OKLAHOMA HEALTH CARE AUTHORITY
REGULAR BOARD MEETING
September 21, 2022, at 2:00 P.M.
Oklahoma Health Care Authority

4345 N. Lincoln Blvd
Oklahoma City, OK. 73105

AGENDA
Public access via Zoom:
https://okhca.zoom.us/webinar/register/WN Mhh3xS0QeQj641SyCGp47UQ
Telephone: 1-669-900-6833 Webinar ID: 823 0262 0808

*Please note: Since the physical address for the OHCA Board Meeting has resumed, any livestreaming
option provided is provided as a courtesy. Should such livestreaming option fail or have technical issues, the
OHCA Board Meeting will not be suspended or reconvened because of this failure or technical issue.

1. Callto Order/ Determination Of QUOIUIM .........uiiiiiriieei it e e ee e e et e e e e e e e erbneeeeraans Marc Nuttle, Chair

A ©o ] g 1ST=T o1 N =Y o Vo F- TSR Marc Nuttle, Chair

a) Approval of the June 22, 2022 OHCA Board Meeting Minutes (Attachment “A”)

b) Discussion and Possible Vote to Approve the State Plan Amendment Rate Committee Rates
pursuant to 63 O.S. Section 5006(A)(2) under OAC 317:1-3-4 (Attachment “B”)

c) Discussion and Possible Vote regarding the Authority’s ability to withstand the procurement decision
made by the CEO based on the Authority’s budget and available funds pursuant to 63 O.S. Section
5006(A)(2) under OAC 317:10-1-16 (Attachment “C”)

i. Behavioral Health Care Management System_
ii. Care Management System
iii. Prior Authorization Reviews

iv. Public Health Emergency (PHE) Unwinding

3. Chief Executive Officer's REPOIt........ccccoiiieiiiieiic e Kevin Corbett, Chief Executive Officer

4. State Medicaid Director Report (Attachment “D”)..........ccccvcvvivvireicinnen. . Traylor Rains, State Medicaid Director

5. Chief of Staff REPOI... ... e Ellen Buettner, Chief of Staff

6. Discussion of Report from the PRArMACY...........cccoiiiiiiiiiiieee e e Corey Finch, M.D.
Advisory Committee and Possible Chair, Pharmacy Advisory Committee
Recommendations

Action Regarding:

a) Discussion and Possible Vote on Recommendations Made by the Drug Utilization Review
Board Pursuant to 63 O.S. 8§ 5030.1, § 5030.3 To Add the Following Drugs to the Utilization and
Scope Prior Authorization Program under OAC 317:2-1-11 (Attachment “E”):

i. Camcevi™ (Leuprolide), Pluvicto™ (Lutetium Lu 177 Vipivotide Tetraxetan), Tivdak®
(Tisotumab Vedotin-tftv), and Welireg™ (Belzutifan)

ii.  Livtencity™ (Maribavir)

iii.  Ryplazim®(Plasminogen, Human-tvmh)

iv.  Flegsuvy™ (Baclofen Oral Suspension), Loreev XR™ [Lorazepam Extended-Release (ER)
Capsule], Sutab®(Sodium Sulfate/Magnesium Sulfate/Potassium Chloride Tablet),
Tarpeyo™ [Budesonide Delayed-Release (DR) Capsule], Vuity™ (Pilocarpine 1.25%
Ophthalmic Solution), and Xipere®(Triamcinolone Acetonide Injection)
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7. Discussion of REPOIT frOM the ........coiiiiii e ane Phil Kennedy
Compliance Advisory Committee Chair, Compliance Advisory Committee
8. Discussion of Report of AdmINIStratiVe. ... ..ot e, Sandra Puebla
Rules Advisory Committee and Possible Action Deputy State Medicaid Director
Regarding Agency Rulemaking (Attachment “F”)
a) Discussion and Possible Vote on Recommended Rulemaking Pursuant to Article | of the
Administrative Procedures Act and in accordance with 75 O.S. § 253. OHCA Requests the
Adoption of the Following Emergency Rules (see Attachment “F”):
i. APA WEF # 22-05 Ambulan rvice Provider A Payment Program
i. APA WF # 22-12 Staff Ratios and Staff Licensing Requirements for Out-of-State Psychiatric
Providers
ii.  APA WF # 22-13 Advanced Practice Registered Nurses (APRN) and Physician Assistants (PA)
Rendering Physician-Required Psychiatric Services
iv. ~ APA WEF # 22-14 Coverage for Donor Human Breast Milk
v. APAWEF # 22-15 Removing Provider Panel Limits in the Patient Centered Medical Home (PCMH)
vi.  APA WF # 22-16 Statewide Health Information Exchange (HIE)
vii. - '
vii.  APA WF # 22-18 Mobile Dental Services
9. Discussion and PoSSIbDIE ACHON. ... ... Marc Nuttle, Chair

Possible Executive Session as Recommended by the Director of Legal Services and Authorized by the Open
Meeting Act, 25 O.S. § 307(B)(4) and (7), To Discuss Confidential Legal Matters, Including Pending State and
Federal Litigation.

10. Adjournment

............................................................................................................................. Marc Nuttle, Chair

NEXT BOARD MEETING
November 16, 2022 at 2:00PM
Oklahoma Health Care Authority
4345 N. Lincoln Blvd
Oklahoma City, OK 73105



Attachment A MINUTES OF AN AMENDED BOARD MEETING
OF THE HEALTH CARE AUTHORITY BOARD
June 22, 2022
Oklahoma Health Care Authority Boardroom
Oklahoma City, Oklahoma

Manner and Time of Notice of Meeting: A statutorily required public meeting notice was placed on the front door of the
Oklahoma Health Care Authority on June 21, 2022 at 2:00 p.m. Advance public meeting notice was provided to the
Oklahoma Secretary of State. In addition to the posting of the statutory public notice, the agency placed its agenda on its
website on June 20, 2021 at 3:41 p.m.

Pursuant to a roll call of the members, a quorum was declared to be present, and Chairman Hupfeld called the meeting to
order at 3:03 p.m.

BOARD MEMBERS PRESENT: Chairman Nuttle, Member Case, Member Cruzan, Member Dell’Osso,
Member Finch, Member Kennedy

BOARD MEMBERS ABSENT: Vice-Chairman Yaffe, Member Sharpe

ITEM 2 / DISCUSSION AND POSSIBLE VOTE ON APPROVAL OF CONSENT AGENDA WHICH INCLUDES:

Chairman Nuttle requested that the minutes be voted on separately.
a) Approval of the March 30, 2022, OHCA Board Meeting Minutes (Attachment “A”)

MOTION: Member Cruzan moved for approval of item 2a, of the consent agenda
as published. The motion was seconded by Member Dell’Osso.

FOR THE MOTION: Chairman Nuttle, Member Case, Member Cruzan, Member Dell’'Osso,
Member Finch, Member Kennedy

BOARD MEMBERS ABSENT: Vice-Chairman Yaffe, Member Sharpe

CEO Corbett stated that the Compliance Committee reviewed the below items and provided a recommendation for
approval.

b) Discussion and Possible Vote to Approve the State Plan Amendment Rate Committee Rates pursuant to
63 O.S. Section 5006(A)(2) under OAC 317:1-3-4 (Attachment “B”)

c) Discussion and Possible Vote regarding the Authority’s ability to withstand the procurement decision
made by the CEO based on the Authority’s budget and available funds pursuant to 63 O.S. Section
5006(A)(2) under OAC 317:10-1-16. (Attachment “C”)

i. IT Consulting Services

ii. Clinical Pharmacy Services Software
iii. Consultant Services
iv. Third Party Liability Services

MOTION: Chairman Nuttle moved for approval of the Consent Agenda, with the
exception of item 2a, as published. The motion was seconded by
Member Kennedy.

FOR THE MOTION: Chairman Nuttle, Member Case, Member Cruzan, Member Dell’'Osso,
Member Finch, Member Kennedy

BOARD MEMBERS ABSENT: Vice-Chairman Yaffe, Member Sharpe

ITEM 3/ CHIEF EXECUTIVE OFFICER’S REPORT
Kevin Corbett, Chief Executive Officer

CEO Corbett provided an update on legislative accomplishments, deliver system reform, budget, financial position and
operating metrics, expansion, and the public health emergency (PHE).



Legislative Accomplishments — two pieces of legislation were voted on and approved by the legislature: SB 1337 and
SB1396.

Delivery System Reform — SB 1337 is a historic moment for Oklahoma and will bring together a number of participants,
whether that's provider partners, the legislature community, and others to come up with this unique structure. This will be
an opportunity to engage at the provider level in this type of delivery system. This change, provider led organizations, will
help OHCA as staff go through the process and will also give OHCA the opportunity to acquire and obtain a significant
amount of federal support; largely available to our hospitals, through SHOPP, but also through an incentive plan that will
be provided to our provider community at large. A lot of the work that will go into putting this in motion and implement are
already underway, whether it starts with a RFP process to engage with partners to participate with us or changing this
organization. A press conference is scheduled June 23 at Norman Regional Hospital to announce the new delivery
system.

Budget — SFY2023 budget has crossed $9 billion. In the budget, are normal recurring items, as well as some non-
recurring items. During special session, a bill, provided by the House, recommended to reduce the appropriations of this
agency in order to provide quality inflation and tax relief for citizens. The reduction totals over $200 million. OHCA is
aware of this and will take appropriate action should it become a law.

Medicaid Expansion — To date, there are about 300,000 expansion members enrolled. Of that, there are 200,000 that are
considered new members. Of the 200,000, about 50,000 will be part of the unwinding process when the PHE ceases.

Public Health Emergency (PHE) — It is OHCA'’s understanding that the PHE will end in October. OHCA will still be entitled
to special federal funding through the end of the 2022 calendar year. OHCA received two separate FMAP enhancements:
the 6.2 FMAP which will cease with the PHE and Expansion funding which will end at the end of this fiscal year. To date,
OHCA has received about $600 million in special enhanced FMAP. It is estimated that OHCA will receive an additional
$300 million through the end of the fiscal year. Part of the money received has been used to pay supplemental payments
to the hospitals and nursing facilities. These funds will also be used for the unwinding process. Based on OHCA'’s best
estimate, OHCA has an excess of 200,000 members that will no longer be eligible after the PHE ceases. It will take about
9-12 months to unwind the members, to help them find alternatives. The unwinding process will require OHCA to have a
certain amount of cost. OHCA estimate that that will likely cost about $260 million to fund these members throughout that
period.

Staff Announcements — CEO Corbett announced that Carter Kimble, Director of HIE, has resigned. Melody Anthony will
serve as the interim Director. OHCA will be hosting ethics training for the board, similar to last year’s training.

ITEM 4/ STATE MEDICAID DIRECTOR REPORT
Traylor Rains, State Medicaid Director

Mr. Rains introduced Whitney Hollingsworth to provide this month’s member moment.

Mr. Rains provided an overview of the delivery system key provisions which included information on goals, program
design, populations, covered benefits, network adequacy, quality and population health, financials, timeline, PHE update,
expansion update and SoonerCare operations update. For more detailed information, see attachment D in the board
packet.

ITEM 5/ CHIEF OF STAFF REPORT
Ellen Buettner, Chief of Staff

Ms. Buettner provided an update on the Medicaid Fraud Control Unit (MFCU) and Private Duty Nursing appeals.

MFCU Update — OHCA partners with the Attorney General’s office via their MFCU. They are responsible under federal
law to receive and investigate credible allegations of fraud withing the Medicaid agency as it relates to our program and
providers, which can result in civil or criminal charges. In most cases, a referral will be triggered by either a referral
through us or from another agency that participates in the Medicaid program, such as Department of Mental Health or
Oklahoma Human Services. It could also be something that is uncovered during one of OHCA'’s routine audits. After an
internal review, OHCA’s Program Integrity unit, in partnership with OHCA’s Legal unit, will review all the documents and
prepare a complaint to share with the AG’s office for their review. Their unit will complete an initial investigation and notify
OHCA whether they are accepting it for further investigation and potential prosecution or civil charges or reject it and send
it back to OHCA. Typically, something might be rejected simply because of an evidentiary standard, potentially a staffing
or investigative type issue. Should they reject further investigation, OHCA can still go forward with normal process of
recouping money that may have been wrongfully paid or taking other appropriate contractual action. If accepted, OHCA
notifies the provider and initiates a payment suspension. In 2022, OHCA only had 5 referrals, two of which were accepted
for further investigation. In 2021, only three cases were referred and all three were accepted for investigation as well.
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Private Duty Nursing (PDN) Appeals — In the initial phase of the PHE, OHCA suspended its traditional practice of
analyzing and reviewing existing PDN services authorizations and it received some subsequent guidance from CMS that
said OHCA should apply the routine authorization criteria to determine the appropriate amount, scope, and duration of the
benefits that these individuals are receiving. OHCA reinstituted its standard medical review practices, in many cases,
resulting in the reduction of approved hours for PDN.

Staff announcement — OHCA’s Communications Team was recognized at the NAMD meeting for their Expansion
campaign. They were also asked to put together a detailed case study on the organization and execution on the plan.
They were also recognized for their communication plans surrounding the PHE unwinding and go paperless campaign.

Ms. Buettner introduced Katelynn Burns, Director of Public Affairs/Legislative Liaison, to provide a legislative update. Ms.
Burns provided an update on the OHCA bills, budget, and other matters of interest. For more detailed information, see
attachment E in the board packet.

ITEM 6i-xiv / DISCUSSION OF REPORT FROM THE PHARMACY ADVISORY COMMITTEE AND POSSIBLE ACTION
REGARDING DRUG UTILIZATION BOARD RECOMMENDATIONS
Corey Finch, M.D., Chair, Pharmacy Advisory Committee

Action Item — a) Discussion and Possible Vote Regarding Recommendations Made by the Drug Utilization Review Board
Pursuant to 63 O.S. § 5030.3 to Add the Following Drugs to the Utilization and Scope Prior Authorization Program under
OAC 317:30-5-77.2(e) (see Attachment “F”)

i. Elepsia™ XR [Levetiracetam Extended-Release (ER) Tablet] and Eprontia™ (Topiramate Oral
Solution)

ii. Winlevi® (Clascoterone 1% Cream)

iii. Dojolvi® (Triheptanoin)

iv. Qulipta™ (Atogepant)

V. Erwinase® (Crisantaspase), Erwinaze® (Asparaginase Erwinia Chrysanthemi), Oncaspar®
(Pegaspargase), Rylaze™ [Asparaginase Erwinia Chrysanthemi (Recombinant)-rywn], and
Scemblix® (Asciminib)

Vi. Zynlonta® (Loncastuximab Tesirine-Iply)
Vii. Voxzogo™ (Vosoritide)
viii. Releuko™ (Filgrastim-ayow)

iX. Lampit® (Nifurtimox)
X. Brexafemme® (lbrexafungerp)

Xi. Ponvory™ (Ponesimod)
Xii. Nexviazyme® (Avalglucosidase Alfa-ngpt)
Xiil. Kerendia® (Finerenone), Rezvoglar™ (Insulin Glargine-aglr), and Semglee® (Insulin Glargine-
yfgn)

Xiv. Exkivity® (Mobocertinib), Lumakras™ (Sotorasib), and Rybrevant® (Amivantamab-vmjw)

MOTION: Member Cruzan moved for approval of item 6i-xiv, as published. The
motion was seconded by Member Dell’'Osso.

FOR THE MOTION: Chairman Nuttle, Member Case, Member Cruzan, Member Dell'Osso,
Member Finch, Member Kennedy

BOARD MEMBERS ABSENT: Vice-Chairman Yaffe, Member Sharpe

ITEM 7 / DISCUSSION OF REPORT FROM THE COMPLIANCE ADVISORY COMMITTEE
Phil Kennedy, Chair, Compliance Advisory Committee

a) Member Kennedy provided an overview of the financial report provided during the June 21, 2022
compliance meeting. OHCA has a positive variance of $13.8. May financials will be completed at the end
of the month and will be made available to the board when ready. Member Kennedy introduced CFO Aaron
Morris to provide an overview of the SFY2023 budget work program.

Budget Work Program — Mr. Morris provided an overview of the SFY budget work program which included
information on the history, medical program, OHCA program assumptions, expansion budget growth,
Insure Oklahoma, OHCA administration, other state agency programs, revenue, appropriation summary,
and key takeaways. For more detailed information, see attachment G in the board packet.



b) Discussion and Possible Vote on the SFY 2023 Budget Work Program pursuant to 63 O.S. Section

5008(B)(3)
MOTION: Member Case moved for approval of item 7b, as published. The motion
was seconded by Member Kennedy.
FOR THE MOTION: Chairman Nuttle, Member Case, Member Cruzan, Member Dell'Osso,
Member Finch, Member Kennedy
BOARD MEMBERS ABSENT: Vice-Chairman Yaffe, Member Sharpe

ITEM 8i-iv / DISCUSSION OF REPORT FROM THE ADMINISTRATIVE RULES ADVISORY COMMITTEE AND
POSSIBLE ACTION REGARDING AGENCY RULEMAKING
Susan Dell’Osso, Chairwoman, Administrative Rules Advisory Committee

Member Dell'Osso asked Mr. Rains to present the below rules.

a) Discussion and Possible Vote on Recommended Rulemaking Pursuant to Article | of the Administrative
Procedures Act and in accordance with 75 O.S. § 253. OHCA Requests the Adoption of the Following
Emergency Rules (see Attachment “H”):

i. APA WF # 22-03 Clinical Trials Routine Services and Dental Out-of-State Services
ii. APA WF # 22-07 Tribal Residential Substance Use Disorder (SUD) Policy Updates
iii. APA WF # 22-08 Hospice Benefit for Expansion Population
iv. APA WF # 22-10 Long-Term Care Facility (LTC) Pay-for-Performance (PFP) Program

MOTION: Member Cruzan moved for approval of item 8ai-iv, as emergency in
nature. The motion was seconded by Member Finch.

