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DEPARTMENT OF HEALTH& HUMAN SERVICES

Centers for Medicare& Medicaid Services

1600 Broadway, Suite 700
Denver, CO 80202-4967 two

0KARE& bi[ 01 -, ID SFRNIUS

Region VIII

November 20, 2013

W. David Patton, Ph.D.

Utah Department of Health

288 North 1460 West

PO Box 143102

Salt Lake City, UT 84114

RE: Utah# 13- 025

Dear Dr. Patton:

We have reviewed the proposed State Plan Amendment( SPA) submitted under transmittal
number (TN) 13- 025. This State Plan Amendment updates the definition of home health
services, clarifies services and limitations, updates references, and reorganizes home health
information.  It also updates the date of rates for home health services.

Please be informed that this State Plan Amendment was approved today with an effective date of
July 1, 2013.  We are enclosing the CMS- 179 and the amended plan page( s).

If you have any questions concerning this amendment, please contact Mandy Strom at
303) 844- 7068.

Sincerely,

s/

Richard C. Allen

Associate Regional Administrator

Division for Medicaid and Children' s Health

CC:  Michael Hales, Medicaid Director, UT

Craig Devashrayee, UT



DEPARTMENT OF HEALTH AND I- it OAN SERVICES FORM APPROVED

HEALTHCARE FINANCING ADMINIS`1 RAITIC) id OMB NU. 0938- 0193
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DEPARTMENT OF HFALTI1 AND Hl.7f, AN SERVICES

TYPE GF PLAN MATERIAL b; ChocL Cane
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42 CFP A..f...t..ACHMENT 3. 1- A

440. 70 Attachment# 7a

Page 1

HOME HEALTH SERVICES

DEFINITION

Iiome health services are part:-time or intermittent medical and non- medical services ordered by an
attending physician. These services are based on nnedical necessity for the diagnosis or treatment
of illness. injr.ary, or to improve the function of a naaltonrised body member. A patient may receive
horne health services when the patient derrionc.,l.ral.es the need and potential to restore or improve
lost or impaired funcfions, and when the physician determines that the home is the most

appropriate and cost effective setting that is consistent with the patient' s medical needs.

Home health services include home health aide services, nursing services as defined in the State
Nurse Practice Act. and medical supplies, ecguiprnent and appli- inces suitable for use in the home.

1.  Skilled hon'ae health Services

a,   The expert application of nursing theory, practice and techniques by a registered nurse
FAN) to meet patient needs in the home, through application of professional jradgment,

standardized procedures. medically delegated techniques, and by independently salving
patient care problerns.

b.   Horne health aide services include assistance of the direct provision of routine care that

does not requke specialized nursing shill. The assistant works under written instruction
and close supervision by the FAN.

c.   IV therapy, enteral and parenteral nutrition therapies are provided as home health
services in conjunction with skilled hone health services. supportive maintenance home

health scarvic;es, or as a standalone service.  Horne Health Program requirements apply
to the therapy policies outlined in the Medical Supplies Program.

d.   Physical therapy services are available and are arranged by the hoine health agency
through a physician order; and must be provided by a qualified, licensed therapist in
ac: cotd vice with the wriften plan of care.

2.    Scrpporfiive, Maintenance Horne Health Care

Supportive maintenance home health services are available for patients with stabilized

medical conditions who require minimal assistance, observation, teaching; or follow-up. A
certified home health agency may provide these services through an Pik, a licensed practical
nurse ( t_PN), or through a home health aide supervised by an RN under the direction of a
physician.

T. N. # il'??._   A are:} val 1 1<:ate- _/  a70 .

Supersedes T. N. #.___ 00- 015 Gate  _  7- 1- 13



42 CFF,
ATTACHMENT 3. 1- A

440.70
Attachment# 7a

Page 2

l TOME: HEALTH SE RVICES (Con tii'liEeC}

LIMITATIONS

The following services are excluded from coverage.

1.   Services not c.rde:,red and directed by a phy Jcian and written in an approved plan of care.  A

written plan Mi_ist be reviewed and sighed at least every 50 days

2.   Horne health services not provided by an RN. LPN, physiciarr, , sistant, or, horne health aide, and

not supervised by an RN who is employed l:) y a home health ; jency.

3.   Horne health > 6: rvices pre) vid# d to a patient r.'<ap,',LA of self-care

4.   Housekeeping or services.

5.   Respite Care_

6.   Medical supplies ne& er suit-  e for i iJme use r" or for piov€d ng , dome health care in accordance
with physif':Aan orders acid as part of tine v ntt:- n plan of care.

Medical supp ies used durint1 the initial v sit i 0 e siablish the Elan, of care do riot require a prior
authorization, r) t€t are litnited to;

a si,rpplie  consistent vviti-1, the plan of c r° rra n:9

b.  nui- drtrabl = medical e qu€pn'rent.

