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INPATIENT HOSPITAL SERVICES

DEFINITION

Inpatient Hospital Services means services provided in a hospital licensed by the Utah Department
of Health.  General services are defined under Subsection 26- 21- 2( 11) of the Utah Code and in the

Utah Administrative Code under Rule R432- 100 General Hospital Standards. Specialty services are
defined under Subsection 26- 21- 2( 21) of the Utah Code and in the Utah Administrative Code under

Rules R432- 103 Specialty Hospital- Rehabilitation and R414- 515 Long Term Acute Care.

LIMITATIONS

1.    The lower of the Western Region Professional Activities Study at the 50th percentile or the
State of Utah' s 50th percentile will be established as the upper limit of length of stay as a
utilization control for the most frequent single cause of admission. These criteria will be used to

evaluate the length of stay in hospitals that are not under the DRG payment system.

2.    Need for an extension of length of stay must be justified by a physician, and reauthorization
must be obtained from the Medicaid Agency for hospitals that are not under the DRG payment
system.

3.    Inpatient hospital psychiatric counseling services provided under personal supervision, rather
than directly by the physician, are not provided in all hospitals in the state, and therefore, are
non- covered services.

4.    Inpatient hospital care for treatment of alcoholism and/ or drug dependency is not a service
provided in all hospitals in the state, and therefore, the service is limited to acute care for

detoxification only.

5.    Procedures determined to be cosmetic, experimental, or of unproven medical value, are non-

covered services.

6.    Organ transplant services are limited to those procedures for which selection criteria have been

approved and documented in ATTACHMENT 3. 1- E.

7.    Abortion services, except as covered under ATTACHMENT 3. 1- A, (Attachment# 5a).

8.    Selected medical and surgical procedures are limited by federal regulation and require review,
special consent, and approval.

9.    Except for item 7 above, the Agency may exceed the limitations on existing covered services to
the extent allowed by law, if its medical staff determines:
a.    the proposed services are medically appropriate; and
b.    the proposed services are more cost effective than alternative services.

T. N. #    17- 0025 Approval Date 1/ 30/ 18
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INPATIENT HOSPITAL SERVICES

DEFINITION

Inpatient Hospital Services means services provided in a hospital licensed by the Utah Department
of Health.  General services are defined under Subsection 26- 21- 2( 11) of the Utah Code and in the

Utah Administrative Code under Rule R432- 100 General Hospital Standards. Specialty services are
defined under Subsection 26- 21- 2( 21) of the Utah Code and in the Utah Administrative Code under

Rules R432- 103 Specialty Hospital- Rehabilitation and R414- 515 Long Term Acute Care.

LIMITATIONS

1.    The lower of the Western Region Professional Activities Study at the 50th percentile or the
State of Utah' s 50th percentile will be established as the upper limit of length of stay as a
utilization control for the most frequent single cause of admission. These criteria will be used to

evaluate the length of stay in hospitals that are not under the DRG payment system.

2.    Need for an extension of length of stay must be justified by a physician, and reauthorization
must be obtained from the Medicaid Agency for hospitals that are not under the DRG payment
system.

3.    Inpatient hospital psychiatric counseling services provided under personal supervision, rather
than directly by the physician, are not provided in all hospitals in the state, and therefore, are
non- covered services.

4.    Inpatient hospital care for treatment of alcoholism and/ or drug dependency is not a service
provided in all hospitals in the state, and therefore, the service is limited to acute care for

detoxification only.

5.    Procedures determined to be cosmetic, experimental, or of unproven medical value, are non-

covered services.

6.    Organ transplant services are limited to those procedures for which selection criteria have been

approved and documented in ATTACHMENT 3. 1- E.

7.    Abortion services, except as covered under ATTACHMENT 3. 1- A, (Attachment# 5a).

8.    Selected medical and surgical procedures are limited by federal regulation and require review,
special consent, and approval.

9.    Except for item 7 above, the Agency may exceed the limitations on existing covered services to
the extent allowed by law, if its medical staff determines:
a.    the proposed services are medically appropriate; and
b.    the proposed services are more cost effective than alternative services.
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