FOR THE MOTION: Chairman Nuttle, Member Case, Member Cruzan, Member Dell'Osso,
Member Finch, Member Kennedy

BOARD MEMBERS ABSENT: Vice-Chairman Yaffe, Member Sharpe

MOTION: Member Finch moved for approval of the emergency rules listed in item

8a.i-iv, as published. The motion was seconded by Member Kennedy.

FOR THE MOTION: Chairman Nuttle, Member Case, Member Cruzan, Member Dell'Osso,
Member Finch, Member Kennedy

BOARD MEMBERS ABSENT: Vice-Chairman Yaffe, Member Sharpe

ITEM 14 / ADJOURNMENT
Marc Nuttle, OHCA Board Chairman

MOTION: Member Dell’Osso moved for approval for adjournment. The motion was
seconded by Member Finch.

FOR THE MOTION: Chairman Nuttle, Member Case, Member Cruzan, Member Dell'Osso,
Member Finch, Member Kennedy

BOARD MEMBERS ABSENT: Vice-Chairman Yaffe, Member Sharpe

Meeting adjourned at 3:38 p.m., 6/22/2022

NEXT BOARD MEETING
September 21, 2022
Oklahoma Health Care Authority
4345 N. Lincoln Bivd
Oklahoma City, OK 73105

Martina Ordonez



Board Secretary

Minutes Approved:

Initials:
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;l' & OKLAHOMA

Y Health Care Authority

STATE PLAN AMENDMENT RATE COMMITTEE

HUMAN DONOR BREAST MILK

1. ISTHIS A RATE CHANGE OR A METHOD CHANGE?
Rate Change

2. IS THIS CHANGE AN INCREASE, DECREASE, OR NO IMPACT?
Increase

3. PRESENTATION OF ISSUE — WHY IS THIS CHANGE BEING MADE?
The Oklahoma Health Care Authority is requesting to add coverage to provide Medicaid

coverage for pasteurized donor human milk and donor human milk-derived products in a
home setting, for infants, when deemed medically necessary by a qualified provider.

4. CURRENT METHODOLOGY AND/OR RATE STRUCTURE.
Currently OHCA does not pay for HCPCS Procedure Code T2101 (HUMAN BREAST MILK

PROCESSING, STORAGE AND DISTRIBUTION ONLY).

5. NEW METHODOLOGY OR RATE STRUCTURE.
The Oklahoma Health Care Authority requests that HCPCS Procedure Code T2101 (HUMAN

BREAST MILK PROCESSING, STORAGE AND DISTRIBUTION ONLY) to be paid $4.29 per ounce
(514.50 per 3.38 ounce bottle).

6. BUDGET ESTIMATE.
The estimated budget impact for SFY 2023 will be an increase in the total amount of

$229,211; with $59,801 in state share.

The estimated budget impact for SFY 2024 will be an increase in the total amount of
$343,816; with $112,153 in state share.

OHCA attests that it has adequate funds to cover the state share of the projected cost of
services.

7. AGENCY ESTIMATED IMPACT ON ACCESS TO CARE.
This will not have a negative impact on access to care.

8. RATE OR METHOD CHANGE IN THE FORM OF A MOTION.



;l' & OKLAHOMA

Y Health Care Authority
STATE PLAN AMENDMENT RATE COMMITTEE

The Oklahoma Health Care Authority requests the State Plan Amendment Rate Committee
approve HCPCS Procedure Code T2101 (HUMAN BREAST MILK PROCESSING, STORAGE AND
DISTRIBUTION ONLY) to be paid $4.29 per ounce ($14.50 per 3.38 ounce bottle).

EFFECTIVE DATE OF CHANGE.
November 1, 2022
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Y Health Care Authority

STATE PLAN AMENDMENT RATE COMMITTEE

DENTAL RATE METHODOLOGY UPDATE

IS THIS A RATE CHANGE OR A METHOD CHANGE?
Method Change

IS THIS CHANGE AN INCREASE, DECREASE, OR NO IMPACT?
Increase

PRESENTATION OF ISSUE — WHY IS THIS CHANGE BEING MADE?
The Oklahoma Health Care Authority is requesting to update the rate methodology used to

pay for dental services. OHCA was appropriated dollars in the SFY2023 budget to increase
dental rates. Updating the dental rate methodology would improve our ratio of Medicaid
reimbursement to private dental insurance reimbursement to 73.02%, over a 10%
improvement in this ratio. Also, the proposed rates would be over what New Mexico
Medicaid pays for dental services, and on par with what Colorado Medicaid pays.

CURRENT METHODOLOGY AND/OR RATE STRUCTURE.
The current methodology to pay dental services uses a calculation of Relative Value Units

(RVUs) times a Conversion Factor. The current RVUs have not been updated in several
years. The current Conversion Factor used is 30.4887 for all populations and has not been
updated in several years.

NEW METHODOLOGY OR RATE STRUCTURE.
The proposed rate methodology to pay dental services would continue suing a calculation

of Relative Value Units (RVUs) times a Conversion Factor. The proposed rate methodology
would be to update the RVUs annually from the Optum Coding Relative Values for Dentists
Data File. The proposed rate methodology would also use a different Conversion Factor for
children and adults. The proposed Conversion Factors would be 30.4887 for children and
33.5700 for adults. The increase in the aggregate for children would be over 5%, and for
adults over 14%.

BUDGET ESTIMATE.
The estimated budget impact for SFY 2023 will be an increase in the total amount of

$13,535,511; with $2,527,105 in state share.
The estimated budget impact for SFY 2024 will be an increase in the total amount of
$18,047,348; with $4,409,178 in state share.
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;l' & OKLAHOMA

Y Health Care Authority

STATE PLAN AMENDMENT RATE COMMITTEE

OHCA attests that it has adequate funds to cover the state share of the projected cost of
services.

AGENCY ESTIMATED IMPACT ON ACCESS TO CARE.
This will have a positive impact on access to care, especially in recruiting dentists to serve

our adult populations.

RATE OR METHOD CHANGE IN THE FORM OF A MOTION.
The Oklahoma Health Care Authority requests the State Plan Amendment Rate Committee

approve the proposed rate methodology to update the RVUs annually from the Optum
Coding Relative Values for Dentists Data File and update the Conversion Factors to 30.4887
for children and 33.5700 for adults.

EFFECTIVE DATE OF CHANGE.
October 1, 2022
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Y Health Care Authority

STATE PLAN AMENDMENT RATE COMMITTEE

DEVELOPMENTAL DISABILITIES SERVICES INCREASES

IS THIS A RATE CHANGE OR A METHOD CHANGE?
RATE CHANGE

IS THIS CHANGE AN INCREASE, DECREASE, OR NO IMPACT?
DECREASE

PRESENTATION OF ISSUE — WHY IS THIS CHANGE BEING MADE?

Oklahoma Human Services is proposing to decrease the rate for Extensive Residential
Supports and Extensive Residential Supports Therapeutic leave. The rate decrease is
needed to correct an error when calculating the 25% rate increase effective October 1,
2022. The rate was newly created with the 25% rate increase embedded and thus not
subject to the previous rate increase. The service is available to members in the
Homeward Bound Waiver and the Community Waiver.

CURRENT METHODOLOGY AND/OR RATE STRUCTURE.
The current rate structure is a fixed and uniform rate established through the SPARC
process. The current services, service codes and rates are as follows:

Procedure Description Code Service Unit Current Rate Proposed Rate
Extensive Residential Supports T2033 TG Day S 1,16240 S 929.92
Extensive Residential Supports Therapeutic Leave T2033 TG Day S 116240 S 929.92

NEW METHODOLOGY OR RATE STRUCTURE.
The table below indicates the services and per service rate increase proposed:

Procedure Description Code Service Unit Proposed Rate Net Annual Cost
Extensive Residential Supports T2033 TG Day S 929.92 S (867,035.00)
Extensive Residential Supports Therapeutic Leave T2033 TG Day S 929.92 S (250.00)

BUDGET ESTIMATE.
In SFY 2023, the total savings for 9 months will be $837,776, with a 25.57% state share of

$214,219. In SFY 2024, the total savings will be $1,117,035, with a 32.4% state share of
$361,919.
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Y Health Care Authority

STATE PLAN AMENDMENT RATE COMMITTEE

AGENCY ESTIMATED IMPACT ON ACCESS TO CARE.
Decreasing the rate will have no effect on access to care.

RATE OR METHOD CHANGE IN THE FORM OF A MOTION.
Oklahoma Human Services requests the proposed rates are decreased as presented.

EFFECTIVE DATE OF CHANGE.
October 1, 2022, upon approval by CMS
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Y Health Care Authority

STATE PLAN AMENDMENT RATE COMMITTEE

MONEY FOLLOWS THE PERSON/OKLAHOMA'S LIVING CHOICE RATE

INCREASES

1. IS THIS A RATE CHANGE OR A METHOD CHANGE?
Rate Change

2. IS THIS CHANGE AN INCREASE, DECREASE, OR NO IMPACT?
Increase

3. PRESENTATION OF ISSUE — WHY IS THIS CHANGE BEING MADE?
Oklahoma Health Care Authority (OHCA) is seeking to implement a provider rate increase
pursuant to 1915(c) Home and Community-Based Services Waiver Instructions and
Technical Guidance.
The Oklahoma Legislature appropriated and specifically funded a 25% rate increase for their
five 1915(c) waiver HCBS providers contracted with Oklahoma Human Services (OHS). The
intent is to standardize provider rates across the 1915(c) Home and Community Based
Services and the Money Follows the Person Demonstration/Oklahoma’s Living Choice
program. Without this additional support, staffing shortages could result in adverse health
and safety outcomes for the individuals served.

4. CURRENT METHODOLOGY AND/OR RATE STRUCTURE.

The current rate structure for the Money Follows the Person Demonstration/Oklahoma’s
Living Choice provided in the proposed rate changes are fixed and uniform rates established
through the State Plan Amendment Rate Committee process, with the following waiver
requirements:

e Additionally, the proposed rates will be consistent with the 1915(c) HCBS waiver
programs operated by OHS.

SERVICES AND CURRENT RATES ARE LISTED BELOW:

Living Choice Services Code Unit Type Current
Rate
Adult Day Health S5100 15-min $2.04
Adult Day Health — Personal Care S5105 Session $8.27
Adult Day Health — Therapy S5105 Session $11.70
Advanced Supportive/Restorative Assistance T1019-TF 15-min $4.57
Assisted Living Tier 1 Services T2031 per diem $49.33
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STATE PLAN AMENDMENT RATE COMMITTEE
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Living Choice Services Code Unit Type Current
Rate
Assisted Living Tier 2 Services T2031-TF per diem $66.57
Assisted living Tier 3 Services T2031-TG per diem $93.11
Case Management T1016 15-min $15.41
Case Management - Very Rural T1016-TN 15-min $22.06
Institutional Case Management T1016-U7 15-min $15.41
Institutional Case Management - Very Rural T1016-U7-TN | 15-min $22.06
Transition Case Management T1016-U3 15-min $15.41
Transition Case Management - Very Rural T1016-U3-TN | 15-min $22.06
Home Delivered Meals S5170 per meal $5.41
Hospice Care S9126 per diem $128.80
In-Home Respite T1005 15-min $4.24
In-Home Extended Respite $9125 per diem $179.40
Personal Care T1019 15-min $4.24
Private Duty Nursing T1000 15-min $8.17
RN Assessment/Evaluation T1002 15-min $14.61
Skilled Nursing — Home Health Setting (LPN) G0300 15-min $14.61
Skilled Nursing — Home Health Setting (RN) G0299 15-min $14.61
Occupational Therapy G0152 15-min $21.63
Physical Therapy G0151 15-min $21.63
Respiratory Therapy G0237 15-min $14.87
Speech/Language Therapy G0153 15-min $21.63
Self-Direction Advanced Supportive/Restorative | S5125-TF 15-min $4.57
Self-Direction Extended Respite S9125-U4 15-min $179.40
Self-Direction Respite T1005-U4 15-min $4.24
Self-Direction Personal Care T1019 15-min $4.24

5. NEW METHODOLOGY OR RATE STRUCTURE.
The new rates are based on an average of a 25% increase of existing rates. This is to align

with the OHS rates presented at a previous SPARC hearing. OHCA Waiver programs had
some past rate increases/decreases that the OHS Waivers did not.

. . . . Current New

Living Choice Services Code Unit Type Rate Rate
Adult Day Health S5100 15-min $2.04 $2.60
Adult Day Health — Personal Care $5105 Session $8.27 | $10.34
Adult Day Health — Therapy S5105 Session $11.70 $14.63
Advanced Supportive/Restorative Assistance T1019-TF 15-min $4.57 $5.65
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STATE PLAN AMENDMENT RATE COMMITTEE
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. . . . Current New
Living Choice Services Code Unit Type Rate Rate
Assisted Living Tier 1 Services T2031 per diem $49.33 $61.24
Assisted Living Tier 2 Services T2031-TF per diem $66.57 $82.64
Assisted living Tier 3 Services T2031-TG per diem $93.11 | $115.59
Case Management T1016 15-min $15.41 | S19.11
Case Management - Very Rural T1016-TN 15-min $22.06 | $27.36
Institutional Case Management T1016-U7 15-min $15.41 $19.11
Institutional Case Management - Very Rural T1016-U7-TN | 15-min $22.06 $27.36
Transition Case Management T1016-U3 15-min $15.41 $19.11
Transition Case Management - Very Rural T1016-U3-TN | 15-min $22.06 $27.36
Home Delivered Meals $5170 per meal $5.41 $6.44
Hospice Care S9126 per diem $128.80 | $154.75
In-Home Respite T1005 15-min $4.24 $5.26
In-Home Extended Respite S9125 per diem $179.40 | $219.44
Personal Care T1019 15-min $4.24 $5.26
Private Duty Nursing T1000 15-min $8.17 | $10.00
RN Assessment/Evaluation T1002 15-min $14.61 $19.50
Skilled Nursing — Home Health Setting (LPN) G0300 15-min $14.61 $18.20
Skilled Nursing — Home Health Setting (RN) G0299 15-min S14.61 $19.50
Occupational Therapy G0152 15-min $21.63 | $26.00
Physical Therapy G0151 15-min $21.63 $26.00
Respiratory Therapy G0237 15-min $14.87 | $18.60
Speech/Language Therapy G0153 15-min $21.63 $24.43
Self-Direction Advanced Supportive/Restorative | S5125-TF 15-min $4.57 $5.65
Self-Direction Extended Respite $9125-U4 15-min $179.40 | $219.44
Self-Direction Respite T1005-U4 15-min $4.24 $5.26
Self-Direction Personal Care T1019 15-min $4.24 $5.26

6. BUDGET ESTIMATE.

Oklahoma's FFY 2023 FMAP will be 87.85%. The estimated budget impact for SFY 2023 will
be an increase in the total amount of $61,310; with $7,449 in state share for the remainder

of SFY 2023.

The estimated budget impact for SFY 2024 will be an increase in the total amount of

$81,746; with $26,486 in state share.

OHCA attests that it has adequate funds to cover the state share of the projected cost of

services.
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7. AGENCY ESTIMATED IMPACT ON ACCESS TO CARE.
The rate increase will have a positive impact on access to care as providers are able to meet

increased labor costs.

8. RATE OR METHOD CHANGE IN THE FORM OF A MOTION.
Oklahoma Health Care Authority requests the State Plan Amendment Rate Committee

approve the proposed 25% average rate increases to bring OHCA Waiver rates in alignment
with OHCA Waiver rates.

9. EFFECTIVE DATE OF CHANGE.
October 1, 2022, upon approval by CMS
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MEDICALLY FRAGILE WAIVER SERVICES RATE INCREASES

IS THIS A RATE CHANGE OR A METHOD CHANGE?
Rate Change

IS THIS CHANGE AN INCREASE, DECREASE, OR NO IMPACT?
Increase

PRESENTATION OF ISSUE — WHY IS THIS CHANGE BEING MADE?
Oklahoma Health Care Authority (OHCA) is seeking to implement a provider rate increase

pursuant to 1915(c) Home and Community-Based Services Waiver Instructions and
Technical Guidance.

The Oklahoma Legislature appropriated and specifically funded a 25% rate increase for their
five 1915(c) waiver HCBS providers contracted with Oklahoma Human Services (OHS). The
intent is to standardize provider rates across the 1915(c) Home and Community Based
Services and the Medically Fragile. Without this additional support, staffing shortages could
result in adverse health and safety outcomes for the individuals served. OHCA is proposing
an average rate increase of 25% on payments for the Medically Fragile waiver services.

CURRENT METHODOLOGY AND/OR RATE STRUCTURE.
The current rate structure for the Medically Fragile Waiver provided in the proposed rate

changes are fixed and uniform rates established through the State Plan Amendment Rate
Committee process, with the following waiver requirements:

e Additionally, the proposed rates will be consistent with the 1915(c) HCBS waiver
programs operated by OHS.

