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211.400 Rural Health Clinfc Core Sarvices -1-0-13-0?129_6

Rural Health Clinic core services are as follows:

A.  Professional services that are performed by a physician at the clinic or are performed away
from the clinic by a physician whose agreement with the clinic provides that he or she will
be paid by the clinic for such services;

Services and supplies fumished “incident fo” a physician's professtonal services;

Services provided by non-physician, services of physician assistants, nurse practitioners,
nurse midwives, and specialized nurse practitioners when e provider js legaily—These
MH—phy&eﬁi&H—pFeFesso&na&»semees—a#e—sevepeMen’ H } : :

nupsepfastumnepwhemmployed by. or recemesu ing compensallon from —thea rural
health clinic;

Fursished-under the medical supervision of a physician;

3. Furnished-acting in accordance with any medical orders for the care and treatment of
a patient prepared by a physician; g

is actmq wnthln thelr sco;:-e of

EI’aCTIOG by grouldlgg ms thgg ase Iegally permllted to perform by the state in
which the service is provided andif

§—Theythe servites would be covered if furnished by a physician;:

D. Services and supplies that are furnished as an incident to professicnal services fumished
by a nurse practitioner, physician assistant, nurse midwife, or other specialized nurse
practitioner;-and

E. Visiting nurse services on a pari-time or intermiifent basis to hame-bound patients in
{limited to areas in which there is a shortage of home health agencies}.

4——Nate: For purposes of visiting nurse care, a home-bound patient is
one who is permanently or temporarily confined to his or her place of
residence because of a medical or health condition. Institutions, such as a
hespital or nursing care facility, are not considered a patient's residence.

2— Note: A patient’s place of residence is whera he or she lives, unless he
or she is in an institution such as a nursing facility, hospital, or intermediate
care facility for individuals with intellectual disabilities (ICFID).; and

F.  Effective for dates of service on and after July 1. 2020 Medication Assisted Treatment
(MAT) for Opioid Use Disorders is available to all gualifying Medicaid beneficiaries when
provided by providers who possess an X-DEA license on file with Arkansas Medicaid
Provider Enrollment for bifling purposes. All rules and regulations promulgated within the
Fhysician’s provider manual for provisien of this service must be followed.

218.100 RHC Encounter Benefit Limits 31079
1:20

A.  Thereis no RHC encounter benefit limit for Medicaid beneficiaries under the age of twenty-
one (21} in the Child Health Services {EPSDT) Program.
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B.  Abenefitlimit of twelve (12) visits per state fiscal year (SFY), July 1 through June 30, has
been established for beneficiaries aged twenty-one {21) and older. The following services
are counted toward the twelve {12} visits per SFY benefit limit;:

1. Physician visits in the office, patient's home, or nursing facility;
Certified nurse-midwife visits;

RHC encounters;

Medical services provided by a dentist;

Medical services provided by an optometrist; and

6. Advanced nurse practitioner services,

LA ST T

Global obstetric fees are not counted against the 12-visit limit. ltemized ebstetric office visits are
counted in the limit.

The established benefit limit does not apply to individuals receiving Medication Assisted
Treatment for Qpiocid Use Disorder when il is the primary diagnosis and rendgred by a qualified

X-DEA waivered provider. (View ICD Codes). 1 Field Code Changed

Extensions of the benefit limit will be considered for services beyond the established benefit limit
when documentation verifies medical necessity. Refer to Section 218.310 of this manual for
procedures for obtaining extension of benefits.

252.400 Special Billing Procedures 40-4-139-1-

=

252.401 Upper Respiratory Infection — Acute Pharynaitis 9-1:20
A Rural Heallh Center (RHC) must submit a claim that includes CPT code 87430, B7650, 87651

87802 or 87880 in the Upper Respiratory Infection (URI)-Acute Pharynqitis episode if a strep
test is performed when preseribing an antibiotic for beneficiaries. This allows DMS to determine
if the Principle Accountable Provider (PAP) met or exceeded the quality threshold in order to

qualify for a full pesitive supplemental payment for the URI-Pharyngitis episode.

252.402 Medication Assisted Treatment -1

When biling a claim for MAT the actual attending provider's NP| must be entered on the claim.
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212.220 Services Furnished in Collaboration with a Physician Mﬁ’%

Nurse practitoner services are performed in collaboration with a physician or physicians.

| A, Collaboration is & process in which a nurse practitioner works with one_(1) or mare
physicians to deliver health care services within the scope of the practitioner's expertise,

! with medical direction, and appropriate supervision as provided for in jointly developed
guidelines or other mechanisms as provided by State law.

B. The collaborating physician does not need to be present with the ruwse practitioner when
the services are furnished or to make an independent evaluation of each patient who is
seen by the nurse practitioner.

C. Medication Assisted Treatment (MAT) for Opioid Use Disordesrs: Effective dates of service
on and after July 1, 2020, Medication Assisted Treatment for Onivid Use Disorders is
available to all gualifving Medicaid beneficiaries when provided by previders who possess
an X-DEA license on file with Arkansas Medicaid Provider Enroliment for billing purposes.
All rules and regulations promulgated within the Physician's provider manual for provision
of this service must be followed.

220.000 Benefit Limits “43-:32&

A, Arkansas Medicaid beneficiaries aged twenty-one (21) and older are limited to twelve (12)
FQHC core service encounters per state fiscal year (SFY, July 1 through June 30}.

1. FQHC inpatient hospital visits de not count against the FQHC encounter bereft limit.
| Medicaid covers only one {1) FQHC inpatient hospital visit per Medicaid-covered
inpatient day, for beneficiaries of alt ages.
2. Obstetric and gynecologic procedures reported by CPT surgical procedure code do
not coint against the FGHC encounter benefit limit.

3.  Family planning surgeries and encounters da not count against the FQHC encounter
benefit limit.

4. __Medication Assisted Treafment for Opioid Use Disorder does not count against the
FOHC encounter limit whean it is the primary diagnosis (View ICD Codes) and
rendered by a MAT specially prescriber.

B. Medicaid beneficiaries under the age of twenty-one (21) in the Child Health Services
(EPSDT) Program are not subject to an FQHC encounter benefit limit.

220.200 Extension of Benefits 10-1-468-1-

r=]

A, BExtensions of family planning benefits are not available.
B. Extensions of the FQHC core service encounter benefit are automatic for the following
| diagnoses;:
1. Malignant Neoplasm (View ICD codes.) . Field Code Changed
2. HW Infection and AIDS (View ICD codes.) | Fietd Code Changed
3. Renal Failure (View ICD codes.) - | Field Code Changed
4. Opioid Use Disorder when treated with MAT (View ICD codes). .
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262.430 Medication Assisted TreatmentReserved -1-0-4—1&%

When billina an encounter for (MAT) the actual rendering provider's NP! must be entered on the
ciaim. If the billing provider's number is used. the claim will deny
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272.501 Medication Assisted Treatment and Opioid Use Disorder Treatment 40-4-4879-

Drugs 1:20

Effective for dates of service on and after July 1, 2020. Medication Assisted Treatment for
Opioid Use Disorders is avaitable to all qualifying Medicaid beneficiaries when provided by
providers who possess an X-DEA license on file with Arkansas Medicaid Provider Enrollment for
billing purposes. All rules and regulations promulgated within the Physician's provider manual for
provision of this service must be followed.

Effective for dates of services on and after October 1, 2018, the following Healthcare Common
Procedure Coding System Level || (HCPCS) procedure codes are payable:

1A, J2315 - Injection, naltrexone, depot form, 1 mg
2B. JO570 - Buprenorphine implant, 74.2 mg

3C. Q9991 - Injection, buprenorphine extended-release (Sublocade), less than or equal to 100
mg

4b. Q9992 — Injection, buprenorphine extended-release (Sublocade), greater than 100 mg

To access prior approval of these HCPCS procedure codes when necessary, reference-refer to
the Pharmacy Memorandums, Criteria Dacuments and forms found at dated August 302018,
via-the DHS contracted Pharmacy vendor website. ink-below

AL U T
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252.448 Medication Assisted Treatment and Opioid use-Use Disorder 10-1-1879-
Treatment Drugs 120

Effective for dates of service on and after July 1. 2020, Medication Assisted Treatment for
Opioid Use Disorders is available to all qualifving Medicaid beneficiaries when provided by
providers who possess an X-DEA license on file with Arkansas Medicaid Provider Enroliment for
billing purposes. All rules and regulations promulgated within the Physician's provider manuali for
provision of this service must be followed.

