CHAPTER 300
MEDICAL PoLicy FOR AHCCCSCOVERED SERVICES

‘ PoLicy 310
% COVERED SERVICES

310 COVERED SERVICES

310-A AUDIOLOGY

RevisioNDATES: 06/01/1301/01/1105/01/0609/01/04,10/01/01,10/01/99

INITIAL
EFFECTIVEDATE: 10/01/1994

DESCRIPTION

Audiologyis an AHCCCS covered service, within certain limitations, to evaledeing
lossandrehabiltate personswith hearinglossthroughotherthanmedical/surgicameans.

AMOUNT . DURATION AND SCOPE

AHCCCS covers medically necessary audiology services to evaluate hkessrigr all

members, on both an inpatient and outpatient basis. For purpbséseo AHCCCS
Program only an AHCCCS registered dispensing audiologist or an AHC&giSered
individual with a valid hearingaid dispensindicensemay dispensehearingaids.Hearing
aids, provided as a part of audiology services, are covered onljnéonbers underthe
ageof 21 receiving Early Periodic Screening, Diagnostic and Treatment (EPSBViges
or are enrolledn KidsCare.

Audiology services mushe provided by an audiologistvho is licensed by theArizona
Department of Health Services (AI3) and who meets the Federaequirements
specifiedunderTitle 42 of the Codeof FederalRegulationg42 C.F.R.)440.110.0Out-of-

state audiologistsiustmeetthe Federalequirements.

The Federal requirements mandate that the audiologisthavea Ma st Bactoral o r
degrean audiology andneetone of the followingonditions:

1. Havea certificate of clinical competende audiology granted by th&merican
SpeecH_anguageHearing Association (ASHARr

2. Have successfully completed a minimuof 350 clock-hours of supervised
clinical practicum (obe inthe process of accumulating such superviskacal
experience under the supervisioi a qual i f i e doctdtatleveler 6 s o]
audiologist), performed deastnine monthsof supervised fultime audology
services under the supervisioha qualified master or doctorbdvel audiologist
after obtaining a Nhagdiolegy orsa related fidddgnd t or a |
successfully completed a national examination in audiology approvetieby
Secretay of the U.S. Department of Health and HurBamnvices.
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Referto AMPM Chapter 1200 for additional information on services provitted
Arizona Long Term Care System (ALTQ8&embers.
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310-B BEHAVIORAL HEALTH SERVICES

REVISION DATES: 03/01/1402/01/1410/01/1105/01/11,10/01/1007/01/1005/01/09,
06/01/07,10/01/0605/01/06,10/01/01,10/01/99

INITIAL
EFFECTIVEDATE: 10/01/1994

DESCRIPTION

AHCCCS covers behavioral health services (mental health and/or substaingse
services) within certain limitéor all members. The following outlines the servadivery
system for behavioral heakbrvices.

Acute CareProgram

1. Title XIX and Title XXI Membersare eligibleto receive medicallynecessary
behavioral health services. Services are provided throutite Arizona
Department of Health Services and its contracts with Integr&edional
Behavioral Health Authorities (Integrated RBHAS), Regional Behavidesdlth
Authorities (RBHA) and Tribal Regional Behavioral HealtAuthorities
(TRBHAS). American India members may receive behavioral hea#rvices
from an IHS/638 facility, a TRBHA, or be referredto an IntegratedRBHA or
RBHA. Services are listeth the amount, duration and scope sectiofi this
policy and describedwith limitations in the ADHS/Behavoral Health Services
Guide.

Managedcare primary care providers,within the scopeof their practice,who
wish to provide psychotropic medications and medication adjustrardt
monitoring services may do so farembersdiagnosed with AttentiorDeficit
Disorder/Attention Deficit Hyperactivity Disorder, depressive(including
postnatal depression) and/or anxiety disorders. There are appendices,
AMPM Appendix E for children and adolescents and AMPM AppendifoF
adults. For each of the three named diagso there are clinicaguidelines
that include assessment tools and algorithms. The clinical guidelines bee to
used by the PCPs as an mdreatmentdecisions.

2. Arizona Long Term Car8ystem(ALTCS)Program

ALTCS membersare eligibleto receive meutally necessary behaviorakalth
services throughALTCS Contractors, Tribal Contractors, Department
Economic Security/ Divisionof Developmental Disabilities, andHCCCS
registered Fe€or-Service (FFS) providers. Refer to tA®HS Behavioral
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Health Services Guide and AMPM Chapters 1200 and 1600 of this
Manual for additionalinformationregardingALTCS behaviorahealthservices.

AMOUNT . DURATI ON AND SCOPE

Covered behavioral health services for Acute and ALTCS members include, Imatare

limited to:
1.

2.

Inpatient hospitaservices

Inpatient Behavioral Health faciligervices

Institution for mental disease with limitations (refer to AMPM Chapf€)
Behavioral health counseling and therapy, including electroconvititevapy
Psychotropianedication

Psychotropic medication adjustment andnitoring

Respitecare. The combinedtotal of shortterm and/orcontinuousrespitecare
cannot exceed @0hours pebenefityear.

Partial care (supervised day program, therapeutic day program and ndaijcal
program)

Behavior management (behavioral health home care training, behdaaitd
selthelp/peer support)

10. Psychosocial rehabilitation (skills ineng and development, behavioragalth

promotion/education, psyckeducational servicesngoingsupport tomaintain
employment, and cognitiveehabilitation)

11.Screening, evaluation adsessment

12.Case managemeservices

13.Laboratory, radiology, and meal imaging services for diagnosand

psychotropic medication regulation

14.Emergency and neemergency medically necessagnsportation

15.Behavioral health supportive home care serviaeg/or
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16.Emergency behavioral health services for managed careR8memberswho
are notin the FESP (refeto AMPM Chapter 1100 for alfequirements
regardingFESP).

a. Emergency behavioral health services are described wde€. R9-22-
210.1Emergency Behavioral Health Services for {N&% membersAn
emergency behavial health conditionis a condition manifesting itselby
acute symptoms of sufficiergeverity, including severe pain, such that

prudent layperson, who possesses an average knowledge of health and

medicine, could reasonably expect the absence of imreedradical
attention taresultin:
i. Placing the health, including mental health, of the menmosgrious
jeopardy (this includes serious harorself)
ii. Serious impairment to bodifynctions
ii. Serious dysfunction of any bodily organ or part,
iv. Serious physideharmto anothemperson
Acute symptoms include severe psychiayimptoms.
i. An emergency behavioral health evaluation is coverethas
emergency behavioral health senivice
ii. Required to evaluate or stabilize an acute episode of mental diswrder
substane abuseand
ii. Provided by a qualified providevhois:
(@) A behavioral health medical practitioner as definadA.A.C.
R 922, Article 1, including a licensed psychologist, lecensed
clinical social worker, a licensed professional counseldrcensed
marriage and family therapisiy
(b) An ADHS/DBHS contractedrovider

A provider is not required to obtain prior authorization for emergensgrvices.
Regarding emergency services, refer to AMEkhibit 310-1 for a reprint of A A.CR%
22-210.01that describes general provisidios responsible entitiegpaymentand denialof
payment, notification requirements and psistbilizatiorrequirements.

Referto A.A.C. R9-22-217 and Chapter1100 of this Manual for informationregarding
behavioral headlt services for members eligible for services through tHeederal
Emergency Servicdarogram.

Referto AMPM Chapter 1200 for more information regarding behavioral hesdthiices
for members eligible for thALTCS program. Also refer to the Policy fo Management
of Acute Behavioral Health Situations found in Appendix H for informatregarding
ALTCS membersresiding in Nursing Facilities requiring behavioral heafttervention.

Referto the Behavioral Health Services Guide for further infororadbnAHCCCS
covered behavioral health services sgitings.
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310C BREAST RECONSTRUCTION AFTER M ASTECTOMY
REVISION DATES: 01/01/2011, 10/01/06, 05/01/06, 10/01/00/01/99

INITIAL
EFFECTIVEDATE: 10/01/1994

DESCRIPTION

AHCCCS covers breast reconstrocti surgery for eligible members following
medically necessary mastectomy regardless of AHCCCS eligibility at tohe
mastectomy.

AMOUNT . DURATION AND SCOPE

Breast reconstruction surgery a covered service the individual is AHCCCS
eligible, and a noted in this section. The member may elect have breast
reconstruction surgery immediately following the mastectomy or may choasayp
breast reconstruction, but thheember must bAHCCCS eligible at the time obreast
reconstruction surgery. Thgpe of breast reconstruction performieddeterminedby
the physicianin consultation with thenember.

Coverageoliciesfor breasteconstructivesurgeryinclude:

1. Reconstructionof the affected and the contralateral unaffecterbast
following a medcally necessary mastectong considered an effectiveon
cosmetic procedure. Breast reconstruction surgery following removal of
breast for any medical reas@a coveredservice.

2. Medically necessarymplant removal is a covered service.Redacement
of implantsisa covered service when the originalplant was theresult
of a medically necessary mastectomy. Replacement of impisnist a
covered service when the purpose of the original implant was cogmetic
augmentation).

3. External prostheses, including a surgical brassiere, will be covéved

memberswho choose not tdhave breast reconstruction, avho chooseto
delay breast reconstruction until a ldbere.

LIMITATIONS

1. AHCCCS does natoverservices provided solelyorf cosmeticpurposes
(R9 22-205). If a member has had an implant proceduredésmetic
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purposes (e.g., augmentation) redated to a mastectomy, medically
necessary removal is covered but replacensemot.

2. Reconstructive breast surgery othe unaffected contralaterabreast
following mastectomy will be considered medically necessary ahly
requiredto achieverelative symmetry with the reconstructed affecta@ast.
Except in extraordinary circumstances, the medical necessityf
reconstructive breast surgery mubt determined by the surgeornn
consul tation wi t h t he Contracttofor 6s
reconstruction or during the immediate poperativeperiod.

Prior Authorization (PA) from the AHCCCS Divisiaf FeeFor-ServiceManagement
is required for breast reconstruction surgery providedcE& members. Refer to
AMPM ChapteB00for furtherdiscussiorof PA requirement$or FFSproviders.
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310D DENTAL SERVICES FOR MEMBERS 21 YEARS OF AGE ANDOLDER

REVISION DATES: 07/01/16, 10/01/10, 10/01/09, 10/01/06, 10/01/01, 06/00/6D1/98,
03/01/95

INITIAL
EFFECTIVEDATE: 10/01/1994

DESCRIPTION

As describedn this Policy, AHCCCS coversmedicaland surgicalservicesfurnishedby a
dentist onlyto the extent that sudervices:

1. May beperformed under Stataw by either a physician or by a denasid
2. The services woultleconsidered physician services if furnished kphgsidan.

Subject to the terms of thiBolicy, AHCCCS also covers limited dental servicesaas
prerequisiteto AHCCCS covered transplantation and when they are in prepardton
radiation treatment for certazancers.

Dental services for membey®ungerthan age 21, including preventive anierapeutic
dental services, are discussedMPM Chapter 400 of thislanual.

AMOUNT ., DURATION AND. PE

Services furnished by dentists which are covered for members 21ofeage and older
must be relatedto the treatment of a medical condition such as acute gaixcluding

Temporomandibular Joint Dysfunction (TMJ) pain), infection, or fracture ofjdie

Covered services include a limited problem focused examination of the oeality,

required radiographs, compl®@ral surgical procedures such as treatmennakillofacial

fractures, administration of an appropriate anesthesia and the prescrbtigrain

medication and antibiotics. Diagnosis and treatment of Tdvidot coveredexcept for

reduction otrauma.

EXCEPTION FOR TRANSPLANT CASES

For memberswho require medically necessary dental services as aequésite to
AHCCCS covered organ or tissue transplantation, covered dental services are tioited
the elimination of oral infections and the treatmenouial disease, which includgental
cleanings, treatment of periodontal disease, medically necessary extractiortheand
provision of simple restorations. For purposes of Buadicy, a simple restoratiomeans
silver amalgam and/or composite residings, stainless steel crowns opreformed
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crowns. AHCCCS covers these services only after a transplant evalaaiermines
that themember isan appropriate candidate for organ or tigsaesplantation.

EXCEPTION FOR CANCER CASES

Proptylactic extractionof teethin preparationfor radiationtreatmentof cancerof the
jaw, neck or heat covered.

LIMITATIONS

Except for limited dental services covered for-ppemsplant candidates and forembers
with cancer of the jaw, neck or headsdebed above, covered services furnishbg

dentiststo member21 years of age and older do not include services pissicians
arenot generally competent to performheseservices includeyut arenot limited to, dental
cleanings, routine dawal examinations, dental restorations including crowns filidgs,

extractions, pulpotomies, root canals, and the construction or detWergomplete or

partial dentures. Diagnosis and treatment of TiMdot covered except for reductionf

trauma.
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310-E DiALYSIS
REVISION DATES: 05/15/07, 10/01/061.0/01/01
REVIEW DATE: 08/01/2011

INITIAL
EFFECTIVEDATE: 10/01/1994

DESCRIPTION

AHCCCS covershemodialysisand peritonealdialysis servicesprovided by participating
hospitalsand End StageRenalDiseasefacilities. All services supplies,diagnostictesting
(including routine medically necessary laboratory tests) and drugs medically nedessary
the dialysis treatment acevered.

AMOUNT , DURATION AND PE

Medically necessary outpatiemtialysis treatments are covered. Inpatientialysis
treatments are covered when the hospitalizasfan:

1. Acute medical condition requiring dialysis treatments (hospitalization refated
dialysis)

2. AHCCCS covered medical condition requiring inpatiehbsptalization
experienced by a member routinely maintained on an outpatient cltiahysis
program,or

3. Placement, replacementmpairof the chronic dialysisoute.

NoOTE: Hospital admissions soletg provide chronic dialysis are nobvered.

NOTE: Hemaperfusionis covered when medicallyecessary.

Referto AMPM Chapter 1100, Policy 1120, for policy relateditalysiscoverage
within the Federal Emergency Services Prog(BESP).
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310-F EMERGENCY MEDICAL SERVICES
REVISION DATES: 10/01/06, 10/01/03, 10/01/010Q/01/97
REVIEW DATE: 05/01/2011

INITIAL
EFFECTIVEDATE: 10/01/1994

DESCRIPTION

As specifiedin A.A.C. R9-22-210, AHCCCS covers emergency medical servicks
managecdcareand FFS membersvho arenot in the FederalEmergencyServicesProgram
(FESP) Refer to Chapter 1100 for all requirements regaréB§P.

Emergency medical services are provided for the treatment of an emengediyal
condition. An emergency medical conditihma medical condition, including laband
delivery, which manifestgself by acute symptomaf sufficient severity, includingevere
pain, such that a prudent layperson who possesses an average knailédgéhand
medicine could reasonably expect the absence of immediatikcal attentionto result
in:

1. Placing hemember'diealthin seriousjeopardy

2. Serious impairment of bodily functions,

3. Serious dysfunction of any bodily organpart.
AMOUNT , DURATION AND PE

Emergencymedicalservicesare coveredfor membersvhenthereis a demonstratedieed,
and/or der triage/lemergency medical assessment services indicate earergency
condition.

A provider is not requiredto obtain prior authorization for emergensgrvices.
Regarding emergency servicesferto AMPM Exhibit 310-1 for a reprint ofA.A.C. RS
22-210 that describesgeneralprovisionsfor responsibleentities, paymentand denial of
paymentnotificationrequirementsndpoststabilizationrequirements.

Utilization of emergency servicedlanaged care Contractonsusteducate theimembers
regardiry the appropriate utilization of emergency room services. Mengjersld be
encouraged to obtain services from f@mnergency facilities (e.g., urgent care centé&ss)
addressmember nonemergencycare after regular office hours or onweekends.
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Refer to AMPM Chapter 500 for the policy regarding member transfers aifter
emergencyospitalization.

Referto AMPM Chapter 800 for additional information regarding emergenegical
services foFFSmembers who are not FESP.

Referto AMPM Chapter 100 for a complete discussion of covered emergeneglical
services under tHeESP.

Referto A.A.C. R9-22-217 and AMPM Chapter 1100 of this Manual focamplete
discussiorof coveredemergencynedicalservicesunderthe FESP.

ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM 310-13
AHCCCSMEDICAL PoLICcYy M ANUAL



CHAPTER 300
MEDICAL PoLicy FOR AHCCCSCOVERED SERVICES

‘ PoLicy 310
% COVERED SERVICES

310G EYE EXAMINATIONS /OPTOMETRY SERVICES
RevVISION DATES: 10/01/06, 10/01/0
ReviEw DATE; 05/01/2011

INITIAL
EFFECTIVEDATE: 10/01/1994

DESCRIPTION

AHCCCScoverseyeand optometric services provided by qualifiege/optometry
professionalsvithin certainlimits basecon memberageandeligibility.

AMOUNT . DURATION AND SCOPE

Emergency eye care which meets the definition of an emergency medical coridition
covered for all members. For members who arey@drsof age or older, treatmenof
medical condition®f the eye, excludingye examinationdor prescriptive lenses anithe
provision of prescriptive lenses, are covered. Vision examinations and the prowision
prescriptive lenses are covered for members under the Early and PeSiodiening,
Diagnosis and TreatmerRrogram,KidsCare Program and for adults wharedically
necessary following cataraatemoval. Refer to AMPM Chapter 400 for detailed
information regarding coverage ejeexams and prescriptivenses fochildren.

Cataract removais covered for all eligible member&£ataract removalis a covered
servicewhenthe cataractis visible by exam,ophthalmoscopior slit lamp, andany of the
following apply:

1. Visual acuity that canndbe corrected by lenses to better than 20/70 a&nd
reasonably attributable tataract

2. In the presence of complete inabilitp see posterior chamber, visiois
confirmed by potential acuity meter reading,

3. For FFSmemberswho have corrected visual acuity between 20/50 and 2@&70,
second opinion by an ophthalmologist to demonstraticaknecessity malge
required. Referto the Contractors regarding requirements for themrolled
members.
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Cataract surgeris coveredonly when theres a reasonable expectation by tbperating
ophthalmic surgeon that the member will achieve imptowdsual functionalability
when visual rehabilitatiors complete.

Cataractsurgeriesare generallydoneon an outpatientbasis,but an inpatientstaymay be
required due to the need for complex medical and nursing camdfiple ocular
conditionsor procedures, or thmember'snedical status. Admissido the hospital maye
deemed safer due to age, environmental conditions orfathers.

Other caseghat mayrequiremedicallynecessarpphthalmicservicesinclude, but are not
limited to:

1. Phaogenic Glaucomand
2. PhacogenitJveitis.

Referto AMPM Chapter800for prior authorizatiorrequirement$or FFSproviders.
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HEALTH RISK ASSESSMENTAND SCREENING TESTS
RevVISION DATES: 10/01/13, 10/01/10, 10/01/06, 01/01/04/01/01

INITIAL
EFFECTIVEDATE: 10/01/1994

DESCRIPTION

AHCCCS covers health risk assessment and screening tests providedlbysiaan,
primary care provider or othdicensedpractitioner within the scope of his/heractice
under Statdaw for all members. These services unbd appropriate clinical heatinsk
assessmentand screeningtests,immunizations,and healtheducation,as appropriatefor
age, history and current headtiatus.

Healthrisk assessmerdand screeningestsare also coveredfor membersunderthe Early
ard Periodic Screening, Diagnosis and Treatment Program and KidsCare Progrann Refer
AMPM Chapter 400 for completietails.

AMOUNT ., DURATION AND PE

Preventive health risk assessment and screening test services-farspaalizedadults
include, butare not limitedo:

1. Hypertension screenin@nnually)
2. Cholesterol screening (once, additional tésisedn history)

3. Routine mammography annually after age 40 and at any agensidered
medicallynecessary

4. Cervical cytology, including pap smears rgaally for sexually activewomen;
after three successive normal exams themestbe lessfrequent)

5. Colon cancer screening (digital rectal exam and stool blood test, anadigity
age 50, asvell as baseline colonoscopy after &§9

6. Sexually transmitd disease screenings (atstonce during pregnancygther
based orhistory)

7. Tuberculosis screening (once, with additional testing based on historfgr or,
AHCCCS members residing a facility, as necessary per health canstitution
licensingrequirement)

ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM 310-16
AHCCCSMEDICAL PoLICcYy M ANUAL



CHAPTER 300
MEDICAL PoLicy FOR AHCCCSCOVERED SERVICES

PoLicy 310
COVERED SERVICES

8.

9.

HIV screening

Immunizations (refer to AMPM Policy 3101, Immunizations fodetails)

10.Prostate screening (annually after age 50; and, screesingecommended

annuallyfor males40 and older who are at high risk due to immediatefamily
history),and

11.Physical examinations (asf 10/01/13, includes well visits and we#ixams),

periodic health examinations or assessments, diagnostic work upeatth
protection packages designed to: provide early detection of disease; thetect
presence of injuryr disease; establish a treatment plan; evaluate the results
progress of a treatmemtan or the disease; or to establish the presemce
characteristicof a physical disability which may be the resaft disease or
injury

Screening services providemore frequently than these professionalgcommended
guidelines will notbecovered unless medicaligcessary.

Physicalexaminationsnot relatedto coveredhealthcare servicesor performedto satisfy
the demand®f outside public or private agencisach as the following are nabvered

services:

1.

2.

6.

Quialification forinsurance

Preemployment physicatxamination

Qualifications for sports or physical exercisgivities
Pilots examinations (Federal Aviation Administration)

Disability certification fa the purpose of establishing any kioidperiodic
payments

Evaluation for establishing third patigbility, or

The AHCCCS Division of FeeFor-Service Management does not requirgrior
authorization for medically necessary health risk assessment ser@ening services
performed by Fe&or-Serviceproviders.
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HOME HEALTH SERVICES
RevVISION DATES: 05/01/2011, 10/01/08,0/01/01

INITIAL
EFFECTIVEDATE: 10/01/1994

DESCRIPTION

AHCCCS covers medically necessary home health services providethe member's
place of residence as a cost effective alternative to hospitalization. Covssgdices,
within certain limits, include: home health nursing visiteme health aide services,
medically necessarguppliesand therapyservicesin accordancevith A.R.S. 36-2907 for
AHCCCSmembers.

ALTCS covers home health services for members who are either Elderly dral/er
Physical Disabilities (E/PD) and/anemberswith developmental disabilitieseceiving
home and community based services. Refer to AMPM t&hap200 for additional
information.

AMOUNT ., DURATION AND PE

Home healthnursingand homehealthaide servicesare providedon an intermittentbasis
asorderedby a primary care provider or treatingphysicianin accordanceavith 9 A.A.C.
10, Article 11 Home Health Agencies. Physical therapy services provided Ineased
Home Health Agency (HHA) are coveredfor acutecare, Early and Periodic Screening,
Diagnosisand Treatment(EPSDT),KidsCareand ALTCS memberg(subjectto the limits
describedn AMPM Policy 310X). Speech and occupational therapy servicesided
by a licensed HHA are covered for EPSDT &d CS membersnly.

Referto AMPM Chapter800for prior authorizatiorrequirementsor FFSproviders.
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310J HOSPICE SERVICES

REVISION DATES: 07/20/11, 10/01/1010/01/09
RevIEW DATE: 10/01/2013

INITIAL
EFFECTIVEDATE: 10/01/2007

DESCRIPTION

AHCCCS covers hospice services for acute care/ikdCS members. Hospiceservices
are allowableunderA.R.S. 88 36-2907 and 2989 and 42 C.F.R.418.20for terminallyill
members whaneetthe specified medical criteria/requirements. Hospice senpoegide
palliative and support care for terminally ill members and their family members
caregiversn orderto easethe physical,emotional,spiritual and sodal stresseswhich are
experienceduringthefinal stage®f illnessandduringdying andbereavement.

Hospice services are providédt he member 6 s own hGomreunity a
Based (HCB) approved alternative residential setting as spedifietdMPM Policy 1230
of this Manual; or the following inpatient settings when the conditiorgadicipation
aremetas specifiedn 42 C.F.R.418:

1. Hospital,

2. Nursing care institutiorand

3. Free standingospice.

Providersof hospicemust be Medicarecertified and licensedby the Arizona Department
of Health Services (ADHS), artthvea signed AHCCCS providagreement.

