Oklahoma Health Care Authority

It 1s very important that you provide your comments regarding
the proposed rule change by the comment due date. Comments are
directed to the Oklahoma Health Care Authority (OHCA) Proposed
Changes Blog.

OHCA COMMENT DUE DATE: February 17, 2017

The proposed policy is a Permanent Rule. The proposed policy was
presented at the November 1, 2016 Tribal Consultation and 1is
scheduled to be presented to the Medical Advisory Committee on
March 9, 2017 and the OHCA Board of Directors on March 23, 2017.

Reference: APA WF 16-25A

SUMMARY :

ADvantage Waiver - The proposed revisions update rules for the
Advantage program and related services. The revisions add
language to comply with Federal regulations specific to home and
community based settings. Rules also clarify compensable
services and contract requirements. In addition, rules outline
audit procedures for specific providers.

LEGAL AUTHORITY

The Oklahoma Health Care Authority Board; The Oklahoma Health
Care Authority Act, Section 5003 through 5016 of Title 63 of
Oklahoma Statutes; 42 CFR Part 430, 431 et. Al.

RULE IMPACT STATEMENT:
STATE OF OKLAHOMA
OKLAHOMA HEALTH CARE AUTHORITY
TO: Tywanda Cox

Health Policy

FROM: Carmen Johnson
Health Policy

SUBJECT: Rule Impact Statement
APA WF # 16-25A

A. Brief description of the purpose of the rule:


http://www.okhca.org/providers.aspx?id=12801
http://www.okhca.org/providers.aspx?id=12801

The proposed revision to Chapter 30 Subchapter 5 amends rules
regarding the ADvantage program and services provided by the
ADvantage waiver program and adding Blanguage for new CMS
rules regarding heightened scrutiny of HCB settings. The
proposed rules for Chapter 30 Subchapter 5 achieve DHS goals
by adding policy for CMS CFR rules regarding Home and
Community Based Services (HCBS) and heightened scrutiny for
those setting that are not HCB settings, an update on
services that are provided by the ADvantage waiver program
and deletion of those services no longer available iIn the
program, and clarification on the provider contract processes
and those providers that are required to have annual audits
and adding Adult Day Health and Assisted Living to the list
of providers.

The proposed policy is amended to:

e clarify that providers who do not previously have a
contract with Aging Services through the Special Unit on
Aging for home delivered meals services or Contracts and
Coalitions Adult Day Health contract for adult day
health services may obtain an ADvantage contract by
meeting the administrative, financial and programmatic
components for ADvantage Program certification;

e iInclude the Adult Day Health and Assisted Living
providers in the periodic programmatic audit;

e add clarity to the rule by accurately reflecting the
required processes for case management, monitoring, and
reporting activities for the all Waiver services;

e add clarity to the rule by replacing "plan of care'™ with
the term "person-centered service plan™;

e provide language cleanup and update commonly used terms;

e update language that the CD PASS option is now available
in every Oklahoma county;

e add Qlanguage clarifying the minimum of 8 units 1is
equivalent to 2 hours and maximum billing units 28 units
is equivalent to 7 hours;

e ensure compliance with Center for Medicare and Medicaid
Services (CMS) final rules for Adult Day Health
providers regarding Home and Community-Based Services
(HCBS) Wailver settings have the necessary contents of
request for a waiver;

e clarify maximum billing units per day for skilled
nursing services;

e add wording to be consistent with the Physical Therapy
Act that a physical therapist may evaluate a member-®s
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rehabilitation potential and develop and implement an
appropriate, written, therapeutic regimen without a
referral from a licensed health care practitioner for a
period not to exceed 30-calendar days. Any treatment
required after the 30-calendar day period requires a
prescription from a physician or the physician®s
assistant of the licensee;

e revoke language referencing speech and language therapy
services that are no longer offered in the ADvantage
wailver;

e add language to ensure compliance with HCBS final rules
for HCBS settings in Assisted Living services providers;
the ALC must designate 10 residential units for
ADvantage member, Residential units designated for
ADvantage may be used for other residents at the
assisted living center if there are no pending ADvantage
members for those units. Exceptions may be requested in
writing subject to the approval of AA;

e add language that sets a minimum amount of wunits
designated to be utilized by an ADvantage member for
assisted living services;

e update form submission process; and

e remove reference to Consumer Directed Personal
Assistance Services and Supports and Advanced Personal
Services Assistants as being documented through the
Electronic Visit Verification System (EVV) solely for
reimbursement.

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 iImpacts received by the agency from any private or
public entities:

The classes of persons affected by the proposed amendments
are individuals receiving DHS Aging Services (AS), ADvantage
Waiver services, however these 1individuals bear no costs
associated with the implementation of the rule.

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

The classes of persons who benefit are individuals receiving
DHS AS ADvantage Wailver services.

D. A description of the probable economic impact of the proposed
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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 economic impact on individuals who receive DHS AS
ADvantage Waiver services.

The probable costs and benefits to the agency and to any
other agency of the i1mplementation and enforcement of the
proposed rule, the source of revenue to be wused for
implementation and enforcement of the proposed rule, and any
anticipated effect on state revenues, including a projected
net loss or gain in such revenues if 1t can be projected by
the agency:

The probable cost to DHS includes the cost of printing and
distributing the rules, estimated to be less than $20.

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 amendments do not have an 1iImpact on any
political subdivisions or vrequire their cooperation in
enforcing the rules.

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 proposed amendments do not have an adverse effect on
small business as provided by the Oklahoma Small Business
Regulatory Flexibility Act.

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 proposed amendments do not 1increase compliance costs.
There are no less costly or non-regulatory methods or less
intrusive methods.



I. A determination of the effect of the proposed rule on the
public health, safety and environment and, i1f the proposed
rule iIs 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 amendments clarify the grievance processes for
personal care services, thereby increasing program
effectiveness positively impacting the health, safety, and
well-being of affected persons.

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

IT the proposed amendments are not implemented, the rules
will continue to not provide clarification of services
provided by the ADvantage Waiver.

K. The date the rule impact statement was prepared and 1if
modified, the date modified:

Prepared: December 5, 2016
Modified: January 17, 2017

RULE TEXT
TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 85. ADVANTAGE PROGRAM WAIVER SERVICES

317:30-5-761. Eligible providers

ADvantage Program service providers, except pharmacy
providers, must be certified by the ADvantage Program ADvantage
Administration (AA) and all providers must have a current signed
SoonerCare contract on fTile with the Medicard—Agenrey—(Oklahema
Health—Care—Autherity)-the Oklahoma Health Care Authority
(OHCA), the State Medicaid Agency.

(1) The provider programmatic certification process must

verify—that the provider meets licensure, certification and

training standards as specified in the wakverWaiver document

and agrees to ADvantage Program Conditions of Participation.
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Providers must obtain programmatic certification to be
ADvantage Program certified.

(2) The provider fTinancial certification process must verify
that the provider uses sound business management practices
and has a financially stable business. All providers, except
for NFEnursing facility (NF) Respite;respite, Medrcal
Equipmentmedical equipment and Supplhresssupplies, and
Environmental—MediFreatioenenvironmental modification
providers, must obtain financial certification to be
ADvantage Program certified.

(3) Providers may fail to gain or may lose ADvantage Program
certification due to failure to meet edther programmatic or
financial standards.

(4) At a minimum, provider Tfinancial certification is
reevaluated annually.

(5) The Oklahoma Department of Human Services OKDHS)/Aging
Services—Diviston—(ASD)(DHS) Aging Services (AS) evaluates
Adult—Day—Careadult day health and HemeDbelivered—Mealhome-
delivered meal providers for compliance with ADvantage
programmatic certification requirements. When an adult day
health or home-delivered meal provider does not have a
contract with AS the provider must obtain programmatic
certification to be ADvantage program certified. For
Assisted—Living—Servicesassisted living services provider
programmatic certification, the ADvantage program relies 1iIn
part upon the Oklahoma State Department of
Health/ProtectiveHealth Protective Health Services for review
and verification of provider compliance with ADvantage

standards for Assisted—LIvihg—Servicesassisted living
services providers. Providers of Medical—Eguipment—and
Supplies, Environmental ModiTications, Personal Emergency
Response—Systems;—Hosplece;,—Cb-PASS,—and—NF—Respitemedical

equipment and supplies, environmental modification, personal
emergency response systems, hospice, Consumer-Directed
personal Assistance Services and Supports (CD-PASS), and NF
respite services do not have a programmatic evaluation after
the initial certification.

(6) OKDHS/ASD—w#HDHS AS does not authorize a legal guardian

for a member or an active Pewer—ofF-Attorneypower of attorney
for a member to be that member s Consumer—-birected—Personal

Assistance—Services—and—Supports—(CBb-PASS)CD-PASS member-™s
services provider—of-services.
(7) OKPHS/AASD—wiHIDHS AS may authorize a legallby—responsible

spouse—oF—a—membermember”"s legally-responsible spouse to be
SoonerCare reimbursed uwnder—theper 1915(c) ADvantage Program

as a service provider.