Services and current rates are listed below:

Medically Fragile Waiver Services Code Unit Type Ct;rarteent
Advanced Supportive/Restorative Assistance T1019-TF 15-min $4.57
Case Management T1016 15-min $15.41
Case Management - Very Rural T1016-TN 15-min $22.06
Institutional Case Management T1016-U7 15-min $15.41
Institutional Case Management - Very Rural T1016-U7-TN | 15-min $22.06
Transitional Case Management T1016-U3 15-min $15.41
Transitional Case Management - Very Rural T1016-U3-TN | 15-min $22.06

19




STATE PLAN AMENDMENT RATE COMMITTEE

1

»
"

A
\ §
»

OKLAHOMA

N Health Care Authority

Medically Fragile Waiver Services Code Unit Type Ct;rarteent
Home Delivered Meals S5170 per meal $5.41
Hospice Care S9126 per diem $128.80
In-Home Respite T1005 15-min $4.24
In-Home Extended Respite $9125 per diem $179.40
Personal Care T1019 15-min $4.24
Private Duty Nursing T1000 15-min $8.17
RN Assessment/Evaluation T1002 15-min S14.61
RN Assessment/Evaluation - Transitional T1002 15-min $14.61
Skilled Nursing — Home Health Setting (LPN) G0300 15-min $14.61
Skilled Nursing — Home Health Setting (RN) G0299 15-min $14.61
Occupational Therapy G0152 15-min $21.63
Physical Therapy G0151 15-min $21.63
Respiratory Therapy G0237 15-min $14.87
Speech/Language Therapy G0153 15-min $21.63
Self-Direction Advanced Supportive/Restorative | S5125-TF 15-min $4.57
Self-Direction Extended Respite S9125-U4 15-min $179.40
Self-Direction Respite T1005-U4 15-min $4.24
Self-Direction Personal Care T1019 15-min $4.24

5. NEW METHODOLOGY OR RATE STRUCTURE.
The new rates are based on an average of a 25% increase of existing rates. This is to align

with the OHS rates presented at a previous SPARC hearing. OHCA Waiver programs had
some past rate increases/decreases that the OHS Waivers did not.

. . . . . Current New

Medically Fragile Waiver Services Code Unit Type Rate Rate
Advanced Supportive/Restorative Assistance T1019-TF 15-min $4.57 $5.65
Case Management T1016 15-min $15.41 | S19.11
Case Management - Very Rural T1016-TN 15-min $22.06 $27.36
Institutional Case Management T1016-U7 15-min $15.41 | S19.11
Institutional Case Management - Very Rural T1016-U7-TN | 15-min $22.06 $27.36
Transitional Case Management T1016-U3 15-min $15.41 | S19.11
Transitional Case Management - Very Rural T1016-U3-TN | 15-min $22.06 $27.36
Home Delivered Meals S5170 per meal $5.41 $6.44
Hospice Care S9126 per diem $128.80 | $154.75
In-Home Respite T1005 15-min $4.24 $5.26
In-Home Extended Respite $9125 per diem $179.40 | $219.44
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. . . . . Current New

Medically Fragile Waiver Services Code Unit Type Rate Rate
Personal Care T1019 15-min $4.24 $5.26
Private Duty Nursing T1000 15-min $8.17 | $10.00
RN Assessment/Evaluation T1002 15-min $14.61 $19.50
RN Assessment/Evaluation - Transitional T1002 15-min $14.61 $19.50
Skilled Nursing — Home Health Setting (LPN) G0300 15-min $14.61 $18.20
Skilled Nursing — Home Health Setting (RN) G0299 15-min S14.61 $19.50
Occupational Therapy G0152 15-min $21.63 | $26.00
Physical Therapy G0151 15-min $21.63 $26.00
Respiratory Therapy G0237 15-min $14.87 $18.60
Speech/Language Therapy G0153 15-min $21.63 $24.43
Self-Direction Advanced Supportive/Restorative | S5125-TF 15-min $4.57 $5.65
Self-Direction Extended Respite $9125-U4 15-min $179.40 | $219.44
Self-Direction Respite T1005-U4 15-min $4.24 $5.26
Self-Direction Personal Care T1019 15-min $4.24 $5.26

6. BUDGET ESTIMATE.
Oklahoma's FFY 2023 FMAP will be 67.36%. The estimated budget impact for SFY 2023 will

be an increase in the total amount of $1,045,955; with $267,486 in state share for the
remainder of SFY 2023.

The estimated budget impact for SFY 2024 will be an increase in the total amount of
$1,394,607; with $451,853 in state share.

OHCA attests that it has adequate funds to cover the state share of the projected cost of
services.

7. AGENCY ESTIMATED IMPACT ON ACCESS TO CARE.
The rate increase will have a positive impact on access to care as providers are able to meet

increased labor costs.

8. RATE OR METHOD CHANGE IN THE FORM OF A MOTION.
Oklahoma Health Care Authority requests the State Plan Amendment Rate Committee

approve the proposed 25% average rate increases to bring OHCA Waiver rates in alighnment
with OHCA Waiver rates.

9. EFFECTIVE DATE OF CHANGE.
October 1, 2022, upon approval by CMS
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Attachment C.i

SUBMITTED TO THE C.E.O. AND BOARD ON SEPTEMBER 21, 2022
Discussion and vote regarding the Authority’s ability to withstand the procurement decision
made by the CEO based on the Authority’s budget and available funds

BACKGROUND
Services

Purpose and Scope

Mandate
Procurement Method

External Approvals

Behavioral Health Home Management Software System

Oklahoma Department of Mental Health and Substance Abuse
Services is seeking to extend current contract with Bertelsmann
Learning LLC dba Relias LLC previously Care Management
Technologies, Inc. for the services to administer a Behavioral
Health Home Management Software System. SFY22 and SFY23
extension costs exceed the million-dollar threshold requirement for
board approval.

The Behavioral Health Home Management Software System is
providing electronic communication between the Oklahoma Health
Homes, the Oklahoma Health Care Authority, the Oklahoma
Department of Mental Health and Substance Abuse Services and
the Centers for Medicare and Medicaid Services.

N/A
Sole Source

OMES

Contract Term | July 1, 2022 through June 30, 2023
BUDGET
Amount requested for Approval $556,161.00
Federal Match Percentage(s) within the Total 50%
Contract Not-to-Exceed

RECOMMENDATION

The Authority affirms its ability to withstand the procurement decision made by the CEO based
on the budget and available funds. Board approval is requested to extend the Behavioral Health
Home Management Software System services described above for 1 year, not-to-exceed

$556,161.00 total dollars.
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Additional Information

Contract Term, Including all Optional Renewal Years

(Oklahoma law limits State Agencies from encumbering funds for more than a single State Fiscal
Year. As a result, all State of Oklahoma contracts are entered into for an initial year period with
subsequent optional renewal years. Every OHCA professional services contract includes standard
contract termination language, including immediate, 30 day for cause, 60 day without cause, and
non-renewal terminations.)

Total Contract Not-to-Exceed Requested for Approval.
(Actual not-to-exceed amounts are established by the competitive bid process. If the not-to-
exceed amount exceeds the amount previously approved by $1,000,000.00 or 25% more, the
contract increase shall require additional Board approval.)

Federal Match Percentage(s)

(CMS authorizes Federal Match based upon specific criteria, for example, a single Information
Technology contract may qualify for 50% administrative match, 75% operational match, and 90%
implementation match.)
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Attachment C.ii

SUBMITTED TO THE C.E.O. AND BOARD ON SEPTEMBER 21, 2022
Discussion and vote regarding the Authority’s ability to withstand the procurement decision
made by the CEO based on the Authority’s budget and available funds

BACKGROUND
Services | Care Management System
Purpose and Scope | Initial board approval for the agreement only included
implementation costs; board approval will be for costs associated
with system maintenance and operations for the Care Management
System as accepted in the original bid and deliverable restructuring.
Mandate | No mandate
Procurement Method | Competitive Bid

External Approvals | OMES and CMS

Contract Term | Date of Award through June 30, 2021 with seven (7) options to

renew
BUDGET
Amount requested for Approval $16,269,309.00
Federal Match Percentage(s) within the Total 90/75%
Contract Not-to-Exceed

RECOMMENDATION

The Authority affirms its ability to withstand the procurement decision made by the CEO based
on the budget and available funds. Previous board approval included implementation costs of
$7,752,271.00. Board approval is requested to support maintenance/operations costs and
restructuring described above for the remaining five (5) years of the agreement period in the
amount of $16,269,309.00, for a total agreement not-to-exceed amount of $24,021,580.00.
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Additional Information

Contract Term, Including all Optional Renewal Years

Oklahoma law limits State Agencies from encumbering funds for more than a single State
Fiscal Year. As a result, all State of Oklahoma contracts are entered into for an initial year
period with subsequent optional renewal years. Every OHCA professional services contract
includes standard contract termination language, including immediate, 30 day for cause, 60
day without cause, and non-renewal terminations.

Competitive Bid Total Contract Not-to-Exceed Requested for Approval.

Actual not-to-exceed amounts are established by the competitive bid process. If the not-to-
exceed amount exceeds the amount previously approved by $1,000,000.00 or 25% the contract
increase shall require additional Board approval.

Federal Match Percentage(s)

CMS authorizes Federal Match based upon specific criteria, for example, a single Information
Technology contract may qualify for 50% administrative match, 75% operational match, and
90% implementation match.
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Attachment C.iii
SUBMITTED TO THE C.E.O. AND BOARD ON SEPTEMBER 21, 2022
Discussion and vote regarding the Authority’s ability to withstand the procurement decision made by the CEO
based on the Authority’s budget and available funds

BACKGROUND
Services | Prior Authorization Reviews

Purpose and Scope | The purpose of this Agreement is for Pharmacy Management
Consultants (PMC) to provide prior authorization (PA) reviews for
the Oklahoma Health Care Authority’s (OHCA) physical therapy
(PT), occupational therapy (OT), and speech therapy services.
Vendor will complete prior authorization requests and amendments
for physical, occupational and speech therapies while conforming
to a 95% or better accuracy rate for approvals, amendments,
cancellations, and denials.

Mandate | N/A
Procurement Method | Inter-governmental Agreement

External Approvals | N/A

Contract Term | Date of Signature through June 30, 2023 with two (2) options to

renew

BUDGET
Amount requested for Approval $3,250,500.00
Federal Match Percentage(s) within the Total 50%

Contract Not-to-Exceed

RECOMMENDATION

The Authority affirms its ability to withstand the procurement decision made by the CEO based on the budget
and available funds. Board approval is requested to procure prior authorization services as described above for
three (3) years with an annual budget of $1,083,500.00 and total agreement not-to-exceed of $3,250,500.00.
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Additional Information

Contract Term, Including all Optional Renewal Years

(Oklahoma law limits State Agencies from encumbering funds for more than a single State Fiscal Year. As
a result, all State of Oklahoma contracts are entered into for an initial year period with subsequent optional
renewal years. Every OHCA professional services contract includes standard contract termination
language, including immediate, 30 day for cause, 60 day without cause, and non-renewal terminations.)

Total Contract Not-to-Exceed Requested for Approval.

(Actual not-to-exceed amounts are established by the competitive bid process. If the not-to-exceed amount
exceeds the amount previously approved by $125,000.00 or more, the contract increase shall require
additional Board approval.)

Federal Match Percentage(s)

(CMS authorizes Federal Match based upon specific criteria, for example, a single Information
Technology contract may qualify for 50% administrative match, 75% operational match, and 90%
implementation match.)
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Attachment C.iv

SUBMITTED TO THE C.E.O. AND BOARD ON SEPTEMBER 21, 2022
Discussion and vote regarding the Authority’s ability to withstand the procurement decision
made by the CEO based on the Authority’s budget and available funds

BACKGROUND
Services

Purpose and Scope

Mandate
Procurement Method
External Approvals

Contract Term

Member Enrollment Services for Public Health Emergency (PHE)
Unwinding

The Oklahoma Health Care Authority (OHCA) has approximately
220,000 members who are currently protected with continuous
eligibility by the Public Health Emergency (PHE). When the PHE is
terminated, those Oklahomans will lose their access to SoonerCare.

OHCA'’s goal is to minimize member burden, promote a seamless
transition of coverage, and provide appropriate alternative sources of
coverage and services to our most vulnerable and high-risk PHE
protected members. These tasks will be executed by a vendor
awarded through the RFP process.

The Vendor will assist OHCA in assessing, identifying and
addressing member health and social needs, coordinating care by
helping members enroll for appropriate assistance and health
coverage, and work statewide with protected populations.

Federal Member Unwinding Mandate

Competitive Bid

N/A

Date of Award through June 30, 2023 with one (1) option to renew

BUDGET
Amount requested for Approval $2,000,000.00
Federal Match Percentage(s) within the Total 50%
Contract Not-to-Exceed

RECOMMENDATION

The Authority affirms its ability to withstand the procurement decision made by the CEO based
on the budget and available funds. Board approval is requested to procure services as described
above for two (2) years with an annual budget of $1,000,000.00 and total agreement not-to-
exceed amount of $2,000,000.00.
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Additional Information

Contract Term, Including all Optional Renewal Years

(Oklahoma law limits State Agencies from encumbering funds for more than a single State
Fiscal Year. As a result, all State of Oklahoma contracts are entered into for an initial year
period with subsequent optional renewal years. Every OHCA professional services contract
includes standard contract termination language, including immediate, 30 day for cause, 60 day
without cause, and non-renewal terminations.)

Total Contract Not-to-Exceed Requested for Approval.

(Actual not-to-exceed amounts are established by the competitive bid process. If the not-to-
exceed amount exceeds the amount previously approved by $125,000.00 or more, the contract
increase shall require additional Board approval.)

Federal Match Percentage(s)

(CMS authorizes Federal Match based upon specific criteria, for example, a single Information
Technology contract may qualify for 50% administrative match, 75% operational match, and
90% implementation match.)
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Traylor Rains
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SOONERSELECT

Dental RFP Town Hall Meetings - Hybrid

« July19
Online: 75

e July 26
Online: 182 | In-person: 32

Dental RFP was released on September 1.

Bidders will have 60 days to submit responses.

Medical RFP Town Hall Meetings - Virtual

September 29 at 1:.00 p.m.
October 5 at 2:00 p.m.

Medical and Children's Specialty RFPs to be released early October.

Bidders will have 90 days to respond.

| OKLAHOMA HEALTH CARE AUTHORITY



PROGRAM UPDATES

Referrals for OB/GYN Services

« Effective July 1, referrals are no longer required for most primary/preventive services provided by OB/GYN's.
« Aligned with OHCA's continued goal of removing barriers to access primary care.

Encounter limit update for FQHC/RHC

« Members who have chosen a Federall% Qualified Health Center or Rural Health Center as their Patient
Centered Medical Home can exceed the monthly limit of four visits per month.

Partial Hospitalization (PHP) Services for Adults

. Q,duhaSoonerCare members now have access to PHP services for both mental health and substance use
isorders.

Public Health Emergency (PHE) unwinding operational plan posted
to OHCA Website & v ) 5 op . .

« Public Health Emergency (PHE) (oklahoma.gov)

i . 33 ] - v
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https://oklahoma.gov/ohca/about/public-health-emergency.html
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Attachment E

Oklahoma Health Care Authority Board Meeting — Drug Summary
Drug Utilization Review Board Meeting — July 13, 2022

Sutab®
Tarpeyo™
Vuity™

Xipere®

medications

¢ $148 per treatment
¢ $14,160 per 30 days
¢ $70 per package

¢ $3,300 per dose

Recommendation/ Drug Used for Cost* Notes
Vote
1 Camcevi™ e Prostate ¢ $7,800 per year e Cheaper products available
Cancer
Pluvicto™ » $255,000 per course
of treatment Prostate Cancer typically occurs in
Tivdak® an older population which would
e $529,650 per year be covered under Medicare for the
. dually eligible members.
Wel
Slreg ¢ $316,796 per year
2 Livtencity™ e Post-transplant | e $49,799 per 8-week | e Cheaper generic treatments
CMV course of treatment | available
3 Ryplazim® e Plasminogen ¢ $2.014M per year e Rare disease; 1.6 per 1 million
Deficiency people
4 Flegsuvy™ e Special ¢ $2,640 per 30 days | e Baclofen tablets and suspension
formulations of available cheaper
Loreev XR™ existing e $425 per 30 days e Lorazepam tablets available

cheaper

e Cheaper bowel preparations
options available

¢ Budesonide and prednisone
tablets available cheaper

e Pilocarpine solution available
cheaper

e Triamcinolone and
dexamethasone available
cheaper

*Costs do not reflect rebated prices or net costs. Costs based on National Average Drug Acquisition Costs (NADAC) or Wholesale
Acquisition Costs (WAC) if NADAC unavailable. N/A = not available at the time of publication.
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Attachment E

OHCA Board Meeting September 21, 2022
Pharmacy Agenda Items

Recommendation 1: Vote to Prior Authorize Camcevi™,

Pluvicto™, Tivdak®, and Welireg™

The Drug Utilization Review Board recommends the prior authorization of
Camcevi™ (Leuprolide), Pluvicto™ (Lutetium Lu 177 Vipivotide Tetraxetan),
Tivdak® (Tisotumab Vedotin-tftv), and Welireg™ (Belzutifan) with the following
criteria:

Camcevi™ (Leuprolide) Approval Criteria [Prostate Cancer Diagnosis]:

1. Diagnosis of advanced prostate cancer; and

2. A patient-specific, clinically significant reason why the member cannot use
Eligard® (leuprolide acetate), Firmagon® (degarelix), and Lupron Depot®
(leuprolide acetate) must be provided [reason(s) must address each
medication].

Pluvicto® (Lutetium Lu 177 Vipivotide Tetraxetan) Approval Criteria
[Prostate Cancer Diagnosis]:
1. Diagnosis of prostate-specific membrane antigen (PSMA)-positive metastatic
castration-resistant prostate cancer (MCRPC); and
2. Member must have been treated with androgen receptor pathway inhibition
and taxane-based chemotherapy.

Tivdak® (Tisotumab Vedotin-tftv) Approval Criteria [Cervical Cancer
Diagnosis]:

1. Diagnosis of recurrent or metastatic cervical cancer; and

2. Disease has progressed on or after chemotherapy.

Welireg™ (Belzutifan) Approval Criteria:
1. Diagnosis of von Hippel-Landau (VHL) disease; and
2. Diagnosis of either renal cell carcinoma, central nervous system
hemangioblastomas, or pancreatic neuroendocrine tumor; and
3. Does not require immediate surgery.

