Oklahoma Health Care Authority

The Oklahoma Health Care Authority (OHCA) values your feedback and input. It is very
important that you provide your comments regarding the proposed rule change by the comment
due date. Comments can be submitted on the OHCA's Proposed Changes Blog.

OHCA COMMENT DUE DATE: January 6, 2025

The proposed policy changes must be promulgated as Permanent Rules. The proposed policy was
presented at the November 5, 2024 Tribal Consultation meeting. Additionally, this proposal will
be presented at a Public Hearing scheduled for January 6, 2025 and is scheduled to be presented
to the Medical Advisory Committee on January 9, 2025 and the OHCA Board of Directors on
January 15, 2025.

SUMMARY: The 21st Century Cures Act requires home health agencies to use EVV. These
proposed revisions align agency policy with the Cures Act by requiring EVV for home health
agencies and add live-in caregivers as a provider for personal care services that must use EVV.
Additionally, language is being revised to reflect the name change for Oklahoma Human Services
and the Community, Aging and Protective Services department who oversee the ADvantage
program.

LEGAL AUTHORITY
The Oklahoma Health Care Authority Act, Section 5007 (C)(2) of Title 63 of Oklahoma Statutes;
the Oklahoma Health Care Authority Board; Section 12006(a) of the 21% Century Cures Act.

RULE IMPACT STATEMENT:

STATE OF OKLAHOMA
OKLAHOMA HEALTH CARE AUTHORITY

SUBJECT: Rule Impact Statement
APA WF #24-17A

A. Brief description of the purpose of the rule:

These proposed revisions align agency policy with the 21% Century Cures Act by requiring
EVV for home health agencies and add live-in caregivers as a provider for personal care
services that must use EVV. Additionally, language is being revised to reflect the name change
for Oklahoma Human Services and the Community, Aging and Protective Services
department who oversee the ADvantage program.

B. A description of the classes of persons who most likely will be affected by the proposed rule,
including classes that will bear the cost of the proposed rule, and any information on cost
impacts received by the agency from any private or public entities:



The proposed rule changes will affect home health agencies who contract with Medicaid and
the SoonerCare members who are served by those agencies.

A description of the classes of persons who will benefit from the proposed rule:

The proposed rule changes will benefit SoonerCare members who receive home health
services.

A description of the probable economic impact of the proposed rule upon the affected classes
of persons or political subdivisions, including a listing of all fee changes and, whenever
possible, a separate justification for each fee change:

There is no probable economic impact and there are no fee changes associated with the rule
change for the above classes of persons or any political subdivisions.

The probable costs and benefits to the agency and to any other agency of the implementation
and enforcement of the proposed rule, the source of revenue to be used for implementation
and enforcement of the proposed rule, and any anticipated affect on state revenues, including
a projected net loss or gain in such revenues if it can be projected by the agency:

The total cost is estimated to be budget neutral for SFY2026 and SFY2027.

A determination of whether implementation of the proposed rule will have an economic
impact on any political subdivisions or require their cooperation in implementing or enforcing
the rule:

The proposed rule changes will not have an economic impact on any political subdivision or
require their cooperation in implementing or enforcing the rule changes.

A determination of whether implementation of the proposed rule will have an adverse effect
on small business as provided by the Oklahoma Small Business Regulatory Flexibility Act:

The agency does not anticipate that the proposed rule changes will have an adverse effect on
small businesses.

An explanation of the measures the agency has taken to minimize compliance costs and a
determination of whether there are less costly or non-regulatory methods or less intrusive
methods for achieving the purpose of the proposed rule:

The agency has taken measures to determine that there are no other legal methods to achieve
the purpose of the proposed rule. Measures included a formal public comment period and
tribal consultation.

A determination of the effect of the proposed rule on the public health, safety and environment
and, if the proposed rule is designed to reduce significant risks to the public health, safety and



environment, an explanation of the nature of the risk and to what extent the proposed rule will
reduce the risk:

The proposed rule should have no adverse effect on the public health, safety or environment.

J. A determination of any detrimental effect on the public health, safety and environment if the
proposed rule is not implemented:

The agency does not anticipate any detrimental effect on the public health and safety if the
proposed rule is not passed.