As directed by the Affordable Care Act, EPSDiembersmay continue to receive
curative treatment for their terminal illness while e®ming hospice servicesAdult
members age 21 and oldeho electhospice servicesiust forgocurativecare.

NoOTE: Fordual eligible members, Medicasdhe primary payer of hospiservices.
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For purposes of thigolicy, the following defintionsapply:

1. Continuous home cammeans hospice provided during periadscrisis for a
minimum of eight hours per 2four day (the hours do ndtaveto be
continuous). To qualify as home care under this section, the mast
be predominantlynursing care, provided by a registerednurseor a licensed
practical nurse. Homemaker and home healite services may alsde
provided to supplement the care. Continudwsne careis only furnished
during brief periods of crisis and only as neagssa allow terminally
ill hospiceeligible memberdo maintainresidence in their own home an
HCB approved alternative residential setting. Continuous homeisaret
available to members residimgan NF Medicaid certifiebbed.

2. Inpatientrespit caremeansservicesprovidedin an inpatientsetting,suchas
an NF, on a shorterm basigo relieve family members or othercaregivers
who provide care tdospiceeligible membersvho haveelected toreceive
hospice care anghoresidein their own hane or, HCB alternativeresidential
setting.

3. General inpatient cam®eans services providéa an inpatient setting, sucs
a hospital, to hospice eligible members who have elected to rduespéce.
These services are provided for such purposes ascpatnol or acuteor
chronic symptom management, which cartmemanagedn anotheisetting.

4. Period of crisismeans a periodh which the hospice eligible member
requires continuous car® achieve palliation or management ofacute
medicalsymptoms.

5. Routine home careneans short term, intermittent hospice includsiglled
nursing, home health aide and/or homemaker services provideda to
hospice eligiblemember inhis or herown home or, HCB approved
alternative residential setting. Routine h®ontare services mde provided
on a regularly scheduled and/or-call basis. The hospice eligiblmember
must not bereceiving continuous home care services as defimed this
section at the time routine home caseprovided. Routine home cares
availableto members residingn an NF Medicaid certifiedbed.

AMOUNT . DURATION AND SCOPE

I n order to receive hospi ce s ecertificatoa s
stating that theatmembearads prwad g respsdhasey
not exceedingsix months.Due to the uncertaintyof predictingcoursesof iliness, the
hospicebenefit is available beyond six months provided additionathysician
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certifications arecompleted.

The physician certifications only permitted for two 9@lay periods. Howeveran
unlimitednumberof physiciancertifications for60 dayperiodsarepermittedthereafter.

State licensure standards for hospice care require provittersnclude skilled

nursing, respite and bereaveameservices. Hospice providers muso have social

services, counseling, dietary services, homemaker, personal care and home health
aide services and inpatient services available as necéssary et t h e needs.mber 6 s
The following components arendluded in hospice service reimbursementhen

providedin approvedsettings:

1. Bereavement services provided by the hospice provider, whndhude
social and emotional support, offeremit h e me mb er 6 beforef ami | vy
and up to twelve months follong the deathof that member. Therée no
additional cost ttAHCCCSfor bereavement services provided to thmily
after the death of thenember.

2. Continuous home care (as specifiedthe definitionof hospice in this
policy) which may be provided gnduring a period dfrisis.

3. Dietary services, which include a nutritional evaluation andietary
counseling whenecessary.

4. Home health aidservices.

5. Homemaker services.

6. Nursing services provided by or under the supervision of a registenss

7. Pastoral/counseling services provided by an individual whaualified
through the completionf a degrean ministry, psychologyor a relatedfield
and whois appropriately licensed arertified.

8. Hospicerespitecareserviceswhich are providedon an occasionalbasis,not
to exceed more thafive consecutivedays at a time. Respite carenay
not be provided when the membera nursing facility resident as receiving
servicedn an inpatient setting indicateabove.

9. Routine home care, as sged in the definition of hospiceervices.

10. Social services provided by a qualified sowialtker.

11.Therapies that include physical, occupational, respiratory, speech, andsic
recreationatherapy.
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12. Twenty-four hour oncall availabilityto provide rvices such aseassurance,
informationandreferralfor membersandtheir family memberor caretakers.

13.Volunteer services provided by individuals wédi@specially trainedn hospice
and who are supervised by a designated hospice employee. UndeF.B2
418.70,if providing direct patient care, the volunteeust meetqualifications
required to provide suctervice(s).

14.Medical supplies, appliances and equipment, including pharmaceutitead
are usedn relationship to the palliation or managemefitheme mb er 0 s
terminal illness. Appliances may include durable medical equipmentasich
wheelchairs, hospital beds or oxygaEquipment.

Referto AMPM Policy 1250, of this Manual for further explanationregarding
hospice and\LTCS members.
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310K HOSPITAL INPATIENT SERVICES

REVISION DATES: 10/01/1410/01/13,10/01/1203/01/12,10/01/11,10/01/06,10/01/01,
10/01/99

REVIEW DATE: 05/01/2011

INITIAL
EFFECTIVEDATE: 10/01/1994

DESCRIPTION

AHCCCS covers medically necessary inpatient hospital serviogglpd by dicensed
participating hospital for all eligible members, as specified in A.A.C2RArticle2.

AMOUNT, DURATION AND SCOPE
Inpatient hospital services for members include, but are not limited to|ltheing:
Hospital accommodation, amgbpropriate staffing, supplies, equipment and serfices
1. Routine acute medicahre,
2. Intensive care and coronary care
3. Neonatal intensiveare,

4. Maternity care including labor, delivery and recovery rooms, birthing cerateds,
nursery and relateskrvices,

5. Nursery for newborns andfants,

6. Surgery including surgical suites and recovery rooms, aresthesiology
services,

7. Acute behavioral health emergerssrvices,

8. Nursing services necessary and appropriate for the member's mashdition,
including assistance with activities of daily livingraeseded,

9. Dietary servicesand/or
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10.Medical supplies, appliances and equipment consistent with thedével

accommodation.

11.Perfusion and perfusionisérvices.

Ancillary Services

1.

2.

Chemotherapy,

Dental surgery for membersn the Early and Periodic ScreeningDiagnosisand
TreatmenProgram,

Dialysis,

Laboratoryservices,

Pharmaceutical services and prescridadys,

Radiological and medical imagirsgrvices,

Rehabilitation services including physicatcupational and speettterapies,
Respiratorytherapy,

Services and supplies necessary to store, process and administer blbtmbdnd
derivativesand/or

10. Total parenterahutrition.

DEEINITION

Benefit Year A oneyear period of October'throuch Septembed0™.

Observation ServicesA providerordered evaluation period in a hospital settingstwices

that do not meet the intensity requirements of an inpatient stay or to determine \@hether
person needs treatment or needs to be admittediagadient.

The 25 day inpatient limit per benefit year for in State and out of State hospitaksxpires
in contract year beginning October 1, 2014. Therefore, the 25 day inpatiertmitation

doesnot apply to inpatient claims with discharge dateson or after October 1, 2014.
Refer to AHCCCS Rule R922-204 for moredetail.
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L IMITATIONS AND EXCLUSIONS

For members 21 years of age or older, coverage-sthite and oubf-state inpatienhospital
servicesis limited to 25 daysper benefityearfor claimswith dischargedateson or before
September 30, 2014. This limit applies to inpatient hospital services with datikscbarge
on or before SeptembeB0, 2014 regardlessof whetherthe memberis enrolledin Feefor

Service, is enrolled with one or more caatiors, or both, during the bengfar.

1. For purposes of counting the annual 25 inpatientidai

a. Inpatientdaysare countedtowardsthe limit if paid in whole or part by the
Administration or aontractor;

b. Inpatient days will be counted toward tlmit in the order of theadjudication
date of a paidlaim;

c. Paid inpatient days are allocatedto the benefit year in which the date of
serviceoccurs;

d. Each24 hoursof paid observationserviceswill countasoneinpatientday if
the patient is not admittedo the same hospital directly followinghe
observatiorservices;

e. Observation services, which are directly followed by an inpatient admigsion
the same hospital are not counted towards the inpatientdinuit;

f. After 25 days of inpatient hospital sengclkave been paid as provided far
this policy:

i. Outpatient services that are directly followed by an inpatient admission
the same hospital, including observation services, areoveted.

ii. Continuousperiodsof observationservicelastinglessthan 24 hoursthat
are not directly followed by an inpatientadmissionto the samehospital
arecovered.

iii. For continuous periods of observation services of more than 24 tiairs
are not directly followed by an inpatientadmissionto the samehospital,
AHCCCS will only pay for the first 23 hours of observatggrvices.

SameDay Admit Dischargeservicesare excludedfrom the 25 day limit. For

additional information regarding the 25 day inpatient limit, referARCCCS

RuleR9-22-204.

AHCCCS covers semiprivate iapent hospital accommodations, except whenntigenber's
medical condition requirgsolation.

AHCCCS does not separately cover hebased services, such as Attendant/Personal Care,
while the member is in inpatiesgttings.

Refer to AMPM Chapter 800 fgrior authorization requirements for FEer-Service(FFS)
providers.

ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM 310-25
AHCCCSMEDICAL PoLICcYy M ANUAL



CHAPTER 300
MEDICAL PoLicy FOR AHCCCSCOVERED SERVICES

PoLicy 310
COVERED SERVICES

310-L HYSTERECTOMY
REVISION DATES: 07/01/2011, 10/01/06, 10/01/@B/01/97
REVIEW DATE: 05/01/2011

INITIAL
EFFECTIVEDATE: 10/01/1994

DESCRIPTION

AHCCCS covers medically necessarysterectomy servicesn accordance withfederal
regulations 42 CFR 441.250 et seq. Federal regulations 42 CFR 441.251 defines
hysterectomyas a medical procedure or operation for the purpose of remahnieg
uterus. Sterilization is defined by ths regulation as any medical procedure, treatnant,
operationfor the purposeof renderingan individual permanentlyincapableof reproducing.

AMOUNT . DURATION AND SCOPE

AHCCCS does natovera hysterectomy proceduife

1. It is performed solelyto rende the individual permanently incapablef
reproducingor

2. Therewasmorethan or purpose tothe procedurejt would not havebeen
performed but for the purpose of rendering the indivigeamnanently incapable
of reproducing.

Coverage of hystrectomy servicess limited to those casas which medical necessityhas
been established by careful diagnosis, and, except as spatifedtionB, below, prior

to hysterectomythere has beena trial of medical or surgical therapy which has not
beem ef fective i nconditmmati ng the member 6s

A. EXAMPLES OF CONDITIONS WHEN HYSTERECTOMY MAY BE |NDICATED :

1. Dysfunctional Uterine Bleeding or Benign Fibroids associated with
Dysfunctional BleedingA hysterectomy may be consideraat fmembers for
whom medical andwsgical therapy has failed, amthildbearingis no longera
consideration.
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2. Endometriosis A hysterectomyis indicated for members with sevedésease
when future chilebearingis not a consideration, and when disemsse=fractory
to medical or surgicdherapy

3. Uterine ProlapseA hysterectomy maybe indicated for thesymptomatic
womenfor whom childbearingis no longera consideratiorand for whom non
operative and/or surgical correction, i.e., suspension or rep#inot provide
the member adequatelief.

B. CONDITIONS WHERE THERAPY IS NOT REQUIRED PRIOR TO HYSTERECTOMY

Hysterectomy services may be considered medically necasghoput prior trial
of therapyin thefollowing cases:

1. Invasive carcinoma of theewix

2. Ovariancarcinoma

3. Endometriakcarcinoma

4. Carcinoma of the fallopiatube

5. Malignant gestational trophoblastic disease

6. Life-threatening uterine hemorrhage, uncontrolled by conservative therapy;

7. Potentially lifethreatening hemorrhage imscervical pregnancyinterstitial
pregnancy, or placenta abruption.

C. PRIOR ACKNOWLEDGMENT AND DOCUMENTATION

Except as described Section D, the providenustcomply with thefollowing
requirementgrior to performing théysterectomy:

1. Inform the member and heepresentativef any, both orally andn writing that
the hysterectomy will render the member incapable of reprodueingsultin
sterility, and

2. Obtain from the member or representative,arfy, a signed datedwritten
acknowledgment stating thahe informationin number 1 above hadeen
received and that the individual has been informed and understaeds
consequencesf having a hysterectomy, i.e., thawill result in sterility. This
documentatiormust bekeptint he me mber 6 s Amepgmustaldo r ec or
bekeptint he member 6s medibythe primagycacer d mai nt ai
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providerif enrolled with a&Contractor.

The provideris not requiredo complete a Consent to Sterilizatitorm prior to
performing hysterectomy procedures and thel@@waiting period requiredor
sterilization does not apply to hysterectomy procedures desanili@dPolicy.

D. EXCEPTIONS FROM PRIOR ACKNOWLEDGEMENT

The physiciarperforming the hysterectomy  not requiredo obtain prior
acknowledgmenin eitherof the followingsituations:

1. The member was already sterile before the hysterectomy. In this indtamce
physician must certifyn writing that themembemwas already sterile at theme
of the hysterectomy and specify the caussenfility.

2. The memberequires a hysterectomy because of athif@atening emergency
situationin which the physician determines that prior acknowledgernsenbt
possible.In this circumstancethe physician must certifyn writing that the
hysterectomy was performed undedife-threatening emergency situatiom
which the physician determined that prior acknowledgement wassible.

Contractors may elect to use the sample hysterectomy consent frofeddior-Service
(FFS) providers founath AMPM Chapter 80@Exhibit 820-1) or they may elect toaise other
formats.

Referto AMPMChapteB00for prior authorizatiorrequirement$or FFSproviders.
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| MMUNIZATIONS

REVISION DATES: 01/01/1407/01/1010/01/0710/01/06,10/01/01

INITIAL
EFFECTIVEDATE: 10/011994

DESCRIPTION

AHCCCS coversimmunizationsas appropriatefor age,history and healthrisk, for adults
andchildren.

AHCCCS follows recommendations as established by the Centers for Dixwasa
and Prevention (CDC) and the Advisory Committee Immunization Practice$ACIP).
Covered immunizationfr adults include, but are not limitéat

1. Diphtheriatetanus

2. Influenza

3. Pneumococcus

4. Rubella

5. Measles

6. HepatitisB

7. Pertussis, as currently recommended by the CDECHP

8. Zoster vaccine, fomembers60 andolder

9. HPV vaccine, fofemalesand males up to age 26 years. Covenathunizations
for children are identifieth AMPM Chapter400.

AMOUNT . DURATION AND PE
Immunizationdor passporbr visaclearancearenotcoveredoy AHCCCS.

The AHCCCS Division of Feefor-Service Management doawot require prior
authorization for medically necessary immunization services performe83®providers.
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310N L ABORATORY
REVISION DATES: 06/01/1304/01/1010/01/0910/01/0610/01/01

INITIAL
EFFECTIVEDATE: 10/01/1994

DESCRIPTION

AHCCCS covers medically necessary laboratory services ordered by a proauey
provider, other practitioner or dentist which are ordinarily provided Clinical
Laboratory ImprovemenAct (CLIA) approved hgsital, independentlinic, physician's
office and other health care facility laboratories for all eligible members as défified
A.A.C. 22,Article 2.

AHCCCS does not restrict the performamddaboratory tests to any particuldab. Any
lab that has the proper CLIA certifications amsl AHCCCS registerednay perform
laboratorytests. AHCCCS Contractorsmay preferentiallycontractwith particularlabsfor
services, provided that the lab Hhenecessary CLIA certificatiort® perform thosetests.

AMOUNT . DURATION AND SCOPE

Medicallynecessargliagnostidestingandscreeningarecoveredservices.

Refer to the AHCCCS FFS Provider Manual for information regarding CLIA
requirements for AHCCCS covered laboratory services. This Maswadaiable on the
AHCCCS Web sitéwww.azahcccs.gov).

The AHCCCS Divisionof FFS Management does not require prior authorizatfon
medically necessary routine ngenetic testing laboratory services performed FEyS
providers.

L IMITATIONS

Genetic TestingProvisions:

All genetic testing requires prior authorization. Prior authorization requesssinclude
documentation regarding how the genetic tesigigonsistent with the genetitesting
coveragdimitations.

Genetic testingis only covered when theesults of such testing are necessaip
differentiate between treatment options. Genetic tesimgpt covered todetermine
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specific diagnoses or syndromes when such diagnoses would not definitivelyhalter
medical treatments of the mestb Genetic testings not covered to determinethe
likelihood of associated medical conditions occurnnghe future. Routinenongenetic
testingfor other medicalconditions(e.g., renaldiseasehepaticdiseasegtc.) that may be
associateavith anunderlyinggeneticconditionis coveredwhenmedicallynecessary.

Genetic testings not covered as a substitute for ongoing monitoring or testingptential
complications or sequelaaf a suspected genetic anomaly. Genetic testing is aiot
coveredservicefor purpose®f determiningcurrentor futurefamily planning.

Genetic testingis not covered to determine whether a member carriesegeditary
predispositiorto canceror otherdiseasesGenetictestingis also not coveredfor members
diagnosedwith cancerto determinewhethertheir particularcanceris dueto a hereditary
genetic mutatioknownto increaseherisksof developinghatcancer.
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3100 MATERNAL AND CHILD HEALTH SERVICES
REVISION DATES: 10/01/06, 10/01/0

REVIEW DATE: 05/01/2011

INITIAL
EFFECTIVEDATE: 10/01/1994

DESCRIPTION

AHCCCS covers a comprehensive set of services for pregnant women, newduains
children, including maternity care, family planning services and services prottidedgh
the Early and Periodic Screening, Diagisoand Treatmeiftrogram.

Referto AMPM Chapter400 for a completediscussionof coveredmaternaland child
healthservices.
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310-P MEDICAL SUPPLIES, DURABLE MEDICAL EQUIPMENT AND

ORTHOTIC /PROSTHETIC DEVICES

vy

N

REVISION DATES: 08/01/1512/15/1410/01/1401/0114,10/01/1010/01/0702/01/07,
10/01/0603/03/0604/01/0410/01/0106/01/0110/01/95

INITIAL
EFFECTIVEDATE: 10/01/1994

DESCRIPTION

AHCCCS covers reasonable and medically necessary medical supplies, Dvehéal
Equipment (DME) and orthotiprosthetic devices when ordered by a primary qan@vider
or practitionerwithin certainlimits basedon memberageand eligibility, as specifiedin 9
A.A.C. 22, Article 2. For the purposes of this policy, medical supplies are consuiterbke
that are designedspecificallyto meeta medical purpose.DME meanssturdy, long lasting
items and appliances that can withstand repeated use, are designed to smedical
purpose and are not generally useful to a person in the absence of a medical cdha#sen,
or injury. Prostheticsare devicesprescribedoy a physicianor otherlicensedpractitionerto
artificially replace a missing, deformed or malfunctioning portion of the body. Orthasics
an AHCCCS covered service, within certain limitations, to supposteak, injured, or
deformed portion of the body, pursuant to Laws 2015, Chapter 264, Section 3 (HBaR873)
as specified in 83@907. Prosthetics are covered when medically necessary
rehabilitation.

DME is used to assist members in optimizing theailefrendence and maintainipiacement

in the mostintegratedsetting. This may include an institutional settingas appropriate An
example for the institutional setting is the authorization of customized medical deuices
aswheelchairsCriteria for the authorizationof a customizedwvheelchairmustbe the same
regardl ess of setting as ehameh setting i s

Personalcare items include items of personalcleanlinesshygieneand groomingand are
generally not covered unless needettéat a medicalondition.

AMOUNT . DURATION AND PE

Examples of medically necessary medical supplies, durable medical equgmdent
orthotic/prosthetic devicewe:
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1. Medical suppliesi suchasincontinencebriefs, surgicaldressingssplints, casts
and other consumable items, which are not reusable, and are despguiically
to meet a medicadurpose.

2. Durable equipmeni such as wheelchairs, walkers, hospital beds, atiter
durable items that are rentedparchased.

3. TheContractor shall proviglorthoticdevicesor membersasdescribedbelow:
a. Orthotics are covered for AHCCCS members under the age of @ltlased
in AMPM Policy 430,EPSDTServices
b. Orthotics are covered for AHCCCS members 21 years of age and dddler if
of the followingapply.
i. Theuseof the orthotic is medicallynecessaryas the preferredtreatment
option consistent with Medicafguidelines.
ii. Theorthoticis lessexpensivethanall othertreatmentoptionsor surgical
procedures to treat the same diagnaseulition.
iii. The orthoftc is ordered by a Physician or Primary CRractitioner.

4. Prosthetic devices such as artificial upper and lowleanbs.

COVERAGE DETERMINATIONS

The Contractor must make timely determinations of coverage. The Contractor nohust

refuseto rendera timely determinatiorbasedon the me mb eluabebgibility statusor the
providersd contract status with theaurshgnt r ac:t
facility, the prior authorizationrequestmust not be deniedon the basisthat Medicareis

responsible for coverage DME.

A. GENERAL REQUIREMENTS

The following criteriamustbe usedin determiningcoverageof medicallynecessary
services:

1. Settingup and/ormaintainingthe memberin the most appropriatesettingwhile
maxi mi zi ng tdependemeenabdgundianal ievel both physicalh
mentally,and

2. Authorizing the most reasonable and cost effective alternative inmnbst
appropriate setting windepeedencea xi mi zi ng t h

Medical equipment may be purchased or rented whign there are n@asonable
alternative resources from which the medically necessary medical equiparent
be obtained at no cost. Additionally, the total expense of rental cannot ekesed
purchase price of theem.
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Rental fees must terminate no latean the end of the month in whithe
member no longer needs the medical equipment, or when the membéongero
eligible or enrolled with a Contractor, except during transitions as specifite by
AHCCCS Chief Medical Officer atesignee.

Reasonble repairsor adjustmentof purchasedmedical equipmentare covered
when necessary to make the equipment serviceable and when the dbst of
repair is less than the cost of rental or purchase of angatiter

B. REQUIREMENTS FOR SPECIFIC SERVICES
1. Inconinence Briefs for Members 21 years of age alaigr

Incontinence briefs, including pulips and incontinence pads, are covevdtken
necessary to treat a medical condition. Contractors may reqpiier
authorization.

For ALTCS members21 yearsof ageand older, incontinencebriefs, including
pull-ups and incontinence pads, are also covered in order to preskamt
breakdown when all the following aneet:

a. The member is incontinent due to a documented medical conditiooathses
incontinence of bowel arar bladder,

b. The PCP or attending physician has issued a prescription ord#reng
incontinencébriefs,

c. Incontinence briefd including pullups and incontinence pads do not
exceed180 in any combinationper month, unlessthe prescribingphysician
presats evidence of medical necessity for more than 18tnpeth,

d. The member obtains incontinence briefs from vendors withirCGleen t r act or 6
network,AND

e. Prior authorization has been obtained if required by Algeninistration,
Contractor,or Co nt r adesgnee, a sappropriate.Contractorsshall not
requirea new prior authorizationto be issuedmore frequentlythanevery 12
months.

2. Incontinence Briefs for Members under the Age oiv2ars
a. AHCCCS covers incontinence briefs when necessary to treatedical
condition. In addition, AHCCCS also covers incontinence Dbrigisr
preventative purposes for members over the age of three and under 2if years
age as described in AMPM Polidg0.

3. OrthoticsLimitations
a. Reasonableepairsor adjustmentf purchasedrthotics are coveredfor all
membergo makethe orthotic serviceableand/orwhenthe repaircostis less
than purchasinganotherunit. The componenwill be replacedif, at thetime
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authorization is sought, documentation is provided to establishitbat
component is not operatirggfectively.