Recommendation 2: Vote to Prior Authorize Livtencity™

The Drug Utilization Review Board recommends the prior authorization of
Livtencity™(Maribavir) with the following criteria:

Livtencity™ (Maribavir) Approval Criteria:
1. An FDA approved indication of the treatment of post-transplant
cytomegalovirus (CMV) infection and disease that is refractory to treatment
(with or without genotypic resistance) with ganciclovir, valganciclovir,
cidofovir, or foscarnet in adults and pediatric members (12 years of age and
older weighing =235kg); and
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Pharmacy Agenda Items

2.

3.

A previously failed trial at least 14 days in duration with ganciclovir,
valganciclovir, cidofovir, or foscarnet; and

Prescriber must verify the member does not have CMV disease involving the
central nervous system including the retina (CMV retinitis); and

Prescriber must verify member will not receive concurrent treatment with
ganciclovir and/or valganciclovir while taking Livtencity™; and

Prescriber must verify the member will be monitored for virologic failure
during and after treatment with Livtencity™; and

Livtencity™ must be prescribed by an oncology, hematology, infectious
disease, or transplant specialist (or advanced care practitioner with a
supervising physician who is an oncology, hematology, infectious disease, or
transplant specialist); and

Prescriber must verify Livtencity™ will not be used concomitantly with strong
inducers of CYP3A4 (e.g., rifampin, rifabutin, St. John's wort) except
carbamazepine, phenobarbital, or phenytoin. Use of carbamazepine,
phenobarbital, or phenytoin concomitantly with Livtencity™ will require dose
adjustment according to package labeling; and

Prescriber must agree to monitor drug concentrations of
immunosuppressant drugs that are CYP3A4 and/or P-glycoprotein (Pgp)
substrates (e.g., tacrolimus, cyclosporine, sirolimus, everolimus) throughout
treatment with Livtencity™ and adjust the dose of immunosuppressant
drug(s) as needed; and

Approvals will be for a maximum duration of 8 weeks, and a quantity limit of
12 tablets per 28 days will apply.

Recommendation 3: Vote to Prior Authorize Ryplazim®

The Drug Utilization Review Board recommends the prior authorization of
Ryplazim®(Plasminogen, Human-tvmh) with the following criteria:

Ryplazim® (Plasminogen, Human-tvmh) Approval Criteria:

1.

2.

1. An FDA approved indication of plasminogen deficiency type 1
(hypoplasminogenemia) as confirmed by at least 2 of the following
a. Genetic testing confirming biallelic mutations in the plasminogen
(PLG) gene; or
b. Plasminogen activity level <45%; or
c. Documentation of clinical symptoms and lesions consistent with
plasminogen deficiency type 1 (e.g., ligneous conjunctivitis, ligneous
gingivitis or gingival overgrowth, vision abnormalities, respiratory
distress and/or obstruction, abnormal wound healing); and
Ryplazim® must be prescribed by, or in consultation with, a hematologist,
pulmonologist, ophthalmologist, geneticist, or other specialist with expertise
in the treatment of plasminogen deficiency (or an advanced care practitioner
with a supervising physician who is a hematologist, pulmonologist,
ophthalmologist, geneticist, or other specialist with expertise in the treatment
of plasminogen deficiency); and
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3.

Prescriber must verify that members at high risk for bleeding and/or
confirmed or suspected airway disease will be monitored by a health care
provider for 4 hours after receiving the first dose; and

Documented vaccination history to hepatitis A and B must be providedor
provider must verify member has received the first vaccine dose and is
scheduled to receive the second vaccine dose; and

The member's recent weight must be provided on the prior authorization
request in order to authorize the appropriate amount of drug required
according to package labeling; and

Initial approvals will be for 6 months, after which time the prescriber must
document improvement in clinical symptoms, partial or complete lesion
resolution, and increased plasminogen activity level; and

Subsequent approvals will be for the duration of 1 year and will require
documentation from the prescriber that member has not developed new or
recurrent lesions while on Ryplazim® and that adequate plasminogen activity
trough levels are being maintained.

Recommendation 4: Vote to Prior Authorize Fleqsuvy™, Loreev

XR™, Sutab®, Tarpeyo™, Vuity™, and Xipere®

The Drug Utilization Review Board recommends the prior authorization of
Flegsuvy™ (Baclofen Oral Suspension), Loreev XR™ [Lorazepam Extended-Release
(ER) Capsule], Sutab® (Sodium Sulfate/Magnesium Sulfate/Potassium Chloride
Tablet), Tarpeyo™ [Budesonide Delayed-Release (DR) Capsule], Vuity™ (Pilocarpine
1.25% Ophthalmic Solution), and Xipere®(Triamcinolone Acetonide Injection) with
the following criteria:

Flegsuvy™ 25mg/5mL (Baclofen Oral Suspension) Approval Criteria:

1.

An FDA approved indication of spasticity resulting from multiple sclerosis
(relief of flexor spasms and concomitant pain, clonus, and muscular rigidity) or
spinal cord injuries/diseases; and

Members older than 10 years of age require a patient-specific, clinically
significant reason why the member cannot use baclofen oral tablets, even
when tablets are crushed.

Loreev XR™ [Lorazepam Extended-Release (ER) Capsule] Approval Criteria:

1.

2.
3.

4.

An FDA approved indication for the treatment of anxiety disorders; and
Member must be 18 years of age or older; and

Member must be receiving a stable, evenly divided, 3 times daily dosing
regimen of lorazepam tablets; and

A patient-specific, clinically significant reason (beyond convenience) why the
member cannot use the immediate-release formulation must be provided;
and

A quantity limit of 30 capsules per 30 days will apply.
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Sutab® (Sodium Sulfate/Magnesium Sulfate/Potassium Chloride Tablet) Approval
Criteria:

1.

2.

An FDA approved indication for use in cleansing of the colon as a preparation
for colonoscopy; and

A patient-specific, clinically significant reason other than convenience why the
member cannot use other bowel preparation medications available without
prior authorization must be provided.

fthe member requires a low volume polyethylene glycol electrolyte lavage
solution, MoviPrep® is available without prior authorization. Other medications
currently available without a prior authorization include: Colyte®, Gavilyte®,
Golytely®, and Trilyte®.

Tarpeyo™ [Budesonide Delayed Release (DR) Capsule] Approval Criteria:

1.

An FDA approved indication to reduce proteinuria in adults with primary
immunoglobulin A nephropathy (IgAN) at risk of rapid disease progression;
and
The diagnosis of primary IgAN must be confirmed by the following:
a. Kidney biopsy; and
b. Secondary causes of IgAN have been ruled out (i.e,, IgA vasculitis; IgAN
secondary to virus, inflammatory bowel disease, autoimmune disease,
or liver cirrhosis; IgA-dominant infectionrelated glomerulonephritis);
and
Member must be 18 years of age or older; and
Must be prescribed by a nephrologist (or advanced care practitioner with a
supervising physician who is a nephrologist); and
Member must have a be at risk of rapid disease progression as demonstrated
by =1 of the following, despite maximal supportive care:
a. Urine protein-to-creatinine ratio (UPCR) >1.5 g/g; or
b. Proteinuria >0.75g/day; and
Member must be on a stable dose of a maximally-tolerated angiotensin
converting enzyme (ACE) inhibitor or angiotensin Il receptor blocker (ARB),
unless contraindicated or intolerant; and
A patient-specific, clinically significant reason why the member cannot use a
6-month trial of an alternative formulation of budesonide DR oral capsules
(e.g., Entocort® EC) or alternative oral corticosteroids available without prior
authorization is not appropriate for the member must be provided; and
Approval duration will be for 9 months; and
A quantity limit of 120 capsules per 30 days will apply.

Vuity™ (Pilocarpine 1.25% Ophthalmic Solution) Approval Criteria:

1.

2.
3.

An FDA approved indication of the treatment of presbyopia in adults; and
Must be prescribed by an ophthalmologist or optometrist; and
Prescriber must verify the member does not have iritis; and
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4.

6.

7.

Prescriber must verify the member has been counseled on the risk of retinal
detachment with use of Vuity™ and when to seek immediate medical care;
and

Prescriber must verify the member has been advised to use caution with
night driving and hazardous occupations in poor illumination as vision may
not be clear in these conditions while using Vuity™; and

A patient-specific, clinically significant reason the member cannot use
corrective lenses must be provided; and

A patient-specific, clinically significant reason the member cannot use generic
pilocarpine ophthalmic solution (Isopto® Carpine) must be provided.

Xipere® (Triamcinolone Acetonide Injection) Approval Criteria:

1.

An FDA approved indication for the treatment of macular edema
associated with non-infectious uveitis; and

Member must be 18 years of age or older; and

Xipere® must be administered by an ophthalmologist; and

Prescriber must confirm that the member does not have an active
ocular or periocular infection; and

Prescriber must confirm member does not have untreated ocular
hypertension or uncontrolled glaucoma; and

A patient-specific, clinically significant reason why the member cannot
use corticosteroid ophthalmic preparations, such as solution or
suspension, must be provided; and

A patient-specific, clinically significant reason the member cannot use
Triesence® must be provided; and

Initial authorization will be for 12 weeks, with an additional dose
approved at or after 12 weeks if the prescriber documents improvement
from baseline in visual acuity.
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Attachment F

September Board
Proposed Rules Amendment Summaries

APA WF # 22-05 Ambulance Service Provider Access Payment Program — The proposed
policy establishes rules consistent with the Oklahoma State Plan, which outlines the Ambulance
Service Provider Access Payment Program (ASPAPP). The ASPAPP is a voluntary program
designed to help assure access to quality emergency transports for SoonerCare members by
assessing a fee to privately owned ambulance service providers and then issuing quarterly
supplemental payments to those providers.

Budget Impact: The estimated total costfor SFY 2023 is $5,802,463 ($4,392,464 in federal share
and $1,409,999 in state share). The estimated total cost for SFY 2024 is $5,802,463 ($3,908,539
in federal share and $1,893,924 in state share). Both SFY 2023 and SFY 2024 will include a
$200,000 administrative cost collection from a provider tax.

Proposed Rule Timeline:

Tribal Consultation: Nov. 2, 2021

15-Day Public Comment Period: Aug. 16, 2022 - Aug. 31, 2022

Medical Advisory Committee (MAC) Meeting: Sept. 8, 2022

Emergency Rule Requested Effective Date: Contingent upon Governor's approval or the
45™M day post submission of the rules to the Governor (Nov. 7, 2022)

APA WF # 22-12 Staff Ratios and Staff Licensing Requirements for Out-of-State Psychiatric
Providers — The proposed rule changes allow out-of-state inpatient psychiatric providers to utilize
the staffing ratios and staff licensing requirements of the state in which the facility/provider is
located.

Budget Impact: Budget neutral.

Proposed Rule Timeline:

Tribal Consultation: July 5, 2022

15-Day Public Comment Period: Aug. 15, 2022 — Aug. 31, 2022

MAC Meeting: Sept. 8, 2022

Emergency Rule Requested Effective Date: Contingent upon Governor's approval or the
45th day post submission of the rules to the Governor (Nov. 7, 2022)

APA WF # 22-13 Advanced Practice Registered Nurses (APRN) and Physician Assistants
(PA) Rendering Physician-Required Psychiatric Services — The proposed rules allow APRNs
with psychiatric certifications and PAs to provide psychiatric services. Presently, psychiatric
service provision is only allowed by psychiatrists to members in inpatient settings. The psychiatric
services provided by APRNs and PAs will now also include psychiatric evaluations and weekly
individual treatment hours. The proposed rule aims to address physician shortages and extend
the reach of behavioral health treatments such as psychiatric evaluations and weekly individual
treatment hours by allowing inpatient psychiatric providers to utilize APRNs with psychiatric
certifications and PAs.

Budget Impact: Budget neutral.

Proposed Rule Timeline:
Tribal Consultation: July 5, 2022
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15-Day Public Comment Period: Aug. 16, 2022 — Aug. 31, 2022

MAC Meeting: Sept. 8, 2022

Emergency Rule Requested Effective Date: Contingent upon Governor's approval or the
45™M day post submission of the rules to the Governor (Nov. 7, 2022)

APA WF # 22-14 Coverage for Donor Human Breast Milk — The Agency proposes to add this
benefit as a new service covered under the Medical Suppliers section of policy. Proposed rules
outline medical necessity, provider qualifications, coverage, and reimbursement for donor human
breast milk. Further proposed revisions to the Enteral Nutrition section of policy removes human
breast milk as a non-covered item.

Budget Impact: The estimated total cost for SFY 2023 is $229,211 ($169,410 in federal share
and $59,801 in state share). The estimated total cost for SFY 2024 is $343,816 total ($231,663
in federal share and $112,153 in state share).

Proposed Rule Timeline:

Tribal Consultation: July 5, 2022

15-Day Public Comment Period: Aug. 16, 2022 — Aug. 31, 2022

Medical Advisory Committee: Sept. 8, 2022

Emergency Rule Requested Effective Date: Contingent upon Governor’s signature or the
45™M day post submission of the rules to the Governor (Nov. 7, 2022)

APA WF # 22-15 Removing Provider Panel Limits in the Patient Centered Medical Home
(PCMH) — The proposed revisions remove member cap limits from Agency policy for Physicians,
Advanced Practice Registered Nurses (APRN), and Physician Assistants (PA) participating in
SoonerCare Choice as a Patient Centered Medical Home (PCMH) provider. Current policy allows
2,500 members for each physician, 1,250 members for each APRN, and 1,250 members for each
PA. The proposed revisions make access to care easier for members and aligns policy with the
current redesign of the PCMH model.

Budget Impact: Budget neutral.

Proposed Rule Timeline:

Tribal Consultation: March 1, 2022

15-Day Public Comment Period: June 27, 2022 — July 14, 2022

MAC Meeting: July 14, 2022

Requested Effective Date: Contingent upon Governor's approval or the 45" day post
submission of the rules to the Governor (Nov. 7, 2022)

APA WF # 22-16 Statewide Health Information Exchange (HIE) — The proposed revisions will
update policy to comply with OK Senate Bill 1369 which changed the statewide HIE. The
revisions include repealing all previously approved language; adding the Office of the State
Coordinator for HIE; designating that the Office of the State Coordinator for HIE will oversee the
state-designated entity for HIE; and revising the definition of "health information exchange
organization" to indicate that it is an organization governed by its stakeholders. Additional
revisions will state that beginning July 1, 2023, all qualified health care providers, as defined by
OHCA rules and who are licensed by and located in Oklahoma, shall be actively engaged with
the HIE in the onboarding process of connecting to the HIE. This ensures that the legislative
requirement of data reporting capabilities and utilizing the state-designated entity for HIE are
met.
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Budget Impact: The proposed rules are budget neutral for the agency; however, there will be a
cost for providers to connect to the statewide HIE. The cost varies depending on the type and
size of the organization.

Proposed Rule Timeline:

Tribal Consultation: Sept. 6, 2022

30-day Public Comment Period: Aug. 16, 2022 — Sept. 15, 2022

MAC Meeting: Sept. 8, 2022

Emergency Rule Requested Effective Date: Contingent upon Governor’s approval or the
45" day post submission of the rules to the Governor (November 7, 2022).

APA WF # 22-17 Covering Former Foster Care Youth from Another State — The proposed
revisions implement changes in federal law requiring SoonerCare to grant eligibility to individuals
in the former foster care youth category who were enrolled in Medicaid when they aged out of
foster care in another state on January 1, 2023, or later, and who now reside in Oklahoma. Prior
to the federal law changes, the requirement for SoonerCare was to grant eligibility to former foster
care youth who were enrolled in Medicaid when they aged out of foster care in Oklahoma.

Budget Impact: The estimated total cost for SFY 2023 is $187,650 ($135,784 in federal share
and $51,866 in state share). The estimated total cost for SFY 2024 is $375,300 total ($252,802
in federal share and $122,498 in state share).

Proposed Rule Timeline:

Tribal Consultation: July 5, 2022

15-Day Public Comment Period: Aug. 16 — Aug. 31, 2022
MAC Meeting: Sept. 8, 2022

Emergency Rule Requested Effective Date: Jan. 1, 2023

APA WF # 22-18 Mobile Dental Services — Current policy allows mobile or portable dental
providers to render services to only children and the services are limited to screenings, fluoride
varnish, and sealants. The proposed rule changes allow mobile dental providers to render more
services that SoonerCare currently covers for dental providers and authorizes mobile dental
services for both children and adults. These changes aim to help SoonerCare members access
dental care where there are shortage areas in the State.

Budget Impact: The proposed rule changes regarding mobile dental services are budget neutral.
This change is only allowing more dental providers through mobile units to render services
currently covered by SoonerCare; no new services will be added.

