.  
The low rate of Medicare FFS reimbursement received by Oregon providers adversely affects 
several key aspects of Oregon’s health care system, and could undermine the reform efforts of 
the Health Fund Board.  Most importantly, low provider reimbursement has severely limited 
access to providers for Medicare beneficiaries.  Further, Medicare’s payment system is 
focused on encounter-based payments, restricting Oregon’s flexibility to reform its health care 
delivery system. 


BACKGROUND:  As a result of its relative low cost-of-living, its historically efficient health 
care system, and low utilization rate, Oregon’s Medicare reimbursement rates are among the 
lowest in the nation.  In 2006, Medicare spent an average of $6,451 per Medicare enrollee in 
Oregon compared to the national average of $7,944.  Florida’s average cost per beneficiary is 
$9,462 - over $3,000 more per enrollee, per year, on average, than Oregon’s. 
 
Low rates severely limit access to physicians:  According to the 2004 Physician Workforce 
Survey, 11.8% of Oregon’s primary care physicians did not accept new Medicare patients.15  By 
2006, the percentage had doubled to 23.7% refusing new Medicare patients.  Low reimbursement 
rates were found to be the most significant barrier to physician participation in Medicare and 
Medicaid.16  This Committee heard testimony from Medicare beneficiaries and advocates that 
lack of access to physicians is a major concern in Oregon’s Medicare population.  Some seniors 
have found that their physicians will no longer treat them once they turn 65 and become 
Medicare beneficiaries.  Several beneficiaries mentioned enrolling in a Medicare Advantage plan 
as the only way they were able to find a physician to treat them.   
 


                                                 
15 2004 Oregon Physician Workforce Survey. 
16 2006 Oregon Physician Workforce Survey. 
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Medicare payment structure:  Similar to the Medicaid payment structure described elsewhere in 
this report, the traditional Medicare fee-for-service payment system does not reward efficient or 
coordinated care.17  There is little flexibility within the traditional Medicare structure to reward 
providers who improve outcomes, decrease the number of necessary patient contacts, and 
increase quality of care.  CMS is currently working on implementing some quality-based 
purchasing, or pay-for-performance initiatives.  However, the scope of these efforts is fairly 
limited and provides the state of Oregon little room to implement widespread payment reform to 
better align incentives with overall goals. 
 
RECOMMENDATIONS: 


7. Congress should reform the process for setting Medicare rates to more equitably align 
reimbursement across the country.  In particular, CMS should limit payment updates in 
high-cost areas as proposed by the Commonwealth Fund.18  Medicare updates to both 
hospital payment rates and physician fees are applied nationally, even though Medicare 
spending per beneficiary varies considerably by locality.  The Commonwealth Fund 
report indicates: “The same update is applied in Miami, Florida – where Medicare 
spending per beneficiary was $11,352 in 2003 – and Salem, Oregon – where Medicare 
spending per beneficiary was $4,273 in the same year.”   


 
This Committee supports the Commonwealth Fund proposal to adjust payment updates in 
each area to reflect the level of total Medicare Part A and Part B spending per beneficiary 
in that area, relative to the national average.  Area-level adjustments would be applied to 
basic national updates based on projected increases in the Medicare Hospital Market 
Basket Index and the Medicare Economic Index.  Areas above 75th percentile of spending 
per beneficiary would receive no update – so that projected increases in Medicare 
spending would not be reflected in the hospital and physician rates for these areas.  Areas 
at or below the 50th percentile of spending per beneficiary would receive the full update.  
Areas between the 50th and 75th percentile would receive a portion of the update, on a 
sliding scale.  The effect of this policy would be that low-cost, high efficiency areas 
would see rates increase over time while rates in high cost areas stayed level. 


 
8. STATE RECOMMENDATION:  Oregon’s congressional delegation and interested 


stakeholders should build support for national Medicare rate reform by joining with 
other states suffering under low Medicare reimbursement rates.  In 2007, US 
Representatives Hooley and Blumenauer supported the “Children’s Health and Medicare 
Protection Act of 2007 (CHAMP Act) bill” which included payments for efficient 
physicians.  That bonus would increase fee-for-service payments for physicians by 5 
percent increase in every county in the bottom 5 percent for fee-for-service costs.  In 
Oregon, that includes the following counties: Baker, Benton, Clackamas, Columbia, 
Deschutes, Hood River, Klamath, Malheur, Marion, Multnomah, Polk, Sherman, 
Umatilla, Union, and Washington.  The House passed the bill, but the Senate did not. 


 


                                                 
17 “Bending the Curve:  Options for Achieving Savings and Improving Value in US Health Spending,” 
Commonwealth Fund, Dec. 2007. 
18 See “Bending the Curve:  Options for Achieving Savings and Improving Value in US Health Spending,” 
Commonwealth Fund, Dec. 2007, pg. 58-61.   
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9. CMS should pursue Medicare payment reform that emphasizes evidence based care, 
integrated health homes and an array of services that support these models.   


 


 


RESULTS FROM HEARINGS AND RESEARCH:  Medicare Advantage.  Medicare 
Advantage HMO and PPO plans offer an opportunity to address access problems while 
providing coordinated care to beneficiaries, controlling costs, and increasing reimbursement 
to providers.  However, these plans are the subject of much debate in Congress relative to 
reimbursement models and concerns about inappropriate marketing behavior by some Private 
Fee-For-Service plans. 


BACKGROUND:  Oregon’s use of Medicare Advantage plans is somewhat unique.  Nearly 
39% of all Oregon Medicare beneficiaries are enrolled in a Medicare Advantage plan; which is 
the highest MA plan penetration in the U.S.  Nationwide, the penetration is about 19%.19 
Oregon’s total MA enrollment is nearly 210,000 (see Table below).   
 
Oregon’s Medicare Advantage Enrollment, January 200820 
 Medicare Advantage Plan Type 


 HMO PPO Misc. 
Plans* PFFS Total 


Enrollees 125,589 59,348 4,988 19,340 209,265 
Proportion 60% 28.4% 9.2% 2.4% 100% 
*Includes cost plans, PACE, and Employer/Union only direct contracts PFFS. 
 
Oregon’s Special Needs Plans:  Congress created a special type of Medicare Advantage plan to 
target services to special needs groups:  dual eligibles (eligible for both Medicare and Medicaid), 
beneficiaries in institutions, and beneficiaries with severe or disabling chronic conditions.  
Special Needs plans (SNPs) function like and are paid like other Medicare Advantage plans, 
except they must offer Part D drug benefits, and they can limit their enrollment to beneficiaries 
in their special needs group.  This ability to limit enrollment to special needs allows these plans 
to offer improved care coordination and targeted benefits which may lead to cost savings to the 
Medicare program and can provide significant improvements for beneficiaries’ treatment and 
quality of life.   
 
In 2007, Oregon had about 17,500 beneficiaries in a handful of Special Needs Plans, nearly all of 
which are dual-eligible SNPs.21  This Committee heard testimony from two Oregon SNPs about 
the benefit to dual-eligibles of targeted services.  Beneficiaries in these plans receive assistance 
managing their conditions as well as managing their Medicaid and Medicare benefits.  


                                                 
19 Mathematica Policy Research, Inc. analysis of CMS MA enrollment by State County Contract file, February 
2008. 
20 CMS Data, January 2008. Notes: The privacy laws of HIPAA have been interpreted to prohibit publishing 
enrollment data with values of 10 or less. Data rows with enrollment values of 10 or less have been removed from 
this file. Pilot contracts are excluded from this file. SOURCE: www.cms.hhs.gov/MCRAdvPartDEnrolData/ 
21 CMS Health Plan Management System December 2007 data.  Does not include plans with enrollment of fewer 
than 11 beneficiaries. 
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Physicians treating these beneficiaries have simplified administrative processes for billing and 
authorizations. 
 
There are some concerns at the national level about SNPs, particularly SNPs other than dual-
eligible SNPs.  First, CMS is no longer accepting applications for new SNP plans and will not 
accept expansion of existing SNP plans starting Jan, 2009.  Creating a SNP is an attractive 
strategy for Medicare Advantage plans that can “carve out” high cost beneficiaries from their 
regular MA plan and lower their bid.  Applications for these plans greatly increased beyond 
CMS original expectations.  Another concern is that SNPs have too little federal oversight to 
ensure their value.22   
 
Medicare Advantage reimbursement:  bids, benchmarks, and rebates23:  Medicare pays Medicare 
Advantage plans a capitated rate to provide Part A and B benefits to enrollees.  Except for PPOs, 
all types of Medicare Advantage plans are paid as “local plans,” and are paid based on their 
enrollees’ counties of residence.  PPOs can be either local plans or “regional plans,” which serve 
one or more of the 26 regions designated by CMS.  In 2006, Medicare began to pay plans under 
a bidding process.   


• Bidding:  Plans bid on the cost to provide Part A and Part B services to the average 
beneficiary.  Bids include administrative costs and profit.  CMS bases the payment to a 
Medicare Advantage plan on the relationship between its bid and the local or regional 
benchmark. 


• Benchmarks:  local plans’ bids are compared to county level benchmarks established by 
CMS.  Benchmarks take the prior year’s county payment rate to Medicare Advantage 
plans and increase it by the projected national growth rate in per capita Medicare 
spending.  These local payment rates are at least as high as the county’s rate under 
traditional Medicare.  Regional PPOs’ benchmarks are determined separately using a 
formula that incorporates the plan bids.   


• Plan Payments:  If a plan’s bid is higher than the benchmark, plans receive a base rate 
equal to the benchmark rate and enrollees pay the difference in the form of a monthly 
premium.  If the bid is lower than the benchmark, plans receive base rate equal to the bid 
rate. As of 2007, all plan payments are adjusted based on their enrollees’ risk profiles.  
This means that payment for a particular enrollee is the base rate multiplied by the 
enrollee’s risk measure.  


• Rebates:  Plans bidding below the benchmark also receive a rebate payment of 75% of 
the difference between their bid and the case-mix adjusted benchmark.  Rebates must be 
returned to enrollees in the form of supplemental benefits or lower premiums.   


 
Oregon’s low Medicare reimbursement rates affect the rates that Medicare Advantage plans can 
offer, since benchmarks are linked to the local Medicare rate.  The average monthly payment rate 


                                                 
22 MedPac: “Update on the Medicare Advantage Program,” from “Report to Congress: Medicare Payment Policy,” 
March 2008. 
23 MedPac, “Payment Basics: Medicare Advantage Program Payment System,” October 2007. 
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for MA plans in Oregon is about $761, compared with $842 in the U.S. as a whole.24  On 
average, Oregon’s MA plans receive the second-lowest rebate in the country (only Washington 
State’s average rebate is lower).  This means that even though the average benchmarks in Oregon 
are higher than Oregon’s traditional Medicare rates (at 1.33 times the Medicare rate), Oregon’s 
MA plans are unable to bid significantly below the benchmark to take advantage of the rebate 
that would be available to them if they were able to bid lower.  Oregon’s MA plans are unable to 
provide services for less cost, even in the face of a rebate incentive to do so.  This is another 
indication that Oregon’s traditional FFS reimbursement rates do not accurately reflect the cost of 
care in the state and are inadequate to cover necessary care.  
 
Benefits of Oregon’s HMO/PPO Medicare Advantage plans:  As discussed above, Medicare 
patients are bearing the brunt to Oregon’s low reimbursement rates by being unable to find 
physicians willing to provide necessary care.  MA beneficiaries in HMO/PPO plans, in contrast, 
have access to the managed care network of primary care physicians and other providers 
contracted for by their plan.  According to testimony from 4 plans, physicians get paid better 
under Medicare Advantage and have not been rejecting beneficiaries under these plans.  There 
are other benefits to enrolling in an HMO/PPO-type plan.  The managed-care structure of these 
plans means that beneficiaries are more likely to have inpatient management, to avoid 
preventable admissions, behavior management through benefit design, reduced physician 
variation, and more pharmacy management.25   
 
PFFS plans tend to be more prevalent in the most rural areas of Oregon.  Residents in counties 
such as Wallowa, Malheur, Baker, and Union have little access, if any, to other HMO, or PPO-
type MA plans.  In Oregon’s Second Congressional District, representing all of Eastern Oregon, 
PFFS plans make up 29 percent of Medicare Advantage enrollment compared to a statewide 
average of 9.5 percent.26 
 
Across the U.S., many plans have expanded services to rural and other areas with benchmarks 
that are high relative to Medicare FFS spending because these areas were given increases in 
payment rates under earlier law.  MedPAC analysis based on July 2006 enrollment data shows 
that Medicare payments to private health plans on behalf of enrollees average 112% of FFS costs 
for the counties where MA enrollees reside.  PFFS plans – prevalent in rural areas where the 
benchmark rate is significantly higher than Medicare FFS costs—are paid 119% of FFS costs 
before adjusting for enrollee risk. 
 
Some members of Congress and the Executive Director of MedPAC have expressed some 
reservations about PFFS plans.  As stated above, PFFS plans are paid 119% of traditional 
Medicare FFS costs, which alone is somewhat worrisome.  However, in addition to this, PFFS 
plans are prohibited by law from linking provider payments to efficiency and they are not held to 
the same quality standards and regulations that other MA plans are.  In contrast to HMO and 
PPO plans, PFFS plans are not required to: (1) build networks of providers; (2) report quality 


                                                 
24 Id. 
25 Testimony of Dr. Kevin Keck, Providence Health Plan, Federal Laws Committee Meeting, March 13, 2008. 
26 CMS Data, January 2008, www.cms.hhs.gov/MCRAdvPartDEnrolData/ . 
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measures; (3) offer Part D coverage; (4) limit enrollment to targeted beneficiaries; or (5) offer 
individual MA plan if offering employer group plan. 
 
Concerns about the rapid growth of MA plans and complaints about misleading marketing 
strategies has prompted Congress to consider bills that grant more oversight to states in 
regulating MA marketing practices.  Currently, CMS alone has the authority to oversee 
marketing of MA plans and they have been slow to adequately respond.  However, Congress has 
yet to enact a bill conferring more power on state insurance commissioners, or anyone else at the 
state level, to oversee MA plan marketing or other abuses. 
 
 
RECOMMENDATIONS: 


10. Medicare Advantage HMO and PPO plans play an important role in providing affordable 
health coverage to Oregon’s Medicare beneficiaries.  Congress should preserve this 
option for Oregon and permit the expansion of Special Needs Plans.    


 
11. Congress and CMS should consider significant reforms to PFFS plans, including more 


rigorous federal oversight. 
 


12. STATE RECOMMENDATION:  Oregon should expand Medicare Advantage HMO/PPO 
plan coverage through service area expansions or the creation of new Medicare 
Advantage plans.  To increase access and improve provider reimbursement in areas of 
Oregon not currently served by Medicare Advantage plans, existing Medicare Advantage 
HMO and PPO plans in Oregon should consider extending service options to 
underserved areas in the state.  Alternately, local provider organizations in these areas 
should consider becoming Medicare Advantage HMO or PPO plans or inviting existing 
plans to expand into their area. 


 
13. Congress should delegate authority to State Insurance Commissioners to oversee the 


marketing activities of Medicare Advantage plans in their state, similar to the federal-
state partnership that currently exists in regulating Medicare Supplement plans.  
Commissioners have authority to regulate unscrupulous practices by individual agents 
selling Medicare Advantage plans, but no authority to address plan practices such as 
marketing plans and agent compensation packages. 


 
14. STATE RECOMMENDATION:  The Oregon legislature should pass a joint resolution 


requesting Congressional action to correct reimbursement rate inequities and to preserve 
Medicare Advantage HMO and PPO plans.  The Oregon Health Fund Board’s 
comprehensive plan to the Oregon Legislature should include this recommendation. 
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ERISA 


 


RESULTS FROM HEARINGS AND RESEARCH:  ERISA law is unclear in relation to 
some elements of states’ efforts to reform health care, especially related to setting minimum 
standards for acceptable health insurance coverage offered by self-insured employer plans and 
health reform funding options such as “pay-or-play” employer payroll taxes and taxes on 
insurance plans.  This lack of clarity leaves innovative states at risk for ERISA-based lawsuits 
and may prevent some states from implementing innovative health care reform.  Further, 
ERISA hinders states’ ability to collect even basic data on self-insured plans, including the 
number of lives covered under such plans, impeding state public policy efforts. 


BACKGROUND: 
The Employee Retirement Income Security Act of 1974 (ERISA) is a federal law that regulates 
private sector retirement, health, and other welfare benefit plans.  Congress’ intent in passing this 
law was to enable employers that operate in more than one state to offer uniform benefits to all 
of their employees.  However, at the state level, ERISA creates an obstacle to health reform 
efforts through a broad provision that preempts state laws that “relate to” private sector 
employer-sponsored pension and fringe benefit programs, including health insurance.27   
 
The U.S. Supreme Court has held that a state law “relates to” self-insured employer plans if it 
refers to such plans; substantially affects their benefits, administration, or structure; or imposes 
significant costs on such plans.  Various courts have held that, according to ERISA, states cannot 
require employers to offer health coverage; dictate the terms of an ERISA plan’s coverage, 
employer’s premium share, etc.; or impose taxes on self-insured employer plans. (ERISA 
exempts from preemption the authority for states to regulate insurance, which includes taxing 
and collecting information from health insurers and setting standards for products purchased by 
insured employer health plans).  These rulings limit states’ ability to set minimum standards for 
insurance coverage, design unchallengeable “pay-or-play” employer payroll taxes, or tax self-
insured plans.  Although there have been no court rulings specifically involving collecting data 
from self-insured plans, such data collection arguably duplicates Department of Labor rules and 
affects plan administration, and could thus be challenged under ERISA.  No states have yet 
attempted to impose data collection on self-insured plans. 
 
