
 
 

    

 

 

 

HRS FREQUENTLY ASKED QUESTIONS  
Background 
Health-related services (HRS) began in 2013 with the inception of 
Oregon’s Coordinated Care Organizations (CCOs). The history of 
HRS and how it has evolved is further detailed in the HRS Brief. HRS 
are defined as non-covered services under Oregon’s Medicaid State 
Plan that are not otherwise administrative requirements and are 
intended to improve care delivery and overall member and 
community health and well-being. One of the purposes of HRS is to 
give CCOs a specific funding mechanism within their global budgets 
to address the social determinants of health (SDOH), including the 
health-related social needs of their members. 

For CCOs to use federal Medicaid funds to pay for HRS, they must 
comply with state and federal criteria. For a full definition of HRS, 
CCOs should rely primarily on the OHA HRS Briefi and Oregon 
Administrative Rules (OARs) 410-141-3500ii and 410-141-3845.iii 
The Code of Federal Regulations (45 CFR 158.150iv and 45 CFR 
158.151v) should be used for supplemental CCO guidance only.  

The purpose of this FAQ is to expand upon the OHA HRS Brief, 
provide examples of what is and what is not HRS, describe how CCOs might implement HRS, and describe how OHA 
incorporates HRS into CCO payments. Additional guidance and technical assistance can be found on OHA's HRS 
webpage.vi  

This FAQ will be updated as additional questions are addressed. Please email questions to 
health.relatedservices@odhsoha.oregon.gov. 

  

Health-Related Services Guide for CCOs 
 

Definitions 

Health-related services (HRS): Non-
covered services under Oregon’s Medicaid State 
Plan that are not otherwise administrative 
requirements and are intended to improve care 
delivery and overall member and community 
health and well-being. The two types of HRS 
include flexible services and community benefit 
initiatives, as defined below 

Flexible services (FS): Cost-effective 
services delivered to an individual OHP member 
to supplement covered benefits and improve 
their health and well-being. 

Community benefit initiatives (CBI): 
Community-level interventions that include — 
but are not limited to — OHP members and are 
focused on improving population health and 
health care quality. 
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https://www.oregon.gov/oha/HPA/dsi-tc/Documents/OHA-Health-Related-Services-Brief.pdf
https://www.oregon.gov/oha/HPA/dsi-tc/Pages/Health-Related-Services.aspx
https://secure.sos.state.or.us/oard/viewSingleRule.action?ruleVrsnRsn=265499
https://secure.sos.state.or.us/oard/viewSingleRule.action?ruleVrsnRsn=265554
https://www.ecfr.gov/current/title-45/subtitle-A/subchapter-B/part-158/subpart-A/section-158.150
https://www.ecfr.gov/current/title-45/subtitle-A/subchapter-B/part-158/subpart-A/section-158.151
https://www.ecfr.gov/current/title-45/subtitle-A/subchapter-B/part-158/subpart-A/section-158.151
https://www.oregon.gov/oha/HPA/dsi-tc/Pages/Health-Related-Services.aspx
https://www.oregon.gov/oha/HPA/dsi-tc/Pages/Health-Related-Services.aspx
mailto:health.relatedservices@odhsoha.oregon.gov
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Changes in this October 2022 FAQ release  
 Questions 2-7 were edited for clarity with new references to supporting health for all through reinvestment 

initiative and in lieu of services guidance documents. 
 Question 14 was updated to address questions related to excluded HRS spending. 
 Questions 27-29 were edited to reflect the 2022-2027 Medicaid 1115 Demonstration Waiver approved in 

September 2022 

Criteria, inclusions and exclusions for HRS activities 
1. What are the criteria for being considered health-related services (HRS)?  

CCOs should refer to the criteria defined under Oregon Administrative Rules (OARs) 410-141-3500 and 410-141-3845 
and Code of Federal Regulations (CFRs) 45 CFR 158.150 and 45 CFR 158.151. Specifically, to be considered an HRS, 
a service must meet the following criteria:  

• Be designed to improve health quality;  
• Increase the likelihood of desired health outcomes in ways that are capable of being objectively measured and 

produce verifiable results and achievements; 
• Be directed toward either individuals or segments of enrollee populations, or provide health improvements to 

the population beyond those enrolled without additional costs for the non-members; and 
• Be grounded in evidence-based medicine, widely accepted best clinical practice or criteria issued by 

accreditation bodies, recognized professional medical associations, government agencies or other national 
health care quality organizations.  