Proposed Rule Timeline:

OHCA Tribal Consultation: July 5, 2022

15-day Public Comment Period: Aug. 16, 2022 — Aug. 31, 2022

MAC Meeting: Sept. 8, 2022

Proposed Effective Date: Contingent upon Governor's approval or the 45" day post
submission of the rules to the Governor (Nov. 7, 2022).
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Attachment F.i

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

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 33. TRANSPORTATION BY AMBULANCE

317:30-5-345. Ambulance Service Provider Access Payment Program (ASPAPP)
(a) Purpose. The Ambulance Service Provider Access Payment Program (ASPAPP) is an
ambulance service provider (ASP) assessment fee that is eligible for federal matching funds when
used to reimburse SoonerCare services in accordance with Section 3242.1 through 3242.6 of Title
63 of the Oklahoma Statutes (O.S.).
(b) Definitions. The following words and terms, when used in this Section shall have the following
meaning, unless the context clearly indicates otherwise:
(1) "Air ambulance' means ambulance services provided by fixed or rotor wing ambulance
Services.
(2) ""Alliance™ means the Oklahoma Ambulance Alliance or its successor association.
(3) ""Ambulance’ means a motor vehicle that is primarily used or designated as available to
provide transportation and basic life support or advanced life support.
(4) ""Ambulance service" or "ambulance service provider (ASP)" means any private firm
or governmental agency licensed by the Oklahoma State Department of Health (OSDH) to
provide levels of medical care based on certification rules or standards promulgated by the
state Commissioner of Health.
(5) ""Emergency'" or "emergent’” means a serious situation or occurrence that happens
unexpectedly and demands immediate action, such as a medical condition manifesting itself
by acute symptoms of sufficient severity including severe pain such that the absence of
immediate medical attention could reasonably be expected, by a reasonable and prudent
layperson, to result in placing the patient's health in serious jeopardy, serious impairment to
bodily function or serious dysfunction of any bodily organ or part.
(6) ""Emergency transport'* means the movement of an acutely ill or injured patient from the
scene to a health care facility or the movement of an acutely ill or injured patient from one
health care facility to another health care facility.
(7) ""Medicaid" means the medical assistance program established in Title XIX of the Social
Security Act and administered in Oklahoma by the Oklahoma Health Care Authority (OHCA).
(8) ""Net operating revenue' means the gross revenues earned for providing emergency
transports in Oklahoma excluding revenues earned for providing air ambulance services, non-
emergency transports, and amounts refunded to or recouped, offset, or otherwise deducted by
a patient or payer for ground medical transportation.
(9) ""Non-emergency transport' as defined in Part 33, 317:30-5-335.1, means the movement
of any patient in an ambulance other than an emergency transport.
(10) ""Upper payment limit" means the lesser of the customary charges of the ASP or the
prevailing charges in the locality of the ASP for comparable services under comparable
circumstances, calculated according to methodology in an approved state plan amendment for
the state Medicaid program.
(11) "Upper payment limit gap'* means the difference between the upper payment limit of
the ASP and the Medicaid payments not financed using the ASP assessments made to all
ASPs, provided that the upper payment limit gap shall not include air ambulance services.
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(c) ASPAPP exemptions.
(1) Pursuant to 63 O.S. 88 3242.1 through 3242.6 the OHCA is mandated to assess ASPs
licensed in Oklahoma, unless exempted under (c) (2) of this Section, an ASP access payment
program fee.
(2) The following ASPs are exempt from the ASPAPP fee:
(A) Owned or operated by the state or a state agency, the federal government, a federally
recognized Indian tribe, or the Indian Health Service.
(B) Eligible for Supplemental Hospital Offset Payment Program (SHOPP) Medicaid
reimbursement;
(C) Provides air ambulance services only; or
(D) Provides non-emergency transports only.
(d) The ASPAPP assessment.
(1) The ASPAPP assessment is imposed on each ambulance service provider, except those
exempted under (c)(2) of this Section, for each calendar year in an amount calculated as a
percentage of each ambulance service provider's net operating revenue.
(2) The assessment rate shall be determined annually based upon the percentage of net
operating revenue needed to generate an amount up to the non-federal portion of the upper
payment limit gap, plus the annual fee paid to OHCA for administrative expenses incurred in
performing the activities, not to exceed $200,000 each year, plus the state share of ASP access
payments for ASPs that participate in the assessment. At no time will the assessment rate
exceed the maximum rate allowed by federal law or requlation.
(3) OHCA will review and determine the amount of annual assessment in December of each
year in consultation with the Oklahoma Ambulance Alliance.
(4) The annual assessment is due and payable gquarterly. However, a payment of the
assessment will not be due and payable until:
(A) OHCA issues written notice stating that the payment methodologies to the ASPs
under 63 O.S. 88 3242.1 through 3242.6 have been approved by the Centers for Medicare
and Medicaid Services (CMS) and the waiver under 42. C.F.R. 8 433.68 for the
assessment, if necessary, has been granted by CMS.
(B) OHCA has made all quarterly installments of the ASP access payments that were
otherwise due, consistent with the effective date of the approved state plan.
(5) The method of collection of net operating revenue is as follows:
(A) Annually, no later than January 31, OHCA will send all licensed ASPs the net
operating revenue form. ASPs shall complete the forms and deliver them to OHCA or
its contractor no later than March 31 of that year. ASPs that fail to return the net operating
revenue form will have their assessment calculated based on the state per capita average
assessment for that year. OHCA will send a notice of assessment to each ASP informing
the provider of the assessment rate and the estimated annual amount owed by the ASP
for the applicable calendar year.
(B) The first notice of assessment will be sent within forty-five (45) days of receipt by
OHCA of notice from the Centers for Medicare and Medicaid Services that the payments
under 63 O.S. 88 3242.1 through 3242.6, and if necessary, the waiver granted under 42
C.F.R. 8433.68 have been approved.
(C) Annual notices of assessment will be sent at least forty-five (45) days before the due
date for the first quarterly assessment payment of each calendar year. The ASP shall have
thirty (30) days from the date of its receipt of a notice of assessment to review and verify
the assessment rate and the estimated assessment amount.
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(D) If an ASP operates, conducts, or maintains more than one (1) ASP in the state, the
ASP will pay the assessment for each ASP separately. However, if the ASP operates
more than one (1) ASP under one (1) Medicaid provider number, the ASP provider may
pay the assessment for all such ASPs in the aggregate.
(6) The method of collection of the assessment fee is as follows:
(A) After the initial installment has been paid, each subsequent quarterly payment of an
assessment will be due and payable by the 15" day on the first month of the applicable
quarter (i.e., January 15" April 15" etc.)
(B) Failure to pay the amount by the 15th or failure to have the payment mailing
postmarked by the 13th will result in a debt to the State of Oklahoma and is subject to
penalties of five percent (5%) of the amount and interest of one and one-quarter percent
(1.25%) per month.
(e) Penalties and adjustments
(1) If an ASP fails to timely pay the full amount of a quarterly assessment, OHCA will add to
the assessment:
(A) A penalty equal to five percent (5%) of the quarterly amount not paid on or before
the due date, and
(B) An additional five percent (5%) penalty on any unpaid quarterly and unpaid penalty
amounts on the last day of each quarter after the due date until the assessed amount and
the penalty imposed under subpart (A) of this paragraph are paid in full.
(2) The quarterly assessment including applicable penalties and interest must be paid
regardless of any appeals action requested by the facility. If an ASP fails to pay the OHCA
the assessment within the timeframes noted on the invoice to the provider, the assessment,
applicable penalty, and interest will be deducted from the ASP's payment.
(3) Any change in payment amount resulting from an appeals decision will be adjusted in
future payments.
(4) If Medicaid reimbursement rates are adjusted, ASP rates may not be adjusted less
favorably than the average percentage-rate reduction or increase applicable to the majority of
other provider groups.
(f) Closure, merger, and new Ambulance Service Providers (ASPs).
(1) If an ASP ceases to operate as an ASP for any reason or ceases to be subject to the fee, the
assessment for the year in which the cessation occurs is adjusted by multiplying the annual
assessment by a fraction, the numerator of which is the number of days in the year during
which the ASP is subject to the assessment and the denominator of which is three hundred
sixty-five (365). Within thirty (30) days of ceasing to operate as an ASP, or otherwise ceasing
to be subject to the assessment, the ASP will pay the assessment for the year as so adjusted,
to the extent not previously paid.
(2) The ASP also shall receive payments under 63 O.S. 88 3242.1 through 3242.6, for the
calendar year in which the cessation occurs, which will be adjusted by the same fraction as its
annual assessment.
(3) For new ASPs, the OHCA will calculate revenue to be assessed based on the population
of the county for which the ASP is licensed. The per capita amount will be assigned and
calculated based on the average net operating revenue per capita for all other ASPs in the state
that are currently being assessed. Average revenue per capita will be used in this way through
the end of the second calendar year.
(4) Any assessment paid by a provider on revenue subject to another health care related tax as
defined in 42 CFR 8 433.68 shall be a credit against any assessment due under these rules.

49



(q) Disbursement of payment to ASPs.
(1) To preserve and improve access to ambulance services, for ambulance services rendered
on or after the approval of the ASPAPP by CMS, OHCA shall make ASP payments as set
forth in this section. These payments are considered supplemental payments and do not
replace any currently authorized Medicaid payments for ambulance services.
(2) OHCA shall pay all quarterly ASP access payments within ten (10) calendar days of the
due date for the quarterly assessment payments established in subsection (d) of this section.
(3) OHCA shall calculate the ASP access payment amount as the balance of the ASPAPP
Fund plus any federal matching funds earned on the balance up to but not to exceed the upper
payment limit gap for all ASPs.
(4) All ASPs shall be eligible for ASP access payments each year as set forth in this subsection
except ambulance services excluded or exempted in subsection (c)(2) of this section.
(5) Access payments shall be made on a quarterly basis.
(6) ASPs eligible to receive ASP access payments are those providers:
(A) Subiject to this assessment; and
(B) That apply to receive the ASP access payment as provided in Section 317:30-5-345.
(7) An application by the ASP shall be submitted to OHCA to be eligible to receive payments.
(A) Not less than one-hundred eighty (180) days prior to the beginning of each state fiscal
year, OHCA will send all qualified licensed ASPs an application for ASP access
payments.
(B) The application will:
(i) Allow the ASP to submit all information needed to calculate that ASP's average
commercial rate;
(i1) Provide that the application must be received by OHCA on a date which will be
no less than one- hundred twenty (120) days prior to the beginning of the calendar
year;
(iii) Explain that unless exempt from payment by law, the ASP will be required to
pay the ASP assessment even if the provider fails to apply for the ASP access
payments;
(iv) Explain that if the ASP fails to supply the Net Operating Revenue Survey, the
assessment will be calculated based on the state per capita average assessment for
that year; and
(v) Explain that the ASP will not be eligible to receive ASP access payments in the
next calendar year if the application is not timely filed but will still be assessed based
on the average assessment.
(C) An ASP that has previously received ASP access payments is required to make an
application for such payments and provide the revenue survey no less than every three
(3) years.
(8) The Average Commercial Rate will be calculated as follows:
(A) The ASP access payment shall be determined in a manner to bring the payments for
these services up to the average commercial rate level as described in Section 317:30-5-
345. The average commercial rate level is defined as the average amount payable by the
commercial payers for the same service.
(B) OHCA shall align the paid Medicaid claims with the Medicare fees for each
healthcare common procedure coding system (HCPCS) or current procedure terminology
(CPT) code for the ASP and calculate the Medicare payment for those claims.
(C) OHCA shall calculate an overall Medicare to commercial conversion factor for each
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gualifying ASP that submits an ASP access payment application by dividing the total

amount of the average commercial payments for the claims by the total Medicare
payments for the claims.

(D) The commercial to Medicare ratio for each provider will be redetermined every three

(3) years.
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Attachment F.ii

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

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES

PART 6. INPATIENT PSYCHIATRIC AND SUBSTANCE USE DISORDER SERVICES

317:30-5-95. General provisions and eligible providers
(a) Eligible settings for inpatient psychiatric services. The following individuals may receive
SoonerCare-reimbursable inpatient psychiatric services in the following eligible settings:
(1) Individuals under twenty-one (21) years of age, in accordance with OAC 317:30-5-95.23,
may receive SoonerCare-reimbursable inpatient psychiatric services in a psychiatric unit of a
general hospital, a psychiatric hospital, or a PRTF; and may receive chemical dependency
detoxification/withdrawal management services in a psychiatric unit of a general hospital or
in a psychiatric hospital.
(2) Individuals ages twenty-one (21) and older may receive SoonerCare-reimbursable
inpatient psychiatric and/or chemical dependency detoxification/withdrawal management
services in a psychiatric unit of a general hospital or in a psychiatric hospital.
(b) Psychiatric hospitals and psychiatric units of general hospitals. To be eligible for payment
under this Part, inpatient psychiatric programs must be provided to eligible SoonerCare members
in a hospital that:
(1) Is a psychiatric hospital that:
(A) Successfully underwent a State survey to determine whether the hospital meets the
requirements for participation in Medicare as a psychiatric hospital per 42 C.F.R. 8§
482.60; or
(B) Is accredited by a national organization whose psychiatric accrediting program has
been approved by CMS; or
(2) Is a general hospital with a psychiatric unit that:
(A) Successfully underwent a State survey to determine whether the hospital meets the
requirements for participation in Medicare as a hospital as specified in 42 C.F.R. Part
482; or
(B) Is accredited by a national accrediting organization whose accrediting program has
been approved by CMS; and
(3) Meets all applicable federal regulations, including, but not limited to:
(A) Medicare Conditions of Participation for Hospitals (42 C.F.R. Part 482), including
special provisions applying to psychiatric hospitals (42 C.F.R. § 482.60-.62);
(B) Medicaid for Individuals Age 65 or over in Institutions for Mental Diseases (42
C.F.R. Part 441, Subpart C);
(C) Inpatient Psychiatric Services for Individuals under Age 21 in Psychiatric Facilities
or Programs (42 C.F.R. Part 441, Subpart D); and/or
(D) Utilization Control [42 C.F.R. Part 456, Subpart C (Utilization Control: Hospitals) or
Subpart D (Utilization Control: Mental Hospitals)]; and
(4) Is contracted with the OHCA; and
(5) If located within Oklahoma and serving members under eighteen (18) years of age, is
appropriately licensed by the Oklahoma Department of Human Services (OKDHS) as a
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residential child care facility (10 O.S. §8 401 to 402) that is providing services as a residential
treatment facility in accordance with OAC 340:110-3-168.
(6) If located out of state, services must be provided within the licensure for each facility and
scope of practice for each provider and supervising or rendering practitioner for the state in
which the facility/provider is located. Services must be in compliance with the state-specific
statutes, rules and regulations of the applicable practice act.

(c) PRTF. Every PRTF must:

(1) Be individually contracted with OHCA as a PRTF,;
(2) Meet all of the state and federal participation requirements for SoonerCare reimbursement,
including, but not limited to, 42 C.F.R. § 483.354, as well as all requirements in 42 C.F.R.
483 Subpart G governing the use of restraint and seclusion;

(3) Be appropriately licensed and/or certified:

(A) If an in-state facility, by OKDHS as a residential child care facility (10 O.S. § 401 to
402) that is providing services as a residential treatment facility in accordance with OAC
340:110-3-168; or
(B) If an out-of-state facility, by the licensing or certifying authority of the state in which
the facility does business and must provide an attestation to OHCA that the PRTF is in
compliance with the condition of participation for restraint and seclusion, as is required
by federal law.
(4) Be appropriately certified by the State Survey Agency, the Oklahoma State Department of
Health (OSDH) as meeting Medicare Conditions of Participation; and
(5) Be accredited by TJC, the Council on Accreditation of Rehabilitation Facilities (CARF),
or the Council on Accreditation (COA).
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{e)(d) Required documents. The required documents for enrollment for each participating
provider can be downloaded from the OHCA's website.

317:30-5-95.24. Prior authorization of inpatient psychiatric services for individuals under
twenty-one (21)

(a) All inpatient psychiatric services for members under twenty-one (21) years of age must be prior
authorized by the OHCA or its designated agent. All inpatient Acute, Acute Il, and PRTF services
will be prior authorized for an approved length of stay. Admission requirements for services must
be provided in accordance with 42 C.F.R. Part 441 and 456. Additional information will be
required for SoonerCare-compensable approval on enhanced treatment units or in special
population programs.

(b) Unit staffing ratios shall always meet the requirements in OAC 317:30-5-95.24 (c), (d), (h) and
(1). Out-of-state facilities may adhere to the staffing requirements of the state in which the services
are provided if the staff ratio is sufficient to ensure patient safety and that patients have reasonable
and prompt access to services. The facility cannot use staff that is also on duty in other units of the
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facility in order to meet the unit staffing ratios. Patients shall be grouped for accommodation by
gender, age, and treatment needs. At a minimum, children, adolescent, and adult treatment
programs shall be separate with distinct units for each population. A unit is determined by separate
and distinct sleeping, living, and treatment areas often separated by walls and/or doors. A unit that
does not allow clear line of sight due to the presence of walls or doors is considered a separate
unit. Each individual unit shall have assigned staff to allow for appropriate and safe monitoring of
patients and to provide active treatment.

(c) In Acute and Acute 1 settings, at least one (1) registered nurse (RN) must be on duty per unit
at all times, with additional RNs to meet program needs. RNs must adhere to Oklahoma State
Department of Health (OSDH) policy at OAC 310:667-15-3 and 310:667-33-2(a)(3).

(d) Acute, non-specialty Acute Il, and non-specialty PRTF programs require a staffing ratio of one
(1) staff: six (6) patients during routine waking hours and one (1) staff: eight (8) patients during
time residents are asleep with twenty-four (24) hour nursing care supervised by an RN for
management of behaviors and medical complications. For PRTF programs, at a minimum, a
supervising RN must be available by phone and on-site within one (1) hour. If the supervising RN
is off-site, then an RN or licensed practical nurse (LPN) must be on-site to adhere to a twenty-four
(24) hour nursing care coverage ratio of one (1) staff: thirty (30) patients during routine waking
hours and one (1) staff: forty (40) patients during time residents are asleep.

(e) Specialty treatment at Acute Il or PRTF is a longer-term treatment that requires a higher staff-
to-member ratio because of the need for constant, intense, and immediate reinforcement of new
behaviors to develop an understanding of the behaviors. The environment of specialized residential
treatment centers requires special structure and configuration (e.g., sensory centers for autistic
members) and specialized training for the staff in the area of the identified specialty. The physician,
Advanced Practice Registered Nurse (APRN) with psychiatric certification or Physician Assistant
(PA) will see the child at least one (1) time a week.