(8) OKDHS/ASBDHS AS may authorize a member®s legal guardian
ofF—a—member to be SoonerCare reimbursed under—theper 1915(c)
ADvantage Program as a service provider except as a provider
of CD-PASS services. Authorization for e#thera spouse or
legal guardian as a provider requires the Ffollowing criteria
in (A) through (D) and monitoring provisions to be met:.
(A) Authorization for a spouse or legal guardian to be the
care provider fTor a member may occur only #fwhen the
member is offered a choice of providers and documentation
demonstrates—that:
(1) e#ther—no other provider is available; or
(i1) available providers are unable to provide
necessary care to the member; or
(i11) the member®"s needs—ef—themember are so extensive
that the spouse or legal guardian whe—previdesproviding
the care i1s prohibited from working outside of the home
due to the member®s need for care.
(B) The service must:
(i) meet the definition of a service/support as
outlined 1in the Federally—approved—warverfederally-
approved Waiver document;
(i1) be necessary to avoid institutionalization;
(i1fi1) be a service/support—that—#s specified iIn the
+hdividualperson-centered service plan;
(iv) be provided by a person who meets the provider
qualifications and training standards specified in the
watverWaiver for that service;
(v) be paid at a rate that does not exceed that which
would otherwise be paid to a provider of a similar
service and does not exceed what is allowed by #he
State Medicatd—AgencyOHCA for the payment of personal
care or personal assistance services; and
(vi) not be an activity—that the spouse or legal
guardian would ordinarily perform or is responsible to
perform. JH+fWhen any of the following criteria are met,
assistance or care provided by the spouse or guardian
wiHH—beils determined to exceed the extent and/or nature
of the assistance they—would-behe or she is expected to
ordinarily provide—in—thetr—rele as spouse or
guardian=. The spouse or guardian:
(1) spouse—or—guardtan—has—resigned from FulH-
timetpart—timepart-time or TfTull-time employment to
provide care for the member; or
(11) spouse—oFr—guardian—has reduced employment from
FfulH-time—to—part-timepart-time or full-time to

provide care for the member; or
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(111) spouse—or—guardian—has—takentook a leave of

absence without pay to provide care for the member;
or
(v)y  spouse  or  guardtan provides
assistancefeareassistance and/or care for the member
35 or more hours per week without pay and the member
has remaining unmet needs because no—eotheranother
provider is avaiHlableunavailable due to the nature
of the assistancefearesassistance and/or care,
special language or commuRicationscommunication
needs, or the member®s iIntermittent hours of care
requirements—ef—the-member.
(C) The spouse or legal guardian—whe—is—a service provider
wi-H—coemplycomplies with—the—foHowing:
(i) not prevideproviding more than 40 hours of services
in a seven—dayseven-day period;
(i1) planned work schedules that must be available in
advance #eofor the member®"s Case Managerscase manager
and variations to the schedule must be noted and
supplied to the case manager two weeks in advance #%e
the—Case—Manager unless the change 1is due to an
emergency;
(if1) mamntalamaintaining and submitsubmitting time
sheets and other required documentation for hours paid;
and
(iv) beis documented 1iIn the person-centered service
plan as the member®s care provider.
(D) In addition to case management, monitoring, and
reporting activities required for all wakverWaiver
services, the state is obligated to additional monitoring
requirements when members elect to use a spouse or legal
guardian as a paid service provider. The AA wiH
menttermonitors through documentation submitted by the
Case— Manager—the—FfoHowing:-case manager, at least
quarterly: expenditures, monthly home visits with member,
and the health safety, and welfare status of the
individual member.

(9) Providers of durable medical equipment and supplies must
comply with OAEOklahoma Administrative Code 317:30-5-210(2)
regarding proof of delivery for items shipped to the member~s
residence.




(10) The OKDHS Aging Service Division (OKDHS/ASD)DHS AS
periodically performs a programmatic audit of adult day
health, assisted living, GCase—Managements;case management,

Home Carehome care (providers of Skilled Nursing, State Plan
Personal——GCares;—In-Home——Respites—Advanced

-y - h I I
Services)(providers of skilled nursing, personal care, in-

home respite and advanced supportive/restorative assistance
and therapy services) and CD-PASS providers. If due to a
programmatic audit, a provider Plan of Correction 1is
required, the AA stopsmay stop new easecases and referrals
to the provider until the Plan of Correction has—beenis
approved, and i1mplemented- and follow-up review occurs.
Depending on the nature and severity of problems discovered
during a programmatic audit, at the discretion of the
OKBHS/AASDB;DHS AS, members determined to be at risk for health
or safety may be transferred from a provider requiring a Plan
of Correction to another provider.

317:30-5-762. Coverage
Individuals receiving ADvantage Program services must have
beenbe determined to—be eligible for the program and must have

an approved plan—oF—care-person-centered service plan. Any
ADvantage Program service provided must be listed on the

approved plah—oF —care—and—must—be —necessaryperson-centered
service plan to prevent institutionalization of the member.
Waiver services whichthat are expansions of Oklahoma Medicaid
State Plan services may only be provided after the member has
exhausted these services available under the State Plan.
(1) Foallow—Fordevelopment—ofadministrative structures—and
provider—ecapacity—to—adequatelyr—deliver Consumer-Directed

Personal Assistance Services and Supports (CD-PASS),

T - e limited

OKDHS/ASD-services are available to ADvantage Program members
in every county.

(2) ADvantage Case Managers—within—the CD-PASS—approved—area
wiHHcase managers provide information and materials that
explain the CD-PASS service option to thelr members. The AA
ADvantage Administration (AA) provides information and
material on CD-PASS to GCase——Managerscase managers for
distribution to members.

(3) The member may request CD-PASS services from #heilr—Case
Managerhis or her case manager or call an AA—mainrtainedAA-
maintained toll-free number to request CD-PASS services.
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(4) The AA uses the following criteria to determine an
ADvantage member®s service eligibility to participate in CD-
PASS=, the:
{A)—residence—in—theCD-PASS—approved—areas
B)(A) member"s health and safety with CD-PASS services
can reasonably be assured based on a review of service
history records and a review of membera member®"s capacity
and readiness to assume Emploeyeremployer responsibilities
under CD-PASS with any one of the following findings as
basis to deny a request for CD-PASS due to inability to
assure member health and safety;, when the member:
(i)—the—member does not have the ability to make
decisions about his/her care oefor service planning and
the member®s  “advthorized— representative-authorized
representative is net—%#illingunwilling to assume CD-
PASS responsibilitiess; or
(in) the—#@mbeF—+S—ﬁ9t—MH44+ﬂgIS unwilling to assume
responsibility, or to enlist an "authorized
Fepresentative-authorized representative to assume
responsibility, iIn one or more areas of CD-PASS, such
as in service plannings—er—#1 assuming the role of
employer of the PSApersonal services assistant (PSA) or
ARSAadvanced personal services assistant (APSA)
provider, e¥ 1In monitoring and managing health or 1in
preparation for emergency backups; or
(i11) the—membermember has a recent history of self-
neglect or self-abuse as evidenced by Adult Protective
Services intervention within the past 12 months and
does not have an “auvthorizedrepresentative-authorized
representative with capacity to assist with CD-PASS
responsibilities;
€©)(B) member voluntarily makes an informed choice to
receive CD-PASS services. As part of the informed choice
decision-making process for CD-PASS, the AA staff or #the
Case— Managercase manager provides consultation and
assistance as the member completes a self-assessment of
preparedness to assume the role of Emploeyer—of their
Personal—Services—Assistant-employer of his or her PSA or
APSA. The orientation and enrollment process wiH
provideprovides the member with a basic understanding of
what wiH—Dbeis expected of them under CD-PASS, the
supports available to assist them to successfully perform
Employeremployer responsibilities and an overview of the
potential risks involved.
(5) The AA uses the following criteria to determine that
based upon documentation, a person is no longer allowed to
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participate in CD-PASS:
(A) the member does not have the ability to make decisions
about h#sfherhis or her care or service planning and the
member*~s “avtherized———— Frepresentativeauthorized
representative is noet—wiHHi#nrgunwilling to assume CD-PASS
responsibilities; oFf
(B) the member 1i1s net—wiHHRgunwilling to assume
responsibility or to enlist an “avthorized
representative“authorized representative to assume
responsibilitys iIn one or more areas of CD-PASS, such as
in service plannings; or In assuming the role of employer
of the PSA or APSA provider, or in monitoring and managing
health or iIn preparation for emergency backup; er
(C) the member has a recent history of self-neglect or
self-abuse as evidenced by Adult Protective Services
intervention and does not have an "authoritzed
representative“authorized representative with capacity to
assist with CD-PASS responsibilities; or
(D) the member abuses or exploits thetrthe employee; oF
(E) the member Ffalsifies time-sheets or other work
records; or
(F) the member, even with CM/CDA and Financial Management
Services assistance, is unable to operate within #hetrhis
or her Individual Budget Allocation; or
(©)) inferior quality of services provided by

member/employer-s—employee;—orthe member"s PSA or APSA
provider(s), inability of the member/employer-s—employee

PSA or APSA provider(s) to provide the number of service

units the member requiress—jeopardizes jJeopardizing the
member®s health and/or safety.

317:30-5-763. Description of services

Services included i1n the ADvantage Program are:

(1) Case management.
(A) Case management services, regardless of payment source
assist a member #h—galningto gain access to medical,
social, educational, or other serV|Ces———FegaFdless——ef
payment—souree  that may benefit
mairtainringhim or her to maintain health and safety Case

managers: Jm%ra{e—and—eveiasee—neeessapy—assessment—s—and




and demonstrate person-centered planning competency.