Travelers Insurance Decision:  The Supreme Court’s interpretation of the ERISA preemption 
clause was broadened somewhat by the 1995 Travelers Insurance decision.  In this case, the 
Supreme Court upheld a New York law that set hospital rates in that state even though doing so 
had the potential to increase costs for ERISA plans by providing lower rates for Blue Cross than 
commercial insurance.  The reasoning behind this decision was that hospital rate-setting is 
traditionally an area of state authority and thus not presumed eligible for a congressional 
override.  Also, the Court held that, even though commercial insurance was more expensive than 
Blue Cross, the New York law did not hinder an employer’s ability to choose which insurance 


                                                 
27 ERISA background information comes primarily from the presentation to the Federal Laws Committee and other 
documents authored by Patricia Butler, JD, DrPH, health policy analyst/consultant.  See “ERISA Update: Federal 
Court of Appeals Agrees ERISA Preempts Maryland’s ‘Fair Share Act’,” Patricia A. Butler, JD, DrPH, State 
Coverage Initiatives report, Feb. 2007. 
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plan to purchase.  Despite this broader interpretation of the law, states and localities continue to 
struggle with designing health reform plans that will not provoke a legal challenge under ERISA. 
 
Other States’ and Localities’ Experiences:  In 2007, federal courts found “pay-or-play” payroll 
tax initiatives in one state and one county to be in violation of ERISA.  In Maryland, the disputed 
law required employers with more than 10,000 employees to either spend 8% of their payroll on 
health services for their employees or pay the difference between that amount and what they 
actually spent to the state to help fund the state’s Medicaid program.  The Court of Appeals held 
that the purpose of the law was to force Wal-Mart, the state’s only employer that would have 
been affected by the law, to expand its ERISA health insurance plan, which would interfere with 
uniform national administration of the employer’s health benefits plan. 
 
In Suffolk County, New York, a similar “pay-or-play” arrangement was found to be in violation 
of the ERISA preemption clause.  In this case, the county required large grocery retailers to 
spend the same amount per employee on health care as the county would have to spend to treat 
an uninsured worker.  Any employer spending less than that amount would be required to pay 
the county the difference.  While the stated objective of the law was to protect small businesses 
that were currently providing coverage to the employees from unfair competition, the appeals 
court applied the same reasoning as was used in the Maryland case to hold that ERISA preempts 
the Suffolk County ordinance. 
 
In an as-of-yet unresolved case, a local “pay-or-play” ordinance in the city of San Francisco has 
been challenged under ERISA.  The ordinance requires firms with workers employed in the city 
to spend a certain amount per-worker, per-hour on health benefits or pay the equivalent amount 
to help fund the city’s Health Care Access Program.  A federal district court ruled that the 
ordinance violated ERISA’s preemption clause, but the Court of Appeals has granted a stay of 
the lower court’s order.  The Court of Appeals characterized the city ordinance as requiring 
employer payment, not employee benefits, holding that neither choice – the employers’ choice to 
provide health care nor their choice pay the city – is favored by the ordinance.  
 
In general, under the reasoning of the Travelers case, a “pay-or-play” initiative is most likely to 
withstand an ERISA challenge if it is a broad-based, tax-financed program; the state is neutral 
regarding whether employers offer coverage or pay tax; and the state does not set standards to 
qualify for tax credits or otherwise refer to ERISA plans. 
 
NAIC’s Recommended Changes to Federal Law:28  Responding to states’ concerns regarding 
reforming their health care systems while complying with federal law, the National Association 
of Insurance Commissioners (NAIC) recently conducted a survey of states’ Departments of 
Insurance, asking if they had “considered the preemptive effect of ERISA, HIPAA, or any other 
federal law on innovations related to making health care insurance or alternative health care 
financing mechanisms more affordable, particularly with respect to small group markets?”.  
Two-thirds of the states that responded had encountered situations where federal law preempted, 
or threatened to preempt, health reform proposals.  To address these issues, NAIC has developed 


                                                 
28  “NAIC Recommendations for Federal Action,” Federal Relief Subgroup, State Innovations (B) Working Group, 
National Association of Insurance Commissioners, May 2007. 
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a set of recommendations that would maximize states’ flexibility in reforming their health care 
systems while minimizing the impact on sponsors of ERISA plans.   
 
These recommendations are: 1) Amend ERISA to clarify that states may require self-insured 
plans to submit data regarding coverage, premiums, cost-sharing arrangements, and utilization; 
2) Amend ERISA to clarify that “pay-or-play” assessments that meet specified criteria are not 
preempted by federal law; 3) Grant the Secretary of Labor the authority to grant waivers from 
ERISA to states that implement comprehensive health reform proposals; and 4) Create a federal 
grant program to provide grants to states pursuing new and innovative reform ideas.   
 
Concerns Regarding the Oregon Health Fund Board:  In its recommendations to the Health Fund 
Board, the Finance Committee is proposing a “pay-or-play” employer payroll tax as one of the 
revenue sources for the Board’s comprehensive health care reform plan.  While the Finance 
Committee believes it has designed a payroll tax that could withstand a challenge under ERISA, 
the possibility of such a challenge does still exist.  Clarity from the federal government with 
regard to this type of payroll tax initiative would allow the state to design a policy without fear of 
encountering a costly lawsuit.  (See the first recommendation below.) 
 
RECOMMENDATIONS: 


15. Congress should create “safe harbor” policies for state health care reform elements (such 
as “pay or play” payroll taxes) that it finds do not violate ERISA.  These policies would 
clarify for states how to craft their health care reform to comply with ERISA and would 
protect them from the burden and uncertainty of lawsuits.  Oregon’s Congressional 
delegation should partner with other reform-minded states to effectuate a “safe harbor” 
policy related to state health reform efforts. 


 
16. Congress should amend ERISA to permit states to collect data from self-insured 


employers or their third party administrators concerning benefits received by employees 
and dependents residing in the state.  The Department of Labor could develop criteria for 
a uniform set of data to collect with the assistance of the National Governors’ 
Association. 


 
17. Congress should consider the National Association of Insurance Commissioners’ 


recommendation to grant the Secretary of Labor the authority to issue waivers from 
ERISA for states implementing comprehensive health reform proposals. 
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FEDERAL TAX BENEFITS RELATED TO  
HEALTH INSURANCE AND MEDICAL EXPENSES 


 


 


RESULTS FROM HEARINGS AND RESEARCH:  Federal income tax codes provide 
inequitable benefits around health care expenses, particularly health insurance premiums.  
Self-employed individuals and individuals buying health insurance on the open market are not 
able to obtain the same tax benefits as those receiving employer-sponsored health insurance. 


BACKGROUND: 
One goal of health reform in Oregon is to ensure that all Oregonians have access to affordable 
health insurance, regardless of whether that insurance is provided by employers or purchased by 
individuals on the open market. Currently, those purchasing insurance individually do not get 
federal tax benefits equivalent to individuals with employer-sponsored insurance. 
 
Employer paid medical benefits, including health insurance premiums, flexible spending 
accounts, and health reimbursement accounts (including Section 125 plans), are not included as 
part of an employee’s personal taxable income.  Regardless of whether the individual chooses to 
itemize income deductions, these medical benefits are pre-tax.  Employee contributions to health 
insurance premiums are made pre-tax.   
 
One health reform strategy considered by states includes requiring all employers to offer Section 
125 Premium Only Plans (POPs) to all employees (unless employers pay 100% of an employee’s 
premiums).  These plans allow employees to contribute pre-tax dollars to pay for their insurance 
premiums, and can be applied to employer sponsored insurance or to insurance purchased on the 
open market.  Using pre-tax dollars saves individuals as much as 35 percent of their spending on 
health insurance premiums, depending on their income tax bracket.  Section 125 POPs are not 
available to self-employed or unemployed persons.   
 
Similarly, self-employed individuals may directly deduct amounts paid for health care insurance 
from their taxable income (whether or not the individual chooses to itemize his or her 
deductions).  However, self-employed individuals face specific limits to their tax benefits that 
persons receiving employer-sponsored health insurance do not face.  Self-employed individuals 
can only deduct premiums from their taxable income up to the total of their income from the 
trade or business less items such as the self-employment tax deduction and qualified pension 
contributions.  Further, premiums can only be deducted for the months where they are not 
eligible for insurance through their employer (when the individual has a job as an employee as 
well as being self-employed) or through their spouse’s employer.   
 
Individuals purchasing health insurance on the open market receive the fewest federal tax 
benefits.  An individual can deduct those medical and dental expenses (including insurance 
premiums) that are higher than 7.5 percent of adjusted gross income as an itemized deduction.  
Itemizing deductions is typically not preferable to the standard deduction for many individuals 
unless they own a home.  There has been recent discussion in Congress about allowing this 
deduction directly, without itemizing.  Expenses at or below 7.5 percent are not eligible for a 
federal tax deduction.  In Oregon, individuals aged 62 and older can deduct the qualified 
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expenses below 7.5 percent from their Oregon taxable income, if they itemize their Oregon 
deductions. 
 
Some individuals may qualify for a refundable tax credit against their federal tax due for 65 
percent of the premiums they pay.  This credit reduces their federal tax liability, and may provide 
a refund if a person’s tax liability is low enough.  To qualify, individuals must belong to a group 
specified in the 2002 law, including those who lost jobs due to the recession following the Sept. 
11 attacks and those on premium assistance programs like FHIAP. 
 
Employees, self-employed, and individuals purchasing insurance in the open market may also 
benefit from Health Savings Accounts (HSAs).  These are tax exempt accounts used to pay for 
medical expenses, including insurance premiums.  An HSA must be paired with a high 
deductible insurance plan, which typically has a lower premium than other plans.  Contributions 
to HSAs are pre-tax when made by or through an employer, or post tax if made directly by the 
covered individual who may then receive a federal deduction from taxable income on their 
yearly tax return.  Contributions are limited by federal law (2008 statutory limits are $2,900 
individual and $5,800 family). 
 
RECOMMENDATIONS: 


18. Congress should modify the personal income tax code to provide equal tax benefits to all 
taxpayers purchasing health insurance, regardless of whether that insurance is purchased 
through an employer, as a self-employed person, or as an individual purchasing health 
insurance on the open market.  Specifically, all taxpayers should be allowed to directly 
deduct health insurance premiums from their taxable income without having to itemize 
deductions.   


 
19. In addition, Congress should modify the personal income tax code to offer low income 


taxpayers the choice of either the direct deduction for premiums (recommended above) or 
a refundable credit against their tax liability for health insurance premiums.  This tax 
credit could be structured similarly to the Earned Income Credit, so that employed 
individuals receive the benefit of this credit at the time of each paycheck.  Giving low-
income taxpayers the choice of a credit would assist individuals in participating in state 
health reform efforts that include an individual mandate. 
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PROVIDER WORKFORCE and GRADUATE MEDICAL 
EDUCATION   


 


 


RESULTS FROM HEARINGS AND RESEARCH:  A robust, diverse health care 
workforce is critical to Oregon’s ability to achieve the goals of the Health Fund Board, 
particularly related to creating an “integrated health home” for each Oregonian.  However, 
current workforce projections indicate an impending shortfall of providers, especially in 
primary care fields.   


BACKGROUND: 
 
Oregon’s Health Care Workforce:  Oregon’s health care workforce is not growing rapidly 
enough to meet the demand for care statewide, especially in rural areas and for primary care 
providers.  Research indicates that Oregon needs 322 new physicians each year,29 but the health 
care education system in our state is unable to meet this demand.  The OHSU School of 
Medicine graduates approximately 120 medical students and trains 200 medical residents each 
year, many of whom leave Oregon when beginning their practice.30  In addition, Oregon is 
continually losing physicians to retirement and increasingly insufficient Medicare reimbursement 
rates making a medical career less promising.31  Beyond physicians, Oregon’s demand for 
physician assistants, nurses, nurse practitioners, dentists, and dental hygienists are all increasing, 
and the rates that these workforces are growing is predicted to be insufficient to meet the need.32   
Oregon is not the only state facing steep shortages in the health care workforce as demand for 
health care is climbing.  This trend is continuing across the country.33 
 
Lack of Data on Oregon’s Workforce:  With the exception of the Oregon Board of Nursing, the 
state licensing organizations for health care professionals statewide do not collect data on many 
aspects of the health care workforce.  The Board of Nursing’s data, which includes the 
specializations of nurses and other details about their employment around the state, allows 
officials statewide to have a comprehensive picture of the areas where more nurses are needed 
most.  To address this issue, the Oregon legislature requested that the Oregon Health Workforce 
Institute work with licensing boards to develop a plan to collect more detailed workforce data in 
Oregon.   This data will be instrumental in achieving policy goals for Oregon’s health care 
workforce and in directing resources and funds to areas where they can be most effective.   
 
HRSA and Department of Labor programs:  A variety of programs to offset the costs of health 
care workforce training are available through the Health Resources and Services Administration 
(HRSA) and the Department of Labor’s Workforce Investment Act (WIA) as well as loan and 
scholarship.  These are high-demand programs that help students in medical professions, 


                                                 
29 Oregon Employment Department projections. 
30 Dr. Mark Richardson, Dean of OHSU School of Medicine, presentation to Federal Laws Committee April 22, 
2008. 
31 Office of Oregon of Health Policy and Research, 2006. 
32 Oregon Health Care Workforce Needs Assessment 2006, www.QualityInfo.org. 
33 GAO Report, “Primary Care Professionals: Recent Supply Trends, Projections, and Valuation of Services, 
February 12, 2008. 
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including nurses, physician assistants, and physicians pay for their educations each year.  The 
2009 federal budget proposed by President Bush includes approximately $1 billion in cuts to 
Workforce Investment Act programs, including those designated to help students in various 
health care education programs fund their training.  In addition, the budget requests cuts of $557 
million to various Health Professions programs under HRSA.   


 
Medicare reimbursement for graduate medical education:  Federal funding of graduate medical 
education directly through reimbursement via the Medicare program includes some complex 
facets.  Reimbursement funds for residency slots were ‘capped’ at 1996 levels by Congress, 
called the “GME cap.”  Thus, a given hospital only receives the level of federal funding for 
residencies that they were allotted in 1996 regardless of whether more residency slots are 
created.  Hence, federal funds for residencies do not increase along with the increased demand 
for physicians, presenting a barrier to increasing the pool of trained physician.34  This is 
particularly hard on regions with high population growth and regions that did not have a large 
number of residencies in 1996.  A hospital may trade slots back and forth between residencies at 
their institution, so long as they remain under the institutional cap.  This gives older, larger 
hospitals (in 1996) more flexibility in moving residency program openings to specialties where 
there is demand.  The Balance Budget Refinement Act of 1999 allows rural hospitals to apply for 
a 30% increase in their cap, but urban hospitals may not. 


 
However, a Medicare funding loophole exists: the GME cap applies only to residency programs 
that were in existence in 1996.  Newly developed residency programs do not have a cap on the 
number of residents eligible for federal funding.  This loophole provides an opportunity for states 
to train new physicians if hospitals can be encouraged to undertake the expense and burden of 
implementing a new residency program.  States can encourage these new residency programs 
with support and resources for start-up costs.   
 
The Oregon Medicine Collaborative (ORMED) was developed in 2006 as a state university and 
regional health system partnership to improve regional distribution of physician training and 
physicians.  This Collaborative seeks, in part, to increase residency training opportunities in rural 
and underserved communities in Oregon.  Participants include the OHSU School of Medicine, 
University of Oregon at Eugene, PeaceHealth System-Oregon Region, Oregon State University 
and Samaritan Health Services.  These partners share training facilities and research resources 
for medical education.   
 
Robust Primary Care Workforce:  In addition to physicians, physician assistants and nurse 
practitioners may provide primary care services.  One method of addressing a primary care 
provider shortfall may be to focus attention on growing the non-physician workforce.   
 
Nurse practitioners and physician assistants can see patients, diagnose, treat, prescribe 
medications, and refer patients to other providers.  According to federal and state law, a 
physician must oversee physician assistants, while nurse practitioners can practice without 
physician oversight under certain circumstances under Oregon law.  In particular, nurse 
practitioners can receive commercial and Medicaid reimbursement for treatments conducted 
                                                 
34 Jordan J. Cohen, Association of American Medical Colleges, letter to Thomas Scully at CMS, January 25, 2002. 
http://www.aamc.org/advocacy/library/gme/corres/2002/012502.htm 
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without physician approval in Oregon,35 and may prescribe medications as permitted by the 
Oregon Board of Nursing.  However, federal CMS policy has more restrictive regulations, 
requiring nurse practitioners to have physician approval for treatment plans to receive Medicare 
reimbursement.  This federal policy functions as a barrier to a more diverse primary care 
workforce in Oregon.  Specifically, clinics would be unable to be staffed at any given time by 
nurse practitioners without a physician to approve treatment.  This could restrict the development 
of new clinics, place unnecessary demands on physician staff to work nights and weekends 
and/or restrict the hours of operation for clinics that may otherwise be open during off hours.   
 
RECOMMENDATIONS: 


 
20. Congress should oppose any efforts to reduce federal funding for health care workforce 


education. Moreover, Congress should enhance such funding in select critical shortage 
areas.     


 
21. Congress should raise the federal cap on Medicare funding for GME residencies.  The 


current cap system is unfair to western states and the 1996 levels being used are 
unrealistic for today’s physician training needs.  The capping of graduate medical 
education reimbursements is an archaic policy that does not make sense in light of the 
current medical shortage faced by states.  Congress should revisit these policies and allow 
established training sites to expand in Western states. 


 
22. Congress and/or CMS should allow states to waive the CMS requirement for physicians 


to approve nurse practitioner treatment plans in order to receive CMS reimbursement.  In 
states like Oregon, where nurse practitioners have independent practice authority, the 
federal government is demanding inefficient overlapping of resources by requiring 
physician oversight of nurse practitioners.  This undercuts Oregon’s ability to develop a 
diverse primary care workforce and overloads existing staff unnecessarily. 