() An Acute 1l or PRTF will not be considered a specialty treatment program for SoonerCare
without prior approval of the OHCA behavioral health unit.

(9) A treatment program that has been approved as a specialized treatment program must maintain
medical records that document the degree and intensity of the psychiatric care delivered to the
members and must meet active treatment requirements found at OAC 317:30-5-95.34.

(h) Criteria for classification as a specialty Acute Il will require a staffing ratio of one (1) staff:
four (4) patients at a minimum during routine waking hours and one (1) staff: six (6) patients
during time residents are asleep with twenty-four (24) hour nursing care supervised by a RN for
management of behaviors and medical complications. The specialty Acute Il will be a secure unit,
due to the complexity of needs and safety considerations. Admissions and authorization for
continued stay for a specialty Acute Il will be restricted to members who meet the medical
necessity criteria at OAC 317:30-5-95.29 and OAC 317:30-5-95.30 for the respective level of care
and meet the additional criteria found in the Behavioral Health Services Medical Necessity Criteria
Manual, available on OHCA's website, www-ekhea-org-www.oklahoma.gov/ohca.

(1) Criteria for classification as a specialty PRTF will require a staffing ratio of one (1) staff: four
(4) patients at a minimum during routine waking hours and one (1) staff: six (6) patients during
time residents are asleep with twenty-four (24) hour nursing care supervised by a RN for
management of behaviors and medical complications. The specialty PRTF will be a secure unit,
due to the complexity of needs and safety considerations. Admissions and authorization for
continued stay in a specialty PRTF will be restricted to members who meet the medical necessity
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criteria at OAC 317:30-5-95.29 and OAC 317:30-5-95.30 for the respective level of care and meet
the additional criteria found in the Behavioral Health Services Medical Necessity Criteria Manual,
available on OHCA's website, wwww-okhea-org-www.oklahoma.gov/ohca.

(1) Non-authorized inpatient psychiatric services will not be SoonerCare compensable.

(k) For out-of-state placement policy, refer to OAC 317:30-3-89 through 317:30-3-92. A prime
consideration for placements will be proximity to the family or guardian in order to involve the
family or guardian in active treatment, including discharge and reintegration planning. Out-of-
state facilities are responsible for insuring appropriate medical care, as needed under SoonerCare
provisions, as part of the per-diem rate.

() Reimbursement for inpatient psychiatric services in all psychiatric units of general hospitals,
psychiatric hospitals, and PRTFs are limited to the approved length of stay. OHCA, or its
designated agent, will approve lengths of stay using the current OHCA Behavioral Health medical
necessity criteria as described in OAC 317:30-5-95.25 through OAC 317:30-5-95.30. The
approved length of stay applies to both facility and physician services.

317:30-5-95.40. Other required standards

The provider is required to maintain all programs and services according to applicable C.F.R.
requirements, the Joint Commission* (TJC) and American Osteopathic Association* (AOA)
standards for behavioral health care, Oklahoma State Department of Health's (OSDH) hospital
standards for psychiatric care, and Oklahoma Department of Human Services: (OKDHS) licensing
standards for residential treatment facilities. PRTFs may substitute the Commission on
Accreditation of Rehabilitation Facilities (CARF) accreditation in lieu of TJC or AOA
accreditation. In addition to federal requirements, out-of-state inpatient psychiatric facilities must
adhere to OAC 317:30-5-95 and 317:30-5-95.24.
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Attachment F.iii

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

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES
PART 6. INPATIENT PSYCHIATRIC AND SUBSTANCE USE DISORDER SERVICES

317:30-5-95.6. Medical, psychiatric, and social evaluations for adults aged twenty-one (21)
to sixty-four (64)
The record for an adult member aged twenty-one (21) to sixty-four (64) must contain complete
medical, psychiatric, and social evaluations.
(1) The evaluations must be completed as follows:
(A) History and Physiealphysical must be completed within twenty-four (24) hours of
admission by a licensed independent practitioner [MB,—BOAllopathic Doctor,
Osteopathic Doctor, Advanced Practice RegisterReqgistered Nurse (APRN), or Physician
Assistant (PA)].
(B) Psychiatric Evaluationevaluation must be completed within sixty (60) hours of
admission by an Allopathic ©ror Osteopathic Physician with a current license and a board
certification/eligible in psychiatry, an APRN with a psychiatric certification or a PA.
(C) Psychosocial Evaluatienevaluation must be completed within seventy-two (72) hours
of admission by a licensed independent practitioner (MB—BO;Allopathic Doctor,
Osteopathic Doctor, APRN, or PA), a-ticensed-behavioral-health-prefessionalan LBHP,
or a licensure candidate as deflned in OAC 317:30-5-240.3.
(2) The evaluations must be clearly identified as such and must be signed and dated by the
evaluator.

317:30-5-95.16. Medical psychiatric and social evaluations for persons sixty-five (65) years
of age or older receiving inpatient acute psychiatric services
The record of a member sixty-five (65) years of age or older receiving inpatient acute
psychiatric services must contain complete medical, psychiatric, and social evaluations.
(1) The evaluations must be completed as follows:
(A) History and Physiealphysical must be completed within twenty-four (24) hours of
admission by a licensed independent practitioner [MB,—BOAllopathic Doctor,
Osteopathic Doctor, Advanced Practice RegisterRegistered Nurse (APRN), or Physician
Assistant (PA)].
(B) Psychiatric Evaluationevaluation must be completed within sixty (60) hours of
admission by an allopathic or osteopathic physician with a current license and a board
certification/eligible in psychiatry, an APRN with a psychiatric certification or a PA.
(C) Psychosocial Evaluationevaluation must be completed within seventy-two (72) hours
of admission by a licensed independent practitioner (Allopathic Doctor, Osteopathic
Doctor, APRN, or PA), a-ticensed-behavioral-health-professional{LBHP)an LBHP, or
licensure candidate as defined in OAC 317:30-5-240.3.
(2) The evaluations must be clearly identified as such and must be signed and dated by the
evaluator.

317:30-5-95.34. Active treatment for children
() The following words and terms, when used in this Section, shall have the following meaning,
unless the context clearly indicates otherwise:

(1) "Active treatment' means implementation of a professionally developed and supervised
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individual plan of care (IPC) that involves the member and his or her family or guardian from
the time of an admission, and through the treatment and discharge process.
(2) "Discharge/transition planning" means a patient-centered, interdisciplinary process that
begins with an initial assessment of the member's needs at the time of admission and continues
throughout the member's stay. Active collaboration with the member, family, and all involved
outpatient practitioners and agencies should be ongoing throughout treatment so that effective
connections remain intact. Needed services may consist of the wraparound process through
Systems of Care, counseling, case management, and other supports in the member's
community. The linkages with these supports should be made prior to discharge to allow for
a smooth transition.
(3) "Expressive group therapy'™ means art, music, dance, movement, poetry, drama,
psychodrama, structured therapeutic physical activities, and experiential (e.g., ropes course),
recreational, or occupational therapies that encourage the member to express themselves
emotionally and psychologically.
(4) ""Family therapy' means interaction between an LBHP or licensure candidate, member,
and family member(s) to facilitate emotional, psychological, or behavioral changes and
promote successful communication and understanding.
(5) "Group rehabilitative treatment’™ means behavioral health remedial services, as
specified in the individual care plan, which are necessary for the treatment of the existing
primary behavioral health disorders and/or any secondary alcohol and other drug (AOD)
disorders in order to increase the skills necessary to perform activities of daily living (ADL).
(6) "Individual rehabilitative treatment™ means a face-to-face, one-on-one interaction
which is performed to assist a member who is experiencing significant functional impairment
due to the existing primary behavioral health disorder and/or any secondary AOD disorder, in
order to increase the skills necessary to perform ADL.
(7) "Individual therapy™ means a method of treating existing primary behavioral health
disorders and/or any secondary AOD disorders using face-to-face, one-on-one interaction
between an LBHP or licensure candidate and a member to promote emotional or
psychological change to alleviate disorders.
(8) ""Process group therapy'* means a method of treating existing primary behavioral health
disorders and/or secondary AOD disorders using the interaction between an LBHP or
licensure candidate, and two (2) or more members to promote positive emotional and/or
behavioral change.
(b) Inpatient psychiatric programs must provide "active treatment”. Families and/or guardians
must be notified of the dates and times of treatment team meetings and be welcomed to attend.
Family members must attend family therapy weekly for continued SoonerCare reimbursement.
Reasons for exceptions to this requirement must be well-documented in the member's treatment
plan. Family therapy attendance by family members is not a requirement for individuals in the age
range of eighteen (18) up to twenty-one (21). Active treatment also includes ongoing assessment,
diagnosis, intervention, evaluation of care and treatment, and planning for discharge and aftercare
under the direction of a physician.
(c) For individuals ages eighteen (18) up to twenty-one (21), the active treatment program must be
appropriate to the needs of the member and be directed toward restoring and maintaining optimal
levels of physical and psychiatric-social functioning. The services and the IPC must be recovery-
focused, trauma-informed, specific to culture, age, and gender, and provided face to face. Services,
including type and frequency, will be specified in the IPC.
(d) A treatment week consists of seven (7) calendar days. In an Acute setting, the treatment week
begins the day of admission. In Acute Il and PRTF, the treatment week starts on Sunday and ends
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on Saturday. Active treatment service components are provided as per item (e) below if the services
are provided within a seven (7) day treatment week. A chart outlining active treatment component
requirements and timelines may also be found at www.okhca.org. If a member has a length of stay
of less than seven (7) days, the treatment week is considered a partial treatment week. Active
treatment requirements, when provided during a partial treatment week, are delivered as per item
(f) below. An hour of treatment must be sixty (60) minutes. When appropriate to meet the needs
of the child, the sixty (60) minute timeframe may be split into sessions of no less than fifteen (15)
minutes each, on the condition that the active treatment requirements are fully met by the end of
the treatment week.
(e) For individuals under age eighteen (18), the components of active treatment consist of face-to-
face integrated therapies that are provided on a regular basis and will remain consistent with the
member's ongoing need for care. The services and IPC must be recovery-focused, trauma-
informed, and specific to culture, age, and gender. Individuals receiving services in an Acute
setting must receive seventeen (17) hours of documented active treatment services each week, with
seven (7) of those hours dedicated to core services as described in (1) below. Individuals in Acute
Il and PRTFs must receive fourteen (14) hours of documented active treatment services each week,
with four and a half (4.5) of those hours dedicated to core services as described in (1) below. Upon
fulfilling the core service hours requirement, the member may receive either the elective services
listed in (2) below or additional core services to complete the total required hours of active
treatment. The following components meet the minimum standards required for active treatment,
although an individual child's needs for treatment may exceed this minimum standard:
(1) Core services.
(A) Individual treatment provided by the physician, Advanced Practice Registered
Nurse (APRN), or Physician Assistant (PA). Individual treatment provided by the
physician, APRN with psychiatric certification or PA is required three (3) times per week
for Acute and one (1) time a week in Acute Il and PRTFs. Individual treatment provided
by the physician, APRN with psychiatric certification or PA will never exceed ten (10)
calendar days between sessions in Acute Il and PRTFs, and never exceed seven (7)
calendar days in a specialty Acute 11 and specialty PRTF. Individual treatment provided
by the physician, APRN with psychiatric certification or PA may consist of therapy or
medication management intervention for Acute, Acute Il, and PRTF programs.
(B) Individual therapy. LBHPs or licensure candidates performing this service must
use and document an approach to treatment such as cognitive behavioral treatment,
narrative therapy, solution-focused brief therapy, or another widely accepted theoretical
framework for treatment. Ongoing assessment of the member's status and response to
treatment, as well as psycho-educational intervention, are appropriate components of
individual therapy. Individual therapy must be provided in a confidential setting. The
therapy must be goal-directed, utilizing techniques appropriate to the member's plan of
care and the member's developmental and cognitive abilities. Individual therapy must be
provided two (2) hours per week in Acute and one (1) hour per week in Acute Il and
PRTFs by an LBHP or licensure candidate. One (1) hour of family therapy may be
substituted for one (1) hour of individual therapy at the treatment team's discretion.
(C) Family therapy. The focus of family therapy must be directly related to the goals
and objectives on the individual member's plan of care. Family therapy must be provided
one (1) hour per week in Acute, Acute Il, and PRTFs. One (1) hour of individual therapy
addressing relevant family issues may be substituted for a family session in an instance
in which the family is unable to attend a scheduled session by an LBHP or licensure
candidate.
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(D) Process group therapy. The focus of process group therapy must be directly related
to goals and objectives on the individual member's plan of care. The individual member's
behavior and the focus of the group must be included in each member's medical record.
This service does not include social skills development or daily living skills activities and
must take place in an appropriate confidential setting, limited to the therapist, appropriate
hospital staff, and group members. Group therapy must be provided three (3) hours per
week in Acute and two (2) hours per week in Acute Il and PRTFs by an LBHP or licensure
candidate. In lieu of one (1) hour of process group therapy, one (1) hour of expressive
group therapy provided by an LBHP, licensure candidate, or licensed therapeutic
recreation specialist may be substituted.
(E) Transition/discharge planning. Transition/discharge planning must be provided
one (1) hour per week in Acute and thirty (30) minutes per week in Acute 1l and PRTFs.
Transition/discharge planning can be provided by any level of inpatient staff.

(2) Elective services.
(A) Expressive group therapy. Through active expression, inner strengths are
discovered that can help the member deal with past experiences and cope with present
life situations in more beneficial ways. The focus of the group must be directly related to
goals and objectives on the individual member's plan of care. Documentation must
include how the member is processing emotions/feelings. Expressive therapy must be a
planned therapeutic activity, facilitated by staff with a relevant bachelor's degree and/or
staff with relevant training, experience, or certification to facilitate the therapy.
(B) Group rehabilitative treatment. Examples of educational and supportive services,
which may be covered under the definition of group rehabilitative treatment services, are
basic living skills, social skills (re)development, interdependent living, self-care, lifestyle
changes, and recovery principles. Each service provided under group rehabilitative
treatment services must have goals and objectives directly related to the IPC.
(C) Individual rehabilitative treatment. Services are provided to reduce psychiatric
and behavioral impairment and to restore functioning consistent with the requirements of
independent living and enhanced self-sufficiency. This service includes educational and
supportive services regarding independent living, self-care, social skills (re)development,
lifestyle changes, and recovery principles and practices. Each individual rehabilitative
treatment service provided must have goals and objectives directly related to the IPC and
the member's diagnosis.
(D) Recreation therapy. Services are provided to reduce psychiatric and behavioral
impairment and to restore, remediate, and rehabilitate an individual's level of functioning
and independence in life activities. Services are provided to promote health and wellness,
as well as reduce or eliminate barriers caused by illness or disabling conditions that limit
or restrict a member from participating in life activities. Recreational therapy can be
provided in an individual or group setting. If the only activities prescribed for the
individual are primarily diversional in nature, (i.e., to provide some social or recreational
outlet for the individual), it will not be regarded as active treatment. If provided,
recreational therapy must be a planned therapeutic activity, facilitated by a licensed
therapeutic recreation specialist.
(E) Occupational therapy. Services are provided to address developmental and/or
functional needs related to the performance of self-help skills, adaptive behavioral, and/or
sensory, motor, and postural development. Services include therapeutic goal-directed
activities and/or exercises used to improve mobility and ADL functions when such
functions have been impaired due to illness or injury. Services must be provided by an
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occupational therapist appropriately licensed in the state in which he or she practices.
(F) Wellness resource skills development. Services include providing direction and
coordinating support activities that promote physical health. The focus of these activities
should include areas such as nutrition, exercise, support to avert and manage physical
health concerns like heart disease, diabetes, and cholesterol, and guidance on the effects
that medications have on physical health. Services can include individual/group support,
exercise groups, and individual physical wellness plan development, implementation, and
assistance.
(3) Modifications to active treatment. When a member is too physically ill, or his or her
acuity level precludes him or her from active behavioral health treatment, documentation must
demonstrate that alternative clinically-appropriate services were provided.
(F) Active treatment components, furnished during a partial treatment week, are provided as per
item (1) through (4) below. A chart outlining active treatment component requirements and
timelines may also be found at www.okhca.org. Assessments/evaluations may serve as the initial
individual or family session if completed by an LBHP or licensure candidate. Start and stop time
must be documented. Active treatment begins the day of admission. Days noted are calendar days.
(1) Individual treatment provided by the physician, APRN or PA.
(A) In Acute, by day two (2), one (1) visit is required. By day four (4), two (2) visits are
required. By day seven (7), three (3) visits are required.
(B) In Acute Il and PRTFs, one (1) visit during admission week is required. In PRTFs,
one (1) visit during the admission week is required, then once a week thereafter.
Individual treatment provided by the physician, APRN with psychiatric certification or
PA will never exceed ten (10) days between sessions in Acute Il and PRTFs, never exceed
seven (7) days in specialty Acute Il and specialty PRTFs. The completion of a psychiatric
evaluation or a combined psychiatric evaluation and a history and physical (H&P)
evaluation may count as the first visit by-thephysietan-if the evaluation was personally
rendered by the psychiatrist, APRN with psychiatric certification or PA. If the member is
admitted on the last day of the admission week, then the member must be seen by a
physician, APRN with psychiatric certification or PA within sixty (60) hours of admission
time.
(2) Individual therapy.
(A) In Acute, by day three (3), thirty (30) minutes of treatment are required. By day five
(5), one (1) hour of treatment is required. Beginning on day seven (7), two (2) hours of
treatment are required each week. This does not include admission
assessments/evaluations or psychosocial evaluations unless personally (face to face)
rendered by the LBHP or licensure candidate.
(B) In Acute Il and PRTFs, by day six (6), thirty (30) minutes of treatment must be
documented. Beginning on day seven (7), one (1) hour of treatment is required each week.
The treatment week is defined as Sunday through Saturday. Individual therapy may not
exceed a total of ten (10) days between sessions. This does not include admission
assessment/evaluation or psychosocial evaluations unless personally (face to face)
rendered by the LBHP or licensure candidate.
(3) Family therapy.
(A) In Acute, by day six (6), thirty (30) minutes of treatment must be documented.
Beginning on day seven (7), one (1) hour of treatment is required each week. This does
not include admission assessments/evaluation or psychosocial evaluations unless
personally (face to face) rendered by the LBHP or licensure candidate and the
assessments/evaluation or psychosocial evaluation has not been used to substitute the
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initial individual therapy requirement.
(B) In Acute Il and PRTFs, by day six (6), thirty (30) minutes of treatment must be
documented. Beginning on day seven (7), one (1) hour of treatment is required each week.
This does not include admissions assessment/evaluation or psychosocial evaluation
unless personally (face to face) rendered by the LBHP or licensure candidate and the
assessment/evaluation or psychosocial evaluation has not been used to substitute the
initial individual therapy requirement. Family therapy provided by the LBHP or licensure
candidate should not exceed ten (10) days in between sessions.
(4) Process group therapy.
(A) In Acute, by day three (3), one (1) hour of treatment is required. By day five (5), two
(2) hours of treatment are required. Beginning on day seven (7), three (3) hours of
treatment are required each week.
(B) In Acute Il and PRTFs, by day five (5), one (1) hour of treatment is required.
Beginning on day seven (7), two (2) hours of treatment are required each week.
(9) When an individual is determined to be too ill to participate in treatment, as determined by
medical/nursing staff [registered nurse (RN)/licensed practical nurse (LPN)], documentation must
be in the record clearly indicating the reason, limitations, and timeframe for those services to be
excused without penalty.

