CODE REVISER USE ONLY

EXPEDITED RULE MAKING oo
CR-105 (August 2017 e e
(Implements RCW 34.05.353) WSR 17-23-097

Agency: Health Care Authority

Title of rule and other identifying information: (describe subject) WAC 182-535-1090 Dental-related services — Covered —
Prosthodontics (removable)

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

Reasons supporting proposal: The agency is revising this rule to correct a typographical error in a form number. WAC 182-
535-1090(3)(f) should reference HCA 13-965.

Statutory authority for adoption: RCW 41.05.021, 41.05.0160

Statute being implemented: RCW 41.05.021, 41.05.0160

Is rule necessary because of a:

Federal Law? U Yes No
Federal Court Decision? U Yes No
State Court Decision? U Yes No
If yes, CITATION:
Name of proponent: (person or organization) Health Care Authority 1 Private
I Public
Governmental
Name of agency personnel responsible for:
Name Office Location Phone
Drafting: Katie Pounds PO Box 42716, Olympia, WA 98504-2716 360-725-1346
Implementation: ~ Pixie Needham PO Box 45502, Olympia, WA 98504-5502 360-725-9967
Enforcement: Pixie Needham PO Box 45502, Olympia, WA 98504-5502 360-725-9967

Agency comments or recommendations, if any, as to statutory language, implementation, enforcement, and fiscal
matters: N/A
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Expedited Adoption - Which of the following criteria was used by the agency to file this notice:
[ Relates only to internal governmental operations that are not subject to violation by a person;

[J Adopts or incorporates by reference without material change federal statutes or regulations, Washington state statutes,
rules of other Washington state agencies, shoreline master programs other than those programs governing shorelines of
statewide significance, or, as referenced by Washington state law, national consensus codes that generally establish industry
standards, if the material adopted or incorporated regulates the same subject matter and conduct as the adopting or
incorporating rule;

Corrects typographical errors, make address or name changes, or clarify language of a rule without changing its effect;

] Content is explicitly and specifically dictated by statute;

[ Have been the subject of negotiated rule making, pilot rule making, or some other process that involved substantial
participation by interested parties before the development of the proposed rule; or
LI Is being amended after a review under RCW 34.05.328.

Expedited Repeal - Which of the following criteria was used by the agency to file notice:

] The statute on which the rule is based has been repealed and has not been replaced by another statute providing
statutory authority for the rule;

] The statute on which the rule is based has been declared unconstitutional by a court with jurisdiction, there is a final
judgment, and no statute has been enacted to replace the unconstitutional statute;

I The rule is no longer necessary because of changed circumstances; or

1 Other rules of the agency or of another agency govern the same activity as the rule, making the rule redundant.

Explanation of the reason the agency believes the expedited rule-making process is appropriate pursuant to RCW
34.05.353(4):

NOTICE

THIS RULE IS BEING PROPOSED UNDER AN EXPEDITED RULE-MAKING PROCESS THAT WILL ELIMINATE THE
NEED FOR THE AGENCY TO HOLD PUBLIC HEARINGS, PREPARE A SMALL BUSINESS ECONOMIC IMPACT
STATEMENT, OR PROVIDE RESPONSES TO THE CRITERIA FOR A SIGNIFICANT LEGISLATIVE RULE. IF YOU
OBJECT TO THIS USE OF THE EXPEDITED RULE-MAKING PROCESS, YOU MUST EXPRESS YOUR OBJECTIONS IN
WRITING AND THEY MUST BE SENT TO

Name: Wendy Barcus, HCA Rules Coordinator

Agency: Health Care Authority

Address: PO Box 42716, Olympia, WA 98504-2716

Phone: 360-725-1306

Fax: 360-586-9727

Email: arc@hca.wa.gov

Other:

AND RECEIVED BY (date) January 23, 2018

Date: November 15, 2017 Signature:

Title: HCA Rules Coordinator

Name: Wendy Barcus \&&%&XW
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AMENDATORY SECTION (Amending WSR 17-20-097, filed 10/3/17, effective
11/3/17)

WAC 182-535-1090 Dental-related services—Covered—Prosthodontics
(removable). Clients described in WAC 182-535-1060 are eligible to
receive the prosthodontics (removable) and related services, subject
to the coverage limitations, restrictions, and client-age requirements
identified for a specific service.

(1) Prosthodontics. The medicaid agency requires prior authoriza-
tion for removable prosthodontic and prosthodontic-related procedures,
except as otherwise noted iIn this section. Prior authorization re-
quests must meet the criteria In WAC 182-535-1220. In addition, the
agency requires the dental provider to submit:

(a) Appropriate and diagnostic radiographs of all remaining
teeth.

(b) A dental record which identifies:

(1) All missing teeth for both arches;

(i1) Teeth that are to be extracted; and

(i11) Dental and periodontal services completed on all remaining
teeth.

(2) Complete dentures. The agency covers complete dentures, in-
cluding overdentures, when prior authorized, except as otherwise noted
in this section.

The agency considers three-month post-delivery care (e.g., ad-
justments, soft relines, and repairs) from the delivery (placement)
date of the complete denture as part of the complete denture procedure
and does not pay separately for this care.

(a) The agency covers complete dentures only as follows:

(1) One initial maxillary complete denture and one initial man-
dibular complete denture per client.

(i1) Replacement of a partial denture with a complete denture on-
ly when the replacement occurs three or more years after the delivery
(placement) date of the last resin partial denture.

(i11) One replacement maxillary complete denture and one replace-
ment mandibular complete denture per client, per client"s lifetime.
The replacement must occur at least fTive years after the delivery
(placement) date of the initial complete denture or overdenture. The
replacement does not require prior authorization.

