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The Division of Medical Assistance Programs (Division) needs to amend these rules to comply with recommendations from the
Integrated Medicine Advisory Group (IMAG) that serves as an advisory forum to the Oregon Health Authority (Authority),
appointed by the Authority director. The intent of these recommendations is to give healthcare providers written documentation
from the Oregon Health Plan contracted health plans in response to their credentialing applications and to do so within a 90-day
time period from the date a completed application packet is received by the health plan. The written documentation will also serve
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Secretary of State
STATEMENT OF NEED AND FISCAL IMPACT

A Notice of Proposed Rulemaking Hearing or a Notice of Proposed Rulemaking accompanies this form.

Oregon Health Authority, Division of Medical Assistant Programs (Division) 410

Agency and Division Administrative Rules Chapter Number
Rule Caption

Clarification of credentialing approval and denial protocol and provider discrimination recourse process.

(Not more than 15 words that reasonably identifies the subject matter of the agency’s intended action.)

In the Matter of: OAR 410-141-3120 and OAR 410-141-0120
Statutory Authority: ORS 413.042, 414.615, 414.625,414.635 & 414.651

Other Authority:
Stats. Implemented: ORS 413.042, 414.615, 414.625, 414.635 & 414.651

Need for the Rule(s): The Division of Medical Assistance Programs (Division) needs to amend these rules to comply with
recommendations from the Integrated Medicine Advisory Group (IMAGQG) that serves as an advisory forum to the Oregon Health
Authority (Authority), appointed by the Authority director. The intent of these recommendations is to give healthcare providers
written documentation from the Oregon Health Plan contracted health plans in response to their credentialing applications and to
do so within a 90-day time period from the date a completed application packet is received by the health plan. The written
documentation will also serve as the vehicle for submission to the plan’s discrimination review panel and the OHA Provider
Discrimination Review Committee, should the provider receive and wishes to appeal a negative response.

In addition, the Division needs to amend these rules in order to revise the language with current credentialing processes and align
the MCO rules with the CCO rules, as appropriate.

Documents Relied Upon, and where they are available: Integrative Medicine Credentialing Information Tool-Winter 2014,
http://transformationcenter.org/wp-content/uploads/2015/01/IMAG-Credentialing-Tool FINAL 012015.pdf

Fiscal and Economic Impact: These rules are not expected to have significant fiscal impact. The processes outlined within the rules
are currently being administered within the health plan organizations. Only the timeframes in which the work is carried out might

be affected. Written responses may or may not change the protocol of a plan and will vary by plan. The impact is not expected to
be significant.

Statement of Cost of Compliance: None anticipated

1. Impact on state agencies, units of local government, and the public (ORS 183.335(2)(b)(E)): None anticipated
2. Cost of compliance effect on small business (ORS 183.336):

a. Estimate the number of small businesses and types of business and industries with small businesses subject to the rule:
None anticipated

b. Projected reporting, recordkeeping and other administrative activities required for compliance, including costs of
professional services: None anticipated

c. Equipment, supplies, labor and increased administration required for compliance: None anticipated
How were small businesses involved in the development of this rule? Small businesses were invited to participate in the RAC.

Administrative Rule Advisory Committee consulted?: RACs were held on February 10, 2015 and February 26 , 2015.
If not, why?:
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Managed Care Prepaid Health Plan Provision of Health Care Services

{(H-Prepaid-Health-Rlans-(RPHPs)-shall-have-written-policies-and-procedures-that-ensure
the- prews;@n@f—au medi ea“y—aﬂd demallyapﬁraprmewc@vereéﬁewmesmmciueimgmwgent

