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1.0 CONTEXT

Accountable Behaviord Hedth Alliance (ABHA) manages dl outpatient menta hedlth trestment
and al inpatient psychiatric treetment for Accountable Behaviora Health Alliance Oregon
Hedth Plan enrollees.

The utilization Management process is one component of ABHA’s comprehensive Quality
Management Program. The primary goals of the QM Program are to determine adherence to
gandards which define service quality and to ensure continua improvement in the qudity of
sarvices.  Utilization management focuses on the qudity of clinical services specificaly, aswell
processes designed to monitor and measure the cost-effectiveness of these services. These
processesinclude preauthorization, concurrent review, and retrospective review procedures to

implement utilization management.

2.0 PURPOSE AND PRINCIPLES

The purpose of the UM Program for both outpatient and acute careis.
to ensure that al ABHA members have access to gppropriate behaviora hedth
sarvices a times of need, and
to ensure that the services offered make the most efficient use of the financid
resources available to the member.
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The specific objectives of the Program are to ensure that:

members experience no undue impediments in access to services,

members who receive services demonstrate medica/psychologica necessity,
services provided are likely to lead to an improvement in the condition being
treated, and

services are provided at an appropriate level of intengity in the least redtrictive
Seiting.

OHP Member with Speciad Hedth Care needs are assessed in order to identify any
ongoing specid conditions that require a course of mental hedlth trestment or care
managemen.

The Program utilizes explicit (written) criteria to evauate the necessity, appropriateness, and
efficiency of mental hedlth services (see Appendix 1). These criteriaare based on both expert
professond opinion and published results of empirica research in behaviord hedth. Criteriafor
access are based on best professional opinion, industry-wide benchmarks and standards
established by members and purchasers. The charge of the Committee overseeing the UM
Program includes both the evauation of patterns of care and monitoring outcomes of corrective
actions.

Procedures for conducting first and second level reviews for menta hedlth services must ensure
that:

Review criteriaare gpplied consistently and correctly

Reviews are conducted by qudified reviewers

Reviews are conducted in atimely fashion

Physciansareinvolved in al denid determinations of inpatient services

3.0 THEUTILIZATION MANAGEMENT PROGRAM

3.1 SCOPE OF PROGRAM

Activities of the UM Program are intended to ensure the necessity, appropriateness, timeliness
of access, and cost effectiveness of services received by ABHA members. The ABHA UM
Program addresses the ddivery of the full range of menta hedth services Its scope is
comprehendve and includes, but is not limited to, the following:

Inpatient care

Respite care

I ntensive outpatient programs
Outpatient treatment
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Alternative trestment settings
Psychologica testing

Emergency care

Psychiatric Resdentia Treatment
Day Treatment

It is roted that the scope of benefits offered is subject to limitations and exclusions specified in
the OHP plan of benefits.

ABHA utilizes firs and second leve review procedures to complete the following types of
utilization management activities:

Prospective review
Concurrent review
Retrospective review

“High Risk” case management

3.2 Structure

ABHA will have a Qudity Management Committee (QMC) tha will oversee the Utilization
Management Program, The Qudity Management Committee will meet at least bi-monthly,

UM Responsibilities Of The Quality Management Committee (QMC)

To fulfill its charge of ensuring necessity, appropriateness and efficiency of ABHA services, the
Committeeis responsble for the:

the development and monitoring of standards, protocols, or guidelines thet are
Evidence Based Practice and are consonant with generally accepted standards of
care within the behaviord hedthcare fidd
gppropriate utilization of services as evidenced by: provider practice patterns,
length of stay by service population, utilization by diagnostic subgroups.
identification and focused monitoring in populations which historicaly have been
subject to over-utilization or under- utilization.
appropriateness of service type and usage as evidence by: transfersto higher leve
of care; dud diagnosis, absence of Axis| diagnogss, other severity indicators.
appropriateness of services asreflected in adherence to clinical guiddines (eg.,
gopropriate utilization of psychiatric consultation with bipolar disorder).
timeliness of:

scheduling of services as evidenced by: delays in assessment or testing;

practitioner availability.

admissions, assessments, and referrals.
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trestment authorizations and denids,
congstency of utilization managers gpplication of ABHA dlinica guiddines.
non-utilization of initid authorizations

40 SERVICE MODEL

4.1 Dé€finition of Terms

Access

Access is the ease with which amember can enter a provider's network at the appropriate level
of care. Accuracy of referra, location of servicesin relation to members homes, timeliness of
response to service requests, availability of services at every leve of care, and the ability to
serve high acuity and other difficult problems are aspects of accessthat are measured. Section
5.1 establishes access sandards for “ Emergent”, “Urgent” and “Routing’ levels of acuity.
These standards are monitored and reviewed by the Qudity Management Committee.