1.   OcCu patio; ,,.Bi therapy.

8 Speech path.lology aerviCe;

9.   Physical therapy not included in the plan of care, and not prav, aed by a qualified, licensed
the.:rap€st

10. The Agency may exceed the limitations on existing covered services to the extent allowed by law,
if Its area=._oal s,aff deter€nme,,

ra rr } GE services are o ai ldtl1' i3 t

s tP rat the proposed services are more ;:;aSt effective than alternative services.

T. N. #  13-025  _  Approval Date__j11Ak u_

Supersedes T. N. #    98- 003- _.. ftective Date ----. 7- 1- 1. 3



42 CFR ATTACHMENT 3. 1- A

440. 70
Attachment# 7c

tOME I IFAI 11I SERVICES - MEDICAL. SUPPLIES, F:=(,) taIPMENT. AND AP' P' LIANCES

LIMITATIONS

Supplies, equipment (durabie or disposable), and appliances are provided to Medicaid recipients who
reside at home.  S,; rvices are provided in accordance with 42 CFR 440. 70( b)( 3) and with established
Medicaid policy covering medical supplies.

The following items are exclarded from coverage benefits of the Medicaid program_

1 First aid supplies; with the exception of supplies used for post_ :xuigical need, accidents, decubitus
treatment, r:a nd Iong tert' 3 dressing.

2.  Surgical stocking if ordered by a non- physicia.-,_

3_  Syringes in excess of 1C0 per month.

4.  Beds, when the recipient is not bed confined.

6.  Variable height beds.

6 Two oxygen systems unless the physician has specifically ordered portable oxygen for travel to
practitioners-

7.  Oxygen systerns provided rnore frequently than monthly.

8-  Spring- loaded tr=pct!on egwpnnent.

g.  Wheelchairs, uniess the recipient would be bed or chair confined without the equiprlent.

a.   Wheelchai°s.. attachrnent , and other adaptive (-.;quipment for addition to wheelchairs require

prier a att-;c i iz°--tion and revia w.

10.  The Agency rnaay exceed the limitations on ex!sting covered services to the extent allowed by law, if
its n-iie; dicral star; deternnines:

a.   that the r)r) po[7ed services are medica ly <approt,)r iate; and

b.   that the proposed services are more coast effective than a4ernative services.

T. N. 777C 21 Approval Dated

Supersedes T. N    _.__.   _-  3_     Effective Date  __..._7-1- 13



42 CFR
ATTACHMENT 3. 1- A

440. 70
Attachment# 7d

Page 1

HOME HEALTI-1 SERVICES - PHYSICAL Tt IERAPY, OCC1,JPATI NAL THERAPY AND

SPEECH F=1A_rH0i._(.)GY SERVICES

LIMITATIONS

1.    Occupational therapy ( OT) and speech pathology services in the home are not covered.

2.    Physical therapy ( PT) services must be prescribed by a physician and included in the
plan at carte.

PT services rnust he provided by a qualified licensed therapist and must follow all
regulations than, govern these services.

4.    PT services must follow a written plan of care, and include an expectation that the
patient' s rnedical condition under treatrrr, ent, will improve in a predictable period.

E.    PT services t-T LIst be provided in acc;o- dance with 42 CFR 440. 110.

All home health services iequire prier :author=nation.

7.    The Agency may exceed the iimitations on existing covered services to the extent
allowed by lent.. if its niedic.al staff Bete_rnilne

a. that the proposed services are medically appropriate, and

b. that the proposed services are more cost effective than alternative services.

T N. #      13- 0725 Approval Date l/ _gofiI2

Supersedes T. N. 4__._.09-003 Effective Date 7- 1- 13



42 CFR ATTACHMENT 3. 1- A

440. 70 Attachment# 7d

Page 2

HOME HEALTH SERVICE   - SPEECH PATHOLOGY SERVICE

Deleted July 1,  ?. 013

T.N. #      13. 023 Approval Date___If do

Supersedes T. N. #    07- 0103 Effective Date 7- 1- 13



42 CFR ATTACHMENT 0. 1. 13

440. 70 Attachment# 7a

Page 1

HOME HEALTH SERVICES

DEFINITION

Horne health services are part- tinne or intermittent medical and non- medical services ordered by an
attending physician.  These services are based can medical necessity for the diagnosis or treatment
of illness, injury, or to improve the function of a n-)alfornied body member. A patient may receive
home health services when the patient demon€,trates the need arid potential to restore or improve
lost or impaired functions, and when the physician determines that the home is the most

appropriate and cost effective setting that is consistent with the patient's medical needs.

tlome; health services include home health aide services, nursing services as defined in the State
Nurse Practice Act and r- sedical supplies, equiprryent and appliances suitable for use in the home.