In addition, the HRS must meet at least one of the following criteria:  

https://secure.sos.state.or.us/oard/viewSingleRule.action?ruleVrsnRsn=265499
https://secure.sos.state.or.us/oard/viewSingleRule.action?ruleVrsnRsn=265554
https://www.ecfr.gov/cgi-bin/text-idx?SID=656e988fc35ee492f4fcfce234067cd1&mc=true&node=se45.1.158_1150&rgn=div8
https://www.ecfr.gov/cgi-bin/text-idx?SID=656e988fc35ee492f4fcfce234067cd1&mc=true&node=se45.1.158_1151&rgn=div8
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• Improve health outcomes compared to a baseline and reduce health disparities among specified populations  
• Prevent avoidable hospital readmissions through a comprehensive program for hospital discharge  
• Improve patient safety, reduce medical errors, and lower infection and mortality rates  
• Implement, promote and increase wellness and health activities  
• Support expenditures related to health information technology and meaningful use requirements necessary to 

accomplish the activities above that are laid out in 45 CFR 158.151, which promote clinic community linkage 
and/or referral processes or support other activities as defined in 45 CFR 158.150  

2. Under OAR 410-141-3845(2)(c)(C), health-related services (HRS) are not services “that may be billed or 
allocated by a provider for care delivery and that are, therefore, reimbursed as clinical services.” If a service 
(such as health education, exercise or nutrition classes, or peer-led support groups) is provided in such a way 
that it cannot be billed using standard medical billing (for example, 837, CMS-1500, UB-02) or is not provided by 
a licensed provider, can it be an HRS? 

Yes. As long as the service is not eligible to be a covered service for the particular member, and the service meets the 
other criteria under OAR 410-141-3845, it can be an HRS. Covered services are prohibited by federal rule from being 
HRS. 

It is also helpful to understand how OHA applies the terms “covered services” and “billable services” to HRS. In federal 
rule, 45 CFR 158.150 (c) (4) excludes from HRS “Those activities that can be billed or allocated by a provider for care 
delivery and which are, therefore, reimbursed as clinical services.” OHA interprets this to mean that services which are 
reimbursed as clinical services because they meet the definition of covered services are not HRS. OHA does not 
interpret this to exclude “billable” services from HRS. Thus, covered services are not the same as billable services when 
applied to HRS. Covered services are services described in CCO contracts and in Oregon’s Medicaid State Plan as 
being part of the benefits that CCOs are required to provide to their members. HRS are a supplement to covered 
services. The term “billable” is often used to describe whether a facility or provider currently has the necessary licensing 
and Medicaid provider enrollment status to perform Medicaid billing functions. Whether a CCO member is eligible for 
covered services is not affected by whether a provider can (or wants to) bill Medicaid. 

Examples (also see Table 1): 
1. A CCO contracts with a yoga instructor that is not an enrolled Medicaid provider to offer a yoga class in a local 

community center. The instructor is not supervised by a clinician and the class is free to anyone, but CCO 
members have priority (meeting the requirement in OAR 410-141-3845(2)(a)(C) that there’s no extra cost to 
offer to non-CCO members) and there is a 20-person limit per class. It’s not a covered service because there is 
no diagnosis (even though there would be a procedure code if the instructor could bill medical claims). This 
can be an HRS.  

2. A CCO contracts with a clinic, which is a Patient-Centered Primary Care Home. One of the clinic’s employees 
offers a weekly yoga class for patients, and the employee (who may not be licensed) is supervised by medical 
professionals. Dr. Sanchez refers Mike, a CCO member, to this class for his back pain and he attends. The 
clinic bills HCPCS billing code S9451 for a diagnosis of back pain and the CCO covers it at the negotiated rate. 
This is a covered service and cannot be an HRS.  

3. Same scenario as #1 above, but the class is offered both to CCO members, with and without back pain, and 
non-members. The cost of attendance for CCO members with back pain would be a covered service. The cost 

https://www.ecfr.gov/cgi-bin/text-idx?SID=656e988fc35ee492f4fcfce234067cd1&mc=true&node=se45.1.158_1151&rgn=div8
https://www.ecfr.gov/cgi-bin/text-idx?SID=656e988fc35ee492f4fcfce234067cd1&mc=true&node=se45.1.158_1150&rgn=div8
https://secure.sos.state.or.us/oard/viewSingleRule.action?ruleVrsnRsn=265554
https://secure.sos.state.or.us/oard/viewSingleRule.action?ruleVrsnRsn=265554


Back to top 
Page 5 of 14 

HRS FAQ 
   Updated November 2022 

of attendance for CCO members without back pain could be HRS, flexible services. The cost of attendance for 
non-CCO members could be HRS, community benefit initiative.  

Table 1 

Medical Services Health-Related Services 
Are: Are: 
• Billed to CCO by a licensed, enrolled Medicaid 

provider (may be rendered by non-licensed staff 
under supervision) 

• Billed to CCO using standard medical billing 
codes (ICD-10, CPT, HCPCS) 

• Reported by CCO to OHA as encounter data 
(837) 

• Considered for benefit load in capitation rate 
setting (only if they are covered services) 

• Services or goods not covered by Medicaid 
• Services meeting requirements of Oregon 

Administrative Rules (OARs) 410-141-3500 and 
410-141-3845 and Code of Federal Regulations 
(CFRs) 45 CFR 158.150 and 45 CFR 158.151 

• Reported by CCO to OHA on Exhibit L of the 
financial reports 

• Considered for non-benefit load in capitation rate 
setting 

May be: May be: 
• Paid by CCO as covered benefit 
• Paid by CCO as HRS, if it is not a covered benefit 

for that particular member 
• Paid by CCO under an exceptions process and 

reported as a medical loss 
• Denied by CCO  

• Purchased directly by CCO at retail or through 
contracts 

• Provided directly by CCO staff  
• Provided by unlicensed providers not under 

supervision 
May NOT be: 
• Covered services under OHP or services covered 

under a medical review exception process 
• Services or goods available through other 

programs based on Medicaid being the payer of 
last resort  

• Services paid for with non-CCO grants or other 
non-Medicaid funds  

• Administrative expenses such as continuing 
education for providers and staff 

3. How do health-related services (HRS) intersect with the Prioritized List? Can something be covered as an HRS 
that was denied (for example, because it is below the funding line, is considered cosmetic, is experimental, 
doesn’t meet criteria of a Health Evidence Review Commission [HERC] guideline, or is not medically 
necessary/appropriate)?  

