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Centers for Medicare Mediraid Scrviccs
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c s
CENTERS forMEO/G4IPf MED/CA/DSERI/CES

Division of Medicaid Children's Health, Region VI

October 2, 2009

Our Re(erence: SPA TX 07-018

Mr. Chris 'I'raylor
Associate Commissioner for Medicaid CI-IIP

Health and Hunan Services Comission

Post Office Box 13247

Mail Code: H 100

Austin, Texas 7871 1

Dear Mr. Traylor:

We have reviewed the State's proposed amendment to the 1exas State Plan submitted uider

Transmittal Number 07-018, dated August I5, 2007. The purpose of this plan amendment is to

clarify coverage and reimbursement for in-home total parenteral hyperalimentation by moving
this service to the home health coverage pages. The amendment also eliminates the 2.5 Percent

Medicaid payment reduction for Medicaid services delivered by providers of in-home total

parenteral hyperalimentation services that was implemented September l, 2003.

Based on the information submitted, we have approved the amendment for incorpot•ation into the

ofticRal Texas State Plan with an effective date change of September 1, 2007. A copy of the

CMS-179 and the approved plan pages are enclosed with this letter.

If you have any questions, please contact Ford J. alunt at (214) 767-6381.

Sincerely,

+/

Bill Brooks

Associate Reional Administrator

Eilclosures

cc: Tanlela Griftin, Policy Development Support
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Home Health Services (continued).

State of Texas

Appendix 1 to Attachment 3.1-B

Page 15a

In-Home Services for Totaf Parenteral Nutrition (TPN)

a) Definition: In-home Total Parenteral Nutrition (TPN)/Hyperalimentation activities

outlined in this section of the State plan are available to Medicaid eligible recipients
for the treatment of conditions which require long-term nutritional support.
TPN/Hyperalimentation is not available when oral/enteral intake will maintain

adequate nutrition.

b) Services: Home health services, including in-home Total Parenteral Nutrition

TPN)/hyperalimentation activities, are provided to a recipient on his or her

physician's orders as part of a written plan of care that the physician reviews every
60 days.

Medically necessary TPN/hyperalimentation services include:

i) Medical Supplies in accordance with 42 C.F.R. 440.70(b)(3) including:

A)

B)

C)

TPN/Hyperalimentation solutions and additives as ordered by the client's

physician.
Supplies and equipment that are required for the administration of

prescribed solutions and additives.

Enteral supplies, nutritional products, and equipment, if inedically
necessary, in conjunction with TPN/hyperalimentation.

ii) Nursing Services in accordance with 42 C.F.R. 440.70(b)(1):

A) Visits by a registered nurse appropriately trained in the administration of

TPN/Hyperalimentation.
B) Education of the client and/or caregivers regarding the administration of

in-home TPN/Hyperalimentation before the service begins. Education also

must include the use and maintenance of required supplies and

equipment.

c) Providers: In-home TPN/hyperalimentation equipment and supplies must be

provided by an enrolled Medicaid durable medical equipment supplier or a medical

supply provider who meets the requirements of, and provides the services in

accordance with, 42 C.F.R. 440.70 and other applicable state and federal laws

and regulations.

Nursing services are delivered by Home Health Agencies meeting requirements for

participation in Medicare and requirements at 42 CFR §440.70(d).

d} Place of Service: In home TPN/hyperalimentation services must be delivered in the

recipient's place of residence as defined in 42 C.F.R. 440.70.
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Home Health Services (continued).

State of Texas

Appendix 1 to Attachment 3.1-A

Page15a

In-Nome Services for Total Parenteral Nutrition (TPN)

a) Definition: In-home Total Parenteral Nutrition (TPN)/Hyperalimentation activities

outlined in this section of the State plan are available to Medicaid eligible recipients
for the treatment of conditions which require long-term nutritional support.
TPN/Hyperalimentation is not available when oral/enteral intake will maintain

adequate nutrition.

b) Services: Home health services, including in-home Total Parenteral Nutrition

TPN)/hyperalimentation activities, are provided to a recipient on his or her

physician's orders as part of a written plan of care that the physician reviews every
60 days.

Medically necessary TPN/hyperalimentation services include:

i) Medical Supplies in accordance with 42 C.F.R. 440.70(b)(3) including:

A) TPN/Hyperalimentation solutions and additives as ordered by the clienYs

physician.
B) Supplies and equipment that are required for the administration of

prescribed solutions and additives.