Appropriate and Necessary Services

Appropriate and necessary services are typically understood to be reflected in severd criterig;
that the services are necessary for treetment of the focus problem, that the services are generdly
professionally accepted and not considered experimental, and that the problem islikely to be
responsive to those particular services.

These sarvices refer to medica, hospita or therapy services and supplies for treatment of an
active mental disorder which has been established in accordance with generaly accepted
professiona standards and approved for use by ABHA’s Quality Management Committee.
They are expected to be:

rendered for the treatment and diagnosis of a mental disorder as defined by the current
Diagnogtic and Statistical Manua of Mentd Disorders

appropriate for the severity of symptoms, consstent with the diagnosis, and otherwisein
accordance with generally accepted medical practice and professionally recognized
standards;

not furnished primarily for the convenience of the member, the atending physician, or other
provider of service (including the provider making referra to inpatient care); and

furnished a the least redtrictive level which may be provided safdly and effectively to the
member.
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In addition, for the services to be eigible for reimbursement there must be areasonable
expectation that the condition of the member will improve or show improvement. Such an
expectation would be based both on empirica evidence about efficacy of the procedure and the
probability that the member's particular condition will be responsive to the procedure.

Comprehensiveness

Comprehensiveness of care includes the concepts of gppropriateness and continuity.

Appropriateness of care isthe degree to which the quality and the intengity of services are
delivered in the setting most likely to promote positive clinical outcomes.

Continuity of careisthe degree to which the care provided is based on a consstent and
comprehensive treatment plan across the range of necessary services.

Case Management

Case management in the context of utilization management involves dose tracking and
coordination of care for members who require trestment. The case management function of
utilization management performed by ABHA involvesintensve dinicd review. The utilization
management clinician works with each member and his or her provider to ensure that the most
effective treetment plan isimplemented throughout the member's participation in the Oregon
Hedth Plan. In addition, the ABHA Utilization Manager provides assstance in obtaining

needed acute care sarvices in atimely manner. This role sometimes requires intendve assstance
to high service use members who have problems obtaining gppropriate services.

Care Coordination

As defined in the OAR’ s, Care coordination” means a process oriented activity that provides
ongoing communication and collaboration with children and families with multiple needs. Care
coordination includes: facilitating communication between the family, natural supports,
community resources, and involved child-serving providers and agencies, organizing, facilitating
and participating in team meetings a which strengths and needs are identified and safety
planning occurs, and providing for continuity of care by creeating linkages to and managing
trangitions between levels of care and trangtions for older youth to the adult service system.

Cost-effectiveness

Services provided through ABHA are expected to deliver positive outcomes using the most
efficient and effective trestment approaches. ABHA will support effiliated providers efforts by
performing ongoing reviews of providers operations, including their quality improvement
program and clinica protocols. ABHA will dso assst in the credentiding of providers,
consulting regarding needed network development, surveying member satisfaction, performing
focused clinica record reviews, and andyzing data to identify trends. ABHA providesa
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comprehensive, ongoing externd qudlity review of dl providersto ensure that Oregon Hedth
Pan members receive high quality services.

County sub-contractors

ABHA subcontracts with Benton, Crook, Deschutes, Jefferson, and Lincoln counties to provide
outpatient services. Some counties provide outpatient services through clinica staff who are
employees of their county’ s health department. Other counties subcontract with non profit
agenciesto provide these services.

Confidentiality

Utilization Management Programs necessarily dea with sengtive information about patients and
providers. The documentsthat are created and reviewed as apart of the utilization management
process - eectronic and hardcopy case records as well as dl ora communication. These
records are confidentid and privileged information case records and must be treated
accordingly.

Medica records or other materials used for utilization management shal be consdered dtrictly
confidentid and retained in a secure environment. All personnel who have access to records
must receive training in and be able to demongtrate an understanding of HIPPA and applicable
Sate laws.

Clinicd and other patient data used by the QM Committee in the course of its activities are
maintained as confidentia in accordance with applicable Federa and State laws and regulations.
Summary data may be released to individuas outsde of the Committee to the extent that these
data do not alow identification of individud members.

ABHA will be comply with HIPAA privacy standards, as wdll as al related standards
developed by the State of Oregon and its regulating agencies,

Clinicd services are categorized into two primary levels of care: acute care, and outpatient.
Members With Special Hedlth Care Needs

Covered members who ether 1) have functiond disabilities, or 2) live with health or socid
conditions that place them at risk of developing functiond disabilities.

Service outcomes

Service outcomes are indications of the benefit of treatment to members and their families.
ABHA will work with providers and members to develop measures and methodologies which
can determine the degree to which amember’s:
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1. ahility to function is maintained or improved,
2. symptomatology abates,

3. expectations for service have been met or exceeded and their sense of well-being
improved.