(1) 1initiate and oversee necessary assessments and

reassessments to establish or reestablish Waiver
program eligibility;

(i1) develop the member®s comprehensive person-centered
service plan, listing only the services necessary to
prevent institutionalization of the member, as
determined through the assessments;

(i1i1) 1initiate the addition of necessary services or
deletion of unnecessary services, as dictated by the
member®s condition and available support;

(iv) monitor the member®"s condition to ensure delivery
and appropriateness of services and 1initiate person-
centered service plan reviews. Case managers submit an
individualized Form 02CB014, Services Backup Plan, on

12



all initial service plans, annually at reassessment,
and on wupdates as appropriate throughout the year,
reflecting risk factors and measures 1iIn place to
minimize risks. When a member requires hospital or
nursing facility (NF) services, the case manager:
(1) assists the member iIn accessing institutional
care and, as appropriate, periodically monitors the
member®"s progress during the institutional stay;
(11) helps the member transition from institution to
home by updating the person-centered service plan;
(111) prepares services to start on the date the
member is discharged from the institution; and
(v must meet ADvantage Program minimum
requirements for qualification and training prior to
providing services to ADvantage members.
(B)Providers of ADvantage services for the member or for
those who have an interest in or are employed by an
ADvantage provider for the member must not provide case
management or develop the person-centered service plan,
except when the AA demonstrates the only willing and
qualified entity to provide case management and/or develop
person-centered service plans In a geographic area, also
provides other ADvantage services. Prior to providing
services to members receiving Consumer-Directed Personal
Assistance Services and Supports (CD-PASS), case manager
supervisors, and case managers are required to receive
training and demonstrate knowledge regarding the CD-PASS
service delivery model, "Independent Living Philosophy,"
and demonstrate competency person-centered planning.
€B)(C) Providers may only claim time for billable case
management activities, described as:
(i) any task or function per Oklahoma Administrative
Code (OAC) 317:30-5-763(1)(A) that only an ADvantage
case manager because of skill, training, or authority
can perform on behalf of a member; and
(i1) ancillary activities, such as clerical tasks
including, but not limited to, mailing, copying,
filing, Tfaxing, driving time, or supervisory and
administrative activities are not Dbillable case
management activities. The administrative cost of these
activities and other normal and customary business
overhead costs are included in the reimbursement rate
for billable activities.
€)(D) Case management services are prior authorized and
billed per 15-minute unit of service using the rate
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associated with the location of residence of the member

served.
(1) Standard rate: GCasecase management services are
billed using a standard rate for reimbursement for
billable service activities provided to a member who
resides in a county with a population density greater
than 25 persons per square mile.
(i1) Very rural/difficult service area rate: GCasecase
management services are billed using a very
rural/difficult service area rate for billable service
activities provided to a member who resides In a county
with a population density equal to, or less than 25
persons per square mile. Exceptions are services to

members who reside in Oklahoma Department—of Human
Services—Aging—Services(PHS-AS)DHS AS i1dentified z#pZip
codes iIn Osage County adjacent to the metropolitan
areas of Tulsa and Washington Counties. Services to
these members are prior authorized and billed using the
standard rate.
(iti) The [latest United States Census, Oklahoma
Counties population data is the source for
determination of whether a member resides iIn a county
with a population density equal to, or less than 25
persons per square mile, or resides in a county with a
population density greater than 25 persons per sqguare
mile.
(2) Respite.
(A) Respite services are provided to members who are
unable to care for themselves. Services are provided on a
short-term basis due to the primary caregiver®s absence or
need for relief. Payment for respite care does not include
room and board costs unless more than seven hours are
provided iIn a nursing Tacility. Respite care 1i1s only
utilized when other sources of care and support are
exhausted. Respite care is only listed on the service plan
when 1t 1s necessary to prevent institutionalization of
the member. Units of services are limited to the number of
units approved on the service plan.
(B) In-home respite services are billed per 15-minute
units of service. Within any one-day period, a minimum of
eight units (2 hours) must be provided with a maximum of
28 units (7 hours) provided. The service is provided in
the member®s home.
(C) Facility-based extended respite i1s TfTiled for a per

diem rate when provided iIn a nursing—FaciHHtyNF. Extended
respite must be at least eight hours In duration.
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(D) In-home extended respite is filed for a per diem rate.
A minimum of eight hours must be provided in the member-®s
home .
(3) Adult day health (ADH) care.
(A) Adult—day—health—careADH 1s furnished on a regularly
scheduledregularly-scheduled basis for one or more days
per week in an outpatient setting. It provides both health
and social services necessary to ensure the member®s
optimal Tfunctioning. Physical;—occupationals,—and—speech
I - I s ded I he baci

assistance with activities of daily living (ADLs), such as
eating, mobility, toileting, and nail care are integral
services to ADH care service and are covered by the ADH
care basic reimbursement rate.

(B) Adult—day—healthADH care 1is a 15-minute unit of
service. No more than eight hours, 32 unitss (eight hours)
are authorized per day. The number of units of service a
member may receive 1i1s limited to the number of units
approved on the member®s approved service plan.

(C) Physical, occupational, and speech therapies are only
provided as an enhancement to the basic ADH care service
when authorized by the service plan and are billed as a
separate procedure. Adwlt—day—healthADH care therapy
enhancement is a maximum of one session unit per day of
service.

(D) Adult—day—health—personal—care—enhancement—is—a
Jaundry—service-Meals provided as part of this service do
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not constitute a full nutritional regimen. One meal, that
contains at least one-third of the current daily dietary
recommended intake (DRI) as established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academy of Sciences, 1is provided to those
participants who are in the center for four or more hours
per day, and does not constitute a Tfull nutritional
regimen. Member"s access to food at any time must also be
available in addition to the required meal and 1is
consistent with an individual not receiving Medicaid-
funded services and supports.
(E) Personal care service enhancement in ADH iIs assistance
in bathing, hair care, or laundry service, authorized by
the person-centered service plan and billed as separate
procedures. This service is authorized when as ADvantage
Waiver member who wuses ADH requires assistance with
bathing, hair care, or laundry to maintain health and
safety. Assistance with bathing, hair care, or laundry
service 1s not a usual and customary ADH care service. ADH
personal care enhancement is a maximum of one unit per day
of bathing, hair care, or laundry service.
(F) DHS Home and Community-Based Services (HCBS) Waiver
settings have qualities defined in federal regulation per
Section 441.301 (c)(4) of Title 42 of Code of Federal
Regulations [42 CFR § 441.301 (c)(4)] based on the needs
of the individual defined in the member"s authorized
service plan.
(1) The ADH center 1is Integrated and supports full
access of ADvantage members to the greater community,
including opportunities to:
(1) seek employment and work in competitive
integrated ADH Center, not a requirement for persons
that are retirement age;
(11) engage in community life;
(111) control personal resources; and
(1V) receive services In the community, to the same
degree as individuals not receiving ADvantage
Program or other Medicaid HBCS Waiver services.
(i1) The ADH 1is selected by the member from all
available service options and given the opportunity to
visit and understand the options.
(ii1) The ADH ensures the member®s rights of privacy,
dignity, respect, and freedom from coercion and
restraint.
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(iv) The ADH optimizes the member"s initiative,
autonomy, and 1independence in making Hlife choices
including, but not limited to:
(1) daily activities;
(11) the physical environment; and
(111) with whom to interact.
(v) The ADH facilitates the member®s choice regarding
services and supportss including the provider.
(vi) Each member has the freedom and support to control
his or her own schedules, activities, and access to
food at any time.
(vii) Each member may have visitors whenever he or she
chooses.
(viii) The ADH center is physically accessible to the
member .
(G) ADH centers that are presumed not to be Home and
Community-Based settings per 42 CFR § 441.301(c)(B5)(v)
include:
(i) ADH <centers i1In a publicly or privately-owned
facility providing inpatient treatment;
(i1) ADH centers on the grounds of or adjacent to a
public Institution;
(iti1) ADH centers with the effect of isolating
individuals from the broader community of individuals
not receiving ADvantage Program or another Medicaid
HCBS;
(H) 1Tt the ADH is presumed not HCBS, according to 42 CFR §
441.301(c)(B5)(v), 1t may be subject to heightened scrutiny
by AA, OHCA, and CMS. The ADH must provide evidence that
the ADH portion of the facility has clear administrative,
financial, programmatic, and environmental distinctions
from the institution and comply with additional monitoring
by the AA.
(4) Environmental modifications.
(A) Environmental modifications are physical adaptations
to the home, required by the member®s person-centered
service plan that are necessary to ensure the health,
welfare, and safety of the member or enable the member to
function with greater independence in the home, and that
without such, the member would require
institutionalization. Adaptations or improvements to the
home not of direct medical or remedial benefit to the
Waiver member are excluded.
(B) All services require prior authorization.
(5) Specialized medical equipment and supplies.
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(A) Specialized medical equipment and supplies are
devices, controls, or appliances specified iIn the person-
centered service plan that enable members to increase
their abilities to perform ABLs;Activities of Daily Living
(ADLs), or to perceive, control, or communicate with the
environment in which they live. Necessary items for life
support, ancillary supplies, and equipment necessary for
the proper functioning of such items, and durable and non-
durable medical equipment not available under the Medicaid
state plan are also included. This service excludes any
equipment and/or supply i1tems not of direct medical or
remedial benefit to the Waiver member. This service is
necessary to prevent institutionalization.
(B) Specialized medical equipment and supplies are billed
using the appropriate HealthCare Common Procedure Code
(HCPC). Reoccurring supplies shipped and delivered to the
member are compensable only when the member remains
eligible for Waiver services, continues to reside in the
home, and i1s not iInstitutionalized i1n a hospital, skilled
nursing facility, or nursing home. It is the provider~s
responsibility to verify the member®s status prior to
shipping and delivering these items. Payment for medical
supplies 1i1s Qlimited to the SoonerCare rate +#Fwhen
established, to the Medicare rate, or to actual
acquisition cost, plus 30 percent. All services must have
prior authorization.

(6) Advanced supportive/restorative assistance.
(A) Advanced supportive/restorative assistance services
are maintenance services used to assist a member who has a
chronic, yet stable; condition. These services assist with
ADLs that require devices and procedures related to
altered body functions. These services are for maintenance
only and are not utilized as treatment services.
(B) Advanced supportive/restorative assistance service 1s
billed per 15-minute unit of service. The number of units
of service a member may receive is limited to the number
of units approved on the person-centered service plan.

