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EMERGENCY REGULATIONS

TITLE 12. HEALTH

DEPARTMENT OF MEDICAL ASSISTANCE SERVICES

Title of Regulations:  12 VAC 30-60. Standards Established and Methods Used to Assure High Quality Care (amending 12 VAC 30-60-40 and 12 VAC 30-60-320).

12 VAC 30-90.  Methods and Standards for Establishing Payment Rates for Long-Term Care (amending 12 VAC 30-90-264).

Statutory Authority:  §§  32.1-324 and 32.1-325 and Item 325 LLL of Chapter 1042 of the 2003 Acts of Assembly.

Effective Dates:  July 1, 2003, through June 30, 2004.
Agency Contact:  Paula Margolis, Reimbursement Analyst, Division of Reimbursement, Department of Medical Assistance Services, 600 E. Broad Street, Suite 1300, Richmond, VA 23219, telephone (804) 371-4767, FAX (804) 786-1680, or e-mail pmargolis@dmas.state.va.us.
Preamble:

This regulatory action qualifies as an emergency pursuant to the authority of § 2.2-4011 of the Code of Virginia because it is responding to a change in the Virginia Appropriation Act that must be effective within 280 days from the date of enactment of the Appropriation Act (Chapter 1042 of the 2003 Acts of Assembly, Item 325 LLL) and this regulatory action is not otherwise exempt under the provisions of § 2.2-4006 of the Code of Virginia.

This regulatory action proposes to: (i) eliminate the redundant coverage of rehabilitation services and complex care services from the adult specialized care program; (ii) include individuals who have a tracheostomy and meet other criteria in the ventilator services component of the Specialized Care Program; and (iii) clarify the definition of covered ventilator service.

12 VAC 30‑60‑40. Utilization control:  Nursing facilities.

A. Long‑term care of residents in nursing facilities will be provided in accordance with federal law using practices and procedures that are based on the resident's medical and social needs and requirements.  All nursing facility services, including specialized care, shall be provided in accordance with guidelines found in the Virginia Medicaid Nursing Home Manual.

B. Nursing facilities must conduct initially and periodically a comprehensive, accurate, standardized, reproducible assessment of each resident's functional capacity.  This assessment must be conducted no later than 14 days after the date of admission and promptly after a significant change in the resident's physical or mental condition.  Each resident must be reviewed at least quarterly, and a complete assessment conducted at least annually.

C. The Department of Medical Assistance Services shall periodically conduct a validation survey of the assessments completed by nursing facilities to determine that services provided to the residents are medically necessary and that needed services are provided.  The survey will be composed of a sample of Medicaid residents and will include review of both current and closed medical records.

D. Nursing facilities must submit to the Department of Medical Assistance Services resident assessment information at least every six months for utilization review.  If an assessment completed by the nursing facility does not reflect accurately a resident's capability to perform activities of daily living and significant impairments in functional capacity, then reimbursement to nursing facilities may be adjusted during the next quarter's reimbursement review.  Any individual who willfully and knowingly certifies (or causes another individual to certify) a material and false statement in a resident assessment is subject to civil money penalties.

E. In order for reimbursement to be made to the nursing facility for a recipient's care, the recipient must meet nursing facility criteria as described in 12 VAC 30‑60‑300 (Nursing facility criteria).

In order for reimbursement to be made to the nursing facility for a recipient requiring specialized care, the recipient must meet specialized care criteria as described in 12 VAC 30‑60‑320 (Adult ventilation/tracheostomy specialized care criteria) or 12 VAC 30‑60‑340 (Pediatric and adolescent specialized care criteria). Reimbursement for specialized care must be preauthorized by the Department of Medical Assistance Services.  In addition, reimbursement to nursing facilities for residents requiring specialized care will only be made on a contractual basis.  Further specialized care services requirements are set forth below.

In each case for which payment for nursing facility services is made under the State Plan, a physician must recommend at the time of admission, or if later, the time at which the individual applies for medical assistance under the State Plan, that the individual requires nursing facility care.

F. For nursing facilities, a physician must approve a recommendation that an individual be admitted to a facility.  The resident must be seen by a physician at least once every 30 days for the first 90 days after admission, and at least once every 60 days thereafter.  At the option of the physician, required visits after the initial visit may alternate between personal visits by the physician and visits by a physician assistant or nurse practitioner.

G. When the resident no longer meets nursing facility criteria or requires services that the nursing facility is unable to provide, then the resident must be discharged.

H. Specialized care services.

1. Providers must be nursing facilities certified by the Division of Licensure and Certification, State Department of Health, and must have a current signed participation agreement with the Department of Medical Assistance Services to provide nursing facility care.  Providers must agree to provide care to at least four residents who meet the specialized care criteria for children/adolescents or adults.