4. Lower Limb Prosthetics

The following applies for members 21 years of age and older regarolvegage
for lower limbprosthetics:
a. Factors for coverage of a lower limb prosthetic include but are not litoited

i. Consderation of thene mb er 0 s :

a) Past history (including prior prosthetic usegpiplicable)

b) Current condition (including status of the residual limb anah#tere
of other medicaproblems)

c) Degree of motivation to ambulate with a prosthetig]

ii. Assessmentdf he member 6s functi of(pledse | ev el
note that within the functional classification hierarchy, bilat@ngputees
often cannot be strictly bound by functional lestalssifications):

a) Level O0: Does not have the ability or potential tobaihate ortransfer
safely with or without assistanceand prosthesisDoes not enhance
their quality of life ormobility.

b) Level 1. Hasthe ability or potentialto use prosthesidor transfersor
ambulation on level surfaces at fixed cadence. Typical ofirhieed
and unlimited househol@mbulator.

c) Level 2: Has the ability or potential for ambulation with the abitiy
traverse lowlevel environmental barriers such as curbs, stairs
uneven surfaces. Typical of the limited commuaitybulator.

d) Level 3: Hasthe ability or potential for ambulation witkariable
cadenceTypical of the communityambulatorwho hasthe ability to
traverse most environmental barriers and may haweational,
therapeutic, or exercise activity that demands prosthdilzation
beyond simpldocomotion.

e) Level 4: Has the ability or potential for prostheticambulationthat
exceeds basic ambulation skills, exhibiting high impact, stress,
energylevels. Typical of the prostheticdemandsof the child, active
adult, orathlete.

b. Limitations (Lower LimbProsthesis):

i. Lower limb prosthesis is not considered medically necessamdarbers
with a functional level otero.

i, | f more than one prost het fucctiomhle vi c e
needs benefitsare only availablefor the prostheéic devicethat meetsthe
mi ni mum specificahegedsns for the membe

iii. Microprocessor controlled lower limb or microprocessontrolled joints
for lower limbs are not covered for members 21 years of agelded

ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM 310-37
AHCCCSMEDICAL PoLicY MANUAL



CHAPTER 300
MEDICAL PoLicy FOR AHCCCSCOVERED SERVICES

PoLicy 310
COVERED SERVICES

C. AHCCCS DOES NOT COVER THE FOLLOWING ITEMS:

1. Personalcareitems when not medically necessaryo treat a medical condition
exceptas otherwisespecifiedfor incontinencebriefs pursuantto AMPM Policy
310-P, Policy 430, Policy 1240, and AHCC®Rslles,

2. First aid supplies (except undepiscrigion),

3. Hearing aids for members who are 21 years of agelded,

4. Prescriptive lenses for members who are 21 years of age and older (Except
medically necessary following cataract removaatyl/or

5. Penileimplantsor vacuumdevicesfor AHCCCS memberswho are 21 yearsof
age orolder.

D. As oF 10/1/2010rPeR A.R.S. 362907 the following prosthetics are not coverfat
members 21 years of age avider:

1. Bone Anchored Hearing Aids (BAHA), also known as osseointegiagdnts
2. Cochleaimplants
3. Percussievests

E. EQUIPMENT MAINTENANCE AND REPAIR
Equipment maintenance and repair of component parts will continue for orthatics
the prosthetic devices listed in Section A. Components will be replaced if ttnne
authorization is sought documentatiisnprovided to establish that the componisnt
not operatingffectively.

F. NON-COVERED PROSTHETIC/ORTHOTIC DEVICES are not included whermletermining
whether an inpatient stay qualifies as an outlfeain inpatient stay does qualify as
outlier without consideringchargesfor non-covereddevices,the chargesfor those
devices are not included in the outlier payneaitulations.

Refer to AMPM Policy 430 for further information relatede®®SDT.
Refer to AMPM Chapter 800 for prior authorization regments for FFgroviders.

Refer to AMPM Chapter 1200 for further information related to ALTCSH@DHBS.
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310Q NON-PHYSICIAN SURGICAL FIRST ASSISTANT SERVICES
REVISION DATES. 07/01/08,10/01/0604/01/0410/01/01,10/01/95

RevVIEW DATE: 07/01/2011

INITIAL
EFFeECTIVEDATE: 10/01/1994

DESCRIPTION

AHCCCS will cover services provided by nphysician surgicafirst assistantsvho are
licensedin Arizona as a physician's assistant or registered nurse, and wheoegstered
as an AHCCCS provideto render nonphysician surgical first assistant servicd$he
providermustfurnishdocumentatiomf compliancewith thefollowing requirements:

1. Each norphysician surgicdlirst assistant providemust have thesponsorship
of an Arizonalicensed physician, an@ceive supervision from the physicias
required under their scope mfactice.

2. Non-physician surgicalfirst assistant services musie provided underthe
supervision of a physician surgeon licensegrttice inArizona andregistered
with AHCCCS asaprovider.

3. Providers of nofphysician surgical first assistant services must Hatility
insurance which meets or exceeds limits requiredARCCCSregistration.

4. Providersmust becurrently certifiedin advanced cardialfe support andCPR,
and

5. Non-physician surgical first assistantsust bean Arizona licensedegistered
nurse, or an Arizona |licensed pdisgsi ci an
practitioner andneetthe appropriate requirements listeelow.
a. Currently licensedh Arizona asa registered nurse and meet onehef
following two requirements:
I. Hold a Registered Nurse First Assistant Certificatit@RNFA)
issued by the competency & credentialing institote,
ii. Meet the requirements for CRNFA certification excluding th@®00
hours of practice as an RNFA. Applicants will demonstrate thay
meet this requirement by ttiellowing:
a) Completionof an acceptable formal RNFA program whicheets
the specific criteria ands recognized by CCIl as aacceptable
program for CRNFA elidpility. Itist he appl i canto6s resp
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provide a certificate of completion demonstrating thatapplicant
has completed the RNFprogram.

b) Mustbea Certified Nurse Operating Rogi@NOR).

c) Mustholda BSN or MSNdegree.

b. Currently licensed in Arizona to practice as a physician's
assistant.
Physician's assistantsustprovide services under the supervisioh
their supervising physician or a supervising physician agbothas
been approved by the Arizona Joint Board on the Regulaifon
PhysicianAssistants as stipulated within their scope of practiod
required byaw.

c. Currently licensed in Arizona as a nurse practitionerwith
appropriate surgicdirst assistantraining.

AMOUNT . DURATION AND SCOPE

The nonphysician surgical first astant is governed by professional guideliness
determinedby their licensingand/orcertifying agencyandthe medicalstaffing bylaws of
the facility where services are provided. Any sghysician surgicalfirst assistantwho
hashad his/herprofessonal licensesuspendear revokedis ineligible for registrationfor
this provider type or AHCCCS coveragedervices.
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310-R NURSING FACILITY (NF)SERVICES

REVISION DATES: 10/01/1110/01/0604/01/0410/01/0107/01/99
RevIEW DATES: 10/01/1305/01/2011

INITIAL
EFFECTIVEDATE: 10/01/1994

DESCRIPTION

AHCCCS covers medically necessary services providaaursing facilities for those
acute care program members who need nursing care 24 hdass &dut who do not
require hospital care under the daily directmfna physician. NF service providers miumt
State licensed and Medicare certified. Religious nonmedical health care institatens
exemptfrom licensureor certificationrequirements.

The Arizona Long TernCare System (ALTCS) offers more extensive coverag®&\ef
services for memberfkeferto AMPM Chapter 1200 for information regardilyLTCS
covered services. llieu of NF services, the member mag placed in an alternative
Home and Community Based Sei(HCBS), ormayreceive home and communibased
servicedn their home, as defined the Arizona Administrative Code RZR, Article 2 and
R9-28, Article2.

AMOUNT ., DURATION AND. PE

AHCCCS covers upgo 90 daysof NF services per contractear (geneally October1
through September 30) fenembersvho have not been determined eligible &L TCS.
The following criteriaapply:

1. The medicalconditionof the membermustbe suchthat if NF servicesare not
provided, hospitalizatioof the individual will iesult or the treatmer$ such
thatit cannotbe administeredsafelyin a lessrestrictivesetting,i.e., homewith
home health services.

2. The 90 daysof coverageis per member,per contractyear,and doesnot begin
again if the member transfers to a eiffntNF. Acute care members residing
a NF at the beginningf a new contraciyear begin a newd0-day coverage
period.Unuseddays do not carry over. See the table belovexamples.

3. The 90 day®f AHCCCS acute care coverage for NF services begirtseoday
of admission regardlessf whether the membeis insured by a thirdparty
insurance carrier, including Medicare. (Refer to tAR€EOM, Policy 201
regarding member cosharing.)
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4. If the member has applied f&LTCS and a decisionis pending, theacute
care Contractomust notify the ALTCS Eligibility Administrator (Mail Drop
2600) whenthe memberhasbeenresidingin a NF for 45 days. This will allow
for time to follow- up on the status of the ALTCS application. If tmember
becomes ALTCS eligike andis enrolled with an ALTCS Contractor befotiee
end of the maximum 90 days of NF coverage, the acute care Contimctor
only responsible for NF coverage during the time the menmenrolled
with the acute care Contractor. The NF mustrdmate with the membeor
representative on alternative methods of payni@ntcontinuation ofservices
beyondthe 90 days covered by the acute care Contractor until the member
enrolledin the ALTCS program, or until the beginning of the new contyeszir.

. . 79 days.11 daysof NF services
MEMBER A Jgﬂ?g:;% D'j‘f:‘srri?g remain availabléhrough
SeptembeBO.
90 days.NF shouldhave
contactedne mb €onéractor
- - atleastl5 daysbefore todiscuss
MEMBER B J,:(:]T;trt;cé S:grliln ﬂF alternatives. Contractahould
havecontactedAHCCCS by
Day 60 regardindLTCS
application.
. - 89 days,but new contracyear
MEMBER C Admitted Still in NF begins October 1. 9fays
July3 SeptembeB0 bedi )
eginagain.

NoOTE: For most, butot al,l, AHCCCS Contractors, the contragiear runs

from October I through September 30 Providers should contacthe
member 6s Contractor for veri fication
needed regarding thene mb etayd s

L IMITATIONS

Servces that are not coversdparatelyoy Acute Care oALTCS Contractorswhen
providedin a NFinclude:

1. Nursing servicedncluding:

Administration ofmedication

Tubefeedings

Personal carservices

Routine testing of vital signs and blood glucasanitoring
Assistance with eatingnd/or

Maintenance ofatheters.

~oooow
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2. Basic patient care equipment and sickroom supplies such as beaijrals,
diapers, bathing and grooming supplies, walkers and wound dressings
bandages

3. Dietary services including, bubhlimited to, preparation and administratiof
special diets, and adaptive tools for eating

4. Administrative physician visits made solely for meeting Statéfication
requirements

5. Non-customized durable equipment and supplies such as mahealchais,
geriatric chairs, and bedsidemmodes

6. Rehabilitation therapies ordered as a maintenesgienen

7. Administration, Medical Director services, plant operationscamital
8. Overthe-counter medications anadxatives

9. Social activity, recreational and spilal servicesor

10. Any other services, supplies or equipment that are State or Caguiatory
requirements or are includédt he NFO6s r aclame.and board

Refer to AMPM Chapter 800 for PA requirementsF&iSproviders.
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310S OBSERVATION SERVICES

REVISION DATES: 03/01/1201/01/1211/01/11,10/01/1109/01/09,10/01/06,10/01/01,
07/22/96

INITIAL
EFFECTIVEDATE: 10/01/1994

DESCRIPTION

Observationservicesare thosereasonableind necessargervicesprovidedon a hospital's
premisedor evaluationto determinewhetherthe membershouldbe admittedfor inpatient
care, discharged or transferred to anotheitity. Observation services include: the ugea

bed, periodic monitoring by a hospital's nursingifogppropriate, other staff necessdo

evaluate, stabilize or treat medical condition§ a significant degree ofinstability

and/ordisabilityonanoutpatient basis.

It is not Observation when a member with a known diagnosis enters a hospital for
scheduled procedure/treatmehatis expected to keep thenember inthe hospitafor
less than 24 hours (this an outpatient procedure, regardl@gsthe hourin which the
memberpresentedo the hospital, whethera bed was utilized or whetherserviceswere
rendered aftemidnight).

Extendedstaysafter outpatient surgery musebilled as recovery rooextensions.
AMOUNT . DURATION AND PE

Observationmust be orderedin writing by a physician,or otherindividual authorizedby
hospital staff bylaws, t@admit patients to th hospital or to order outpatierdiagnostic
tests or treatments. Thei®no maximum timelimit for observation services as lorag
medical necessity exists. The medical record must document the basibsenvation
services.

A. FACTORS THAT MUST BE TAKE N INTO CONSIDERATION BY THE PHYSICIAN OR
AUTHORIZED INDIVIDUAL WHEN ORDERING OBSERVATION :

1. Severityof the signs and symptoms of tihember

2. Degree of medical uncertainty that the membayexperience aadverse
occurrence

3. Needfor diagnosticstudiestha appropriatelyare outpatientservices(i.e., their
performancedoesnot ordinarily require the memberto remain at the hospital
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for 24 hours or more) tassist irmssessing whether theembershould be
admitted

4. The availabilityof diagnostic procedes at the time and location whehe
member presents

5. Itisreasonable, cost effective and medically necegsaeyaluate anedical
condition or to determine the need for inpatient admissiod,

6. Length of stay for Observatiasa medically necessary fothe me mb er 6 s
condition.

B. REQUIRED MEDICAL RECORD DOCUMENTATION
Thefollowing arerequiredfor documentingnedicalrecords:
1. Ordersfor Observationmustbe written on the physician'sorder sheet,not the
emergency room record, and musgiecify, "Observaion.” Rubber stamped

orders are not acceptable

2. Follow-up ordersmustbe written within the first 24 hours,andat leastevery24
hoursif Observatioris extended.

3. Changes from "Observatida inpatient” or "inpatient to Observatiomiust be
made per physianorder.

4. Inpatient/outpatient status chanmgest besupported by medicdbcumentation.
C. LIMITATIONS

The following services are n&tHCCCScovered Observatigervices:

1. Substitution of Observation services for physician ordered inpatevices

2. Services that are not reasonable, cost effective and necessary for diagnosis
treatment omember

3. Services provided solely for the conveniencéhefmemberor physician

4. Excessive time and/or amount of services medically required by the conalition
themember

5. Services customarily provided a hospitalbased outpatient surgery cengerd
not supported by medical documentation of the nee@liservation.
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Refer to AMPM Chapter 800 for prior authorization and utilizatiomanagement
requirements foFeeFor-Service (FF)roviders.

Refer to AMPM Policy 310K, Hospital Inpatient Services, for furthemguidance
regarding observation services fmemberswho havereceived greater than ZBpatient
days.

.|
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310T PHYSICIAN SERVICES

RevisioNDATES: 09/01/15,10/01/13/08/01/11,10/01/0906/01/06,10/01/01,10/01/97

INITIAL
EFFecTIVEDATE: 10/01/1994

DESCRIPTION

AHCCCS covers physician services for all members within certain limits based
member age andligibility. Physician services include medical assessméeftment,
and surgical services perform@dthe office, clinic, hospital, home, nursing facilitr

other location by #icenseddoctor of medicine arvsteopathy.

AMOUNT . DURATION AND SCOPE

Physician services are covered as appropriate to the member's medical ne#te and
physician's scope of practice. ReterAMPM Policy 430, for criteria related taovered
services fomembersinder the age &f1.

Physical examinations and well vsitfor membersto determine risk of disease;
provide early detectionand to establisha preventionor treatmentplan for the memberas
well asannualperiodicexaminationgo monitorhealthstatusarecovered.

L IMITATIONS

91 Services Not Directly Réated to Medical Care - AHCCCS doesnot
cover physician services routinely performed and not directly relatethe¢o
medical care of anember(e.g., physician visitdgo a nursing facility forthe
purpose o80-60 day certification).

1 Moderate Sedaton — AHCCCS does not cover moderate sedatifre.,
conscious sedation) performed by the physician performingutigerlying
procedure for which sedatiois desired, or by another provider exceg$
described below, for the adult population. RetfierAMPM Policy 430, for
criteria relatedo coverage of conscious sedation for members under thefage
21.

AHCCCS does cover monitored anesthesia care, including all Ilefels
sedation, provided by qualified anesthesia personnel (physariasthesiologist
or certified registered nurse anesthetist) for the adult populationmeerdbers
under the age of 21. Anesthesia services (except epidurals) rethgre
continuous presencef the anesthesiologist ocertified registered nurse
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anesthetist.

Allergy Immunotherapy — Allergy immunotherapy including desensitizatidneatments
administered via subcutaneous injections (allergy shots), sublingual immunothi{&ialiy)
or via other routes of administration,is not coveredfor personsage 21 yearsand older.
Therefore,it is anexcluded servicéor thesemembersAllergy immunotherapy is covereir
personsunder the age of 21 under EPSDT when medically necessaryRefer to AMPM
Chapter 400 for additionaiformation.

EXCEPTIONS

1 Allergy Testing — Allergy testing, incluthg testing for common allergensrist
covered for persons age 21 years and olddessthe member has either
sustained an anaphylactic reactionan unknown allergen or hasxhibited
such a severe allergic reaction (e.g., severe facial swdtiregthingdifficulties,
epiglottal swelling, extensive [not localized] urticaria, etwhere it s
reasonabléo assume furtheexposureto the unknownallergenmay resultin a
life-threatening situationln the above instances, allergy testiisgcovera to
identify the unknown allergemwhere suchidentification mayhelp the member
avoid repeat exposures to that particular allergen. Allergy testing is cofared
personsunderthe ageof 21 underEPSDTwhen medically necessaryRefer to
AMPM Chapter 400or additionalinformation.

T Self-administered epinephrine — Self-administered epinephrine is covered
for all members with a historgf previous severe allergic reactions, whetber
notthe specific cause of that reaction has bidentified.

For prescption medication coverage exceptions, please refer to ANRBIidy
310V.

1 Medical Marijuana i AHCCCS does notover an office visit or anyother
services that are primarily for determiniiiga member wouldenefit from
medical marijuanakeferto AMPM Polcy 320-M.

GENETIC SUBSPECIALISTS

Genetic subspecialists are subjecthe limitations describeith AMPM Policy 310N,
Genetic Testing Provisiorsibsection.

Referto AMPM Chapter800for prior authorizatiorrequirement$or FFSproviders.
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310U FooT AND ANKLE SERVICES

REVISION DATES: 10/01/10, 11/01/04,0/01/01

INITIAL
EFFECTIVEDATE: 10/01/1994

DESCRIPTION
AHCCCS covers medically necessary foot and ankle care, includamgnstructive

surgeri es, when ordered by a IingepmBidandrs pr i
practitioner, within certaitimits, for eligible members.

DEFINITION
Routine Foot Caré Those services performén the absencef localized illness, injury
or symptomsinvolving the foot are considered routine foot carautine foot care is
considered medically necessanyvery limited circumstances as describedhis Policy.
These servicasclude:
1. The cuttingor removalof corns orcalluses
2. The trimming of nails (including mycotic nailgnd
3. Otherhygienicand preventive mintenance carén the realm of seltare (such
as cleaningand soakingthe feet, and the use of skin creamsto maintain skin
tone of both ambulatory and bedfpatients).

AMOUNT . DURATION AND SCOPE

Coverage includes medically necessary faaot ankle care such as wound caend
treatment of pressure ulcers. Foot and ankle @dse includes fracture care,
reconstructive surgeries, and limited bunionectsenyices.

Routine foot caras considered medically necessary when the member hastamic
disease of sufficient severity that performance of foot care procedures aby
nonprofessional person woulik hazardous. Conditions thatight necessitatanedically
necessary foot care include metabolic, neurological and peripheral vasgstemic
diseases.Examplesnclude, but are not limiteid:

1. Arteriosclerosis obliterans (arteriosclerosis of the extremities, occlusive
peripherahrteriosclerosis)

ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM 310-50
AHCCCSMEDICAL PoLICcYy M ANUAL



CHAPTER 300
MEDICAL PoLicy FOR AHCCCSCOVERED SERVICES

PoLicy 310
COVERED SERVICES

2. Buerger's disease (thromboangidlditerans)
3. Chronicthrombophlebitis

4. Diabetesmellitus

5. Peripleral neuropathies involving ttieet

6. Member receivinghemotherapy

7. PerniciousAnemia

8. Hereditary disorder, i.e., hereditary sensory radicular neuropathgy's
disease

9. Hansends disease or neurosyphilis
10. Malabsorptiorsyndrome

11. Multiple sclerosis

12. Traumaticinjury

13.Uremia (chronic renalisease)

14. Anticoagulatiortherapy

Treatment of a fungal (mycotic) infectieconsidered medically necessary foot careisnd
coveredn the followingcircumstances:

1. A systemic conditionand
2. Clinical evidenceof mycosis of the toenaiind

3. Compelling medical evidence documenting the mereliker:
a. Hasa marked limitatiorof ambulation dudo the mycosis whichrequires
active treatment of the foaiy
b. In the case of a nonambulatory member, has a conditionisthBkely to
resultin significant medical complicationas the absencef such treatment.

ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM 310-51
AHCCCSMEDICAL PoLICcYy M ANUAL



CHAPTER 300
MEDICAL POLICY FORAHCCCSCOVERED SERVICES

PoLicy 31C
COVERED SERVICES

Limitations

1. Coverage for medically necessary routine foot caustnot exceed twovisits
per quarter oeight visits per contracyear (this does not applyo Ealy and
Periodic Screening, Diagnosis and Treatment [EPSDdrhbers).

2. Coverage of mycotic nail treatments will not exceed one bilateral mynatic
treatment (up to tenails)per 60days(this does not applyp EPSDTmembers).

3. Neither general diagnosesich as arteriosclerotic heart disease&culatory
problems, vascular disease, venous insufficiency or incapacitating inguries
illnesses such as rheumatoid arthritis, CVA (stroke) or fractinied are
diagnoses under which routine foot cereovered.

4. Servicesare not coveredfor members21 yearsof ageor older, whenprovided
by a podiatrist opodiatricsurgeon.

Bunionectomy Bunionectomies are covered only when the burs@mesentvith:

1. Overlying skin ulceration, or

2. Neuroma secondaty bunion (neuroma tdoeremoved asamesurgeryand
documented by pathologgport).

Bunionectomies are not coverigdthe sole indications agin and difficulty
finding appropriateshoes.

Referto AMPM Chapter800for prior authorizatiorrequirement$or FFS providers.
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310V PRESCRIPTION M EDICATIONS /PHARMACY SERVICES

REVISION DATES: 07/01/1601/01/1602/01/1508/01/1403/01/1401/01/1310/01/12,
04/01/1208/01/1110/01/10,10/01/0904/01/0601/01/0606/01/05,
10/01/01, 10/01/971,0/01/96

INITIAL

EFFECTIVEDATE: 10/01/1994

DEFINITIONS
ADVERSE DRUG An injury resulting from medical intervention relatéal
EVENT (ADE) a drug including harmsthat occur during medical care

that are directly caused by the drug including bot
limited to medicatin errors, adverse drugeactions,
allergic reactions, anaverdose.

AHCCCS DRuGLIST A list of preferred drugs used by alContractors
responsible for the administration of acute bmdyterm
care pharmacy benefits. This drug list identifsgecific
federally and state reimbursable medications esldted
products, which are supported by currewidencebased
medicine. The AHCCCS Drug List was develoged
encourage the use of safe, effectivelinically
appropriate, and the most cadfectivemedicaions.

AHCCCS A list of preferred behavioral health medications ta
BEHAVIORAL HEALTH to be used by all Contractors responsible the
DRuG LIST administration of behavioral health pharmdognefits,

including but not limited to Long Term Car€hildr e n
Rehabilitative Services, and RBHAs, which arEhis
drug list is limited to federally and statereimbursable
behavioral health medications that are supporbsd
current evidenckased medicine. TheAHCCCS
Behavioral Health Drug List was developetb
encourage the use of safe, effectivelinically
appropriate, and the most caftective behavioral
healthmedications.

BIOSIMILAR A biological drug approved by the FDA based an
showing that it is highly similar to aRDA-Approved
biological drug, know as the reference product, amais
no clinically meaningful differences in terms séfety
and effectiveness from the referempreduct.
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GENERIC DRUG

MEDICATION ERROR

NON-PREFERRED
DRruUG

PHARMACY AND
THERAPEUTICS
(P&T) COMMITTEE

PREFERRED DRUG

SERIOUS MENTAL
ILLNESS (SMI)

STEP THERAPY

DESCRIPTION

A drug that contains the same active ingredient(sa
brand name drug and the FDA has approvet ite
manufactured and marketed after the brand ndmes
patent expires. Generic drug substitution shak
completedin accordancewith Arizona State Board of
Pharmacy rules aneégulations.