(7) Nursing.
(A) Nursing services are services listed in the person-
centered service plan that are within the scope of the
Oklahoma Nursing Practice Act. These services are provided
by a registered nurse (RN), a licensed practical nurse
(LPN), or a licensed vocational nurse (LVN) under the
supervision of an RN licensed to practice iIn the state.
Nursing services may be provided on an intermittent or
part-time basis or may be comprised of continuous care.
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The provision of the nursing service works to prevent or
postpone the iInstitutionalization of the member.
(B) Nursing services are services of a maintenance or
preventative nature provided to members with stable,
chronic conditions. These services are not intended to
treat an acute health condition and may not include
services reimbursable under either Medicaid or the
Medicare Home Health Program. This service primarily
provides nurse supervision to the personal care assistant
or to the advanced supportive/restorative assistance aide
and assesses the member®s health and prescribed medical
services to ensure they meet the member®s needs as
specified In the person-centered service plan. A nursing
assessment/evaluation, on-site visit 1s made to each
member—Fer—whem, with additional visits for members with
advanced supportive/restorative assistance services a¥re
authorized to evaluate the condition of the member and
medical appropriateness of services. An
assessment/evaluation wvistt report is madeforwarded to the
ADvantage Program case manager In accordance with review
schedule determined between the case manager and
aursesoutlined 1n the member"s person-centered service
plan, to report the member®s condition or other
significant information concerning each advanced
suppertive/restorative—careADvantage member.
(i) The ADvantage Program case manager may recommend
authorization of nursing services as part of the
interdisciplinary team planning for the member-"s
person-centered service plan and/or
assessment/evaluation of the:
(1) member®s general health, functional ability, and
needs; and/or
(11) adequacy of personal care and/or advanced
supportive/restorative assistance services to meet
the member®s needs, including providing on-the-job
training and competency testing for personal care or
advanced supportive/restorative care aides per rules
and regulations for the delegation of nursing tasks
established by the Oklahoma Board of Nursing.
(in) In addition to assessment/evaluation, the
ADvantage Program case manager may recommend
authorization of nursing services to:
(1) prepare a one-week supply of insulin syringes
for a person who is blind and has diabetes, who can
safely self-inject the medication but cannot Till
his or her own syringe. This service includes
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monitoring the member®s continued ability to self-
administer the insulin;
(11) prepare oral medications 1In divided daily
compartments for a member who self-administers
prescribed medications but needs assistance and
monitoring due to a minimal level of disorientation
or confusion;
(111) monitor a member®s skin condition when a
member is at risk Tfor skin Dbreakdown due to
immobility or 1incontinence or the member has a
chronic stage 1 decubitus ulcer requiring
maintenance care and monitoring;
(1V) provide nail care for the member with diabetes
or member who has circulatory or neurological
compromise; and
(V) provide consultation and education to the
member, member*~s family, or other informal
caregivers identified In the person-centered service
plan, regarding the nature of the member®s chronic
condition. Skills training, including return skills
demonstration to establish competency, to the
member, family, or other 1iInformal caregivers as
specified in the person-centered service plan for
preventive and rehabilitative care procedures are
also provided.
(C) Nursing service iIncludes interdisciplinary team
planning and recommendations for the member®s person-
centered service plan development and/or
assessment/evaluations; or fTor other services within the
scope of the Oklahoma Nursing Practice Act, 1including
private duty nursing. Nursing services are billed per 15-
minute unit of service. A specific procedure code is used
to bill for interdisciplinary team planning and
recommendations for the member®s person-centered service
plan and  for  performing  assessment/evaluations,
anotherother procedure cede—#scodes may be used to bill
for all other authorized nursing services. A maximum of
eight units, two hours, per day of nursing for service
plan development and assessment evaluation are allowed. An
agreement by a provider to perform a nurse evaluation is
also an agreement to provide the Medicaid iIn-home care
services for which the provider 1s certified and
contracted. Reimbursement for a nurse evaluation is denied
when the provider that produced the nurse evaluation fails
to provide the nurse assessment identified In the Medicaid
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in-home care services for which the provider is certified
and contracted.

(8) Skilled nursing services.
(A) Skilled nursing services listed In the person-centered
service plan that are within the scope of the state"s
Nurse Practice Act and are ordered by a licensed
physician, osteopathic physician, physician assistant, or
an advanced practice nurse and are provided by an RN, er
an LPN, or LVN under the supervision of a registered
Aaurses;an RN, licensed to practice iIn the state. Skilled
nursing services provided in the member®s home or other
community setting are services requiring the specialized
skills of a licensed nurse. The scope and nature of these
services are 1intended for treatment of a disease or a
medical condition and are beyond the scope of ADvantage
nursing services. These iIntermittent nursing services are
targeted toward a prescribed treatment or procedure that
must be performed at a specific time or other predictable
rate of occurrence. The RN contacts the member®s physician
to obtain necessary information or orders pertaining to
the member®s care. When the member has an ongoing need
for service activities requiring more or less units than
authorized, the RN must recommend, iIn writing, that the
service plan be revised.
(B) Skilled nursing services are provided on an
intermittent or part-time basis, and billed per 15-minute
units of service. Skilled nursing services are provided
when nursing services are not available through Medicare
or other sources or when SoonerCare plan nursing services
limits are exhausted. Amount, frequency, and duration of
services are prior-authorized 1In accordance with the
member s person-centered service plan.

(9) Home-deliveredHome-delivered meals.
(A) Heme—deliveredHome-delivered meals provide one meal
per day. A home—deliveredhome-delivered meal is a meal
prepared In advance and brought to the member®s home. Each
meal must have a nutritional content equal to at least
one-third of the dietary reference iIntakes as established
by the Food and Nutrition Board of the National Academy of
Sciences. MealsHome-delivered meals are only provided to
members who are unable to prepare meals and lack an
informal provider to do meal preparation.
(B) Home—deliveredHome-delivered meals are billed per
meal, with one meal equaling one unit of service. The
limit of the number of units a member is allowed to
receive Is In accordance with the member®s person-centered
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service plan. The provider must obtain a signature from
the member or the member®s representative at the time the
meal 1s delivered. In the event the member i1s temporarily
unavailable, such as at a doctor®s appointment and the
meal is left at the member"s home, the provider must
document the reason a signature was not obtained. The
signature logs must be available for review.

(10) Occupational therapy services.
(A) Occupational therapy services are services that
increase  functional independence by enhancing the
development of adaptive skills and performance capacities
of members with physical disabilities and related
psychological and cognitive 1Impairments. Services are
provided in the member®s home and are intended to help the
member achieve greater independence enabling him or her to
reside and participate 1In the community. Treatment
involves the therapeutic use of self-care, works; and play
activities, and may include modification of the tasks or
environment to enable the member to achieve maximum
independence, prevent fTurther disability, and maintain
health. Under a physician®s order, a licensed occupational
therapist evaluates the member"s rehabilitation potential
and develops an appropriate written, therapeutic regimen.
The regimen utilizes paraprofessional occupational therapy
assistant services, within the limitations of his or her
practice, working under the supervision of a licensed
occupational therapist. The regimen includes education and
training fTor informal caregivers to assist with and/or
maintain services when appropriate. The occupational
therapist ensures monitoring and documentation of the
member®s rehabilitative progress and reports to the
member®s case manager and physician to coordinate the
necessary addition or deletion of services, based on the
member®s condition and ongoing rehabilitation potential.
(B) Occupational therapy services are billed per 15-minute
unit of service. Payment i1s not allowed solely for written
reports or record documentation.

(11) Physical therapy services.
(A) Physical therapy services are those services that
maintain or improve physical disability through the
evaluation and rehabilitation of members disabled by pain,
disease, or injury. Services are provided in the member-®s
home and are iIntended to help the member achieve greater
independence to reside and participate in the community.
Treatment involves the use of physical therapeutic means,
such as massage, manipulation, therapeutic exercise, cold
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and/or heat therapy, hydrotherapy, electrical stimulation,
and light therapy. Under a physician®s order, a licensed
physical therapist evaluates the member®s rehabilitation
potential and develops an appropriate, written,
therapeutic regimen. Under the Physical Therapy Act, a
physical therapist may evaluate a member"s rehabilitation
potential and develop and implement an appropriate,
written, therapeutic regimen without a referral from a
licensed health care practitioner for a period not to
exceed 30-calendar days. Any treatment required after the
30-calendar day period requires a prescription from a
physician or the physician®s assistant of the licensee.
The regimen utilizes paraprofessional physical therapy
assistant services, within the limitations of his or her
practice, working under the supervision of the licensed
physical therapist. The regimen includes education and
training fTor informal caregivers to assist with and/or
maintain services when appropriate. The licensed physical
therapist ensures monitoring and documentation of the
member"s rehabilitative progress and reports to the
member®s case manager and physician to coordinate the
necessary addition or deletion of services, based on the
member®s condition and ongoing rehabilitation potential.

(B) Physical therapy services are biHHed—per—15-mindyte
vhitts—oF —service-authorized as ADH care therapy
enhancement and are a maximum of one session unit per day
of service. Payment is not allowed solely for written
reports or record documentation.

(12) Speech and language therapy services.

(A) Speech and language therapy services are those that
maintain or improve speech and language communication
cHsabiHtyand swallowing disorders/disability through the
evaluation and rehabilitation of members disabled by pain,
disease, or injury. Services are provided in the member-®s
home and are intended to help the member achieve greater
independence to reside and participate in the community.
Services 1involve the use of therapeutic means, such as
evaluation, specialized treatment, or developments; and
oversight of a therapeutic maintenance program. Under a

physician®s order, a Jlicensed speech and [language
pathologist evaluates the member-®s rehabilitation
potential and develops an appropriate, written,

therapeutic regimen. The regimen utilizes paraprofessional
therapy—assistantSpeech Language Pathology Assistant

services within the limitations of his or her practice,
working under the supervision of the licensed speech—and
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tJanguage—pathoelogist-Speech and Language Pathologist. The

regimen includes education and training for informal
caregivers to assist with, and/or maintain services when
appropriate. The speech—andlanguage—pathologistSpeech and
Language Pathologist ensures monitoring and documentation
of the member®s rehabilitative progress and reports to the
member®s case manager and physician to coordinate the
necessary addition and/or deletion of services, based on
the member-®s condition and ongoing rehabilitation
potential.
(B) Speech and language therapy services are biHed per
15-minyte—unit—of service-authorized as ADH care therapy
enhancement and are a maximum of one session unit per day
of service. Payment is not allowed solely for written
reports or record documentation.