Effective for dates of services on and after October 1, 2018, the following Healthcare Common
Procedure Coding System Level Il (HCPCS) procedure codes are payable:

Al. J2315 - Injection, naltrexone, depot form, 1 mg
B2. J0570 ~ Buprenorphine implant, 74.2 mg

Q9991 — Injection, buprenorphine extended-release (Sublocade), less than or equal to 100
mg

&

D4. Q9992 — Injection, buprenorphine extended-release (Sublocade), greater than 100 mg

To access prior approval of these HCPCS procedure codes when necessary, reference-refer to
the Pharmacy Memorandums. Criteria Documents and forms found at the DHS contracted

Pharmacy vendor website. -dated-August 30,2018, via-the link-below




Outpatient Behavioral Health Services Section

TOC required

211.200 Staff Requirements 3-4-489-1-
20

Each QOutpatient Behavioral Health Services provider must ensure that they employ staff which is
are able and available to provide appropriate and adequate services offered by the provider.
Behavioral Health staff members must provide services only within the scope of their individual
licensure. The following chart lists the terminology used in this provider manual and explains the
licensure, certification, and supervision that are required for each performing provider type.

STATE CERTIFICATION

PROVIDER TYPE | LICENSES REQUIRED SUPERVISION
Independently Licensed Clinical Yes, must be certified to Not Required
Licensed Clinicians | Social Worker provide sefvices
— Master's/Doctoral | (LCSW)

Licensed Marital and

Family Therapist

{LMFT)

Licensed

Psychologist (LP)}

Licensed

Psychological

Examiner —

Independent {LPEI)

Licensed

Professional

Counselor (LPC)
independently Licensed Ciinical Yes, must be certified to Not Required
Licensed Clinicians | Social Worker provide services
— Parent/Caregiver | (LCSW)
& Child (Dyadic Licensed Marital and
josatment of Family Therapist
Children age 047 (LMFT)
months &
Parent/Caregiver} | Licensed
Provider Psychologist {LP)

Licensed

Psychological

Examiner —

Independent (LPEI)

Licensed

Professional

Counselor {LPC)
Non-independently | Licensed Master Yes, must be supervised | Required
Licensed Clinicians | Social Worker by appropriate
— Master's/Doctoral | (LMSW) Independently Licensed
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PROVIDER TYPE

LICENSES

STATE CERTIFICATION
REQUIRED

SUPERVISION

Licensed Associate
Marital and Family
Therapist (LAMFT)

Licensed Associate
Counselor (LAC)

Licensed
Psychological
Examiner (LPE)

Provisionally
Licensed
Psychologist (PLP)

Clinician

Non-independently
Licensed Clinicians
— Parent/Caregiver
& Child (Dyadic
treatment of
Children age 0-47
months &
Parent/Caregiver)
Provider

Licensed Master
Social Worker

(LMSW)

Licensed Associate
Counselor (LAC)

Licensed
Psychological
Examiner (LPE}

Provisionally
Licensed
Psychologist (PLP)

Yes, must be supervised
by approepriate
Independently Licensed
Clinician and must be
certified to provide
gervicas

Required

Advanced Practice
Nurse (APN)

Adult Psychiatric
Mental Heaith
Clinical Nurse
Specialist

Child Psychiatric
Mental Health
Clinical Nurse
Specialist

Adult Psychiatric
Mental Health APN
Family Psychiatric
Mental Health APN

No, must be part of a
certified agency or have a
Collaborative Agreement
with a Physician

Collaborative
Agreement
with Physician
Required

Physician

Doctor of Medicine
(MD)

Doctor of
Osteopathic
Medicine (DO)

No, must provide procf of
licensure

Not Required

The services of a medical records librarian are required. The medical records librarian (or person
performing the duties of the medical records librarian) shall be responsible for ongoing quality
controls, for continuity of patient care, and patient traffic flow. The librarian shall assure that
records are maintained, completed and preserved; that required indexes and registries are
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maintained, and that statistical reports are prepared. This staff member will be personally
responsible for ensuring that information on enrolled patients is immediately retrievable,
establishing a central records index, and maintaining service records in such a manner as to
enabie a constant monitoring of continuity of care.

When an Outpatient Behavioral Health Services provider files a claim with Arkansas Medicaid,
the staff member who actually performed the service must be identified on the claim as the
rendering provider. This action is taken in compliance with the federal Improper Payments
Information Act of 2002 (IP1A), Public Law 107-300, and the resulting Payment Error Rate
Measurement {(PERM) program initiated by the Centers for Medicare and Medicaid Services
(CMS).

214.200 Medication Assisted Treatment and QOpioid Use Disorder Treatment 9-1-20
Drugs

Effective for dates of service on and after July 1, 2020, Medication Assistaed Treatment for Opioid
Use Disorders is available to all qualifying Medicaid beneficiaries when provided by providers
who possess an X-DEA license on file with Arkansas Medicaid Provider Enrollment for billing
purpgses. All rules and regulations promulgated within the Physician’s provider manual for
provision of this service must be followed.
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211.105- Coverage of Medication Assisted Treatment and Opioid Use 9-1-20
Digorder Treatment Drugs

Effective for claims with dates of seivice on or after January 1, 2020, coverage of preferred oral
prescription drugs (preferred on the PDL) for ooioid use disorder are available without prior
authorization to eligible Medicaid beneficiaries. Products for other use disorders mav still require
PA. Additional criteria can be found af the DHS contracted Pharmacy vendor's website.

Coverage and Limitations

A.  Reimbursement for preferred oral drugs is available with a valid prescription: and
compliance with the guidelines issued by the Substance Abusge and Mental Health
Services Administration (SAMHSA) for eligible Medicaid beneficiaries. Additional
SAMHSA information is available at https:/iwww.samhsa.qov/.

B.  Oral prescription drugs will not count against the monthly prescription benefit limit and are
not subject ta co-pay when used for a primary diagnosts of opioid use disorder.

C. Injectable opioid use disorder treatment ¢frugs will require a prior authorization. The criteria
can be found at the DHS contracted Pharmacy vendor's websiie.

D. FDA dosing and prescribing limitations apply.

213.100 Monthly Prescription Limits 3-14-159-1-
20

A.  Each prescription for all Medicaid-eligible beneficiaries may be filled for up to a maximum
31 day thify-ene-day supply. Maintenance medications for chronic illnesses must be
prescribed and dispensed in quantities sufficient (not to exceed the maximum 31-day
supply per prescription) to effect optimum economy in dispensing. For drugs that are
specially packaged for therapy exceeding thirty-one (31) days, the days’ supply limit (other
than thirty-one (31)), as approved by the Agency, will be allowed for claims processing.
Contact the Pharmacy Help Degk to inquire about specific days, supply limits on specially

packaged dosage units.
View or print the contact information for the DHS contracted Pharmacy vendor.

B. Each Medicaid-eligible beneficiary age twenty-one (21) years and older is limited to three
(3) Medicaid-paid prescriptions per calendar month.

Each prescription filled counts toward the monthly prescription limit except for the
following:

1. Family planning items. This includes, but is not limited to, birth control pills,
contraceptive foams, contraceptive sponges, suppositories, jellies, prophylactics, and
diaphragms.

2.  Prescriptions for Medicaid-eligible long-term care facility residents. (Prescriptions
must be for Medicaid-covered drugs.)

3.  Prescriptions for Medicaid-eligible beneficiaries under age twenty-one (21} in the
Child Health Services/Early and Periodic Screening, Diagnosis and Treatment
(EPSDT) Program. (Prescriptions must be for Medicaid-covered drugs.)
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4.  Prescriptions for -opioid use disorder treatment when used according to SAMHSA
guidelines.

5. Prescriptions for tobacco cessation products.
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201.500 Providers of Medication-Assisted Treatment (MAT) for Opioid Use 9-1-20
Disorder

Providers of Medication-Assisted Treatment (MAT) for Opioid Use Disorder must be licensed in
Arkansas and have a current X-DEA identification number on file with Arkansas Medicaid.

201.510 Providers of Medication-Assisted Treatment (MAT) for Opioid Use 9-1-20
Disorder in Arkansas and Bordering States

Providers of MAT in Arkansas and the six (6) bordering states (Louisiana. Mississiopi. Missouri.
Oklahoma. Tennessee, and Texas) may be included as routine s&pvices providers if they meet

all participation requirements for enrollment in Arkansas Medicaid and reguirements outlined in
Section 201.500.