Theinappropriatauseof adrugthat mayor maynot
result in harm; such errors may occur dupngscribing
transcribing, dispensing, administering, adhereoce,
monitoring of adrug.

A medicationthat is not listed on the AHCCCS Drug
List or the AHCCCS Behavioral Healbrug List. Non-
Preferred drugs require priauthorization.

The advisory committee to the AHCC(
Administration, which is responsible fodeveloping
managing, updating, and administering tA&ICCCS
Drug List andAHCCCS Behavioral Health Drug Li
The P&T Committee is primarily comprisedf
physicians, pharmacists, nurses, and other hezitk
professionals.

A medication that has been clinically reviewead
approved by the AHCCCS P&T Committeefor
inclusion on the AHCCCS Drug List and/othe
AHCCCS Behavioral Health Drug List as a preferrec
drug due to its proven clinical efficacy ancbsi
effectiveness.

A diagnosisof, a condition definedin A.R.S. 836550
and diagosed in a person 18 years of agelder.

The practice of initiating drug therapy for medica
condition with the most cosffective and safestirug,
and stepping up through a sequence of alternahiug
therapies as a preceding treattngptionfails.

Medically necessary, cosffective, and federally and state reimbursabtedications
prescribed by a physician, physi ciAHBECS assi s
registered practitioner and dispensed byACCCS registered licensed pharmaaye
coveredfor membersconsistentwith 9 A.A.C. 22 Article 2, 9 A.A.C. 28 Article 2, and9
A.A.C. 31 Article 2 and for persons who have a diagnosis of Serious Mental llngssant
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to A.R.S.836-550.
AMOUNT, DURATION AN D SCOPE
A. THE AHCCCS DRUG LIST AND THE AHCCCS BEHAVIORAL HEALTH DRUG LIST

The AHCCCS Pharmacy and Therapeutics (P&T) Committee is resporisible
developing, managing, and updating tAelICCCS Drug Listand the AHCCCS
Behavioral Health Drug List to assist providers in selecting clinically appropaiade
costeffective drugs for AHCCCS members. The AHCCCS P&T Operati&dicy
can be located ahttp://www.azahcccs.gov/commercial/pharmacyupdates.aspx.

Each Contractor is required to maintain its own drug list to meet the unique afeeds
the membersthey serve.At a minimum,theC o n t r adg liet massinclude all
drugs listed on the AHCCCS Drug List and/or the AHCCCS Behavioral HBaltt
List, as appropriate, as further detailbesdow.

The AHCCCS Drug List and the AHCCCS Behavioral Drug List are not all-
inclusive lists of medications for AHCCCS membersContractors are required
to cover all medically necessary, clinically appropriate, and costeffective
medicationsthat are federally and state reimbursable regardlessof whether or
not these medications are included on thedsts.

1. Preferreddrugs

The AHCCCS Drug List and the AHCCCS Behavioral Health Drugist

designatemedicationsthat are preferreddrugs for specific therapeuticclasses.
Contractorsarerequiredto maintainpreferreddrug lists which include eachand

every drug exactly as listed on the AHCCCS Drug List and/orthe AHCCCS
Behavioral Health Drug List, as applicable. When the AHCCCS Drugahidtor
AHCCCS Behavioral Health Drug List specify a preferred drug(s)parécular
therapeuticclass, Contractorsare not permittedto add other preferreddrugsto

their preferred drug lists in those therapeakisses.

Contractors shall inform their Pharmacy Benefit Managers (PBM) gdrdferred
drugs and shall require the PBM to institute paifitale edits thatommunicate
backto the pharmay the preferred drug(s) of a therapeutic classwhenevera

claim is submitted for a non preferreddrug. Preferred drugs recommendey

the AHCCCS P&T Committee and approved by AHCCCS will becatfiective

on the first day of the first month of the quarterfollowing the P&T Meeting

unless otherwise communicatedAKCCCS.

Contractors shall approve the preferred drugs listed for the therapeutic classes
containedon the AHCCCS Drug List and/orthe AHCCCS Behavioral Health
Drug List, as appropriate, before apying a nonpreferred drugless:
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a. The member has previously completed step therapy usingréierred
drug(s),or

b. The member s prescribing clininmmran
preferred drug over the preferred drug for the particukmber.

Contractorsare not requiredto provide a Notice of Action whenthe prescribing
clinician is in agreementwith the changeto the preferred drug. A prior
authorization request may be submitted for the-p@ferred drug wherthe
prescribingclinician is not in agreementwith transitionto the preferreddrug.
Contractors shall issue a Notice of Action in accordance with ACOM P4lidy
for Service Authorizations when a prior authorization request is denied or
previously approved authorizationtesminated, suspended,reduced.

. Grandfathering of NompreferredDrugs

Grandfatheringof non-preferreddrugs refersto the continuedauthorizationof
nonpreferred drugs for members who are currently utilizing-paierred drugs
without having completd step therapy of the preferred drug(s) onARECCS
Drug List and/or the AHCCCS Behavioral Health Drug Lisa@gsropriate.

The AHCCCS P&T Committee shall make recommendations to AHCCQBeon
grandfathering status of each Rpreferred drug for eachherapeutic class
reviewed by the committee. AHCCCS shall communicate to Contractor®the
preferred drugs that have been approved for grandfathering; Contractors
required to grandfather members on thesdications.

. Prior Authorization

a. The AHCCCSBehavioral Health Drugist

The AHCCCS Behavioral Health Drug List specifies whiatedications

require PriorAuthorization (PA). Contractors must apply the sanf@A

criteria as those specified on the AHCCCS website for medications tsted

the AHCCCS Behavioral Health Drug List that require prior authorization

prior to dispensing the medication. When a medication onAHECCS

BehavioralHealth Drug List is subjectto PA but no PA criteriais specified,

the Contractor may elect to establish PA critebased on clinical

appropriateness, scientific evidence, and standards of practice that ibcitide,

are not limited, to all of thisllowing:

i. Food and Drug Administration (FDA) approved indications lands,

il. Published practice guidelines and treatnpeatocols,

iii. Comparative data evaluating the efficacy, type and frequencgids
effects and potential drug interactions among alternative producstelas
as the risks, benefits and potential mentdagcomes,
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iv. Peerreviewed medical literature, including domized clinical trials,
outcomes, research data and pharmacoeconomic staikes,

v. Drug reference resources (e.g. Micromedex, Drug Fact€antparisons,
UpToDate)

Contractors are prohibited from adding prior authorization and/orteesppy

requirementgo medications listed on the AHCCCS Behavioral Heéltlg

List when the list does not specify thesquirements.

In addition, for those behavioral health medications thatnampreferred
drugs and not listed on the AHCCCS Behavioral Health Diugt,
Contractors shall evaluate the submitted prior authorization requeanon
individual basis.

All federally and state reimbursable drugs that are not listed onthe
AHCCCS Behavior al Heal th Drug Lbest
available through theprior authorization process.

. The AHCCCS Drud.ist

Contractors administering the pharmacy benefit using the AHCCCS Ostg
are responsible for establishing prior authorization criterianfedications
which require prior authorizationas identified on the AHCCCS Drug List

with the exception of Smoking Cessation medications and Difating

Antiviral Hepatitis C medications. The AHCCCS Administrationas
developed criteria applicable to all Contractors for Smok®gssation
medications and for Direct Aog Antiviral Hepatitis Gnedications.

For all other medications subject to PA, Contractors may elect to est&#lish
criteria based on clinical appropriateness, scientific evidence and stanflards
practice that include, but are not limited, to all afftillowing:

i. FDA approved indications arimnits,

ii. Published practice guidelines and treatmgntocols,

iii. Comparative data evaluating the efficacy, type and frequencgide
effects and potential drug interactions among alternative product®las
as therisks, benefits and potential memlogitcomes,

iv. Peerreviewed medical literature, including randomized clinidahls,
outcomes, research data and pharmacoeconomic staikes,

v. Drug reference resources (e.g. Micromedex, Drug Fact€antparisons,
UpToDatsg.

In addition, for medications that are npreferred drugs and not listed tre

AHCCCS Drug List, Contractors shall evaluate the submitf@tbr

authorization request on an individiasis.

Contractors shall not add prior authorization and/or steayplyegequirements
to medications listed on the AHCCCS Drug List when the list doas
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identify the medication as being subject to prior authorization otlsteapy.
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All federally and state reimbursable drugs that are not listed onthe
AHCCCSDrugLi st or Contractors’ through | i st s
the prior authorization process.

A medicationshall not be deniedsolely dueto the lack of a FDA indication.
Off-label prescribing may be clinically appropriate as outlined ahave
3.b.(ii.) thraugh(v.).

The RBHA Contractors and the AHCCCS Administration shediver
medically necessary federally and state reimbursable behaviwalth
medicationsfor personswho are Title XIX, Title XXI, andfor personswvho
are SMI, regardles®of whetheror not they areeligible for Title XIX or Title

XXI. It is not a basisto denycoverageof a medically necessarynedication
whenthe me mb dnsubes,otherthan MedicarePartD, refusesto approve
the request or appeal for a medication listed on the AHCCCS/BeakDrug
List.

4. Requestdor Changeso the AHCCCS Drug List/AHCCCS BehavioralHealth
Drug List

Requestdor medicationadditions,deletionsor other changeso the AHCCCS
Drug List and/or the AHCCCS Behavioral Health Drug List shall be reviewed
the AHCCCS P&T Committee. Requests must be submitted no later thday80
prior to the AHCCCS P&T Meeting to the AHCCCS Pharmacy Departeraatl
at: AHCCCSPharmacyDept@azahcccs.gov

The request musaclude all of the followingnformation:

a. Name of medication requested (brand name and gararie),

b. Dosage forms, strengths and corresponding costs of the medreafi@sted,
c. Average dailydosage,

d. FDA indication and accepted dfflabeluse,

e. Advantags or disadvantages of the medication over curreavylable
products on the AHCCCS Drugst,

f. Adverse Drug Events reported with timedication,

g. Specific monitoring requirements and costs associated with these
requirementsand

h. A detailed clinicakummary

5. Quantity Limits / Ste@ herapy

For all preferred drugs on the AHCCCS Drug List and the AHC@eBavioral
Health Drug List, the Contractormustadoptthe quantitylimits and steptherapy
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requirementsexactly as presentedn the AHCCCS Drug List and the AHCCCS
Behavioral Health Drugist.

Step Therapy programs apply coverage rules at the point of service wlaema
is adjudicated. If a claim is submitted for a sectind drug, which isa
medicationthatis not the first drug normally usedto treat a condition, the claim
will reject. A messagas transmittedto the pharmacystatingthat the first-line
drug treatmentmust be tried before coverageof the seconedline drug can be
authorized unless there is a clinical justification for not using tkeliinedrug.

Contractorsare not requiredto provide a Notice of Action whenthe prescribing
clinician is in agreement with the change to the -irs¢ drug. A prior
authorizationmay be submittedfor the secondine drug when the prescribing
clinician is not in agreement with the transition request to the-lfivet drug.
Contractors shall issue a Notice of Action in accordance with ACOM P4glidy
for Service Authorizations when a prior authorization request is denied, or
previously approved authaation is terminated, suspendedenuced.

B. GENERIC AND BIOSIMILAR DRUG SUBSTITUTIONS

1. Contractors must utilize a mandatory generic drug substitution policsetidtes

the use of a generic equivalent drug whenever one is available. The exceptions

this requiremenare:

a. A brandnamedrug may be coveredwhen a genericequivalentis available
whentheC o n t r anegobtiatedé@ts for the brandnamedrugis equalto or
less than the cost of the genetiag.

b. AHCCCS may require Contractors to provide cager of a brand namerug
whenthe costof the genericdrug hasan overall negativefinancial impactto
the State.The overall financial impactto the Stateincludesconsideratiorof
the federal and supplementabates.

2. Prescribing clinicians must clinitt justify the use of a brandame drug over
the use of its generic equivalent through the prior authorizptmress.

3. Generic and biosimiliar substitutions shall adhere to Arizona State Bafard
Pharmacy rules anggulations.

4. AHCCCS Contractors sHatot transition to a biosimilar drug until AHCCGQfas
determined that the biosimilar drug is overall more -edf&ctive to the statéhan
the continued use of the brand nasnag.

C. BEHAVIORAL HEALTH MEDICATION COVERAGE

The AHCCCS Pharmacy and TherapesitCommittee advises AHCCCS tme
management of the AHCCE&:havioral Health Drugist.
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1. Behavioral Health Medication Coverage for Fem-Service and AcuteCare
members transitioning to a TRBHA oRBHA

The AHCCCS Administration and its Contractors shall provide covefage
medically necessary, cesffective, and federally and stateeimbursable
behavioralhealth medicationsuntil suchtime that the membertransitionsto a

RBHA Contractor. The AHCCCS Contractors, the TRBHAs and RBlks

responsiblefor coordinatingcareto ensurethatthe me mb ebehavsoralhealth

medications are continued during ttresnsition.

2. BehavioralHealth Medicatims Prescribedby the Primary Care Provider (PCP)
for the Treatmentof Anxiety, Depressionand Attention Deficit Hyperactivity
Disorder(ADHD)

The AHCCCS Administration and its Contractors shall provide covefage
medically necessary, cesffective, and federally and statereimbursable
behavioral health medications prescribed by a PCP when used taématssion
(including postpartum depression), anxiety and ADHD; this includes
monitoring and adjustments of behavioral heal#dications.

3. BehaviordHealth Medication Coverage for AHCCCS membigasisitioning
from a Behavioral Health Medical Professional (BHMP) CGP.

Members transitioning from a BHMP to a PCP for their behavidrahlth
medication management shall be continued on the medicgtiorgscribed bthe

BHMP until they transition to their PCP. The AHCCCS Contractors RB&A
Contractormust coordinatethe careand ensurethat the memberhasa sufficient

supply of behavioral health medications to last through the date oh#nenb e r 6 s
first appointment with their PCP. Members receiving behavidraalth
medications from their PCP may simultaneously receive counselingtiued
medically necessary services from the TRBHRBHA.

4. Behavioral Health Medication Coverage for Members Enrolied the
Comprehensive Medical and Dental Program (CMDP), Childreelsabilitative
Services (CRS) and Arizona Long Term Care System (ALTR2&)rams

CMDP and the Division of Developmental Disabilities (DDD) members aigo
not receiving any CRS servicebtiall receive behavioral health servicead
medicationsthrough the RBHAs or the AHCCCS Administration.CMDP and
DDD membersreceiving CRS servicesshall receive behavioralhealth services
and medications through the AHCCCS CRS Contractor. ALTCS Eieihbes
shall receive behavioralhealth servicesand medicationsthrough their ALTCS
E/PDContractor.
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5. Courtesy Dosing dflethadone

A personreceivingmethadoneadministrationserviceswho is not a recipientof

take home medication may receive up to twartesy doses of methadone fran

RBHA when the person is traveling outside of their home RBHA afda.
incidentsof the provision of courtesydosing must be reportedto theper son o6 s
home RBHA. The home RBHA mustreimbursethe other RBHA providing the
coutesy doses upon receipt of properly submitted billsnaounters.

D. OVER-THE-COUNTER M EDICATION

Contractorsmay cover an overthe-countermedicationunder the pharmacybenefit
whenit is prescribedn placeof a coveredprescriptionmedicationthatis clinically
appropriate, equally safe and effective, and more cost effective thatowbesd
prescriptiormedication.

E. PRESCRIPTION DRUG COVERAGE L IMITATIONS

1. A new prescription or refill prescription in excess of aday supply or 400-unit

dose is not ceeredunless:

a. The medication is prescribed for chronic illness and the prescriptiomited
to no more than a 16@ay supply or 10@nit dose, whichever greater,

b. The member wil/l be out of thepenpdovi dert
of time and the prescriptionis limited to the extendedtime period, not to
exceed 100 days or 14aMit dose, whichever is greater,

c. The medication is prescribed for contraception and the prescriptlonited
to no more than a 1e@aysupply.

2. Prescription drugfor covered transplantation services will be provinted
accordance with AHCCCS transplantatfolicies.

3. AHCCCS covers the following for persons diagnosed with SMHGCCS
members who are eligible to receMedicare:

a. Overthe-countermedicationstha are not coveredas part of the Medicare
Part D prescription drug program and which meet the requirements
section D of thigolicy.

b. A drug that is excluded from coverage under Medicare Part D by @S
the drug is medically necessary and federaiipbursable.

F. AHCCCS PHARMACY BENEFIT EXCLUSIONS
The following are excluded from the pharmaenefit:

1. Medication prescribed for the treatment of a sexual or erectile dysfunatiess:
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i. The medication is prescribed to treat a condition other thanualsaverectile
dysfunction,and

ii. The Food and Drug Administration has approved the medicaticiméor
specificcondition.

2. Medications that are personally dispensed by a physician, dentist opthieler
except in geographically remote areas where tiseme participating pharmaayr
when accessible pharmacies el@sed.

3. Drugs classified as Drug Efficacy Study Implementation (DESI) drugshédy
Food and Drug\dministration.

4. Outpatient medications for members under the Federal Emergganyices
Progam.

5. Medical Marijuana (refer to AMPM Polic320-M).

6. Drugs eligible for coverage under Medicare Part D for AHCC@8mbers
eligible for Medicare whether or not the member obtains Medicare Part
coverage.

7. Pharmacies are prohibited from adilbng presaiption medications.

8. Experimental medications are excluded froonerage.

G. RETURN OF AND CREDIT FOR UNUSED M EDICATIONS

AHCCCS andits Contractorsshall requirethe return of unusedmedicationsto the
outpatient pharmacy from Nursing Facilities (NFs) uptwe discontinuanceof
prescriptionsdue to the transfer,dischargeor deathof a member.A payment/credit
reversal shall be issued for unused prescription medications byoulmatient
pharmacyto the AHCCCS Administrationor the appropriateAHCCCS Contractor.

The pharmacy may charge a reasonable restocking fee as agreed upahewith
AHCCCS Administration and its Contractors. The return of unysedcription
medicationshall be in accordancewith Federaland Statelaws. A.A.C. R4-23-409
allows for this type of return and the redistribution of medicationsunder certain
circumstances. Documentation must be maintained and must include the qofntity
medicationdispensedand utilized by the member.A credit must be issuedto the
AHCCCS Administration,if the memberis enrolledin the AmericanIndian Health
Plan/TRBHA/FeeForrSer vi ce ( Al HP/ FFS) P r Gogtraetam, or
for members who are not FFS when the unused medication is returnige to
pharmacy foredistribution.
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H. PRIOR AUTHORIZATION CRITERIA FOR SMOKING CESSATION AIDS

AHCCCS has established prior authorization criteria for smoking cessatiqnedeis
to AMPM Policy320-K-1).

|.  PRIOR AUTHORIZATION CRITERIA FOR DIRECT ACTING ANTIVIRAL TREATMENT
FOR HEPATITIS C

AHCCCS hasestablishedrior authorizationcriteria for the use of medicationsfor
the treatment of Hepatitis C (refer to AMPM PoIBR0-N).

J. VACCINES AND EMERGENCY MEDICATIONS ADMINISTERED BY PHARMACISTS TO
PERSONS AGE18 YEARS AND OLDER

AHCCCS coversvaccinesand emergencymediation without a prescriptionorder
when administeredby a pharmacistwho is currently licensedand certified by the
Arizona StateBoard of Pharmacyconsistentwith the limitations of this Policy and
state law A.R.S832-1974.

1. For purposes of this sectioh Emer gency Me d i emerdeincy n 0 m e
epinephrine and diphenhydramine.andiVacci
influenzavaccines.

2. The pharmacyproviding the vaccinemust be an AHCCCS registeredprovider
(see note below regarding Indian Health SevigelS)/638 outpatieracilities).

3. Contractors retain the discretion to determine the coveragevaatine
administration by pharmacists rmemwak cover
pharmacies.

NOTE: IHS and 638 facilities may bill the ouypatient all-inclusive ratefor
pharmacist vaccine administration as noted in section J gidhcy.

K. 340BREIMBURSEMENT

A.A.C. R-9-22-710 (C) describes the reimbursement methodology to behysed
AHCCCS and its Contractors for Federally Qualified He&enter (FQHC) and
FQHC LookAlike Pharmacies for 340B drugs as well as reimbursemert€émtract
Pharmacieghat have enteredinto a 340B drug purchasingarrangementvith any
340B entity. The Rule also specifiesreimbursementor FQHC and FQHC Look-
Alike Pharmaciedgor drugs,which are not part of the 340B Drug Pricing program.
This rule is located on the AHCCG&ebsite:
http://www.azahcccs.gov/reporting/Dowalits/UnpublishedRules/NOER_340B_FQ
HC_010512.pdf

ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM 310-64
AHCCCSMEDICAL PoLICcYy M ANUAL


http://www.azahcccs.gov/reporting/Downloads/UnpublishedRules/NOER_340B_FQ
http://www.azahcccs.gov/reporting/Downloads/UnpublishedRules/NOER_340B_FQ

CHAPTER 300
MEDICAL PoLicy FOR AHCCCSCOVERED SERVICES

PoLicy 310
COVERED SERVICES

L. PHARMACEUTICAL REBATES

The Contractor, i ncluding the Condnyactor
rebates with drug manufacturers for preferred or other pharmaceutical pradhgcts

AHCCCS has aupplemental rebate contract for the product(s). A listingroiducts
coveredunder supplementarebateagreementsill be availableon the AHCCCS

website under the Pharmacy Information section. If the Contractor or its PBEhhas

existing rebate agreemenwith a manufacturer, all outpatient drug clainrscluding
provideradministered drugs for which AHCCCS is obtaining supplemeaetzédtes,

must be exempt from such rebaggFeements.

M. INFORMED CONSENT

Informed consentmustbe obtainedfrom the memberandor legal guardianfor each
psychotropic medication prescribed. The comprehensive clinical recordimeclisie
documentatiorof the essentialelementsfor obtaininginformed consent.Essential
elements for obtaining informed consent for medication areaswd within AMPM

Policy 310V, Exhibit 316V-1. The use of AMPM Policy 3:¥, Exhibit 310V-1 is

recommended as a tool to document informed consent fmmychotropic
medications. Additionahformation is contained in AMPM Poli&20-Q.

REFERENCES

Acute Care Contract, Secti@n
ALTCS/EPD Contract, Sectidn,
CRS Contract, Section,
DCS/CMDP Contract, Sectidn,
DES/DDD Contract, SectioD,
RBHA Contract, Scope afVork
AMPM Policy 320-K-1

AMPM Policy 320-M

AMPM Policy 320-N

AMPM Policy 320-Q

Exhibit 318V-1, Informed ConserAssent for Psychotropic Medicatidineatment
ACOM Policy414

AHCCCS Behavioral Health Drugst

AHCCCS Phamacy and Therapeutics (P&T) OperatioRalicy
http://www.azahcccs.gov/commercial/pharmacyupdates.aspx
AHCCCSPharmacyDept@alacccs.gov

American Indian Health Plan/TRBHA/Fd®r-Service (AIHP/FFSProgram
Indian Health Service@HS)/638
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Centers for Medicare and Medicaid Services (CMS) State Medicaid Ditetter
dated March 222006
U.S. Food and Drug AdministratigDA)

9 A.A.C. 22 Article2
9 A.A.C. 28 Article2
9 A.A.C. 31 Atrticle2
A.A.C. R4-23-409
A.A.C. R9-22-710(C)
A.R.S.836:550
A.R.S.8321974

= =4 4 4 A8 4 -5 -9 =

ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM 310-66
AHCCCSMEDICAL PoLICcYy M ANUAL



CHAPTER 300
MEDICAL PoLicy FOR AHCCCSCOVERED SERVICES

PoLicy 310
COVERED SERVICES

310-W RADIOLOGY AND MEDICAL | MAGING
REVISION DATES: 10/01/06, 10/01/01,0/01/97

REVIEW DATE: 05/01/2011

INITIAL
EFFECTIVEDATE: 10/01/1994

DESCRIPTION

AHCCCS covers radiology anahedical imaging services for all eligible membevken
orderedby a primary careprovider, other practitioneror dentistfor diagnosis prevention,
treatment or assessment of a medical condition, as define€dl A.A.C. Chapter 22,
Article 2. Settings dr the provisionof services include hospitals, clinicsphysician
offices and other health cdeeilities.

