NOTICE OF FINAL RULEMAKING
TITLE 9. HEALTH SERVICES
CHAPTER 31. ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM (AHCCCS)

CHILDREN’S HEALTH INSURANCE PROGRAM

PREAMBLE
1. Sections Affected Rulemaking Action
R9-31-201 Amend
R9-31-204 Amend
R9-31-215 Amend
Article 16 Amend
R9-31-1601 Amend
R9-31-1602 Repeal
R9-31-1603 Repeal
R9-31-1604 Repeal
R9-31-1605 Repeal
R9-31-1606 Repeal
R9-31-1607 Repeal
R9-31-1608 Repeal
R9-31-1609 Repeal
R9-31-1610 Repeal
R9-31-1611 Repeal
R9-31-1612 Repeal
R9-31-1613 Repeal
R9-31-1614 Repeal
R9-31-1615 Repeal
R9-31-1622 Repeal
R9-31-1625 Repeal

The specific authority for the rulemaking, including both the authorizing statute (general) and the

N

statutes the rules are implementing (specific):

Authorizing statute: ~ A.R.S. 88 36-2903.01, 36-2907
Implementing statute: A.R.S. § 36-2907

3. The effective date of the rules:
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Effective immediately upon filing with the Secretary of State. The Administration believes that an immediate
effective date is necessary since the rule changes are less stringent than the rule that is currently in effect and the
rule changes do not have an impact on the public health, safety, welfare or environment, and do not affect the

public involvement and public participation process as described under A.R.S. § 41-1032 (A)(5).

A list of all previous notices appearing in the Register addressing the final rules:

Notice of Rulemaking Docket Opening: 17 A.A.R. 514, April 8, 2011
Notice of Proposed Rulemaking: 17 A.A.R. 501, April 8, 2011

The name and address of agency personnel with whom persons may communicate regarding the

rulemaking:

Name: Mariaelena Ugarte

Address: AHCCCS
Office of Administrative Legal Services
701 E. Jefferson, Mail Drop 6200
Phoenix, AZ 85034

Telephone: (602) 417-4693

Fax: (602) 253-9115

E-mail: AHCCCSRules@azahcccs.gov

An explanation of the rule, including the agency’s reasons for initiating the rule:

The proposed rules will eliminate the requirement for obtaining PA for services such as, but not limited to: dialysis
shunt placement, apnea management and training for premature babies up to one year of life, certain eye surgeries,
and hospitalizations for labor and delivery not exceeding specific time parameters. Technical changes and striking
of redundant rules will be made. In addition, a clarification to the definition of Prior Authorization will be made,
to inform the public that prior authorization is not only based on medical necessity but also on the cost
effectiveness of the service provided. Article 16 rules are being repealed because the rules were found to be
duplicative of many rules in Chapter 22, Article 2. The Administration believes that a cross reference to Article 2
makes the rules more concise and manageable. References to “Native American” are being replaced by “American

Indian” because the appropriate term and culturally correct phrase is “American Indian”.
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A reference to any study relevant to the rule that the agency reviewed and either relied on in its

evaluation of or justification for the rule or did not rely on in its evaluation of or justification for the rule,

where the public may obtain or review each study, all data underlying each study, and any analysis of

each study and other supporting material:

No study was reviewed or relied upon for this rulemaking.

A showing of good cause why the rule is necessary to promote a statewide interest if the rule will diminish

a previous grant of authority of a political subdivision of this state:

Not applicable

The summary of the economic, small business, and consumer impact:

The AHCCCS Administration believes that subjecting the identified services to PA adds administrative costs and
time-consuming processes to Agency operations, further straining limited program resources without
accompanying benefits. This amendment also reduces the administrative burden on health care providers and
facilitates members’ access to appropriate care.