Utilizetion Review

Utilization review refersto a determination of the need for aleved of care necessary for adequate
hedlth and function. Utilization review includes prospective (preauthorization or pre-
certification) reviews, concurrent reviews, and retrospective reviews. ABHA's utilization review
program is designed to match the treatment needs of the individud to the least redtrictive and
most dinicaly appropriate setting available.

4.2 Primary Levels Of Care

Acute Care

Inpatient acute care is indicated when amember is unable to maintain aleve of functioning in the
community that assures the member's own or other's safety, or the member's ability to care for
themsdalves and is due to amental disease or defect covered by the OHP prioritized list.

I npatient Hospitalization

Hogpitdization is indicated when amember is a sgnificant risk to harm themsaves due to
suicida or sdf destructive acts, member is at Sgnificant risk to others due to violence,
aggression or impulsive acts, member isin acute psychiatric crisis leading to disorganization or
deterioration that is unmanageable in aless redrictive setting; member needs medication or
medica management unavailable in acommunity setting; or member is unable to provide basic
sef care without 24 hour supervison. Hospitdization may also be necessary if amember meets
the criteria for sub-acute/respite but no sub-acute/respite beds are available.

When amember is hospitalized coordination will occur between the hospita, ABHA Utilization
Manager and the local CMHP g&ff to resolve the crisis and move the member to aless
regtrictive leve of care as soon as possible.

Sub-Acute

Sub-Acute Care is indicated when amember meets the criteria for hospitaization but the
CMHP assessment shows that the member can be served in aless redtrictive setting. Sub-
Acute Careisahigher leve of care than Crisis Respite in the level of care has more structure,
supervison and psychiatric consultation for medication adjusment is available. Sub-Acuteis
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a0 available as a sep-down from hospitdization. Sub- Acute settings are facility based and
available to both children and adults.

CrisisRespite

Cridgs Respite Care is indicated when a member meets the criteriafor hospitdization but the
CMHP assessment shows that the member can be served in alessredtrictive setting. Crisis
respite is dso available as a step-down from hospitaization. Criss respite is facility based and
the options avallable have awide variety of structure, supervision and medication management.

Psychiatric Residential Treatment

Psychiatric Resdential Trestment Services are services provided in a structured trestment
environment with daily 24-hour supervision and active psychiatric trestment. Psychiatric
Resdentiad Treatment Services are provided by nationdly accredited providers certified under
the Oregon Regulations for children who require active trestment for a diagnosed mental
disorder in a 24-hour resdentid setting.  Requirements for admission and gpprovd are
required later in this document.

I ntensive Community Treatment and Support Services, (ICTS)

ICTS sarvices are a speciaized set of in-home and community- based supports and mental
hedlth trestment services available to clientsaged 6 — 18. These servees are ddlivered in the
most normétive, least redtrictive setting. Family and community involvement and coordinetion
areessential.  ICTSisavailable to children who are assessed as mesting aleve IV and above
on the Child and Adolescent Service Intensity Indrument. The Referrad and Determination
process is described later in this document.

Outpatient Care

Outpatient care includes assessment and treatment that is provided within the community (non
fadlity).

I ntensive Outpatient Services

Intensive outpatient services for mental health disorders generdly provide increased hours of
structured treatment each week, consisting of, but not limited to: individud, group and family
psychothergpy, medication management, and psycho-educationd counsding. Day or evening
programs may be offered, before or after work or schooal, in the evening or on aweekend. 10S
differs from partia hospitdization in that the dlinica services offered are generdly lessintensive.
Some intengve outpatient services have been developed to treat patients with specific disorders,
such as edting or persondity disorders
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Entrance Criteria

The patient meets criteriafor anon-V-code DSM-1V diagnosis.

Admission is based on meeting one of the following criteria

O A deerioration in the patient’s mental status has occurred resulting in symptoms of such
Severity that there is Sgnificant restriction of the patient’s usud level of socid,
occupationa and/or educationa functioning.

o The patient has verbdized thoughts of harming sdf or others or is engaging in sporadic
episodes of self-mutilation representing a maladaptive response but no immediate
danger to the patient

o A deerioration in the patient’s basdline leve of functioning has occurred, which has
been unresponsive to an appropriate course of treatment at alesser level of care, and
supervised careis required.

o The patient will require support for stabilization in the community.

o The patient requires skilled observation and assessment of psychiatric status.

Treatment plan aso includes dear, time-limited, transtion-focused objectives for this
treatment phase

Continued Stay

Petient continues to satisfy entrance criteria, and specific discharge/ transfer plan has
been developed

Petient has improved but has not achieved a degree of clinica stability which would
warrant discharge to alesser leved of care

Treatment plan is gppropriate to treat the patient’ sillness and is expected to result in
improvement in patient’s functioning

Discharge or Transfer

Absence of imminent danger to sdf or others

Dischargeltransfer plan reedy for implementation with schedule for ongoing care
Petient sufficiently stable dlinically to trangtion to alessredrictive leve of care
Maximum dlinical benefit has been achieved and it appears unlikely that further dlinica
benefit is possble

Petient and/or family have established a pattern of noncompliance with trestment plan,
induding trestment recommendations for family involvement
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Specid Condderations

The intensve involvement of the family and/or care providers (eg., foster parents, group
home staff) in child/adolescent trestment is required, unless there are legal retrictions
that prohibit contact with specific family members

Outpatient Treatment

Entrance Criteria

Member identifies abehaviord hedth problem.