AMOUNT . DURATION AND SCOPE

The AHCCCS Acute care program covers medically necessary radiologimagthg
services.

The AHCCCS Divisionof FFS Management does not require prior authorization
medically necessary radiology and medical imaging services performed FBS$
providers.
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REHABILITATION THERAPIES (OCCUPATIONAL , PHYSICAL ,AND
SPEECH)

REVISION DATES: 03/01/1405/01/11,10/01/1002/01/10,10/01/0703/01/06,10/01/01,
07/01/99, 03/01/98,0/01/97

RevIEW DATE: 01/01/2014

INITIAL
EFFECTIVEDATE: 10/01/1994

DESCRIPTION

AHCCCS coversoccupational physicaland speechtherapyservicesthat are orderedby a
Primary Care Provide(PCP), or attending physician f&iFS members, approvedy
AHCCCS Division of Fedor-Service Management (DFSM) or the Contractand
providedby or underthedirectsupervisiorof alicensedherapistasnotedin this section.

AMOUNT ., DURATION AND SCOPE

The scope, duration and frequency of each therapeutic modalitybmostlered bythe
PCP/attending physician as part of the rehabilitaptam. In order for the occupational,
physical, and speech therapy servit@ebe covered, thanembemusthavethe potential
for improvementue torehabilitation.

Referto AMPM Chapter800for prior authorizatiorrequirement$or FFSproviders.

Referto AMPM Chapter 1200 for additional information regarding ALTCG&ered
rehabilitatiorservices.

Referto AMPM Chapterl200for habilitationservices.
A. OCCUPATIONAL THERAPY
DESCRIPTION
Occupational Therapy (OT) services are medically ordered treathoemsprove
or restore functions whichavebeen impaired by illness amjury, or which have
been permanently lgsor reduced by illness or injury. OTs intended to

improve the member's abilitjo perform those tasks required fandependent
functioning.
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AMOUNT . DURATION AND SCOPE

AHCCCS covers medically necessary OT services provided to all members
arereceivinginpatientcareat a hospital (or a nursingfacility) when servicesare
ordered by the memberdés PCP/ at tthempyi ng ph
consistof evaluation antherapy.

Outpatient OT services are covered only for membeeseiving Early and
Periodic Screening, Diagnosis and Treatment (EPSDT) servic&sdsCare
members and ALTC#&embers.

OT services mudbe provided by a qualified occupational therapist licersed
the Arizona Board of OccupationallTherapyExamines or a certified OT assistant
(under the supervisionf the occupational therapist accordibg 4 A.A.C. 43,

Article 4) licensed by the Arizona Board of Occupational Thergggminers.
Occupational therapists who provide servitesAHCCCS members outsidine

State of Arizona musheetthe applicable State and/or Fedamduirements.

Therapy services may include, but are not limited

Cognitivetraining

Exercisemodalities

Handdexterity

Hydrotherapy

Jointprotection

Manualexercise

Measuring, fabricgon or trainingin useof prosthesis, arthrosigssistive
device orsplint

Perceptual motor testing atrdining
Realityorientation

Restoration of activities of dailiwing

Sensory reeducatioand

Work simplification and/or energsyonservation.

> @mepoooTw

B. PHYSICAL THERAPY

DESCRIPTION

Physical Therapy (P13 an AHCCCS covered treatment servicgestore, maintain
or improvemuscletone,joint mobility or physicafunction.

AMOUNT . DURATION AND PE

AHCCCS covers medically necessary PT services for memib an inpatient

or outpatient setting, wh e n PGRAttandinges ar e
physician a$ollows:
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1. Inpatient
a. Inpatient PT services are covered for all members whoereiving
inpatient carata hospital (or a nursinigcility)

2. Outpatient
a. Outpatient PT services are covered for EPSDT and Kids@arabers
when medicallynecessary.
b. Outpatient PT services are covered for adult members, 21 yearsavfcage
older (Acute and ALTCS) a®llows:

i. AHCCCS members who are not Medicare éligiare limitedto 15
outpatient visits per contractear regardless of whether or ndhe
member changes Contractors.

ii. For AHCCCS members who arelso Medicare recipientsyefer to
Chapter 300,Exhibit 300-3A and the ACOM Manual Policie201
regarding Mediare cost sharing and the outpatient physiterapy
limit.

For the purposesf Section2. b., a visit is consideredo be PT servicesreceived

in oneday.Outpatient settings include, but are not limitedptaysicaltherapy

clinics, outpatient hospitsl uni t s, F QHf@icesandphbrydsealtb i ans o
settings. Nursing facilities, nursing homes, custodial care facilities aoHools

are excluded from the viditnitations.

PT servicesnust berendered by a qualified physical theraficgnsedoy the
Arizona Physical Therapy Board of Examiners or a Physical Thekapigtant

(underthe supervisionof the PT, accordingto 4 A.A.C. 24, Article 3) certified by
the Arizona Physical Therapy Board of Examiners. Physical therapigie
provide serviceso AHCCCS members outside the State of Arizona rmusgtthe
applicable State and/or Fedeeduirements.

Outpatientphysicaltherapyis not coveredasa maintenanceegimen.
Authorized treatment services include, but are not lindted

1. The aministration and interpretation of tests and measurenpanrfermed
within the scope of practicef PT as araidt o t h e treamebte r 0 s

2. Theadministrationgvaluatiorandmodificationof treatment methodologiesnd
instruction,and

3. The provisionof instruction or education, consultation and othdwisory
services.
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C. SPEECH THERAPY (ST)

DESCRIPTION

Speech therapys the medically ordered provisioaf diagnostic andtreatment
services that include evaluation, diagnostic and treatment servicesnithade
evaluation, program recommendations for treatment and/or traimngceptive
and expressive language, voice, articulatitimency, rehabilitation andmedical
issues dealing witkwallowing.

AMOUNT ., DURATION AND SCOPE

AHCCCS covers medicallynecessary speech therapy services provigedall
members who are receiving inpatient care at a hospital (or a nufaiibty)
when services are ordered by the member's PCattemdingphysician forFFS
members. Speech therapy provided on an owpatbasisis covered only for
membergeceivingEPSDTservicesKidsCareandALTCS members.

SpeecHanguage pathologists providing services AHCCCS members outside
the State of Arizonanustmeetthe applicable State and/or Fedeegjuirements.

ST maybe provided by the following professionals within their scope
practice:

1. A qualified SpeectLanguage Pathologist (SLP) licensed by thgizona
Department of Health Services (ADHS$Y),

2. A speecHanguage pathologistho has a temporary license froADHS and is
completing a clinical fellowshipyear. He/she must be under the direct
supervision of an ASHA certified speel@dnguage pathologistAHCCCS
registration willbe terminated at the endf two years ifthe fellowshipis not
completed at that timer

3. A qualified SPL assistant (under the supervision of #pmeecHanguage
pathologist and according to A.R.S. 8B#80.04 and RA26-:501 et seq)
licensed by the Arizona Department of Health Services. The SLPA beust
identified as the treating provideand bill for services under his other
individual NPI number (a group IBumbemay be utilized talirectpayment).

Speech therapy by qualified professionals may include the list bdtovis
incumbent upon each professionalassure they are acgin within the scopef
their license. SLPAs magnly perform services under the supervismina SLP
and within their scope of service as defineddgulations.

1. Articulationtraining
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2. Auditorytraining

3. Cognitivetraining

4. Esophageal speettaining
5. Fluencytraining

6. Languagédreatment

7. Lip reading

8. Non-oral languagéraining
9. Oralmotor developmengnd

10. Swallowingtraining.

.|
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310Y RESPIRATORY THERAPY
REVISION DATES: 06/01/1301/01/201103/01/06,10/01/01.07/01/99

INITIAL
EFFECTIVEDATE: 10/01/1994

DESCRIPTION

Respiratory therapis an AHCCCS covered treatment service, ordered by a priroany
provider for members or attending physician for -FeeService (FFS) memberso
restore maintainor improve respatoryfunctioning.

Services include administration of pharmacological, diagnostic and therapedits
relatedto respiratoryand inhalationcare procedurespbservingand monitoring signsand
symptoms, general behavioral and physical response(sedpiratory treatmentnd
diagnostic testing, including a determinatiminwhether these signs, symptomreactions,
or response exhibits abnormal characteristics; and implementing apprope@iging
referral, and respiratory care protocols or changedreatment based orobserved
abnormalitieandpursuanto aprescriptiorby a physician.

AMOUNT, DURATION AND SCOPE

AHCCCS covers medically necessary respiratory therapy services for all meonbers
both an inpatient and outpatient basis. Services be provided by aqualified
respiratory practitioner under A.R.S. 83301 (respiratory therapist arespiratory
therapy technician), licensed by the Arizona Board of Respiratory Eraeniners.
Respiratory practitioners providing services AHCCCS members outside the Statd
Arizonamust meethe applicable State and/or Fedeegjuirements.

Refer to AMPM Chapter 1200 f&LTCS covered respiratory therapgrvices.
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310-Z RESERVED
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TOTAL PARENTERAL NUTRITION (TPN)
REVISIONDATES: 06/01/13,10/01/06
REVIEW DATE: 01/01/2011

INITIAL
EFFECTIVEDATE: 11/01/2003

DESCRIPTION

Total ParentalNutrition (TPN) is the provisionof total caloric needsby intravenousoute
for individuals with severe pathology of the alimentary tract which doesatotv
absorptionof sufficient nutrients tomaintain weight and strength appropriate fdahe

individual 6s gener al condition. iMavemusent s a
catheter.
AMOUNT, DURATION AND SCOPE

AHCCCS follows Medicare guidelindsr the provision of TPN services. THbIcovered
for membersover age21 whenit is medicallynecessarynd the only methodto maintain
adequate weight arsirength.

AHCCCS covers TPNfor members receiving Early and Periodic Screenilgagnosis
and Treatment (EPSDT) and KidsCare members when medically necessary. tRefer
AMPM Policy430 forcompleteinformationrelatedto parenterahutritionservices.

Refer toAMPM Chapter 800 for prior authorization requirementsHBSproviders.
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310-BB TRANSPORTATION

REVISION DATES: 03/01/1210/01/0811/01/0410/01/0110/01/9902/18/98

INITIAL
EFFECTIVEDATE: 10/01/1994

DESCRIPTION
AHCCCS coverstransportationwithin certain limitations for all membersbasedon
member age and eligibility, as specified the A.A.C. R922-211. Covered
transportation servicésclude:
1. Emergencyransportation
2. Medically necessary neamergency transportaticemd
3. Medically necessary maternal and newlicensportation.
DEFINITIONS
Thedefinitionsrelatingto coveredransportatiorservicesareasfollows:
1. Air ambulance- helicopter orfixed wing aircraft licensed undeArizona
Department of Health Services (ADHS) as mandated by ArizBeaised

Statutes tdbe usedin the event of an emergenty transport members oo
obtainservices.

2. Ambulance- motor vehicle licensed byADHS pursuant to ArizonaRevised
Statutesespeciallydesignedor constructedequippedand intendedto be used,
maintained and operated for the transportation of persons regaimbglance
services.

3. Ambulatory vehiclei ambulatory transportation means a vehicle other than
taxi but includes vans, cars, minibus or mountain area transporAHIGECS
membemust beableto transfer with or without assistance into the vehigiel
not require specializeansportatioomodes.

4. Stretcher vari the vehicle musbe specifically designed for the purpos#
transportation of amemberon a medically approved stretcher devidde
stretchermust be securedto avoid injury to the member or othgrassengers.
Safey features of stretcher vans musé maintained as necessaryAny
additional items being transported must also be secured for saféiy.
AHCCCS member must neédlbetransported by stretcher and muost
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physically unableo sitor stand and any othareansof transportations
medicallycontraindicated.

5. Wheelchaivan 17 the vehicle mustbe specifically equipped for
the transportatioof an individual seatesh a wheelchair. Doors athe
vehicle must be wide enough to accommodizdeing and unloadingf a
wheelchair. Wheelchairans musinclude electronic lifts foloading and
unloading wheelchair bound transports. The vehalstcontain restraintéor
securing wheelchairs during transit. Safety features of wheelchair mast
bemaintained as necessary. Any additioriams being transportednustalso
besecured for safety. The AHCCCS member must require transporgtion
wheelchair and mudte physically unableo use other modes @aimbulatory
transportation.

6. Taxii a vehcle that has beassuedand displays a special taxi license plate
pursuant to A.R.S. 88-2515.

A. EMERGENCY TRANSPORTATION

1. Emergency Transportation emergency ground andir ambulance services
required tomanagean emergency medical condition of ARICCCS memberat
an emergency scene and transport to the nearest appropriate facitioyered
for all members. Emergency transportatisneeded duéo a sudden onset &
medical condition manifesting itself by acute symptashssufficient severity
(including severe pain) such that the abseot@mmediate medicahttention
couldbeexpected taesultin:

a. Placing themember'siealthin seriousjeopardy

b. Serious impairment of bodily functiona;

c. Serious dysfunction of any bodily organpart.
Emergency tmasportation maybe initiated by an emergency response
system call "91-1", fire, police, or other locally established systdor
medical emergency calls. Initiatioof a designated emergenagsponse
system call by an AHCCC®&emberautomatically dispatclseemergency
ambulance and Emergency Medical Technician (EMT) or Parantedim
services from the Fire Departmedntt the time of the call, emergency
teams are required to respond; however, when they arrive on the deene,
services required at thatrte (based orfield evaluation by theemergency
team)may bedeterminedo be:
i. Emergent
ii. Nonemergent, but medically necessary, or
ii. Not medicallynecessary.

d. Maternal and Newborn Transportatierthe Maternal TransporProgram
(MTP) and the Newborn Intensiveat® Program (NICP) administerelly
the ADHS provides special training and educattordesignated stafin
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the care of maternity and newborn emergencies during transpoa to
perinatal center. The high risk transport teasn dispatched after
consulation with the MTP or NICP perinatologist or neonatologi®nly
MTP or NICP Contractorsayprovideair transport.

AMOUNT . DURATION AND SCOPE

Emergency transportation coveragelimited to those emergencies which specially
staffed and equipped ambunkce transportatiois requiredto safely manage thenember's
medical condition. Basitife Support, Advanced Life Support, aad ambulanceervices
are covered, depending upon the member's metieds.

Emergency medical transportation includes tlamgportation of a membeto a higher
level of care for immediate medically necessary treatment, even after stabilizateom at
emergencyfacility. Emergency medical transportatios covered only to thenearest
appropriate facility. The nearest approteidacility for an AHCCCS FeeFor-Service
(FFS) memberis the nearesthospital medically equippedto provide definitive medical
care. Contractor may establish preferred hospital arrangements, which baust
communicated with emergency services providérthed provider transports thmemberto

t he Contractor preferred Hebosgred evan thougthdte pr ov
hospital may nobe the nearest appropriatacility. However, the provider must nbe
penalizedfor taking the memberto the nearestappropriatefacility whetheror not it is the
Contractor preferref@cility.

Acute conditions requiring emergency transportation to obtain immetheatment
include, but are not limited to tfalowing:

1. Untreated fracture or suspected fraetaf spine otongbones

2. Severe head injury @moma

3. Serious abdominal athestinjury

4. Severéhemorrhage

5. Serious complications @regnancy

6. Shock, heart attack or suspected heart attack, strak&onsciousness
7. Uncontrolled seizuregnd

8. Conditionwarranting use of restraints to safely transport to meckcal

For utilization review, the test for appropriateness of the request for emergency services
whether a prudent laypersoif, in a similar situation, wouldhave requested such
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services. Determinatioaf whether a transpois an emergencys based on thenember's
medical condition at the time wansport.

Referto the sectionof this policy regardingmedically necessaryransportatiorfurnished
by an ambulance providefor information related to transportation initiated an
emergency response systeafi.

Air ambulanceservicesarecoveredunderthefollowing conditions:
1. The point of pickups inaccessible by grourmmbulance

2. Great distances or other obstaclesiavelved in getting the membebthe
nearest hospital with appropriate facilities,

3. The medical conditionf the member requires ambulance service gnodind
ambulance services will nsuffice.

Air ambulance vehiclesnust meet ADHSicensing requements and requiremergst
forth by the FederalAviation Administration. Air ambulancecompaniesnust belicensed
by the ADHS anderegistered as a provider wiiHCCCS.

Emergency Transportation Provider Requirements for EmergencyTransportation
ServicesProvided for AHCCCS American Indian Health Program Members

Emergency Transportation Servicda addition to other requirements specified this
policy, emergency transportation providers rendering services on an |Rdis@rvation
mustmeetthefollowing requirements:

1. Tribal emergency transportation providers mistcertified by the Tribeand
Center for Medicare and Medicaid Services (CMS) as a qualified proaider
registered as an AHCCQSovider.

2. If non-tribal emergency transportation providerender services undeda
contract with a Tribe either emeservation or to and from aaff-reservation
locationthe provider must be Statelicensedand certified, and registeredas an
AHCCCS providerpr

3. Nontribal transportation providers not under trast with a Tribemust meet
requirements specifiad this policy for emergency transpqroviders.

As with all emergency transportation, services are coveéoceananage an
emergency medical condition at the emergency sceneimatrdnsport to the
nearesappropriatdacility.
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B. MEDICALLY NECESSARY NON-EMERGENCY TRANSPORTATION FURNISHED BY
NON-EMERGENCY TRANSPORTATION PROVIDERS FOR MEDICAL AND BEHAVIORAL
HEALTH SERVICES

Amount, Duration and Scope

Non-emergency medically necessary transportasdransportation, as specifiedn
A.A.C. R9-22-211, andfurnished byproviders included therein, to transpdrte
memberto and from a coveredmedicalservice.Suchservicesmay also be provided
by emergency transportation providers after assessment byMieoE Paramedic
team that thene mb eanditi®n requires medically necesstiansportation.

MedicallyNecessaryNen
EmergencyTransportationServicesareCoveredUndeditmvingConditions

1. The medical or behavioral health service for which the transporiatneeded
isa covered AHCCCService.

2. The memberis not ableto provide, secureor payfor their own transportation,
andfreetransportations not availableand

3. The transportatiors provided to and from the nearest approprid#CCCS
registerecprovider.

Medically Necessary NeEmergency Transportation Furnished KHgn-
AmbulanceProviders

The followingmustbeadheredo:
1. Themember mushot require medical care eoute,

2. Passenger occupancy must notseaktx ceed t he
occupancy,

3. Members, escorts, and other passengers must follow state laws regarding
passenger restraints for adults @hddren,

4. Vehicle musbedriven by a licensed driver, following applicable States,
5. Vehiclesmust beinsured,
6. Vehiclesmust ben goodworking order,

7. Membersmust beransported inside theeshicle,
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8. School Based providers should follow the school based policiesffect
(AMPM Chapter700).

MedicallyNecessaryNen
EmergencyTransportationFurnishedbyAmbulaReceviders

Medically necessarynonemergency transportation furnished by ambulance
providersis appropriatef:

1. Documentation that other methods of transportation are contraindigated,

2. The member 6s medi cal conditionthe regardl
medical treatment provided by the qualified staff iraenbulance.

3. For hospital patientsnly:

a. Roundtrip air or ground transportation servicemay be coveredif an
inpatient hospitalizesmembergoesto another facilityto obtain necessary
specialized dignostic and/or therapeutic services (such as a CT ecan
cobalt therapy). Such transportation miag coveredif services arenot
availablein the hospitaln which themember isan inpatient.

Transportation serviceso the nearest medical facility thatar render

appropriate services are also covered, when the transportintaged

through an emergency response system call and, upon examirmgtion
emergency medical p er s oindeterinipedda dee me mb
nonremergent but one which requsremedically necessatsansportation.

Att he Administration or Contraont or 6s d
emergency ambulance transportation may not require authorization

or notification, butis subjectto review for medical necessityMedical

necessity criterias based upon the medical conditioh the memberand

includes ground ambulance services provided because the mber 6 s
medical condition was contradictoty any other means ofransportation.

This mayinclude after houcalls.

Refer to AMPM Chapter 1200 for additional information regarding Arizdrang
Term Care System (ALTCS) authorizati@yuirements.

Refer to AMPM Chapter 800 for complete information regarding peathorization
for non ALTCS FFSmembers

Refer to the AHCCCSFFS Provider Manual or the AHCCCS Billing Manualfor
IHS/Tribal providers for billing information. These manuals are available then
AHCCCS Website atww.azahcccs.gov.
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Refer to ACOM Policy 205, Ground Ambulance Transportation Reimbursement
Guidelines for NorContracted Providers, for information regardiegnbursement.
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CC TRIAGE/SCREENING AND EVALUATION OF
EMERGENCY MEDICAL CONDITIONS

REVISION DATES: 10/01/06, 10/01/03,0/0101
RevVIEW DATE: 05/01/2011

INITIAL
EFFECTIVEDATE: 10/01/1995

DESCRIPTION

Covered services for managed care and FFS members not in the FESP (refer toldB8pter

for all requirements regarding the FESP), when provided by acute care hosipitals,
facilities and urgent care centers to determine whether or not an emergency existthassess
severity of the member s medi cal conthi ti on
alleviate or stabilize the emergeaindition.

AMOUNT ., DURATION , AND PE

Triage/screening services must be reasonable, cost effective and meet the crievierfiyr
of illness and intensity cfervice.

Refer to AMPM Chapter 800 for PA and utilization review requirements fomfdbers.
Refer to AMPM Chapter 1100 fonformation and requirements regarding the PE&®jram.
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DD CoOVERED TRANSPLANTS AND RELATED
| MMUNOSUPPRESSANTM EDICATIONS

REVISION DATES: 11/06/1406/01/13,11/01/1204/01/11,10/01/10,10/01/09/03/01/09,
11/01/06, 06/01/05, 06/01/04, 09/01/03/0109

INITIAL
EFFECTIVEDATE: 10/01/1994

OVERVIEW

Federal law 42 U.S.C. 81396b(i) and 42 CFR 441.35 describe general requiremdiitie for
XIX coverage of transplants. For adults, organ transplant services are not marndatngd
services under TitleXIX, and each State has the discretion to choose whetherobr
transplants will be available to members. The AHCCCS Administration, as the Stajke
agency, has the authority under Federal law to determine which transplant procedumgs, if
will be reimbursed as coveraservices.

In contrast to transplant coverage for persons age 21 years and older, the E&tgriadat

Screening Diagnostic and Treatment (EPSDT) Program for individuals under age&s

all nonexperimental transplants necess&wycorrect or ameliorate defects, illnessasd

physical conditions. Transplants for EPSDT members are covered when medezdigsary
irrespective of whether or not the particular rexperimental transplant is specifiembs

covered in the AHCCCS StaRan.

AHCCCS covers the specific medically necessary transplantation serviceselated
immunosuppressant medications as described i thisy.

The solid organ and tissue transplant services described in this policy, includirejetent
standard®f coverage, are referenced in the AHCCCS State Plan. The AHCCCS State Plan
the document approved by the Federal government which outlines #hgibility
requirements and covered services for the AHC@@gram.

As with other AHCCCS&overed servicedransplants must be medically necessamyst
effective, Federally reimbursable, and State reimbursable. Arizona State lavegaladions
specifically address transplant services and related topis|oags:

1. Specific norexperimental transplants vdhi are approved for TitlXIX
reimbursement are covered services (A.B3%:2907).

2. Services which are experimental, or which are provided primarily fopuhgose
of research are excluded from coverage (A.RG22-202).
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3. Medically necessaryisdefineds t hose cover ed physiciami ces f
or other licensed practitioner of the healing arts within the scope of praciosr
State law to prevent disease, disability or other adverse health conditidhsiror
progression, ACRP2OL)ong | ifeo (A

4. Experimental services are as describeld%22-203.

5. Standard of care is defined as fas medic
treatment for a specific illness, injury or medical condition through cuspmar
review or consenss by the professional R¥M2di cal
101).