Services denied due to Prioritized List placement or not being included in the benefit package can be considered HRS if 
they are not covered under a medical exception process and meet other HRS criteria. In general, services billed by 
licensed, enrolled providers using HIPAA-compliant claims are medical services. However, if the services are not 
covered benefits under OHP, then they may be considered HRS. See also Question 2 above for additional details on 
“billable services” versus “covered services”. 

4. How are health-related services (HRS) related to value-based payments? 

A non-covered service could be HRS or could be part of a value-based payment (VBP) arrangement, depending on how 
the CCO agrees to pay for the service. If a clinic is contracted to provide services to a member through a capitated VBP 

https://secure.sos.state.or.us/oard/viewSingleRule.action?ruleVrsnRsn=265499
https://secure.sos.state.or.us/oard/viewSingleRule.action?ruleVrsnRsn=265554
https://www.ecfr.gov/cgi-bin/text-idx?SID=656e988fc35ee492f4fcfce234067cd1&mc=true&node=se45.1.158_1150&rgn=div8
https://www.ecfr.gov/cgi-bin/text-idx?SID=656e988fc35ee492f4fcfce234067cd1&mc=true&node=se45.1.158_1150&rgn=div8
https://www.ecfr.gov/cgi-bin/text-idx?SID=656e988fc35ee492f4fcfce234067cd1&mc=true&node=se45.1.158_1151&rgn=div8
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arrangement with a link to quality, and chooses to include goods/services not covered under Medicaid as a part of their 
treatment, those costs are considered part of a VBP, not HRS. If a clinic is not already receiving a capitated VBP for a 
CCO member, they could request the CCO provide funding for goods/services not covered under Medicaid, and the 
CCO could claim those costs as HRS. If a clinic has a capitated VBP arrangement, they could request funding for 
goods/services not covered under Medicaid, and the CCO could claim those costs as HRS, as long as the value of the 
service is not included in the VBP payment. A CCO must only report value of goods/service either as HRS, or as a VBP, 
not both.  

5. Can health-related services (HRS) be used to address social determinants of health and equity?  

Yes. The goals of HRS are to promote the efficient use of resources and address members’ social determinants of 
health and equity (SDOH-E) to improve health outcomes, alleviate health disparities, and improve overall community 
well-being. OHA has additional guidance available to CCOs on using HRS to address SDOH-E that is available on the 
HRS website.  

6. How is health-related services (HRS) spending different from in lieu of services (ILOS) spending?  

HRS are non-covered services that are offered as a supplement to covered benefits under Oregon’s Medicaid State 
Plan. ILOS are determined by OHA to be a medically appropriate and cost-effective substitute for a covered benefit 
under Oregon’s Medicaid State Plan. Similar to HRS, CCO spending on ILOS is optional. Receiving ILOS as a 
substitute for a covered benefit is also optional for CCO members. 

Additional ILOS details are available in the CCO contract, Oregon’s 1115 Medicaid Demonstration Waiver and 42 CFR 
§ 438.3(e)(2). Guidance on ILOS is available on the ILOS webpage, which includes an HRS and ILOS comparison 
document. 

7. How is health-related services (HRS) spending different from the supporting health for all through reinvestment 
(SHARE) initiative spending?  

HRS gives CCOs a specific funding mechanism within their global budgets that they can voluntarily use to address 
SDOH-E, including the health-related social needs of their members. SHARE requires a portion of CCOs’ profits be 
reinvested in their communities and improve member and community health by requiring reinvestments go toward 
upstream factors that impact health (for example, housing, food, and transportation). That is, while CCOs may use 
dollars from their global budgets to fund HRS,CCOs must spend some of their net income or reserves on SHARE 
Initiatives. While SHARE Initiative dollars may fund many of the same types of SDOH-E activities and initiatives as 
HRS, SHARE Initiative spending does not qualify as HRS for the purposes of reporting or capitation rate setting, and 
HRS expenditures may not be counted as part of the CCO’s SHARE designation. For more information on SHARE 
spending, see the SHARE website, which includes an HRS and SHARE comparison document. 

8. Can health-related services (HRS) be used to fund staff? 

No, HRS does not cover CCO or clinic staff costs. For non-CCO and non-clinic staff, the salary or hiring costs for staff 
are also generally excluded from HRS because they are the cost of administering HRS and not the services 
themselves. CCOs are encouraged to report costs in terms of the services provided and not in terms of staffing costs 
(including staff benefits, bonuses, etc.).  