(13) Hospice services.
(A) Hospice services are palliative and comfort care
provided to the member and his or her Tfamily when a
physician certifies the member has a terminal 1illness,
with a life expectancy of six months or less, and orders
hospice care. ADvantage hospice care is authorized for a
six-month periods; and requires physician certification of
a terminal illness and orders of hospice care. When the
member requires more than six months of hospice care, a
physician or nurse practitioner must have a face-to-face
visit with the member 30-calendar days prior to the
initial hospice authorization end date, and re-certify
that the member has a terminal i1llness, has six months or
less to live, and orders additional hospice care. After
the 1initial authorization period, additional periods of
ADvantage hospice may be authorized for a maximum of 60-
calendar day increments with physician certification that
the member has a terminal i1llness and six months or less
to live. A member®"s person-centered service plan that
includes hospice care must comply with Waiver requirements
to be within total person-centered service plan cost
limits.
(B) A hospice program offers palliative and supportive
care to meet the special needs arising out of the
physical, emotional, and spiritual stresses experienced
during the final stages of illness, through the end of
life, and bereavement. The member signs a statement
choosing hospice care instead of routine medical care with
the objective to treat and cure the member®s i1llness. Once
the member has elected hospice care, the hospice medical
team assumes responsibility for the member®s medical care
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for the illness in the home environment. Hospice care
services include nursing care, physician services, medical
equipment and supplies, drugs for symptom and pain relief,
home health aide and personal care services, physical,
occupational and speech therapies, medical social
services, dietary counseling, and grief and bereavement
counseling to the member and/or the member®s family.
(C) A hospice plan—oF—careperson-centered service plan
must be developed by the hospice team in conjunction with
the member"s ADvantage case manager before hospice
services are provided. The hospice services must be
related to the palliation or management of the member-s
terminal i1llness, symptom control, or to enable the member
to maintain ADL and basic functional skills. A member who
is eligible for Medicare hospice provided as a Medicare
Part A benefit, 1i1s not eligible to receive ADvantage
hospice services.
(D) Hospice services are billed per diem of service for
days covered by a hospice plan—oF—careperson-centered
service plan and whille the hospice provider is responsible
for providing hospice services as needed by the member or
member®s Tfamily. The maximum total annual reimbursement
for a member"s hospice care within a 12-month period is
limited to an amount equivalent to 85 percent of the
Medicare hospice cap payment, and must be authorized on
the member®"s person-centered service plan.

(14) ADvantage personal care.
(A) ADvantage personal care is assistance to a member 1iIn
carrying out ADLs, such as bathing, grooming, and
toileting or iIn carrying out iInstrumental activities of
daily living (1ADLs), such as preparing meals and laundry
service, to ensure the member®s personal health and
safety, or to prevent or minimize physical health
regression or deterioration. Personal care services do not
include service provision of a technical nature, such as
tracheal suctioning, bladder catheterization, colostomy
irrigation, or the operation and maintenance of equipment
of a technical nature.
(B) ADvantage home care agency skilled nursing staff
working 1in coordination with an ADvantage case manager
areils responsible for the development and monitoring of
the member*®s personal care services.
(C) ADvantage personal care services are prior-authorized
and billed per 15-minute unit of service, with units of
service limited to the number of units on the ADvantage
approved person-centered service plan.
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(15) Personal emergency response system.
(A) Personal emergency response system (PERS) 1i1s an
electronic device that enables members at high risk of
institutionalization, to secure help iIn an emergency.
Members may also wear a portable "help” button to allow
for mobility. PERS is connected to the person®s phone and
programmed to signal, per member preference, a friend,
relative, or a response center, once the "help”™ button 1is
activated. For an ADvantage member to be eligible for PERS
service, the member must meet all of the service criteria
in (1) through (vi). The:
(i) member has a recent history of falls as a result of
an existing medical condition that prevents the member
from getting up unassisted from a fall;
(i1) member lives alone and without a regular
caregiver, paid or unpaid, and therefore i1s left alone
for long periods of time;
(i11) member demonstrates the capability to comprehend
the purpose of and activate the PERS;
(iv) member has a health and safety plan detailing the
interventions beyond the PERS to ensure the member-®s
health and safety In his or her home;
(v) member has a disease management plan to implement
medical and health iInterventions that reduce the
possibility of falls by managing the member-"s
underlying medical condition causing the falls; and
(vi) ThePERS service avoids premature or unnecessary
institutionalization of the member.
(B) PERS services are billed using the appropriate
HCPCHealthcare Common Procedure Coding (HCPC) procedure
code for installation, monthly service, or PERS purchase.
All services are prior authorized #r—accordance—withper
the ADvantage approved service plan.
(16) Consumer-Directed—Personal—Assistance—Services—and
Suppert(CBb-PASS)-CD-PASS.
(A) CD-PASS are personal services assistance (PSA) and
advanced personal services assistance (APSA) that enable a
member In need of assistance to reside iIn #he#rhis or her
home and community of thelHr—ehoosingchoice, rather than in
an institution; and to carry out functions of daily
living, self-care, and mobility. CD-PASS services are
delivered as authorized on the person-centered service
plan. The member becomes the employer of record and
employs the PSA and the APSA. The member 1is responsible,
with assistance from ADvantage Program Administrative
Financial Management Services (FMS), for ensuring the

26



employment complies with state and federal Ilabor law
requirements. The member/employer may designate an adult
family member or friend, who is not a PSA or APSA to the
member, as an "authorized representative” to assist 1In
executing the employer functions. The member/employer:
(i) recruits, hires and, as necessary, discharges the
PSA or APSA;
(i1) i1s solely responsible to provide instruction and
training to the PSA or APSA on tasks and works with the
consumer directed agent/case manager (CDA) to obtain
ADvantage skilled nursing services assistance with
training, when necessary. Prior to performing an APSA
task for the Tfirst time, the APSA must demonstrate
competency iIn the tasks 1In an on-the-job training
session conducted by the member and the member must
document the attendant"s competency iIn performing each
task in the APSA"s personnel fTile;
(i11) determines where and how the PSA or APSA works,
hours of work, what i1s to be accomplished and, within
individual budget allocation limits, wages to be paid
for the work;
(iv) supervises and documents employee work time; and
(v) provides tools and materials for work to be
accomplished.
(B) The services the PSA may provide include:
(i) assistance with mobility and transferring in and
out of bed, wheelchair, or motor vehicle, or all;
(11) assistance with routine bodily functions—that—may
#nelude:, such as:
(1) bathing and personal hygiene;
(11) dressing and grooming; and

(111) eating, including meal preparation and
cleanup;
(1i1) assistance with home services—that—may—include,
such as shopping, laundry—service, cleaning, and

seasonal chores;

(iv) companion assistance, #that—may—#neludesuch as
letter writing, reading mail, and providing escort or
transportation to participate in approved activities or
events. "Approved activities or events,” means
community, civic participation guaranteed to all
citizens including, but not Ilimited to, exercise of
religion, voting or participation 1in daily life
activities iIn which exercise of choice and decision
making is 1mportant to the member, and may include
shopping for food, clothing, or other necessities, or
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for participation iIn other activities or events

specifically approved on the person-centered service

plan.
(C) An APSA provides assistance with ADLs to a member with
a stable, chronic condition, when such assistance requires
devices and procedures related to altered body function if
such activities, in the opinion of the attending physician
or licensed nurse, may be performed i1f the member were
physically capable, and the procedure may be safely
performed in the home. Services provided by the APSA are
maintenance services and are never used as therapeutic
treatment. Members who develop medical complications
requiring skilled nursing services while receiving APSA
services are referred to his or her attending physician,
who appropriate, order home health services. APSA includes
assistance with health maintenance activities that may
include:

(i) routine personal care for persons with ostomies,

including tracheotomies, gastrostomies, and colostomies

with well-healed stoma, external, indwelling, and

suprapubic catheters that include changing bags and

soap and water hygiene around the ostomy or catheter

site;

(i1) removing external catheters, iInspecting skin, and

reapplication of same;

(i11) administering prescribed bowel program, including

use of suppositories and sphincter stimulation, and

enemas {pre-packaged only without contraindicating

rectal or intestinal conditions;

(iv) applying medicated  {preseriptionm)prescription

lotions or ointments and dry, non-sterile dressings to

unbroken skin;

(v) using a lift for transfers;

(vi) manually assisting with oral medications;

(vii) providing passive range of motion (non-resistive

flexion of joint) therapy, delivered In accordance with

the person-centered service plan unless contraindicated

by underlying joint pathology;