 
23. STATE RECOMMENDATION:  The Health Fund Board should support current plans to 


collect data on Oregon’s health care workforce through state licensing agencies.  
Information about the existing workforce is instrumental to effective policymaking to 
improve workforce distribution and funding programs appropriately for our goals.    


 
24. STATE RECOMMENDATION:  Oregon legislators should fund the ORMED 


Collaborative to increase residency training opportunities in rural and underserved 
communities in Oregon.  This effort can help avoid the GME cap by opening new 
residency training sites, deepen and diversify practice experiences, and may actually 
increase the number of rural practitioners.  According to testimony heard by the 
Committee, practitioners often choose to stay in areas where they are trained.36 


                                                 
35 U.S. Department of Health and Human Services, Health Resources and Services Administration. 
http://www.hrsa.gov/reimbursement/states/Oregon-Medicaid-Covered-Services.htm 
36 Dr. Mark Richardson, Dean of OHSU School of Medicine, presentation to Federal Laws Committee April 22, 
2008. 
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EMTALA and OREGON’S EMERGENCY DEPARTMENTS 


 


RESULTS FROM HEARINGS AND RESEARCH:  The key issues facing Oregon’s 
Emergency Departments (EDs) appear not to be related to EMTALA.  Instead these problems 
relate to a lack of health insurance and lack of access to primary care in the community.  
Further, testimony was largely supportive of EMTALA, and, even if changes were desired, 
waivers are not granted for EMTALA. 


BACKGROUND:  The Emergency Medical Treatment and Active Labor Act (EMTALA) was 
designed to prevent hospitals from transferring uninsured patients to public hospitals  
without first screening patients to ensure they were stable for transfer.  Hospitals must treat 
patients presenting with emergency medical conditions regardless of their ability to pay.  Due to 
EMTALA, people who lacked the ability to pay for primary care to treat and prevent conditions 
end up receiving treatment in hospital Emergency Departments once their conditions become 
severe.  In many cases, these medical crises could have been prevented with earlier primary care. 
 
The Committee heard arguments demonstrating the need for, and benefits of, EMTALA, and 
arguments against changing EMTALA.  For example, despite EMTALA protections, patient 
harm has been documented in cases where patients were sent away from emergency departments.  
According to one presenter, only 12% of Emergency Department (ED) care could be provided in 
less acute settings, representing a small portion of healthcare costs.  Another presenter testified 
that ED care represents a very small proportion of overall uncompensated hospital care – the 
greatest proportion included inpatient care for conditions not managed in the primary care 
setting. 
 
None of the significant issues facing EDs heard by the Committee were due directly to 
EMTALA.   Emergency Departments face severe overcrowding, lack of on-call specialists, 
inabilities to hold psychiatric patients for stabilizing in some cases, and other troubling issues.  
One of the main concerns, overcrowding, would likely be significantly alleviated by increasing 
the use of primary and preventive care.  If health care reform in Oregon successfully reduces 
uninsurance, transforms the health care delivery system to include an integrated health home, 
and increases the size of Oregon’s primary care provider workforce, some of the issues facing 
EDs would be alleviated. 
 
One concern about EMTALA presented to this Committee involved how EMTALA has been 
implemented by Oregon’s hospitals.  In particular, some hospitals may not transfer patients 
needing specialist care to another hospital in the region with better qualified specialists due 
because of a concern of being found in violation of EMTALA.   
 
RECOMMENDATIONS: 


25. STATE RECOMMENDATIONS:  The Committee agreed with presenters that EMTALA is 
an extremely important protection.  Although this Committee did not identify any 
recommendations regarding EMTALA at the federal level, the Committee did identify two 
issues for state consideration:   


a. Further study is necessary on the potential for alleged EMTALA violations 
arising from inter-hospital transfers based on the availability of appropriately 


Oregon Health Fund Board  Page 31 
 







Federal Laws Committee: DRAFT REPORT TO OREGON CONGRESSIONAL DELEGATION   7/21/08 
 


trained physicians.   Further study may be of benefit to examine whether 
EMTALA could be more effectively operationalized in Oregon.   


b. According to testimony, some Oregon hospitals lack the ability to place 
involuntary psychiatric holds on patients due to DHS facility requirements, 
causing some patients to be released against the advice of the hospital.  The 
Committee has referred this issue to the Health Fund Board and to DHS for 
further inquiry.  See Appendix B for a copy of this referral memorandum. 
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HIPAA 


 


RESULTS FROM HEARINGS AND RESEARCH:  HIPAA does not currently present a 
barrier to coordination of care and sharing patient information between providers.  The 
implementation of privacy practices and misunderstanding of privacy laws at a clinical level 
may, however, present an operational barrier to coordinating care and sharing information.  


BACKGROUND:  The Health Insurance Portability and Accountability Act (HIPAA) includes 
requirements for ensuring the privacy and security of patient information.  Health plans, 
clearinghouses, and providers must comply with privacy rules around release of individually 
identifiable health information.  In particular, providers must “provide notice of privacy policies 
and procedures to patients, obtain consent and authorization for use of information and tell how 
information is generally shared and how patients can access, inspect, copy and amend their own 
medical record.”37  Under HIPAA, health care providers and insurers may disclose protected 
health information without patient authorization or other permission if the disclosure is for 
purposes of treatment, payment, and health care operations. 
 
Because HIPAA allows treating providers to exchange patient information without a patient’s 
consent, the law does not present a barrier to coordinating care.  However, this Committee heard 
testimony that many providers, clinics, and hospitals’ policies require such consent prior to 
treatment.  These privacy policies may be based on an incorrect understanding of HIPAA – 
fearing that to share information without patient consent would be a HIPAA violation.  These 
facilities spend considerable time and staff resources complying with their internal privacy 
policies.  Educating providers about what types of information exchange is permitted under 
HIPAA may lead to savings in administrative resources.  
 
HIPAA may present challenges to a new system of electronic personal health records that are 
under the control of the individual, but these legal challenges are not well defined at this stage.  
Oregon’s Health Information Infrastructure Advisory Committee (HIIAC) will develop a 
strategy for “the implementation of a secure, interoperable computerized health network to 
connect patients and health care providers across Oregon.” The HIIAC will hold their first 
meeting April 2008.  Until such a strategy is well defined, specific recommendations relating to 
HIPAA law cannot be adequately developed. 
 
RECOMMENDATION: 


26. STATE RECOMMENDATION:  Although this Committee did not identify any 
recommendations regarding HIPAA at the federal level, the Committee did identify an 
issue for state consideration:  There is a misunderstanding among providers concerning 
HIPAA requirements around the exchange of patient information.  In particular, 
providers may be able to reduce administrative burden if they are aware that HIPAA 
allows treating providers to exchange patient information without written patient 
consent.  DHS should consider conducting a provider education effort to clarify HIPAA 
requirements.   


                                                 
37 HIPAA Background from Oregon Association of Hospitals and Health Systems. 
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INDIAN HEALTH SERVICE TRIBAL AND URBAN 
PROGRAMS 


 


RESULTS FROM HEARINGS AND RESEARCH:  Oregon’s American Indian/Alaskan 
Native (AI/AN) population is highly underserved and suffers significant health disparities, 
due, in part, to low federal funding.  The Health Fund Board’s efforts to provide affordable 
health insurance should help AI/AN individuals greatly.  However, the Board and Oregon 
legislators must recognize the implications of the unique relationship between Tribes and the 
US government when designing a health reform plan. 


BACKGROUND: 
Oregon is home to 9 federally recognized Tribes and counts more than 90,600 American 
Indian/Alaskan Native individuals in its population.38  Oregon’s Tribal health system provides 
care to more than 47,000 people and 7,000 people receive services through Oregon’s Urban 
Indian Program housed in Portland.   
 
American Indian/Alaskan Native people in Oregon and nationwide suffer enormous health 
disparities.  For example, a 2001 study found that, nationally, the American Indian/Alaskan 
Native population had more than three times the number of deaths per 1,000 related to diabetes, 
and more than seven times the number of deaths per 1,000 related to chronic liver disease.  The 
national infant mortality rate for American Indian/Alaskan Natives is 204 infants per 1,000 
compared to 87 infants per 1,000 in the non-Indian population. 
 
Unlike other racial or ethnic minority groups, Tribes are sovereign entities with a unique 
relationship directly with the United States government.  States have no inherent right to regulate 
Tribes.  The United States has a federal obligation to provide health services to American 
Indian/Alaskan Native people.  Until 1975, the federal government provided these services 
directly through Indian Health Service (IHS) programs.  Starting in the mid 1970s, several laws 
were passed directing IHS to turn over operating funds to Tribes who wished to take over the 
provision of these services (under Title I of the Indian Self-Determination and Education 
Assistance Act), and allowing Tribes the flexibility to allocate funds as they saw fit (under Title 
V, the “self-governance program”).  In Oregon, all nine Tribes have taken over at least some 
provision of services and/or governance of funds from IHS: four Tribes have Title I contracts 
with IHS and five Tribes have Title V compacts for self-governance.  Research comparing 
services provided directly by IHS to services provided by Tribes found that often Tribes are able 
to provide more services, create more new facilities, create operational efficiencies, maximize 
third party reimbursement, and achieve improved quality of care.39 
 
Oregon’s American Indian/Alaskan Native (AI/AN) populations receive health care coverage 
through several mechanisms.  Approximately 3 percent of AI/AN individuals in Oregon are 
enrolled in the Oregon Health Plan and/or Medicare (compared to approximately 27% of all 
Oregonians).  Although some AI/AN individuals have commercial insurance through an 
                                                 
38 US Census Bureau, State Population Estimates, July 2007. 
39 “Tribal Perspectives on Indian Self-Determination and Self-Governance in Health Care Management,” National 
Indian Health Board, 1998. 
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employer or purchased directly, the number of uninsured in this population is high.  In 2006, the 
Oregon Population Survey found that 28.6 percent of AI/AN individuals in Oregon were 
uninsured, compared to 15.6 percent uninsured across all groups in the state.  Anecdotal 
estimates place the number of uninsured in Tribes as much higher, especially given the survey 
bias to higher income homes with phones.  Research indicates that 32 percent of AI/AN homes 
nationwide do not have phones.40 
 
Tribes provide health care directly through IHS programs carried out by Tribal clinics and 
contractors.  Tribal health service providers can receive reimbursement from Medicare, 
Medicaid, and commercial insurance plans (if the provider is in the plan’s provider network).  
For uninsured patients, services are paid by federal IHS funds delegated to the Tribe.  The 
federal government provides Tribes with the amount of funding that the federal Indian Health 
Service would have spent directly serving the Tribes, divided by the category of spending (e.g., 
hospitals).  Each category’s funding level is based on a formula that considers the number of 
individuals in the Tribe and the health status of the Tribal population.  All services contracted out 
by Tribes are paid through IHS’s Contract Health Services Program (CHS).  In Oregon, all 
Tribal health system services are contracted and paid with CHS funds.  The total CHS funds for 
the US are limited, so each Tribe receives their share of the funds. 
 
Limited federal funding for Indian Health Service programs, whether operated by IHS or by 
Tribes, is roundly considered the largest barrier to achieving health equities for Tribes.  IHS 
funding was $2,100/person in 2005 – compared to more than twice that for Medicaid 
beneficiaries and more than three times that for Medicare beneficiaries.  Tribes receive their IHS 
funding at the beginning of the federal fiscal year.  According to testimony received by this 
Committee, Contract Health Services funds run out before the end of the year.  When CHS funds 
get low, IHS services move from a “Priority II” level to a “Priority I” level where services must 
pass a “life or limb” test.  Most Tribes collect a backlog of non-emergency services for the start 
of the fiscal year, and quickly spend down to a Priority I level.  Some Tribes are able to 
supplement IHS funds to cover the gap.   
 
Unlike services provided to other Medicaid beneficiaries, Tribal services provided to an AI/AN 
individual enrolled in Medicaid receive full payment from CMS (called 100% federal match) 
without any matching state payment.41  Because of this, Oregon Tribes have requested open or 
preferential access to enrollment in Oregon Health Plan Standard, which is currently closed to 
new enrollees.  DHS is in the process of reviewing this request.  Further, Oregon has requested 
an amendment to its Oregon Health Plan waiver, to allow AI/AN individuals who are eligible for 
the OHP Standard benefit package to receive the OHP Plus benefit package.  This request has 
been pending with CMS since 2002.  Both of these requests would greatly increase the number 
of AI/AN individuals in Oregon with coverage for their health care needs. 
 


                                                 
40 US Census Bureau, “United States Summary 2000:  Summary Social, Economic, and Housing Characteristics.”  
See Table 75: Selected Equipment Characteristics of Housing Units With an American Indian and Alaska Native 
Householder (One Race): 2000,” pp. 449-455. 
41 100% federal match applies only to services provided by Indian Health Service facilities and Tribal clinics.  Urban 
Indian Health Clinics are not matched at 100%, neither are Medicaid services provided outside IHS facilities or 
Tribal clinics. 
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RECOMMENDATIONS:  
27. Given the unique relationship between Tribes and the Federal Government and the US 


government’s responsibility to provide health care to all Tribal members, Congress 
should adequately fund Tribal health services. 


 
28. CMS should approve Oregon’s waiver request to allow AI/AN enrollees in OHP 


Standard to receive OHP Plus benefits.  This waiver request has been pending since 2002. 
 


29. STATE RECOMMENDATION:  The Oregon Health Fund Board and the Oregon 
legislature should endeavor to consider the unique “federal trust relationship” between 
the United States and Indian Tribes, which creates a federal obligation to provide health 
services to American Indian/Alaskan Native people.  When considering significant 
changes to public health benefits and the use of managed care organizations to provide 
care any impact on this special relationship must be considered.  A letter to the Health 
Fund Board from the Northwest Portland Area Indian Health Board points out several 
areas for the Board to consider: 


a. Reform initiatives must be consistent with the federal government’s responsibility 
to Tribes 


b. The 100% federal match for Medicaid services provided by or through IHS or 
Tribal programs must be factored when determining benefits and reimbursement 
methods. 


c. Eliminate or waive American Indian/Alaskan Native Medicaid and Medicare 
beneficiaries of all cost sharing. 


d. Any benefit packages for American Indian/Alaskan Native Medicaid beneficiaries 
should be equivalent in amount, duration or scope as the best benefit package 
offered to Medicaid beneficiaries in Oregon 


e. Managed care:  American Indian/Alaskan Native individuals should be allowed to 
choose an Indian health program or a managed care plan, as they prefer and not 
be involuntarily assigned to a non-Indian managed care plan when an Indian 
health program is available.  Further, managed care plans or contractors should 
be required to pay Indian health providers even if these providers are “out-of-
network” 


f. Respect for cultural beliefs and traditional practices.  CMS should include access 
to traditional medicine as part of services available to American Indian/Alaskan 
Native people. 


g. Simplify and improve access to Medicaid eligibility. 
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NEW FEDERAL GRANT PROGRAM TO SUPPORT STATE 
REFORM 


 


RESULTS FROM HEARINGS AND RESEARCH:  The current health care system is in 
crisis.  There is much interest at the state and national level in reforming health care and 
decreasing the number of uninsured Americans.  There have been a few, targeted pilot 
programs related to health reform (including a medical home model grant) funded by CMS, 
but Congress has not created a federally funded demonstration grant program to support state 
reform efforts. 


BACKGROUND:  There has been national interest in a federal grant program to support states’ 
health reform efforts.  In 2007, the National Association of Insurance Commissioners 
recommended that Congress create a grant program for state health reform efforts.42 There have 
been several bills introduced in Congress as well (none of which has yet made it to a vote): 


• In January 2007, the Health Partnerships bill was introduced as Senate bill 325 and 
House Resolution 506 (with 80 cosponsors).  The bills would provide for innovation in 
health care through State initiatives that expand coverage and access and improve quality 
and efficiency in the health care system. 


• In September 2007, US Sen. Sanders (VT) introduced Senate bill 2031 to provide 
demonstration project grants and flexibility to states to provide “universal, 
comprehensive, cost-effective systems of health care coverage, with simplified 
administration.”   


• In April 2007, Senator Feingold introduced Senate bill 1169, to “ensure the provision of 
high quality health care coverage for uninsured individuals through state health care 
coverage pilot projects that expand coverage and access and improve quality and 
efficiency in the health care system.” 


 
RECOMMENDATION: 


30. Congress should create a federal grant program to support states pursuing innovative 
reform concepts.  Members of Oregon’s Congressional delegation should consider 
sponsoring or supporting such a bill. 


 


                                                 
42  “NAIC Recommendations for Federal Action,” Federal Relief Subgroup, State Innovations (B) Working Group, 
National Association of Insurance Commissioners, May 2007. 
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APPENDIX A 
 
 


HISTORY OF THE OREGON HEALTH PLAN (OHP) 43 
 
1988 – Senate President John Kitzhaber initiated the Oregon Medicaid Priority Setting Project, 
which laid the groundwork for the Prioritized List of Health Services. 
 
1989 – The Legislature developed a framework for Phase I of the OHP Medicaid demonstration. 
 
1991 – Phase II of the OHP Medicaid demonstration was developed, which included 
preparations to offer mental health and chemical dependency services.   


• The Health Services Commission recommended its first Prioritized List to Governor 
Roberts and the Legislature. 


• Oregon sent its Medicaid waiver application to the US Health Care Financing 
Administration (HCFA). 


 
1992 – HCFA denied Oregon’s waiver application because of possible violations of the 
Americans with Disabilities Act. 


• The Health Services Commission revised the prioritization methodology and resubmitted 
the waiver application to HCFA, which is subsequently approved. 