K. The date the rule impact statement was prepared and if modified, the date modified:
Prepared date: November 13, 2024
RULE TEXT:
TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE
SUBCHAPTER 3. GENERAL PROVIDER POLICIES
PART 1. GENERAL SCOPE AND ADMINISTRATION

317:30-3-34. Electronic visit verification (EVV) system
An EVV system is a telephone-based, computer-based, or other electronic-based system
that verifies and documents the time and location of services requiring an in-home visit,
including, but not limited to, personal care services (PCS), home health care services (HHCS),
self-directed services, and live-in caregivers, in accordance with an approved prior
authorization or individual plan of care, and pursuant to Title 42 of the United States Code,
Section (§) 1396b(1).
(1) Verification requirements. An EVV system must verify the following for in-home or
community services:
(A) Type of service performed (service code and any applicable modifier);
(B) Date of service;
(C) SoonerCare member identification number of the individual receiving the service;
(D) Unique vendor identification number for the individual providing the service
(service provider);
(E) Location where service starts and ends; and
(F) Time the service starts and ends.
(2) Services requiring EVV system use. An EVV system must be used for persenal-eare
servieesPCS, HHCS, self-directed services, and live-in caregivers, as defined by
Oklahoma Administrative Code (OAC) 317:35-15-2.
(3) Services not requiring EVV system use. When services are provided through home
and community-based waivers, EVV is not required if those services are provided in:
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(A) Combination with community residential supports, per Oklahoma Administrative
Code (OAC) 340:100-5-22.1;

(B) Combination with group home services, per OAC 340:100-6;_or

(C) Congregate settings where twenty-four (24) hour service is available;-er

(4) Provider requirements. Providers are required to use an OHCA authorized and
approved EVV system or aggregator. Providers may use the designated statewide EVV
system, or their own EVV compliant system. A provider of persenal-care-servieesPCS,
HHCS, self-directed services, and live-in caregivers using an EVV system must:
(A) Comply with all applicable federal and state laws and regulations, including, but
not limited to, HIPAA privacy and security law, as defined in Section 3009 of the
Public Health Service Act; required reporting of abused and/or neglected children,
adolescents, and vulnerable adults [Section (§) 1-2-101 of Title 10A of the Oklahoma
Statutes (O.S.) and 43A O.S. § 10-104]; and OAC 317:30-3-4.1, Uniform Electronic
Transaction Act;
(B) Adopt internal policies and procedures regarding the EVV system;
(C) Ensure that employees are adequately trained on the EVV system's proper use,
and make available to them real-time technical resources and support, such as a help
desk or call center information;
(D) Ensure employees are adequately trained to properly engage the personal care
agency's backup system when the EVV system is not available; and
(E) Ensure that the system:
(1) Accommodates members and service providers with hearing, physical, or
visual impairments;
(i1) Accommodates multiple members and/or service providers in the same home
or at the same phone number, as well as multiple work shifts per member per day;
(ii1) Supports the addition or deletion of members, service providers, and health
care services, at any time during the month, as authorized by the OHCA and/or
the Oklahoma Department-ef-Human Services (OHS }OKDHS);
(iv) Notifies supervisory staff at the personal care agency of any untimely or
missed shifts, or any other deviation in scheduled care;
(v) Documents the existence of and justification for all manual modifications,
adjustments, or exceptions after the service provider has entered or failed to enter
the information in paragraph (1), above; and
(vi) Has the ability to respond to requests for records or documentation in the
timeframe and format requested by OHCA.
(F) Be capable of retrieving current and archived data to produce summary reports of
the information verified in Paragraph (1), above, as well as the information
documented in (3)(E)(vi), above;
(G) Maintain reliable backup and recovery processes that ensure all data is preserved
in the event of a system malfunction or disaster situation;
(H) Retain all data regarding the delivery of health care services for a minimum of six
(6) years; and
(I) Establish a process to deactivate an employee's access to the EVV or designated
system records upon termination of the designated employee's employment.