 

https://www.oregon.gov/oha/HPA/dsi-tc/Pages/Health-Related-Services.aspx
https://www.oregon.gov/oha/hsd/ohp/pages/cco-contract-forms.aspx
https://www.oregon.gov/oha/HSD/Medicaid-Policy/Pages/OHP-Waiver.aspx
https://www.ecfr.gov/cgi-bin/text-idx?node=pt42.4.438&rgn=div5#se42.4.438_13
https://www.ecfr.gov/cgi-bin/text-idx?node=pt42.4.438&rgn=div5#se42.4.438_13
https://www.oregon.gov/oha/HSD/OHP/Pages/ILOS.aspx
https://www.oregon.gov/oha/HPA/dsi-tc/Documents/HRS-SHARE-ILOS-Comparison.pdf
https://www.oregon.gov/oha/HPA/dsi-tc/Pages/SHARE.aspx
https://www.oregon.gov/oha/HPA/dsi-tc/Documents/HRS-SHARE-ILOS-Comparison.pdf
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9. What housing-related services can be considered health-related services (HRS)?  

OHA and the Medicaid Advisory Committee have produced a housing guide to using HRS on housing activities, which 
includes a variety of examples. This guide is available on the HRS website. 

10. Can HRS be used to cover over-the-counter (OTC) medications or durable medical equipment (DME)? 

HRS funds can be used to cover OTC medications if they are not otherwise covered by the CCO and meet HRS criteria, 
regardless of whether the condition is funded or unfunded. HRS can be used for DME when the item is not covered 
through OAR 410-122-0080(20), which requires medical appropriateness for the member. However, there are no 
absolute exclusions to DME and there is an exceptions process in OAR 410-122-0080(20) that can be utilized instead 
of HRS.  

11. Can community-based activities such as supporting a farmers market in a food desert or supporting a 
homeless shelter be supported with health-related services (HRS)? 

As approved under the 2017–2022 1115 waiver, HRS includes a category of community benefit initiatives, which are 
community-level interventions that may include members and non-members, and are focused on improving population 
health and/or health care quality. To be considered an HRS, a service must meet the following criteria (Code of Federal 
Regulations [CFRs] 45 CFR 158.150 and 45 CFR 158.151):  

• Be designed to improve health quality;  
• Increase the likelihood of desired health outcomes in ways that are capable of being objectively measured and 

produce verifiable results and achievements; 
• Be directed toward either individuals or segments of enrollee populations, or provide health improvements to 

the population beyond those enrolled without additional costs for the non-members; and 
• Be grounded in evidence-based medicine, widely accepted best clinical practice OR criteria issued by 

accreditation bodies, recognized professional medical associations, government agencies or other national 
health care quality organizations.  

In addition, the HRS must meet at least one of the following criteria:  
• Improve health outcomes compared to a baseline and reduce health disparities among specified populations  
• Prevent avoidable hospital readmissions through a comprehensive program for hospital discharge  
• Improve patient safety, reduce medical errors, and lower infection and mortality rates  
• Implement, promote and increase wellness and health activities  
• Support expenditures related to health information technology and meaningful use requirements necessary to 

accomplish the activities above that are laid out in 45 CFR 158.151, which promote clinic community linkage 
and/or referral processes or support other activities as defined in 45 CFR 158.150  

12. What are some categories of health-related services (HRS) commonly used by CCOs?  

Through discussions with CCOs, the following categories of activities have been identified as meeting the criteria and 
definition for HRS: 

• Care coordination, navigation or case management activities not otherwise covered under State Plan benefits, 
including traditional health workers; 

• Education provided to members for health improvement or education supports, including those related to social 
determinants of health and equity (SDOH-E) (for example, education for health improvement and management, 

https://www.oregon.gov/oha/HPA/dsi-tc/Pages/Health-Related-Services.aspx
https://secure.sos.state.or.us/oard/viewSingleRule.action?ruleVrsnRsn=243025
http://www.oregon.gov/oha/HPA/HP-Medicaid-1115-Waiver/Pages/index.aspx
https://www.ecfr.gov/cgi-bin/text-idx?SID=656e988fc35ee492f4fcfce234067cd1&mc=true&node=se45.1.158_1150&rgn=div8
https://www.ecfr.gov/cgi-bin/text-idx?SID=656e988fc35ee492f4fcfce234067cd1&mc=true&node=se45.1.158_1150&rgn=div8
https://www.ecfr.gov/cgi-bin/text-idx?SID=656e988fc35ee492f4fcfce234067cd1&mc=true&node=se45.1.158_1151&rgn=div8
https://www.ecfr.gov/cgi-bin/text-idx?SID=656e988fc35ee492f4fcfce234067cd1&mc=true&node=se45.1.158_1151&rgn=div8
https://www.ecfr.gov/cgi-bin/text-idx?SID=656e988fc35ee492f4fcfce234067cd1&mc=true&node=se45.1.158_1151&rgn=div8
https://www.ecfr.gov/cgi-bin/text-idx?SID=656e988fc35ee492f4fcfce234067cd1&mc=true&node=se45.1.158_1151&rgn=div8
https://www.ecfr.gov/cgi-bin/text-idx?SID=656e988fc35ee492f4fcfce234067cd1&mc=true&node=se45.1.158_1150&rgn=div8
https://www.ecfr.gov/cgi-bin/text-idx?SID=656e988fc35ee492f4fcfce234067cd1&mc=true&node=se45.1.158_1150&rgn=div8
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and supports for early childhood education, language and literacy, high school graduation, and higher 
education); 