In developing this Policy, the AHCCCS Administration has consulted with trangptpetts
to identify criteria for transplant coverage consistent with the current bodyesfical
literature,including United Network for Organ Sharing (UNOS) clinical standardsdtid
organ transplant procedures, the Foundation for the Accreditation of Cellbknapy
(FACT) as well as peaeviewed articles in medical journals published in the UrStates

For persons ages 21 years and older, AHCCCS limits transplantation coveragsgedifie
transplantypessetforth in this Policy. All othertransplantypesfor personsages21 years
and older are excluded from AHCCCS reimbursement. This policludes criteria,
indications as well as relative contraindications and absolute contraindicatioresadbr
covered transplant type. Unless a contraindication is explicitly described absafute
contraindication, the contraindication is a relative conti@ation. However, thesenay
change as a result of advances in medical treatment and technological innoVéu#on.
presence of an absolute contraindication precludes authorizatiotrdosplant.

Each AHCCCS Contractorshall consultwith the currentauhoritative medical sourcesto
determine whether a transplant covered under this Policy is medically necesssty,
effective, norexperimental, and not primarily for purposes of research. ARCCCS
Contractor shall provide the medical justification fittre decision that is madeThe
Contractor has access to and may consult with the transplantation managsrtignt
(AHCCCS consultant) under contract with AHCCCS. Although the Contrator
encouragedo consultwith the AHCCCS consultantfor guidancein thosecasesrequiring
suchmedicaldeterminationsthe Contractoris not requiredto do so. Contractorsnot using
the AHCCCS consultant must obtain their own exppinion.

DEFINITIONS

Absolute contraindication A condition or circumstance that ifggentprecludes
authorization of a transplant regardless of any atbesiderations.

Adult Caregiver- The adult caregiver is defined during the transplasychesocial
evaluationas the adult who will serveas the individual who will take responsibility for
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assuring that t he-tramspram eareds providedringaccoréanceith o s t
transplant center guidelines, including administration of immunosuppressant trersgg)

or parenteraktherapyand adherenceéo immunosuppresantprecautionsThis is generallya
family member and this person is mpatid.

Close Proximitymeans within the geographic servacea.

Emergent Fulminant Hepatic/Liver Failure Liver failure that occurs suddenly ira
previously healthy person. Theost common causes are acute hepatittgtaminophen
overdose, and liver damage from prescriptiaungs.

Experimental servicé Refer to AHCCCS Rule R22-203. This rule provides, jpart:
Experimental services are not covered. A service is not expeadhfent

1. It is generally and widely accepted as a standard of care in the praétice
medicine in the United States and is a safe and effective treatmenhdor
condition for which it is intended arsed.

2. The service does not meet the standard in (1), that service hasbeen
demonstrated to be safe and effective for the condition for which it is intesrded
usedbasedon the weight of the evidencein peerreviewedarticlesin medical
journals published in the Unitestates.

3. The service does not meet ttandard in (2) because the condition for whibh
serviceis intendedor usedis rare, but the servicehasbeendemonstratedo be
safeand effectivefor the conditionfor which it is intendedor usedbasedon the
weight of opinions from specialists wippovide the service or relatedrvices.

Hematopoietic Stem Cell Transplants (HSGTThe transplantation of blood stecells
derived from the bone marrow or peripheral blood, including cord bld&ehditioning
therapy includes either myeloablative or mogeloablative induction with or withouTotal
Body Irradiation(TBI).

Relative Contraindicationis A condition or circumstance that must be considered oasa
by-case basis to determine if a transplant wilhbthorized.

DESCRIPTION

The TransplantPolicy sets forth criteria, including indications and contraindicatidos,
determining whether transplant services are medically necessary, cost effeutive,
experimental, and not primarily for purposes for research. Contraindicatiomsradiions
which may significantly adversely impact the outcome of the transplant. Thegoare
regardedas an absolutebar to transplantationContraindicationamust be evaluatedalong
with all other relevant factors to determine whether the transplancesésvmedically
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necessarynonexperimentaland not primarily for purposesof researchin eachparticular
case.

1. Transplant Services arg@kttings

Transplant services are covered only when performed in spssiificgs:

a. Solid organ transplantation séres must be provided in a CMS certifiadd
UNOS approvedtransplantcenterwhich meetsthe Medicareconditionsfor
participation and special requirements for transplant centers delinead@d in
CFR Par¢82.

b. Hematopoietic stem cell transplant servicasstrbe provided in a facilitthat
has achieved Foundation for the Accreditation of Cellular The(BgCT)
accreditation. The facility must also satisfy the Medicare conditiofs
participation and any additional federal requirements for trandjlaifities.

Transplantation related services and immunosuppressant drugs acteveotd

services for individuals in the Federal Emergency Services (FES8Yram,

pursuant to 42 U.S.C. 1396b(v)(3) and A.A.C.-EB206. Persons whajualify

for transplantservices but who arelater determinedneligible underA.R.S. 36-

2907.10 due to excess income may qualify for extended eligibility (refer

AttachmentA). For information about transplantsand reinsuranceyefer to the

AHCCCS Contract and the Reinsurance Preiogdvanual.

2. Assessment for Transpla@bnsideration

The first step for transplant consideration is the initial assessmentthzy
me mber 6s Pri mary Car e Provider thePCP) i
condition necessitating the transplant. In detanng whether the membas
appropriate for referral for transplant consideration, the PCP/specmlist
determine that all of the following conditions aegisfied:

a. Thememberwill be ableto attainanincreasedjuality of life andchancefor
long-termsurvival as a result of theansplant

b. There are no significant impairments or conditions that wounddatively
impact the transplantsurgery, supportivemedical services,or inpatientand
outpatient postransplantation management of thember

c. There arestrong clinical indications that the member can survithe
transplantation procedure and related medical therapy @hegmotherapy,
immunosuppressiviherapy)

d. Thereis sufficient social supportto ensurethe me mb econiplancewith
treatmentrecommendgons such as, but not limited to, immunosuppressive
therapy, other medication regimens and -pend posttransplantation
physician visits. For a pediatric/adolescent member, there adequate
evidencethat the memberand parent/guardiarwill adhereto the rigorous
therapy, daily monitoring and-&valuation schedule afteansplant

e. The member has been adequately screened for potentiarixd conditions
that may impact the successf the transplantWhenthe me mb emedicsl
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condition is such that thevaluation must proceed immediately, iceeenings
may be provided by the PCP concurrent with the transelehation.

f. The me mb econditioon has failed to improve with all other conventional
medical/surgical therapies. The likelihood of survival withnsplantation,
considering the member 6s diagndhei s, ag
expected survival rate with conventional therapies. This information teist
documented and submitted to the Contractor at the time of reduest
evaluation.

3. AHCCCS Covered Solid Organ and Hematopoietic StemTafisplants

The following solid organ and hematopoietic stem cell transplants are AHCCCS
covered services when medically necessary, cost effectiveexpmrimental,and

not primarily for purposes aksearch. Live donor/kidney transplants aowvered

for pediatric and adult members.The fiscal responsibilityof AHCCCS and its
Contractors for donerelated costs is limited to pediatric and adkitiney
transplants as specified in tipislicy.

Live doror transplants may be considered on a-tgsease basis for solidrgans
other than kidney when medically appropriate and cost effective. Howewbg in
event that a live donor transplant is approved for a non kidney transplayt,
costsrelatedto the donor shall not be separatelyreimbursedoy AHCCCS or its
Contractors,and no additional paymentfor the donor shall be madeunlessthe
donor is AHCCCS eligible. Payment by AHCCCS and its Contractors foittheth
transplant recipient and the donor asseclatith non kidney transplargervices
is limited to payment for the transplant and transptalsted services component
during the 60 day posttransplantimeframe.Referto the termsof the transplant
contract for detailed information about coverage pagiment for transplantand
transplantrelated services. For any additional charges, the living danast
acceptthe terms of financial responsibilityfor the chargesassociatedvith the
transplant in excess of any payments under the transplant cornetiled
criteria regardingspecific transplantsare found underthe headingii S o Orgaah
and Related Devices: Specific Indications and Contraindicationsmi t at i ons . 0
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The following transplants are covered subject to the terms qidhcy.

COVERED FOR COVERED
TRANSPLANT TYPE EPSDT MEMBERS* FOR ADULT
(UNDER AGE 21) MEMBERS
SOLID ORGANS
Heart X X
Lung (single andiouble) X X
Heart/Lung X X
Liver X X
Kidney (cadaveric and livéonor) X X
Simultaneous Liver/Kidne¢SLK) X X
Simultaneous Paneas/KidneySPK) X X
Pancreas After KidnefPAK) X X
Pancrea©nly X Not covered

VisceralTransplantation
1 intestinealone
1 intestine withpancreas X Not covered
1 intestine withliver
1 intestine, liver, pancreas en bloc
Partial pancreas (including iskeell

Not covered Not covered
transplants)
HEMATOPOIETIC STEM CELL
TRANSPLANTS
1 AllogeneicRelated X X
1 AllogeneicUnrelated X X
1 Autologous X X
1 Tandem Hematopoietic SteGell X X

Transplan{HSCT)

*All other medically necessary, naxperimental tinsplants for members under the afe
21 arecovered.

4. Other transplants and devices included in this palrey
a. Circulatory Assist Device (CAD) is an AHCCCS covered service whsed
as a bridge to transplantationand other specific criteria are met. Refer to
ASol i d Organ Transplant s and &el ated
Contraindications/ Limitati deadso wi t hin
b. Bone grafts and corneal transplants are AHCCCS cowemites.
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AMOUNT . DURATION , AND PE

Coverge of transplantation services includes the following, as required by the spyodic
of transplant:

1. For the transplartandidate:

a. Donor search, human Leukocyte Antigens (HLA) typing, and harasst
necessary for stem céthnsplants

b. Pretransplant evaation (inpatient or outpatient), which includes, butist
limited to, thefollowing:

i. Physicalexamination

ii. Psychological and social servieealuations
iii. Laboratorystudies

iv. X-ray and diagnostic imagingnd

v. Biopsies

c. Pretransplant dental evaluation anddtment of oral infection as describied
AMPM Policy 316D , AException for Tr aQtepl ant
dental services, including, but not limited to, restorative amdmetic
dentistry, will not becovered.

d. Medically necessary postansplant ca (inpatient and outpatient)which
may include, but is not limited to, thelowing:

i. Laboratorystudies

ii. X-rays and diagnostic imaging

iii. Biopsies

iv. Homehealth

v. Skilled Nursing Facilityplacement

vi. All related medications, includingimunosuppressants

NoTE: AHCCCS is the secondary payer of immunosuppressant medicdtions
the member is also a Medicare beneficiary and is eligible to redbiee
immunosuppressant medications under Medicare Part B. Drogegered
underMedicarePart D are not coveredfor AHCCCS memberseligible for
Medicare whetheror not the memberreceivesMedicare Part D coverage.
Refer to AMPM Policy 316/, Prescription Medication/PharmaSgrvices.

e. Transportationfoom, and boardfor the transplantcandidateand, if needed,
one adult care giveas identified by the transplant facility, to arfcbom
medical treatment during the time it is necessary for the member to remain
close proximity to the transplant center. This includes the evaluaigojng
testing, transplantation, and pasanspéant care by the transplacenter.

2. For thedonor:
Servicesare coveredonly whenprovidedin the United Statesand arelimited to

thefollowing:
a. Evaluation and testing fauitability
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b. Kidney donor procurement or stem cell procurement, processing@ade.
c. Transportationyoom and boardto determineif the donoris a matchor to
donate either stem cell s otrbeneft.gans und

Refer to the contract for detailed information regarding coverage and pajonent
transplants andransplantelated services. Transplants and transpleeiated
servicesare limited to coveragethroughday 60 post transplantsurgeryfor non
kidney transplants or, in the case of kidney transplants, through dapasn
kidney transplant. Complicatioffigr the transplant recipient or donor arisiingm
the transplant surgery during the 60/10 goshsplant timeframe areonsidered
transplant related and covered under the scope of the follow cgre
component(s). Payment for the 60/10 follayw care cmponent represents
payment for services for both the recipient and the donor, and no additional
reimbursement shall be made except as specified belowcdonplications
extending beyond the 60/10 timeframe. Complications extending begayd
60/10 are coveed for the recipientif the recipientis AHCCCS eligible and the
services are medically necessary and covered. Complications foddher
beyondday 60/10are coveredonly if the donoris AHCCCS eligible at the time
the complication arises and the sersiege medically necessary asavered.

A. CONTRAINDICATIONS FOR ALL TRANSPLANTS

Contraindications to solid organ and hematopoietic stem cell transplaiaticte,
but are not limitedo:

1. History of nonrcompliance or psychiatric condition(s) such thagréhis an
inability to comply with postransplanprotocol

2. HIV positive statusand viral load i memberswhoseHIV statusmakesthem
ineligible for AHCCCS coverageof transplantatiorhave the potential to seek
transplant in one of the National Instituté o Heal t hés dheger oved
transplants are subject to the policy described in the section of this patited
AMedi cally Necessary Services ff oare Membe
Not CoveredbAHCCCS. 0

3. For solid organ transplants, actiwealignancy or prior metastatimalignancy
within the pastfive years,otherthanlocalizedcutaneoudasalcell or squamous
cell cancers, is an absolute contraindication. The five year time friame
malignancy does not apply to liver transplants for tmgelular carcinomaFor
stem cell transplantsactive or prior metastaticsolid tumors malignancywithin
the pastfive years,otherthan localized cutaneousbasalcell or squamouscell
cancer, is @ontraindication.
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4. The failure of morethantwo organs.This doesnot includeinstancesvherethe
failure of one organ is secondary to the failure of anaitgan.

5. Presence of active uncontrolled infection or systemic infection (sepsis) tanthe
of transplant is an absolutentraindication.

6. Active substace abuseor history of substanceabusein the last six months(if
there is an urgent need, evaluation may be allowed on dbyasesedasis).

7.Lack of a psychosoci al SuUppoOTr tondtigns t e m,
and general health, would platetsuccess of the transplantisk.

8. Non-adherence with previous or current treatment protocols that has resulted
the failure of a previously transplanted organ is a contraindicatmn
retransplantation.

B. GENERAL MEDICAL CONDITIONS WHICH MUST BE CONSIDERED

The general medical conditions that must be evaluated prior to transplet¢tmine
whether a particular transplant is medically necessary, cost effeatios,

experimentaland not primarily for purposesof researchnclude, but are not limited

to:

1. Whena transplantconsultationis requestedihe Contractorwill approvea drug
and alcohol screen to be done at the requesting transplant centerrfenablers
21 years of age aralder.

2. For memberswith a history of substanceabusewithin the past threeyears,the
membermustprovide a certificateof completionof a 12 month substancebuse
programwhich hasbeenapprovedby the Administrationprior to determination
for the transplantevaluation.For memberswith a history of substanceabuse
greater than three years from the date of the transplant consultatiorrequest,
attendance in an approved substance abuse program may be vid@raters
with a history of substanceabusewithin the past three year timeframe must
have a total of three consec@inegative random screens prior to ¢dvaluation.
In addition, the member will be monitored with random and repeated aleoidol
drug screenings during the assessment process up to the time of the traAsplant.
the time of transplant evaluation, membenth a history of substancabuse
within the prior three year timeframe must sign an agreement which stdtesy
will enroll in a posttransplantsubstancebuseprogramthat will continuefor a

continuous 12 month timeframe | t i s wi t hidmscretoh® Contr
require a psychosocialassessmertbe completedprior to referral for transplant
evaluation.
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3. Any history of posttransplantsubstanceabusewill excludea memberfrom
further transplanprocedures.

C. SOLID ORGAN TRANSPLANTS AND RELATED DEVICES: SPECIFIC INDICATIONS AND
CONTRAINDICATIONS /L IMITATIONS

1. Heart

Prior to listing heart transplant, all other medical and/or surgical alterntdives
correction and/or management of the underlying heart conditions(skitnest
have been optimized or rd out as a viable treatmepition(s).
a. Indications
Criteria for medical necessity of heart transplantation include, butatre
limited to, the followingndications:

i. Left ventricular systolic dysfunction of amyiology

ii. Valvular disease with left systoldysfunction, unable to bsurgically
corrected

iii. Congenital cardiac disease that has failed @oorection

iv. Sarcoidosis

v. Druginduced myocardial destruction due to prescripti@dication

vi. Ischemiccardiomyopathywith a New York Heart AssociationClass
lIl or IV cardiac disease when surgical or medical therapy isikelty
to be effective and estimatedsurvival is lessthan six to 12 months
without atransplant.

vii. Hypertrophic cardiomyopathy

viii. Uncontrollable lifethreateningarrhythmias

ix. Refractory angina unrespsive to maximal medical and/surgical
therapy.

b. Contraindications

In additionto the contraindicationsiotedin SectionA of this Policy, the

following are contraindications to heémdnsplantation:

i. Severe Pulmonary hypertension: inability to achielRalmonary
VascularResistancgPVR) of <2.5 Wood units and/ora 15 mm Hg
transpulmonary gradient on maximal medical therapygluding
vasodilators or inotropic medications. These patients may ins&tead
candidates for healting transplantation,

ii. Acute seves hemodynamic compromise at the timetrainsplantation
if accompaniedy compromiseor failure of one or more vital end
organs,

iii. Recent (within past six months) intracranial vascular diseapear
stroke with severdeficits,

iv. Severe peripheral vasculdisease unable to be correcsedgically,

v. Chronic obstructive pulmonary disease or chrananchitis,

vi. Recent and/or unresolved pulmonary infarction or pulmoesntyolus,
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vii. The needfor or prior transplantatiorof anotherorgansuchas lung,
liver, kidneyor hematopoietitransplants,

viii. Autoimmune diseases or collagen vascular diseasesrelative
contraindications depending on the disease, severity, padicted
lifespan

ix. Insulindependent diabetes mellitus with emdjan disease(e.g.
peripheral vasculaafterial disease, retinopathy, neuropathgr
nephropathy)

X. Active peptic ulcedisease

xi. Chronic inflammatory bowelisease

xii. Hepaticinsufficiency

xiii. Amyloidosis

xiv. Age over70

xv. HIV positive

xvi. Morbid obesity with Body Mass Index (BMI) of ¥g/m?2.

2. Circulatory Assistre Device (CAD) formerly known as VentriculAssist
Devices (VAD) and Total Artificial Heartdf AH)

AHCCCS covers Circulatory Assist Devices (CADs) that support Hieaction
as a bridge to heart transplant only, for eligible members whedically
necessary, cost effective, neexperimental, not primarily for purposesf
researchand whenthe deviceis usedin accordancevith the Food and Drug
Administration (FDA) approved labelingstructions.

For purposes of this Policy, Circulatory Assist Deviees defined as/ADS
and Total Artificial Hearts (TAH). TAH may be used in lieu of\bAD when
clinically appropriate and cosffective.

AHCCCScontracted transplant center surgeons use their skill and judgment
select the appropriate assist deviceghas:

1 Degree and presentation of cardigufficiency
1 Size of recipientand
1 Device capability.
a. CAD criteria
Medical necessity for CADs as a bridge to transplant is based @ilthveing
criteria:
i. Adult Member
The potentiahdult recipient must meetll of thefollowing:
(a) Is actively listed for cardiac transplantatiemd
NOTE: If a member is on the inactive transplant list due teraporary
medical complication (e.g. Status 7) and undergoes placemeat of
VAD or Total Heart, separate payment for thdseices is only made
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if the patient returns to active status and is medically able to un@ergo
transplantshould an organ becomeavailable. Medical recordsmust
indicate resolution of the temporary medical condition astbw
Active status for transplamtith UNOS. If the patient never returrie
active status, the device is not paid for separately, gayment
continues to be made for medical management gsdhent.

(b) Is experiencing end stage heart failure with progressive fadure
respond to medicahanagement and meets the definitdn
cardiogenic shock according to the New York HAadociation
(NYHA) functional classificatiorsystem.

PediatricMember

The potentiapediatric recipient must meedll of thefollowing:

(a) Is actively listed for cardiaitansplantation
NoOTE: If a member is on the inactive transplant list dueato
temporary medical complication (*e.g. Status 7) amtlergoes
placement of a VAD or Total Heart, separate paymenttifase
devices is only made if the patient returns to acsitagus ands
medically able to undergoa transplantshould an organ become
available medical records must indication resolution thie
temporary medical condition and show active statugréorsplant
with UNOS. If the patient never returns to activedistathedevice
is not paid for separatelyput paymentcontinuesto be madefor
medical management of tpatient.

(b) Must meet the age restrictions established by the FD#héor
particular deviceised

(c) Isin New York Heart Association class Il or IV esthgeheart
failure,and

(d) Is refractory to medicaherapy.

b. Contraindications
Contraindications to successful CAD placement and subsecgmntery
include, but are not limitet:

Vi.
Vii.

Severelung diseasegexceptas appropriatefor heartlung transplantation
(refer to the sectionspertainingto lung and heartlung transplantatiorin
this Policy)

Malignantdisease

I. Stroke or refractorjpypertension

Chronic pulmonaryembolismor recentpulmonaryinfarction, exceptas
appropriate for heafting transplantation (reféo the sectiongertaining

to lung and heatung transplantation in thi2olicy)

Active infection

Irreversible disease of a major organ system,

Critical psychosocial conditions, behaviors or problems in adherenge to
disciplined medical regimen whigireclude a positive transplamitcome.
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3. Lung

a.

Indications

Criteria for medical necessity for lung transplantation include, butare

limited to, the followingndications:

i. Alpha1 antitrypsindeficiency

ii. Primary pulmonaryypertension

iii. Pulmonary fibrosisidiopathic pulmonaryibrosis

iv. Bilateralbronchiectasis

v. Cystic fibrosis (both lungs to lensplanted)

vi. Bronchopulmonargysplasia

vii. Eisenmenger'syndrome

viii. Sarcoidosis lungivolvement

ix. Scleroderma

X. Lymphangiomyomatosis

xi. Eosinophilicgranuloma

xii. Pulmonary hypertgsion due to cardiac disease,

xiii. ldiopathic fibrosingalveolitis.

AbsoluteContraindications

In addition to the contraindications noted in Section A of this Pddibgplute

contraindications to lung transplantation, include, but are not linated

i. Primaty or metastatic malignancies of theg

ii. Colonization with highly resistant or highly virulemicroorganisms

iii. Untreatable,advanceddysfunctionof any other organ (exceptthe heart
when a heart/lung transplant mayibeicated

iv. Non-curable extrgpulmonary @ronicinfection

v. Inadequate biventricular cardiac function, significant coronartery
disease, or inadequate left ventricular function (these areabsolute
contraindications if combined with a hetteinsplant)

vi. Systemwide involvement of cysti@ibrosis

vii. End Stage Renal DiseadeSRD)

viii. Active tuberculosis

RelativeContraindications

In addition to the absolute contraindications noted above, relative

contraindications to lung transplantation, include, but are not linated

i. Acute respiratory insufficiencygr failure requiring mechanicaientilation
exceptadultswith cystic fibrosis, where mechanicalventilation has not
been shown to affect transplanirvival

il. Abscess of lung anahediastinum

iii. Significant chest wall and/or spinal deformity; prior thoracigsuy or
other basis for pleuradhesions

iv. Current significant acute illness that is likely to contribute fmar
outcome if the member receives a lurapsplant
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v. Chronic, incurable pulmonary infection in candidates for sihgig
transplantation

vi. Continued cigarette smoking or failure to have abstained for a perit2l of
months odonger.

vii. Chronic cortisone therapy with more than 20 mg prednisone daily
recent therapeutic use of systersiieroids.

viii. Severely limited functional status with low potenfi@a rehabilitation

ix. HIV positive

X. Active infection with Hepatitis B or C with a detectable vicald

xi. Diabetes with energan dysfunction (e.g. periphenrascular/arterial
disease, retinopathy, neuropathynephropathy)

xii. Osteoporosis with vertebral collapsompression fractures

xiii. Age overe5

xiv. Hepaticinsufficiency

xv. Morbid obesity with 30 kgim?