(viii) applying non-sterile dressings to superficial

skin breaks or abrasions; and

(ix) using universal precautions as defined by the

Centers for Disease Control and Prevention.
(D) FMS are program administrative services provided to
participating CD-PASS members/employers by DHS—AS-AA. FMS
are employer-related assistance that provides Internal
Revenue Service (IRS) fiscal reporting agent and other
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financial management tasks and functions including, but
not limited to:
(1) processing employer payroll, after the
member/employer has verified and approved the employee
timesheet, at a minimum of semi-monthly, and associated
withholding for taxes, or for other payroll
withholdings performed on behalf of the member as
employer of the PSA or APSA;
(i1) other employer related payment disbursements as
agreed to with the member/employer and in accordance
with the member/employer®”s individual budget
allocation;
(i11) responsibility for obtaining criminal and abuse
registry background checks on prospective hires for
PSAs—or—APSAsPSA or APSA on the member/employer-®s
behalf;
(iv) providing orientation and training regarding
employer responsibilities, as well employer information
and management guidelines, materials, tools, and staff
consultant expertise to support and assist the member
#1  successfully performingperform employer-related
functions; and
(v) making Hepatitis B vaccine and vaccination series
available to PSA and APSA employees in compliance with
Occupational Safety and Health Administration (OSHA)
standards.
(E) The PSA service 1i1s billed per 15-minute unit of
service. The number of units of PSA a member may receive
is limited to the number of units approved on the person-
centered service plan.
(F) The APSA service 1is billed per 15-minute unit of
service. The number of units of APSA a member may receive
is limited to the number of units approved on the person-
centered service plan.
(17) Institutional transition services.
(A) Institutional transition services are those services
necessary to enable a member to leave the institution and
receive necessary support through ADvantage Waiver
services in his or her home and community.
(B) Transitional case management services are services per
B6ACOklahoma Administrative Code (OAC) 317:30-5-763(1)
required by the member and included on the member-"s
person-centered service plan that are necessary to ensure
the health, welfare, and safety of the member, or to
enable the member to function with greater iIndependence iIn
the home, and without which, the member would continue to
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require institutionalization. AdvantageADvantage
transitional case management services assist
institutionalized members who are eligible to receive
ADvantage services iIn gaining access to needed Waiver and
other State plan services, as well as needed medical,
social, educational, and other services to assist iIn the
transition, regardless of the funding source for the
services to which access 1s gained. Transitional case
management services may be authorized for periodic
monitoring of an ADvantage member®s progress during an
institutional stay and for assisting the member transition
from institution to home by updating the person-centered
service plan, including necessary iInstitutional transition
services to prepare services and supports to be in place
or to start on the date the member is discharged from the
institution. Transitional case management services may be
authorized to assist individuals that have not previously
received ADvantage services, but were referred by DHS AS
to the case management provider for assistance 1In
transitioning from the institution to the community with
ADvantage services support.

(1) Institutional transition case management services

are prior authorized and billed per 15-minute unit of

service using the appropriate HCRCHealthcare Common

Procedure Coding (HCPC) procedure code and modifier

associated with the location of residence of the member

served per OAC 317:30-5-763(1)(C).

(11) A unique modifier code 1s used to distinguish

transitional case management services from regular case

management services.
(C) Institutional transition services may be authorized
and reimbursed per the conditions in (i) through (iv).

(1) The service is necessary to enable the member to

move from the institution to his or her home.

(i1) The member 1is eligible to receive ADvantage

services outside of the institutional setting.

(if1) Institutional transition services are provided to

the member within 180 calendar-days of discharge from

the iInstitution.

(iv) servicesServices provided while the member 1is in

the iInstitution are claimed as delivered on the day of

discharge from the institution.
(D) When the member receives institutional transition
services but fails to enter the Wailver, any institutional
transition services provided are not reimbursable.

(18) Assisted living services=_(ALS).
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(A) Assisted—Hrving—services—(ALS)ALS are personal care

and supportive services fTurnished to Waiver members who
reside in a homelike, non-institutional setting that
includes 24-hour, on-site response capability to meet
scheduled or unpredictable member needs and to provide
supervision, safety, and security. Services also include
social and recreational programming and medication
assistance, to the extent permitted under State law. The
ALS provider is responsible for coordinating services
provided by third parties to ADvantage members in the
assisted living center. Nursing services are incidental
rather than integral to the provision of ALS. ADvantage
reimbursement for ALS includes services of personal care,
housekeeping, laundry—service, meal preparation, periodic
nursing evaluations, nursing supervision during nursing
intervention, 1iIntermittent or unscheduled nursing care,
medication administration, assistance with cognitive
orientation, assistance with transfer and ambulation,
planned programs for socialization, activities, and
exercise, and for arranging or coordinating transportation
to and from medical appointments. Services, except for
planned programs Tfor socialization, activities, and
exercise are to meet the member®s specific needs as
determined through the iIndividualized assessment and
documented on the member®s person-centered service plan.
(B) The ADvantage ALS philosophy of service delivery
promotes member choice, and to the (greatest extent
possible, member control. A member has control over his or
her Hliving space and his or her choice of personal
amenities, furnishings, and activities In the residence.
The ADvantage member must have the freedom to control his
or her schedule and activities. The ALS provider"s
documented operating philosophy, i1ncluding policies and
procedures, must reflect and support the principles and
values associated with the ADvantage assisted living
philosophy and approach to service delivery emphasizing
member dignity, privacy, individuality, and independence.
(C) ADvantage ALS required policies fTor admission and
termination of services and definitions.

(i) ADvantage-certified assisted living centers (ALC)

are required to accept all eligible ADvantage members

who choose to receive services through the ALC, subject

only to 1issues relating to, one or more of the

following:

(1) rental unit availability;
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(11) the compatibility of the member with other
residents;
(111) the center"s ability to accommodate residents
who have behavior problems, wander, or have needs
that exceed the services the center provides; or
(v restrictions initiated by statutory
limitations.
(i1) The ALC may specify the number of units the
provider 1is making available to service ADvantage
members. Fhe—number—ofF —rental—units—available—to

- _
se|u|ee_the Abvantage €a|tle:pants ?? De a:teled based
by—the—Abvantage—Administration—CAA)-At minimum, the
ALC must designate 10 residential units for ADvantage
members. Residential units designated for ADvantage may
be used for other residents at the ALC if there are no
pending ADvantage members for those units. Exceptions
may be requested in writing subject to the approval of
AA.

(iti) Mild or moderate, cognitive impairment of the
applicant i1s not a justifiable reason to deny ALC
admission. Centers are required to specify whether they
are able to accommodate members who have behavior
problems or wander. Denial of admission due to a
determination of i1ncompatibility must be approved by
the case manager and the ADvantage Administration (AA).
Appropriateness of placement 1i1s not a unilateral
determination by the ALC. The ADvantage case manager,
the member, or member®s designated representative, and
the ALC 1n consultation determine the appropriateness
of placement.

(iv) The ALC 1is responsible for meeting the member~s
needs for privacy, dignity, respect, and freedom from
coercion and restraint. The ALC must optimize the
member"s initiative, autonomy and independence in
making life choices. The ALC must Tacilitate member
choices regarding services and supports, and who
provides them. Inability to meet those needs i1s not
recognized as a reason fTor determining an ADvantage
member®s placement is inappropriate. The ALC agrees to
provide or arrange and coordinate all of the services
listed i1in the Oklahoma State Department of Health
regulations per {OAC—310:663-3-3)50AC 310:663-3-3,

except for specialized services.
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(v) In addition, the ADvantage participating ALC agrees
to provide or coordinate the services listed iIn (1)
through (111).
(1) Provide an emergency call system for each
participating ADvantage member.
(11) Provide up to three meals per day plus snhacks
sufficient to meet nutritional requirements,
including modified special diets, appropriate to the
member®s needs and choices; and provide members with
24-hour access to food by giving members control in
the selection of the foods they eat, by allowing the
member to store personal food in his or her room, by
allowing the member to prepare and eat food In his
or her room, and allowing him or her to decide when
to eat.
(111) Arrange or coordinate transportation to and
from medical appointments. The ALC must assist the
member with accessing transportation for integration
into the community, iIncluding opportunities to seek
employment and work 1In competitive integrated
settings, engage in community life, and control his
or her personal resources and receive services 1In
the community to the same degree of access as
residents not receiving ADvantage services.
(vi) The provider may offer any specialized service or
rental unit for members with Alzheimer®s disease and
related dementias, physical disabilities, or other
special needs the TfTacility intends to market.
Heightened scrutiny, through additional monitoring of
the ALC by AA, will be utilized for those ALC"s that
also provide 1Inpatient treatment; settings on the
grounds of or adjacent to a public iInstitution and/or
other settings that tend to isolate individuals from
the community. The ALC must include evidence that the
ALC portion of the facility has clear administrative,
financial, programmatic and environmental distinctions
from the institution.
(vii1) When the provider arranges and coordinates
services fTor members, the provider 1is obligated to
assureensure the provision of those services.
(viii) Per OAC 310:663-1-2, ™"personal care'" is defined
as ''assistance with meals, dressing, movement, bathing
or other personal needs or maintenance, or general
supervision of the physical and mental well-being of a
person, and includes assistance with toileting.” For
ADvantage ALS, assistance with ™other personal needs"
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in this definition includes assistance with grooming
and transferring. The term "assistance”™ 1is clarified
to mean hands-on help, iIn addition to supervision.

(ix) The specific ALS assistance provided along with
amount and duration of each type of assistance i1s based
upon the member®s assessed need for service assistance
and is specified In the ALC"s service plan that 1is
incorporated as supplemental detail into the ADvantage

comprehensive person-centered service plan. The
ADvantage case manager in cooperation with ALC
professional staff, develops the person-centered