• Food services and supports, including those related to SDOH-E (for example, vouchers, meal delivery, farmers 
market in a food desert); 

• Housing services and supports, including those related to SDOH-E (for example, temporary housing or shelter, 
utilities, critical repairs, environmental remediation, including lead); 

• Items for the living environment, not otherwise covered under 1915 Home and Community Based Services 
Waivers, to support a particular health condition (for example, items to improve mobility, air conditioner, athletic 
shoes, other specialized clothing); 

• Transportation services and supports, including those related to SDOH-E, not otherwise covered under the 
State Plan (for example, transportation for groceries or non-medical appointments related to individual social 
needs; community-level transportation improvements such as bike lanes and walking paths); 

• Trauma-informed services and supports across sectors, including those related to SDOH-E (for example, 
implementing trauma-informed care across sectors, ACEs training in schools); 

• Other non-covered health care system services and improvements (for example, supports for community oral 
health services, EHR meaningful use);  

• Other non-covered social and community health services and supports (for example, social needs screening 
and referral, including community resource and referral technology and EHR integration, multi-sector 
interventions to improve population health, and interventions to address other SDOH-E, including employment 
and built environment improvements); and 

• Other non-covered medical services; (for example, medical services which would otherwise be on above-the-
line medical services). 

Note that education provided to members can include education thorough activities and campaigns, such as promoting 
the importance of immunizations and recommended cancer screenings. However, campaigns designed to promote the 
CCO or its contracted providers, or that are primarily used to recall members for covered services, are not considered 
HRS.  

13. Can health-related services (HRS) community benefit initiatives (CBIs) fund both pilot initiatives and long-term 
initiatives? 

Yes. CCOs have the flexibility to identify and provide HRS CBIs that are pilot initiatives or long-term initiatives, as long 
as the service meets all other HRS criteria. 

14. Are there exclusions to the activities that can be counted as a health-related service (HRS)?  

Yes. CCOs have the flexibility to identify and provide HRS beyond examples cited in the Oregon Administrative Rules 
(OARs) 410-141-3500 and 410-141-3845 and Code of Federal Regulations (CFRs) 45 CFR 158.150 and 45 CFR 
158.151. However, expenditures and activities that cannot be included as an activity that improves health care quality 
as defined in the CFR include:   

• Those that are designed primarily to control or contain costs; 
• Those which otherwise meet the definitions for quality improvement activities but were paid for with grant 

money or other funding separate from premium revenue; 

https://secure.sos.state.or.us/oard/viewSingleRule.action?ruleVrsnRsn=265499
https://secure.sos.state.or.us/oard/viewSingleRule.action?ruleVrsnRsn=265554
https://www.ecfr.gov/cgi-bin/text-idx?SID=656e988fc35ee492f4fcfce234067cd1&mc=true&node=se45.1.158_1150&rgn=div8
https://www.ecfr.gov/cgi-bin/text-idx?SID=656e988fc35ee492f4fcfce234067cd1&mc=true&node=se45.1.158_1151&rgn=div8
https://www.ecfr.gov/cgi-bin/text-idx?SID=656e988fc35ee492f4fcfce234067cd1&mc=true&node=se45.1.158_1151&rgn=div8


Back to top 
Page 9 of 14 

HRS FAQ 
   Updated November 2022 

• Those activities that can be billed or allocated by a provider for care delivery and which are, therefore, 
reimbursed as clinical services; 

• Establishing or maintaining a claims adjudication system, including costs directly related to upgrades in health 
information technology that are designed primarily or solely to improve claims payment capabilities or to meet 
regulatory requirements for processing claims, including maintenance of ICD-10 code sets adopted pursuant to 
the Health Insurance Portability and Accountability Act (HIPAA), 42 U.S.C. 1320d-2, as amended; 

• That portion of the activities of health care professional hotlines that does not meet the definition of activities 
that improve health quality; 

• All retrospective and concurrent utilization review; 
• Fraud-prevention activities; 
• The cost of developing and executing provider contracts and fees associated with establishing or managing a 

provider network, including fees paid to a vendor for the same reason; 
• Provider credentialing;  
• Marketing expenses  
• Costs associated with calculating and administering individual enrollee or employee incentives; and 
• That portion of prospective utilization that does not meet the definition of activities that improve health quality. 

Additionally, based on prior OHA guidance, the following are also excluded from HRS: 
• Administrative activities to support the delivery of covered services 
• CCO and clinic staff time on administering HRS, and community partner staff time for activities not associated 

with HRS services (see also question 8 for additional details on staff costs) 
• CCO contractual requirements, such as ensuring an adequate provider network, or required care coordination 

for covered services 
• Provider workforce or certification training (see also question 17 for additional details on workforce training) 
• Broad assessments or research that does not directly improve member and/or community health or health care 

quality 
• Advocacy work that does not directly improve member and/or community health or quality of health care 

• Marketing and promotional materials of CCO services or products that are distributed to the broader community 
and are not considered member health education materials. 