Currently 95 percent of the cases are approved. The Administration believes that removal of this requirement will
save the provider time and money. Each PA takes 5-10 minutes and each biller is costing a provider approximately
$15 an hour, possibly saving providers $14,000 in a year. The Administration will also save time and money for
the cost of the PA nurse’s time, estimated to be $28,000 a year. In addition, the Administration will no longer
conduct concurrent reviews for Federal Emergency Service (FES) members since Federal regulations and state
plan prohibit prior authorization for emergency services. The reference to concurrent review in rule is therefore
not necessary and the PA department can cease conducting these reviews, which numbered 1,980 in calendar
year 2010. At $95.00 per review, the total savings estimated by eliminating concurrent review for FES

hospitalizations would approach $188,100.00.

A description of the changes between the proposed rules, including supplemental notices, and final rules

(if applicable):

No additional changes have been made between the proposed rules and the final rules below. The Administration

made the rules more clear, concise, and understandable by making grammatical, verb tense, punctuation, and
structural changes throughout the rules.

A summary of the comments made regarding the rule and the agency response to them:

The Administration did not receive any comments regarding the rules.



12. Any other matters prescribed by statute that are applicable to the specific agency or to any specific rule

or class of rules:
Not applicable

13. Incorporations by reference and their location in the rules:

Not applicable

14. Was this rule previously adopted as an emergency rule?

No

15. The full text of the rules follows:




TITLE 9. HEALTH SERVICES

CHAPTER 31. ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM

CHILDREN’S HEALTH INSURANCE PROGRAM

ARTICLE 2. SCOPE OF SERVICES

Section

R9-31-201. General Requirements

R9-31-204. Inpatient General Hospital Services
R9-31-215. Other Medical Professional Services

ARTICLE 16. SERVICES FOR NATNVE-AMERICANS AMERICAN INDIANS

Section
R9-31-1601. General Requirements

R9-31-1602. General-Reguirements-for Scope-of Services-Repealed

R9-31-1603. tnpatient-General-Hospital-ServicesRepealed

R9-31-1604. Physician-and-Primary-Care-Physician-and-Practitioner-Services-Repealed
R9-31-1605. Organ-and-Fissue-Transplantation-Services-Repealed

R9-31-1606. Bental-Services-Repealed

R9-31-1607. LaberatoryRadiclogyand-Medical- hmaging-Services-Repealed
R9-31-1608. Pharmaceutical-Services-Repealed

R9-31-1609. Emergenecy-Services-Repealed

R9-31-1610. Imnspeﬁaﬂen%emee&&m

R9-31-1611.

R9-31-1612. Health-Risk-Assessment-and-Secreening-Services-Repealed
R9-31-1613. Other-Medical-Professional-Services-Repealed
R9-31-1614. NF-Alternative- HCBS Setting-orHCBS-Repealed

R9-31-1615. Ehg+bm¢y—and—En¥eHment-Repeale
R9-31-1622.

Repealed
R9-31-1625. Behavioral-Health-Services-Repealed



ARTICLE 2. SCOPE OF SERVICES

R9-31-201. General Requirements
A. The Administration shall administer the Children's Health Insurance Program under A.R.S. § 36-2982.

B. Scope of services for Native-American American Indian fee-for-service members is under Article 16 of this

Chapter.

C. A contractor or RBHA shall provide behavioral health services under Article 12 and Article 16.

D. In addition to other requirements and limitations specified in this Chapter, the following general requirements

apply:

1. Only medically necessary, cost effective, and federally- reimbursable and state-reimbursable services are
covered services.

2. The Administration or a contractor may waive the covered services referral requirements of this Article.

3. Except as authorized by a contractor, a primary care provider, practitioner, or dentist shall provide or direct
the member's covered services. Delegation of the provision of care to a practitioner does not diminish the
role or responsibility of the primary care provider.

4. A contractor shall offer a female member direct access to preventive and routine services from gynecology
providers within the contractor's network without a referral from a primary care provider.

5 . .
behavioral health services as specified in 9 A.A.C. 22 Article 2 and 9 A.A.C. 22 Article 12.