Trestment is being sought on a voluntary basis since court-ordered treatment is
excluded unless the medica necessity for care clearly exigts.

Face-to-face participation is required since telephone counsding is excluded.
Member meets ABHA Medica Necessity Criteriafor outpatient care

Continued Stay

Patient meets criteriafor a covered diagnosis according the current DSM and the list of
covered menta conditions under the Oregon Health Plan prioritized list.

A specific treatment plan has been developed to reach focused objectives.

Treatment plan is appropriate to treet the patient’ sillness and is expected to result in
improvement in patient’ s functioning.

Referrds for medication evaduations are made in atimey manner when warranted by
diagnosis and clinica symptomatology.

Discharge or Transfer

Focused treatment objectives have been met

Maximum dlinical benefit has been achieved and it gppears unlikdly thet further clinica
bendfit is possble

Petient and/or family have established a pattern of noncompliance with trestment plan,
induding trestment recommendations for family involvement

Transfer to ahigher levd of care whenever there isimminent risk to sdf or others.
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Member no longer meets ABHA Medica Necessity Criteriafor outpatient care

Speciad Condderations

Outpatient trestment is expected to be time-sengtive, problem-focused and god-
oriented

5.0 CARE MANAGEMENT

5.1 Overview

Care Management initiates the utilization management process at the individua case (episode of
sarvice) level, for ABHA. The principal objectives of care management are to ensure that:

Clients are referred in atimey manner to dinicians or programs offering services
approprlate to their needs
Emergency Care-Member shal be seen within 24 hours or asindicated in
initid screening;
Urgent Care-Member shdl be seen within 48 hours or asindicated in
initid screening;
NonUrgent Care-Member shal be seen for an intake assessment within 2
weeks from date of request.
services provided throughout the course of the treatment episode are Medicdly
Necessary and appropriate to patient condition, and
discharge plans are appropriate and are developed by the provider in collaboration
with the patient.

ABHA will employ an gpproach to managed care which recogni zes the importance of Evidence
Based Practice in determining appropriate levels of care. ABHA's Utilization Manager or the
County clinic Utilization Manager will dways authorize a more intensive levd of careif aless
intensive, gppropriate level isnot available. Inadequate access and gaps in the continuum of
care will be identified and tracked as systems problems. Such systems problems will be
reported to the Quaity Management Committee, which will be responsible for the devel opment
and monitoring of corrective action plans.

As noted in the definition of medically appropriate services, treetment provided to ABHA
members must be active, individuaized and god-focused. Active intervention must address
members diagnoss, symptoms and functiona capacity in such away asto prepare them for
independence or treatment at less intensive levels of care.

Member’s have aright to a second opinion. A request for a second opinion is not a request for
an gppedl; It isarequest for asecond provider to independently assess the clinical needs of the

UM Plan approved 12 8 08.doc 13



Accountable Behavioral Health Alliance Utilization Management Plan

member and the dinica conclusons of the dlinician were dinicians formulated the first opinion.
The MHO Agreement says.
Contractor shall Provide for a second opinion from a qualified mental Health
Care Professional within the Provider Panel, or arrange for the ability of the
OHP Member to obtain one outside the Provider Panel, at no cost to the OHP
Member

5.2 Review Criteria

Before certifying medically necessary trestment under the Oregon Hedlth Plan, a Utilization
Manager must ascertain that trestment meets the ABHA Medica Necessity Criteria (see
gppendix) aswell asthe additiond criteria defined below.

Service Provided To ABHA Members Must Be Adequate and Essential for the
Evaluation/Treatment of a Mental Disorder

[(] Services must be an adequate and essential therapeutic response for evaluation or
trestment consistent with the symptoms, proper diagnosis and treatment appropriate for
the specific Member’sillness, disease or condition as defined by standard diagnostic
nomenclatures (current DSM- or its equivaent in ICD-)

To be considered medically necessary, services which are provided or proposed
must be those services (e.g., psychotherapy, psychopharmacology) which the
patient clinically requires--no more and no less.

The adequacy of treatment refersto its clinical appropriateness, completeness,

and timdliness. Essential treatment means treatment that is neither more nor less

than what is clinicaly appropriate for the patient at a specific point in time.