317:30-5-95.37. Medical, psychiatric, and social evaluations for inpatient services for
children
The member's medical record must contain complete medical, psychiatric, and social
evaluations.
(1) These evaluations are considered critical documents to the integrity of care and treatment
and must be completed as follows:
(A) History and physical evaluation must be completed within twenty-four (24) hours of
admission by a licensed independent practitioner {(M-B+—B-O-—ARN—erPA)
[Allopathic Doctor, Osteopathic Doctor, Advanced Practice Registered Nurse (APRN),
or Physician Assistant (PA)] in Acute, Acute I1, and PRTFs.
(B) Psychiatric evaluation must be completed within sixty (60) hours of admission by an
allopathic or osteopathic physician with a current license and a board certification/eligible
in psychiatry. APRN with a psychiatric certification or PA in Acute, Acute 11, and PRTFs.
(C) Psychosocial evaluation must be completed within seventy-two (72) hours of an
Acute admission, and within seven (7) calendar days of admission to Acute Il and PRTFs
by a licensed independent practitioner (MB+B-0--AP-NerP-A-)(Allopathic Doctor,
Osteopathic Doctor, APRN, or PA), LBHP, or licensure candidate.
(2) Each of the evaluations must be clearly identified as such and must be signed and dated
by the evaluators.
(3) Each of the evaluations must be completed when the member changes levels of care if the
existing evaluation is more than thirty (30) calendar days from admission. For continued stays
at the same level of care, evaluations remain current for twelve (12) months from the date of
admission and must be updated annually within seven (7) calendar days of that anniversary
date.
(4) Existing evaluations of thirty (30) days or less may be used when a member changes
provider or level of care. The evaluation(s) must be reviewed, updated as necessary, and
signed and dated by the appropriate level of professional as defined by the type of evaluation.
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Attachment F.iv

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

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES

PART 17. MEDICAL SUPPLIERS

317:30-5-210. Eligible providers
All eligible medical suppliers must have a current contract with the Oklahoma Health Care
Authority (OHCA). The supplier must comply with all applicable state and federal laws. All
suppliers of medical supplies, equipment, and appliances must be accredited by a Medicare
deemed accreditation organization for quality standards for durable medical equipment (DME)
suppliers in order to bill the SoonerCare program. OHCA may make exceptions to this standard
based on the exemptions provided by the Centers for Medicare and Medicaid Services (CMS) for
Medicare accreditation, if the provider is a government-owned entity, or at a provider's request
and at the discretion of OHCA based on access issues and/or agency needs for SoonerCare
members. Additionally, unless an exception is granted from the OHCA, all DME providers must
meet the following criteria:
(1) DME providers are required to have a physical location in the State of Oklahoma, or within
a designated range of the Oklahoma State border, as determined by the OHCA. The OHCA
may make exceptions to this requirement if a DME provider provides a specialty item,
product, or service, which is not otherwise available to SoonerCare members within the State
of Oklahoma. Provider contracts for out-of-state DME providers will be reviewed on a case-
by-case basis for specialty items only. The OHCA has discretion and the final authority to
approve or deny any provider contract.
(2) DME providers are required to comply with Medicare DME Supplier Standards for
medical supplies, equipment, and appliances provided to SoonerCare members, except the
requirement to meet surety bond requirements, as specified in 42 Code of Federal Regulations
(C.F.R.) 424.57(c).
(3) Complex rehabilitation technology (CRT) suppliers are considered DME providers. Only
CRT suppliers may bill CRT procedure codes. A CRT supplier means a company or entity
that:
(A) Is accredited by a recognized accrediting organization as a supplier of CRT;
(B) Is an enrolled Medicare supplier and meets the supplier and quality standards
established for DME suppliers, including those for CRT, under the Medicare program;
(C) Employs as a W-2 employee at least one (1) qualified CRT professional, also known
as assistive technology professional, for each location to:
(1) Analyze the needs and capacities of complex-needs patients in consultation with
qualified health care professionals;
(i) Participate in selecting appropriate CRT items for such needs and capacities; and
(iii) Provide the complex-needs patient technology related training in the proper use
and maintenance of the CRT items.
(D) Requires a qualified CRT professional be physically present for the evaluation and
determination of the appropriate CRT,;
(E) Has the capability to provide service and repair by qualified technicians for all CRT
items it sells; and
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(F) Provides written information to the complex-needs patient prior to ordering CRT as
to how to access service and repair.
(4) For additional requirements regarding DME providers of donor human breast milk, please
refer to OAC 317:30-5-211.29.

317:30-5-211.20. Enteral nutrition
(a) Enteral nutrition. Enteral nutrition is the delivery of nutrients directly into the stomach,
duodenum, or jejunum.
(b) Medical necessity. Enteral nutrition supplies must be determined by a provider to be medically
necessary and documented in the member's plan of care as medically necessary and used for
medical purposes. Requests by qualified providers for enteral nutrition supplies in and of itself
shall not constitute medical necessity. The Oklahoma Health Care Authority (OHCA) shall serve
as the final authority pertaining to all determinations of medical necessity. Refer to Oklahoma
Administrative Code (OAC) 317:30-5-211.2 and 317:30-3-1(f) for policy on medical necessity.
(c) Documentation. All documentation submitted to request services must demonstrate, through
adequate objective medical records, evidence sufficient to justify the member's need for the
service, in accordance with OAC 317:30-3-1(f)(2). Documentation must include:

(1) Diagnosis;

(2) Certificate of medical necessity (CMN);

(3) Ratio data;

(4) Route;

(5) Caloric intake; and

(6) Prescription.

(7) For full guidelines, please refer to www.okhca.org/mau.
(d) Reimbursement.

(1) Extension sets and Farrell bags are not covered when requested separately from the supply

Kits;

(2) Enteral nutrition for individuals in long-term care facilities is not separately reimbursed as

this is included in the per diem rate.
(e) Non-covered items. The following are non-covered items:

(1) Orally administered enteral products and/or related supplies;

(2) Formulas that do not require a prescription unless administered by tube;

(3) Food thickeners;-human-breast-mitk; and infant formula;

(4) Pudding and food bars; and

(5) Nursing services to administer or monitor the feedings of enteral nutrition.

317:30-5-211.29. Donor Human Breast Milk

(a) Donor human breast milk. Donor human breast milk is pasteurized donor human milk which
has been donated to a Human Milk Banking Association of North America (HMBANA) milk bank.
Upon donation, it is screened, pooled, and tested so that it can be dispensed. All donor mothers
require screening and approval by a HMBANA milk bank, and additionally, all donor milk is
logged, pasteurized, and monitored.

(b) Provider gualifications. Donor human breast milk must be obtained from a milk bank
accredited by, and in good standing with, the HMBANA and be contracted with the Oklahoma
Health Care Authority (OHCA) as a Durable Medical Equipment (DME) provider.

(c) Medical necessity criteria. To gualify to receive donor human breast milk the infant must

64



meet medically necessary criteria, which can include but not limited to the following conditions:
(1) Other feeding options have been exhausted or are contraindicated; and
(2) Baby’s biological mother’s milk is contraindicated, unavailable due to medical or
psychosocial condition, or mother’s milk is available but is insufficient in quantity or quality
to meet the infant’s dietary needs, as reflected in medical records or by a physician (MD or
DO), physician's assistant, or advanced practice nurse; and
(3) Donor human breast milk must be procured through a HMBANA entity and delivered
through a contracted provider, facility, or the supplier (HMBANA-accredited milk bank); and
(A) Requests for coverage over thirty-five (35) ounces per day, per infant, shall require
review and approval by an OHCA Medical Director; and
(B) Coverage shall be extended for as long as medically necessary, but not to exceed an
infant's twelve (12) months of age; and
(C) A new prior authorization will be required every ninety (90) days.
(4) The infant has one (1) or more of the following conditions:
(A) Infant born at Very Low Birth Weight (VLBW) (less than 1,500 grams) or lower; or
(B) Gastrointestinal anomaly, metabolic/digestive disorder, or recovery from intestinal
surgery where digestive needs require additional support; or
(C) Diagnosed failure to thrive; or
(D) Formula intolerance with either documented feeding difficulty or weight loss; or
(E) Infant hypoglycemia; or
(F) Congenital heart disease; or
(G) Pre or post organ transplant; or
(H) Other serious health conditions where the use of donor human breast milk has been
deemed medically necessary and will support the treatment and recovery of the infant as
reflected in the medical records or by a physician (MD or DO), physician's assistant, or
advanced practice nurse.
(5) For full guidelines, including the medically necessary criteria, please refer to
www.okhca.org/mau.
(d) Documentation. All documentation submitted to request services must demonstrate, through
adequate objective medical records, evidence sufficient to justify the member's need for the
service, in accordance with OAC 317:30-5-211.20(c). Documentation must include:
(1) A prescription from a contracted provider [a physician (MD or DO), physician's assistant,
or advanced practice nurse]. The prescription must include but not limited to:
(A) Name of infant, address and diagnoses;
(B) Parent name and phone number or email;
(C) Donor human breast milk request form;
(D) Number of ounces per day, week, or month needed; and
(E) Prescriptions must be written on a prescription notepad and signed off by an
authorized provider.
(F) For full guidelines, please refer to www.okhca.org/mau.
(2) Donor human breast milk is excluded from requiring a CMN.
(e) Reimbursement. Donor human breast milk is reimbursed as follows:
(1) When donor human breast milk is provided in the inpatient setting, it will be reimbursed
within the prospective Diagnosis Related Group (DRG) payment methodology for hospitals
as authorized under the Oklahoma Medicaid State Plan.
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(2) When donor human breast milk is provided in an outpatient setting as a medical supply
benefit, it will be reimbursed as a durable medical equipment, supplies, and appliances (DME)
item in accordance the OHCA fee schedule.
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Attachment F.v

TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 25. SOONERCARE CHOICE

SUBCHAPTER 7. SOONERCARE
PART 1. GENERAL PROVISIONS

317:25-7-5. Primary care providers (PCPs)

For provision of health care services, the OHCA contracts with qualified PCPs. All providers
serving as PCPs must have a valid SoonerCare Fee-for-Service contract as well as an exercised
SoonerCare Choice addendum. Additionally, all PCPs, excluding provider or physician groups
must agree to accept a minimum capacity of fifty (50) patients; provided, however, this does not
guarantee PCPs a minimum patient volume. PCPs are limited to:

(1) Physicians. Any physician licensed to practice medicine in the state in which he or she

practices who is engaged in a general practice or in family medicine, general internal medicine or

general pediatrics may serve as a PCP. Qut-of-state PCPs are required to comply with all
access standards imposed on Oklahoma physicians, as well as Oklahoma Administrative Code

(OAQC) 317 30 3-89 throuqh 317 30-3-92.

(2) Advanced Practice Registered Nurses (APRNs). APRNs who have prescriptive
authority may serve as PCPs for the Primary Care Case Management delivery system if

I|censed to practlce in the state in WhICh he or she practlces APRNS—WhG—h&VG—pF@SGHpH—V&
él—Z%O}membe.tsr
(3) Physician Assistants (PAs). PAs may serve as PCPs if licensed to practice in the state in

which he or she practices. RPAs-may-serve-as-PCPRsfora-maximum-number-of-one-thousand;

two-hundred-and-fifty-(1250)-members.
(4) Indian Health Service (IHS) Facilities and Federally Qualified Health Center

(FQHC) provider groups and Rural Health Clinics (RHC).
(A) IHS facilities whose professional staff meet the general requirements in paragraphs
(1) through (3) of this Section and the provider participation requirements at OAC 317:30-
5-1088 may serve as PCPs.
(B) FQHCs whose professional staff meet the general requirements in paragraphs (1)
through (3) of this Section and the provider participation requirements in OAC 317:30- 5-
660.2 may serve as PCPs.
(C) RHCs whose professional staff meet the general requirements in paragraphs (1)
through (3) of this Section and the provider participation requirements in OAC 317:30- 5-
355 may serve as PCPs.

(5) Provider or physician group capacity and enrollment.
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(A) Prowder or phyS|C|an groups must agree to accept a minimum enrollment capaC|ty

{S)(B) Provider or physician groups must designate a medical director to serve as the
primary contact with OHCA.
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Attachment F.vi

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

SUBCHAPTER 3. GENERAL PROVIDER POLICIES

PART 1. GENERAL SCOPE AND ADMINISTRATION

317:30-3-35. Oklahoma State Health Information Network and Exchange
(OKSHINE)Statewide Health Information Exchange

(a) Authority. This rule is promulgated under the authority granted in Title 63 of the Oklahoma
Statutes Section 1-133 (63 O.S. § 1-133). This Section is intended to be read in conjunction with
applicable Oklahoma statutes and federal law.

(b) Applicability and purpose.

(1) Applicability. This section shall apply to and govern the establishment and operation of
the statewide health mformatlon exchange (HIE)—here.LFeFefe#eelJeeaerKS#HNE

(2) Purpose - 3

State Coordlnator for HIE is the offlce W|th|n the Oklahoma Health Care Authority (OHCA)

that holds the power and duty to oversee the state-designated entity for health information
exchange, as described under 63 O.S. § 1-133.
(c) Definitions. The following words and terms, when used in this Section, shall have the
following meaning, unless the context cIearIy indicates otherwise:

(1) "Health care provider' means the following individuals and organizations who are

licensed pursuant to the laws of the State of Oklahoma and includes organizations who employ
or_contract with such licensed individuals for the purpose of providing services associated
with their licenses to residents of Oklahoma:

(A) A hospital or related institution licensed pursuant to 63 O.S. § 1-702;

(B) Nursing facilities licensed pursuant to 63 O.S. § 1-1903;

(C) Doctors as specified in 59 O.S. § 725.2, subsection A, paragraphs 1 through 9;

(D) Physical therapists as specified in 59 O.S. § 887.2, paragraph 3;

(E) Physician assistants as specified in 59 O.S. § 519.2, paragraph 5;

(F) Pharmacists as specified in 59 O.S. § 353.1, paragraph 15;

(G) Nurses as specified in 59 O.S. 8§ 567.3a, paragraphs 3 through 10;
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(H) Licensed Mental Health Professionals as specified in 43a O.S. 8 1-103; and

(1) Home Health Care Agencies and/or providers licensed pursuant to 63 O.S. § 1-1965.
(2) ""Health care provider organization' means the legal entity that offers the services of
health care providers to patients in Oklahoma.
(3) "Report data to'" means that health care providers shall establish a direct, secure
connection to the state designated entity for HIE and submit data in the form and format as
defined on the Office of the State Coordinator for HIE website.
(4) "'State designated entity (SDE)' means the health information exchange organization
designated by the State of Oklahoma under 63 O.S. § 1-133. The name and contact
information for the state designated entity for HIE is found on the Office of the State
Coordinator for HIE website.
(5) ""Utilize" means to actively use the HIE services to securely access records during and/or
in support of patient treatment or health care operations.