(5) Claims reimbursement. SoonerCare will not pay a claim for reimbursement unless
the data is from an OHCA authorized and approved EVV system or aggregator; and
includes all of the EVV verification requirements [refer to (1)A through F] of this section:

(A) Corresponds with the health care services for which reimbursement is claimed;

and

(B) Is consistent with any approved prior authorization or individual plan of care.
(6) Program integrity. Paid claims may be subject to retrospective review and
recoupment, as appropriate, in accordance with OAC 317:30-3-2.1.
(7) Procedures for EVV system failure or EVV system unavailability. The EVV
system provides alternate backup solutions if the automated system is unavailable;
however, in the event of the EVV system failure, the provider documents the specified
data in paragraph (1), above, in accordance with internal backup policies and procedures.
This documentation is sufficient to account for in-home services. The personal care
agency's backup procedures are only permitted when the EVV system is unavailable. For
complete EVV system outages, providers would need to enter the specified data in
paragraph (1), above, via web claim once the system is back online.

SUBCHAPTER S. INDIVIDUAL PROVIDERS AND SPECIALTIES

PART 85. ADVANTAGE

317:30-5-764. Reimbursement

(a) Rates for Waiver services are set in accordance with the rate-setting process by the State
Plan Amendment and Rate Committee (SPARC) and approved by the Oklahoma Health Care
Authority (OHCA) Board.

(1) The rate for Nursing Facility (NF) respite is set equivalent to the rate for routine level
of care NF services that require providers having equivalent qualifications;

(2) The rate for daily units for Adult Day Health is set equivalent to the rate established by
the Oklahoma Bepartment-ef Human Services OHS(OKDHS) for equivalent services
provided for the OHSOKDBHS Adult Day Service Program that requires providers have
equivalent qualifications.

(3) The rate for units of home-delivered meals is set equivalent to the rate established by
the OHSOKDBHS for the equivalent services provided for the OHSOKDBHS Home-
Delivered Meals Program that require providers having equivalent qualifications.

(4) The rates for units of ADvantage Personal Care and In-Home Respite are set
equivalent to State Plan Agency Personal Care unit rate that requires providers have
equivalent qualifications.

(5) The rates for Advanced Supportive/Restorative Assistance is set equivalent to 1.077 of
the State Plan Agency Personal Care unit rate;

(6) Consumer-Directed Personal Assistance Services and Supports (CD-PASS) rates are
determined using the Individual Budget Allocation (IBA) Expenditure Accounts
Determination process for each member. The IBA Expenditure Accounts Determination
process includes consideration and decisions about the items listed in (A) B (C) of this
paragraph.



