CODE REVISER USE ONLY

PROPOSED RULE MAKING OFFICE OF THE CODE REVISER

STATEOF WASHINGTON
FILED

CR-102 (December 2017) ?I‘:‘JTEE:: g“:’i‘;iﬁ; 24,2018

(Implements RCW 34.05.320)
Do NOT use for expedited rule making WSR 18-21-194

Agency: Health Care Authority

Original Notice
1 Supplemental Notice to WSR
UJ Continuance of WSR

Preproposal Statement of Inquiry was filed as WSR 18-13-086 ; or

1 Expedited Rule Making--Proposed notice was filedas WSR _____; or
[ Proposal is exempt under RCW 34.05.310(4) or 34.05.330(1); or

[ Proposal is exempt under RCW ____ .

Title of rule and other identifying information: (describe subject)
182-553-500 Home infusion therapy and parenteral nutrition program — Coverage, services, limitations, prior authorization,
and reimbursement

Hearing location(s):

Date: Time: Location: (be specific) Comment:

November 27,2018 |10:00 AM |Health Care Authority Metered public parking is available street side around
Cherry Street Plaza building. A map is available at:
Pear 107 https://www.hca.wa.gov/assets/program/Driving-

626 8 Ave, Olympia WA 98504 |parking-checkin-instructions.pdf or directions can be
obtained by calling: (360) 725-1000

Date of intended adoption: Not sooner than November 28, 2018 (Note: This is NOT the effective date)

Submit written comments to:

Name: HCA Rules Coordinator

Address: PO Box 42716, Olympia WA 98504-2716
Email: arc@hca.wa.gov

Fax: (360) 586-9727

Other:

By (date) November 27, 2018

Assistance for persons with disabilities:

Contact Amber Lougheed

Phone: (360) 725-1349

Fax: (360) 586-9727

TTY: Telecommunication Relay Services (TRS): 711
Email: amber.lougheed@hca.wa.gov

Other:

By (date) November 23, 2018

Purpose of the proposal and its anticipated effects, including any changes in existing rules:

The agency revised WAC 182-553-500 to:

(1) Allow for coverage of continuous glucose monitoring for adults and pregnant women who meet certain criteria.
(2) Clarify language on home infusion coverage for clients:

(a) Residing in a state-owned facility;

(b) Residing in a nursing facility; or

(c) Electing to receive the agency’s hospice benefit.
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Reasons supporting proposal: See Purpose.

Statutory authority for adoption: RCW 41.05.021, 41.05.160

Statute being implemented: RCW 41.05.021, 41.05.160

Is rule necessary because of a:
Federal Law?
Federal Court Decision?

State Court Decision?
If yes, CITATION:

O Yes No
O Yes No
O Yes No

Agency comments or recommendations, if any, as to statutory language, implementation, enforcement, and fiscal

matters: N/A

Name of proponent: (person or organization) Health Care Authority

O Private
O Public
Governmental

Name of agency personnel responsible for:
Name

Drafting: Vance Taylor

Office Location

PO Box 42716, Olympia WA 98504-2716

Phone

360-725-1344

Implementation:  Nancy Hite

PO Box 42716, Olympia WA 98504-2716

360-725-1611

Enforcement: Nancy Hite

PO Box 42716, Olympia WA 98504-2716

360-725-1611

Is a school district fiscal impact statement required under RCW 28A.305.135?

If yes, insert statement here:

The public may obtain a copy of the school district fiscal impact statement by contacting:

Name:
Address:
Phone:
Fax:
TTY:
Email:
Other:

] Yes No

Is a cost-benefit analysis required under RCW 34.05.328?
[J Yes: A preliminary cost-benefit analysis may be obtained by contacting:

Name:
Address:
Phone:
Fax:
TTY:
Email:
Other:

No: Please explain: RCW 34.05.328 does not apply to Health Care Authority rules unless requested by the Joint
Administrative Rules Review Committee or applied voluntarily.
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Regulatory Fairness Act Cost Considerations for a Small Business Economic Impact Statement:

This rule proposal, or portions of the proposal, may be exempt from requirements of the Regulatory Fairness Act (see
chapter 19.85 RCW). Please check the box for any applicable exemption(s):

[J This rule proposal, or portions of the proposal, is exempt under RCW 19.85.061 because this rule making is being
adopted solely to conform and/or comply with federal statute or regulations. Please cite the specific federal statute or
regulation this rule is being adopted to conform or comply with, and describe the consequences to the state if the rule is not
adopted.