Treatment may be adequate but not essentia if a more restrictive and costly
aternative is used than the patient clinically requires. On the other hand,
treatment may be essential but inadequate, if, for example, a patient is

hospitalized for a severe mental disorder but is not given appropriate medication in

atimely manner.

To be considered medicaly necessary, treatment must address a mental disorder.
Treatment intended solely for self-improvement or for normal life stress, reactions

or acourt order is not medically necessary. Treatment must address a
recognized current DSM- diagnosis (qudified by al five axes) -- with the
exception of certain DSM- diagnoses for which medical/psychiatric intervention
generaly not appropriate or for diagnoses not covered under the Oregon Hedlth
Pan.

A provider’' s rationale for treatment should reflect clinica indications and
symptoms which have been appropriately interpreted as a diagnosis consi stent

is

UM Plan approved 12 8 08.doc

14



Accountable Behavioral Health Alliance Utilization Management Plan

with one of the categories to be found in the current Diagnostic and Statistica
Manual of Mental Disorders, or current ICD.

Services must be provided at the gppropriate level of carerelative to the
severity of the patient’ sillness and capacity to respond to professondly-
provided psychotherapy (ies) and services by aprovider capable of rendering
effective trestment for the patient’s clinica condition.

A Service Must Meet National Standards for Mental Health Professional Practice

[i] Services provided to ABHA members should be safe and effective according to
nationaly accepted sandard clinical evidence generaly recognized by menta hedlth or
substance abuse care professionas or publications

ABHA dlinicd review policies and criteria have been developed by drawing
upon the resources of nationa standards for menta health professond practice. To
be considered medically necessary, treatment must be rendered by appropriately
licensed and qudified (e.g., credentids, experience) mentd hedlth professonds.
Treatment facilities and programs must be appropriatdly licensed and qudified to
provide the appropriate level of care.

A Service Must Be Provided at the M ost Cost Effective Level of Care

[i] Services should be provided at the gppropriate and most cost effective level of care that
can safely be provided for the specific Member’ s diagnosed condition in accordance with
the professona and technical standards adopted by ABHA

Asoutlined in (i) above, treetment must be “adequate and essential.” Treatment at the
most appropriate level of careis carethat is provided to meet a specific beneficiary’s
clinical needs (structure, process, outcome) at the most reasonable cost.

5.3 Preauthorization

ABHA or subcontractors will perform utilization review functions for those menta hedth
services requiring prior authorization. Inpatient, sub-acute, Psychiatric Residentid, respite, Day
Treatment, ICTS and outpatient trestment require prior authorization from ABHA or County
Menta Health Programs.

Medical Emergencies

Definition:

UM Plan approved 12 8 08.doc 15



Accountable Behavioral Health Alliance Utilization Management Plan

A Medical Emergency occurs when, due to Mental IlIness is of such a nature that failure
to get immediate medical care could put the person’slifein danger or cause serious harm
to self or others.

Some examples of a Medical Emergency are: hallucinations and delusions which result in
irrational acts that subject the person or others to danger; active plans for committing
suicide; inability to provide self-care which threatens the life of the person.

Some examples of conditions that are not usually Medical Emergencies are: thoughts of
committing suicide with no credible plan; serious parent-child conflict; acute mourning
and grief; emotional reactionsto a trauma or personal loss.

ABHA will make the final determination on what constitutes a Medical Emergency, and
when the Medical Emergency will considered to begin and to end.

ABHA managed care operations are fully equipped to identify and handle mental hedlth and
substance abuse emergency cals, seven days-per-week, 24 hours-per-day. Clinicd saff are
experienced and trained in criss managemen.

e Detaled dinica information is gathered to if the dtuation is emergent, urgent,
or routine
e If adinicd emergency exids, the locd crigs d&ff is caled and intervenes including
transportation for evauation, police intervention or other emergency services. Only
locd County Mentd Hedth Criss Staff or ABHA Utilization Manager can authorize
after hours admissons.
e If aABHA member must be transferred out of areafor mental health treatment
services, the provider initiating the transfer will:
a) Noatify the member's primary care physcian of impending transfer (if such
transfer is not an emergency).
b) Notify the member's physica hedth plan (FCHP) prior to transfer (if such
transfer is not an emergency).
¢) Inanemergency stuation, both FCHP and PCP shal be naotified the next
business day.
e |If the evauation does not indicate the need for an inpatient admisson, the patient is
referred to the appropriate leve of care and provider
e A follow-up cal is made to ensure that the referra appointment is kept.

6.0 Inpatient Care M anagement

6.1 Prospective Review I npatient
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Progpective review is defined as an evauation of a provider’ s request for treatment of a
member before any treatment for adistinct level of care has been delivered. Prospective
review is conducted for al non-emergency mentd hedth trestment for inpatient, sub-
acute/respite admissons. Psychologica testing, and e ectroconvulsive therapy are aso
subject to prospective review. Prospective review activities may be completed on site
or telephonicaly.