(b) The agency reviews requests for replacement that exceed the
limits In this subsection (2) under WAC 182-501-0050(7) -

(c) The provider must obtain a current signed Denture Agreement
of Acceptance (HCA 13-809) form from the client at the conclusion of
the final denture try-in and at the time of delivery for an agency-au-
thorized complete denture. If the client abandons the complete denture
after signing the agreement of acceptance, the agency will deny subse-
quent requests for the same type of dental prosthesis i1If the request
occurs prior to the dates specified iIn this section. A copy of the
signed agreement must be kept in the provider®s fTiles and be available
upon request by the agency. Failure to submit the completed, signed
Denture Agreement of Acceptance form when requested may result In re-
coupment of the agency®s payment.

(3) Resin partial dentures. The agency covers resin partial den-
tures only as follows:

(a) For anterior and posterior teeth only when the following cri-
teria are met:
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(i) The remaining teeth iIn the arch must be free of periodontal
disease and have a reasonable prognosis.

(i1) The client has established caries control.

(ii1) The client has one or more missing anterior teeth or four
or more missing posterior teeth (excluding teeth one, two, Tfifteen,
and sixteen) on the upper arch to qualify for a maxillary partial den-
ture. Pontics on an existing fixed bridge do not count as missing
teeth. The agency does not consider closed spaces of missing teeth to
qualify as a missing tooth.

(iv) The client has one or more missing anterior teeth or four or
more missing posterior teeth (excluding teeth seventeen, eighteen,
thirty-one, and thirty-two) on the lower arch to qualify for a mandib-
ular partial denture. Pontics on an existing fixed bridge do not count
as missing teeth. The agency does not consider closed spaces of miss-
ing teeth to qualify as a missing tooth.

(v) There is a minimum of four functional, stable teeth remaining
per arch.

(vi) There is a three-year prognosis for retention of the remain-
ing teeth.

(b) Prior authorization is required.

(c) The agency considers three-month post-delivery care (e.g.,
adjustments, soft relines, and repairs) from the delivery (placement)
date of the resin partial denture as part of the resin partial denture
procedure and does not pay separately for this care.

(d) Replacement of a resin-based partial denture with a new resin
partial denture or a complete denture i1If i1t occurs at least three
years after the delivery (placement) date of the resin-based partial
denture. The replacement partial or complete denture must be prior au-
thorized and meet agency coverage criteria in (a) of this subsection.

(e) The agency reviews requests for replacement that exceed the
limits In this subsection (3) under WAC 182-501-0050(7).

() The provider must obtain a signed Partial Denture Agreement
of Acceptance (HCA ((#3-809)) 13-965) form from the client at the time
of delivery for an agency-authorized partial denture. A copy of the
signed agreement must be kept in the provider®s files and be available
upon request by the agency. Failure to submit the completed, signed
Partial Denture Agreement of Acceptance form when requested may result
in recoupment of the agency®s payment.

(4) Provider requirements.

(a) The agency requires a provider to bill for a removable parti-
al or complete denture only after the delivery of the prosthesis, not
at the impression date. Refer to subsection (5)(e) of this section for
what the agency may pay i1f the removable partial or complete denture
is not delivered and inserted.

(b) The agency requires a provider to submit the following with a
prior authorization request for a removable resin partial or complete
denture for a client residing in an alternate living facility or nurs-
ing facility:

(i) The client®s medical diagnosis or prognosis;

(i1) The attending physician®s request for prosthetic services;

(if1) The attending dentist"s or denturist"s statement document-
ing medical necessity;

(iv) A written and signed consent for treatment from the client"s
legal guardian when a guardian has been appointed; and

(v) A completed copy of the Denture/Partial Appliance Request for
Skilled Nursing Facility Client (HCA 13-788) form available from the
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agency"s published billing instructions which can be downloaded from
the agency"s web site.

(c) The agency limits removable partial dentures to resin-based
partial dentures for all clients residing in one of the facilities
listed in (b) of this subsection.

(d) The agency requires a provider to deliver services and proce-
dures that are of acceptable quality to the agency. The agency may re-
coup payment for services that are determined to be below the standard
of care or of an unacceptable product quality.

(5) Other services for removable prosthodontics. The agency cov-
ers:

(a) Adjustments to complete and partial dentures three months af-
ter the date of delivery.

(b) Repairs:

(i) To complete dentures, once In a twelve-month period, per
arch. The cost of repairs cannot exceed the cost of the replacement
denture. The agency covers additional repairs on a case-by-case basis
and when prior authorized.

(i1) To partial dentures, once In a twelve-month period, per
arch. The cost of the repairs cannot exceed the cost of the replace-
ment partial denture. The agency covers additional repairs on a case-
by-case basis and when prior authorized.

(c) A laboratory reline or rebase to a complete or partial den-
ture, once in a three-year period when performed at least six months
after the delivery (placement) date. The agency does not pay for a
denture reline and a rebase in the same three-year period. An addi-
tional reline or rebase may be covered for complete or partial den-
tures on a case-by-case basis when prior authorized.

(d) Laboratory fees, subject to the following:

(i) The agency does not pay separately for laboratory or profes-
sional fees for complete and partial dentures; and

(i1) The agency may pay part of billed laboratory fees when the
provider obtains prior authorization, and the client:

(A) Is not eligible at the time of delivery of the partial or
complete denture;

(B) Moves from the state;

(C) Cannot be located;

(D) Does not participate in completing the partial or complete
denture; or

(E) Dies.

(ifi) A provider must submit copies of laboratory prescriptions
and receipts or invoices for each claim when billing for laboratory
fees.
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