4. Heart and_ung
a. Indications
Criteria for medical necessityfor heart/lungtransplantatiorinclude, but are
not limited to, the followingndications:
i. Irreversible primay pulmonary hypertension with congestive héattire
ii. Non-specific pulmonaryibrosis
iii. Ei senmenger s complex with andr ever si
heartfailure
iv. Cystic fibrosis with severe hedstilure
v. Emphysema with severe heart failuve,
vi. Chroric Obstructive Pulmonary Disease (COPD) with severe Feghnte
b. Contraindications
Refer to the individual heart and lung sections in this Pdédicy
contraindications

5. Liver

a. Timing ofreferral:
Prior to referral to a transplantcenterfor evaluation,the Contractorshall
calculatethe adult me mb eModekfor End stagelLiver Disease(MELD)
score.An adult membermusthavea MELD scoregreaterthan 10 to meet
criteria forreferral.
The Contractorshall calculatethe pediatricme mb ePediafic End stage
Liver Disease (PELD) score prior to transplant evaluation. The P&ddpe
automatically assigns additional points fartald.

b. Indications forAdult and Pediatric Liver Transplants
Criteria for medical necessity for liver transplantation in adults @edidric
liver transplants (except as otherwise indicated) include, but are not ltmjted
the followingindications:
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I. Fulminant hepatic failuré This is an emergent basis for transplantl
[A,Band NorA-NonB] , t oxi ns, dr uidopghic)Wi | sond
ii.  Primary/secondary biliargirrhosis
iii.  Primary sclerosingholangitis
iv. Cryptogenic or autoimmurarrhosis
v.  Chronic active hepatitis due to Hepatitis B, C or de#patitis.
vi. Alcoholic liver diseaseafter a period of abstinenceof six monthsor
more
vii. Alpha-1 antitrypsin deficiencynon-acquired)
vii. Wi | s Diseéss
ix. Primaryhemochromatosis
X.  Protoporphyria
xi. Famil i al I ntrahepddease) Chol est asi s (I
xii. Trauma
xiii. Drug-or toxinrinduced liver disease (including but not limitéal
latrogenicorigin)
xiv. Extrahepatic bibry atresia, intrahepatic bile duct pauc{@dagille
syndrome), as well as obstructive biligligease
Xv. BuddChiarisyndrome
xvi. Biliary dysplasia
xvii. Metabolic liverdisorders
xviii. Cholangiocarcinoméfor adults:when a transplantcenterappliesfor a
MELD exception for unresectable cholangiocarcinoma based
underlying liver disease or due to technical considerations, massrx 3
and with intrahepatic and extrahepatic metastases excluded)
xix. Hepatocellular Carcinoma (HCC) when all of the followicanditions
aremet:
(&) The member is not a candidate for subtotal lregection
(b) The memberhasa single tumor lessthan or equalto 5 cm in
diameter or up to 3 lesions each smaller tham3
(c) There is no macrovascular involvement oidentifiable
extrahepatic spread of tumorgarrounding lymph node$,ngs,
abdominal organs or bones)d
(d) This is not a recurrence of previous resected or tré#B€cl
xX. Retransplantation when any of the followinggurs:
(@) Chronic rejection with documented adherence tqtst
transplantprotocols
(b) Biliary stricture
(c) Hepatic arterghrombosis
(d) Graftthrombosis
(e) Sickle cellhepatopathy
( Hepatic veneocclusivedisease
c. Reinfection with the Hepatitis C virus following a liver transplarans
absolute contraindication tetransplantation.

ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM 310-97
AHCCCSMEDICAL PoLICcYy M ANUAL



CHAPTER 300
MEDICAL PoLicy FOR AHCCCSCOVERED SERVICES

PoLicy 310
COVERED SERVICES

d. Additional Indicatons Limited to Pediatridransplants
Criteria for medical necessity for liver transplantation limited toplediatric
population include, but are not limited to, the followindications:
I. Intractable cholestasis, intrahepatic (idiopathic neohaaattis)
ii.  Portalhypertension
iii.  Multiple episodes of ascendiolangitis
iv. Failure of synthetiéunction
v. Failure to thrivemalnutrition
vi. Intractableascites
vii. Encephalopathy
vii. Carol i 6s with Coi€gREsti ve Heart
ix. Cysticfibrosis
X.  Metabolic defects for which Jer transplantation will reversdife
threatening illness and prevent irreversible Central NervBystem
(CNS) damage. The following may be underlying diagnodesirders
that lead to pediatric livaransplantation:
(@) Urea cycledefects
(b) Selected organiacidemias
(c) Crigler-Najjar Syndrome
(d) Familial hypercholesterolemia
(e) Neonatal iron storagdisease
(H Hyperoxaluria Typée
() Hemophilia A andB
(h) Tyrosinemia
() Glycogen storage disease (I, IN)
() Glycogen debrancher deficient
(k) Disorders of bile acidnetabolism
() Lipid storage disease, and
(m) Protein CDeficiency
(n) Malignancy including but not limitetb:
(o) Hepatoblastoma
(p) Hepatocellulacarcinoma
(q) Hemangioendothelioma
(» Sarcomasand
(s) Neuroendocrine tumors when the tumor does not exteyoind
the margins of thever
e. Contraindicéions Limited toAdults
In addition to the contraindications noted in Section A of tRislicy,
contraindications to liver transplantationadults, include, but are ndimited
to:
i. Malignancies, other than Hepatocellular Carcinoma (HCC) thth
criteria previously stated in thiection
il. Acute severe hemodynamic compromise at the time of transplant
accompanied by compromise or failure of one or more sggns
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iii. The need for prior transplantation of another organ such askidngy,
heart or bloodr marrow if this represents a-eaistence o$ignificant
disease

iv. Insulin-dependent diabetes mellitus with em@jandisease

v. Gross vascular invasion of hepatocellular carcinama,

vi. Systemic diseases that will result in member death regardliegsrof
transplant

vii. Morbid obesity with BMI >3%g/m>.

f. Contraindications Limited to Pediatric Livéransplants

In addition to the contraindications noted in Section A of Blaikcy,

contraindications to liver transplantation in the pediatric populatidode,

butare not limitedo:

i. Persistentviremia

ii.  Active sepsis

iii. Severe cardipulmonarycomorbidities

iv. Severe neurologicalisorder

v. Gross vascular invasion of hepatocelldarcinoma

vi. Malignancy extending beyond the margins of the liver with excepgion

neureendocrne tumors metastatic into the livand

vii. Systemic diseases that will result in membeleath despiteliver

transplant

6. Kidney

a. Indications
Criteria for medical necessity for live donor or cadavekidney
transplantation includes, but is not lindt, the followingndications:
All dialysis or advanced chronic kidney disease patients teaasplant
candidates until deemed unsuitable for transplant. Transplanisiglly
indicated when Glomerular Filtration Rate (GFR) falls belown2énin.
i. When the onset of dialysis is expected in the next six mofphsemptive
transplant)
ii. Symptomatic uremia at GFR abover2min.
b. Indications Limited to the PediatriRopulation
For pediatric kidney transplants, additional criteria folransplantation
include, bu are not limitedo:
i. Wil mdéds t-metastatic)fnd o n
ii. Oxalosis (may also require a livkidney transplant and wilbe
considered on a casy-casebasis)
c. Contraindications
In addition to the contraindications noted in Section A of Hosicy,
contrairdications to kidney transplantation include, but are not lintdged
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I. Potential complications from immunosuppressive regimease
unacceptable to the member (the benefits of remaininglialysis
outweigh the risks afansplantation)

ii.  Structural problemsrabnormalities with the lower urinary traghich
interfere with normal renal function of the transplarkigbhey

iii. Severe cardiomyopathy or ischemic heart disease thatesmettable

iv. Cardiac ejection fraction30%

v. Hepaticcirrhosis

vi. Diffuse, pronounceglascular disease that is ruatrrectable

vii. Active peptic ulcedisease

viii. Any chronic medical condition besides chronic kidmfunction
where life expectancy is less than two years

ix. Morbid Obesity with BMI > 3%g/m?

d. Living Kidney Donor ExclusiorCriteria
i. In order to qualify as a living kidney donor, the donor must be at [East
but not more than 65 yearsof age and must be able to give informed
consent.

ii. In addition, the donor will not be considered if he/she has atingof

following:

(&) Hypertension (>140/96r requiresnedication)

(b) Diabetes or abnormal glucose intoleratecst

(c) Proteinuria >250 mg/2lours

(d) Recent or recurrent kidneyones

(e) Donors with a history of familial kidney disease sucAlg®rt
Syndrome, polycystic kidney disease, and nephrotic syreimunst
be assessed fask

(H Abnormal glomerular filtration rate, creatinine clearaxg@
mL/min

(g) Microscopichematuria

(h)  Structural abnormalities in donor kidney

() History of prior malignancy other than cutaneous squamobasal
cell cancer

()  Significant cemorbid medical conditions, (e.g., malignan®QPD,
etc.)

(k) Obesity (with BMI >3%g/m?)

(I)  History of thrombosis or thromboembolisar,

(m) Psychiatric contraindications including active substaiese

7. Simultaneous Liver/Kidne{SLK)

a. Timing ofreferral:
Prior to referral to a transplantcenterfor evaluation,the Contractorshall
calculatethe adult me mb eModekfor End stageLiver Disease(MELD)
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score. An adult membermusthavea MELD scoregreaterthan 10 to meet
criteria forreferral.
The Contractor shall tac ul at e t he pedi atr stage me mbe
Liver Disease (PELD) score prior to transplant evaluation. The P&tdve
automatically assigns additional points fartald.

b. Indications for Simultaneous Liver/Kidn8yansplants
Refer to the individualiver and kidney sections in this Policy fordications
and general medicabnsiderations.

c. Contraindications for Simultaneous Liver/Kidn€sansplants
Refer to the individual liver and kidney sections in this Polifyr
contraindications and general mealiconsiderations.

8. Simultaneous Pancreas/Kidn&SPK)

a. Indications for Simultaneous Pancreas/Kidney (SPidhsplantation
Criteria  for medical necessity for simultaneous pancreas/kidney
transplantation include, but are not limited to, the follovirtications:

i. Insulin-dependent diabetes mellitus with impending renal faiamd,
ii. The member is an acceptable candidate for pantieeesplantation

b. Contraindications
In addition to the general contraindications noted in Section A oftbigy,
contraindicabns to SPK include, but are not limited
i. Uncorrectable cardiovascular or peripheral vasaikgase
ii. Cardiac ejection fraction 30%

iii. Peripheral vascular disease that isawtectable

iv. Active substance abusay,

v. Endorgan disease, in other than pansreakidney, secondary fasulin-
dependent diabetesellitus

vi. Morbid obesity with BMI >3kg/mz=.

9. Pancreas After Kidnef(PAK)

For EPSDT members,coveredservicesare limited to total pancreasonly after
kidney transplant. Partial pancreas and islet tcalisplantation are notovered
for both EPSDT member s aoldet. member 6s age
a. Indications for Pancreas After Kidn@&yansplantation

Criteria for medical necessity of pancreas after kidtr@psplantation

include, but are not limitetb:

i. Achievement of adequate renal function post kidney transplantatidn,

ii. Extreme labile Type | diabetes that has not respondedteentional

therapy including an insulipump

b. Contraindications
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In addition to the general contraindications noted in Sectiof thi® Policy,

contraindications to pancreas after kidney transplantation include, bootare

limited to:

i. Uncorrectable cardiovascular or peripheral vasalilgase

ii. Cardiac ejection fraction 30%

iii. Peripheral vascular disease that iscwtectable

iv. Active substancabuse

v. Endorgan disease, in other than pancreas or kidney, secondasylio-
dependent diabetes mellitus,

vi. Morbid obesity with BMI >3kg/m>.

10.Pancrea®nly

Pancrea®nly transplantsare limited to EPSDTmembersand are coveredwhen

themember meets the criteti@low.

a. Documented pancreas orgailure

b. Documented medically uncontrollable labile instdi@pendent diabetes
mellitus with documented recurrent, severe, acutelythifeateningmetabolic
complicationsthat requirefrequent(three or more emergencyoom visits or
hospital admissions in a thresonth periodhospitalization

c. Hospitalizations related to complications due to frequéagpoglycemia
unawareness or recurring severe ketoacidosis, or recuhyppglycemic
attacksand

d. Managementby an endocrinologistfor a minimum of 12 monthswith the
most medically recognized advanced insulin formulations aetivery
systems, including insulin pump therapwfpropriate.
NoTE: For individuals age 21 and older, AHCCCS covers pancreasafter
kidney and simultaneous pancreas/kidney transplants. Pancrabs
transplants are not a covered benefit for adults unless the memker
previously had a Pancreas after Kidney transplant Simultaneous
Pancreas/Kidney transplant and the pancreasdliisg.

11.Visceral Transplants

NOTE: Visceraltransplantations limited to membersvho areunder21 yearsof
age and meet the medical eligibildyiteria.

Cadavericen bloc visceral transplantsnvolving pancreas/liver/smalbowel are

covered when climially indicated.

a. Indications for EPSD™members
Criteria for visceral transplantatioralone, and combinedsmall bowel/liver/
pancreas transplantation in any combination include, but are not limitie to
following conditions:
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i.  Small bowel syndrome resulgnfrom inadequate intestingdropulsion
due to neuromusculanpairment

ii. Small bowel syndrome resulting from pasirgical conditions dueo
resectiongor:

(a) Intestinalcysts

(b) Mesenteric cysts

(c) Tumors involving smalbowel
(d) Cr o hdrséase

(e) Mesenteric thrombosisr

(H Volvulus

iii. Shortgut syndromes in which there is liver function impairmgrgually
secondary to Total Parenteral NutritidiPN])

iv. Impendingor overt liver or pancreadailure due to TPN-inducedliver
injury, with clinical manifestations including eleea serumbilirubin
and/or liver enzymes, splenomegaly, thrombocytopeaistroesophageal
varices, coagulapathy, stomal bleeding or heffiftiosis/cirrhosis

v. Thrombosis of two or more major central venous chan(algular,
subclavian or femoraleins)

vi. Two or more episodes per year of systemic sepsis seconddnyeto
infection, which require hospitalization, indicating failure of TiRBrapy

vii. Frequent episodes of severe dehydration despite intravefioigs
supplement in addition to TPNy

viii. Gastroschisis

c. Contraindications for EPSDifiembers

In addition to the general contraindications noted in Section A ofRbigy,

contraindications to visceral transplantation include, but are not limiteteo,

following conditions:

i. Insufficient vascular patency, and

ii. Life-threatening and neoorrectable illness not related to thegestive

system suclas:
@) Profound neurological disabilitpr
(b) Chronic cardigpulmonarydisease

D. HEMATOPOIETIC STEM CELL TRANSPLANTS (HSCT)

Hematopoietic Stem Cell Transplant (HSCT) is tla@s$plantation of bloostem
cells derived from the bone marrow or blood, including cord biGodditioning
therapy includes either myeloablative or nonmyeloablative induction watitloout
Total Body Irradiatior{TBI).

Medical necessity for Cord Blootransplantation (CBT) in adults will loketermined
on a caséy-case basis. For any pediatric CBT, a single cord blood unibsvill
considered standatckatment.
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E. AutoLoGous HSCT

Criteria for medical necessity for autologous HSCT include, but are ntdirto,the
following indications:

1. ADULTS

Acute Myelogenous Leukemia (AML) iemission
Chronic Myelogenous Leukemia (CML) remission
Relapsed Hodgkin Lymphoma thatcisemosensitive
Mantle cell lymphoma that ishemosensitive

Germ cell tumorgtandem)

Multiple myeloma(tandem)

Amyloidosis in patients with adequate ordanction
Wa | d e n sracroglobélisemia

Non-Hodgkin lymphoma subtypes where peeviewed data hasonfirmed
safety and efficacy of the proposed transpfaiatedure.

S@~oo0oTp

2. PEDIATRIC

a. Neurdblastoma (tandem appropriate if done per a clirircal)

b. Medulloblastoma

c. Brain tumors, other than medulloblastoma, including central nersgsiem
germ cell tumors, Peripheral NedEztodermal Tumor (PNET)atypical
Teratoid/ Rhabdoid Tumor (AT/RT), gilbdendroglioma, anghineoblastoma,
where peerrevieweddataon safetyand efficacy for the proposediransplant
procedure have been successfdiynonstrated.

d. Relapsed chemsensitive Hodgkitlymphoma

Relapsed chemsensitive NorHodgkinlymphoma

Other pedat ri ¢ solid tumors (Wil maheret umor

peerrevieweddata on safety and efficacy for the proposedtransplanthave

been successfullyemonstrated.

()]

Whether a specific disease meets the criteria for autologous HS@feisnined

by curent guidelines as published by specialty societies such asnibecan

Society for Blood and Marrow Transplantation (ASBMT) and tBdni | dr en 6 s
Oncology GrougCOG).

3. CONTRAINDICATIONS

In addition to the generalcontraindicationsnoted in SectionA of this Policy,
contraindications to Autologous HSCT include, but are not limited to, the
following conditions:
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Evidence of cirrhosis or significant liver dysfunction, since this canfaetar
for development of Sinusoidal Obstruction Syndrome (SOS) fornoadlgd
Veno-Occlusive Diseas@/OD)

Uncontrolled, progressive or active systemic infection at the tinh@$plant
is an absolute contraindication. Prior infection, or infection where tigere
relative control with a pogtansplant plan of control, isot an absolute
contraindication and must be considered on a-bgsmsebasis.

Prior malignancy,other than diseasebeing treatedby transplant,within the
last five years. These must be considered on alpasasebasis.

Cystic fibrosis (absolute)and other multi-systemdiseasenot correctableby
hematopoietic stem cdlansplantation

Endorgan damage of either heartlongs

Parenchymal brain disease that raises the risk of cerebrovdsemarrhage
Prior allogeneic hematopoietic stem cell transplaist a relative
contraindication depending on disease responsiveness, disEadeol,
patientds perfor mance s-in@hdities., Thesen d
must be considered on a cdsecasebasis.

F. ALLOGENEIC HSCT

Criteria for medical necessityrféllogeneic HSCT include, but are not limited tiog
following indications:

1. ADULTS

a.

Acute Myelogenous Leukemia

i. Primary indication failure or slow to induce or refractdisease

ii. In first completeremission,if patientat moderaterisk for relapseper
standard criteria and a match, related donawvalable

iii. In first complete remission, if patient at higkk for relapse pestandard
criteria and has either a match, related donor or amaithedunrelated
donor availableor

iv. In second completeemissia.

Acute Lymphogenous Leukemia, iemission

Chronic Myelogenous Leukemia

i. Unresponsive to tyrosine kinase inhibitor control with three prior lofes
therapyor

ii. Intolerance to tyrosine kinase inhibitors or has severeetidets

iii. Accelerated phase or blastsis.

Relapsed or progressive Hodgkin lymphoma thah&amosensitive

Relapsed or progressive large cell Non-Hodgkin lymphoma that is

chemosensitive
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Chemosensitive lowgrade or follicular NofHodgkin lymphoma when
clinical evidence indicates transfortizan to more aggressive subtyffichter
transformation)

Relapsed or progressive Nétodgkin lymphoma that is chemosensitiaad
there is peereviewed data demonstrating both safety and efficacytlier
particular NHL subtype involveay

MyelodysplasticSyndrome with acceptable donor (either a matchethted
donor or well, matched, unrelatddnor)

FanconiAnemia

Other Hematological Disorders for which peeviewed data on safetgnd
efficacy for proposed transplant have been successfdiynonstrated
including, but not limitedo:

i. Sickle celldisease

ii. Severe congenitainemia

iii. Thalassemia

. PEDIATRIC

.

Acute Myelogenous Leukemia

Juvenile Myelomonocytic Leukemia, at any stage, with any diyper

Chronic Myelogenous Leukemia

i. Unresponsive to tyrosine kinag#ibitor control (usually three pridines
of therapy.

ii. Intolerance to tyrosine Kinase inhibitoos,

iii. Accelerated phase or blastsis

Acute Lymphogenoukeukemia

i. In first complete remission, if highsk for relapse; or primaryndication
failures whosubsequently achieve a first complegmission

ii. T-cell Acute Lymphogenous Leukemia in first complete remissidth
early marrow relapse (<six montfts)

iii. In the secondcompleteremission,if early relapse(lessthan 36 months
remission)

Relapsed or progrsiwve Hodgkin Lymphoma that hemosensitive.

Relapsed or progressive Nétodgkin Lymphoma that is chemosensitiand

there is peereviewed data demonstrating safety and efficiency thed

proposed procedure for the particular Néodgkin Lymphomasubtype

involved.

Inborn errors of Metabolism in patients who have not yet suffeitber

significant or irreversible endrgandamage.

Exampleindications:

Hurlersyndrome

Sly syndroméMPSVII)

D-Mannosidosis

X-linked Adrenoleukodystrophy
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Aspartylglucosaminua
Wolmandisease
Late infantile metachromatieukodystrophy
Krabbedisease
h. Primary lethal immune deficiencies and hemophagodytigphohistiocytosis
such as:
i. Wiskott-Aldrich Syndrome
ii. Severe combined immune deficienc{8€ID)
i. FanconiAnemia
J. Other Hematolgical Disorders for which peeeviewed data on safetgnd
efficacy for the proposed transplant have been succesdfigiyonstrated,
including but not limitedo:
i. Sickle celldisease
ii. Severe congenitainemia
iii. Thalassemia

3. CONTRAINDICATIONS

In addition to he contraindications noted in Section A of thRolicy,

contraindications to allogeneic HSCT include, but are not limited tfe,

following conditions:

a. Evidence of cirrhosis or sever livdysfunction

b. Cystic fibrosis is an absolut®ntraindication

c. Uncontolled, progressive or active systemic infection at the tinteaoSplant
is an absoluteontraindication

d. Endorgan damage of either heartlongs

Parenchymal brain disease that poses a risk for cerebrovasemarrhage

Prior hematopoietic stem cell atisplant is a relativecontraindication

depending on disease r espo psformamaee s s,

status, and presence of otherroorbidities. These must be considered an

caseby-casebasis.

0]

G. OuT-OF-NETWORK COVERAGE

AHCCCS provides adof-network coverage for solid organ or hematopoistiem
cell transplants for those members who have current medical requiremeotntiit
be met by an appropriatein-network transplantcenter. Thesemedicalrequirements
must be manifested as requogi either a specific level of technical expertise or
program coverage that is not currently provided by AHCCCS contracted faciities.
requestfor out-of-network coveragewill not be approvedif the memberhasalready
received a medical denial from an ABCS contracted transplant center. The ofse
out-of-network transplant centers is determined by the review of qualityoatcbme
data as published by their accreditation organization as well as theagoowainment
standards.
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When a member completest AHCCCS approved transplantation at antof-
network facility, the necessary folleup services will be covered througan
AHCCCS contractedn-network facility, if oneis available.Theseservicesinclude,
but are not limited to, travel, lodging, mealwedical testing angostoperative
evaluation and apply to any transplant performed under AHCCCS coveragber
third-party payer or througself-pay.

H. MULTIPLE SITE LISTING FOR SOLID ORGAN/HEMATOPOIETIC TRANSPLANTATION

If a member seeks to be evakd for solid organ, or hematopoietic stecsll
transplantation and is "listed" with more than the primary AHCGf®S8tracted
transplant center, AHCCCS wideliceeenl y pay

In the event that a member becomes listed by aitfa@ther than theprimary
AHCCCS contractedransplantcenter, AHCCCS will not provide coveragefor any
costs in excess of the statentracted rate for the specific transplamttcedure.

In addition, reimbursement will be available only to FACT acceedior UNOS
approvedfacilities. Facilities must be CMS certified transplantcentersand must
meet the Medicare conditions of participation as well as the special requireiments
transplant centers set forth in 42 CFR B&82..

If a member chooses to nakis/her own arrangements for travel, lodgargl/or
meals,then the membermust notify the Contractor(or AHCCCS if theyarea Fee
For-Service [FFS] member), of the arrangements they have made. In additeon,
member,in suchcircumstancesis respondile for securingand sendingappropriate
medical records to the appropriate transplant case manager. If the meimber
receiving serviceson an FFS basisthrough AHCCCS Administration, appropriate
medical records must be sent to the transplant case mandgerAHCCCSDivision

of Health Care Management, Medical Managenhnmit.