When amember is admitted to an acute care facility in atrue clinical emergency, ABHA
does require preauthorization by the member’s locd County Mentd Hedth Clinic criss
team which can be contacted through the ABHA CrigsLine at 1-888-232-7192.

All admissions to acute care settings will be reviewed by the standards stated in the first
level prospective review for inpatient days. The primary route to admission is through
the member’s locad County Criss Team with the ABHA Utilization Manager only as a
backup or to confirm benefits are available and authorized. Any admisson not pre-
screened by the member’s local County Crisis Team will be referred back to them by
the ABHA Utilization Manager. Should there be question between the screening
hospitd and the loca County Criss Team then the ABHA Utilization Manager and
Conaulting Physician can be brought in for a Second Leve Prospective Review.

Firs Leve Prospective Review for Inpatient Stays

When providers or facilities cal to request prospective authorization for a norr
emergency inpatient, sub-acute/respite admission, they are connected to the ABHA
Utilization Manager for completion of a dinical review. During a dinicd review the
Utilization Manager:

e Gathers comprehengve clinica datafrom the provider/facility
e requests for information will be limited to the information that is pertinent to
rendering a utilization management decision and managing care
Verifies and subgtantiates a diagnosis per current DSM- criteria
Reviews the proposed treatment plan which:
1. integrates measurable goals and objectives
2. isindividuaized to address the specific problems presented by the member
at admission
3. contains an individudized plan for the involvement of family members unless
therapeuticaly contraindicated
4. includes a comprehensive, individudized discharge plan.
e Utilizes ABHA review criteria to determine if the proposed care is needed an
appropriate.
e When indicated, makes use of network (or non-network providers if clinicadly
gppropriate) to refer the member to alessredtrictive level of care.
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e Deermines the number of days to certify. If unable to gpprove the provider's
request, refersthe case to the ABHA Physician Advisor for second leve review.

Second Leve Prospective Review

When the ABHA Utilization Manager is unable to authorize a request for care the case
isreferred to a Physician Advisor for second leve review. During asecond level review
the Physician Advisor:

Reviews dl avalable dinicd materids
If additiond clinica information is needed, the case will be discussed directly with the
attending physician or other providers of care who have been recently involved in either
evauating or providing services to the member and can reasonably be expected to have
clinicd knowledge that will be hepful to making a decison regarding appropriate
certification of care and treatment planning.

e Makes and documents a precertification decison and refers the case back to the
ABHA Utilization Manager for follow-up

6.2 Continued Stay Review Inpatient

Following an authorized admisson, the member’s provider must cdl the ABHA Utilization
Manager within 1 businessday. Thefirg continued stay review is done within 1 business day of
admisson. The ABHA Ultilization Manager and provider discuss the initid treetment plan, gods
of treetment, and the initid discharge plan. Additional days are authorized as needed.
Continued Stay Reviews are completed throughout the authorization time frame, at intervas
deemed clinicaly appropriate and necessary by the ABHA Utilization Manager. Such deemed
intervals are based on the clinicd presentation and ongoing treatment needs of the member
during the episode of care. The ABHA Ultilization Manager will notify the provider of the dates
of the Continued Stay reviews.

Inpatient Continued Stay Review Criteria

Inpatient psychiatric care should be used to treat a mentdly ill person who requires a 24 hour
(round the dock), medicaly structured and supervised facility. ABHA criteriafor admission
and continued Stay at an inpatient facility assume thet the patient'silinessis so severe that
dternative trestment (sub acute, respite, or outpatient trestment) would be unsafe or ineffective.

Continued Stay review is an evauation of:

A member’s continued need for treatment
The gppropriateness of the current and proposed treatment
The gppropriateness of the setting in which the trestment is being rendered or proposed
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All continued gtay review activities are completed by the ABHA Utilization Manager who
may chose from the following methods to conduct their review activities:

Telephonic Continued Stay Review. Information is generdly gathered either from
the provider directly involved in rendering services to the member, or the UR deff a a
fadlity.

On-site Clinical Review. In locations where ABHA has contracted with locdl
providers for this service, continued stay reviews of facility-based trestment may be
completed on-dte in order to obtain firgt-hand clinica data. Such reviews are generdly
conducted when the member:

Has a highly complex dinical presentation
Has a history of readmissions, or
Is being treated in a facility for an extended period without measurable

progress

On-dte review may include a review of dl pertinent medica records, discusson of the
case with the treatment team and/or a face-to-face meeting with the member and/or
family. All ondte review activities are clearly documented in the member’s dectronic
clinica record

Medical Chart Review. ABHA may request the atending provider or facility
utilization review gaff send some or dl of the member’s medica record viafacsmile or
overnight express mail. Thisinformation will be used to review and/or vaideate the report
of the member’s condition and clinical progress. The chart may be requested when:

The Utilization Maneger is provided conflicting data regarding the continued clinica
need and appropriateness for the current level of care, e.g., despite a description of
continuing suicidal behavior, a member is dlowed a weekend pass with a family
member.