Reimbursement may be available for MAT covered in the Arkansas Medicaid Proaram when
treating Opicid Use Disorders. Claims must be filed according to the specifications in this
manual. This includes assianment of ICD and HCPCS codes for all services rendered.

201.520 Providers of Medication-Assisted Treatment (MAT) for Opioid Use 9-1-20
Disorder in States Not Bordering Arkansas

A.  Providers in states not bordering Arkansas may enroll in the Arkansas Medicaid Proaram
as limited services providers only afier they have provided services to an Arkansas
Medicaid eligible beneficiary and have a claim or claims to file with Arkansas Medicaid.

To enrolt. a non-bordering state provider must download an Arkansas Medicaid application
and coniract from the Arkansas Medicaid website and submit the application, contract. and
claim to Arkansas Medicaid Provider Enrofiment. A provider number will be assigned upon
approval of the provider application and Medicaid contract. View or print the provider
enroliment and contract package (Application Packet). View or print Provider
Enroliment Unit contact information.

B. Limited services providers remain enroiled for one (1) vear.

1. If a limited gervices provider provides services to another Arkansas Medicaid
beneficiary during the year of enroliment and bills Medicaid. the enroliment may
continue for one (1) year past the most recent claim’s last date of service, if the
enroliment file is kept current.

2. During the enroliment period. the provider may file any subsequent claims directly to
the Medicaid fiscal agent. Limited services providers are strongly encouraged to file
subsequent claims through the Arkansas Medicaid website because the front-end
processing of web-based claims ensures prompt adjudication and facilitates
reimbursement.

-
]

203.270 Physician’s Role in Mental Behavioral Health Services 9-15-429-

S|

Medicaid covers mental-behavioral health services when furnished by qualified providers to
eligible Medicaid beneficiaries. A primary care physician refemral is required for most- mental
some behavioral health services.

For additional information about services that may not require PCP referral, refer to Section
172.100 of this manuai.
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203.271 Medication-Assisted Treatment Provider Role for Administering 9-1-20
Opioid Use Disorder Services

SAMHSA defines Medication Assisted Treatment (MAT) as the use of medications in
combination with counseling and behavioral therapies for the treatment of substance use
disorders. A combination of medication and behavioral therapies is effective in the treatment of
substance use disorders and can help some people to sustain recovery. This definition and other
MAT guidelines can be found at the SAMHSA website.

Only providers who have met the requirements of Section 201.500 may prescribe medication
required for the treatment of opioid use disorder for Arkansas Medicaid beneficiaries in
conjunction with coordinating all foliow-up and referrals for counseling and other services. This
program applies only to prescribers of FDA-approved drugs for treatment of Opioid Use Disorder

and will not be reimbursed for the practice of pain management.

225.000 Qutpatient Hospital Benefit Limit 49-4-459-1-
20

Medicaid-eligible beneficiaries age twenty-one {21) and cider are limited to a total of twelve (12)
outpatient hospital visits a year. This benefit limit includes outpatient hospital services provided
in an acute care, /general, or a rehabilitative hospital. This yearly limit is based on the State
Fiscal Year {July 1 through June 30).

A.  Outpatient hospital services include the following:

1. Non-emergency professional visits in the outpatient hospital and related physician
services.,

2. Outpatient hospital therapy and treatment services and related physician services.

Extension of benefits will be considered for patients based on medical necessity.

C. The Arkansas Medicaid Program automatically extends the outpatient hospital visit benefit
for certain primary diagnoses. Those diagnoses are:

1.  Malignant neoplasm (View ICD Codes.)

HIV infection and AIDS (View ICD Codes.)

Renal failure (View ICD Codes.)

Pregnancy {View ICD Codes.)

Opioid Use Disorder when treated with MAT (View ICD Codes.)

oo wN

D.  When a Medicaid eligible beneficiary's primary diagnosis is one (1) of those listed above
and the Medicaid eligible beneficiary has exhausted the Medicaid established benefit limit
for outpatient hospital services and related physician services, the provider does not have
to file for an extension of the benefit limit.

E.  All outpatient hospital services for beneficiaries under age twenty-one (21) in the Child
Health Services (EPSDT) Program are not benefit limited.
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F.  Emergency and surgical physician services provided in an outpatient hospital setting are
not benefit limited.

‘ 228.100 Laboratory and X-Ray Services 40-1-159-1-
20

The Medicaid Program's laboratory and X-ray services benefit limits apply to outpatient
' laboratory services, radiology services, and machine tests (such as electrocardiograms).

A.  Medicaid has established a maximum paid amount {benefit limitation) of $500 per state
| fiscal year (July 1 through June 30) for beneficiaries aged twenty-one (21) and older, for
outpatient laboratory and machine tests and outpatient radiology.

( 1. There is no lab and X-ray bensfit fimit for beneficiaries under age tweniy-one (21).

2. Thereis no benefit limit on professional components of laboratory, X-ray, and
machine tests for hospital inpatients.

3. There is no benefit limit on laboratory services related to family planning. See
Section 292.552 for the family ptanning-related clinical laboratory procedures exempt
from benefit limits.

4. There is no benefit limit on laboratory, X-ray, and machine-test services performed
as emergency services.

B.  Extension-of-benefit requests are considered for medically necessary services.

1. The claims processing system automatically overrides benefit limitations for services
supported by the following diagnoses:

a.  Malighant neoplasm (View ICD Codes.)

b HIV irfection and AIDS (View ICD Codes.)

¢.  Renal failure (View ICD Codes.)

d. Pregnancy (View ICD Cedes.)

e.  Opioid Use Disorder when freated with MAT (View ICD Codes.) Designated

lab tests will be automatically overridden when the diagnosis is Opioid Use
Disorder. (View Lab and Screening Codes.)

2.  Benefits may be extended for other conditions for documented reasons of medical
necessity. Providers may request extensions of benefits according to instructions in
Section 229.100 of this manual.

C.  Magnetic resonance imaging (MRI) is exempt from the $500 outpatient laboratory and X-
ray annual benefit limit. Medical necessity for each MRI must be documented in the
beneficiary’s medical record.

D. Cardiac catheterization procedures are exempt from the $500 annual benefit limit for
outpatient laboratory and X-ray. Medical necessity for each procedure must be
documented in the beneficiary’s medical record.

e
[

226.000 Physician Services Benefit Limit 40-1-159-

I

A.  Physician services in a physician's office, patient's home, or nursing home for beneficiaries
aged twenty-one (21) or older are limited to twelve (12) visits per state fiscal year (July 1
through June 30). Beneficiaries under age twenty-one (21) in the Child Health Services
(EPSDT) Program are not subject to this benefit limit.

l The following services are counted toward the twelve (12) visits per state fiscal year limit
established for the Physician Program:

| 1. Physician services in the office, patient's home, or nursing facility.
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2. Rural health clinic (RHC) encounters.

3. Medical services provided by a dentist.

4.  Medical services furnished by an optometrist.
5.  Certified nurse-midwife services.

6. Advanced nurse practitioner services.

B.  Extensions of this benefit are considered when documentation verifies medical necessity.
Refer to Sections 229.100 through 229.120 of this manual for procedures on obtaining
extension of benefits for physician services.

C. The Arkansas Medicaid Program exempts the following diagnoses from the extension of
benefit requirements when the diagnosis is entered as the primary diagnosis:

Malignant neoplasm (View ICD Codes.).
HIV infection or AIDS (View ICD Codes.).

Renal failure (View ICD Codes.).

Pregnancy* (View ICD Codes.).
5.  Opioid Use Disorder when treated with MAT (View ICD Codes.)

el

When a Medicaid beneficiary’s primary diagnosis is one (1) of those listed above and the
beneficiary has exhausted the Medicaid establshed benefit for physician services, outpatient
hospital services, or laboratory and X-ray services, a request for extension of benefits is not
required.

*OB ultrasounds and fetal non-stress tests are not exempt from Extension of Benefits. See
Section 292.673 for additional coverage information.
230.000 Medication-Assisted Treatment for Opioid Use Disorder 9-1-20

A.  MAT is covered for eligible Medicaid bengficiaries who have an Opioid Use Disorder when
diagnosis and clinical impression is determined in the termincloqy of ICD.

Providers are required to follow SAMHSA quidelines for the full provision of MAT.