Meehcal%\s&s tﬂﬂgf&%@%&@ﬂ%&ﬂdﬂd@%ﬂ@%&ﬂd—l\ﬁ&%@%@%
PHPs-shall-communicate- thes&pehe*e&and procedures-to-providers--regutarhy- memt@r

p)rewée{s—eemphaﬁeew%h%hes&pei :

actiop-necessa
and-co rrectwe~aeﬂe nua@tmt}e&

(a)-PHPs-shall-ensure-that-all-participating-providers-providing-covered-services-to
Division-members-are-credentialed-upon-initial-contrast-with-the PHP-and-recredentialed
no-less-frequently-than-every-three-years-thereafter-The credentialing-and
recredentialing-process-shall-include review-of any-information-in-the-National
Practitioners-Databank-and-a-determination-based-on-the requirements-of-the-discipline
of-profession-that- partlmpatmg pr@wdershavecurrem heens&re—mwthe statwnmwhi{;h

the- ae@wrty»an@*esults—ef—a—p#@f@ss&enalﬁaam«ymim@revemem—mwMHP«smayeleeH@
contractior oF te deiegate resp@ns:b|thi@pthi&pFeces&ﬁHP&sha!Lac—eept both-the

M%iWMMQJWH‘W%%WMQM%y
implementing-ORS-442-807—PHPs-shall-retainresponsibility-for-delegated-activities

ineluding-oversight-of- the-following-processes:

certifieati enmhe%wtm@w@%m%mwmm%@m@

participating-providers-contracted-services-and-that-participating-providers-are

appropriately-supervised-aceoMCOrding-to-theirscope-of practice:

ru~i%~anef thePHP—sadmm&strattveupehe{esu

(G)-PHPs-shall-maintain-records-documenting-academic-credentials-trainingreceived:
licenses-or-certifications-of staff-and- facmt;ewsedwand %epertswfrem themNahenai

member—s te%se&mwdew%m@havmh&ﬂeens&e%emﬁeaﬁeﬁeqwm&by
state-or-federalHaw-{f-a-RPHRP-knews-or-has-reason-to-knew-that-a-providers-license-or



the-RHP-shall HW@%%WH&MMQ%@F&QF@V@@FS@%@S—QH i

(B)-PHPs-may-netrefermembers-to-or-use-providers-who-have-been-terminated-from
the-Bivision-or-excluded-as-Medicare-and Medma&d prawdersmby»--(}em@rs f@r Medicare

acceptbilings-fo r»sew;ee&t@membea:&prwded aﬂer%hedai&eﬁsuehﬂer@wder—s
exclusion;-conviction-or-termination—The-Oregon-Health-Autherity-(Autherity)-has

Me!e%é%%mtmwmﬁmawmmmmw

wishes-to-use-thei

GCoordinated. %{M@@@M@QH%WH@W@%GARH@%@FMW%QM

use-RHPs-shall-obtain-information-required-on-the- apprepﬂate -disclosure- f@rm from
ind wféaakpmehueﬁers—aﬂéenm@&and%hau—rem

canwctedwef—a—feleny m_%sdemeaﬂawe%atedwt@a—emm&ewelahenw@ﬁeéera lwer;s:tate
laws- under Medi icare- M@dmwafd —OF- T}ﬁ@m)(i)é(me#ud{ ngﬂa—mea of-= Ao l@@@n%@ﬂé@ﬁ) ~the

famwd ers-when %ubmsttmg«preweler eapae}wfepe#s—@my»mgﬁterewaﬁena!@mwéer
ldentifiers-(NPls)-and-taxenemy-codes-are-to-be-used-for-purposes-of-encounter-data

%bws&ewﬁeﬁesubnﬁﬁﬂgbeﬂe%%é%%eﬂﬂee%ﬂwhﬁeﬂﬁees%y%he
provider—EHective-Janua

W%&NM%MWWMW&M@WHP&SHMHW%

qualified-providerto-have-and-use-a-National-Provider-ldentifier-as-enumerated-by-the

National-Rlan-and-Provider-Enumeration-System-(NRPRES)-

numbe%Yh&tamayemdenhﬂeaheMGWb&FWl&H@%&@dJ@Mh%dm{mstratien -of-this

program-including: prewdervemellment%ntemawenﬂeatienan@adm&mstratwe aurga@ses
forthe-medical : :

confirrm-whetherthe i
med&ea#ass%tane&pr@gmm—laxpayeﬁdeﬂnﬁea%}ewnumbe#memdes% l@ye.t
ldentification- Numbepm-(%N)mSamaFSeeur+tyNumber (SSN)wand-the~¥nd&vrdua!ﬂ?ax
Iéemmeaheﬁwe&mbeﬁlﬂ »

pUrposes- l&maﬂdatew*ﬁalwfemte—&ubm%thwequested%aﬂaayer ;éentmeat}en
Aumber(s)-may-result-in-denial-of en#ellmen%a&aqamwée%ema Iwefwa-prewd% n—a-mber
for-encounterpurpeses—denia . '
eﬁaﬂ-mewéewumb%%sed%ﬁh&pmwéeﬁepeﬂeem

(1) MCOs shall establish, maintain, and operate with a governance structure and
community advisory council that is consistent with the requirements of ORS 414.625
and applicable health system transformation laws.