6. A member may receive treatment that is considered the standard of care, or that is approved by the
AHCCCS Chief Medical Officer after appropriate input from providers who are considered experts in the
field by the professional medical community.

7. An AHCCCS registered provider shall provide covered services within the provider's scope of practice.

8. In addition to the specific exclusions and limitations otherwise specified under this Article, the following
are not covered:

a. A service that is determined by the AHCCCS Chief Medical Officer to be experimental or provided
primarily for the purpose of research;
b. Services or items furnished gratuitously; and
c. Personal care items, except as specified in R9-31-212.
9. Medical or behavioral health services are not covered if provided to:

a. Aninmate of a public institution;

b. A person who is a resident of an institution for the treatment of tuberculosis; or

¢. Anperson who is in an IMD at the time of application, unless provided under Article 12 of this Chapter.




The Administration or a contractor may deny payment if a provider fails to obtain prior authorization as

specified in this Article and Article 7 of this Chapter for non-emergency services. The Administration or a

contractor shall not provide prior authorization for services unless the provider submits documentation of the

medical necessity of the treatment along with the prior authorization request.

F. Prior authorization is not required for services necessary to evaluate and stabilize an emergency medical
condition.
G. Under A.R.S. 8 36-2989, a member shall receive covered services outside of the GSA only if one of the
following applies:
1. A member is referred by a primary care provider for medical specialty care out of the contractor's area. If
the member is referred outside of the GSA to receive an authorized medically necessary service, a
contractor shall also provide all other medically necessary covered services for the member;
2. There is a net savings in service delivery costs as a result of going outside the GSA that does not require
undue travel time or hardship for a member or the member's family; or
3. The contractor authorizes placement in a nursing facility located outside of the GSA,;
H. If a member is traveling or temporarily residing outside of the GSA, covered services are restricted to
emergency care services, unless otherwise authorized by the contractor.
. A contractor shall provide at a minimum, directly or through subcontracts, the covered services specified in this
Chapter and in contract.
J. The restrictions, limitations, and exclusions in this Article do not apply to a contractor if the contractor elects to
provide noncovered services.
1. The Administration shall not consider the costs of providing a noncovered service to a member in the
development or negotiation of a capitation rate.
2. A contractor shall pay for noncovered services from administrative revenue or other contractor funds that

are unrelated to the provision of services under this Chapter.

R9-31-204. Inpatient General Hospital Services
A contractor, fee-for-service provider, or noncontracting provider shall render inpatient general hospital services
including:
1. Hospital accommodations and appropriate staffing, supplies, equipment, and services for:

a. Maternity care, including labor, delivery, recovery room, birthing center, and newborn nursery;

b. Neonatal intensive care unit (NICU);

c. Intensive care unit (ICU);

d. Surgery, including surgery room and recovery room;

e. Nursery and related services;

f.  Routine care; and

g. Emergency behavioral health services under 9 A.A.C. 31, Article 12.

2. Ancillary services as specified by the Director and included in contract:
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a. Laboratory services;

b. Radiological and medical imaging services;

c. Anesthesiology services;

d. Rehabilitation services;

e. Pharmaceutical services and prescription drugs;

f.  Respiratory therapy;

g. Blood and blood derivatives; and

h. Central supply items, appliances, and equipment not ordinarily furnished to all patients which are

customarily reimbursed as ancillary services.

Providers are not required to obtain prior authorization from the Administration for the following inpatient

hospital services:

a. Dialysis shunt placement;

b. Arteriovenous graft placement for dialysis;

c. Angioplasties or thrombectomies of dialysis shunts;

d. Angioplasties or thrombectomies of arteriovenous graft for dialysis;

e. Hospitalization for vaginal delivery that does not exceed 48 hours;

f.  Hospitalization for cesarean section delivery that does not exceed 96 hours; and

h. Other services identified by the Administration through the Provider Participation Agreement.