C) Enteral supplies, nutritional products, and equipment, if inedically
necessary, in conjunction with TPN/hyperalimentation.

ii) Nursing Services in accordance with 42 C.F.R. 440.70(b)(1):

A) Visits by a registered nurse appropriately trained in the administration of

TPN/Hyperalimentation.
B) Education of the client and/or caregivers regarding the administration of

in-home TPN/Hyperalimentation before the service begins. Education also

must include the use and maintenance of required supplies and

equipment.

c) Providers: In-home TPN/hyperalimentation equipment and supplies must be

provided by an enrolled Medicaid durable medical equipment supplier or a medical

supply provider who meets the requirements of, and provides the services in

accordance with, 42 C.F.R. 440.70 and other applicable state and federal laws

and regulations.

Nursing services are delivered by Home Health Agencies meeting requirements for

participation in Medicare and requirements at 42 CFR §440.70(d).

d) Place of Service: In home TPN/hyperalimentation services must be delivered in the

recipient's place of residence as defined in 42 C.F.R. 440.70.

iN rv, C;a I n«,<<i ` r'1 C` : Crcctiv: nat

jSuicrsrdcs lN Nu. °` I`.l



State of Texas

Attachment 4.19-B

Page 18

25. !n-home Services for Total Parenteral Hyperalimentation

The single state agency or its designee reimburses each provider on a monthly
basis. Reimbursement is based on one-twelfth of the maximum yearly fee

established by the single state agency or its designee. Effective January 1, 1993,

the maximum yearly fee is $53,000 or $145 per day. The single state agency or its

designee does not reimburse more than a one-week supply of solutions and

additives if the solutions and additives are shipped and not used because of the

recipient's loss of eligibility, change in treatment, or inpatient hospitalization. The

provider must exclude from its monthly billing any days that the recipient is an

inpatient in a hospital or other medical facility or institution. Payment for partial
months will be prorated based upon actual days of administration. Hospital

outpatient departments furnishing in-home total parenteral nutrition must be

separately enrolled as a provider of in-home parenteral hyperalimentation.
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Attachment to Blocks 8 8 9 of CMS Form 179

Transmittal No. TX 07-018, Amendment 777

Number of the Number of the Superseded
Plan Section or Attachment Plan Section or Attachment

Appendix 1 to Attachment 3.1-A

Page15a
Delete Page
Delete Page

Appendix 1 to Attachment 3.1-A

Page 15a (TN 92-15)
Page 26a (TN 89-019)
Page 26b (TN 89-019)

Appendix 1 to Attachment 3.1-B

Page15a
Delete Page
Delete Page

Attachment 4-19-B

Page 18

Appendix 1 to Attachment 3.1-B

Page 15a (TN 92-15)
Page 26a (TN 89-019)
Page 26b (TN 89-019)

Attachment 4-19-B

Page 18 (TN 03-19)



Marks, Marsha L. (CMS/SC)

From: CMS SPA_Waivers Dallas R06
Sent: Wednesday, August 15, 2007 10:07 AM
To: Davenport, Barbara
Cc: Marks, Marsha L. (CMS/SC); Hail, Sandra D. (CMS/SC)
Subject: Confirmation

Importance: High

T1-ISI'IAt[.,I3tJX IS I+OR T11 4C1l3NtITTAi:., {)T' ST'ATF 1'I..t,h AMi::l):'1[:.NTS .A.N1) SEC"I"[()N
1915(b) .1ND 1915(c} 1(h-WEB RASED V4'AIVERS :ND FtESPC?NSES TO REQi1ETS F{R
A])DlT[()N,1:.: INF{)i2MAT'ION ()1 Si.'i3M[TTI:[? S'Ast''=IVER' ()NI:r', tNI' t)'I'II:E:R
CC)I2RESI'C)NIENC"F. 'ILL LE DISI7EC;ARDF,D,

This response confirms the receipt of your State Plan Amendment (SPA)/Waiver request or your
response to a SPA/Waiver Request for Additional Information (RAI). You can expect a formal response
to your submittal to be issued within 90 days. To calculate the 90th day, please count the date of this

receipt as day zero. The 90th day will be 90 calendar days from that date.




