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410-141-3160
Integration and Care Coordination

(1) In order to achieve the objectives of providing CCO members’ integrated person
centered care and services, CCOs must assure that physical, behavioral and oral health
services are consistently provided to members in all age groups and all covered
populations when medically appropriate and consistent with the needs identified in the
community health assessment and community health improvement plan (Plan). CCOs
must develop, implement and participate in activities supporting a continuum of care
that integrates physical, behavioral, and oral health interventions in ways that are
whole to the member and serve members in the most integrated setting appropriate to
their needs:

(a) CCOs shall ensure the provision of care coordination, treatment engagement,
preventive services, community based services, and follow up services for all members
health conditions;

(b) CCOs must enter into contracts with providers of residential chemical dependency
treatment services not later than July 1, 2013 and must notify the Authority within 30
calendar days of executing the contract;

(c) By July 1, 2014, each CCO must have a contractual relationship with any dental care
organization that serves members in the area where they reside;

(d) CCOs must have adequate, timely and appropriate access to hospital and specialty
services. CCOs must establish hospital and specialty service agreements that include
the role of patient-centered primary care homes and that specify processes for
requesting hospital admission or specialty services, performance expectations for
communication and medical records sharing for specialty treatments, at the time of
hospital admission or discharge, for after-hospital follow up appointments;

(e) CCOs must demonstrate how hospitals and specialty services will be accountable to
achieve successful transitions of care. CCOs shall ensure members are transitioned out
of hospital settings into the most appropriate independent and integrated community
settings. This includes transitional services and supports for children, adolescents, and
adults with serious behavioral health conditions facing admission to or discharge from
acute psychiatric care, residential treatment settings and the state hospital.

(2) CCOs shall develop evidence-based or innovative strategies for use within their
delivery system networks to ensure access to integrated and coordinated care,
especially for members with intensive care coordination needs. CCOs must:

(a) Demonstrate that each member has a primary care provider or primary care team
that is responsible for coordination of care and transitions and that each member has
the option to choose a primary care provider of any eligible CCO patrticipating provider
type.

(b) Ensure that members with high health needs, multiple chronic conditions, or
behavioral health issues are involved in accessing and managing appropriate
preventive, health, behavioral health, remedial and supportive care and services;

(c) Use and require its provider network to use individualized care plans to the extent
feasible to address the supportive and therapeutic needs of each member, particularly
those with intensive care coordination needs, including members with severe and
persistent mental illness receiving home and community based services covered under



the state’s 1915(1) State Plan Amendment, and those receiving DHS Medicaid-funded
long-term care services. Plans should reflect member family, or

caregiver preferences and goals to ensure engagement and satisfaction;

(d) Implement systems to assure and monitor improved transitions in care so that
members receive comprehensive transitional care, and improve members’ experience
of care and outcomes, particularly for transitions between hospitals and long-term care;
(e) Demonstrate that participating providers have the tools and skills necessary to
communicate in a linguistically and culturally appropriate fashion with members and
their families or caregivers and to facilitate information exchange between other
providers and facilities (e.g., addressing issues of health literacy, language
interpretation, having electronic health record capabilities);

(f) Work across provider networks to develop partnerships necessary to allow for access
to and coordination with social and support services, including crisis management and
community prevention and self-managed programs;

(g) Communicate its integration and coordination policies and procedures to
participating providers, regularly monitor providers' compliance and take any corrective
action necessary to ensure compliance. CCOs shall document all monitoring and
corrective action activities.

(3) CCO’s must assess the needs of its membership and make available supported
employment and assertive community treatment services available when medically
appropriate and when an appropriate provider is available. Appropriate providers are
those that meet the requirements in 309-016-0825. When no appropriate provider is
available, the CCO must consult with AMH and develop an approved plan to make
supported employment and assertive community treatment services available.

(4) CCOs must develop and use Patient Centered Primary Care Home (PCPCH)
capacity by implementing a network of PCPCHSs to the maximum extent feasible:

(a) PCPCHs should become the focal point of coordinated and integrated care, so that
members have a consistent and stable relationship with a care team responsible for
comprehensive care management;

(b) CCOs must develop mechanisms that encourage providers to communicate and
coordinate care with the PCPCH in a timely manner, using electronic health information
technology, where available;

(c) CCOs must engage other primary care provider (PCP) models to be the primary
point of care and care management for members, where there is insufficient PCPCH
capacity;

(d) CCOs must develop services and supports for primary care that are geographically
located as close as possible to the member’s residence and are, if available, offered in
nontraditional settings that are accessible to families, diverse communities, and
underserved populations. CCOs shall ensure that all other services and supports are
provided as close to the member’s residence as possible.