 
1993 – The Legislature passed a funding package for Medicaid expansion using General Funds, 
a 10-cents-per-pack cigarette tax increase, and federal matching funds. 


• HCFA approved the initial Prioritized List, which included coverage for mental health 
and chemical dependency services. 


• The Legislature created the Office of the Oregon Health Plan Administrator. 
 
1994 – Oregon Health Plan begins full operation 


• Medicaid eligibility was expanded to include Oregonians below 100% of the Federal 
Poverty Level (FPL). 


 
1995 – The OHP Basic benefits package is expanded to include Medicaid seniors, people with 
disabilities, and children in foster/substitute care. 


• The Legislature approved premiums and $5,000 liquid asset eligibility test for new OHP 
beneficiaries. 


 
1997 – All OHP beneficiaries deemed eligible for expanded mental health benefits provided 
through mental health organizations (MHOs). 


• The Family Health Insurance Assistance Program (FHIAP) is created to help low-
income, working people pay for private health coverage. 


• The Office of Oregon Health Plan Administrator is renamed the Office for Oregon Health 
Plan Policy Research (OHPPR). 


 
                                                 
43 Oregon Health Plan: an historical overview.  Department of Human Services 
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1998 – The OHP Basic benefit package expanded to include pregnant women with income up to 
170% FPL. 


• The State Children’s Health Insurance Program (SCHIP) began for uninsured children 
and OHP eligibility rose to 170% FPL for these children. 


 
1999 – The Legislature lowered the liquid asset test to $2,000. 
 
2001 – The Legislature requested new Medicaid waivers to change the benefit package for some 
OHP beneficiaries and to use the savings to pay for an expansion of eligibility up to 185% FPL.  
In addition, the waiver requested that federal funding be used to expand coverage to more people 
in FHIAP. 
 
2002 – The Emergency Board of the Legislature approved the OHP2 waivers with incremental 
expansion of Medicaid to 115% FPL and expansion of FHIAP. 


• DHS submitted its second 5-year OHP project waiver request to Centers for Medicaid 
services (CMS, formerly HCFA); CMS approved the waivers. 


• The Disease Management Program begins, targeting clients with specific health 
conditions and providing case management 


 
2003 – Copayments were instituted for most adult fee-for-service clients (with exemptions for 
pregnant women, tribal clients, and long-term care clients receiving waivered services). 


• Covered services on the Prioritized List drop from line 566 to 549; the Medically Needy 
and General Assistance programs were discontinued; long-term care at lesser-impaired 
Survivability Levels 12-17 lost eligibility. 


• The OHP Basic package was renamed to OHP Plus; a new benefit package, OHP 
Standard, is created.  OHP Standard included reduced benefits, higher copayments, and 
premiums. 


• OHP eligibility for pregnant women and children rose to 185% FPL. 
• Medicaid managed care plan and hospital provider taxes established by the Legislature. 


 
2004 – Ballot Measure 30 failed, which necessitated an OHP benefit reduction and curtailed 
OHP Standard enrollment. 


• A court order directed DHS to end copayments for OHP Standard beneficiaries. 
• OHP Standard closed to new enrollment. 


 
2005 – OHP Standard beneficiaries below 10% FPL exempted from paying premiums. 
 
2006 – SCHIP beneficiaries’ eligibility is extended from 6 to 12 months. 
 
2007 – The Legislature passes SB 329, which established the Oregon Health Fund Board and its 
committees to propose large-scale reform to Oregon’s healthcare system. 


• The Oregon Health Fund Board and committees begin holding meetings. 
• CMS extended Oregon’s OHP2 waiver for another 5 years. 


 
2008 – OHP Standard reopened enrollment for 3,000 – beneficiaries chosen by lottery and 
91,000 Oregonians entered the lottery for the opportunity to apply for the 3,000 spots. 
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APPENDIX B 
 
 


MEMORANDUM 
 
TO:   Bill Thorndike, Chair, Oregon Health Fund Board 
  Bruce Goldberg, Director, Oregon Department of Human Services 
 
FROM: Dr. Frank Baumeister, Chair, Federal Laws Committee of the Oregon Health 


Fund Board 
 
DATE: TBD 
 
RE: Hospital involuntary psychiatric holds and EMTALA 
 
 
The Federal Laws Committee has become aware of a conflict between the EMTALA 
requirement that the hospital and treating physician stabilize patients before transfer or discharge 
and the state DHS policy that prohibits hospitals from placing involuntary psychiatric holds 
unless the hospital has met certain DHS facility requirements.   


 
When psychiatric patients arrive at the Emergency Department and do not wish to remain for 
treatment, the county mental health agency has the authority to place an involuntary hold if the 
patient is deemed a threat to themselves or others.  If the county disagrees with the hospital or 
treating ED physician’s medical advice to hold the patient, the patient must be released unless 
the hospital is certified by DHS to place its own involuntary hold.  In several cases presented to 
the Committee, these released patients unfortunately committee suicide. 
 
Although the hospital and treating physician would not be liable under EMTALA for failing to 
stabilize a patient (since patients can leave against medical advice), this Committee heard 
testimony that DHS certification rules may be too strict for smaller and rural hospitals.   
 
The Committee recommends that hospitals and DHS work together to resolve this issue.  
The solution may include working with uncertified hospitals to become certified and/or revising 
DHS policy to allow certification for these hospitals.   
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Oregon Health Fund Board — Health Equities Committee 
Recommendations 
 
I. Executive Summary 


In June 2007, the Oregon Legislature passed the Healthy Oregon Act (Senate Bill 
329, Chapter 697 Oregon Laws 2007).  The Act called for the appointment of the 
seven-member Oregon Health Fund Board to develop a comprehensive plan to 
ensure access to health care for all Oregonians, contain health care costs, and 
address issues of quality in health care.   The Healthy Oregon Act also 
established a set of committees to develop recommendations regarding what the 
reform plan will look like.  While several elements of the Act contained 
references to equity and fairness, no specific mechanism for developing equity 
strategies was included in the legislation.  The newly established Oregon Health 
Fund Board, in an effort to create that mechanism, created the Health Equities 
Committee.  The Health Equities Committee became the sixth committee of the 
Oregon Health Fund Board and was chartered with developing multiple 
strategies to reduce health disparities in Oregon and to ensure that any health 
reform would specifically include elements to ensure that all Oregonians benefit 
equally from an improved and expanded health care system.   


The Health Equities Charter (See Appendix A – Health Equities Committee 
Charter) directed the Committee to develop multicultural strategies for program 
outreach, eligibility, and enrollment procedures as well as to make policy 
recommendations for reducing health disparities through delivery system reform 
and the benefit design of the Oregon Health Fund program.  


The Committee developed a series of recommendations aligned with the Board’s 
priority areas, which the members believe will result in increased access to health 
care; an improved delivery system for Oregon’s vulnerable populations; an 
affordable benefit package that meets the needs of Oregon’s diverse 
communities; and healthier individuals, families, and communities. 


Preventing Health Disparities before they Occur: Health Promotion and Chronic 
Disease Prevention and Management 
 
Eliminating health disparities in chronic disease will have a profound economic 
impact on the state’s health care system and will increase earnings over a lifetime 
as well as lower poverty rates, particularly for ethnic minorities.1 The Committee 
recommends addressing the sustainability of the health care system by 
                                                 
1 E.D. Crook and M. Peters, Health Disparities in Chronic Diseases: Where the Money Is, (The American 
Journal of Medical Sciences, 335(4):266-270, April 2008). 
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recognizing that the health of the individual begins at home and within the 
context of families, cultures, and communities (both locational and relational). 
Many chronic diseases have had a disproportional impact on communities of 
color.2  Eliminating these disparities requires culturally-specific approaches to 
promoting health and preventing chronic disease.  
 
Recommendation 1: Promote population-based approaches 
 
The Health Equities Committee recommends an on-going, substantial 
investment in public health activities that will prevent disease and promote 
the health of Oregonians. Culturally-specific approaches to disease prevention 
and health promotion must be part of this investment.  
 
Recommendation 2: Strengthen the relationship between health-focused 
Community-Based Organizations and the health care delivery system. 
 
The Health Equities Committee recommends designing a contracting 
mechanism that will empower primary care clinics who primarily serve 
vulnerable populations to build financial agreements with health-focused 
community-based organizations that provide culturally-specific health 
promotion and disease management services.   
 
Recognizing that not every organization providing an integrated health home is 
focused on serving vulnerable populations, an alternative to renewable contracts 
should exist that will enable a provider to purchase community-based and/or 
culturally-specific services. 
 
The Health Equities Committee recommends that high-value community-
based health promotion, disease prevention, and chronic disease management 
services be eligible for direct reimbursement. Accountable Health Plans must 
reimburse a broader range of health professionals including, but not limited 
to, Community Health Workers, and a broader range of services including, but 
not limited to, peer-led disease management support groups in culturally-
specific programs to maximize the health and function of individuals, 
families, and communities.  
  
Recommendation 3: Develop programs to incentivize healthy personal decision-
making 
 


                                                 
2 A. C. Beal, M. M. Doty, S. E. Hernandez, K. K. Shea, and K. Davis, Closing the Divide: How Medical 
Homes Promote Equity in Health Care: Results From The Commonwealth Fund 2006 Health Care Quality 
Survey (New York: The Commonwealth Fund, June 2007). 
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The Health Equities Committee recommends that the state create a Wellness 
Account for individuals participating in the Oregon Health Fund program who 
receive a subsidy.  
 
The state would deposit money in the Wellness Account based on completion of 
wellness activities. Monies accrued in the account could be used towards 
program cost-sharing expenses such as premiums and co-pays, or towards non-
covered wellness activities, such as gym memberships or yoga classes. Financial 
incentives would encourage individuals to engage in activities that promote 
health, such as participating in a smoking-cessation program, getting 
recommended tests and procedures, and chronic disease management activities.  
 
The Wellness Account is modeled after Enhanced Benefit Accounts (EBAs) that 
are currently being implemented in several state Medicaid programs.  
 


Reducing Barriers to Health Care 
 
Low-income individuals, who are disproportionately from communities of color, 
are more likely to be uninsured and to experience other barriers to accessing 
health care.3  Reducing these barriers also impacts many other aspects of 
people’s lives.  In California, parents of children newly enrolled in the State 
Children’s Health Insurance Program reported that their children performed
better in school, felt better physically, and were able to get along better with the
peers than they did before they had insuran


 
ir 


ce.4  
 
Recommendation 1:  Implement universal eligibility 
 
It is a long-held Oregon value that all Oregon residents have equal 
opportunity to support their families, pay taxes, and contribute to the State’s 
economy. To maintain the health of that workforce, it is fair, wise, and in the 
State’s economic interest that the Oregon Health Fund program shall be 
available to all Oregon residents. 
 
Recognizing the political and fiscal implications of this recommendation, the 
Health Equities Committee believes the Oregon Health Fund Board should 
establish an ‘Oregon Primary Care Benefit Plan’, or alternatively a health care 
pool, within the Oregon Health Fund Program for non-qualified Oregon 


                                                 
3 Agency for Healthcare Research and Quality, National Healthcare Disparities Report. 2003–2006; 
Institute of Medicine, Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care 
(Washington, D.C.: National Academy of Sciences, 2003). 
4 M. Seid, J.W. Varni, L. Cummings and M. Schonlau, The Impact of Realized Access to Care in Health-
Related Quality of Life in the California State Children’s Health Insurance Program, (Journal of 
Pediatrics, 149:354-61, September, 2006). 
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residents [legal immigrants who have been in the U.S. under 5 years, and 
individuals without documentation] who cannot afford to purchase health care 
without a subsidy. Financing for this portion of the program could be structured 
so that industries employing non-qualified Oregon residents are directed to 
contribute through the ‘play or pay’ requirement of the employer mandate based 
on the percentage of employees who would qualify for the Oregon Primary Care 
Benefit Plan.  


 
Recommendation 2:  Address citizenship documentation barrier 
 
As consistent with current practices in the private marketplace, the Health 
Equities Committee recommends that citizenship documentation should not 
be a requirement to participate in the Oregon Health Fund program. 
 
The Health Equities Committee further recommends investigating the 
possibility of obtaining a federal waiver to exempt Oregon from the 
citizenship documentation requirements imposed by the CMS through 
administrative rule, based on the Deficit Reduction Act of 2006. 
 
Recommendation 3:   Conduct targeted and aggressive outreach to multicultural 
communities 
 
A media-only approach to outreach for the Oregon Health Fund program is not 
an adequate response to reducing disparities in health insurance status in 
Oregon.  
 
The Health Equities Committee recommends a sustainable funding 
mechanism, with additional Medicaid matching funds, to support community-
based organizations in delivering culturally-specific and targeted outreach and 
direct application assistance to members of racial, ethnic, and language 
minority communities; individuals living in geographic isolation; and 
populations that encounter additional barriers such as individuals with 
cognitive, mental health or sensory disorders, physical disabilities, chemical 
dependency, and individuals experiencing homelessness.  
 
100% enrollment of individuals who are eligible to participate in the Oregon 
Health Fund program is the object, and resources and interventions must be 
targeted towards this goal. 
 
Recommendation 4:  Implement affordable cost-sharing policies  
 
The Health Equities Committee recommends equitable and fair sharing of 
health care costs. 
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Health insurance coverage with high deductibles and out-of-pocket costs 
disproportionately hurts low-income individuals’ ability to obtain needed care, 
further contributing to health disparities. Equitable cost-sharing policies take into 
account and attempt to minimize the uneven impact that cost-sharing 
arrangements may have on health care access. Specific recommendations on how 
to promote equitable and fair sharing of health care costs are detailed on pages 
26-27 of this report. 
 


Improving the Quality of Care 


There are several strategies that have been demonstrated to be effective at 
reducing the disparities of care that occur within the context of health care 
delivery.5   
 
Recommendation 1:  Promote integrated health homes 
 
Elements of the integrated health home (also referred to as the “medical 
home”) model that have been demonstrated to reduce health disparities must 
be encouraged in any medical service organization purporting delivery of an 
integrated health home.  Examples of these successful approaches are on page 
28 of this report.   
 
For some populations, an integrated health home may be best provided 
outside of the traditional primary care service delivery system and a definition 
of integrated health home should not exclude organizations based on service-
delivery type but should include coordination of care by a licensed medical 
provider. 
 
The integrated health home needs to be viewed in the context of the social and 
education system, hospital and specialty care system, and public health system 
in a community. 
 
Recommendation 2:  Benefit package design should support the health of 
vulnerable populations by ensuring their health care needs are met and that care 
is affordable 
 
Remove any financial barriers and increase reimbursement for preventive 
services, chronic disease management, patient education programs, and after-
hours/walk-in primary care.   
 


                                                 
5 A. C. Beal, M. M. Doty, S. E. Hernandez, K. K. Shea, and K. Davis, Closing the Divide: How Medical 
Homes Promote Equity in Health Care: Results From The Commonwealth Fund 2006 Health Care Quality 
Survey (New York: The Commonwealth Fund, June 2007). 
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The benefit program designed should improve access to and utilization of 
appropriate services in an integrated health home and support community-based 
organizations to assist in health promotion.  The benefit program should also 
reward patients who actively participate in their own care, through incentives for 
patients who follow through with the medical treatment plan agreed upon with 
their health care providers.  Encouraging patients to receive treatment for early 
disease in the less expensive outpatient setting, rather than waiting until disease 
progression requires extensive inpatient care will benefit both individuals and 
society.  The state should also encourage providers to expand availability to 
patients (e.g. operating during evening and weekend hours). Patient education 
programs can help reduce health care disparities by providing patients with 
skills to effectively navigate health care systems and ensure that their needs and 
preferences are met.  For example, patient education programs have been found 
to be effective in reducing racial and ethnic disparities in pain control.   
 
Support direct reimbursement for Community Health Workers (CHWs) for 
publicly-sponsored health programs.   
 
Community Health Workers (CHWs), also known as promotores/as, 
Community Health Representatives (CHRs), lay health advisors, and outreach 
workers, among other names, are trained members of medically underserved 
communities who work to improve health outcomes.  CHW programs have 
proven effective in teaching disease prevention, reducing barriers to care, 
improving patient-provider communication, and improving community health.  
Oregon can stimulate these programs by providing a variety of funding sources, 
including direct reimbursement.  Establishing direct reimbursement may involve 
developing a certification system for CHWs.  Any certification system should be 
designed and governed by CHWs and CHW advocates. 
 
Analyze the cost-effectiveness and health equity benefits of alternative and 
complementary medicine including, but not limited to, traditional Chinese 
medicine for the inclusion of such health services in the benefit design of 
publicly-sponsored health programs 
 
Ensure that Oregonians have access to affordable evidence-based alternative 
and complementary medicine.   
 
Alternative and complementary medicine can reduce health disparities by 
providing culturally-specific approaches to improving health.  These types of 
health services should also be vetted by the same standards as allopathic 
medicine and promoted in the commercial market of health care as allopathic 
medicine. 
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Recommendation 3:  Ensure language access 
 
Take advantage of growing technological capacity in Oregon by creating a 
state-wide pool of qualified, certified interpreters and organizations that may 
be able to utilize and build on technologies being developed for telemedicine 
or telehealth. 
 
Seek federal matching funds for interpreter services through Medicaid. This 
helps ensure affordable interpreter services for providers who see Medicaid 
patients.   
 
Use state regulation to impose mandates with funds to offset subsequent costs.   
 
Recommendation 4:  Address workforce issues 
 
The Health Equities Committee focused their workforce recommendations on 
two domains. The first domain the committee felt should be addressed in health 
reform policy would aim to ensure an adequate workforce that reflects the 
diversity of Oregonians.  
 
Expand educational institution capacity at health professional schools where 
more training opportunities are needed across the board from community 
college to university and postgraduate levels.  
 