. NON TRANSPLANT MEDICALLY NECESSARY SERVICES COVERED BY AHCCCS FoR
MEMBERS WHO RECEIVE NON COVERED TRANSPLANTS

If a member receives a transplant that is not covered by AHCG@&Slcally
necessary, neaxperimental services commence following discharge fromaihge
care hospitalization for theansplant.

1. Covered services include, but are not limited
a. Transitional living arrangements appropriately orderedofmsttransplant
members when the member does not live in close proximity toethier
b. Essential laboratory and radiologgocedures
c. Medically necessary pestansplantherapies
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d. Immunosuppressant medicatioasd
e. Medically necessaryansportation

2. Covered services do himclude:
a. Evaluations and treatments to prepare for transpkamdidacy
b. The actual transplant procedure and accompanying hospitalization,
c. Organ or tissuprocurement

AHCCCS reimbursement of the Contractor for medically necessaryices
following non-coveredorgan transplantations in accordancewith the regular
reinsurance guidelines found in the Reinsurance Processing Maid@ICCS
covered transplantation and its related medically necessary serdces
reimbursed in accordance with the transpleinsurance guidelines found the
Reinsurance Processing Manual with the exception of kidney transptantea
transplants and bone grafts. These services are covered as pegtjubdr
capitation payments and any related services may be coveaeddrdancewith
the regular reinsuranggliidelines.

Refer to Policy 32, AHCCCS Member Participatiorin Experimental
Treatment for additional information regarding AHCCCS member participation
experimentatreatment.

J. TRANSPLANTATION MANAGEMENT

The AHCCCS Administration has entered into a contract withransplantation
management entity (Consultant) to review developments, outcomeseapdctive
changesin technology,as well as assistin the developmentand revision of this

Policy. The Consultant M/ be available, as necessary, to provide experggmrding
clinical issues arising from transplaetuests.

Although the contractor is encouraged to consult with ttransplantation
management entity (AHCCCS Consultant) under contract with AHCGQS

guidance in making medical determinations regarding transplants. Contractoct are
requiredto use the AHCCCS Consultantin reachingtheir medical determination.
Contractors have the option of obtaining their own expert opinion. A writtedical

justii cati on for the Contracdasear 6s deci sion i

AHCCCS, in partnership with the Consultant, is available to assist with queatidns
issues concerning specific diagnoses and medical conditions that are cforered
transplantation.

Consutation may include, but is not limited:
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1. Telephone access to the Consultant Medical Director. Access valirarged
by the DHCM Medical Managemebhnit.

2. Regular updates on changes in experimental status of selected trangpthnts
advances in technadjy anddevices

3. Analysis of transplantation and related technology developmentsemibigh
information, including cost projections,to assistAHCCCS in revising this
Policy as necessargnd

4. Assistance in recommendation of approved/appropriate trangatalities, as
necessary, for owdf-networkcoverage.

REFERENCES

1. 42 U.S.C1396b(i)

2. Title 42, Code f Federal Regulations (42 CER).35

3. Title 42, Code of Federal Regulations (42 CFR) Parts 440, 4828&nd
4. Arizona Revised Statues (A.R.$36-2907

5. Arizona Statd”lan

6. Arizona Administrative Code (A.A.C.) R22 Article 2; R928 Article 2, R9-31
Article 2.

7. Attachment A of this Policy for extended eligibiljpyocess/procedure

8. Chapter 300 of this Manual, Policy 3B0for information regardingAHCCCS
member participation in experimental treatment

9. Chapter 500 of this Manual, for information regarding care coordindgton
transplant candidates who experience an interruption of eligibilgymmiment

10. Chapter800 of this Manual, for fee-for-service prior authorizationrequirementgor
providers

11. AHCCCS Division of Health Care Management ReinsurancdrocessingManual,
for information regarding Contractor applications for transplantagimsurance

12.The AHCCCS Contracts, including specialgntracts, for furtherinformation
regarding transplants ameinsurance.
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310EE NEGATIVE PRESSUREWOUND THERAPY (NPWT)

REVISION DATE: 8/01/13

INITIAL
EFFECTIVEDATE: 10/01/200¢

DESCRIPTION

AHCCCS covers negative pressure wound therapy as, spenifl@dpolicy.

DEFINITIONS

Licensedhealth care professionalor the purposes of this Policy, mée a physician,
Physi ci an PA), Musses Practitianert (NP), Registered Nurse (RNgensed
PracticaNurse(LPN), or PhysicalTherapist(PT).

The Stages of pressure ulcers, for purposes ofRbigy, are agollows:

Stage | - Observable pressure related alteratadnintact skin whose indicatorss
comparedo the adjacent or opposite area on the body may include changes or
more of the fdbwing: skin temperature (warmth or coolness), tisst@nsistency
(firm or boggy feel) and/or sensation (pain, itching). The ulcer appears @sfireed
areaof persistent redness lightly pigmented skin, wheream darker skintones,
the ulce may appear with persistent red, blue, or putples.

Stage Il - Partial thickness skin loss involving epidermis, dermis, or both. Gloer
is superficialandpresentglinically asanabrasionplister,or shallowcrater.

Stage Il - Full thicknes skin loss involving damage to, or necrosisf,
subcutaneous tissue thagy extend down tobut not through, underlying fascia he
ulcer presents clinically as a deep crater with or without undermimhgdjacent
tissue.

Stage IV - Full thickness skinloss with extensive destruction, tissue necrosisy
damage to muscle, bone, or supporting structures (e.g., tefmiah, capsule).
Undermining and sinus traciéssomaybeassociated with Stage IV pressuuécers.
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Chronici Present for a miniomm of 30days.

AMOUNT ., DURATION AND PE

AHCCCS covers Negative Pressure Wound Therapy (NPWT) pump and supptles
home or alternative residential setting mursing facility setting according to the
guidelines providedh this Policy.

A. INITIAL COVERAGE:

AHCCCS covers NPWT (including NPWT pump and supplies) when botheof
following criteria aremet.

1. Member has one of the following eligildenditions:
Chronic Stagéll or IV pressurailcer

Chronic neuropathic (e.g. diabetidrer

Chronic venas or arterial insufficiencylcer

Chronic ulcer of mixe@tiology

Dehiscedvound or wound with exposed hardwarebone
Complicationsof a surgically createdfound

~Pooow

and

2. A wound care program as described below nimastebeen tried or considered
and ruledout prior to application of NPWT. Each of the following componenfs
a wound therapy prograrmust be addressed, applied, orconsiderecand
ruled out prior to application MPWT:
a. Documentationnt he member 6s medi cal andecord of
wound measurements by a licensed health care professindal,
b. Application of dressings tmaintaina moist woundenvironmentand
c. Debridement of necrotic tissiufepresentand
d. Evaluation of and provision for adequate nutriticstatus.

B. CONTINUED COVERAGE:

For NPWT coverageto continueonceinitiated, a licensedhealthcare professional
must perform théollowing:

1. On atleasta weeklybasis,
a. directly assess the wound(s) being treated with the NRWT,
b. supervise or directly perform the NPWT dreggihanges.

2. On atleasta mont hly basi s, document anthanges
characteristics.
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C. WHEN COVERAGE ENDS:

A NPWT pumpandsuppliesare not considerednedicallynecessaryf anyoneor
more of the followingpccurs:

1. Criteria for @ntinued coverage arm longermet.

2. Despite meeting initial coverage criteria, a provider with the necelsangure
to order NPWT (for the purposesof this paragraphan MD, DO, NP, or PA)
determines that adequate wound healing has occurred to thee= degtNPWT
may bediscontinued.

3. Despite meeting initial coverage criteria, a provider with the necelsangure
to order NPWT determines thab measurable degree of wound healihgs
occurred during the prior month. Wound healisglefined asimprovement
occurringin either surface area or depth of theund.

4. When equipment or supplies arelongerbeing used for thenember.

L IMITATIONS

An NPWT pumpandsupplieswill bedeniedif oneor moreof thefollowing arepresent:

Necrotic tissue witlescharin the woundjf debridementis not attempted,
Untreated osteomyelitis within the vicinity of tveund,

Cancer tissue thewound,

Untreatedistulato anorganor bodycavitywithin thevicinity of thewound.

== =4 -4 A
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FF MONITORING CONTROLLED AND NON-CONTROLLED
M EDICATION UTILIZATION

INITIAL
EFFECTIVEDATE: 01/01/2016

DESCRIPTION

All Contractorsand the AHCCCS FeeFor-Service programmust engagein activities to

monitor controlled and neoontrolled medication use, as set for thishe policy. Thepolicy

also delineates minimum requirements to ensure members receive clireqgdhppriate
prescriptions. These requirements are also referrednteagentions.

DEFINITIONS

Controlled Substance means drugs and other substances$ #ma consideredontrolled
substances under the Controlled Substancé@®A).

CSPMP means the Arizona State Board of Pharmacy Controlled SubsRreseription
Monitoring Program

Drug Diversion means the redirection of prescription drugs for iljpcitposes.

Exclusive Pharmacy meansthe individual pharmacy,which is chosenby the memberor
assigned by the Contractor to provide all medically necessary fedeeathbursable
pharmaceuticals to threember.

AMOUNT ., DURATION AND PE
A. MINIMUM MONITORING REQUIREMENTS

1. Contractors and Feeor-Service are required to monitor controlled and -non
controlled medications on an ongoing basis. Monitoring must includea at
minimum, the evaluation of prescription utilization by membegysescribing
patterns by chicians and dispensing by pharmacies. Drug utilization datalshall
usedto identify and screenhigh-risk membersand providerswho may facilitate
drug diversion. The monitoring requirements are to determine potential noisuse
the drugs used in the follang therapeutic classes. The listludes:

a. Atypical Antipsychotics
b. Benzodiazepines

c. Hypnotics

d. MuscleRelaxants

e. Opioids
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f. Stimulants

2. Contractors shall utilize the following resources, when available, thair
monitoringactivities.
a. Prescription claimsaia
b. Arizona State Board of PharmaCgPMP
c. Indian Health Service (IHS) and Tribal 638 pharmdata
d. RBHA/TRBHA prescription claimslata
e. Other pertinentlata

3. Contractorshall evaluate the prescription claims data at a minimum, quarterly,
identify:
a. Medicatons filled prior to the calculatedayssupply

b. Number of prescribinglinicians

c. Number of different pharmacies utilized by thember

d. Other potential indicators of medicationsuse

B. MINIMUM INTERVENTION REQUIREMENTS

Contractors and Fedeor-Service shallimplement the following interventionso
ensure members receive the appropriate medication, dosage, quanfitgcarhcy.
Contractor interventions requirattlude:

1. Pointof-Sale (POS) safety edits and quaniityits
2. Care/casenanagement

3. Referral tg or coordination of care with, a behavioral health service providar(s)
other appropriatspecialist.

4. Assignment of members who meet any of the evaluation parameters in Table 1
an exclusivepharmacyand/orsingle prescriberfor a minimum 12-month period
exceptfor the following membersMemberswith one or more of the following
conditions shall not be subject to the intervention requirements describdddn B
a. Members in treatment for an active oncolaliggnosis,

b. Members receiving hospice caoe,
c. Members residing in a skilled nursifagility.
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TABLE 1: PROGRAM EVALUATION CRITERIA

MINIMUM CRITERIA FOR [NITIATING

EVALUATION PARAMETER
INTERVENTIONS

OVER-UTILIZATION Member utilized the following in &
month timeperiod:
> 4 prescribersand
> 4 different abuse potential drugs)d
> 4 Pharmacies.

OR

Member has received 12 ormore
prescriptions of the medications listad
section Al in the past Bnonths.

FRAUD Member has presented a forgedhlbered
prescription to th@harmacy.

5. A member who 3§ assigned to an exclusive pharmacy and/oreanlusive
prescriberfor 12 monthsmust be provideda written notice of action at least30
days prior to the effective date of the assignment. The written noticeinulistie
the factual and legal bases for tiestriction and must also inform the memilwér
the opportunityto file a requestfor hearingand the timeframesand processfor
doing so. Contractorsshall not implementthe restriction before providing the
membernotice and opportunityfor a hearing.If the memberhasfiled a request
for hearing, no restriction shall be imposed until such time thatdaninistrative
action through the Gri evance DecBigrst em
or voluntary withdrawal by the member, has affirmedrésgiction.

6. Atthe end of the I-Znonth time period, the Contractor shall reviewthe mb er 6 s
prescription and other utilization data to determine whether the intervemilion
be continuedor removed.The Contractormust notify the memberin writing of
the decisionto continueor discontinuethe assignmenbf the pharmacyand/or
provider. If the decision is to continue the assignment, the Contractequsred
to include instructions for the appeals/fair hearing process in the notifidatien
to themember.

7. The interventionof assigningan exclusive pharmacyand/or provider does not
apply to emergency services furnished to the member. The Contrachost
ensure that the member has reasonable access to AHCCCS cseereds,
taking into account the egpgraphic location and reasonable travéhe.
Contractors are required to provide specific instructions to the mertier,
assigned exclusive pharmacy and/or exclusive provider, and Bi@rmacy
Benefit Manager (PBM) on how to address fibleowing:
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a. Emergencies defined amedical services provided for n&iES memberdor
the treatment of an emergency medical condition that manifests itsatfuly
symptomsof sufficient severity, including severepain, suchthat a prudent
layperson who possesses anrage knowledge of health and medicimeuld
reasonably expect the absence of immediate medical attention tarmesult
i. P acing the membgeopardy, heal th in seri ou
ii. Serious impairment to bodily functiors,
iii. Serious dysfunction of any bodily organpairt.
b. Themedication is oubf-stock at the exclusive pharmaoy,
c. Theexclusive pharmacy dosed.

C. REPORTING REQUIREMENTS

1. Identified cases of member deaths due to medication poisoning/overdtisacor
substances must be r efliggrMarmgementostafiorn e Con
research anceview.

2. Contractorsareresponsiblgor reportingall suspectedraud, wasteand abuseto
the appropriatentity.

3. Contractors are required to report to AHCCCS, as specified in Gbatract
Chart of Deliverablesa report of members assigned to a pharmaaoy/or
prescribingclinician which includesthe numberof memberswhich on the date
of the reportare assignedo using a exclusivepharmacyor Prescriber/Providers
due to excessive use of prescriptive medicat{oascotics aneon-narcotics)

REFERENCES

1. Controlled SubstancéAct (CSA), Title 21- Food and Drugs, Chapter13 Drug
Abuse Prevention And Control, SubchapteiQontrol andeEnforcement

2. Code of Federal Regulations 42 CERL.54.
3. Drug Diversion in the Mdicaid Program: State Strategies fdReducing
Prescription Drug Diversion in Medicaid. Centers for Medicare Etatlicaid

Services. Janua012.

4. Code of Federal Regulations 42 CE&R).230
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GG NUTRITIONAL ASSESSMENTSAND NUTRITIONAL THERAPY

INITIAL
EFFecTveE DATE: 10/01/2015

DESCRIPTION

Nutritional assessmengsdnutritional therapy apply t@ll membersvhosehealth statugnay
improve or be maintainedwith nutrition intervention.Specific policy requirementselatedto
nutritional assessmerasdnutritional therapy within thisManualare a$ollows:

1. AMPM Chapter 400,Policy 430, EPSDT Servicesi Provideslanguage and
requirementsspecific to nutritional assessments and nutritiotlaérapy for all
member20 yearsof ageandunder (AcuteandALTCSmemlers).

2. AMPM Chapter 300,Policy 326H, Medical Foodsi Provides languageand
requirementspecific tomemberaith specificmetaboliaiseases.

Thefollowing serviceglescribedn this policy applyto all member21 yearsof ageandolder.

NoTE: Referto the CDC website ahttp://www.cdc.gov/healthyweight/assessing/brfof
BodyMass Index (BMI) related information atabls.

AMOUNT . DURATION AND PE

Nutritional Assessment$ Nutritional assessmentgre conductedo assistmembers21 years
of age andblder, whosehealthstatus may improve withutritional intervention.AHCCCS
coversthe assessmemtf nutritional statusas determined necessary and as a pdréaitthrisk
assessment drscreening servicegrovidedby theme mb &ringasy CareProvider (PCP).
Nutritional assessment services provibgdaregistered dietitian alsmovered when orderday
theme mb PCR. ®o initiate the referral for nutritional assessmenthe PCP mustcomply
with ManagedCare Contractor protocols or AHCCCSAdministration protocols forFFS
members.

AHCCCS coversnutritional therapyon an enteral,parenteralbr oral basiswhen determined
medically necessary farovideeithercomplete daily dietaryequiranents,or to supplemenga
me mb eailynsitritionaland caloriéntake.

1. Enteral NutritionalTherapyi Providediquid nourishmentirectly to thedigestive
tractof a member wha@annot ingesan appropriate amourdf caloriesto maintain
an acceptable rtutional status. Enteral nutritiols commonly provided by}-tube,
G-tube or N/Gube.
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Referto the specific Managed Caré€ontractorfor managecdcare membersor to

Chapter800 of this Manual, awell as the AHCCCS Care Managem@&ystems
Unit (CMSU) Unit, for FeeFor-Service(FFS) membergegardinginformation on

prior authorizatiorrequirements.

2. Parenteral Nutritional herapyi Provides nourishment throughe venous system
to memberswith severe pathology of the alimentaimact thatdoes notallow
aborptionof sufficient nutrientdo maintain weight andtrength.

Referto the specificManaged Caré&ontractorfor managedcare membersor to
Chapter800 of this Manual, as well as tl ®HCCCS CMSU Unit, for FFS
membersegardingnformationon priorauthaizationrequirements.

3. CommercialOral Supplemental Nutritional FeedingsProvidesnourishmentand
increasescaloric intake as aupplementto the me mb entakes of otherage
appropriate foodsyr as the solsourceof nutritionfor the memberNourishnentis
takenorally andis generallyprovidedthroughcommercialnutritional supplements
available without prescription.

A. Authorization from the me mb eMabdaged Care Contractoror the AHCCCS
Administration for FFS membersis required for commercial oral nutritional
supplements, unlesse membelis alsocurrentlyreceiving nutritionthroughenteralor
parenterafeedings.

B. Medical necessityfor commercialoral nutritional supplementsiust bedeterminedon
an individual basisby the me mb ePICB sr speciajt provider, using thecriteria
specifiedin this Policy. The PCP or specialfyovider must use theAHCCCS
approvedform, Chapter 300AttachmentC, Certificate of Medical Necessityfor
CommercialOral Nutritional Supplements (Membe?d Years of Age oGreater i
Initial or OngoingRequestsio obtainauthorization fronthe member's Manage@are
Contractor (and ALTCS®asemanagerjf applicable)or the AHCCCSAdministration
for FFSmembers.

C. The Certificate of Medical Necessityfor CommercialOral Nutritiond Supplements
must indicate specific criteriavere met when assessinghe medical necessityf
providing commercial oral nutritional supplemeniBhese criteria include the
following:

1. The Memberis currentlyunderweightwith a BMI of less thanl8.5, preenting
serious health consequences fothe member, or has already demonstrateda
medically significantdeclinein weight within the pastthreemonths(prior to the
assessment).

2. The member is able toonsume/eaho morethan 25% of his/her nutritional
requrements frontypical foodsources.
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3. Thememberhas beemrvaluatedand treatedor medicalconditions thamay cause
problemswith weight gain (suchas feeding problemdyehavioral conditionsor
psychosocial problems, endocrimegastrointestinal problesnetc.)and

4. The member has had atrial of higher caloric foods, blenderized foodsor
commonlyavailableproductsthatmay be used as dietasypplements$or a period
no lessthan 30 days in duratiolff. it is determinedhrough clinicaldocumentation
and other supportingevidencethat a trial of higher caloric foods would be
detrimentako theme mb e@wve@lshealth, the provider may submit Exh#80-2,
Certificate of Medical Necessitfor Commercial Oral Nutritional Supplements
along with supportinglocumentation demonstratitige risk posed to themmember
fortheContr act or 6 s oWe dDiecs @adigsi&adodesappravingthe
p r o v iprbeauti@oszatiomrequest.

D. SupportingdocumentatiomustaccompanyChapter300, Attachmen€, Certificate of
Medical Necessitjor Commercial OralNutritional SupplementsThis documentation
mustdemonstratéhat themembemeetsall of therequiredcriteriaandincludes:

1. Initial Requests

a. Documentatiordemonstrating thatutritional counselindgpas been q@vided as
a part of the healthrisk assessmenand screeningservicesprovidedto the
memberby the PCP or specialtgrovider, or through consultatiorwith a
registeredlietitian.

b. Clinical notes or othesupporting documentatiodated noearlier thanthree
monthsprior to dateof the requestproviding a detailedhistory andthorough
physical assessmeanhddemonstrating evidenad the membermmeetingall of
the requiredcriteria, asindicatedon the Certificate of Medical Necessity.The
physical assessmemustincludetheme mb er 6 s baghtweightifahdp a s t
BMI.

c. Documentatiordetailingalternatives thawere tried in areffort to boostcaloric
intake and/or change foodonsistencieghat haveproven unsuccessfuin
resolvingthe nutritional concerndentified,as well as membedherencéo the
prescribedlietaryplan/alternativeattempted.

2. OngoingRequests
a. Subsequent submissiomsust include a clinical note or othesupporting
documentation datedo earlier than three months prior to the datehef
requestthat includes thenembersoverall responsedo supplementaltherapy
and justificatiorfor continued supplemense. This mushcludetheme mber 6 s
toleranceo formula,recenthospitalizations, current height, weigatdBMI.

NOTE: Membersreceiving nutritionaltherapymustbe physicallyassesseldy the
me mb @CRjspecialtyprovider,or registeredlietitianatleastannually.
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b. Additionally, documentation demonstrating encouragement assistance
providedto thecaregivern weaning thanember fromsupplementahutritional
feedingsshould be included, wheppropriate.

Referto thespecificManaged Car€ontractor for managechremembersor to Chapter800of
this Manual,aswell as the AHCCCS CMSU Unitor FFSmembers regardingformation on
prior authorizatiorrequirements.

CONTRACTOR REQUIREMENTS

1. Contractorsnustdevelopguidelinesor useby the PCPin providingthefollowing:

a. Information necessary toobtain Prior Authorization for commerciabral
nutritionalsupplements,

b. Encouragment and assistantethe member and/or caregiver in weanthg
memberfrom the necessity fosupplemental nutritional feedingscluding
consultationby a Registered Dietitian/Nutritionist when determinggedically
necessary, and

c. Education andraining regarding proper sanitatiand temperature® avoid
contaminationof foods that are blenderizedor specially prepared forthe
memberjf thememberand/orcaregiverlectsto prepareheme mb éopdd s

2. Contractorsnust implement protocols faransitoninga membemwho is receiving
nutritional therapyto or from anothe€ontractoror anotheservicgrogram.

3. Contractorsnustimplementa procesdor verifying medicalnecessity ofutritional
therapy, througttihe receiptof supporting medicaflocumentaon dated within 3
months of the request,prior to giving initial or ongoingauthorizations for
nutritional therapy. Documentationust includeclinical notesor other supporting
documentation fronthe me mb PCH, specialtyprovider,or registereddietitian
including a detailed history and thorough physicalassessmenthat provides
evidenceof member meetingll of the required criteria,as indicated ornthe
Certificateof MedicalNecessity.

PROVIDER REQUIREMENTS

When requestingnitial or ongoing Prior Authorization(PA) for commercialoral nutritional
supplements, providersustensurehefollowing:

1. Documentsare submittedwith the completedCertificateof Medical Necessityto
support all of the necessaryequirementsfor Commercial Oral Nutritional
Supplementssdetailedabove.

2. If themember/caregivezlectsto prepare thenember'sood, educatiorandtraining
regarding propesanitationand temperature® avoid contaminatiorof foods that
areblendedor speciallyprepared fothe member igrovided.
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3. Ongoing monitoring isconductedto assessmemberadherence/toleranc® the
prescribed nutritional supplement reginerd determinenecessaryadjustmentgo
the prescribed amourttf supplemenareappropriate baseash theme mb eveights
loss/gain.

4. Documentation demonstrating encouragemantl assistanceprovided to the
member/caregivem weaning thememberfrom the necessityor supplemental
nutritional feedingswhenappropriate.
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