(2) At a minimum, MCOs shall provide medically appropriate health services within the
scope of the member's benefit package of health services, in accordance with the
Prioritized List of Health Services and the terms of the contract. MCOs shall also
provide other non-medical services designed to provide health-related and cost-
effective alternatives to more technical services and reported as “health-related
services” defined in OAR 410-141-0000, accounted for in the MCQO's medical or
member service expenses.

(3) MCOs shall select providers using accepted standards for application and
credentialing procedures and objective guality information. MCOs shall take steps to
remove providers from their provider network if they fail to meet objective quality
standards:

(a) MCOs shall ensure that all participating providers providing services o members are
credentialed upon initial contract with the MCO and recredentialed no less frequently
than every three vears. The credentialing and recredentialing process shall include
review of any information in the National Practitioners Databank. MCOs shall accept
both the Oregon Practitioner Credentialing Application and the Oregon Practitioner
Recredentialing Application. MCO'’s shall process all complete credentialing and
recredentialing applications, including required documents, certificates and licenses,
within the 90-day credentialing period;

(b) MCOs shall screen their providers to be in compliance with 42 CFR 455 Subpart E
(42 CFR 455.410 through 42 CFR 455.470) and retain all resulting documentation for
audit purposes:

(c) MCOs may elect to contract for or to delegate responsibility for the credentialing,
recredentialing, and screening processes: however, MCOs shall be responsible for the
following activities including oversight of the following processes, regardless of whether
the activities are provided directly, contracted, or delegated:

(A) Ensuring that coordinated care services are provided within the scope of license or
certification of the participating provider or facility and within the scope of the
participating provider's contracted services. They shall ensure participating providers
are appropriately supervised according to their scope of practice;

(B) Providing training for MCO staff and participating providers and their staff regarding
the delivery of coordinated care services, applicable administrative rules, and the MCOs
administrative policies.

(d) The MCO shall provide accurate and timely information to the Authority about:

(A) License or certification expiration and renewal dates;

(B) Whether a provider's license or certification is expired or not renewed or is subject {o
licensing termination, suspension, or cerlification sanction;




(C) if an MCO knows or has reason to know that a provider has been convicted of a
felony or misdemeanor related to a crime or violation of federal or state laws under
Medicare, Medicaid, or Title XIX (including a plea of “nolo contendre”).

(e) MCOs may not refer members to or use providers that:

(A) Have been terminated from the Division:

(B) Have been excluded as a Medicaid provider by another state:

(C) Have been excluded as Medicare/Medicaid providers by CMS: or

(D) Are subject to exclusion for any lawful conviction by a court for which the provider
could be excluded under 42 CFR 1001.101.

() MCOs may not accept billings for services to members provided after the date of the
provider’s exclusion, conviction, or termination. MCOs shall recoup any monies paid for
services to members provided after the date of the provider's exclusion, conviction, or
termination;

(g) MCOs shall require each atypical provider to be enrolled with the Authority and shall
obtain and use registered National Provider Identifiers (NPls) and taxonomy codes
reported to the Authority in the Delivery System Network Report for purposes of
encounter data submission prior to submitting encounter data in connection with
services by the provider. MCOs shall require each qualified provider to have and use an
NPI as enumerated by the National Plan and Provider Enumeration System (NPPES):