C. Providers are encouraged to use telemedicine services when in-person treatment is not
readily accessibie.

D, in accordance with SAMHSA guidelines, MAT requires at a minimum:

a. Initial evaluation and diagnosis of Opioid Use Disorder, including:

Drug screening tests to accompany proper medication prescribing for MAT.

Buprenorphine mono-therapy is fypically reserved only for pregnant women

and those with a documented anaphylactic reaction to other MAT medications

like Buprenorphine/Naloxone combinations.

ii. Lab screening tests for communicable diseases, as appropriate based on the
patient's history.

fi.  Use of all necessary consent forms for treatment and HIPAA compliant
communication.

iv. Execution of a Treatment Agreement or Contract such as SAMHSA's sample

treatment agreement found under Tip 63 on the SAMHSA website:

hitps://www.samhsa.qgov/search_results 7k=0Opioid+Use+Disorder.

Providers may develop their own agreement or contract as long as it contains

all elements listed within SAMHSA’s sample aagreement.

V. Development of a Person-Centered Treatment Plan.
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vi. Referral for independent clinical counseling or documented plan for inteqrated
follow-up visit including counseling.
vii.  ldentification of a MAT team member to function as the case manaaer to offer
support services.
b. _ Continuinc Treatment (first year):

i. Regular outreach to the patient to determine need for assistance in accessing
resources. providing information on available proarams and supports in the
community. and referrals as needed to other practitioners.

ii. At least cne (1) follow-up MAT office visit per month for medication and
treatment management.

ii.  Drug testing in conjunction with each monthly visit.
iv. Atleast one (1) independent clinical counseling visit or documented plan for
integrated follow-up visit including counseling per month.
C. __Maintenance Treatment (subsequent yvears)

i. Reqular cutreach to the patient to determine need for assistance in accessing
resources, providing information on available programs and stipports in the
community, and referrals as needed to other practitioners.

i, At least one (1) follow-up MAT office visit quarterly for medication and
treatment management.

iii.  Drug testing in conjunction with each quarterly visit.

iv.  Atleastone (1) independent clinical counseling visit or documented plan for
intearated follow-up visit including counseling at an amount and duration

medically necessa ntin ove
230.100 Compliance with SAMHSA Guidelines 9-1-20

Arkansas Medicaid or its designated atthority will periodically review claims for MAT to ensure
provider compliance with minnum requirements set forth in this manual and with the SAMHSA
guidelines that are current as of the date of services. Failure to comply with minimum
requirements for the proaram may result in recoupment or other sanctions outlined in Section | of
the Arkansas Medicaid Provider Manual.

MAT providers are expected to adhere to the SAMHSA quidelines when providing MAT. We
understand MAT provicers may not be able to control all elements of treatment when referred
and provided by other practitioners. However, to ensure the effectiveness of the proaram. the
MAT provider is responsible for case management and adjusting the treatment plan for the
beneficiary's maximum progress. Documentation reqarding how the MAT provider is monitoring
and addressing non-compliance wiil be reviewed. For example, when a client routinely misses
office visits or referred counseling appointments or is otherwise not following the MAT proaram.
the client should be appropriately tapered off medication if necessary. In the patient/prescriber
agreemeant, the provider would set out those expectations in accordance with SAMHSA
quidelines. i counseling or other components of treatment are being referred. those providers’
records are also subject to post payment review and recoupment for services not documented as

compliant with SAMHSA quidelines.

263.000 Prescription Drug Prior Authorization 10-1-189-1-
20

Prescription drugs are avaitable for reimbursement under the Arkansas Medicaid Program when
prescribed by a physician-provider with prescriptive authority. Certain prescription drugs may
require prior authorization. It is the responsibility of the prescriber to request and obtain the prior
authorization. Refer to the DHS contracted Pharmacy vendor’s website website-at

https/imedicaid-mmis-arkansas-govi-for the following information:

A.  Prescription drugs requiring prior authorization.
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B. Criteria for drugs requiring prior authorization.

C Forms to be completed for prior authorization.

D.  Procedures required of the prescriber to request and obtain prior authorization.
E

Effective for dates of services on and after October 1, 2018, the following Healthcare
Common Procedure Coding System Level || (HCPCS) procedure codes are payable:

1. J2315 - Injection, naltrexone, depot form, 1 mg
2. J0570 - Buprenorphine impiant, 74.2 mg

3. Q9991 - Injection, buprenorphine extended-release (Sublocade), less than or equal
to 100 mg

4. Q9992 — Injection, buprenorphine extended-release (Subfocade), greater than 100
mg

To access prior approval of these HCPCS procedure codes when necessary, reference the
Pharmacy Memorandums, Criteria Documents and forms found at the DHS contracted

Pharmacv vendor s webslte Jelateel—Aug&st—sg—ZQ-w—the—lﬂ(—belew

263.100 Coverage of Oral Drugs Used for Opioid Use Treatment 19-1-20

Effective for claims with dates of service on or after January 1, 2020, coverage of preferred oral
prescription drugs (preferred on the PDL) for ooioid use disorder and tobacco cessation are
available without prior authorization to sligible Medicaid beneficiaries. Products for other use
disorders may still require PA. Additional criteria can be found at the DHS contracted
Pharmacy vendor's website.

Coverage and Limitations

A. _ Reimbursement for preferred oral drugs is available with a valid prescription and
compliance with the guidelines issued by the Substance Abuse and Meantal Health
Services Administration (SAMHSA) for eligible Medicaid beneficiaries. Additional SAMHSA
information is aveilable at https:/f'www.samhsa.gov/.

B. Prescription drugs for treatment of opiocid use disorder will not count against the monthly
prescription benefit fimit and are not subject fo co-pay.

C.  Injectable producis will require a prior authorization. The criteria can be found at the DHS
contracted Pharmacy vendor's website.

D.  FDA dosing and prescribing fimitations apply.

272.600 Medication Assisted Treatment for Opioid Use Disorder §-1-20

Participating MAT providers must bill all components related to MAT guidelines, including but not
limited to offi ice visits, lab screening and testing, and required counseling if not referred to

When a MAT provider meets all conditions outlined within Section 230.000 within the same day.
an inclusive payment method may be available for billing the required services (with the
exception of lab testing).

When proper freatment according to these guidelines cannot be accomplished within the same
day or must encompass referrals for counseling, each provider must bill separately for the actual
services he or she provided according to reqular fee-for-service billing rules. See Section
292.920 for special billing procedures.
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292,920

Medication Assisted Treatment (MAT) for Opicid Use Disorder 9-1-20

There are two (2) methods of billing for MAT.

1. Method 1- Inclusive Rate

a.

The inclusive method of billing shall be used when all SAMHSA quideline services as

set forth at a minimum in Section 230.000 are provided on the same date of service
bv the same billing group who has at least one (1) performing provider with an X-
DEA number on file with Arkansas Medicaid.

i For new patients. the provider group shall use HCPCS code H0001, modifier
X2 and list an Opioid Use Disorder ICD-10 code as primary. The performing
provider must be enrolled as a MAT provider and the clgim will pay a sinale
rate for all services (Office Visit, counseling. case management, medication
induction/maintenance, etc). Drug and lab testina/screening will continue to be
billed separately, using an X2 modifier with the proper code for the test or
screen.

ii.  For established patients requiring continuing foliow-up MAT treatment. the
provider group shall use HCPCS code H0001. modifiers U8. X2, and list an
Opicid Use Disorder ICD-10 code as primary. The performing provider must be
enrolled as a MAT provider and the claim will pay a single rate for all follow-up
services as indicated on the treatment plan and set forth at a minimum in
Section 230.000 (Office Visit, counseling and medication
induction/maintenance, etc). Jrug and lab testing/screening will continue to be
billed separately, using an X2 modifier with the proper code for the test or
screen.

ii. For established patients requiring maintenance follow-up MAT treatment, the
provider group shal use HCPCS code HO001. modifiers U8. X4, and list an
Opioid Use Disorder ICD-10 code as primary. The performing provider must be
enrolled ag a MAT provider and the claim will pay a single rate for all follow-up
services as indicated on the treatment plan and set forth at a minimum in
Section 230.000 (Office Visit, counseling and medication
induction/maintenance, etc). Drug and lab testina/sereening will continue to be
billed separately, using an X4 modifier with the proper code for the test or
screen.

iv. The specific HCPCS code and modifiers found in the following link are required
for biting the inclusive rate. View or print the procedure codes and

modifiers for MAT services.

2. Method 2 — Regular Fee-for-Service Rates

d.

