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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

Seattle Regional Office

701 Fifth Avenue, Suite 1600, MS/RX-200

Seattle, WA 98104

Division of Medicaid & Children’s Health Operations

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES

September 5, 2017

MaryAnne Lindeblad, Medicaid Director
Health Care Authority

PO Box 45502

Olympia, WA 98504-5010

RE: Washington State Plan Amendment (SPA) Transmittal Number 17-0032

Dear Ms. Lindeblad:

The Centers for Medicare & Medicaid Services (CMS) has completed its review of State Plan
Amendment (SPA) Transmittal Number WA 17-0032. This SPA removes the requirement for
prior authorization for hospice services, consistent with federal policy and state law.

This SPA is approved with an effective date of July 1, 2017.

If there are additional questions please contact me, or your staff may contact Rick Dawson

at rick.dawson@cms.hhs.gov or at (206) 615-2387.

Sincerely,

Digitally signed by David L.

David L. Meacham

Associate Regional Administrator

cc:
Ann Myers, SPA Coordinator
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REVISION ATTACHMENT 3.1-A
Page 59

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State WASHINGTON

AMOUNT, DURATION, AND SCOPE OF MEDICAL AND REMEDIAL
CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

18. Hospice care in accordance with section 1905(0) of the Act.
A. Services

1. Items not included in the daily rate require prior authorization.
2. Covered services
a. Covered services are intermittent except during brief periods of acute symptom control.
b. Core services are provided directly by hospice agency staff or contracted through a
hospice agency as necessary, and include:

e Physician services related to administration of the plan of care.

e Nursing care provided by a registered nurse (RN) or a licensed practical nurse
(LPN) under the supervision of an RN.

e Medical social services provided by a social worker under the direction of a
physician.

e Counseling services provided to a client and the client’s family members or
caregivers.

c. Additional services, which must be related to the hospice diagnosis, written in the plan of care,
identified by the hospice interdisciplinary team, safe and meet the client’'s needs within the
limits of the hospice program, and made available by the hospice agency on a 24-hour basis:

e A brief period of inpatient care for general or respite care provided in a Medicare-
certified hospice care center, hospital, or nursing facility.

e Drugs, biologicals, and over-the-counter medications used for the relief of pain
and symptom control of a client’s terminal illness and related conditions.

e Home health aide, homemaker, and/or personal care services ordered by the
client’s physician and documented in the plan of care. (Home health aide
services must be provided by a qualified home health aide and are an extension
of skilled nursing or therapy services).

e Interpreter services as necessary for the plan of care.

e Medical equipment and supplies that are medically necessary for the palliation
and management of a client’s terminal illness and related conditions.

e Medical transportation services as required by the plan of care related to the
terminal iliness.

e Physical therapy, occupational therapy, and speech-language pathology therapy
to manage symptoms or enable the client to safely perform activities of daily
living and basic functional skills.

Skilled nursing care.
Other services or supplies documented as necessary for the palliation and
management of the client’s terminal illness and related conditions.

e Bereavement counseling

TN# 17-0032 Approval Date 9/5/17 Effective Date 7/1/17
Supersedes
TN# 11-07



REVISION

ATTACHMENT 3.1-B
Page 58

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State WASHINGTON

AMOUNT, DURATION, AND SCOPE OF MEDICAL AND REMEDIAL
CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

18. Hospice care in accordance with section 1905(0) of the Act

A. Services

1. Items not included in the daily rate require prior authorization.
2. Covered services
a. Covered services are intermittent except during brief periods of acute symptom control.
b. Core services are provided directly by hospice agency staff or contracted through a hospice
agency as necessary, and include:

Physician services related to administration of the plan of care.

Nursing care provided by a registered nurse (RN) or a licensed practical nurse (LPN)
under the supervision of an RN.

Medical social services provided by a social worker under the direction of a
physician.

Counseling services provided to a client and the client’s family members or
caregivers.

c. Additional services, which must be related to the hospice diagnosis, written in the plan of
care, identified by the hospice interdisciplinary team, safe and meet the client’'s needs within
the limits of the hospice program, and made available by the hospice agency on a 24-hour

basis:

A brief period of inpatient care for general or respite care provided in a Medicare-
certified hospice care center, hospital, or nursing facility.

Drugs, biologicals, and over-the-counter medications used for the relief of pain and
symptom control of a client’s terminal iliness and related conditions.

Home health aide, homemaker, and/or personal care services ordered by the client’s
physician and documented in the plan of care. (Home health aide services must be
provided by a qualified home health aide and are an extension of skilled nursing or
therapy services).

Interpreter services as necessary for the plan of care.

Medical equipment and supplies that are medically necessary for the palliation and
management of a client’s terminal iliness and related conditions.

Medical transportation services as required by the plan of care related to the terminal
illness.

Physical therapy, occupational therapy, and speech-language pathology therapy to
manage symptoms or enable the client to safely perform activities of daily living and
basic functional skills.

Skilled nursing care.

Other services or supplies documented as necessary for the palliation and
management of the client’s terminal iliness and related conditions.

Bereavement counseling

TN# 17-0032
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TN# 11-07
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