 

15. Can CCOs use health-related services (HRS) for advertising, corporate sponsorships or other activities that are 
not listed in the OAR 410-141-3845? 

No, HRS must meet specific criteria as outlined in Oregon administrative rule. 

16. Can capital investments in new buildings for providing medical or imaging services be considered health-
related services (HRS)?  

No, capital investments in new facilities designed to provide billable health services are considered administrative 
expenses. HRS are intended to distinguish between normal administrative costs and certain types of spending that are 
directly related to a member’s health. The cost of creating the physical and administrative structure to bill for covered 
services is considered an administrative cost, not an HRS. 

https://secure.sos.state.or.us/oard/viewSingleRule.action?ruleVrsnRsn=265554
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17. Can provider workforce training be considered health-related services (HRS)?  

No, previous HRS guidance has indicated that provider workforce training is excluded from HRS because it is an 
administrative expense. Some CCOs have asked whether that exclusion applies to all aspects of provider workforce 
training. It does. Expenditures excluded from HRS associated with provider workforce training include provider network 
development, recruitment, education, training, materials, incentives, benefits, and bonuses of any kind for any providers 
(or individuals the CCO intends to become providers through these expenditures) performing any Medicaid covered 
services. 

Implementing, tracking and reporting HRS 
18. Can CCOs rely on published studies to support the use of health-related services (HRS), or will CCOs be 

expected to provide organization- and population-specific data?  

CCOs won’t be expected to provide organization- and population-specific data to support the use of an HRS. As 
referenced in the HRS brief, CCOs may use existing evidence-based best practices, research or guidelines issued by 
government agencies, medical associations or national health care quality organizations to identify HRS that improve 
health outcomes, alleviate health disparities, and improve overall community well-being. In addition to other resources a 
CCO or OHA may identify, OHA has identified the following resources as acceptable sources for published studies or 
evidence to support HRS:  

• Social Determinants of Health (Centers for Disease Control and Prevention): Resources for social 
determinants of health data, tools for action, programs and policy. 

• Community Health Improvement Navigator (Centers for Disease Control and Prevention): Expert-vetted tools 
and resources for health system, hospital, public health agency and other community organization staff 
leading community health improvement efforts. 

• Health Impact in 5 Years (Centers for Disease Control and Prevention): Highlights non-clinical, community-
wide approaches that have evidence reporting 1) positive health impacts, 2) results within five years, and 3) 
cost effectiveness or cost savings over population lifetime. 

• Community Preventive Services Task Force Findings (The Community Guide): What works to promote healthy 
communities. 

• Leveraging the Social Determinants of Health: What Works? (Massachusetts Foundation): The Massachusetts 
Foundation’s report on what works for interventions addressing social determinants of health. 

• Social Determinants of Health 101 for Health Care (National Academy of Medicine): What health care needs 
to know and learn about social determinants of health to achieve the national quality strategy of better care. 

• Social Interventions Research & Evaluation Network (University of California, San Francisco): Includes both 
peer-reviewed and other types of resources, such as webinars and screening tools/toolkits on medical and 
social care integration. 

• Healthy People 2020 (US Department of Health and Human Services): Resources to learn how communities 
across the country are addressing the social determinants of health. 

• Multisector Intervention Reviews (OHA Health Evidence Review Commission): Evidence-based reviews for 
multisector interventions that are intended to aid CCOs in population health improvement and are not 
considered covered medical services.  

https://www.oregon.gov/oha/HPA/CSI-TC/Resources/OHA-Health-Related-Services-Brief.pdf
https://www.cdc.gov/socialdeterminants/index.htm
https://www.cdc.gov/chinav/index.html
https://www.cdc.gov/policy/hst/hi5/interventions/index.html
https://www.thecommunityguide.org/task-force-findings
https://bluecrossmafoundation.org/publication/leveraging-social-determinants-health-what-works
https://nam.edu/social-determinants-of-health-101-for-health-care-five-plus-five/?utm_source=National+Academy+of+Medicine&utm_campaign=673b54cdd9-Top+10+Perps_COPY_01&utm_medium=email&utm_term=0_b8ba6f1aa1-673b54cdd9-150983765
https://sirenetwork.ucsf.edu/tools/evidence-library
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources
http://www.oregon.gov/oha/HPA/CSI-HERC/Pages/Evidence-based-Reports.aspx
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19. What is an example of a CCO’s process to determine whether a service can be a health-related service (HRS) 
and demonstrate evidence-based criteria?  