1.  Skilled hor~try health Services

a. The expert application of nursing theory, practice and techniques by a registered nurse
RN) to meet patient needs in the horno, through arpplication of professional judgment,

star€dardizer,i procedures. medically delecrated techniques, and by independently solving
patient crone problems.

b_ Horne health aide services include assistanice of the direct provision of routine care that

does riot require specialized nursing shill. The assistant works under written instruction
and closet supervision by the RN.

c. IV therapy. enieral and parenteral nutrition therapies are provided as home health services
in (, 0r7irJr) Cti011 with skilled home health services, supportive maintenance home health

services, or as a ti,tand. flone service.  Horne Healthy Program requirements apply to the

the€apy policies o€.atlincd in the Medical Supplies P€ct_1ran1.

d. Physical therapy sorvices are available and are arranged by the home health agency
through a physician carder, and rllust be provided by a qualified; licensed therapist in
acc.ordanc.e smithy the written plan of raarr:.

2.   Suppc}rtiVe Maintenance Horrie Hearth Care

Supportive maintenance home health services are available for patients with stabilized

medical conditions who require minimal a- 3sistance, observation, teaching, or follow- up. A
certified home health agency may provide these Services through an RN, a licensed practical
nurse ( LPN), Or through a home: health Jide surae rvised by an RN under the direction of a
physician.

T. N,#___.____      ___ 13 025 pproval Date__  1 o  ­ l

Supersedes t.  . #____- 0? 1- 01.5 Effective [) ate __.____7.- 13



42CFR ATTACH[0ENT3. 1- B

44070 Attachment# 7g

Page

HOME HEALTH -SERVICES ( Conti nued)

LIMITATIONS

The foUowinQ services are exC{uded from coverage,

1 Services not ordered and directed by a physioian and vvriUen in n approved plan of care.  A

written plan must be naviavved and signed at least every GU days

2,   Home hea|th services not prov/ded by an RN. LPN physician aosimhant, or home health aide, and
not. mupemiSedbyanRN who is employed hyahome health agency,

3.   Home hea)th services provided to a paUentcapob|e nf self- car 0--

4.   HouuekeepingorhomemakinQservices.

5.   Respite Cane

G Medical suppkeS neither suitab|e for home Use, nor for providM.,,t home health care in accordance
with physician orders and as part of thew/ritten p| an ofo9re.

Medical supplies used dunng the m/ tia| visit to esbab| iah the plan of care do not require @ prior
authorization, but a, e hmhed to

a supplies cOnsishantvv0h the plan of care, and

b non' dura.bim mediCe| 8U.0mmenL

7.   Occupational therapy.

8,   Speech patho|ogy services

Q,   Phyuica| therapy services not included in the plan of care. and not provided by a qualified, licensed
therapist,

10, The Agency n-0y exceed the limitations on ex: stmig covered services to the extent allowed by law,
if its med/ca| siaffdeterminos

a  1he thu ro osed aem ea ne med aUy appropha&a and

b 1hattheproposedsemiceaanamon* coe| effoctimathana!temativeaemioeS.

Supersedes T. N  #      Effective Date



42 CFR ATTACHMENT 3. 1. 13

440. 70 Attachment# 7c

f'-it tint. I lFJ^ t.. I[-I SERVICES - MIEDIt.,    S1,JPPLIES. f: Ct.11f' MENT.. AND APPLIANCES

LIMITATIONS

Supplies, equipment (du- abie or disposable), and appliances are provided to Medicaid recipients who
reside at ha„ e.  Servicc s are prcrv, ded in accordance with 42 CFF, 440 70( b)( 3 and with established
Medicaid policy coveringring medical supplies.

The following itenis are excluded trorn oaveiag .> a benefits of itte L ledicaaid program:

1.   First aid supplk-,s with t1he exception of s;U piies rjoe,i for pest- sugivall need, al-adents; decubitus

treatment, and lono- term dre:-sing.

2_   Surgical stocking if, ordered by a nun- physician.

3.   Syringes in exces=, of 100 pe month.

4.   Beds, when tll e re: c', ip;ent is n of bed- confined

5.   Variable height beds.

6.   Two Oxygen systems unless the physician hEis specifically ordered portable oxygen for travel to
practitioner:>.

7.   Oxygen systems provided more= trequently than, monthly

6.   Spring- loaded traction eguipr-nent.

9.   Wheelchairs. Ul lesS th( r, cipient would be bed or chair confined without the equipment

a.  Wheelchairs, attachrnents, and other adaptive equipment fcr addition to wheelchairs require
pric, r authorizationation ar d - eview.