The diagnosis is not supported by information reported during telephonic review.
The treatment plan seems inappropriate for the clinical presentation of the member,
eg., the member is experiencing visud and auditory hdlucinations, yet no
medications are considered or prescribed.

Clinica data furnished by the provider is insufficient and does not permit the
reviewer to make awel-informed decison.

First Level, Continued Stay Review for Facility Based Treatment

Gathers comprehengve clinica data from the provider/facility
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requests for information will be limited to the information that is pertinent to
rendering a utilization management decision and managing care
Re-verifies and substantiates the diagnosis per DSM criteria
Reviews progress made in relation to dl active treetment gods included in the
master treatment plan, discusses gods added to the treatment plan and dso
discusses gppropriate level of care required to treat remaining problems
|dentifies and investigates possible qudity of care concerns
When appropriate, reviews progress made in family trestment and evaluaes
indicators for continued intervention
The oupt Discusses discharge plans, timdines and possible obstacles to successful
implementation
Utilizes review criteria to determine dlinica need and appropriateness for continued
Stay
Makes determination of number of additiona days to certify. If unable to certify
further days, refersto Physician Advisor for second level review.

6.3 Retrospective Review I npatient

ABHA conducts retrospective reviews of inpatient care to evaluate care which has aready been
ddivered. The purpose of this type of review is to determine if such services were clinicaly
needed and appropriate, prior to releasing any or part of the claim payment requested.

When an inpatient, residential or partial hospital claim isreceived:

e The ABHA Utilization Managers pends claims which are digible for retrogpective review
and natifies the provider/facility of which records are required to complete a prepayment
review for dinical need and appropriateness.

e When dl records required for the review have been receved, the ABHA Utilization
Manager reviewsfor:

» Completesacdlinicd review of the record utilizing ABHA review criteria

» Make afird leve review decison, authorizing al, part or none of the treatment
episode

» Documents the results of the review

If the first level review does not support clinica need and appropriateness for any or al of the
fecility stay the case is forwarded for review by an ABHA Physcian Advisor. [f the second
level reviewer issues a determination to deny any or dl of the care, the member, provider and
facility are notified in writing and informed of the apped process, in Section 10.0. A find
determination is issued on al prepayment reviews within 30 days of receipt of al necessary
clinicd materids.

6.4 Discharge Planning Inpatient
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Discharge planning is an essentia component of ABHA''s utilization management program. It is
a process which focuses on facilitating appropriate and timely discharge from facility-based
treatment and ensures that members are linked to comprehensive aftercare services.

ABHA'’s dlinicd review gstandards require that discharge planning activities be documented
during the first review of a case and be monitored closaly during subsequent reviews throughout
the treatment episode.

Upon initid pre-certification, the Utilization Manager darifies the anticipated length of stay and

criteriafor discharge.

6.5 Out-of-Network Management | npatient

ABHA applies the same utilization management program to trestment delivered both in-network
and out-of- network.

6.6 Review Timelines

The ABHA Utilization Manager is required to complete and document prospective and
concurrent clinica review activities and authorizationsin atimely fashion. The Sandards are:

e Completion of authorization for inpatient trestment within 24 hours of completing
necessary clinica reviews

7.0 Psychiatric Residential Treatment

Psychiatric Resdentid Trestment isaleve of care within the continuum of services provided to
Children receiving menta health services. Psychiatric Resdential Treatment Services are
services provided in a structured treatment environment with daily 24-hour supervision and
active psychiatric trestment. Psychiatric Resdentia Treatment Services are provided by
nationally accredited providers certified under the Oregon Regulations for children who require
active trestment for a diagnosed mental disorder in a 24-hour resdentia setting.

7.1 Prospective Review

The Regiona Care Coordination committee, in consultation with the Regional Care Coordinator
and the Child and Family Team/Wraparound Team will gpprove admissonsto Psychiatric
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Resdentid Facilities. When this approva processis complete, the Regional Care Coordinator
notifies the ABHA Child and Family System of Care Manager who:
- Reviewsthe clinica datareported by the Regiona Care Coordinator
Verifies and subgtantiates that the client meets Admission Requirements
Supports Child and Family Team/Wraparound Team and Care Coordinator and in
Determining the number of daysto certify
Enters an authorization into the CSCI database
Supports Child and Family Team/Wraparound Team and Care Coordinator in assuring
that needs and corresponding goals and objectives of the resdentid placement identified
by the Child and Family Team/Wraparound Team are addressed in Psych Res facilities
and gods of treatment.