(5) If a CCO implements other models of patient-centered primary health care in
addition to the use of PCPCH, the CCO shall ensure member access to coordinated
care services that provide effective wellness and prevention, coordination of care, active
management and support of individuals with special health care needs, a patient and
family-centered approach to all aspects of care, and an emphasis on whole-person care
in order to address a patient’s physical and behavioral health care needs.



(6) If the member is living in a DHS Medicaid funded long-term care (LTC) nursing
facility or community based care facility, or other residential facility, the CCO must
communicate with the member and the DHS Medicaid funded long-term care provider
or facility about integrated and coordinated care services:

(a) The CCO shall establish procedures for coordinating member health services, and
how it will work with long-term care providers or facilities to develop partnerships
necessary to allow for access to and coordination of CCO services with long-term care
services and crisis management services;

(b) CCOs shall coordinate transitions to DHS Medicaid-funded long-term care by
communicating with local AAA/APD offices when members are being discharged from
an inpatient hospital stay, or transferred between different LTC settings;

(c) CCOs shall develop a Memorandum of Understanding (MOU) or contract with the
local type B Area Agency on Aging or the local office of the Department’s APD, detailing
their system coordination agreements regarding members’ receiving Medicaid-funded
LTC services.

(7) For members who are discharged to post hospital extended care, at the time of
admission to a skilled nursing facility (SNF) the CCO shall notify the appropriate
AAA/APD office and begin appropriate discharge planning. The CCO shall pay for the
post hospital extended care benefit if the member was a member of the CCO during the
hospitalization preceding the nursing facility placement. The CCO shall notify the SNF
and the member no later than two working days before discharge from post hospital
extended care. For members who are discharged to Medicare Skilled Care, the CCO
shall notify the appropriate AAA/APD office when the CCO learns of the admission.

(8) When a member's care is being transferred from one CCO to another or for OHP
clients transferring from fee-for-service or PHP to a CCO, the CCO shall make every
reasonable effort within the laws governing confidentiality to coordinate, including but
not limited to ORS 414.679 transfer of the OHP client into the care of a CCO
participating provider.

(9) CCOs shall establish agreements with the Local Mental Health Authorities (LMHAS)
and Community Mental Health Programs (CMHPSs) operating in the service area,
consistent with ORS 414.153, to maintain a comprehensive and coordinated behavioral
health delivery system and to ensure member access to mental health services, some
of which are not provided under the global budget.

(10) CCOs shall coordinate a member’s care even when services or placements are
outside the CCO service area. CCO assignment is based on the case member’s
residence, and referred to as county of origin or jurisdiction. Temporary placements by
the Authority, Department or health services placements for services including
residential placements may be located out of the service area,

however, the CCO shall coordinate care while in placement and discharge planning for
return to county of origin or jurisdiction. For out of area placements, an out of area
exception must be made for the member to retain the CCO enrollment in the county of
origin or jurisdiction, while the member’s placement is a temporary residential
placement elsewhere. For program placements in Child Welfare, BRS, OYA, and PTRS,
refer to OAR 410-141-3050 for program specific rules.

(11) CCOs shall ensure that members receiving services from extended or long-term
psychiatric care programs such as secure residential facilities, PASSAGES projects, or



state hospital, shall receive follow-up services as medically appropriate to ensure
discharge within five working days of receipt of notice of discharge readiness.

(12) CCOs shall coordinate with Community Emergency Service Agencies, including but
not limited to police, courts, juvenile justice, corrections, LMHAs and CMHPs, to
promote an appropriate response to members experiencing a behavioral health crisis
and to prevent inappropriate use of the emergency department or jails.

(13) CCOs shall accept FFS authorized services, medical, and pharmacy prior
authorizations, ongoing services where a FFS prior authorization is not required, and
services authorized by the Division’s Medical Management Review Committee for 90
days, or until the CCO can establish a relationship with the member and develop an
evidence based, medically appropriate coordinated care plan, whichever is later, except
where customized equipment, services, procedures, or treatment protocol require
service continuation for no less than six months.

(14) Except as provided in OAR 410-141-3050, CCOs shall coordinate patient care,
including care required by temporary residential placement outside the CCO service
area, or out-of-state care in instances where medically necessary specialty care is not
available in Oregon:

(a) CCO enroliment shall be maintained in the county of origin with the expectation of
the CCO to coordinate care with the out of area placement and local providers;

(b) The CCO shall coordinate the discharge planning when the member returns to the
county of origin.

(15) CCOs shall coordinate and authorize care, including instances where the member’s
medically appropriate care requires services and providers outside the CCO’s
contracted network, in another area, out-of-state, or a unique provider specialty not
otherwise contracted. The CCO shall pay the services and treatment plan as a non-
participating provider pursuant to OAR 410-120-1295.

Stat. Auth.: ORS 414.032, 414.615, 414.625, 414.635, 414.651
Stats. Implemented: ORS 414.610 — 685