2. Providers must be able to provide the following specialized services to Medicaid specialized care recipients:

a. Physician visits at least once weekly (after initial physician visit, subsequent visits may alternate between physician and physician assistant or nurse practitioner);

b. Skilled nursing services by a registered nurse available 24 hours a day;

c. Coordinated multidisciplinary team approach to meet the needs of the resident;

d. Infection control;

e. For residents under age 21 who require two of three rehabilitative services (physical therapy, occupational therapy, or speech‑language pathology services), therapy services must be provided at a minimum of 90 minutes each day, five days per week;

f. For residents over age 21 who require two of three rehabilitative services (physical therapy, occupational therapy, or speech‑language pathology services), therapy services must be provided at a minimum of two hours per day, five days a week;

g.f. Ancillary services related to a plan of care;

h.g. Respiratory therapy services by a board‑certified therapist (for ventilator patients, these services must be available 24 hours per day);

i.h. Psychology services by a licensed clinical psychologist, licensed clinical social worker, licensed professional counselor, or licensed clinical nurse specialist‑psychiatric related to a plan of care;

j.i. Necessary durable medical equipment and supplies as required by the plan of care;

k.j. Nutritional elements as required;

l.k. A plan to assure that specialized care residents have the same opportunity to participate in integrated nursing facility activities as other residents;

m.l. Nonemergency transportation;

n.m. Discharge planning;  and

o.n. Family or caregiver training.

3. Providers must coordinate with appropriate state and local agencies for educational and habilitative needs for Medicaid specialized care recipients who are under the age of 21.

12 VAC 30‑60‑320. Adult  ventilation/tracheostomy specialized care criteria.

§ 2.0. General description. The resident must have long‑term health conditions requiring close medical supervision, 24 hour licensed nursing care, and specialized services or equipment.

§ 2.1. Targeted population.  The targeted adult population requiring specialized care includes individuals requiring mechanical ventilation and individuals with a complex tracheostomy who require comprehensive respiratory therapy services.
A. Individuals requiring mechanical ventilation

B. Individuals with communicable diseases requiring universal or respiratory precautions

C. Individuals requiring ongoing intravenous medication or nutrition administration

D. Individuals requiring comprehensive rehabilitative therapy services

§ 2.2. Criteria.

A. The individual must require at a minimum:

1. Physician visits at least once weekly. (The initial physician visit must be made by the physician personally. and subsequent required physician visits after the initial visit may alternate between personal visits by the physician and visits by a physician assistant or nurse practitioner.)
2. Skilled nursing services 24 hours a day. (A registered nurse must be on the nursing unit on which the resident resides, 24 hours a day, whose sole responsibility is the designated unit).

3. Respiratory services provided by a licensed, pursuant to regulations of the Virginia Board of Medicine at 18 VAC 85-40-10 et seq., as may be amended, board-certified respiratory therapist (these services must be available 24 hours a day); and

3.4. Coordinated multidisciplinary team approach to meet needs

B. In addition, the individual must meet one of the following two requirements:

1. Must require two out of three of the following rehabilitative services: Physical Therapy, Occupational Therapy, Speech‑pathology services; therapy must be provided at a minimum of 2 hours of therapy per day, 5 days per week; individual must demonstrate progress in overall rehabilitative plan of care on a monthly basis; or

2. Must require special equipment such as mechanical ventilators, respiratory therapy equipment (that has to be supervised by licensed nurse or respiratory therapist), monitoring device (respiratory or cardiac) kinetic therapy; or

3. Individuals that require at least one of the following special services:

a. Ongoing administration of intravenous medications of nutrition (i.e., TPN, antibiotic therapy, narcotic administration, etc.)

b. Special infection control precautions (universal or respiratory precaution; this does not include handwashing precautions only)

c. Dialysis treatment that is provided on‑unit (i.e., peritoneal dialysis)

d. Daily respiratory therapy treatments that must be provided by a skilled nurse or respiratory therapist

e. Extensive wound care requiring debridement, irrigation, packing, etc., more than two times a day (i.e., grade IV decubiti; large surgical wounds that cannot be closed, second or third degree burns covering more than 10% of the body)

f. Multiple unstable ostomies (a single ostomy does not constitute a requirement for special care) requiring frequent care (i.e., suctioning every hour, stabilization of feeding; stabilization of elimination)

1. Require a mechanical ventilator; or

2. Have a complex tracheostomy that meets all of the following criteria.  The individual must:

a. Have a tracheostomy, with the potential for weaning off of it, or documentation of attempts to wean, with subsequent inability to wean;

b. Require nebulizer treatments followed by chest physiotherapy at least four times per day, or nebulizer treatments at least four times a day, which must be provided by a licensed nurse or licensed respiratory therapist;

c. Require pulse oximetery monitoring at least every shift due to demonstrated unstable oxygen saturation levels; 

d. Require respiratory assessment and documentation every shift by licensed respiratory therapist or trained nurse;

e. Have a physician’s order for oxygen therapy with documented usage of and for;

f. Require tracheostomy care at least daily;

g. Have a physician’s order for suctioning as needed; and

h. Be deemed to be at risk of requiring subsequent mechanical ventilation.
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