The reqgular Fee-for-Service method of billing shall be used when all SAMHSA

guideline services as set forth at a minimum in Section 230.000 cannot be provided
on the same date of service, or carnot be provided by the same billing aroup who
has the MAT specialized performing provider; therefore. causing some SAMHSA
quideling services to be referred elsewhere.

i. For new patients, the MAT provider shall use the appropriate E & M (office
visit) code, add modifier X2, and list an Opioid Use Disorder ICD-10 code as
primary. The provider shall use the proper Lab and Urine Screening codes plus
the additional X2 modifier for the screenings required.

ii. For established patients requiring continuing treatment. the MAT provider shall
use the appropriate E & M (office visit) code, add modifier X2. and list an
Opioid Use Disorder ICD-10 code as primary. The provider shall use the proper
Lab and Urine Screening codes plus the additional X2 modifier for the
screenings required.

iii. For established patients requiring maintenance treatment, the MAT provider




Physician/Independent Lab/CRNA/Radiation Therapy Center Section Il

shall use the appropriate E & M (office visit) code, add modifier X4, and list an
Opioid Use Disorder ICD-10 code as primary. The provider shalf use the proper
Lab and Urine Screening codes plus the additional X4 maodifier for the
screenings required.

Allowable ICD-10 codes for Opioid Use Disorder may be found here: (SEE OUD CODES)

Allowable lab and screening codes may be found here: (SEE LAB CODES)

Providers utilizing telemedicine. reqardiess of Method, shall adhere to telemedicine rules listed in
Sections 105.190 and 305.000 in addition to those above. The provider at the distance site shall
use both the GT medifier and the X2 or X4 modifier on the service claim.




Section |

172.100 Services not Requiring a PCP Referral 42-4-199-1-
20

The services listed in this section do not require a PCP referral;
A.  Adult Developmental Day Treatment (ADDT) core services;
B. ARChoices waiver services;

C. Anesthesia services, excluding outpatient pain management;
D

Assessment (including the physician’s assessment) in the emergency department of an
acute care hospital to determine whether an emergency condition exists. The physician
and facility assessment services do not require a PCP referral (if the Medicaid beneficiary
is enrolled with a PCP);

Chiropractic Servicesservices:
Dental services;

Developmental Disabilities Services Community and Employment Support;

I @ ™ m

Disease control services for communicable diseases, inciuding testing for and treating
sexually transmitted diseases such as HIV/AIDS;

Emergency services in an acute care hospital emergency department, including
emergency physician services;

J. Family Planning services;
K. Gynecclogical care;

L. Inpatient hospital admissions on the effective date of PCP enrollment or on the day after
the effective date of PCP enroliment;

M. Mental health services, as follows:

1. Psychiatry for services provided by a psychiatrist enrolled in Arkansas Medicaid and
practicing as an individual practitioner-

2. Medication Assisted Treatment for Opioid Use Disorder when rendered by an X-DEA
waivered practitioner

32. Rehabiitative Services for Youth and Children (RSYC) Program-

N.  Obstetric {anteparium, delivery, and postpartum) services:
1. Only obstetric-gynecologic services are exempt from the PCP referral requirement:

2. The obstetrician or the PCP may order home heaith care for antepartum or
postpartum complications:

3. The PCP must perform non-obstetric, non-gynecologic medical services for a
pregnant woman or refer her to an appropriate provider:

Q.  Nursing facility services and intermediate care facility for individuals with intellectual
disabilities (ICF/ID) services;

P. Ophthalmology services, including eye examinations, eyeglasses, and the treatment of
diseases and conditions of the eye;

Q. Optometry services;

Section I-1
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Pharmacy services;
Physician services for inpatients in an acute care hospital,_including—This-includes:

4 Ddirect patient care (initial and subsequent evaluation and management services, surgery,
efc.), and

2.—lindirect care {pathology, interpretation of X-rays, efc.);

T.  Hospital non-emergency or outpatient clinic services on the effective date of PCP
enroliment or on the day after the effective date of PCP enrollment;-

U.  Physician visits {except consultations, which do require PCP referral) in the outpatient
departments of acute care hospitals: but

+— Medwmdw#eeveﬂhes&semseswﬁheataﬁcﬁuefe#amw if the Medicaid beneficiary
is enrolled with a PCP and the services are within applicable benefit limitations;-

V.  Professional components of diagnostic laboratory, radiology, and machine tests in the
outpatient departments of acute care hospitals, but only if—Medicaid-covers-these services

without a PCP-referral-only:

4—f the Medicaid beneficiary is enrolled with a PCP and

2—TFthe services are within applicable benefit limitations;-

W. Targeted Case Management services provided by the Division of Youth Services or the
Division of Children and Family Services under an inter-agency agreement with the
Division of Medical Services;

Transportation (emergency and non-emergency) to Medicaid-covered services: and

Other services, such as sexual abuse examinations, when the Medicaid Program
determines that restricting access to care would be detrimental to the patient's welfare or
to program integrity; or would create unnscessary hardship.

Section I-2
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2a Cutpatient Hospital Services (Continued)

Non-Emercgency Services
Outpatient hospital services other than those which qualify as emergency, outpatient surgical procedures and

treatment, and therapy services are covered as non-emergency services.

Benefit Limit
Gutpatient hospital services are limited to a total of twelve (12) visits a year. This yearly linii is based on the

State Fiscal Year - July 1 through June 30, Outpatient hospital services include the following:

s non-emergency ouipatient hospital and related plysician and nurse practitioner services, and
. outpatient hospital therapy and treatment services and related physician and nurse
practitioner serviges.

For services beyond the 12--visit limit, am extension of benefits will be provided if medically necessary. The
following diagnoses are corsidered—to—be categorically medically necessary and do not require prior
authorization for medical necessity: Malignant neoplasm; HIV infection; renal failure: opioid use disorder::

-and pregnancy. All other diagnoses are subject to prior authorization before benefits can be extended,

Quitpatient hospital services are not benefit limited for recipients in the Child Health Services (EPSDT)

Program,
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2.b. Rural Health Clinic Services

2.

5. Services of physician assistants, nurse practitioners.: nurse midwives, and specialized
nurse practitioners;

6. Services and supplies furmished as an incident to a nurse practitioner’s or physician
assistant’s services; and

7. Visiting nurse services on a part-time or intermittent basts to home-bound patients){
limited to areas in which there is a shortage of home health agencies).

Rural health clinic ambulatory services are defined as any other ambulatory service included in the
Medicaid State Plan if the Rural Health Clinic offers such a service (e.g. dental, visual, etc.). The
“other ambulatory services™ that are provided by the Rural Health Clinic will count against the limit
established in the plan for that service,

Medication Assisted Treatment visits do not count against the Rural Health Clinic encounter
benefit limit.

Federally Qualified Health Center (FQHC) services and other ambulatory services that are covered
under the plan and furnishied by a FQHC m accordarice with Section 4231 of the State Medicaid
Manual} {NCFA — Pub. 45-4).

Effective for claims with dates of service on or after July 1, 1995, federally qualified health center
(FQHC) services are limited to twelve (12} encounters per beneficiary, per State Fiscal Year (July 1
through June 30) for beneficiaries age twenty-one (21) and older. For federally qualified heaith
center core services beyond the 12--visit limit, extensions will be provided if medically necessary.
Beneficiaries under age twenty-one (21) in the Child Health Services (EPSDT) Program are not
benefit limited.

FQHC hospital visits are limited to one (1) day of care for inpatient hospital covered days
regardiess of the number of hospital visits rendered. The hospital visits do not count against the
FQHC encounter benefit limit.

Medication Assisted Treatment visits do not count against the FOHC encounter benefit Jimit,
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3. Other Laboratory and X-Ray Services

tH——Other medically necessary laboratory and X-ray services are covered when ordered and provided by-er
under the direction of a physician or other licensed practitioner of the healing arts within the scope of his or /her
practice, as defined by State law in the practitioner's office or outpatient hospital setting or by a-certified independent

laboratory which meets the requirements for participation in Title X VIIL_-Services are limited to five hundred
doilars ($500) per StateF:sc.ﬂ Year [Juiv 1 June 33). unless specif‘gaj3 exempted fmm the limit -Fer—sewwes

neeesseﬁr-Extensions of the heneﬁt iimlt for recipients age twen _v-one {21) or older wil! be provided th
prior authorization, if medicallv necessary, -The five hundred dollars ( $508) per State Fjgcal Year benefit hm;t

does not apply to services provided to recipients under age twenty-one (21) enrolled in the Chiid Health
Services (EPSDT) Prooram.