Increase financial aid in health professional schools for students needing more 
financial aid of the right kind (grants, scholarships, loan forgiveness).  
 
Strengthen the pipeline to health profession schools; intervention needs to 
start early and focus on retention. Support mentoring program models that 
have been demonstrated to be effective in retaining students.  
 
This includes convening all entities that are currently working on pipeline 
development issues so that efforts are coordinated, streamlined, and strategic 
in planning for the future needs of Oregon’s population. 
 
Improve the climate for diversity at individual health professional schools by 
mandating cultural (including sexual and gender minorities, persons with 
disabilities, and other vulnerable populations) and linguistic competence 
throughout the institution.  
 
Utilize existing agencies to establish and report on diversity goals for health & 
hospital systems and health care training institutions to the Oregon Health 
Fund Board on a biennial basis. 
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Support Community Health Worker programs that recruit and train members 
of underserved communities to provide culturally and linguistically 
competent health services within that community.      
 
The second domain of healthcare workforce the committee felt was crucial to 
eliminating health disparities is to ensure providers are trained to be culturally-
sensitive healthcare practitioners. 
 
Mandate a minimum level of educational credits for health care providers that 
must be earned in coursework specifically designed to increase cultural 
competence and/or awareness. 
 
Recommendation 5:  Expand data collection efforts 
 
In Oregon there is such a dearth of data related to race, ethnicity, and primary 
language in health care that it is difficult to identify, let alone address, disparities 
in health care access, health care utilization, disease status, and/or quality of 
care. Where data exists, sources of are difficult to combine or compare due to 
differences in definitions and data collection protocols.  
 
Recommendation: All health care providers and health plans participating in 
the Oregon Health Fund Program must be required to collect and report data 
on race, ethnicity, age-appropriate sexual orientation, gender, disability status, 
and primary language. These measures need to be included when assessing 
quality and ensuring transparency.  
 
Recommendation 6:  Implement initiatives to enhance quality 


 
In its role as convener and collaborator, the Quality Institute should be 
responsible for: 


  
o Training provider organizations and health plans on protocols for 


collecting race, ethnicity, and primary language data based on the 
highest national standards. This will ensure consistency and 
comparability among data sources, increase cultural competency, 
and reduce provider discomfort with collecting this kind of 
information from patients.    


o Developing a Health Disparities strategy that utilizes data to 
identify disparities and assist communities with evaluating 
interventions to reduce disparities.  


o Aligning resources to support quality healthcare across all 
demographic populations in Oregon.  
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o Disseminating meaningful and accurate information on health 
quality and utilization of healthcare resources in a manner that is 
accessible and understandable to individuals from a variety of 
cultural, ethnic, and educational backgrounds.  


 


Concluding Thoughts of the Health Equities Committee 
 
The social determinants of health must be acknowledged in any explicit effort to 
reduce health disparities.  Social determinants of health acknowledge that an 
individual’s health is not solely understood by determining insurance status, by 
isolating the experience between patient and provider, nor can it be adequately 
addressed by focusing on individuals and individual responsibility.  Health is 
more than health care.  A review of population health factors determined that 
non-medical factors (genetic predispositions, social circumstances, 
environmental conditions, and behavioral patterns) are responsible for a large 
proportion of preventable mortality in the United States, perhaps 85-90 
percent.6,7  
In the acclaimed PBS documentary series, Unnatural Causes: Is Inequality Making 
Us Sick?, Dr. David Williams aptly frames the scope necessary to truly address 
health inequities through social policy when he argues: “Housing policy is health 
policy, educational policy is health policy, anti-violence policy is health policy, 
neighborhood improvement policies are health policies.  Everything that we can 
do to improve the quality of life of individuals in our society has an impact on 
their health and is a health policy”.   Other states have acknowledged this by 
passing legislation giving members of the legislative body, or other policy-
makers, an opportunity to request an assessment of how any proposed policy 
might impact the health of vulnerable populations.  Health impact-assessment 
tools provide policy-makers with information to evaluate how education policy, 
housing policy, economic policy, land-use policy (as examples) might benefit or 
harm the health of individuals, families, or communities.8 
 
The Health Equities Committee strongly encourages the Oregon Health Fund 
Board and other policy-makers to consider creating avenues for racial, ethnic, 
and cultural minorities to participate in an on-going effort to address health 
disparities in Oregon.  These communities are the first to identify and 
understand the problems that affect them and will have the best ideas about how 
to address these problems effectively.  Health care is experienced locally and 
                                                 
6 Schroeder S, We Can Do Better—Improving the Health of the American People, (The New England 
Journal of Medicine, 357(12):1221-1228, September 20, 2007;). 
7 McGinnis JM, Williams-Russo P, and Knickman JR, The case for more active policy attention to health 
promotion, (Health Affairs, 21(2):78-93, March/April 2002). 
8 B. Smedley, B. Alvarez, R. Panares, C. Fish-Parcham, and S. Adland, Identifying and Evaluating Equity 
Provisions in State Health Care Reform (New York: The Commonwealth Fund, April 2008). 
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solutions for health care dilemmas must be addressed by engaging, supporting, 
and allowing the impacted communities to lead the way.  
 
Finally, efforts to reduce health disparities can begin immediately, outside of 
health care reform, or as part of any staged implementation that involves 
expanding Medicaid. Appendix C describes Health Equities Committee 
recommendations that align with strategies that have been successfully 
implemented in other state Medicaid programs, or hold potential for improving 
Oregon’s existing Medicaid program. 


 
 


 
 
II. Conceptual Framework and Committee Process 
 
Conceptual Framework 
The Health Equities Committee used five broad concepts to inform and shape 
their approach to developing strategies that would reduce health disparities in 
Oregon (see Figure 1 on the following page). The first concept is often referred to 
as the social determinants of health, the second is providing access to the health 
care delivery system, the third is the concept of providing culturally competent 
health care, the fourth relates to the role of communities in shaping their own 
health and identifying solutions to problems within the community, and the fifth 
is monitoring the quality of care.   
 
The Committee also felt it was essential to have a shared understanding between 
members of the term ‘cultural competence’ in order to work together towards 
policy recommendations that would seek this objective in health care.  A search 
of Oregon statute revealed a definition that the Committee felt would meet this 
objective:  
 


Cultural competence refers to the process by which individuals and 
systems respond respectfully and effectively to people of all cultures, 
languages, classes, races, ethnic backgrounds, disabilities, religions, 
genders, sexual orientation and other diversity factors in a manner that 
recognizes, affirms, and values the worth of individuals, families and 
communities and protects and preserves the dignity of each (OAR 415-
056-0005). 


      







HEALTH EQUITIES COMMITTEE FINAL REPORT      
  


        


Figure 1: Steps to Achieving Health Equity 


Social Determinants of 
Health: Health Outside of 
the Delivery System.   


Building 
Relationships: 
Provider-Patient  


The Clinic within the 
Community 


Quality of Care: 
Monitoring and 
Assessing Patient 
Views of Care 


• Diversity in the 
workforce that reflects 
diversity in the 
community;  
• Training culturally-
sensitive providers; 
• Language Access  
• Personal Incentives 


• Person-centered 
primary medical 
home model with 
community 
coordination and 
collaboration; 


• Establish public 
reporting of health 
disparities; 
• Collecting data with 
cultural sensitivity 
and accuracy 


• Universal 
eligibility; 
• Targeted outreach 
& enrollment within 
vulnerable 
communities;  
• Benefit packages 
that support health 


Access: Getting in the 
Door. 


• Public health and 
community-based 
strategies to 
population wellness; 
• Community Health 


Worker models  
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Committee Process 
The Health Equities Committee began their formal deliberations in November of 
2007.  The diversity of Oregon was represented by the sixteen members of the 
Health Equities Committee.   
 
The Committee held a total of ten meetings, during which members developed a 
number of strategic policy recommendations that would move Oregon towards 
an equitable health care system.  The Committee invited a number of guests to 
present on specific topic areas including: 


o Current outreach efforts for the Oregon Health Plan by the Department of 
Medical Assistance Programs (DMAP) and the impact of the Deficit 
Reduction Act of 2007 (DRA) citizenship documentation requirements on 
enrollment:  Jeanny Phillips and Karen House.  


o Primary Care Renewal and Medical Homes: Craig Hostetler, Oregon 
Primary Care Association, and Dr. David Labby, CareOregon.  


o Oregon Workforce Issues, Dr. Lisa Dodson, Oregon Health & Science 
University’s Department of Family Medicine 


o Language Access:  Mara Youdelman, National Health Law Program 
o Community Health Workers: Teresa Rios Campos, Capacitation 


Coordinator, Community Capacitation Center, Multnomah County 
Health Department 


o Public Health: Dr. Grant Higginson, Katherine Bradley, and  Joel Young 
Public Health Division, Oregon Department of Human Services 


o Care Coordination: Dr. Mark Redding, Executive Director, Children’s 
Community Health Access Project (CHAP) and Laura Brennan, 
PacificSource Foundation  


o Safety Net: Members of the Safety Net Advisory Council 
 
The Committee also benefited from public input during portions of each meeting 
from a variety of stakeholders and the public, including: Oregon Primary Care 
Association, National College of Natural Medicine, Palliative Care Physician’s 
Roundtable, Archimedes Movement (Portland Chapter), Women with 
Disabilities Health Equity Coalition (WowDHEC), Oregon Healthcare Workforce 
Institute, and a Rosewood Family Health Center Medicaid Enrollment staff 
member.  
 
Materials, presentations and recordings from the meetings are available from the 
Oregon Health Fund website at: 
http://www.oregon.gov/OHPPR/HFB/Health_Equities_Committee.shtml  
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III. Preventing Disparities before They Occur 
 
With the aging of the state population and the rising prevalence of chronic 
disease, health disparities have important implications for the state’s health care 
system in the near future.  The Committee recommends addressing sustainability 
of the health care system by recognizing that the health of the individual begins 
at home and within the context of families, cultures, and communities (both 
locational and relational). Many chronic diseases have had disproportional 
impacts on communities of color.9  Eliminating these disparities require 
culturally-specific approaches to promoting health and preventing chronic 
disease. 
 
Policy Recommendations on Preventing Health Disparities through Targeted 
and Culturally-Specific Programs of Health Promotion and Chronic Disease 
Prevention/ Management. 
 
As identified by the Delivery System Committee of the Oregon Health Fund 
Board, there are few incentives in the current health care system to prevent 
disease and truly promote a healthy population. Even fully-capitated managed 
care organizations do not always see direct benefit from investing in prevention 
efforts that pay off in the long run because of movement in and out, and 
between, health care plans. The Oregon Health Fund program has the 
opportunity to save money with long-term prevention investments that improve 
the overall health of Oregonians as they move in and out of plans while 
remaining in the overall Health Fund Program.  


 
i . Population-Based Approaches  
 
Recommendation: The Health Equities Committee recommends an on-going, 
substantial investment in public health activities that will prevent disease, and 
promote the health of Oregonians. We believe that part of this investment 
should be directed towards using culturally-specific approaches to disease 
prevention and health promotion.  


 
a. Initiatives that target health disparities should be guided by members from 


the communities experiencing health disparities.  
i. The Quality Institute and the Public Health Department would 


provide data to support decision-making on establishing funding 
and program priorities.  


ii. Priorities will likely vary by region. 


                                                 
9 A. C. Beal, M. M. Doty, S. E. Hernandez, K. K. Shea, and K. Davis, Closing the Divide: How Medical 
Homes Promote Equity in Health Care: Results From The Commonwealth Fund 2006 Health Care Quality 
Survey (New York: The Commonwealth Fund, June 2007). 
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iii.  Multiple granting approaches should be used: 
1. Planning grants should be made available for regional 


collaboratives to develop around a proposed intervention. 
2. Competing grants should be designed to encourage 


creativity and collaboration. 
3. Non-competitive continuation grants should be available to 


maintain funding support for programs that have 
demonstrated success at meeting the goals of the grant. 


4. Emerging Issue grants should be available for communities 
to develop strategies and interventions around newly 
identified problems impacting population health.  


b. Regional collaboratives consisting of social service organizations, 
culturally-specific organizations, health care organizations, and other 
community partners and community-based organizations would apply for 
grants that address targeted disparities with community-driven and 
implemented approaches. 


i. Matching regional funds may be required. 
ii. Funding should be administered in a way that supports the 


necessary steps to achieving targeted outcomes, and the outcomes 
themselves. Data & evaluation support will be provided through 
partnership with Public Health.  


iii. Effective programs will be shared and problem-solving will be 
facilitated through convening regional collaborative leadership (in 
person or virtually) on a quarterly basis in learning collaboratives.       


 
 
Health focused, community-based organizations have been very successful in 
providing culturally-specific programs that promote health, prevent disease, 
and help manage chronic diseases. These programs are overly reliant on 
federal grant priorities and struggle with sustainability. Providing a truly 
integrated health care home for multicultural communities requires a 
stronger relationship between these organizations and primary care clinics 
that serve vulnerable populations.  
 
ii. Strengthen the relationship between providers and culturally-specific 
Community-Based Organizations (CBO’s) 
 
Recommendation: The Health Equities Committee recommends designing 
a contracting mechanism that will empower primary care clinics who 
primarily serve vulnerable populations to build financial agreements with 
health-focused community-based organizations that provide culturally-
specific health promotion and disease management services. 
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Renewable contracts  will be awarded to health care clinics that partner with 
culturally-specific social service organizations (including organizations that focus on 
Persons with Disabilities, GLBT populations, homeless youth or adults, and 
populations with low literacy and illiteracy) to provide an integrated health care 
home. Clinics that have established in-house capacity for culturally-specific 
approaches would not be required to contract out for services already being rendered. 


a. Partnership must include contractual financial agreements. 
i. Social service organizations will provide culturally-specific 


approaches to health promotion, self-management for chronic 
diseases, and disease prevention. These approaches may include: 


1. peer-to-peer health education programs 
2. Community Health Workers 


b. Contracts will be based on a rate, adjusted to reflect the needs of the 
population, for serving a specified number of individuals in that 
population. 
i. Organizations will be accountable on measures of process and 


outcomes that will reflect realistic timelines of: 
1. preventing chronic disease 
2. promoting population health 
3. chronic care management 
4. attention to health literacy  
5. accessibility to patients 


c. Contracts can be administered directly through the Health Fund Program 
or through a managed care organization.   


 
 


Recognizing that not every organization providing an integrated health care 
home is focused on serving vulnerable populations, an alternative should exist to 
renewable contracts that will enable a provider to purchase community-based 
and/or culturally-specific services.   
 
Recommendation: The Health Equities Committee recommends that high-
value community-based health promotion, disease prevention, and chronic 
disease management services, be eligible for direct reimbursement.  


 
Accountable health plans must reimburse a broader range of health professionals 
including, but not limited to, Community Health Workers, and a broader range of 
services including, but not limited to, peer-led disease management support groups in 
culturally specific programs to maximize the health and function of individuals, families 
and communities. 
 
iii. Policy recommendations on providing incentives for healthy individual 
lifestyle choices 
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Recommendation: Individuals purchasing health care with the assistance of a 
state subsidy will be provided with a Wellness Account where the state will 
deposit cash incentives for behaviors that will promote the individual’s health. 
Some examples include: 


o Developing a wellness plan with provider 
o Meeting weight loss goals established in partnership with a 


provider 
o Participating in a smoking-cessation program 
o Getting recommended tests and procedures 
o Chronic disease management activities 


 
The Wellness Account is modeled after Enhanced Benefit Accounts (EBAs) that 
are currently being implemented in several state Medicaid programs and are 
generally used to pay for covered Medicaid services. Enhanced Benefit Accounts 
pay for benefits provided in addition to a beneficiary’s Medicaid coverage, as an 
incentive to engage in healthy behaviors. 
 
Under an EBA, a process is established for verifying achievement or completion 
of the desired outcomes. Recipients or providers typically provide the 
verification. Once verified or established, recipients have access to account funds 
and these funds enable them to access additional services or products. 
 
 IV. Reducing Barriers to Care 
 
Low-income individuals, who are disproportionately communities of color, are 
uninsured and experience other barriers to health care.  A comparison of 
comparable populations in the U.S. and Canada, which has a universal health 
insurance, revealed extreme racial disparities such as unmet health needs, 
forgoing needed medications, and lower perceived quality of care.10  These 
barriers perpetuate health disparities as advances in biomedical knowledge and 
technology increase between people of higher and lower socioeconomic status 
based on access to valuable information and services to prevent or treat illness.11   
 
i. Universal Eligibility 
 
Recommendation: It is a long-held Oregon value that all Oregon residents 
have equal opportunity to support their families, pay taxes, and contribute to 
the State’s economy. To maintain the health of that workforce, it is fair, wise 


                                                 
10 K.E. Lasser, D.U. Himmelstein, and S. Woolhandler, Access to Care, Health Status, and Health 
Disparities in the United States and Canada: Results of a Cross-National Population-Based Survey 
(American Journal of Public Health, 96(7):1-7, July, 2006). 
11 D. Mechanic, Population Health: Challenges to Science and Society, (The Millbank Quarterly, 
85(3):533-559, 2007). 
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and in the State’s economic interest that the Oregon Health Fund program 
shall be available to all Oregon residents. 
 