10.  The Agen:.;y may oxceed We ! imitations on existing covered s ivices to the extent allowed by law, if
its reed cal staff C1e:   r Yli(?C'S:

a.  that the p, op,s'ed ser' ic;_.s are mediccafly appropriate, anti

b,  that the p, 0p() sf3d services are more cost effective than alternative services,

TX #    15 Ap pc l Date D
1.___   . _...     ."  -l- _ 

Supersedes LN. ,`,    98- 003 Date __ 7- 1- 13



42 CFR ATTACHMENT 3. 1- B

440. 70 Attachment# 7d

Page 1

HOME HEALTH SE13VICE S - PHYSICAL THERAPY, OCCUPATIONAL THERAPY AND

SPEECH PATHOLOGY SERVICES

LIMITATIONS

1.   Occupational therapy ( OT) and speech patlology sere ces in the horde are not covered.

2 Physical therapy ( P-F) services must be prescribed by a physician and included in the
plan of carO.

1 PT services must be provided by a qualified, licensed therapist and rust follow all
regulations that govern triese services.

4.   PT services must follow a written plan of care, and include an expectation that the
patient' s medical condition under treatment, will improve in a predictable period.

0_   PT services rnust be provided in accordance with 42 CFR 440. 110.

0.  All horse heal hr services, require prior authorization.

7.   the Agency may exceed the limitations on existing covered services to the extent
allowed by law, if its medical staff deterrnines:

a, that the proposed services are medically appropriate; and

b. that the proposed services are more cost effective than a ternative services.

T. N. #      13- 025 Approval Gate     / i c 1

Supersedes T.N  # __ 09- 003 Effective Bate 7- 1- 13



2 CFR ATTACHMENT 3. 1- B

440.70 Attachment# 7d

Page 2

HOME HEALTH SERVICES - SPFFCH PATHOLOGY SERVICE

Deleted July 1, 201:

T. N.  #     C?'  ._      Approval Date/ o  /

Supersedes T. N. #    07. 003m Effective Date 7- 1- 13



42 CFR ATTACHMENT 4. 19- 8

440. 70 Page 10

J     }. 10ME HEALTH I:: Ril(CE

Horne Health services are paid a , aniform fee per visit unless either a lower amount is billed. The fee
schedule-.; is develo'ned with consideration given to the follcmv ng factors Professional input from
Medicaid staff, prevailing usual and Customary charges. Medicare reimbursement for services,
reimbursement rates required to obtain provider participation The uniform fee is established
statewide and wII be the sarnc for all governmental and private providers. The agency' s rates were
set as of July 1. 2013, and are effective for services delivered can or after that date_  Providers may
access tee sche;rfule: s at the Utah Medicaid we;bsite located at

RURAL. AREA EXCEPTIONS

Where travel distances to provide service are extensive, enhance—,,rnents in the lacerate health
reimbursernent rates are provided. These enhancenrents are avai±able only in rural counties where

one way travel distances from the provider' s berse of operations are in excess of 25 miles.  Rural
counties are defined as counties other than Weber, Davis,       Lake, and Utah counties.  In

instances of travel of 50 rniles o,, rnore.. the Horne Health fee schedule is multiplied by 1. 75 to
calculate the payment rate for -applicable service, codes.

SAN JUAN and GRAND COUN..I; ES EXCEPTION

To assure continued access to home health services for residents of San Juan County and Grand
County, eanh,:anceni(.mts in home health reirnbur, ement rates are provided.  Effective July 1, 2007, for
services provided in San Juan County and Grand County. the horrIe health fee schedule is multiplied
by 4. 05 and 2 W--), respectively, to calculate tl1e payment rate for applicable service codes.  These
enhancemc rat factors are rappl, ed irrespective of the distances traveled to provide these services and
are in lieu of the aural area exceplions piovidee? for {ether rural counties.  Additionally to compensate
providel rs for eIealvt ring homie health service=s ir9 more remote a e: as. Medicaid payment is based
upon a n, odrfier lk) r the two following zones.

Irene 1 For Aneath and Hat ch Tr ading Post:  @nd Mexican Hat and Montez.urna Creek

residents or a liglbles, Horne Health Agency J11 IA) services area billed under Modifier" UA" and mean
that a factor or n, ult plier of 7. 12 is applied ( r"nultiplied) by the existing HHA fees schedule,

Zone 2  For Monrar, ent V=alley residents or e l 4bles, HHA services are billed under
Modifier" L) B' and Meann that o, factor or rnul* i er of ; 5. 02 is applied by the existing HHA
fee s.-1'he.dule:;

T. N. #     Approval Date 3

Supersedes T. N. #......____1.2- 01_<'_       Effec i =. Date ____...... . 1- 13