{1} The followinz diagnoses are-eonsidered-to-beare- specifically exempted from the five hundred
dollars (SSO{ 1 m §1g§e Eggcal Year Lnboraton and \-ra\ semces health beneﬁt iimlt

Malignant ncoplasm HIV mfectmn and renai faﬂure ’I’he cost af reiated laboraton and X-ra\ =
eavservices will not be included in the caleulation of the reclgient’s ﬁve hundred do!!ars ( '3500)
&ﬂlahora og and’ X«ra\ sehriees heaith benefit limit. Alle e

uthetization befo an-be-extended: Drug screeningwﬂlbe speciﬁcam exempt from the
ﬁve hzmdrec dollars [SSOG} $§09 per sm Fiscal Year Iaboratory and X-ray services health
benefit {imit when the diagnosis is for opioid use disorder and the screening is ordered by an X~

DEA waiverasd provider as part of a Medication Assisted Treatment plan. The cost of these
screenings wijl not be included in the ealculation of the recipient’s five hundred dollars ($500)

$500 laboratory and X-ray services health benefit limit.

2) Magnetic Resonatice Imaging (MRI) and Cardiac Catheterization procedures are specifically
exempted from-to the five hundred dollars ($500) $508-per State Fiscal Year laboratory and X-
rayv services health benefit limit, The cost of these procedures will nat be included in the
calculation of the fecmieat"s ﬁve hu dred dellars 1350{)1 $500-Iaboratory and X-rav services
health bencflt limit. e -the-exisasion-erocedure

3y Portable X-Ray Services_are_subjeet to the five hundred dollars ($500) $508-benefit limit.
Extensions ¢f the benefit limit for recipients age twenty-one (21) or older will be provided
through pricr suthorization, if medically necessary. -Services may be provided to an eligible
recipient in lyis or /her place of Fesiclence npon the written en order of the recipient’s phvsician,
Services are limited to ihe felloiig_g

a—tnited-to-the-following:
b—
Sskeletal films invelving-which invelye arms and legs, pelvis, vertebral column, and skull;

a.

€———~QCehest films which do not involve the use of contrast media; and
b.

dc. Aabdominal films which do not involve the use of contrast media.




(4 ] practic X / . -Chiropracticer X-Ray Services
are subject to the five hundred dollars ($500) $500-benefit limit. -Extensions of the benefit limit

for recipients age twenty-ene (21) or older will be provided through prior autherization. if
medically necessary.

Yravis dismited 23 per-State Fiseal Year (Fuly-1 through huno 30,
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12 Prescribed drugs, dentures, and prosthetic devices: and eyeglasses prescribed by a physician skilled in diseases of the
eye or by an optometrist

a, Prescribed Drugs

(1)

@

(3)

4

Each recipient age twenty-one (21) or older may have up to six (6) prescriptions each month under
the program. The first three (3) prescriptions do not require prior authorization. The three (3)
additional prescriptions must be prior authorized. Family Planning, tobacco cessation, —oral
prescription drugs for opicid use disorder when used accerding to the SUPPORT for Patients
and Communities Act and SAMHSA guidelines. and EPSDT prescriptions de not count against
the prescription limit.

Effective January 1, 2006, the Medicaid agency will ot cover any Part D drug for full-benefit dual
eligible individuals who are entitled to receive Medicare benefits under Part A or Part B.

The Medicaid agency provides coverage, to the same extent that it provides coverage for all
Medicaid recipients, for the following excluded or otherwise restricted drugs or classes of drugs, or
their medical uses — with the exception of those covered by Part D plans as supplemental benefits
through enhanced alternative coverage as provided in 42 C.F.R. §423.104 () (1) (i) (A) — to full
benefit dual eligible beneficiaries under the Medicare Prescription Drug Benefit — Part D.

The to]]owmg excluded drugs set forth on the Arkansas Medlcald Pharmacv Vendor's Websnte

MM&FMW@% arge covered

a. select agents when used for weight gain:
Ardrogenie Agents;

b. select agents when used for the symptomatic retief of cough and colds:
Antitussives; Antitussive-Decongestants; and Antitussive-Expectorants;

c: select prescription vitamins and mineral products, except prenatal vitamins and

fluoride:

B 12; Folic Acid;; and Vitamin K

d. select nonprescription drugs:
Antiarthritics; Antibacterials and Antiseptics; Antitussives; Antitussives-
Expectorants;  Anaigesics;  Antipyretics;  Antacids;  Antihistamines;
Antihistamine-Decongestants; Antiemetic/Vertigo Agents; Gastrointestinal
Agents; Hematinics; Laxatives; Opthalmic Agents; Sympathomimetics; Topical
Antibiotics; Topical Antifungals; Topical Antiparasitics; and _Vaginal
Antifungals; and

€.  non-prescription products for smoking cessation.

The State will reimburse only for the drugs of pharmaceutical manufacturers who have entered into
and have in effect a rebate agreement in compliance with Section 1927 of the Social Security Act,
unless the exceptions in Section 1902(a)(54), 1927(a)(3), or 1927(d) apply. The State permits
coverage of participating manufacturers’ drugs, even though it may be using a formulary or other
restrictions. Utilization controls will include prior authorization and may include drug utilization
reviews. Any prior authorization program instituted after July 1, 1991 will provide for a 24-hour
turnaround from receipt of the request for prior authorization. The prior authorization program also
provides for at least a seventy-two (72) hour supply of drugs in emergency situations.
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State/Territory: _ARKANSAS

AMOUNT, BPURATION, AND SCOPE OF SERVICES PROVIDED MEDICALLY NEEDY
GROUP(S):

4.d. Fobacco cessation counseling services for pregnant women

[ Provided: [ ] No limitations <] with limitations*

e.  Medication-Assisted Treatment for opioid use disorders

B Provided: [} No limitations B with Limitations™

5.a.  Physicians’ services, whether furnished in the office, the patient’s home, a hospital, a nursing facility, or

elsewhere.
Provided: [] No Lmitations B with limitations*

b.  Medical and surgical services furnished by a dentist (in accordance with section 1905(a)(5)(B} of the

Act).
Provided: ] No limitations with limitations*

*Description provided on attachment.
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2.a.  Qutpatient Hospital Services (Continued)

Non-Emergency Services

Outpatient hospital services other than those which qualify as emergency, outpatient surgical procedures and

treatment, and therapy services are covered as non-emergency services.

Benefit Limit
Outpatient hospital services are limited to a total of twelve (12) visits a year. This yearly limit is based on the

State Fiscal Year - July 1 through June 30. Qutpatient hospital services include the following:

. non-emergency outpatient hospital and related physician and nurse practitioner services; and

. outpatient hospital therapy and treatment services and related physician and nurse practitioner
services,

For services beyond the 12-visit limit, an extension of benefits will be provided if medically necessary. The
following diagnoses are comsidered-te—be categorically medically necessary and do not require prior

authorization for medical necessity: Malignant neoplasm; HIV infection; renal failure: opioid use disorder

when the visit is rendered by an X-DEA waivered provider as part of a Medication Assisted Treatment

plan, and pregnancy. All other diagnoses are subject to prior authorization before benefits can be extended.

Outpatient hospital services are not benefit limited for recipients in the Child Health Services (EPSDT)

Program.
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2.b. Rural Health Clinic Services

5. Services of physician assistants, nurse practitioners; nurse midwives; and specialized nurse
practitioners;

6. Services and supplies furnished as an incident to a nurse practitioner’s or physician
assistant’s services; and

7. Visiting nurse services on a part-time or intermittent basis to home-bound patients) limited
to areas in which there is a shortage of home health agencies).

Rural health clinic ambulatory services are defined as any other ambulatory service included in the
Medicaid State Plan if the Rural Health Clinic offers such a service (e.g. dental, visual, etc.). The
“other ambulatory services” that are provided by the Rural Health Clinic will count against the limit
established in the plan for that service.

Medication Assisted Treatment visits do not count against the Rural Health Clinic encounter
benefit limit when the diagnosis is for opioid use disorder and is rendered by an X-DEA
waivered provider as part of a Medication Assisted Treatment plan.

. Federally Qualified Health Center (FQHC) services and other ambulatory services that are covered

under the plan and furnished by a FQHC in accordance with Section 4231 of the State Medicaid
Manual-) NCFA — Pub. 45-4).