(h) The provider enrollment request (for encounter purposes) and credentialing
documents require the disclosure of taxpayer identification numbers. The Authority shall
use taxpavyer identification numbers for the administration of this program including
provider enrcllment, internal verification, and administrative purposes for the medical
assistance program for administration of tax laws. The Authority may use taxpaver
identification numbers to confirm whether the individual or entity is subject to exclusion
from participation in the medical assistance program. Taxpayer identification number
includes Employer Identification Number (EIN), Social Security Number (SSN), and
Individual Tax Identification Number (ITIN) used to identify the individual or entity on the
enrolliment request form or disclosure statement. Disclosure of all tax identification
numbers for these purposes is mandatory. Failure to submit the requested taxpayer
identification numbers may result in denial of enrollment as a provider and denial of a
provider number for encounter purposes or denial of continued enrollment as a provider
and deactivation of all provider numbers used by the provider for encounters.

(4) In accordance with ORS 414.646, an MCO may not discriminate with respect to
participation in the MCO against any health care provider who is acting within the scope
of the provider’s license or certification under applicable state law on the basis of that
license or certification. This rule may not be construed to:




(a) Require that an MCO contract with any health care provider willing to abide by the
terms and conditions for participation established by the MCO: or

(b) Preclude the MCO from establishing varying reimbursement rates based on quality
or performance measures. For purposes of this section, quality and performance
measures include all factors that advance the goals of health system transformation
including:

(A) Factors designed to maintain quality of services and control costs and are consistent
with its responsibilities to members: or

(B) Factors that add value to the service provided including, but not limited to, expertise.
experience, accessibility, or cultural competence.

(c) If an MCO declines to include individual or groups of providers in its network, it shall,
within the 90-day credentialing period, give the affected providers written notice of the
reason for its decision. If there is no written response to the individual or groups of
providers within the 90-day credentialing period, the affected providers may appeal to
the MCO, provided the plan has an internal review process. It is the provider's option to
use the MCO’s discrimination review process. If the MCO does not have an internal
discrimination review process or if the provider elects to not use the plan review
process, the affected providers may appeal directly to OHA through the Provider
Discrimination Review process.

(5) An MCO may establish an internal discrimination review process for a provider
aqgrieved by a decision under sections (4) through (6) of this rule, including an
alternative dispute resolution. If unsatisfied with the MCQO's written decision, providers
may request an appeal of the decision through the plan's intemal discrimination review
process, provided the MCO has such a process.

(6) An aggrieved provider may appeal the determination of the MCQO’s internal
discrimination decision to the Authority. The provider may ask the Authority to
reconsider the decision, even if the MCO does not have a provider discrimination review
process, if the provider believes the MCO has discriminated against the provider on the
basis of their licensure. To make such a request, the provider may submit form DMAP
2120, OHA Provider Discrimination Review Request.

(7) To resolve discrimination appeals made to the Authority under sections (4) through
(7) of this rule, the Authority shall provide review of the provider's discrimination appeal
using the OHA Provider Discrimination Review Process. The Authority shall invite the
aggrieved provider and the MCO fo participate in the Provider Discrimination Review. In
making a determination of whether there has been discrimination, the Authority shall
consider the MCO’s:

(a) Network adequacy;




(b) Provider types and qualifications and credentialing qualifications:

(c) Provider disciplines; and

(d) Provider reimbursement rates.

(8) The Authority shall respond in writing to the individual or groups of providers. The
written response shall occur within 100 days of the receipt by the Authority of the
completed DMAP 2120 form or the receipt of any outstanding documentation needed to
resolve the appeal, whichever is later.

(9) As specified in ORS 414.646, a prevailing party in an appeal, under sections (4)
through (7) of this rule, shall be awarded the costs of the appeal.

(b10) FCHPs, Physician Care Organization (PCOs), and Dental Care Organizations
(DCOs) shall have written procedures that provide newly enrolled members with
information about_how to request information on -which-participating providers-are_and
those not currently ret-accepting new patients (except for staff models);

(e11) FCHPs, PCOs, and DCOs shall have written procedures that allow and encourage
a choice of a Primary Care Provider (PCP) or clinic for physical health and dental healith
services by each member. These procedures shall enable a member to choose a
participating PCP or clinic (when a choice is available for PCPs or clinics) to provide
services within the scope of practice to that member;

(d12) If the member does not choose a PCP within 30 calendar days from the date of
enrollment, the FCHP or PCO shall ensure the member has an ongoing source of
primary care appropriate to his or her needs by formally designating a practitioner or
entity. FCHPs and PCOs that assign members to PCPs or clinics shall document the
unsuccessful efforts to elicit the member’s choice before assigning a member to a PCP
or clinic. FCHPs and PCOs who assign PCPs before 30 calendar days after enrollment
shall notify the member of the assignment and allow the member 30 calendar days after
assignment to change the assigned PCP or clinic.