R9-31-215. Other Medical Professional Services

A. The following medical professional services are covered services if a member receives these services in an

inpatient, outpatient, or office setting asfollows:

1.
2.
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Dialysis;

The following family planning services if provided to delay or prevent pregnancy:

a. Medications,

b. Supplies,

c. Devices, and

d. Surgical procedures.

Family planning services are limited to:

a. Contraceptive counseling, medication, supplies, and associated medical and laboratory examinations,
including HIV blood screening as part of a package of sexually transmitted disease tests provided with
a family planning service; and

b. Natural family planning education or referral;

Midwifery services provided by a nurse practitioner certified in midwifery;

Podiatry services if ordered by a member's primary care provider as specified in A.R.S. § 36-2989;

Respiratory therapy;

Ambulatory and outpatient surgery facilities services;

Home health services in A.R.S. § 36-2989;
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10.

11.

12.

13.
14.

Private or special duty nursing services #-medically-necessary-and-prior-autherized;

Rehabilitation services including physical therapy, occupational therapy, speech therapy, and audiology
provided under this Article;

Total parenteral nutrition services, (which are the provision of total caloric needs by intravenous route for
individuals with severe pathology of the alimentary tract);

Inpatient chemotherapy;

Outpatient chemotherapy; and

Hospice care under R9-22-213

Prior authorization from the Administration for a member is required for services listed in subsections (A)(4)

through (A)(11) and (A)(14); except for:
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Dialysis shunt placement;

Arteriovenous graft placement for dialysis;

Angioplasties or thrombectomies of dialysis shunts;

Angioplasties or thrombectomies of arteriovenous grafts for dialysis;

Eye surgery for the treatment of diabetic retinopathy;

Eve surgery for the treatment of glaucoma;

Eve surgery for the treatment of macular degeneration;

Home health visits following an acute hospitalization (limited up to five visits);

Hysteroscopies, (up to two, one before and one after, when associated with a family planning diagnosis

code and done within 90 days of hysteroscopic sterilization);

Physical therapy subject to the limitation in subsection R9-22-215 (C);

Facility services related to wound debridement.;

Apnea management and training for premature babies up to the age of one; and

Other services identified by the Administration through the Provider Participation Agreement.

ARTICLE 16. SERVICES FOR NATHFNVEAMERICANS AMERICAN INDIANS

R9-31-1601. General Requirements
A. A-Native-American An American Indian who is a member may receive:

1.

2.

Covered acute care services specified in this Chapter from:

a. Indian Health Service (IHS) under A.R.S. § 36-2982 if IHS has a signed agreement with the
Administration,

b. A Tribal Facility under A.R.S. § 36-2982, ¢

c. A contractor under A.R.S. § 36-2901-, or

d. An AHCCCS registered provider.

Covered behavioral health care services as specified in this Chapter from:
a. IHSunder A.R.S. § 36-2982 if IHS has a signed agreement with the Administration,



b. A Tribal Facility under A.R.S. § 36-2982, or
c. ARBHA or TRBHA.

B. IHS, a Tribal facility, or a referred provider shall meet the requirements in this Chapter and A.A.C. Chapter 22,
Article 2, and A.A.C. Chapter 22, Article 7 to receive reimbursement for AHCCCS-covered services. Fhe
following sections—of Title 9 A.A.C. Chapter 22, Article 2 and Article 7 are applicable to reimbursement for
AHCCCS-covered services provided to a-Native-American an American Indian member under the KidsCare

program, except that the term "IHS", "Tribal facility", or "referred provider" is substituted for "provider":.
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R9-31-1602. General-Regquirementsfor-Scope-of Services Repealed
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R9-31-1605.-Organ-and-FissueTransplantation-Services Repealed
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R9-31-1610.Franspertation-Services Repealed

R9-31-1612.-Health-Risk-Assessment-and-Sereening-Services Repealed
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R9-31-1614.-NF-Alternative HCBS Setting;orHCBS Repealed
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