Citation and description:

I This rule proposal, or portions of the proposal, is exempt because the agency has completed the pilot rule process
defined by RCW 34.05.313 before filing the notice of this proposed rule.

1 This rule proposal, or portions of the proposal, is exempt under the provisions of RCW 15.65.570(2) because it was
adopted by a referendum.

I This rule proposal, or portions of the proposal, is exempt under RCW 19.85.025(3). Check all that apply:

O RCW 34.05.310 (4)(b) ] RCW 34.05.310 (4)(e)
(Internal government operations) (Dictated by statute)
O RCW 34.05.310 (4)(c) ] RCW 34.05.310 (4)(f)
(Incorporation by reference) (Set or adjust fees)
O RCW 34.05.310 (4)(d) ] RCW 34.05.310 (4)(g)
(Correct or clarify language) ((i) Relating to agency hearings; or (ii) process
requirements for applying to an agency for a license
or permit)

I This rule proposal, or portions of the proposal, is exempt under RCW
Explanation of exemptions, if necessary:

COMPLETE THIS SECTION ONLY IF NO EXEMPTION APPLIES
If the proposed rule is not exempt, does it impose more-than-minor costs (as defined by RCW 19.85.020(2)) on businesses?

No  Briefly summarize the agency’s analysis showing how costs were calculated. The revisions to this rule do not
impose additional compliance costs or requirements on providers.

[ Yes Calculations show the rule proposal likely imposes more-than-minor cost to businesses, and a small business
economic impact statement is required. Insert statement here:

The public may obtain a copy of the small business economic impact statement or the detailed cost calculations by
contacting:

Name:
Address:
Phone:
Fax:
TTY:
Email:
Other:

Signhature:
Date: October 24, 2018

Title: HCA Rules Coordinator

Name: Wendy Barcus \m\%m /
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AMENDATORY SECTION (Amending WSR 15-14-063, filed 6/26/15, effective
7/27/15)

WAC 182-553-500 Home infusion therapy and parenteral nutrition
program—Coverage, services, limitations, prior authorization, and re-
imbursement. (1) The home infusion therapy and parenteral nutrition
program covers the following for eligible clients, subject to the lim-
itations and restrictions listed:

(a) A one-month supply of home infusion ( (suppties—Ftimited—*eo
ere—meonth's—suppLy) ), per client, per calendar month.

(b) A one-month supply of parenteral nutrition solution((s—~
Hmited to—onemonth'lssuppty) ), per client, per calendar month.

(c) One type of infusion pump, one type of parenteral pump, and
one type of insulin pump per client, per calendar month and as fol-
lows:

(i) All rent-to-purchase infusion, parenteral, and insulin pumps
must be new equipment at the beginning of the rental period.

(ii) The agency covers the rental payment for each type of infu-
sion, parenteral, or insulin pump for up to twelve months. The agency
considers a pump purchased after twelve months of rental payments.

(iii) The agency covers only one purchased infusion pump or pa-
renteral pump per client in a five-year period.

(iv) The agency covers only one purchased insulin pump per client
in a four-year period.

(2) Covered supplies and equipment that are within the described
limitations listed in subsection (1) of this section do not require
prior authorization for reimbursement.

(3) The agency pays for FDA-approved continuous glucose monitor-

ing systems and related monitoring equipment and supplies ((with)) us-
ing the expedited prior authorization ((fer—e—elient—wheo=
TAENAY Fat+theanr haoao oA IS ISP TN N1 oA~ £ o] ooma o ~
\(_A./ J S A W TTTOO TTCTCE T A T 1 [ PRV PR S wy LJ_LL)\J\_A. =] - J.L_Yt/uv_L_Y T Tr e =
1o nrallaead 4+ o +023 o1 A T = I ~E TN CNE IR 2P F S I ~E T~ 2NN T SO T N S ~N-NENE P Y
) [ Y S N oL [ S (& C1TTTT 1T ut/t/J_uV oL J\J_Y aTT TTTo C T COCITTUTIT T - VI \AU AW L I mpw oy
TAZNAY Tao Sex T ah+ n anA PR oNE
\J\J/ 10 u\j _LvJ.LL_, T T _YU\AJ.J.& 7
() T o Ao S~ g o £ 2l arn A~ At A A A AT T e e S A
\ / 1TITTOOS (& \A._Luvl.luu_LL) g S S N D J U R S S g A8 t/ AW N ITC AT T =] TTT [ S - S W ey (@R Aw
teh—Fs—Ffeolleowed—byv—an—endeocrinetogist)) process when the client

meets the following criteria:

(a) Is age eighteen and younger;

(b) Is age nineteen and older with Type 1 diabetes;

(c) Is age nineteen and older with Type 2 diabetes who is:

(1) Unable to achieve target HbAIC despite adherence to an appro-
priate glycemic management plan after six months of intensive insulin
therapy and testing blood glucose four or more times per day;

(1i) Suffering from one or more severe episodes of hypoglycemia
despite adherence to an appropriate glycemic management plan; or

(1ii) Unable to recognize, or communicate about, svyvmptoms of hy-
poglycemia.

(d) Is pregnant with:

(1) Tyvpe 1 diabetes; or

(11i) Type 2 diabetes and on insulin prior to pregnancy;

(1ii) Type 2 diabetes and whose blood glucose does not remain
well controlled on diet or oral medication during pregnancy and re-
gquires insulin; or

(iv) Gestational diabetes with blood glucose that 1is not well
controlled (HbA1lC above target or experiencing episodes of hyperglyce-
mia or hypoglycemia) and requires insulin.
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(4) Requests for supplies or equipment that exceed the limita-
tions or restrictions listed in this section require prior authoriza-
tion and are evaluated on ((ap—3rdividugatl—Pbasis—according—to—the—pro—
vistens of)) a case-by-case Dbasis under WAC 182-501-0165 and
182-501-0169.

(5) The agency may adopt policies, procedure codes, and rates in-
consistent with those set by medicare.

(6) Agency reimbursement for equipment rentals and purchases in-
cludes the following:

(a) Instructions to a client, a caregiver, or both, on the safe
and proper use of equipment provided;

(b) Full service warranty;

(c) Delivery and pickup; and

(d) Setup, fitting, and adjustments.

(7)

(=) Wh an = al - ni roaoa Ao 1 = ot a4 anad ol 2+ { ox o o
Ty Wt —a CTrrCirc Tt oo rrOC S i o ocacc-Owntct T—taCTTxC <5 —~7 o Ccacc
+ 7 T o+ rr Q4 4 Toaarma + 1 r T ot rr Q4 4 Hoarma + 7
CY7 W o TC T oCcac TOSPTrTcaTy O oS cCTir ocac ToOSPTrcaT/—
(1) Wh oan = a1 2 ot hoaao ] at oA S Al 1o 13111 + roaona~ a7 + ]
o7 WITCTT TF CTCTtCT TS Tt T > CTTgToT< O TCcCCCTve CIIc
Sexanm szl o h A g bernaf1 + 12 ] oo e
[SACAST A S oS pPTC T T Cy orrrc S o.

(4 3\ My e B I L e o S I S IS 1 P [ R

\J_J.[ LI b/J. AJ_\_)L.J_LL\j MJ.L/L\jLLU\_)J_\_) Ju ) 1TTO T [ S PR By @) B WP WA W | wy LS i s LA..L(_/LM_jJ.lUL_).LL_)
R I I~ PR i I a1t ot o ot o
CITITTACT kiLALAJ_J_J.J_ =) CITT |\ S TTC [ S N J.J.Uu_)b/J.k/ .

. ' . .
PP, I I, A o A ol ot .
QLAb/r/J.J_ =) VWIT IT CTT |\ S T1T T e
’
. . .

b r—Meets—+the—eriteria—3n WAC—I82-553-300~)) For clients residing
in a state-owned facility (i.e., state school, developmental disabili-
ties facility, mental health facility, Western State Hospital, and
Eastern State Hospital) payment for home infusion supplies, eqgquipment,
and parenteral nutrition solutions are the responsibility of the
state-owned facility to provide.

(8) For clients who are eligible for and have elected to receive
the agency's hospice benefit, the agency pays for home infusion or pa-
renteral nutrition supplies and equipment separately from the hospice
per diem rate when:

(a) The client has a preexisting diagnosis that requires paren-
teral support; and

(b) The preexisting diagnosis 1is not related to the diagnosis
that gualifies the client for hospice.

(9) For clients residing in a nursing facility, infusion pumps,
parenteral nutrition pumps, insulin pumps, solutions, and insulin in-
fusion supplies are not included in the nursing facility per diem
rate. The agency pays for these items separately.
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