Example: A CCO wants to offer assistance to an individual or community experiencing food insecurity. The CCO may 
use the existing evidence base to support its HRS decision-making process, referencing the health impacts of nutritional 
assistance programs. Nutritional assistance meets the four main criteria for an HRS: is designed to improve health 
quality (see table below); has been shown to improve desired health outcomes in ways that can be measured; can be 
directed toward an individual or segment of enrollee population; and has an evidence base that suggests it both 
improves health outcomes and reduces health care costs for high-risk women, infants and children, and older adults 
with functional and cognitive impairments. It can be argued that the activity of nutritional assistance is primarily 
designed to meet the following criteria: 1) improve health outcomes compared to a baseline and reduce health 
disparities among specified populations and 2) implement, promote and increase wellness and health activities. The 
sample studies in Table 2 offer an evidence base to support a CCO in offering nutritional assistance as an HRS.  

Table 2 

Intervention Target Group – Place Author, Year Summarized Outcomes  
Women, Infants, and 
Children (WIC) and 
Canada Prenatal 
Nutrition Program 
(CPNP)  

Low-income women and 
children – selected cities 
and states (U.S.) and 
nationwide (Canada)  

Foster, Jiang & Gibson-
Davis, 2010; Khanani et 
al., 2010; Hoynes, Page & 
Stevens, 2009; Lazariu-
Bauer et al., 2004; El-
Bastawissi et al., 2007; 
GAO, 1992; Muhajarine et 
al., 2012  

Better health outcomes; $176 
million per year in net savings in 
U.S.  
 

Healthy Start  
 

Low-income women and 
children – selected cities 
and states  

Kothari et al., 2014  
 

Better health outcomes among 
some groups  
 

Food assistance 
programs 

Older adults – 
nationwide 

Kim & Frongillo, 2007 
 

Better health outcomes; no cost 
analysis reported  

Resident Opportunities 
for Self-Sufficiency 
(ROSS)  

Older adults and people 
with disabilities – Seattle  

Siu, 2009  
 

Better health outcomes; no cost 
analysis reported  

Home-delivered meals  
 

Older adults – 
nationwide  
 

Thomas & Mor, 2013a; 
Thomas & Mor, 2013b; 
Thomas & Dosa, 2015  
 

Better health outcomes; a 1% 
increase in meals delivered to 
homes of older adults was 
associated with reduction of 
$109 million in Medicaid costs; a 
$25 annual increase in home-
delivered meals per older adult 
was associated with a 1% 
decline in nursing home 
admissions  
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20. Is a positive return-on-investment (ROI) required as a part of any evidence-based criteria? 

CCOs are not required to report ROI data or evidence for HRS expenditures, and the ROI reporting field was removed 
from the 2021 Exhibit L template. However, the CCO may choose to use ROI data or evidence to evaluate HRS 
spending. OHA has identified the following resources to support CCOs in calculating ROI.  

• Commonwealth Fund ROI Calculator: This calculator is designed to help health systems and their 
community-based organization partners plan sustainable financial arrangements to fund the delivery of social 
services to high-need, high-cost patients. To help users of this ROI calculator, the Commonwealth Fund has 
provided a summary assessment of available evidence of health care impact for interventions related to 
addressing health-related social needs for high-need adults.  

• Center for Health Care Strategies ROI Forecasting Calculator: This web-based tool is designed to help 
Medicaid state agencies, health plans and other stakeholders assess and demonstrate the cost-savings 
potential of efforts to improve quality. 

21. Must the member’s primary care provider or clinician approve a health-related service (HRS) flexible service? Is 
it a requirement to have consistency between the HRS and the member’s treatment plan?  

The CCO must approve the flexible service, but clinical approval is not required. OAR 410-141-3845 states that a 
flexible service, which is an HRS offered to an individual member, must be consistent with a member’s treatment plan 
as developed by the care team and agreed to by the CCO. However, it does not specify that the care team include the 
primary care provider or clinician. These services shall be documented in the treatment plan and clinical record 
whenever possible.  

22. What is a CCO’s responsibility to a member when health-related services (HRS) are requested? 

OAR 410-141-3845(4)(a) states that CCOs shall provide members with a written notification of a refusal of an individual 
flexible service request and shall copy any representative of the member and any provider who made or participated in 
the request on the member’s behalf. The written notification shall inform the member and provider of the member’s right 
to file a grievance in response to the outcome. If an HRS request is denied because other Medicaid or community 
resources are available for the same service or product, CCOs are encouraged to inform the member or requester of 
the availability of those resources and coordinate a referral whenever possible.  

23. Do the CCO’s Community Advisory Council (CAC) and the tribes need to participate in the approval of all 
Community Benefit Initiatives (CBIs)? 

Although CCOs are required by contract to develop a role for their CACs and tribes in CBI expenditure decisions, that 
role is not required to ensure CACs and tribes will participate in CBI decisions for each and every investment. The CCO 
needs to follow its own HRS policies in determining who needs to be part of each of their CBI decisions.  

24. What are CCO reporting requirements for health-related services (HRS) investments? 

CCOs are required in their contracts to have written policies and procedures for administering HRS, and to submit those 
policies to OHA. CCOs are expected to report on HRS investments in Exhibit L of the CCO financial reports and 
Minimum Medical Loss Ratio Rebate Calculation. Reporting instructions for HRS investments are outlined in the 
instructions for these reports.  