Effective for claims with dates of service on or after July 1, 1995, federally qualified health center
(FQHC) services are limited to twelve (12) encounters per beneficiary, per State Fiscal Year (July 1
through June 39) for beneficiaries age twenty-one (21} and older. For federally qualified health
center core services beyond the 12--visit limit, extensions will be provided if medically necessary.
Beneficiaries under age twentv-one (21) in the Child Health Services (EPSDT) Program are not
benefit limited.

FQHC hospital visits are limited to one (1) day of care for inpatient hospital covered days
regardiess of the number of hospital visits rendered. The hospital visits do not count against the
FQHC encounter benefit limit.

Medication Assisted Treatment visits do not count against the FOHC encounter benefit limit.
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3. Other Laboratory and X-Ray Services

——Other medically necessary laboratory and X-ray services are covered when ordered and provided by
erunder the direction of a physician or other licensed practitioner of the healing arts within the scope
of hisf or her practice as defined by State law in the practitioner’s office or outpatienthospital setting
or by a ceriified independent laboratory which meets the requirements for participation in Title
XVIIL -ForsServices are limited to sbove-$500five hundred dollars (5500) -90 per State Fiscal
Year (July 1-June 30), unless specifically exempt from the limit. Extenstons of the benefit limit

for recipients age twemty-ome (21) andor older-an-extensier will be provided through prior

authorization, if medically necessary.: ~The-following diagnoses-are-considerad to be cate SOTH

L PL1t) Soris

sfore-benefity-oanbe-oxtended:-The $500fve hundred goliars (3500) per State Fiscal Year
benefit limit does not apply to services provided to recipients under age twenty-one (21)
enrolled in the Child Health Services (EPSDT) Program.

P—_— 2) per Stale-Fiooal Year Guly 1 throtigh Juae-30)

Ihe followiny diagnoses are specifically exempt front the $506five hundred doliars ($500) per
State Fiscal Year laboratory and X-rav services health benefit limit: Malignant neoplasm: HIV

infection: and renal failure. The cost of related Isboratory and X-rav services will not be




included in the calculation of the recipient®s $508five hundred dollars (3500) laboratory and X-
ray services health benefit mit.

i Drug screening will he-specifically exempt from the five hundred dollars ($500) per State
Fiscal Year laberatory and X-rav services health benefit limit when the diagnosis is for opioid
use disorder and the screening is ordered by a-Medication-Assisted Treatment-waiveran X-
DEA waivered provider as part of a MAT treatment plan. The cost of these screenings will not
be included in the calculation of the recipient’s $560five hundred dollars ($500)- laberatorvand
X-ray services heaith benefit Emit.

(2) Magmuetic Resonance Emaging (MRI) and Cardiac Catheterization procedures are specificaily
exempt from the $566five hundred dollars ($500) -per State Fiscal Year outpatient laboratoery
and X-ray services health benefit limii. The cost of these procedures will not be included in the
calcniation of the recipient’s $586five hundred dolars (3500)- laboratory and X-ray services
health benefit limit.

(3) Portsble X-Rav Services are subject to the $500five hundred dollars (3508)- benefit limit,
Extensions of the benefit fimit for recipients age twenty-one (21) or older will be provided
through prior authorization. if medically necessary. Services may be provided to an eligible

recipient in his or her place of residence apon the written order of the recipient's physician.
Services are limited to the foHowing:

a, Skeletal films which involve arms and legs. pelvis, vertebral column, and skull;
b. Chest films which do not invelve the use of contrast media: and

c. Abdominal films which do not fnvelve the ase of contrast media.

(4)  Two(2) chiropractic X-ravs are covered per state fiscal vear. Chiropractic X-Ray Services are

sabject to the $500five hundred dellars (3500) benefit limit, Extensions of the benefit limit for

recipients age twentv-ome (21) or older will be provided through prior authorization. if
medicallv necessary.

4.a.  Nursing Facility Services - Not Provided
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4.c.  Family Planning Services

() Comprehensive family planning services are limited to an original examination and up to three (3)
follow-up visits annually. This limit is based on the state fiscal year (July 1 through June 30).

4.d. (1) Face-to-Face Tobacco Cessation Counseling Services provided (by):
[X] (i) By or under supervision of a physician;

[X] (ii) By any other health care professional who is legally authorized to furnish such services under
State law and who is authorized to provide Medicaid coverable services other than tobacco
cessation services; * or

(iii) Any other health care professional legally authorized to provide tobacco cessation services
under State law and who is specifically designated by the Secretary in regulations. (None are
designated at this time)

*describe if there are any limits on who can provide these counseling services

(2)  Face-to-Face Tobacco Cessation Counseling Services Benefit Package for Pregnant Women
Provided: O No limitations [X] With limitations*
*Any benefit package that consists of fess than four (4) counseling sessions per quit attempt, with
}z:e I;:jiimum of two (2) quit atternpts per 12-month period (eight (8) per year) should be explained

Please describe any limitations:

Face-to-face tobacco cessation counseling services are limited to no more than two (2) 15-minute
units and two_f2) 30-minute units for a maximum allowable of four (4) units per state fiscal year.

4.e, Prescription drugs for treatment of opioid use disorder when provided by an X-DEA waivered

practitiorer.
a. Oral preferred pPrescription drugs (preferred on the PDL) used for treatment of

opioid use disorder require no prior authorization and do not count against the monthly
prescription limits, when used according to the SUPPORT for Patients and

Communities Act and Substance Abuse and Mental Health Service Administration
(SAMHSA) guidelines.

5.a. Physicians’ services, whether furnished in the office, the recipient's home, a hospital, a skilled nursing facility,
-or elsewhere



(1) Physicians' services in a physician's otfice, patient's home, or nursing home are limited to twelve (12)
visits per State Fiscal Year (July 1 through June 30) for recipients age twenty-one (21) and older.



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B

MEDICAL ASSISTANCE PROGRAM Page 4g
STATE ARKANSAS
AMOUNT, DURATION, AND SCOPE OF
SERVICES PROVIDED Revised: Janusy-August I,
26142020
MEDICALLY NEEDY
12 Prescribed drugs, dentures and prosthetic devices; and eyeglasses prescribed by a physician skilled in diseases of the eye

or by an optometrist
a. Prescribed Drugs

(1) Each recipient age twenrty-ene (21) or older may have up to six (6} prescriptions sach month under
the program. The first three (3) prescriptions do not require prior awthorization. The three (3}
additional prescriptions must be prior authorized. Family Planning, tobacco cessation, —oral
prescription drugs for opicid use disorder when used according to the SUPPORT for Patients
and Communities Act and SAMIISA guidelines. and EPSDT prescriptions do not count against the
prescription limit,

(2} Effective January 1, 2006, the Medicaid agency will not cover any Part D drug for fuli-benefit dual
eligible individuals who are entitled to receive Medicare benefits under Part A or Part B.

3) The Medicaid agency provides coverage, to the same extent that it provides coverage for all Medicaid
recipients, for the following excluded or otherwise restricted drugs or classes of drugs, or their
medical uses — with the exception of those covered by Part D plans as supplemental benefits through
enhanced altemnative coverage as provided in 42 C.F.R. §423.104 (£) (1) (ii) (A) - to full benefit dual
cligible beneficiaries under the Medicare Prescription Drug Benefit — Part D.

The followmg excluded dmgs set fonh on the Arkansas Medlcald Pharmac\ Vendor’s Websne

) are covered 4

a.  select agents when used for weight gain:
Androgenic Agents;

b. select agents when used for the symptomatic relief of cough and colds:
Antitussives; Antitussive-Decongestants; and Antitussive-Expectorants;

c.  select prescription vitamins and mineral products, except prenatal vitamins and fluoride:
B 12; Folic Acid; and Vitamin K;

d.  select nonprescription drugs:
Antiarthritics; Antibacterials and Antiseptics; Antitussives; Antitussives-Expectorants;
Analgesics; Antipyretics; Antacids; Antihistamines; Antihistamine-Decongestants;
Antiemetic/Vertigo Agents; Gastrointestinal Agents; Hematinics; Laxatives; Opthalmic
Agents; Sympathomimetics; Topical Antibiotics; Topical Antifungals; Topical
Antiparasitics; and Vaginal Antifungals; and

g.  non-prescription products for smoking cessation,

€)] The State will reimburse only for the drugs of pharmaceutical manufacturers who have entered into
and have in cffect a rebate agreement in compliance with Section 1927 of the Social Security Act,
unless the exceptions in Section 1902(a}(54), 1927(a)}(3). or 1927(d) apply. The State permits
coverage of participating manufacturers’ drugs, even though it may be using a formulary or other
restrictions. Utilization controls will include prior authorization and may include drug utilization
reviews. Any prior authorization program instituted after July 1, 1991, will provide for a 24-hour
turnaround from receipt of the request for prior authorization. The prior authotization program also
provides for at least a 72—-hour supply of drugs in emergency situations.