(A) The IBA Expenditure Accounts Determination constrains total Medicaid
reimbursement for CD-PASS services to be less than expenditures for equivalent
services using agency providers.
(B) The Personal Care (PSA) and Personal Care Advanced Supportive/Restorative
(APSA) service unit rates are calculated by the OHSOKBHS Community, Aging and
Protective Services (CAP)Aging-Serviees{AS) during the CD-PASS service
eligibility determination process. OHSOKDHS CAPAS sets the PSA and APSA unit
rates at a level that is not less than eighty percent (80%) and not more than ninety-five
percent (95%) of the comparable PSA or APSA service rates. The allocation of
portions of the PSA and/or APSA rates to cover salary, mandatory taxes, and optional
benefits including Worker's Compensation insurance, when available, is determined
individually for each member using the CD-PASS IBA Expenditure Accounts
Determination Process.
(C) The IBA Expenditure Accounts Determination process defines the level of
program financial resources required to meet the member's need for CD-PASS
services. When the member's need for services changes due to a change in
health/disability status or a change in the level of support available from other sources
to meet needs, the case manager, based upon an updated assessment, amends the
person-centered service plan to increase CD-PASS service units appropriate to meet
additional member need. OHSOKDPHS CAPAS, upon favorable review, authorizes the
amended person-centered service plan and updates the member's IBA. Service
amendments based on changes in member need for services do not change an existing
PSA or APSA rate. The member with assistance from the Financial Management
Service, reviews and revises the IBA Expenditure Accounts calculation annually or
more often to the extent appropriate and necessary.
(7) Three (3) per diem reimbursement rate levels for the ADvantage assisted living
services are set. Different rate per diem levels are established to adequately reimburse the
provider for the provision of different levels of service to accommodate different level of
member need for services-type, intensity and frequency to address member Activities of
Daily Living and Instrumental Activities of Daily Living (ADL/IADL) and health care
needs. Rounded to the nearest cent, the lowest level Assisted Living Services per diem rate
is set equivalent to 11.636 times the State Plan Agency Personal Care unit rate; the mid-
level per diem rate is set equivalent to 15.702 times the State Plan Agency Personal Care
unit rate; and the highest level Assisted Living Services per diem rate is set equivalent to
21.964 times the State Plan Agency Personal Care unit rate. The specific rate level
appropriate to a particular member's service is determined by Uniform Comprehensive
Assessment Tool, Part ITII (UCAT III) assessment by the member's Advantage case
manager employed by a case management agency independent of the Assisted Living
Services provider. ADvantage payment is not made for twenty-four (24) hour skilled care
in an assisted living center. Federal financial participation is not available for room and
board, items of comfort or convenience, or the costs of facility maintenance, upkeep and
improvement. Separate payment is not made for ADvantage services of personal care,
advanced supportive/restorative assistance, skilled nursing, Personal Emergency Response
System, home-delivered meals, adult day health or environmental modifications to a
member while receiving assisted living services since these services are integral to and
inherent in the provision of assisted living service. However, separate payment may be
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made for Medicaid State Plan and/or Medicare Home Health benefits to members
receiving ADvantage assisted living. Separate payment is not made for ADvantage respite
to a member while receiving assisted living services since by definition assisted living
services assume the responsibility for twenty-four (24) hour oversight/monitoring of the
member, eliminating the need for informal support respite. The member is responsible for
room and board costs; however, for an ADvantage member, the ADvantage assisted living
services provider is allowed to charge a maximum for room and board that is no more than
ninety (90) percent of the Supplemental Security Income (SSI) Federal Benefit Rate.
When, per Oklahoma Administrative Code (OAC) 317:35-17-1(b) and 317:35-17-11, the
member has a vendor payment obligation, the provider is responsible for collecting the
vendor payment from the member.
(8) The maximum total annual reimbursement for a member's hospice care within a twelve
(12) month period is limited to an amount equivalent to eighty-five (85) percent of the
Medicare Hospice Cap payment.
(b) The OHSOKDHS CAPAS approved ADvantage person-centered service plan is the basis
for the Medicaid Management Information Systems (MMIS) service prior authorization,
specifying the:
(1) Service;
(2) Service provider;
(3) Units authorized; and
(4) Begin and end dates of service authorization.
(c) Service time for personal care, case management services, home health care, nursing,
skilled nursing, supportive/restorative assistance, and in-home respite, is documented through
the use of the designated statewide Electronic Visit Verification System (EVV) when services
are provided in the home. Providers are required to use the EVV system after access to the
system is made available by OHSOKDHS. Refer to OAC 317:30-3-34(7) for additional
procedures for EVV system failure or EVV system unavailability.
(d) As part of ADvantage quality assurance, provider audits evaluate whether paid claims are
consistent with service plan authorizations and documentation of service provision. Evidence
of paid claims not supported by service plan authorization and documentation of service
provisions are given to OHCA's Program Integrity Unit for follow-up investigation.

PART 95. AGENCY PERSONAL CARE SERVICES

317:30-5-950. Eligible providers

Reimbursement for personal care services (PCS) and home health care services (HHCS)
is made only to agencies that are certified as home care agency providers by the Oklahoma
State Department of Health and are certified by the ADvantage Administration as meeting
applicable federal, state and local laws, rules and regulations. In order to be eligible for
reimbursement, the home care agency must have an approved provider agreement on file with
the Oklahoma Health Care Authority, per Oklahoma Administrative Code (OAC) 317:30-3-2.
Service time of persenal-earePCS and HHCS is documented through the designated statewide
Electronic Visit Verification (EVV) system when services are provided in the member's home.
The home care agency is required to use the EVV system. Refer to OAC 317:30-3-34(7) for
additional procedures for EVV system failure or EVV system unavailability. Refer to OAC
317:35-17-22 for additional instructions.




317:30-5-953. Billing

A billing unit for personal care services (PCS) and home health care services (HHCS)
provided by a home care agency is fifteen (15) minutes of service delivery and equals a visit.
Billing procedures for persenal-eare-servieesPCS and HHCS are contained in the Oklahoma
Medicaid Management Information Systems (OKMMIS) Billing and Procedure Manual.
Service time for personal-care-and nursingPCS and HHCS is documented through the
designated statewide Electronic Visit Verification (EVV) system. Refer to OAC 317:30-3-
34(7) for additional procedures for EVV system failure or EVV system unavailability.