Although undocumented individuals demonstrate less use of health care than 
US-born citizens, overall costs in healthcare are high as a result of poor access to 
primary and preventive care. 12  High and rising rates of the uninsured 
population contribute to excess reliance on hospital emergency rooms and 
admission to the hospital for potentially preventable complications of chronic 
and acute conditions.  Insurance gaps and benefit designs that discourage 
essential or preventive care contribute to higher longer-term costs of care and 
undermine quality by creating barriers to timely access to effective care.13,14   


The Oregon Center for Public Policy estimates that undocumented immigrants 
contribute annually to Oregon between $65 million and $90 million in state 
income taxes, property taxes, and excise taxes such as gas and cigarette taxes.15 


Permanent documented immigrants are eligible for public coverage but are 
subject to restrictions and stipulations.  The Personal Responsibility and Work 
Opportunity Reconciliation Act of 1996 restricted documented immigrants 
arriving after August 22, 1996 from federally-matched Medicaid coverage for the 
first five years in residence. 


The Pew Hispanic Center estimated that Oregon’s 2005 undocumented 
immigrant population was between 125,000 and 175,000.16   
 
Recommendation: As is consistent with current practices in the private 
marketplace, no citizenship documentation requirements will be in place to 
participate in the Oregon Health Fund program.  
 
In order for these two recommendations to be realized, the Committee felt that 
policy implementation options should be considered by the Oregon Health Fund 
Board.       
 
For example, a preferred option from the Committee would be: to establish an 
‘Oregon Primary Care Benefit Plan’, or alternatively a health care pool, within the 
                                                 
12 A.N. Ortega; H. Fang; V.H. Perez; J.A. Rizzo; O. Carter-Pokras; S.P. Wallace; L. Gelberg, Health Care 
Access, Use of Services, and Experiences Among Undocumented Mexicans and Other Latinos, (Archives of 
Internal Medicine, 167(21):2354-2360, 2007). 
13 S. R. Collins, K. Davis, M. M. Doty, J. L. Kriss, and A. L. Holmgren, Gaps in Health Insurance: An All-
American Problem (New York, The Commonwealth Fund, Apr. 2006). 
14 Schoen et al., Commission on a High Performance Health System, Why Not the Best? Results from a 
National Scorecard on U.S. Health System Performance, (New York, The Commonwealth Fund, Sept. 
2006) 
15 Oregon Center for Public Policy, Undocumented Workers Are Taxpayers, Too, Apr. 2006 
16 Pew Hispanic Center, Estimates of the Unauthorized Migrant Population for States Based on the March 
2005 CPS, Fact Sheet dated April 26, 2006. 
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Oregon Health Fund Program for non-qualified [legal immigrants who have been in the 
U.S. under 5 years, and individuals without documentation] Oregon residents who are 
unable to afford purchasing health care without a subsidy.  Financing for this portion of 
the program could be structured so that industries employing non-qualified Oregon 
residents are directed to contribute through the “play or pay” requirement of the 
employer mandate.  
 
The Committee recognizes that this option faces the following challenges: 


• If revenue comes solely from businesses rather than community 
support—it may still prove to be economically infeasible; 


• The administration of such a program may require limited state 
funds for implementation; 


• Creating two entirely different programs based on eligibility 
creates equity issues; 


• This program could be construed as implicit support for 
individuals who are not authorized U.S. residents; and, 


• Businesses may oblige the “play or pay” requirement for 
“recognized” workforce and avoid “unrecognized” workforce 
unless the state actively identified individuals in the latter group. 


 
However, the Committee also maintains this recommendation for the following 
reasons: 


• The Oregon Health Fund Program would be “universal” in that all 
Oregon residents will be included; 


• No specific federal waiver would be needed if federal funds are 
not being utilized; 


• Both “cost-shift” from uncompensated care as well as public health 
concerns created by exclusion are addressed; 


• Businesses that heavily rely on a largely immigrant workforce will 
be included in the employer mandate and would also directly 
benefit from participation; 


• If the Oregon Primary Care Benefit Plan is within the Oregon 
Health Fund Program it would combine all value-based 
purchasing advantages; and, 


• Because it is less voluntary in design for employers and would 
therefore possibly prove to be more economically sustainable. 


• The state would continue to benefit from federal dollars that 
support the Citizen Alien Waived Emergency Medical (CAWEM) 
program, providing reimbursement for emergency hospitalization 
costs, including childbirth. 


 
The alternative policy options the Committee considered: 
 


        24







HEALTH EQUITIES COMMITTEE FINAL REPORT      
  


Alternative 1: Non-qualified Oregon residents may purchase their own health coverage 
either through the private market or through the exchange and are ineligible for direct 
state contributions.  
 
Challenges: 


• Oregon Health Fund Program would not be “universal” in that 
low-income, non-qualified Oregon residents would be excluded; 


• This option doesn’t address the “cost-shift” from uncompensated 
care as well as public health concerns created by exclusion; and, 


• The “play or pay” amount from businesses employing non-
qualified workers not provided to those workers. 


 
Advantages: 


• No specific federal waiver would be needed; 
• Option takes ‘hot button’ issue of immigration off the table as 


something that may stymie or present a roadblock to bipartisan 
agreement for comprehensive plan; and, 


• This option would be consistent with current public programs 
such as the Oregon Health Plan and the Family Health Insurance 
Assistance Program (which requires citizenship documentation). 


 
Alternative 2: All Oregon residents are to be eligible regardless of federal qualifications 
for state contributions to low-income individuals through the Oregon Health Fund 
Program. 
 
Challenges: 


• No federal match would be available for these individuals and the 
program would be reliant on state contribution only;  


• Inserts ‘hot button’ issue of immigration into the comprehensive 
plan that may stymie or present a roadblock to bipartisan 
agreement; and, 


• Inconsistent with the Oregon Health Plan that requires citizenship 
documentation. 


 
Advantages: 


• Oregon Health Fund Program would be “universal” in that all 
Oregon residents included; 


• Addresses both the “cost-shift” from uncompensated care as well 
as public health concerns created by exclusion; and, 


• The “play or pay” amount from all businesses going to all workers 
regardless of federal qualification. 
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Alternative 3: Establish an ‘Oregon Primary Care Benefit Plan’ within the health 
insurance exchange alongside the Oregon Health Fund Program whereby foundations, 
providers, managed care groups, targeted employers, counties, cities and others may 
continually contribute funds, on a voluntary basis, that will be appropriated to provide 
subsidies to individuals that do not qualify for state contributions but are unable to afford 
purchasing health care without them. 
 
Challenges: 


• Not a guarantee of shared responsibility “play or pay” payment by 
businesses that employ non-qualified individuals; 


• Voluntary basis of revenue source may provide an inadequate 
long-term economic feasibility, particularly if large industries such 
as hospitality and/or agricultural choose not to participate; 


• If not financially viable, fewer people will be covered, violating 
universality due to enrollment caps; 


• Creating two entirely different programs based on eligibility 
creates equity issues; 


• State resources would be necessary for administrative costs due to 
eligibility determinations; and, 


• Could be construed as implicit support for individuals who are not 
authorized U.S. residents. 


 
Advantages: 


• Comprehensive plan would be “universal” in that all Oregon 
residents eligible; 


• No specific federal waiver would be needed and no foreseeable 
problems with federal match; 


• This option avoids contentious immigration debate that could 
weigh down the comprehensive plan because new state dollars 
will not be appropriated for non-qualified individuals; 


• This option would be consistent with the Oregon Health Plan 
(which requires citizenship documentation) for state contributions; 


• Addresses both “cost-shift” from uncompensated care as well as 
public health concerns created by exclusion; and, 


• This option allows a myriad of interested parties the opportunity 
to contribute to reduce the number of uninsured Oregonians 


 
ii. Address Citizenship Documentation Barrier 
 
Recommendation: Health Equities Committee Policy Recommendations on 
Citizenship Documentation Requirements for Participation in OHP-like 
Programs 
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The Health Equities Committee recommends investigating the possibility of obtaining a 
federal waiver exempting Oregon from the citizenship documentation requirements 
established by administrative rule, stemming from the Deficit Reduction Act of 2006.  


 
Oregon would request returning to previous documentation methodology employed by 
the Department of Medical Assistance Programs. Findings from a previous state audit 
demonstrated that this methodology was an effective mechanism for ensuring appropriate 
participation in Oregon Medicaid and Medicaid-expansion programs. 
 
iii. Targeted and Aggressive Outreach 
 
Recommendation: A media-only approach to outreach for the Oregon Health 
Fund program is not an adequate response to reducing health disparities in 
health insurance status in Oregon.  
 
A sustainable funding mechanism, with additional Medicaid matching funds, must 
support community-based organizations in delivering culturally-specific and targeted 
outreach and direct application assistance to members of racial, ethnic, language minority 
communities, individuals living in geographic isolation, and populations that encounter 
additional barriers such as individuals with cognitive, mental health, deafness or sensory 
disorders, physical disabilities, chemical dependency, and individuals experiencing 
homelessness.  


a. These community-based approaches should be collaborative rather than 
competitive among agencies that serve vulnerable populations.  


b. The Office of Multicultural Health and county health departments should 
have a key role in ensuring that barriers to outreach and enrollment are 
addressed at both the community and system level and that those efforts 
are continuous and coordinated between the Oregon Health Fund 
Program, Department of Medical Assistance Programs, and community-
based organizations involved in outreach. 


c. The Office for Oregon Health Policy & Research should evaluate the 
effectiveness of the county-based organizations specific to enrolling 
vulnerable populations.    


 
100% enrollment of individuals who are eligible to participate in the Oregon 
Health Fund program is the objective and resources and interventions must be 
targeted towards this goal.  
 
iv. Cost-Sharing 
 
Recommendation: Promote equitable and fair sharing of health care costs 
within the Benefit Design.   
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Health insurance coverage with high deductibles and out-of-pocket costs 
disproportionately hurt low-income individual’s ability to obtain needed care, further 
contributing to health disparities.  Equitable cost-sharing policies take into account and 
attempt to minimize the uneven impact that cost-sharing arrangements may have on 
health care access.   


a. Include public contributions for those with low incomes to purchase health 
insurance, sliding fee scales for premiums, and limits on copayments and 
other out-of-pocket costs so that people at the lowest income levels will face 
only nominal charges.  Premiums are the preferred form of cost-sharing 
for public programs because people can regularly budget those costs. 


b. Benefits should be extended to all Oregonians that protect against 
devastating financial losses and bankruptcy due to unforeseen catastrophic 
illness or injury.  


c. Utilization and quality data should be regularly accessed to determine if 
cost-sharing policies are worsening or increasing health disparities. For 
example, cost sharing thresholds should be evaluated to determine when 
and if those thresholds become barriers to necessary care. 


d. Design public programs for health care assistance that do not disenroll 
beneficiaries or deny primary care services to people who do not pay 
required cost-sharing costs but rather, maintain health coverage while 
taking action to collect debt.  Oregon’s experience with administratively 
disenrolling individuals from its Medicaid program who did not meet 
cost-sharing requirements led to massive loss of coverage with adverse 
affect.  Results from the baseline Oregon Health Plan (OHP) cohort 
survey indicate that nearly one half (45%) of the OHP Standard 
population experienced disrupted or lost coverage in the first 10 months 
after the OHP redesign in 2003.  OHP beneficiaries who lost coverage 
reported significantly worse health care as well as medication access and 
had significantly higher medical debt than those with stable 
coverage.17 


 
 
V. Improving the Quality of Care 
 
i. Integrated Health Home 
 
Definition of Medical Home/Primary Care Home: A system of care that provides 
coordination of multiple, disparate elements of care for a patient.  This does not 
assume that all care is provided within the walls of a clinic. 


                                                 
17 Carlson, Matthew J., DeVoe, Jennifer, Wright, Bill J. “Short-Term Impacts of Coverage Loss in a 
Medicaid Population: Early Results From a Prospective Cohort Study of the Oregon Health Plan” Annals 
of Family Medicine 4(5): 391-398, 2006 
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Recommendation: Elements of the Medical Home model that have been 
demonstrated to reduce health disparities must be encouraged in any medical 
service organization purporting delivery of a Medical Home include:   


 
a. Patient Centered Care focus 


i. Extended office hours: evenings and weekends 
ii. Alternative access to providers such as telephone 


consultations and email exchanges. 
iii. Automatic reminders of recommended visit schedule and 


appointment times. 
iv. Mental Health and Chemical Dependency Integration 
v. Emphasis on chronic disease management and preventive 


care 
vi. Coordination with community based social organizations, 


peer support networks and organizations that integrate social 
determinants of health into care including public health as 
appropriate  


b. Population based care:  The Medical Home should include systems to 
coordinate care of all patients in the practice outside of office visits. 


 
Recommendation: For some populations, a medical home may be best 
provided outside of the traditional primary care service delivery system and a 
definition of medical home should not exclude organizations based on service-
delivery type but should include coordination of care by a licensed medical 
provider. 
 
Recommendation: The Medical Home needs to be integrated and viewed in 
the context of the social and education system, hospital and specialty care 
system and public health system in a community. 
 
ii. Benefit Package 
 
Recommendation: Remove any financial barriers and increase reimbursement 
for preventive services, chronic disease management, patient education 
programs and after-hours/walk-in primary care.   


 
The benefit program designed should improve access to and utilization of appropriate 
services in an integrated health home and support community-based organizations to 
assist in health promotion.  The benefit program should also reward patients who actively 
participate in their own care, through incentives for patients who follow through with the 
medical treatment plan agreed upon with their health care provider.  Encouraging 
patients to receive treatment for early disease in the less expensive outpatient setting, 
rather than waiting until disease progression requires extensive inpatient care will 
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benefit both individuals and society.  The state should also encourage providers to expand 
availability to patients (e.g. operating during evening and weekend hours). Patient 
education programs can help reduce health care disparities by providing patients with 
skills to effectively navigate health care systems and ensure that their needs and 
preferences are met.  For example, patient education programs have been found to be 
effective in reducing racial and ethnic disparities in pain control.   
 
Recommendation: Support direct reimbursement for Community Health 
Workers (CHWs) for publicly sponsored health programs.   
 
Community Health Workers (CHWs), also known as promotores/as, 
Community Health Representatives (CHRs), lay health advisors, and outreach 
workers, among other names, are trained members of medically underserved 
communities who work to improve health outcomes.  CHW programs have 
proven effective in teaching disease prevention, reducing barriers to care, 
improving patient-provider communication, and improving community health.  
Oregon can stimulate these programs by providing a variety of funding sources, 
including direct reimbursement.  Establishing direct reimbursement may involve 
developing a certification system for CHWs.  Any certification system should be 
designed and governed by CHWs and CHW advocates. 
 
Recommendation: Retain and utilize the Oregon Health Resources 
Commission (HRC) to analyze the cost-effectiveness of medical technologies 
and health services.  The HRC should analyze the cost-effectiveness and 
health equity benefits of alternative and complementary medicine including, 
but not limited to, traditional Chinese medicine for the inclusion of such 
health services in the benefit design of publicly sponsored health programs.   
 
Many diverse communities in Oregon are not limited to allopathic medicine as 
the only form of treatment for illness.  This is especially true for communities 
that have specific cultural sensitivity or preference for a type of alternative or 
complementary medicine that may reduce health disparities.  At the same time, 
finite public resources should be spent on medical technologies and health 
services that are evidence-based. 


 
Recommendation: Ensure that Oregonians have access to affordable evidence-
based alternative and complementary medicine.   
 
As noted above, alternative and complementary medicine can reduce health 
disparities by providing culturally specific approaches to improving health.  
These types of health services should also be vetted by the same standards as 
allopathic medicine and promoted in the commercial market of health care as 
allopathic medicine. 
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iii. Language Access 
 
The explicit goal of the following Health Equities Committee recommendations 
are to ensure health care services that are respectful of, and responsive to, the 
cultural and linguistic needs of Oregonians.  
 
Recommendation: Take advantage of growing technological capacity in 
Oregon by creating a state-wide pool of qualified, certified interpreters and 
organizations that may be able to utilize and build on technologies being 
developed for telemedicine or telehealth.  
 
State-wide pool would include partnerships including but not limited to hospitals, 
clinics, language bank companies, video interpreter services, and community services, 
etc.  


a. As an example, partners in the pool could pay according to their percentage 
of services used the prior year. 


 
Recommendation: Coordinate with state-wide technology efforts, such as 
Telehealth, to build future infrastructure for the state-wide pool, including 
video remote interpreting for Deaf people.  
 
Recommendation: In planning for interpreter services, include organizations 
specific to ASL interpreters (such as the Oregon Registry of Interpreters for the 
Deaf), and disability/Deaf organizations (such as the Women with Disabilities 
Health Equity Coalition, and the Oregon Association of the Deaf) to ensure 
inclusion of video remote interpreting for ASL signers.  
 
Recommendation: Seek federal matching funds for interpreter services 
through Medicaid. This targets provider organizations that serve Medicaid 
patients by making interpreter services affordable. 
 
Promote video remote interpreting (and other telehealth technologies) as a viable option 
for health care providers. 
 
Through a state plan amendment, make interpreter services a covered service rather than 
an administrative service, thereby eliminating the disincentive for providers to see non-
English speaking patients.  
 
Recommendation: Use state regulation to impose mandates with funds to off-
set subsequent costs: 
 
Any plan that participates in the Oregon Health Fund Exchange must pay for interpreter 
services. 
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Recommendation: Create education partnerships so that more health 
professionals are also certified interpreters. 
 
Oregon may be able to utilize existing partnerships through the Health Care 
Workforce Institute or other existing groups that work toward certification of 
interpreters. 
 
As much as possible, interpretation must be included in the health professional’s 
job description, protecting the employee’s time and reflecting their dual roles. 
 
Definitions based on the Healthcare Interpreter Oregon Administrative rules: 


  
• “Limited English Proficient” (LEP) is a modifier used by the federal 


government to describe a person with limited English proficiency.  
“Person with limited English proficiency” means a person who, by 
reasons of place of birth or culture, speaks a language other than 
English and does not speak English with adequate ability to 
communicate effectively with a health care provider. 


•  “Health Care” means medical, surgical, or hospital care or any 
other remedial care recognized by state law, including mental 
health care.  