(213) In order to make advantageous use of the system of public health services
available through county health departments and other publicly supported programs and
to ensure access to public health services through contract under ORS Chapter 414-

153:

(a) Unless cause can be demonstrated to the member’s satisfaction why such an
agreement is not feasible, FCHPs and PCOs shall execute agreements with publicly
funded providers for payment of point-of-contact services in the following categories:

(A) Immunizations;

(B) Sexually transmitted diseases; and



(C) Other communicable diseases.

(b) The following services may be received by Division members from appropriate non-
participating Medicaid providers. If the following services are not referred by the FCHP
or PCO in accordance with the FCHP’s or PCO'’s referral process (except as provided
for under 410-141-0420 Billing and Payment under the OHP), the member is
responsible for payment of such services:

(A) Family planning services; and

(B) Human immunodeficiency virus (HIV) and acquired immune deficiency syndrome
(AIDS) prevention services.

(c) FCHPs and PCOs are encouraged to execute agreements with publicly funded
providers for authorization of and payment for services in the following categories:

(A) Maternity case management;

(B) Well-child care;

(C) Prenatal care;

(D) School-based clinic services;

(E) Health services for children provided through schools and Head Start programs; and

(F) Screening services to provide early detection of health care problems among low-
income women and children, migrant workers, and other special population groups.

(d) Recognizing the social value of partnerships between county health departments,
other publicly supported programs, and health providers, FCHPs and PCOs are
encouraged to involve publicly supported health care and service programs in the
development and implementation of managed health care programs through inclusion
on advisory and planning committees;

(e) FCHPs and PCOs shall report to the Division on their status in executing
agreements with publicly funded providers and on the involvement of publicly supported
health care and service programs in the development and implementation of their
program on an annual basis.

(814) FCHPs and PCOs shall ensure a newly enrolled member receives timely,
adequate, and appropriate health care services necessary to establish and maintain the
health of the member. An FCHP’s liability covers the period between the member's
enrollment and disenrollment with the FCHP, unless the member is hospitalized at the
time of disenrollment. In such an event, an FCHP is responsible for the inpatient



hospital services until discharge or until the member’'s PCP or designated practitioner
determines the care is no longer medically appropriate.

(415) A PCO’s liability covers the period between the member’s enroliment and
disenrollment with the PCO, unless the member is hospitalized at the time of
disenrollment. In such an event, the PCO is not responsible for the inpatient hospital
services by definition and the inpatient hospital services will-shall be the responsibility of
the Division.

(816) The member shall obtain all covered services, either directly or upon referral, from
the PHP responsible for the service from the date of enroliment through the date of
disenrollment.

(617) FCHPs and PCOs with a Medicare HMO component and MHOs have significant
and shared responsibility for capitated services and shall coordinate benefits for shared
members to ensure that the member receives all medically appropriate services
covered under respective capitation payments. If the fully dual eligible member is
enrolled in a FCHP or PCO with a Medicare HMO component, the following apply:

(a) Mental health services covered by Medicare shall be obtained from the FCHP or
PCO or upon referral by the FCHP or PCO;

(b) Mental health services that are not covered by the FCHP or PCO that are covered
by the MHO shall be obtained from the MHO or upon referral by the MHO.

(#18) PHPs shall coordinate services for each member who requires services from
agencies providing health care services not covered under the capitation payment. The
PCP shall arrange, coordinate, and monitor other medical and mental health or dental

care for that member on an ongoing basis except as provided for in Section (7)(c) of this
rule:

(a) PHPs shall establish and maintain working relationships with local or allied agencies,
community emergency service agencies, and local providers;

(b) PHPs shall refer members to the divisions of the Authority and local and regional
allied agencies that may offer services not covered under the capitation payment;

(c) FCHPs and PCOs may not require members to obtain the approval of a PCP in
order to gain access to mental health and Substance Use Disorder assessment and
evaluation services. Division members may refer themselves to MHO services.