CCOs are expected to report in Exhibit L the number of members receiving each Flexible Service. Should the CCO 
have a precise number of members receiving a Community Benefit Initiative, the CCO is encouraged to report that 

https://www.commonwealthfund.org/roi-calculator
http://www.chcsroi.org/
https://secure.sos.state.or.us/oard/viewSingleRule.action?ruleVrsnRsn=265554
https://secure.sos.state.or.us/oard/viewSingleRule.action?ruleVrsnRsn=265554
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number as well. Note that if the sum of HRS items and services given to a member in a calendar year exceeds $200, 
the member’s ID must be reported for each of the items and services received.  

OHA is also considering other reporting requirements to better track and report health outcomes and cost savings to 
CMS.  

25. How should the CCO report health-related services (HRS) investments paid from quality pool dollars? 

CCOs are responsible to fill out the Exhibit L in a fashion that results in no duplication across report tabs. The HRS 
expenditures could be reported in the HRS L6.21 OHP tab instead of the Quality Pool L17.1 tab, but cannot be reported 
in both tabs. This may result in the appearance that the quality pool dollars have not been 100% distributed, but this can 
be explained in the narrative field for the quality pool in the L17 tab. For example, if 5% of the quality pool dollars were 
expended as HRS, the CCO could note that 3% of quality pool dollars were expended as HRS community benefit 
initiatives and 2% as HRS flexible services. 

Additional questions or concerns related to the Exhibit L template should be directed to the actuarial service mailbox 
(Actuarial.Services@dhsoha.state.or.us).   

26. Can CCOs report matching funds provided by the CCO to a community agency as health-related services 
(HRS)? 

CCOs can count matching funds or braided funds provided to a community agency as HRS if the goods or services 
provided through the CCO funds meets the HRS criteria. Ultimately, only CCO funds from its global budget can be 
reported as HRS. Funds from other sources, such as foundations or government grants, cannot be reported as HRS.  

HRS considerations in rate development, medical-loss ratio and performance-
based reward 
27. How are health-related services (HRS) considered within the medical loss ratio (MLR) calculation compared to 

rate development?  

A medical loss ratio (MLR) is the proportion of premium revenues spent on clinical services and quality improvement. 
CCOs are required to meet the state’s MLR standard of 85 percent. According to the Medicaid and Children’s Health 
Insurance Program (CHIP) Managed Care Final Rule (CMS-2390-F) that was finalized April 25, 2016, HRS are 
reflected in calculating the MLR if they meet the requirements under federal rules (45 CFR 158.150 and 45 CFR 
158.151). 

Specifically, if expenditures for HRS meet the definitions laid out above, these expenditures are reflected in the MLR 
calculation. CCOs’ use of HRS helps them meet the state’s MLR standard. To determine if HRS expenditures meet 
HRS definitions, OHA annually reviews CCO reported HRS expenditures. Expenditures that do not meet HRS 
definitions are excluded from the MLR calculation. 

28. Can CCOs expect any credibility adjustments based on CCO size in the consideration of health-related services 
(HRS) in their rates?  

No, OHA does not anticipate a credibility adjustment for HRS spending, but will be looking at reasonableness as it 
relates to the per-member-per-month equivalent and impact on the total non-benefit load percentage.  

mailto:Actuarial.Services@dhsoha.state.or.us
https://www.ecfr.gov/cgi-bin/text-idx?SID=656e988fc35ee492f4fcfce234067cd1&mc=true&node=se45.1.158_1150&rgn=div8
https://www.ecfr.gov/cgi-bin/text-idx?SID=656e988fc35ee492f4fcfce234067cd1&mc=true&node=se45.1.158_1150&rgn=div8
https://www.ecfr.gov/current/title-45/subtitle-A/subchapter-B/part-158/subpart-A/section-158.151#p-158.151(a)
https://www.ecfr.gov/current/title-45/subtitle-A/subchapter-B/part-158/subpart-A/section-158.151#p-158.151(a)


Back to top 
Page 14 of 14 

HRS FAQ 
   Updated November 2022 

29. How are health-related services (HRS) considered in rate development and related to performance-based 
reward (PBR)? 
HRS are reflected in the MLR if they meet the requirements under 45 CFR 158.150 or 45 CFR 158.151. They  are also considered 
in development of the non-benefit load of the CCO’s rate. The non-benefit load is an additional rate added on top of medical 
expenses; this may include administrative expenses, underwriting margin, performance-based rewards, and managed care 
organization tax. CCOs are expected to efficiently and effectively reduce costs and improve care over time by using HRS.   

As CCOs provide HRS that are more cost-effective than State Plan services, the per-capita growth rate for capitation 
rates should gradually decrease over the waiver period. As reflected in the 2017 1115 Medicaid demonstration waiver, 
and continued under the 2022 1115 waiver, OHA has implemented a performance-based reward (PBR) initiative in rate 
setting for the 2020-2024 CCO contract cycle. The PBR is calculated as a part of the rate-setting process and is 
intended to counteract decreases in capitation rates, also known as premium slide, which might otherwise discourage 
HRS spending. The PBR initiative rewards CCOs with a higher underwriting margin when costs are held lower, quality 
is maintained, and CCOs invest in qualified HRS spending. Expenditures that do not meet HRS definitions are excluded 
from PBRR. 
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