service plan to meet member needs. As member needs
change, the person-centered service plan 1i1s amended
consistent with the assessed, documented need for
change in services.
(x) Placement, or continued placement of an ADvantage
member in an ALC is 1nappropriate +#fwhen any one or
more of the conditions exist.
(1) The member®s needs exceed the level of services
the center provides. Documentation must support ALC
efforts to provide or arrange for the required
services to accommodate participant needs.
(11) The member exhibits behavior or actions that
repeatedly and substantially i#nterfereinterferes
with the rights or well-being of other residents and
the ALC—has documented efforts to resolve behavior
problems including medical, behavioral, and
increased staffing interventions. Documentation must
support the ALC attempted interventions to resolve
behavior problems.
(111) The member has a complex, unstable, or
unpredictable medical condition and treatment cannot
be developed and i1mplemented appropriately in the
assisted living environment. Documentation must
support the ALC attempts to obtain appropriate
member care.
(1V) The member fails to pay room and board charges
and/or DHS determined vendor payment obligation.
(x1) Termination of residence when iInappropriately
placed. Once a determination is made that a member is
inappropriately placed, the ALC must inform the member
and the member®s representative, #fwhen any, the AA and
the member®s ADvantage case manager. The ALC must
develop a discharge plan 1In consultation with the
member, the member®s representative, the ADvantage case
manager, and the AA. The ALC and case manager must
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ensure the discharge plan includes strategies for
providing 1iIncreased services, when appropriate, to
minimize risk and meet the higher care needs of members
transitioning out of the ALC, when the reason for
discharge 1is 1i1nability to meet member needs. +HfWhen
voluntary termination of residency iIs not arranged, the
ALC must provide written notice to the member and to
the member®s representative, with a copy to the
member®s ADvantage case manager and the AA, giving the
member 30—calendar-days;30-calendar days written notice
of the ALC"s 1iIntent to terminate the residency
agreement and move the member to an appropriate care
provider. The 30——~calendar-day30-calendar day
requirement must not apply when emergency termination
of the residency agreement is mandated by the member-®s
immediate health needs or when the termination of the
residency agreement 1S necessary fTor the physical
safety of the member or other ALC residents. The
written notice of involuntary termination of residency
for reasons of i1nappropriate placement must include:
(1) a fTull explanation of the reasons for the
termination of residency;
(11) the notice date;
(111) the date notice was given to the member and
the member"s representative, the ADvantage Case
Manager, and the AA;
(1V) the date the member must leave ALC; and
(V) notification of appeal rights and the process
for submitting appeal of termination of Medicaid ALS
to OHCA.
(D) ADvantage ALS provider standards 1in addition to
licensure standards.
(1) Physical environment.
(1) The ALC must provide lockable doors on the entry
door of each rental unit and an attached, lockable
compartment within each member unit for valuables.
Members must have exclusive rights to his or her
unit with lockable doors at the entrance of the
individual or shared rental unit. Keys to rooms may
be held by only appropriate ALC staff as designated
by the member®s choice. Rental units may be shared
only when a request to do so is initiated by the
member. Members must be given the right to choose
his or her roommate.
(I1) The member has a legally enforceable agreement,
Hease)lease, with the ALC. The member must have the
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same responsibilities and protections from eviction
as all tenants under the landlord tenant law of the
state, county, city, or other designated entity.
(111) The ALC must provide each rental unit with a
means for each member to control the temperature 1in
the residential unit through the use of a damper,
register, thermostat, or other reasonable means—that
#s under the control of the member and that
preserves privacy, independence, and safety,
provided that the Oklahoma State Department of
Health may approve an alternate means based on
documentation that the design of the temperature
control 1s appropriate to the special needs of each
member who has an alternate temperature control.

(1V) For ALCs built prior to January 1, 2008, each
ALC individual residential unit must have a minimum
total living space, including closets and storage
areas, of 250 square feet; for ALCs built after
December 31, 2007, each ALC individual residential
unit must have a minimum total [living space,
including closets and storage areas, of 360 square
feet.

(V) The ALC must provide a private bathroom for each
living unit that must be equipped with one lavatory,
one toilet, and one bathtub or shower stall.

(VI) The ALC must provide at a minimum, a
kitchenette, defined as a space containing a
refrigerator, adequate storage space for utensils,
and a cooking appliance, a microwave iIs acceptable.
(VI1) The member 1is responsible for furnishing the
rental unit. HWhen a member 1is unable to supply
basic furnishings defined as a bed, dresser,
nightstand, chairs, table, trash can, and lamp, or
iIfT member supplied Tfurnishings pose a health or
safety risk, the member®s ADvantage case manager in
coordination with the ALC, must assist the member in
obtaining basic furnishings for the rental unit. The
member must have the freedom to furnish and decorate
the rental unit within the scope of the lease or
residency agreement.

(VIll) The ALC must meet the requirements of all
applicable federal and state laws and regulations
including, but not Ilimited to, state and local
sanitary codes, state building and fire safety
codes, and laws and regulations governing use and
access by persons with disabilities.
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(1X) The ALC must ensure the design of common areas
accommodates the special needs of the resident
population and that the rental unit accommodates the
special needs of the member iIn compliance with the
Americans with Disabilities Act accessibility
guidelines per 28 Code of Federal Regulations, Part
36, Appendix A, at no additional cost to the member.
(X) The ALC must provide adequate and appropriate
social and recreational space for residents and the
common space must be proportionate to the number of
residents and appropriate for the resident
population.
(X1) The ALC must provide appropriately monitored
outdoor space for resident use.
(XI11) The ALC must provide the member with the right
to have visitors of his or her choosing at any time.
Overnight visitation is allowed, but may be limited
by the ALC to the extent to which a visitor may stay
overnight.
(XI111) The ALC must be physically accessible to
members.

(i1) Sanitation.
(1) The ALC must maintain the facility, including
its individual rental units that are iIn a clean,
safe, sandtarysand sanitary manner, that are iInsect
and rodent free, odorless, and in good repair at all
times.
(11) The ALC must maintain buildings and grounds 1in
a good state of repair, in a safe and sanitary
condition, and in compliance with the requirements
of applicable regulations, bylaws, and codes.
(111) The ALC stores clean laundry in a manner that
prevents contamination and changes linens at time
intervals necessary to avoid health issues.
(1V) The ALC must provide housekeeping iIn member
rental units to maintain a safe, clean, and sanitary
environment.
(V) The ALC must have policies and procedures for
members® pets.

(i11) Health and Safety.
(1) The ALC must provide building security that
protects members from iIntruders with security

measures appropriate to building design,
environmental risk factors, and the resident
population.
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(aan The ALC  must respond immediately and
appropriately to missing members, accidents, medical
emergencies, or deaths.
(111) The ALC must have a plan in place to prevent,
contain, and report any diseases considered to be
infectious or are listed as diseases that must be
reported to the Oklahoma State Department of Health
(OSDH) .
(1V) The ALC must adopt policies for the prevention
of abuse, neglect, and exploitation that include
screening, training, prevention, investigation,
protection during investigation, and reporting.
(V) The ALC must provide services and Tacilities
that accommodate the needs of members to safely
evacuate in the event of fires or other emergencies.
(VI) The ALC must ensure staff is trained to respond
appropriately to emergencies.
(ViIl) The ALC must ensure that fire safety
requirements are met.
(vIll) The ALC must offer meals that provide
balanced and adequate nutrition for members.
(1X) The ALC must adopt safe practices Tfor the
preparation and delivery of meals.
(X) The ALC must provide a 24-hour response to
personal emergencies that 1s appropriate to the
needs of the resident population.
(X1) The ALC must provide safe transportation to and
from ALC sponsored social or recreational outings.
(iv) Staff to resident ratios.
(1) The ALC must ensure a sufficient number of
trained staff are on duty, awake, and present at all
times, 24 hours a day, and seven days a week, to
meet the needs of residents and to carry out all of
the processes listed iIn the ALC"s written emergency
and disaster preparedness plan for fires and other
disasters.
(11) The ALC must ensure staffing is sufficient to
meet the needs of the ADvantage Program members 1in
accordance with each member®s ADvantage person-
centered service plan.
(111) The ALC must have plans i1n place to address
situations where there i1s a disruption to the ALC"s
regular work force.
(v) Staff training and qualifications.
(1) The ALC must ensure staff has qualifications
consistent with their job responsibilities.
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(11) All staff assisting in, or responsible for,
food service must have attended a food service
training program offered or approved by OSDH.
(111) The ALC must provide staff orientation and
ongoing training to develop and maintain staff
knowledge and skills. All direct care and activity
staff receive at least eight hours of orientation
and initial training within the Tfirst month of
employment and at Jleast four hours annually
thereafter. Staff providing direct care on a
dementia unit must receive four additional hours of
dementia specific training. Annual Tfirst aid and
cardiopulmonary resuscitation (CPR) certification do
not count toward the four hours of annual training.
(vi) Staff supervision.
(1) The ALC must ensure delegation of tasks to non-
licensed staff must—bels consistent and in
compliance with all applicable state regulations
including, but not limited to, the Oklahoma Nurse
Practice Act and OSDH Nurse Aide Certification
rules.
(11) The ALC must ensure that, where the monitoring
of food iIntake or therapeutic diets is provided at

the prescribed services level, a registered
dietitian monitors member health and nutritional
status.

(vii1) Resident rights.

(1) The ALC must provide to each member and each
member~s representative, at the time of admission, a
copy of the resident statutory rights listed in
Section 1-1918 of Title 63 of the Oklahoma Statutes
(0.S. 63-1-1918) amended to 1include additional
rights and the clarification of rights as listed in
the ADvantage Member Assurances. A copy of resident
rights must be posted iIn an easily accessible,
conspicuous place in the facility. The facility must
ensure that staff is familiar with and observes, the
resident rights.

(11) The ALC must conspicuously post for display in
an area accessible to residents, employees, and
visitors, the assisted living center"s complaint
procedures and the name, address, and telephone
number of a person authorized to receive complaints.
A copy of the complaint procedure must also be given
to each member, the member®s representative, or the

39



legal guardian. The ALC must ensure all employees
comply with the ALC"s complaint procedure.

(111) The ALC must provide to each member and
member®s representative, at the time of admission,
information about Medicaild grievance and appeal
rights, including a description of the process for
submitting a grievance or appeal of any decision
that decreases Medicaid services to the member.

(viil) Incident reporting.

(1) The ALC must maintain a record of incidents that
occur and report incidents to the member®s ADvantage
case manager and to the AA, utilizing the AA
Critical Incident Reporting form. Incident reports
are also te—be made to Adult Protective Services

(APS) and to the leahema—State—Depathent—ef—Health

£OSbH)0SDH, as appropriate,
ALC-sper ALC licensure rules, ut|I|Z|ng the specific

reporting forms required.

(11) Incidents requiring report by licensed ALC are
those defined by OSDH per OAC 310:663-19-1 and
listed on the AA Critical Incident Reporting Form.
(111) Reports of incidents must be made to the
member®s ADvantage case manager and to the AA via
facsimile—or—matlelectronic submission within one
business day of the reportable incident"s discovery
utilizing the AA Critical Incident Reporting form.
+HWhen required, a follow-up report of the iIncident
must be submitted via Ffaesknile—orFr—matlelectronic
submission to the member®s ADvantage case manager
and to the AA. The feHew—upfollow-up report must be
submitted within Ffivebusinessb-business days of the
incident. The Tfinal report must be filed with the
member®s ADvantage case manager and the AA when the
investigation 1is complete, not to exceed 310
businessl10-business days after the incident.