410-141-3120

Operations and Provision of Health Services



(1) CCOs shall establish, maintain, and operate with a governance structure and
community advisory council that is consistent with the requirements of ORS 414.625
and applicable health system transformation laws.

(2) At a minimum, CCOs shall provide medically appropriate health services including
flexible-services-within the scope of the member’s benefit package of health services, in
accordance with the Prioritized List of Health Services and the terms of the contract.
CCOs shall also provide other non-medical services designed to provide health-related
and cost-effective alternatives to more technical services and reported as “health-
related services” defined in OAR 410-141-0000, accounted for in the CCO’s medical or
member service expenses in Exhibit L of the CCO Contract.

(3) CCOs shall select providers using uriversal- accepted standards for application and
credentialing procedures and objective quality information. CCOs shall take steps to
remove providers from their provider network if they fail to meet objective quality
standards:

(a) CCOs shall ensure that all participating providers providing coordinated care
services to members are credentialed upon initial contract with the CCO and
recredentialed no less frequently than every three years. The credentialing and
recredentialing process shall include review of any information in the National
Practitioners Databank. CCOs shall accept both the Oregon Practitioner Credentialing
Application and the Oregon Practitioner Recredentialing Application, CCQO'’s shall
process all complete credentialing and recredentialing applications, including required
documents, certificates, and licenses within the 90-day credentialing period;

(b) CCOs shall screen their providers to be in compliance with 42 CFR 455 Subpart E
(42 CFR 455.410 through 42 CFR 455.470) and retain all resulting documentation for
audit purposes;

(c) CCOs may elect to contract for or to delegate responsibility for the credentialing,
recredentialing, and screening processes; however, CCOs shall be responsible for the
following activities including oversight of the following processes, regardless of whether
the activities are provided directly, contracted, or delegated:

(A) Ensuring that coordinated care services are provided within the scope of license or
certification of the participating provider or facility and within the scope of the
participating provider’s contracted services. They shall ensure participating providers
are appropriately supervised according to their scope of practice;

(B) Providing training for CCO staff and participating providers and their staff regarding
the delivery of coordinated care services, applicable administrative rules, and the CCOs
administrative policies.

(d) The CCO shall provide accurate and timely information to the Authority about:



(A) License or certification expiration and renewal dates;

(B) Whether a provider’s license or certification is expired or not renewed or is subject to
licensing termination, suspension, or certification sanction:

(C) If a CCO knows or has reason to know that a provider has been convicted of a
felony or misdemeanor related to a crime or violation of federal or state laws under
Medicare, Medicaid, or Title XIX (including a plea of “nolo contendre”).

(e) CCOs may not refer members to or use providers that:

(A) Have been terminated from the Division;

(B) Have been excluded as a Medicaid provider by another state;

(C) Have been excluded as Medicare/Medicaid providers by CMS; or

(D) Are subject to exclusion for any lawful conviction by a court for which the provider
could be excluded under 42 CFR 1001.101.

(f) CCOs may not accept billings for services to members provided after the date of the
provider's exclusion, conviction, or termination. CCOs shall recoup any monies paid for
services to members provided after the date of the provider's exclusion, conviction, or
termination;

(g) CCOs shall require each atypical provider to be enrolled with the Authority and shall
obtain and use registered National Provider Identifiers (NPIs) and taxonomy codes
reported to the Authority in the ProviderGapacity-Repeort-Delivery System Network
Report for purposes of encounter data submission prior to submitting encounter data in
connection with services by the provider. CCOs shali require each qualified provider to
have and use an NP| as enumerated by the National Plan and Provider Enumeration
System (NPPES);

(h) The provider enrollment request (for encounter purposes) and credentialing
documents require the disclosure of taxpayer identification numbers. The Authority shall
use taxpayer identification numbers for the administration of this program including
provider enroliment, internal verification, and administrative purposes for the medical
assistance program for administration of tax laws. The Authority may use taxpayer
identification numbers to confirm whether the individual or entity is subject to exclusion
from participation in the medical assistance program. Taxpayer identification number
includes Employer Identification Number (EIN), Social Security Number (SSN), and
Individual Tax Identification Number (ITIN) used to identify the individual or entity on the
enroliment request form or disclosure statement. Disclosure of all tax identification
numbers for these purposes is mandatory. Failure to submit the requested taxpayer
identification numbers may result in denial of enroliment as a provider and denial of a



provider number for encounter purposes or denial of continued enroliment as a provider
and deactivation of all provider numbers used by the provider for encounters.