•  “Interpreter Services” is listening to a message of one language 
and providing an oral rendition of the same message in another 
language. An interpretation is to be complete and accurate and 
relay the meaning of the message from one language to the other, 
considering the context and the meaning of the whole phrase and 
not each word as if it were “standing alone” without context.  


• “Health Care Interpreter” means a person who is employed as an 
interpreter working in health care who is readily able to 
communicate with a person with limited English proficiency and to 
accurately translate the written or oral statements of the person 
with limited English proficiency into English, and who is readily 
able to translate the written or oral statements of other persons into 
the language of the person with limited English proficiency. Health 
Care Interpreter further means any individual paid as an 
interpreter working in health services, including mental health. As 
used in this section, the term “employed” means anyone who 
performs or is utilized as a health care interpreter whether it be in 
an hourly or salaried position, contractor, volunteer, or intern 
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iv. Workforce 
 
The following recommendations are designed to create an adequate workforce to 
meet the needs of the population, including those living in rural Oregon, and 
will reflect the diversity of Oregonians.  
 
Recommendation: Expand educational institution capacity at health 
professional schools where more training opportunities are needed across the 
board from community college to university and postgraduate levels.  
 
Oregon’s health care provider shortage is also challenged by the population’s 
growing diversity and the need to provide culturally and linguistically 
competent care. 
 
Recommendation: Increase financial aid in health professional schools for 
students needing more financial aid of the right kind (grants, scholarships, 
loan forgiveness).  
 


a. Expand reduced tuition to Oregon residents pursuing careers at Oregon 
health care educational institutions with additional incentives for 
underrepresented populations. 


b. Offer loan forgiveness for providers who practice in underserved areas in 
Oregon or with underserved populations in Oregon.  


 
Ultimately, our patients pay the price when there are insufficient providers from 
backgrounds similar to theirs. Geographic, economic, educational, and cultural 
factors, with their effects on patient mortality, underscore the critical need for 
providers from disadvantaged backgrounds and with superior cultural 
sensitivity training, to improve health care for the underserved throughout 
Oregon. They will then be able to serve those who are now underserved, 
improving access to care. In addition, these individuals will function as role 
models for youth within their communities. 
 
Recommendation: Strengthen the pipeline to health profession schools; 
intervention needs to start early and focus on retention. Support mentoring 
program models that have been demonstrated to be effective in retaining 
students.  
 
The Health Equities Committee feels strongly that educational and experiential 
support in pre-college, college and in health professional schools will enable 
more applicants from disadvantaged backgrounds to apply, gain admission and 
graduate into the health care workforce.  
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Recommendation: The previous recommendation must include convening all 
entities that are currently working on pipeline development issues so that 
efforts are coordinated, streamlined, and strategic in planning for the future 
needs of Oregon’s population. 
 


a. The Oregon Health Care Work-Force Institute would be ideally suited for 
the role of convener.    


b. Entities that should be convened include, but are not limited to, Allopathic 
and Naturopathic providers, dentists, mid-level providers, nurses, 
behavioral health professionals, allied and Community-Health Workers.   


 
Recommendation: Improve the climate for diversity at individual health 
professional schools by mandating cultural (including sexual and gender 
minorities, persons with disabilities, and other vulnerable populations) and 
linguistic competence throughout the institution.  
 
This in turn will mean better patient satisfaction and medical compliance, with 
decreases in morbidity and mortality related to chronic diseases over time. 
Providing culturally competent services that maximize the health and function of 
the individual results in lower spending on health care, as well as increased 
income from a more productive workforce.  
 
Recommendation: Utilize existing agencies to establish and report on diversity 
goals for health & hospital systems and health care training institutions to the 
Oregon Health Fund Board on a biennial basis. 
 
Recommendation: Support Community Health Worker programs that recruit 
and train members of underserved communities to provide culturally and 
linguistically competent health services within that community.      
 
Creating a culturally-competent workforce 
 
The final Health Equities Committee recommendation concerning workforce is 
that Oregon must have a provider workforce that  receives the education 
necessary to provide culturally-competent and culturally-aware health care.  
 
Recommendation: Mandate a minimum level of educational credits for health 
care providers that must earned in coursework specifically designed to 
increase cultural competence and/or awareness. 
 


a. This can be part of initial licensure or as part of continuing education. 
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v. Data Collection 
 
In Oregon there is such a dearth of data related to race, ethnicity, and primary 
language in health care that it is difficult to identify, let alone address, disparities 
in health care access, health care utilization, disease status, and/or quality of 
care. Where data exists, sources of are difficult to combine or compare due to 
differences in definitions and data collection protocols.  
 
Recommendation: All health care providers and health plans participating in 
the Oregon Health Fund Program must be required to collect and report data 
on race, ethnicity, age-appropriate sexual orientation, gender, disability status, 
and primary language. These measures need to be included when assessing 
quality and ensuring transparency.  
 
In a recently issued report, Identifying and Evaluating Equity Provisions in State 
Health Reform (April 23rd, 2008), the Commonwealth Fund urges states to strongly 
consider publicly reporting access and quality data that has been stratified by 
demographic characteristics to promote public accountability, inform the 
consumer base, support state efforts to evaluate disparities in health and to 
intervene as indicated (pg. 6).  
 
vi. Quality Initiatives 
 
Recommendation: In its role as convener and collaborator, the Quality 
Institute should be responsible for: 


  
o Training provider organizations and health plans on protocols for 


collecting race, ethnicity, and primary language data based on the 
highest national standards. This will ensure consistency and 
comparability among data sources, increase cultural competency, 
and reduce provider discomfort with collecting this kind of 
information from patients.    


o Developing a Health Disparities strategy that utilizes data to 
identify disparities and assist communities with evaluating 
interventions to reduce disparities.  


o Aligning resources to support quality healthcare across all 
demographic populations in Oregon.  


o Disseminating meaningful and accurate information on health 
quality and utilization of healthcare resources in a manner that is 
accessible and understandable to individuals from a variety of 
cultural, ethnic, and educational backgrounds.  


 
VI. Conclusions 
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The social determinants of health must be acknowledged in any explicit effort to 
reduce health disparities.  Social determinants of health acknowledge that an 
individual’s health is not solely understood by determining insurance status, by 
isolating the experience between patient and provider, nor can it be adequately 
addressed by focusing on individuals and individual responsibility.  Health is 
more than health care.  A review of population health factors determined that 
non-medical factors (genetic predispositions, social circumstances, 
environmental conditions, and behavioral patterns) are responsible for a large 
proportion of preventable mortality in the United States, perhaps 85-90 
percent.18,19  
In the acclaimed PBS documentary series, Unnatural Causes: Is Inequality Making 
Us Sick?, Dr. David Williams aptly frames the scope necessary to truly address 
health inequities through social policy: “Housing policy is health policy, 
educational policy is health policy, anti-violence policy is health policy, 
neighborhood improvement policies are health policies.  Everything that we can 
do to improve the quality of life of individuals in our society has an impact on 
their health and is a health policy”.   Other states have acknowledged this by 
passing legislation giving members of the legislative body, or other policy-
makers, an opportunity to request an assessment of how any proposed policy 
might impact the health of vulnerable populations.  Health impact-assessment 
tools provide policy-makers with information to evaluate how education policy, 
housing policy, economic policy, land-use policy (as examples) might benefit or 
harm the health of individuals, families, or communities.20 
 
The Health Equities Committee strongly encourages the Oregon Health Fund 
Board and other policy-makers to consider creating avenues for racial, ethnic, 
and cultural minorities to participate in an on-going effort to address health 
disparities in Oregon.  These communities are the first to identify and 
understand the problems that affect them and will have the best ideas about how 
to address these problems effectively.  Health care is experienced locally and 
solutions for health care dilemmas must be addressed by engaging, supporting, 
and allowing the impacted communities to lead the way.  
 
Finally, efforts to reduce health disparities can begin immediately, outside of 
health care reform, or as part of any staged implementation that involves 
expanding Medicaid. Appendix C describes Health Equities Committee 
recommendations that align with strategies that have been successfully 


                                                 
18 Schroeder S, We Can Do Better—Improving the Health of the American People, (The New England 
Journal of Medicine, 357(12):1221-1228, September 20, 2007;). 
19 McGinnis JM, Williams-Russo P, and Knickman JR, The case for more active policy attention to health 
promotion, (Health Affairs, 21(2):78-93, March/April 2002). 
20 B. Smedley, B. Alvarez, R. Panares, C. Fish-Parcham, and S. Adland, Identifying and Evaluating Equity 
Provisions in State Health Care Reform (New York: The Commonwealth Fund, April 2008). 







HEALTH EQUITIES COMMITTEE FINAL REPORT      
  


implemented in other state Medicaid programs, or hold potential for improving 
Oregon’s existing Medicaid program.  
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APPENDIX A 
 


OREGON HEALTH FUND BOARD 
HEALTH EQUITIES COMMITTEE 


Approved by OHFB  
 
Objective 


The Health Equities Committee is chartered with developing multicultural 
strategies for program eligibility and enrollment procedures as well as with 
making policy recommendations to reduce health disparities through delivery 
system reform and benefit design of the Oregon Health Fund program. The work 
of the Health Equities Committee will be submitted directly to the Oregon 
Health Fund Board (OHFB) as well as integrated into the work of other OHFB 
committees.  


Scope 


The Health Equities Committee will focus its study of strategies to reduce health 
disparities in Oregon, including but not limited to:  


1. Providing the Eligibility & Enrollment Committee with recommendations 
concerning but not limited to: 


• Best practices for outreach in communities of color, homeless adults 
and youth, with individuals who live in geographic isolation, and 
with individuals who experience other barriers to enrollment. 


• Strategies to reduce disparities in insurance status by decreasing 
barriers to enrollment and streamlining enrollment policies & 
practices   


2. Providing the Delivery Committee with recommendations concerning 
reducing health disparities in Oregon. Recommendations may include but 
are not limited to topics such as: 


• Elements of the Medical Home model that reduce health disparities 
and provide culturally competent care. 


• Financial incentive programs to reduce targeted health disparities and 
quality care through provider fee increases and value-based 
purchasing 


• A plan to increase collection of health-related data for people of color 
and other under-represented populations using techniques that are 
culturally sensitive and accurate. 


• Provider workforce issues such as recruitment of minority and rural 
providers, retention, and cultural-competence training. 


• Methods to empower and incentivize individuals to make healthy 
lifestyle choices. 


        38







HEALTH EQUITIES COMMITTEE FINAL REPORT      
  


• Methods to ensure competent linguistic access within the health care 
delivery system. 


3. Providing the Benefits Committee with recommendations concerning 
benefit designs that support the health of women, minorities, and other 
vulnerable populations including but not limited to: 


• Benefits related to women’s health and benefit designs that target 
women of childbearing age. 


• An emphasis on reducing health disparities in developing a benefit 
package of essential health services. 


• Ensuring an affordable benefit package that promotes the health of 
individuals who have physical or mental health disabilities. 


• Reimbursement options for health promotion activities that occur 
outside of the traditional health care delivery system. 


 


Committee Membership 
Name Affiliation City 


Yves LeFranc, MD Adventist Health Systems Portland 
Ella Booth, Ph.D. Oregon Health & Science University (OHSU) Portland 
Honora Englander, MD OHSU Division of Hospital Medicine Portland 
Scott Ekblad Office of Rural Health, OHSU Portland 
Maria Michalczyk, RN, 
MA, 


Healthcare Interpreter Training program, Portland 
Community College 


Portland 


Michelle Berlin, MD, MPH Center of Excellence in Women’s Health, OHSU Portland 
Tricia Tillman, MPH  Multnomah County Health Department Portland 
Noelle Wiggins Multnomah County Health Department Portland 
John Duke, MBA Outside-In Homeless Youth Clinic Portland 
Jackie Mercer NARA Portland 
Ed Blackburn Central City Concern Portland 
Bruce Bliatout, Ph.D.,  Multnomah County Health Department Portland 
Laurie Powers, Ph.D. Portland State University, Regional Research 


Institute 
Portland 


Melinda Muller, MD  Legacy Health Systems   Portland 
Joe Finkbonner Northwest Portland Indian Health Board Portland 
Holden Leung, MSW Asian Health and Service Center Portland 
 
 
Staff Resources 


• Heidi Allen, (Lead Staff) OHREC Director and Medicaid Advisory 
Committee, OHPR – Heidi.Allen@state.or.us; 503-373-1608 


• Nate Hierlmaier, Policy Analyst, OHPR – Nate.Hierlmaier@state.or.us;  
503-373-1632 
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Timing 


The Committee will provide its recommendation(s) to Oregon Health Fund 
Board and the Eligibility and Enrollment Committee no later than February 10th, 
2008, recommendations to the Oregon Health Fund Board and Delivery 
Committee no later than April 1st, 2008, and recommendations to the Oregon 
Health Fund Board and Benefits Committee no later than April 30th, 2008. The 
Committee will continue to act as a resource to the Oregon Health Fund Board 
and the committees of the Board as needed throughout the 2008 policy planning 
process.  


• Shawna Kennedy-Walters, Office Specialist, OHPR –   
 Shawna.Kennedy-Walters@state.or.us; 503-373-1598 
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APPENDIX B 
 


Oregon Health Fund Board Health Equities Committee Recommendations 
Benefits 


Committee 
Delivery 
System 


Committee 


Eligibility & 
Enrollment 
Committee 


Federal 
Laws 


Committee 


Finance 
Committee 


Promote equitable and fair sharing of health care 
costs.   


     


Remove any financial barriers and increase 
reimbursement for preventive services, chronic 
disease management, patient education programs 
and after-hours/walk-in primary care.   


     


Support direct reimbursement for Community 
Health Workers (CHWs) for publicly sponsored 
health programs.   


     


Retain and utilize the Oregon Health Resources 
Commission (HRC) to analyze the cost-
effectiveness of medical technologies and health 
services.  The HRC should analyze the cost-
effectiveness and health equity benefits of 
alternative and complementary medicine 
including, but not limited to, traditional Chinese 
medicine for the inclusion of such health services 
in the benefit design of publicly sponsored health 
programs.   


     


Ensure that Oregonians have access to affordable 
evidence-based alternative and complementary 
medicine.   


     


Take advantage of growing technological capacity 
in Oregon by creating a state-wide pool of 
qualified, certified interpreters and organizations 
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Oregon Health Fund Board Health Equities Committee Recommendations 
Benefits 


Committee 
Delivery 
System 


Committee 


Eligibility & 
Enrollment 
Committee 


Federal 
Laws 


Committee 


Finance 
Committee 


that may be able to utilize and build on 
technologies being developed for telemedicine or 
telehealth. 
Seek federal matching funds for interpreter 
services through Medicaid. This targets provider 
organizations that serve Medicaid patients by 
making interpreter services affordable. 


     


Individuals purchasing health care in Medicaid and 
with the assistance of a state contribution will be 
provided with a Wellness Account where the state 
will deposit cash incentives for behaviors that will 
promote the individual’s health. Some examples 
include: 


• Developing a wellness plan with provider 
• Meeting weight loss goals established in 


partnership with a provider 
• Participating in a smoking-cessation 


program 
• Getting recommended tests and procedures 
• Chronic disease management activities 


     


Use state regulation to impose mandates with 
funds to off-set subsequent costs for interpreter 
services 


     


Create education partnerships so that more health 
professionals are also certified interpreters 


     


All health care providers and health plans      
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Oregon Health Fund Board Health Equities Committee Recommendations 
Benefits 


Committee 
Delivery 
System 


Committee 


Eligibility & 
Enrollment 
Committee 


Federal 
Laws 


Committee 


Finance 
Committee 


participating in the Oregon Health Fund Program 
must be required to collect and report data on race, 
ethnicity, age-appropriate sexual orientation, 
gender, disability status, and primary language. 
These measures need to be included when 
assessing quality and ensuring transparency.  
In its role as convener and collaborator, the 
Quality Institute should be responsible for: 
a) Training provider organizations and health 


plans on protocols for collecting race, 
ethnicity, and primary language data based on 
the highest national standards. This will ensure 
consistency and comparability among data 
sources, increase cultural competency, and 
reduce provider discomfort with collecting this 
kind of information from patients.    


b) Developing a Health Disparities strategy that 
utilizes data to identify disparities and assist 
communities with evaluating interventions to 
reduce disparities.  


c) Aligning resources to support quality health 
care across all demographic populations in 
Oregon.  


d) Disseminating meaningful and accurate 
information on health quality and utilization of 
health care resources in a manner that is 
accessible and understandable to individuals 
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Oregon Health Fund Board Health Equities Committee Recommendations 
Benefits 


Committee 
Delivery 
System 


Committee 


Eligibility & 
Enrollment 
Committee 


Federal 
Laws 


Committee 


Finance 
Committee 


from a variety of cultural, ethnic, and 
educational backgrounds.  


Expand educational institution capacity at health 
professional schools where more training 
opportunities are needed across the board from 
community college to university and postgraduate 
levels. Oregon’s health care provider shortage is 
also challenged by the population’s growing 
diversity and the need to provide culturally and 
linguistically competent care. 


     


Increase financial aid in health professional 
schools for students needing more financial aid of 
the right kind (grants, scholarships, loan 
forgiveness). Ultimately, our patients pay the price 
when there are insufficient providers from 
backgrounds similar to theirs. Geographic, 
economic, educational, and cultural factors, with 
their effects on patient mortality, underscore the 
critical need for providers from disadvantaged 
backgrounds and with superior cultural sensitivity 
training, to improve health care for the 
underserved throughout Oregon. They will then be 
able to serve those who are now underserved, 
improving access to care. In addition, these 
individuals will function as role models for youth 
in their communities. 
a) Expand reduced tuition to Oregon residents 
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Oregon Health Fund Board Health Equities Committee Recommendations 
Benefits 


Committee 
Delivery 
System 


Committee 


Eligibility & 
Enrollment 
Committee 


Federal 
Laws 


Committee 


Finance 
Committee 


pursuing careers at Oregon health care 
educational institutions with additional 
incentives for underrepresented populations. 


b) Offer loan forgiveness for providers who 
practice in underserved areas in Oregon or with 
underserved populations in Oregon.  