CMS-PM-10120
Date: January 1, 2014

ATTACHMENT 3.1-F
Page 29

Revised: fanuarpAugust 1, 20462020 OMEB

Ne.:0938-933

State: ARKANSAS

Citation

Condition or Requirement

K.

1932(a)(5)
42 CFR 42 CFR 438.50
42 CFR 438.10

1932(a)S)(D) L.
1905(1)

1. Describe any additional circumstances of “cause™ for disenrollment (if any).

Information requirements for beneficiaries

Place a check mark to affirm state cornpliance.

X __ The state assures that its state plan program compliesis-in eorapliance with
438.10(t) for information requirements specific to MCOs and PCCM programs
operated under section 1932(a){1{A)(i) state plan amendments. (Place a check
mark to affirm state compliance.)

List all services that are excluded for each model (MCO & PCCM)

The following PCCM exempt services do not require PCP authorization:
Dental Services
Emergency hospital care _
DDS Community and Employment Support
Family Planning
Anesthesia
Alternative Waiver Programs
Adult Developutental Day Treatment Services (ADDT) Core Services only
Disease Control Services for Communicable Diseases
ARChoices waiver services
Gynecological care
Inpatient Hospital admissions on the effective date of PCP enroliment or on the day
after the effective date of PCP enrollment
Medication-Assisted Treatment Services for opivic use disorder when
rendered by X-DEA waiver exempt providers
Mental health services as follows:
a.  Psychiatry for services provided by a psychiatrist enrolled in
Arkansas Medicaid and practice as an individual practitioner
b. Rchabilitative Services for Youth and Cheldren
Nurse Midwite services
ICFID Services
Nursing Facility services
HospHal non-cmergency o cutpatient clinic services cn the effective date of PCP
enrollment or on the day after the effective date of PCP enrollment,
Ophthalmology and Optometry services
Obstetric (antepartum, delivery.deliver and postpartum) services
Pharmacy
Physician Services for impatients acute care:
Transportation
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Stricken language would be deleted from and underlined language would be added to present law.
Act 964 of the Regular Session

State of Arkansas As Engrossed: H3/25/19 84/3/19
92nd General Assembly 1
Regular Session, 2019 HOUSE BILL 1656

By: Representative D. Ferguson
By: Senator Bledsoe

For An Act To Be Entitled
AN ACT TO AMEND THE PRIOR AUTHORIZATION TRANSPARENCY
ACT; TO PROHIBIT PRIOR AUTHORIZATION FOR MEDICATION-
ASSISTED TREATMENT; TO DECLARE AN EMERGENCY; AND FOR
OTHER PURPOSES.

Subtitle
TO AMEND THE PRIOR AUTHORIZATION
TRANSPARENCY ACT; TO PROHIBIT PRIOR
AUTHORIZATION FOR MEDICATION-ASSISTED
TREATMENT; AND TO DECLARE AN EMERGENCY.

BE IT ENACTED BY THE GENERAL ASSEMBLY OF THE STATE OF ARKANSAS:

SECTION 1. Arkansas Code § 23-99-1103(8), concerning the definition of
"healthcare insurer” under the Prior Authorization Transparency Act, i1s
amended to read as follows:

(8)(A) (1} “Healthcare insurer” means an entity that is subject

to state insurance regulation, including an insurance company, a health

maintenance organization, selif—insured health plan—for—empleyeces—ofa
governmental entityywand a hospital and medical service corporation, a risk-

based provider organization, and a sponsor of a nonfederal self-funded

governmental plan.

(i1) "Healthcare insurer” includes Medicaid where

specifically referenced in § 23-99-1119.

(B) “Healthcare insurer” does not include;

(1) weskers! compensation plans—or A workers’

VTR
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As Engrossed: H3/25/19 S4/3/19 HB1656

compensation plan; er
(ii) Medicaid~, except as provided under § 23-99-

1119 or when Medicaid services are managed or reimbursed by a healthcare

insurer; or
FG’ “HEEIEhEEEE I'HS“FEF” 4955 nokL !.Eslilée an [iii!

An entity that provides only dental benefits or eyve and vision care benefits;

SECTION 2, Arkansas Code § 23-99-1103, concerning the definitions
untder the Prior Authorization Transparency Act, is amended to add an
additional subdivision to read as follows:

(21) *“Prescription for medication-assisted treatment" means any

presceription for medication used as treatment for opioid addiction approved

by the United States Food and Drug Administration.

SECTION 3. Arkansas Code Title 23, Chapter 99, Subchapter 11, is
amended to add an additional section to read as follows:

23-99-1119, Medication-assisted treatment for opioid addiction.

(a) Except in the case of injectables, a healthcare insurer, including

Medicaid, shall not:

(1) Require prior authorization in order for a patient to obtain

coverage of buprenorphine, naloxone, naltrexone, methadone, and their various

formulations and combinations approved by the United Srtates Food and Drug

Administration for the treatment of oploid addiction; or

(2) Impose any other requirement other than a valid prescription

and compliance with the medication-assisted treatment guidelines issued by

the Substance Abuse and Mental Health Services Administration under the

United States Department of Health and Human Services in order for a patient

to obtain coverage for buprenorphine, naloxone, naltrexone, methadone, and

their various formulations and combinstions approved bv the United States

Food and Drug Administration for the treatment of opioid addiction.

(b) Subdivision (a)(l) of this section shall only apply to the

Arkansas Medicaid Program as it pertains to prescription drugs for treatment

of opioid addiction designated as preferred on the evidence-based preferred

drug list provided there is at least one (1) of each of the drugs listed in

subdivision (a)(l) of this section with the preferred designation on the

preferred drug list or available without prior authorization.

2 04-03-2019 14:43:24 ANS121
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As Engrossed: H3/25/19 S4/3/19 HB1656

(¢) If a new formulation or medication approved by the United States

Food and Drug Administration for use as a prescription for medication-

assisted treatment becomes available after the effective date of this section

and 1s either more expensive or has not been shown to be more effective than

the formulations and medications in subsection (a) of this section, then the

healthcare insurer may require prior suthorization of the new formulation or

medication.

(d) A healthcare insurer utilizing a tiered drug formulary shall place

on the lowest-cost benefit tier at least ome (1) product for each of the

following medications that is approved by the United States Food and Drug

Administration:

(1) Buprenorphine;

(2) Naloxone:

(3) Naltrexone;
(4) Methadone; and

{5) A product containing both buprenorphine and naloxcne.

(e) For purposes of any limit a healthcare insurer imposes on the

number of prescriptions for a patient, a prescription for medication-assisted

treatment shall not be counted.

(f) This section does not affect the responsibiliry of a healthcare

provider to comply with the standard of care for medication-assisted

treatment, including without limitation the use of therapy in combination

with medication.
(g) The Arkansas Medicaid Program shall have until January 1, 2020, to

comply with this section.

SECTION 4. EMERGENCY CLAUSE. It is found and determined by the

General Assembly of the State of Arkansas that medication-assisted treatment

is effective at treating opiold addictiom and results in substantial cost

savings: that some healthcare insurers, including Medicaid, are placing

numerous prior authorization requirements on healthcare providers and their

patients who are in need of medication-assisted treatment; that these

requirements are counterproductive; and that this act is immediately

necessary because, as a result of these requirements, patients resort to

continued illegal drug use to stop withdrawals and physicians mayv be deterred

from treating patients due to the difficult prior authorization requirements.

3 04-03-2019 14:43:24 ANS121
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As Engrossed: H3/25/19 S4/3/19 HE1656

Therefore, an emergency is declared to exist, and this act being immediately

necessary for the preservation of the public peace, health, and safety shall

become effective on:

(1) The date of its approval by the Governor;

(2) If the bill is neither approved nor vetoed by the Governor,

the expiration of the period of time during which the (Governor may veto the

bill; or

(3) If the bill is vetoed by the Governor and the veto is

overridden, the date the last house overrides the veto.

/8/D. Ferguson

APPROVED: 4/12/19
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