(1V) Each ALC having reasonable cause to believe
that a member 1is suffering from abuse, neglect,
exploitation, or misappropriation of member property
must make a report to DHSAdult Protective-Services
CARPS)APS as soon as the person is aware of the
situation per 0.S. 43A 8 10-104.A. Reports are also
made to OSDH, as appropriate, per ALC licensure
rules.

(V) The preliminary incident report must at the
minimum, include who, what, when, where, and the
measures taken to protect the member and resident(s)
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during the investigation. The follow-up report must
at the minimum, include preliminary information, the
extent of the 1iInjury or damage, +#+Ffwhen any, and
preliminary investigation findings. The final report
at a minimumy Includes preliminary and Tfollow-up
information, a summary of 1iInvestigative actions
representing a thorough investigation, investigative
findings and conclusions based on findings, and
corrective measures to prevent future occurrences.
When i1t is necessary to omit items, the final report
must include why such i1tems were omitted and when
they will be provided.
(ix) Provision of or arrangement for necessary health
services. The ALC must:
¢)) Fhe—ALC——must——arrange or coordinate
transportation for members to and from medical
appointments.
(11) TFheALC—must—provide or coordinate with the
member and the member®s ADvantage case manager Tfor
delivery of necessary health services. The ADvantage
case manager 1s responsible for monitoring all
health-related services required by the member as
identified through assessment and documented on the
person-centered service plan, are provided 1In an
appropriate and timely manner. The member has the
freedom to choose any available provider qualified
by Hlicensure or certification to provide necessary
health services in the ALC.
(E) ALS are billed per diem of service for days covered by
the ADvantage member®"s person-centered service plan and
during which the ALS provider is responsible for providing
ALS for the member. The per diem rate for ADvantage
assisted living services for a member is one of three per
diem rate levels based on a member"s need for type of,
intensity of, and frequency of service to address member
ADLs, IADLs, and health care needs. The rate level 1is
based on the Universal Comprehensive Assessment Tool
(UCAT) assessment by the member"s ADvantage case manager
employed by a case management agency independent of the
ALS provider. The determination of the appropriate per
diem rate is made by the AA clinical review staff.
(F) The ALC must notify AA 90-calendar days before
terminating or not renewing the ALC"s ADvantage contract.
(1) The ALC must give notice in writing to the member,
the member"s representative(s), the AA, and the
member"s ADvantage Case Manager 90-calendar days
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before:
(1) voluntary cessation of the ALC"s ADvantage
contract; or
(11) closure of all or part of the ALC.

(i1) The notice of closure must state:
(1) the proposed ADvantage contract termination
date;
(11) the termination reason;
(111) an offer to assist the member secure an
alternative placement;
(1V) advise the member or member®s representative,
and the member®s ADvantage case manager on available
housing alternatives;
(V) the facility must comply with all applicable
laws and regulations until the closing date,
including those related to resident transfer or
discharge.

(iii1) Following the last move of the last ADvantage

member, the ALC must provide in writing to the AA:
(1) the effective date of closure based on the
discharge date of the last resident;
(11) a list of members transferred or discharged and
where they relocated, ; and
(111) the plan for storage of resident records per
OAC 310:663-19-3(g), relating to preservation of
resident records and the name, address, and phone
numbers of the person responsible for the records.

317:30-5-764. Reimbursement
(a) Rates for wakverWalver services are set iIn accordance with
the rate—settingrate-setting process by the State Plan Amendment
and Rate Committee (SPARC) and approved by the Oklahoma Health
Care Authority Board.
(1) The rate for NF—RespiteNursing Facility (NF) respite is
set equivalent to the rate for routine level of care nursing
FfactHHEyNF services that require providers having equivalent
qualifications;
(2) The rate for daily units for Adult Day Health GCare—areis
set equivalent to the rate established by the Oklahoma
Department of Human Services (DHS) for #he equivalent
services provided for the OKBHS(DHS) Adult Day Service
Program that ¥regulrerequires providers havinghave equivalent
qualificationss.
(3) The rate for units of Home-DelkveredMealshome-delivered
meals is are set equivalent to the rate established by the

oklahoma—bepartment—oF Human—ServicesDHS for the equivalent
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services provided for the OKBHSDHS 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 which—reguirethat requires providers
havinghave equivalent qualificationss.
(5) The rates for Advanced Supportive/Restorative Assistance
iIs set equivalent to 1.077 of the State Plan Agency Personal
Care unit rate;
(6) Eb-RPASSConsumer-Directed Personal Assistance Services and
Supports (CD-PASS) rates are determined using the Individual
Budget Allocation (IBA) Expenditure Accounts Determination
process fTor each member. The [1BA Expenditure Accounts
Determination process 1includes consideration and decisions
about #the following=the i1tems listed in (A) - (C) of this
paragraph.
(A) The Individual Budget Allocation (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 PSA and APSA service unit rates are calculated by
the OKDBHS/ZASBDHS Aging Services (AS) during the CD-PASS
service eligibility determination process. Fhe
OKDHS/ZASDDHS AS sets the PSA and APSA unit rates at a
level that 1s not less than 80 percent and not more than
95 percent of the comparable Agency Personal Care Ffor
PSA) (PSA) or Advanced Supportive/Restorative (for
ARPSA) (APSA)service rate-rates. The allocation of portions
of the PSA and/or APSA raterates to cover salary,

mandatory taxes, and optional benefits GHheludingWorker s
Compensation—insurance;,—iF—avatlable)including Worker®s

Compensation insurance, when available, 1s determined
individually for each member using the CD-PASS
Individualized Budget Allocation (1BA) 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. HWhen
the member®s need for services changes due to a change 1iIn
health/disability status and/or a change in the level of
support available from other sources to meet needs, the
Case— Managerscase manager, based upon an updated
assessment, amends the person-centered service plan to
increase CD-PASS service units appropriate to meet
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additional member need. Fhe—OKBHS/AASD;DHS AS, 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 members with
assistance from the FMS, reviews and revises the IBA
Expenditure Accounts calculation annually or more often to
the extent appropriate and necessary.
(7) Three 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 ABLAFADLActivities
of Daily Living and Instrumental Activities of Daily Living
(ADL/1ADL) and health care needs. Rounded to the nearest
cent, the lowest level Assisted Living Services per diem rate
iIs set equivalent to 11.636 times the State Plan Agency
Personal Care unit rate; the mid-level per diem rate iIs set
equivalent to 15.702 times the State Plan Agency Personal
Care unit rate; and the highest level Assisted Living
Services per diem rate iIs 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 1is
determined by UCGATUniform Comprehensive Assessement Tool,
Part 111 (UCAT I111) assessment by the member®s ADvantage Case
Managercase manager employed by a GCase—Managementcase
managment agency—that—#s independent of the Assisted Living
Services provider. ADvantage payment is not made for 24-hour
skilled care iIn an Assisted—Living—Center-assisted living
center. Federal financial participation is not available for
room and board, i1tems of comfort or convenience, or the costs
of facility maintenance, upkeep and i1mprovement. 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 earehealth or environmental modifications to a

member while receiving Assisted—Living—Servicesassisted

living services since these services are integral to and

inherent In the provision of Assisted-Living—Service-assisted

living service. However, separate payment may be made for
Medicaid State Plan and/or Medicare Home Health benefits to

members receiving ADvantage Assisted—Living-assisted living.
Separate payment 1is not made for ADvantage respite to a

member while receiving Assisted—LiIving—Servicesassisted
living services since by definition Assisted—Living
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Servicesassisted living services assume the responsibility
for 24-hour oversight/monitoring of the member, eliminating
the need for informal support respite. The member 1is
responsible for room and board costs; however, for an
ADvantage member, the ADvantage Assisted—Living
Servicesassisted living services provider is allowed to
charge a maximum for room and board that is no more than
90%90 percent of the SSHISupplemental Security Income (SSI)
Federal Benefit Rate. H—in—accordance—withWhen, per OAC
317:35-17-1(b) and 317:35-17-11, the member has a vendor
payment obligation, the provider i1s responsible  for
collecting the vendor payment from the member.
(7) The maximum total annual reimbursement for a members
Hespiecemember®s hospice care within a #®welve—menthl2-month
period is limited to an amount equivalent to 85%85 percent of
the Medicare Hospice Cap payment.
(b) The OKDHS/ASBDHS AS approved ADvantage person-centered
service plan 1i1s the basis for the MMISMedicaid Management
Information Systems (MM1S) service prior authorization,
specifying=specifying the:
(1) service;
(2) service provider;
(3) units authorized; and
(4) begin and end dates of service authorization.

(c) Service time for PersonalCare;,—Case Managements—Case
SkiHed Nursing;—Advanced—Supportive/RestorativeAssistance;,—n-
Home Respite, CD-PASS Personal Services Assistance, and Advanced
Personal—Services—Assistaneepersonal care, case management
services for institution transitioning, nursing, skilled
nursing, supportive/restorative assistance, and in-home respite,
is documented solely through the use of the Electronic Visit
Verification System (EVV), previously known as Interactive Voice
Response Authentication (PRA)—system, when services are
provided in the home. Providers are required to use the HRAEVV
system after access to the system 1is made available by
OKBHS-DHS. The H#YRAEVV system provides alternate backup
solutions should the automated system be unavailable. In the
event of JHVRAEVV Dbackup system failure, the provider wiHH
documentdocuments time 1In accordance with their agency backup
plan. The agency®"s backup preceduresplans are only permitted
when the HVRAEVV system is unavailable.

(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—that—are not supported by service plan
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authorization andferand documentation of service provisions wiHH
be—turned—overare given to #heOHCA"s Program Integrity Unit for
follow-up investigation.
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