Strengthen the pipeline to health profession 
schools; intervention needs to start early and focus 
on retention. Support mentoring program models 
that have been demonstrated to be effective in 
retaining students. We feel strongly that 
educational and experiential support in pre-college, 
college and in health professional schools will 
enable more applicants from disadvantaged 
backgrounds to apply, gain admission and graduate 
into the health care workforce.  


     


Strengthening the pipeline of health professionals 
must include convening all entities that are 
currently working on pipeline development issues 
so that efforts are coordinated, streamlined, and 
strategic in planning for the future needs of 
Oregon’s population. 
a) The Oregon Health Care Work-Force Institute 


would be ideally suited for the role of 
convener.    


b) Entities that should be convened include, but 
are not limited to, Allopathic and Naturopathic 
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Committee 


providers, dentists, mid-level providers, nurses, 
behavioral health professionals, allied and 
Community-Health Workers.   


Improve the climate for diversity at individual 
health professional schools by mandating cultural 
(including sexual and gender minorities, persons 
with disabilities, and other vulnerable populations) 
and linguistic competence throughout the 
institution. This in turn will mean better patient 
satisfaction and medical compliance, with 
decreases in morbidity and mortality related to 
chronic diseases over time. Providing culturally 
competent services that maximize health and 
functionality results in lower spending on health 
care, as well as increased income from a more 
productive workforce.  


     


Utilize existing agencies to establish and report on 
diversity goals for health & hospital systems and 
health care training institutions to the Oregon 
Health Fund Board on a biennial basis. 


     


Support Community Health Worker programs that 
recruit and train members of underserved 
communities to provide culturally and 
linguistically competent health services within that 
community.      


     


Mandate a minimum level of educational credits 
for health care providers that must earned in 
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coursework specifically designed to increase 
cultural competence and/or awareness. (Note: this 
can be part of initial licensure or as part of 
continuing education in health professions.) 
Elements of the Medical Home model that have 
been demonstrated to reduce health disparities and 
must be encouraged in any medical service 
organization purporting delivery of a Medical 
Home include:   
a) Patient Centered Care focus 


b. Extended office hours: evenings and 
weekends 


c. Alternative access to providers such as 
telephone consultations and email 
exchanges. 


d. Automatic reminders of recommended visit 
schedule and appointment times. 


e. Mental Health and Chemical Dependency 
Integration 


f. Emphasis on chronic disease management 
and preventive care 


g. Coordination with community based social 
organizations, peer support networks and 
organizations that integrate social 
determinants of health into care including 
public health as appropriate  


b) Population based care:  The Medical Home 
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should include systems to coordinate care of all 
patients in the practice outside of office visits. 


For some populations, a medical home may be best 
provided outside of the traditional primary care 
service delivery system and a definition of medical 
home should not exclude organizations based on 
service-delivery type but should include 
coordination of care by a licensed medical 
provider. 


     


The Medical Home needs to be integrated and 
viewed in the context of the social and education 
system, hospital and specialty care system and 
public health system in a community. 


     


There should be an on-going, substantial 
investment in public health activities that will 
prevent disease, and promote the health of 
Oregonians. We believe that part of this 
investment should be directed towards using 
culturally-specific approaches to disease 
prevention and health promotion. 


     


Public health initiatives that target health 
disparities should be guided by members from the 
communities experiencing health disparities.  
a) The Quality Institute and the Public Health 


Department would provide data to support 
decision-making on establishing funding and 
program priorities.  
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b) Priorities will likely vary by region. 
c)  Multiple granting approaches should be used: 


i. Planning grants should be made available 
for regional collaboratives to develop 
around a proposed intervention. 


ii. Competing grants should be designed to 
encourage creativity and collaboration. 


iii. Non-competitive continuation grants 
should be available to maintain funding 
support for programs that have 
demonstrated success at meeting the goals 
of the grant. 


iv. Emerging Issue grants should be available 
for communities to develop strategies and 
interventions around newly identified 
problems impacting population health.  


Public health initiatives should be regional 
collaboratives consisting of social service 
organizations, culturally-specific organizations, 
health care organizations, and other community 
partners and community-based organizations 
would apply for grants that address targeted 
disparities with community-driven and 
implemented approaches. 
a) Matching regional funds may be required. 
b) Funding should be administered in a way that 


supports the necessary steps to achieving 
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targeted outcomes, and the outcomes 
themselves. Data & evaluation support will be 
provided through partnership with Public 
Health.  


c) Effective programs will be shared and 
problem-solving will be facilitated through 
convening regional collaborative leadership (in 
person or virtually) on a quarterly basis in 
learning collaboratives.       


Renewable contracts for public health initiatives 
must be awarded to health care clinics that partner 
with culturally-specific social service 
organizations (including organizations that focus 
on Persons with Disabilities, GLBT populations, 
homeless youth or adults, and populations with 
low literacy and illiteracy) to provide an integrated 
health care home. Clinics that have established in-
house capacity for culturally-specific approaches 
would not be required to contract out for services 
already being rendered. 
a) Partnership must include contractual financial 


agreements. 
b) Social service organizations will provide 


culturally-specific approaches to health 
promotion, self-management for chronic 
diseases, and disease prevention. These 
approaches may include: 
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i. Peer-to-peer health education programs 
ii. Community Health Workers 


Contracts for public health initiatives must be 
based on a rate, adjusted to reflect the needs of the 
population, for serving a specified number of 
individuals in that population. 
a) Organizations will be accountable on measures 


of process and outcomes that will reflect 
realistic timelines of: 
i. preventing chronic disease 
ii. promoting population health 
iii. chronic care management 
iv. attention to health literacy  
v. accessibility to patients 


b) Contracts can be administered directly through 
the Health Fund Program or through a 
managed care organization.   


     


Accountable health plans must reimburse a broader 
range of health professional including, but not 
limited to, Community Health Workers, and a 
broader range of services including, but not limited 
to, peer-led disease management support groups in 
culturally specific programs to maximize the 
health and function of individuals, families and 
communities. 


     


It is a long held Oregon value that all Oregon 
residents have equal opportunity to support their 
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families, pay taxes, and contribute to the State’s 
economy. To maintain the health of that 
workforce, it is fair, wise and in the State’s 
economic interest that the Oregon Health Fund 
program shall be available to all Oregon residents. 
As consistent with current practices in the private 
marketplace, no citizenship documentation 
requirements will be in place to participate in the 
Oregon Health Fund program.  


     


Investigate the possibility of obtaining a federal 
waiver exempting Oregon from the citizenship 
documentation requirements established by 
administrative rule, stemming from the Deficit 
Reduction Act of 2006.  


     


Request returning to previous documentation 
methodology employed by the Department of 
Medical Assistance Programs. Findings from a 
previous state audit demonstrated that this 
methodology was an effective mechanism for 
ensuring appropriate participation in Oregon 
Medicaid and Medicaid-expansion programs. 


     


A media-only approach to outreach for the Oregon 
Health Fund Board is not an adequate response to 
reducing health disparities in health insurance 
status in Oregon.  


     


A sustainable funding mechanism, with additional 
Medicaid matching funds, must support 


     







HEALTH EQUITIES COMMITTEE FINAL REPORT      
  


        53


Oregon Health Fund Board Health Equities Committee Recommendations 
Benefits 


Committee 
Delivery 
System 


Committee 


Eligibility & 
Enrollment 
Committee 


Federal 
Laws 


Committee 


Finance 
Committee 


community-based organizations in delivering 
culturally-specific and targeted outreach and direct 
application assistance to members of 
racial/ethnic/language minority communities, 
individuals living in geographic isolation, and 
populations that encounter additional barriers such 
as individuals with cognitive, mental health, 
deafness or sensory disorders, physical disabilities, 
chemical dependency or mental health condition, 
and individuals in homelessness. 
Community-based approaches to outreach should 
be collaborative rather than competitive among 
agencies that serve vulnerable populations. 


     


The Office of Multicultural Health and county 
health departments should have a key role in 
ensuring that barriers to outreach and enrollment 
are addressed at both the community and system 
level and that those efforts are continuous and 
coordinated between the Oregon Health Fund 
Program, Department of Medical Assistance 
Programs, and community-based organizations 
involved in outreach 


     


The Office for Oregon Health Policy & Research  
should evaluate the effectiveness of the county-
based organizations specific to enrolling 
vulnerable populations.    


     


 







HEALTH EQUITIES COMMITTEE FINAL REPORT      
  


        54


APPENDIX C      
Outreach and Enrollment 
Health Equities 


Recommendations 
Implementation 


States State Medicaid Examples 


• Aggressive 
outreach with 
sustainable funding 
and multicultural 
community 
leadership   


• CA, IL, GA, 
NJ, NH, NM,  
NY, TX, WA, 
WI 


• The New Jersey Division of Medical Assistance and Health Services and the New York 
State Department of Health (DOH) contract with community-based organizations that 
represent various population groups for outreach. New Jersey translates materials including 
fact sheets into seven languages. New York uses facilitated enrollers to assist individuals in 
completing enrollment forms and in assembling documentation required for enrollment.  


• New York State DOH contracts with an enrollment broker for the State's Medicaid 
Managed Care program. The enrollment broker operates a statewide HelpLine and 
conducts education, outreach, and enrollment services on behalf of local social services 
districts in New York City and Long Island. Separate toll-free numbers are maintained for 
five languages.  


• The Texas Health and Human Services Commission award grants to support a 
promotores/as outreach model. Promotores/as, or community health workers, have been 
involved in outreach to Hispanic populations. The grants are testing models to support 
expanding promotores/as' roles to health education as well, and if successful, could 
eventually be incorporated into the Medicaid and SCHIP programs. 


• Texas launched a bilingual English and Spanish Web-based tool to help residents 
determine eligibility for more than 50 state assistance programs including Medicaid and a 
variety of medical assistance programs. State outreach efforts are conducted in primary 
languages spoken by ten percent of the population. 


• The Washington State Basic Health Plan program staff collaborate with the Medicaid 
program to conduct marketing and outreach through various community-based 
organizations (CBOs). Written materials, applications, and customer service, including 
telephone services, are provided in the five most utilized languages. CBOs and tribal 
entities that participate provide outreach, application assistance, advocacy, and access to 
services in a culturally appropriate manner. 


• The Wisconsin Bureau of Managed Health Care Programs holds Medicaid and SCHIP 
community forums quarterly. The state contracts with agencies that represent various racial 
and ethnic populations to conduct outreach. 
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Access for Immigrants 
Health Equities 


Recommendations 
Implementation 


States State Medicaid Examples 


• Expand access to 
non-qualified 
Oregon residents 
[legal residents that 
have been citizens 
for less than 5 
years] 


• CA, CT, DE, 
HI, Il, MA, ME, 
MD, MN, NY, 
PA, RI, TX, VA  


• California, Illinois, Massachusetts, New Jersey, and New York provide the most 
comprehensive state-funded coverage to legal-immigrant pregnant women during the five-
year bar. 


• California, Connecticut, Delaware, Hawaii, Illinois, Maine, Maryland, Massachusetts, 
Minnesota, Nebraska, New York, Pennsylvania, Rhode Island, Texas, Virginia and 
Washington are currently using their own funds to provide assistance to at least some 
children during the five year bar. 


 
Benefit Design 
Health Equities 


Recommendations 
Implementation 


States State Medicaid Examples 


• Provide coverage 
for services related 
to Community 
Health Workers 
and alternative 
medicine. 


• AK, NM, NY • The State of Alaska has recognized community health aides/practitioners as billable 
providers for Medicaid reimbursement. 


• New Mexico state Medicaid office to establish a billing code for the “Coordinated Systems 
of Care Community Access Program (CSC-CAPNM) Community Health Workers. 


• New York’s Medicaid managed care plan Health Plus employs 35 Community Health 
Workers as part of their staff. 


• Provide incentives 
for wellness and 
prevention. 


• FL, ID, IN, KS, 
MI 


• In Florida, the state deposits funds for Medicaid beneficiaries into account to reward 
healthy behaviors, such as weight management, smoking cessation, and diabetes 
management.  These funds could be used for health care related expenses at a participating 
pharmacy and enabling them to access additional services or products identified by the 
Medicaid program. 


• Idaho has two programs: participants in the Wellness PHA must keep child wellness exams 
and immunizations up to date in order to earn points. The Behavioral PHA requires that 
beneficiaries sign a “personal responsibility contract” to receive points that is based on 
achieving specified goals that are verified by a state agency.  


• Indiana’s Personal Wellness Responsibility (POWER) Accounts allow beneficiaries to up 
to $500 of unspent funds (of $1,100) may be returned to participants if preventive services 
are completed. 


• Kansas’ Get Healthy accounts provide incentives to beneficiaries who are engaging in 
healthy behaviors.  Funds are deposited in accounts to offset specific health care-related 
costs, such as co-payments, smoking cessation and weight loss programs.   
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Language and Communication Access 
Health Equities 
Recommendations 


Implementation 
States State Medicaid Examples 


• Seek federal matching 
funds for interpreter 
services through 
Medicaid for provider 
organizations that serve 
Medicaid patients by 
making interpreter 
services affordable, 
thereby eliminating the 
disincentive for 
providers to see non-
English speaking 
patients.  


• CA, DE, IL, 
MA, NJ, NH, 
TX, WA, WI 


• California's SCHIP (Health Families Program) and Medicaid (Medical) programs 
require health plans to notify enrollees of free interpreter services of their choice. 
Subscribers must be informed of availability of linguistic services such as the right to 
interpreter services at no charge, translated materials, and complaint procedures. Plans 
must assess the cultural competence of their providers on a regular basis and maintain 
an information system capable of identifying and profiling cultural and linguistic 
specific patient data. 


• Delaware and Wisconsin Medicaid managed care contracts specify that health plans 
must comply with all existing Federal employment laws, including but not limited to 
Title VI. 


• Illinois Medicaid and SCHIP programs must translate written materials and provide 
free interpreters for beneficiaries. 


• Massachusetts Medicaid has incorporated all Culturally and Linguistically Appropriate 
Services (CLAS) standards in the areas of language access services into its managed 
care contracts. Multilingual providers and skilled medical interpreters must be 
available for the most commonly used languages in each region of the state. The state 
has identified a need for technical support for writing CLAS standards in language that 
is user-friendly for plans. 


• New Jersey requires health plans to document availability and access procedures for 
providers, telephone assistance, and interpreter services; provide 24 hour interpreter 
access; report on the linguistic capability of interpreters or bilingual staff; provide 
professional interpreters when needed; maintain a list of interpreters who are on call; 
and provide other linguistic services to enrollees if they exceed five percent of those 
enrolled in the health plan's Medicaid/NJ Family Care line of business or 200 enrollees 
in the health plan. 


• Washington requires written information to be provided in a form that can be 
understood by each individual enrollee. The requirement can be met by translating the 
material, providing it on tape, having an interpreter read the material in the enrollee's 
primary language, or providing the material in an alternative format. 
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Data and Quality 
Health Equities 
Recommendations 


Implementation 
States State Medicaid Examples 


• Collect and report data 
on race, ethnicity, age-
appropriate sexual 
orientation, gender, 
disability status, and 
primary language. 
These measures need to 
be included when 
assessing quality and 
ensuring transparency.  


• Develop a health 
disparities strategy that 
utilizes data to identify 
disparities and assist 
communities with 
evaluating 
interventions to reduce 
disparities.  


• Disseminate 
meaningful and 
accurate information on 
health quality and 
utilization of healthcare 
resources in a manner 
that is accessible and 
understandable to 
individuals from a 
variety of cultural, 
ethnic, and educational 
backgrounds.  


• CA, GA, MA, 
NJ, NY, PA, 
SC, WA, WI 


• The California Department of Health Services and New Jersey Division of Medical 
Assistance and Health Services require health plans to conduct group needs 
assessments to identify health education and cultural and linguistic needs and 
resources. Both states conduct annual evaluation of services provided and proposed to 
meet this need. California plans must also assess and report on the linguistic 
capabilities of interpreters and employed and contracted staff. 


• Massachusetts health plans must maintain an updated database on providers, to the 
extent available, about race, ethnicity, and language of enrollees. 


• New York requires health plans to provide a list of participating providers, including 
their language capabilities, to enrollees and to take special language information into 
consideration in assignment of providers. 


• The Washington Medical Assistance Administration has incorporated National 
Committee for Quality Assurance (NCQA) standards language into its managed care 
contracts. Among the requirements, health plans must take into consideration assessed 
special and cultural needs and preferences of enrollees in creating its delivery systems 
of practitioners and must provide equal access when oral or written language is a 
barrier to care. Plans must also monitor performance using HEDIS (standardized 
performance measures) and CAHPS (a nationally standardized survey of patient 
experience). 


• The Wisconsin Bureau of Managed Health Care Programs requires health plans to 
permit enrollees to choose providers from among the network based on 
linguistic/cultural needs as well as geographic location. Health plans must permit 
enrollees to change primary providers based on ability to provide services in a 
culturally competent manner. Enrollees may submit grievances to the health plan 
and/or the state related to inability to obtain culturally appropriate care, and the. 


• Pennsylvania hospitals are required to report on hospital-acquired infections, 
medication errors, readmissions, patient-safety measures, and clinical improvements 
that include data on race and ethnicity.  


• California, Illinois, Massachusetts and Pennsylvania all require specific ratios of 
providers to plan enrollees.   


 
 