(1) By July 1, 2023, all health care providers as defined above and who are licensed by and

located in the state of Oklahoma shall report data to and utilize the SDE.
(2) The state acknowledges that establishing the connection to the HIE can take substantial
time to complete. A health care provider will be considered to have met the requirement to
report data to the SDE as long as the provider is actively engaged with the HIE in the
onboarding process of connecting to the HIE, and as reported by the SDE.
(3) In order to meet the requirement to utilize the SDE, each health care provider or their
health care provider organization shall secure access to HIE services by the following:
(A) Completing and maintaining an active participation agreement with the SDE for HIE;
(B) Executing annually an order form electing at a minimum the set of core services
relevant to the provider practice or organization; and
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(C) Maintaining good standing as a participating organization in the SDE for HIE by
remaining compliant with the terms and conditions, network policies and procedures, and
paying all fees associated with the services elected on the order form.
(4) Each health care provider or health care provider organization will provide a utilization
report from the SDE to the Office of the State Coordinator for HIE on an annual basis.
Utilization metrics and benchmarks will be determined annually by the Office of the State
Coordinator for HIE in consultation with the board of directors of the SDE and will be
published three (3) months prior to the commencement of each State Fiscal Year.
(e) Hardship exemption.
(1) The Office of the State Coordinator for HIE may allow exemptions from the requirement
to report data to and utilize the SDE beginning July 1, 2023, on the basis of financial hardship,
size, or technological capability of a health care provider or organization or such other bases
as may be provided by rules promulgated by OHCA.
(2) Any health care provider or health care provider organization as defined above that
believes they will fall under hardship in order to meet the requirements to report data to and
utilize the SDE must submit a request for exemption providing detailed justification as to the
hardship they will sustain as specified on the Office of the State Coordinator for HIE website.
(3) The authorization of a hardship exemption does not exclude the provider from having to
meet the requirements to report data to and utilize the SDE but will provide additional time
for the provider to mitigate their hardship in doing so.
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Attachment F.vii

TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY
CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS AND CHILDREN-
ELIGIBILITY
SUBCHAPTER 5. ELIGIBILITY AND COUNTABLE INCOME
PART 1. DETERMINATION OF QUALIFYING CATEGORICAL RELATIONSHIP

317:35-5-2. Categorically related programs
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() In order to be eligible for SoonerCare, an individual must first meet the description of a member

eligibility group.
(1) For individuals related to the aged, blind, or disabled groups, categorical relationship is
established using the same definitions of age, disability, and blindness as used by the Social
Security Administration (SSA) in determining eligibility for Supplemental Security Income
(SSI) or SSA benefits.
(2) If the individual is a SSA/SSI recipient in current payment status (including presumptive
eligibility), a Temporary Assistance for Needy Families (TANF) recipient, an adoption
assistance or_Kkinship guardianship assistance recipient, or is _under age nineteen (19),
categorical relationship is automatically established.
(3) For individuals related to expansion adults the categorical relationship is established and
defined by 42 Code of Federal Regulations (C.F.R.) § 435.119.
(4) Cateqgorical relationship to the pregnancy group is established when the determination is
made by medical evidence that the individual is or has been pregnant. Verification of
pregnancy is only required if the individual's declaration that she is pregnant is not reasonably
compatible with other information available to the agency. Pregnancy-related services include
all medical services provided within the scope of the program during the prenatal, delivery
and postpartum periods for women in this pregnancy group; see Subchapter 22 of this Chapter
for services for unborn children covered under Title XXI.
(5) For an individual age nineteen (19) or over to be related to the parent and caretaker relative
group, the individual must have a minor dependent child.
(6) For an individual to be related to the former foster care children group, the individual must
have been receiving Medicaid benefits as a foster care child in Oklahoma or another state
when he/she attained the age of eighteen (18), or aged out of foster care, until he/she reaches
the age of twenty-six (26). If the individual aged out of foster care in a state other than
Oklahoma, the date of ageing out had to occur on January 1, 2023, or later, and the individual
must now be residing in Oklahoma. There is no income or resource test for the former foster
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care children group.
(7) Cateqorical relationship to refugee services is established in accordance with OAC 317:35-
5-25.
(8) Categorical relationship for the Breast and Cervical Cancer (BCC) treatment program is
established in accordance with Subchapter 21 of this Chapter.
(9) Cateqorical relationship for the SoonerPlan family planning program is established in
accordance with OAC 317:35-5-8.
(10) Cateqgorical relationship for pregnancy related benefits covered under Title XXI is
established in accordance with Subchapter 22 of the Chapter. Benefits for pregnancies
covered under Title XXI medical services are provided within the scope of the program during
the prenatal, delivery and postpartum care when included in the global delivery payment.
(b) To be eligible for SoonerCare benefits, an individual must be related to one (1) of the following
eligibility groups and as defined above in this Section:

(1) Aged;

(2) Disabled;

(3) Blind;

(4) Pregnancy;

(5) Children, including newborns deemed eligible;

(6) Parents and caretaker relatives;

(7) Refugee;

(8) BCC treatment program;

(9) SoonerPlan family planning program:;

(10) Benefits for pregnancies covered under Title XXI;

(11)Former foster care children; or

(12) Expansion adults.

(c) The Authority may provide SoonerCare to reasonable categories of individuals under age
twenty-one (21).

(1) Individuals eligible for SoonerCare benefits include individuals between the ages of

nineteen (19) and twenty-one (21):
(A) For whom a public agency is assuming full or partial financial responsibility who are
in custody as reported by Oklahoma Human Services (OKDHS) and in foster homes,
private institutions or public facilities; or
(B) In adoptions subsidized in full or in part by a public agency; or
(C) Individuals under age twenty-one (21) receiving active treatment as inpatients in
public psychiatric facilities or programs if inpatient psychiatric services for individuals
under age twenty-one (21) are provided under the State Plan and the individuals are
supported in full or in part by a public agency; or

(2) Individuals eligible for SoonerCare benefits include individuals between the ages of

eighteen (18) and twenty-one (21) if they are in custody as reported by OKDHS on their

eighteenth (18™) birthday and living in an out-of-home placement.
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Attachment F.viii

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

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES

PART 80. MOBH-E-ANDB/OR PORTAL BENTFAL TREATMENTFACHIHESMOBILE
AND PORTABLE DENTAL SERVICES

317:30-5-706. BefinitionsMobile Dental Units

(a) Definition. Mobile dental unit means a motor vehicle or trailer that contains dental equipment

and is used to provide dental services to eligible SoonerCare members on-site in accordance with
Title 59 of Oklahoma Statutes (O.S.), Section 328.3 (59 O.S. §328.3).
(b) Eligible providers. For dental services provided at a mobile dental unit to be eligible for
SoonerCare reimbursement, a dental group shall meet all applicable requirements set forth in the
Oklahoma Board of Dentistry rules, the Oklahoma State Dental Act (59 O.S., Ch. 7), and the
requirements in this Section, including but not limited to, all licensing and permitting
requirements.
(1) All dentists working at a mobile dental unit shall be currently licensed in good standing
with the Oklahoma Board of Dentistry. All other contracted providers of the dental group,
working at a mobile dental unit, shall meet all credentialing/certification requirements, as per
their specialty. In addition, all members of the dental group working at a mobile dental unit
shall comply with the requirements at Oklahoma Administrative Code (OAC) 317:30-5-695.
(2) The license, certification, accreditation, and/or permit (or a photocopy of these documents)
of every individual provider in the dental group shall be prominently displayed at the mobile
dental unit, pursuant to 59 O.S., Section (§) 328.21.
(3) For services provided in a mobile dental unit, the permit to operate the mobile dental unit
shall be prominently displayed in the mobile dental unit vehicle, pursuant to 59 O.S. §328.40a.
(4) In accordance with OAC 317:30-5-695.1, every dental group providing services at a
mobile dental unit must be fully contracted with the Oklahoma Health Care Authority
(OHCA) as a dental group provider and must also be fully contracted with OHCA as a mobile
dental unit.
(5) Every individual dentist practicing at a mobile dental unit must be fully contracted with
the OHCA as a dentist.
(6) Dental groups and individual providers providing dental services at a mobile dental unit
shall comply with all applicable state and federal Medicaid laws, including, but not limited to,
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OHCA administrative rules, the Code of Federal Regulations, and the Oklahoma State
Medicaid Plan.
(c) Coverage. Refer to OAC 317:30-5-696 for dental coverage descriptions for children and adults.
(d) Description of services. Mobile dental units must treat both children and adults and provide
urgent, preventive, and restorative dental services that are appropriate to provide in this setting.
(1) All current dental rules at OAC 317, Part 79, still apply to all mobile dental services
including, but not limited to, prior authorizations, medically necessity criteria, documentation,
and limitations.
(2) Endodontics, orthodontics, prosthodontics, periodontics, and permanent crowns will not
be covered in mobile clinic.
(3) Mobile dental units will be required to refer a member to a SoonerCare contracted dental
provider for any follow-up care when needed or to access services that cannot be provided in
the mobile unit.
(e) Limited provider service area. Mobile dental units should serve members in SoonerCare
dental provider shortage areas. Dental provider shortage areas mean Oklahoma counties that have
less than ten (10) Medicaid general dental providers.
(f) Billing and reimbursement. Billing and reimbursement policies in accordance with OAC
317:30-5-704 through 317:30-5-705 apply to mobile dental services.
(q) Post Care. Each member receiving dental care at a mobile dental unit must receive an
information sheet at the end of the visit. The information sheet must contain:
(1) The name of the dentist, dental hygienist, and/or dental assistant who provided the dental
services at the mobile dental unit;
(2) Valid contact information which can include a business telephone number, email address
and/or other emergency contact number for the dental group and/or dentist that provided the
dental services at the mobile dental unit;
(3) A listing of the treatment rendered, including, when applicable, billing codes, fees, and
tooth numbers;
(4) A description of any follow-up treatment that is needed or recommended; and
(5) Referrals to specialists or other dentists if the mobile dental unit providers were unable to
provide the necessary treatment and/or additional care is needed.
(6) All dental records including radiographs from that visit should be provided to the member
and/or forwarded to the dental provider providing follow-up care. Electronic and/or printed
forms of records are acceptable.

317:30-5-707. Ehgible-providersPortable Dental Units

. . p
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licaid Plan.
(a) Definition. Portable dental unit means a non-facility in which dental equipment used in the

practice of dentistry is transported to and used on a temporary basis at an out-of-office location at
either group homes for juveniles or public and private schools.
(b) Eligible providers. For dental services provided at a portable dental unit to be eligible for
SoonerCare reimbursement, a dental group shall meet all applicable requirements set forth in the
Oklahoma Board of Dentistry rules, the Oklahoma State Dental Act (59 O.S., Ch. 7), and the
requirements in_this Section, including but not limited to, all licensing and permitting
requirements.

(1) All dentists working at a portable dental unit shall be currently licensed in good standing

with the Oklahoma Board of Dentistry. All other contracted providers of the dental group,

working at a portable dental unit, shall meet all credentialing/certification requirements, as

per their specialty. In addition, all members of the dental group working at a portable dental

unit shall comply with the requirements at Oklahoma Administrative Code (OAC) 317:30-5-

695.

(2) The license or permit (or a photocopy of the license or permit) of every individual provider

shall be prominently displayed at the portable dental unit site, pursuant to Title of 59 O.S. §

328.21.

(3) In accordance with OAC 317:30-5-695.1, every dental group providing services at a

portable dental unit must be fully contracted with the OHCA as a dental group provider.

(4) Every individual dentist practicing at a portable dental unit must be fully contracted with

the OHCA as a dentist.

(5) Dental groups and individual providers providing dental services at a portable dental unit

shall comply with all state and federal Medicaid laws, including, but not limited to, OHCA

administrative rules, the Code of Federal Regulations, and the Oklahoma State Medicaid Plan.
(c) Coverage. Portable dental unit services are only available for SoonerCare-eligible individuals
under the age of twenty-one (21) and limited to the services noted in (1) through (3) of this
Subsection. All portable dental units must have a SoonerCare-contracted, Oklahoma-licensed
dentist onsite to supervise all other portable dental unit staff. Coverage for dental services provided
to children/adolescents at a portable dental unit is limited to:

(1) One (1) fluoride application per member per twelve (12) months;
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(2) One (1) dental screening annually that is performed by a SoonerCare-contracted,
Oklahoma-licensed dentist; and
(3) Dental sealants on tooth numbers 2, 3, 14, 15, 18, 19, 30, and 31. The OHCA will not
reimburse the application of dental sealants for a given OHCA member more than once every
thirty-six (36) months, regardless of whether the services are provided at a portable dental
unit, or at some other authorized place of service.
(d) Post Care. Each member receiving dental care at a portable dental unit must receive an
information sheet at the end of the visit. The information sheet must contain:
(1) The name of the dentist, dental hygienist, and/or dental assistant who provided the dental
services at the portable dental unit;
(2) A valid business telephone number and/or other emergency contact number for the dental
group and/or dentist that provided the dental services at the portable dental unit;
(3) A listing of the treatment rendered, including, when applicable, billing codes, fees, and
tooth numbers;
(4) A description of any follow-up treatment that is needed or recommended; and
(5) Referrals to specialists or other dentists if the portable dental unit providers were unable
to provide the necessary treatment and/or additional care is needed.
(e) Billing. Refer to OAC 317:30-5-704 through 317:30-5-705 for billing instructions and
guidelines. Please note that for any dental service provided through a portable dental unit that is
billed to SoonerCare, the appropriate place of service must be identified on the claim to receive
reimbursement.

317:30-5-708. Parental consent requirements
Individual providers at a mebHe-andforportable-dental-treatment-factitymobile or portable
dental unit shall not perform any service on a minor without having obtained, prior to the provision
of services, a signed, written consent from the minor's parent or legal guardian, that includes, at a
minimum, the:
(1) Name of the dental group and/or dentist providing the dental services at the mobile and/or
portable dental treatment-faciityunit;
(2) Permanent business mailing address of the dental group and/or dentist providing the dental
services at the mobile and/or portable dental treatmentfaciityunit;
(3) Business telephone number of the dental group and/or dentist providing the dental services
at the mobile and/or portable dental treatment-faciityunit. This telephone number must be
available for emergency calls;
(4) Full printed name of the child to receive services;
(5) Child's SoonerCare Member ID number; and
(6) An inquiry of whether the child has had dental care in the past twelve (12) months and if
the child has a dental appointment scheduled with his/her regular dentist. If applicable, parent
should list the name and address of the dentist and/or dental office where the care is provided.
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Enrollment & Utilization
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Enroliment & Utilization (Cont.)
Children & Parent/Caretaker Enrolled

0, O,

800K 7% 6%
750K 725K 731K 741K
700Kk 705K 698K 3%
650K 685K
600K 618K 627K 640K
550K June July August
500K mmmm 2021 vs 2022 Count Change

June July August

= 2021 vs 2022 Percent Change
2020 202 2022 = == 2021 vs 2022 Quarterly Percent Change
Pregnant (Full Scope) Enrolled
31K 30K June July August
27K FoK o OK 1K
26K -
24K — -2% 2%
25K

23K 24K

23K
L . B g 20% S
15K mmmm 2021 vs 2022 Count Change

June July August
= 2021 vs 2022 Percent Change
=—=2020 =—=202] —2022

= = 2021vs 2022 Quarterly Percent Change

85



Enroliment & Utilization (Cont.)
Expansion Enrolled (Effective July 2021)

350K 329K 100% 108%

304K 314K — . )
200K S 5% S

» E .
154K
200K 175K

15‘|K/ June July August
150K

June July August mmmm 2021 vs 2022 Count Change
= 2021 vs 2022 Percent Change
= = 2021 vs 2022 Quarterly Percent Change

2021 2022

Percent of OK Population Enrolled

37% 24%

- === == — 18%

29% 27% 28%

26%
25%

6% 5% 5%
21% 23%
? 23% 23% ° June July August

17% mmmm 2021 vs 2022 Count Change

June July August

= 2021 vs 2022 Percent Change
2020 2021 2022

= = 2021 vs 2022 Quarterly Percent Change



Enroliment & Utilization (Cont.)
Total Members Utilization
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Enroliment & Utilization (Cont.)
Children & Parent/Caretaker Utilization
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Enroliment & Utilization (Cont.)

Expansion Utilization (Effective July 2021)
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Enroliment & Utilization (Cont.)
Percent of Aged/Blind/Disabled Enrolled Members Utilization
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Enroliment & Utilization (Cont.)
Percent of Pregnant (Full Scope) Enrolled Members Utilization
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Utilization
Emergency Department Visits (Claims)
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Utilization (Cont.)
Percent Total Enrolled Using ED
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Utilization (Cont.)

Telemedicine - Total Visits
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Utilization (Cont.)
Members With Opioid Claims By Qualifying Group
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249% 0.3% 19%

Pregnant
(Full Scope)

Expansion
M%

36%

Expansion
13%

Total Opioid Claims
24K 22K

60% 58%
20K
18K
16K
12K 14K 14K 14K

— :<|4K
12K 13K 14K
10K January June July
8K s 2021 vs 2022 Count Change
January June July
e 2021 vs 2022 Percent Change
e 2020 =——202] =——=2022

= = 2021 vs 2022 Quarterly Percent Change

95



Utilization (Cont.)
Out of State Services - Total Members Utilization
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Out of State Services - Total Members Utilization By Qualifying Group
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Utilization (Cont.)

Out of State Services - Total Reimbursements
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Financials
Total Agency Expenditures
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Financials (Cont.)
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8OM

70M
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Inpatient Services Expenditures
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Financials (Cont.)
Nursing Facility Expenditures
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Financials (Cont.)

Outpatient Hospital Members Utilization by Qualifying Group
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Physician Expenditures
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Financials (Cont.)
Physician Members Utilization By Qualifying Group
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Financials (Cont.)
Prescribed Drugs Members Utilization By Qualifying Group
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Average Per Total Member Served
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Financials (Cont.)
Average Per Child (Under 21) Member Served
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Financials (Cont.)
Average Per Children & Parent/Caretaker Member Served
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70K

Call Center
Call Center - Member Calls Answered
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Call Center - Average Wait Time (In Seconds)
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Prior Authorization

Prior Authorization - Total Combined - Total Completed PA Volume
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Agency Stats & Provider Network
OHCA Admin - Number of FTEs
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Agency Stats & Provider Network (Cont.)
Mental Health Providers (In-State Only)
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Agency Stats & Provider Network (Cont.)
Primary Care Providers (In-State Only)
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Dentists (In-State Only)
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Agency Stats & Provider Network (Cont.)
Pharmacy (In-State Only)
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Extended Care Facilities (In-State Only)
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Agency Stats & Provider Network (Cont.)
Hospitals (In-State Only)
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