(4) In accordance with ORS 414.646, A-a CCO may not discriminate with respect to
participation in the CCO against any health care provider who is acting within the scope
of the provider’s license or certiflcatlon under apphcable state law on the basis of that
license or certification. # -
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(a) Require that a CCO contract with any health care provider willing to abide by the
terms and conditions for participation established by the CCO; or

(b) Preclude the CCO from establishing varying reimbursement rates based on quality
or performance measures. For purposes of this section, quality and performance

measures include all factors that advance the goals of health system transformation
including:

(A) Factors designed to maintain quality of services and control costs and are consistent
with its responsibilities to members; or

(B) Factors that add value to the service provided including, but not limited to, expertise,
experience, accessibility, or cultural competence.

_ey-Fhe-requirements-in-subsection-(b)-do-not-apply-te-reimbursement-rate-variations
b@twe@%p%vﬁ@%&ﬁh@%%wﬁﬁe&m%&weﬁmm

spectalby-providers:

(c) If a CCO declines to include individual or groups of providers in its network, it shall,
within the 90-day credentialing period, give the affected providers written notice of the
reason for its decision. If there is no written response to the individual or groups of
providers within the 90-day credentialing period, the affected providers may appeal to
the CCO, provided the plan has an internal review process. It is the provider's option to
use the CCO’s discrimination review process. If the CCO does not have an internal
discrimination review process or if the provider elects to not use the plan review
process, the affected providers may appeal directly to ©HAthe Authority through the
Provider Discrimination Review process.

(5) A CCO may establish an internal discrimination review process for a provider
aggrieved by a decision under sections (4) through (6) of this rule, including an
alternative dispute resolution. If unsatisfied with the CCQO’s written decision, providers
may request an appeal of the decision through the plan’s internal discrimination review
process, provided the CCO has such a process.

(6) An aggrieved provider may appeal the determination of the CCQO’s internal
discrimination decision o the Authority. The provider may ask the Authority to




reconsider the decision, even if the CCO does not have a provider discrimination review
process, if the provider believes the CCO has discriminated against the provider on the
basis of their licensure. To make such a request, the provider may submit form DMAP
2120, OHA Provider Discrimination Review Request.

feview-process. An- aggﬂevedmpmwée#may—appeaﬁheﬁete&mmaﬂ%ﬁhem#emal
review-to-the-Autherity:

(67) To resolve discrimination appeals made to the Authority under sections (4) ard-(5)
through (7) of this rule, the Authority shall provide administrative-review of the provider's
discrimination appeal using the administrative-OHA Provider Discrimination Review
Process.review-process-established-in-OAR-410-120-1580- The Authority shall invite
the aggrieved provider and the CCO to participate in the administrative-Provider
Discrimination Rreview. In making a determination of whether there has been
discrimination, the Authority shall consider the CCO'’s:

(a) Network adequacy;

(b) Provider types and qualifications_and credentialing qualifications:

(c) Provider disciplines; and
(d) Provider reimbursement rates.

(8) The Authority shall respond in writing to the individual or groups of providers. The
written response shall occur within 100 days of the receipt by the Authority of the
completed DMAP 2120 form or the receipt of any outstanding documentation needed to
resolve the appeal, whichever is later.

(£9) A-As specified in ORS 414.646, a prevailing party in an appeal under sections (4)
through (8)(7) of this rule shall be awarded the costs of the appeal.

Stat. Auth.: ORS 413.042, 414.615, 414.625, 414.635 & 414.651

Stats. Implemented: ORS 414.610 - 414.685