7.2 Admission Requirements are described in Appendix 5 of UM Plan

7.3 Continued Stay Review, Including Discharge Planning

Continued Stay Reviews are defined and completed as described in 6.2 of the UM Plan for
Continued Stay Review for Facility Based Treatment. In doing a Continued Stay Review, the
ABHA Child and Family System of Care Manager:

e Gathers comprehensve clinicd datafrom the provider/facility - requestsfor information will
be limited to the information thet is pertinent to rendering a utilization management decision
and managing care
Re-verifies and substantiates the diagnosis per DSM criteria
Clarifies with Child and Family Team/Wraparound Team, Care Coordinator and Psych Res
facilities the planned length of stay and criteriafor discharge; discusses discharge plans,
timelines and possible obstacles to the successful implementation and addressing of the
needs identified by the Child and Family Team/Wraparound Team.

e Reviews progress made in relation to dl active trestment gods included in the Child and
Family Team/Wraparound Team'’ s Service Coordination Plan and the provider’ s master
treatment plan, discusses goas added to the treatment plan and aso discusses appropriate
level of care required to treat needs. Ensures that services are provided as outlined in the
Service Coordination Plan.

Identifies and investigates possible qudity of care concerns
Reviews progress made in family treatment and evauates indicators for continued
intervention

e Maintainslink between Psychiatric Resdentid facility, Child and Family Team/Wraparound
Team, local Care Coordinator and Community Care Coordination Committee to support
the identification of needs and development of post-discharge resources
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e Utilizesreview criteriato determine clinical need and gppropriateness for continued stay.
Continued stay shdl be gpproved a a maximum of 30 day intervals.

e Makes determination of number of additiond days to certify only after consultation with
Care Coordinator representing the Child and Family Team/Wraparound Team. If unable to
certify further days, refersto Physician Advisor for second leve review.

8.0 Psychiatric Day Treatment

Psychiatric Day Treatment isaleve of care within the continuum of services ddivered as part of
the Intensve Service Array for children who have serious menta hedth issues. Admitted

children are referred in conjunction with the local school didtrict, providers, family members, or
childcare/preschool programs and have received assessments and planning as required by the
Department of Education and/or mental hedlth. This service is delivered by providers certified
by Oregon’ s Department of Human Services/Addiction and Menta Hedlth Divison under OAR
309-032-1150(9) and may be provided as an integrated program in a public school setting or
as a separate program at an independent site. Psychiatric Day Treatment services are available
to children who are living in the community with a parent, guardian or foster parent. Day

treatment services are provided by quaified mentad hedth professonas and qudified menta

hedlth associates in consultation with a psychiatrist. An education program is provided by a
teacher and aides as a part of this service.

The child’s Wraparound Team recommends day treatment as a service to meet identified needs.
Authorization for day trestment is made by the County Mental Health Program’sICTS
representative upon recommendation from the care coordination team and verification that the
child meets admission criteria

The County Menta Hedlth Program conducts on-going utilizetion management for clientswho
participate in Psychiatric Day Treatment.

8.1 Admission Requirementsare described in Appendix 4

9.0 INTENSIVECOMMUNITY TREATMENT SERVICESAND
SUPPORTS, (ICTS) AND DAY TREATMENT SERVICES

Intensive Community Trestment Services and Supportsisaleve of care within the continuum of
sarvices provided to Children receiving mentd hedlth services. Our god isto increase the
avallability and qudity of individudized, intensve, and culturaly competent home and community
based services so that children can be served in the most naturd environment possible and so
that the use of indtitutiond careisminimized. The standards set forth within this policy
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gatement are intended to represent the minimal requirements established by the sate. ABHA
counties have separate polices and service sandards to enhance and individualize polices set
forth in this document. County specific policies are designed to make them relevant to the
uniqueness of their organizations and client population. The standards prescribed by the Sate
through the ABHA contract and the Oregon Adminidirative Rules are included in this document
as Addendums.

9.1 Philosophy and Approach

It isthe misson of Accountable Behaviord Hedth Alliance to effectively and efficiently manage
the behaviora hedth benefits for Oregon Hedth Plan Members. It isanatura extenson of our
mission to collaborate with partner agenciesto provide abroad array of intensive community
based and family focused services to children and their familieswith agod of providing the most
effective and cogt efficient services to meet the individua needs of the child and their family.

ABHA recognizes the vaue and importance of maintaining children in their communities. We
vaue children and their families as experts in the understanding of their needs. We promote the
identification and utilization of achild and families unique strengths as critical components of an
individudized plan of care.

ICTSisincluded as part of a continuum of care within the ABHA UM Plan. This continuum
extends from education and prevention programs and community support and outreach
provided by or coordinated through county mental hedlth programs to acute levels of service
provided by hospitals. ABHA and our partner counties will use a Wraparound Modd in
planning for the needs of children and family clients. The children and their families will work
with a Care Coordinator to identify family strengths and needs. A Child and Family Team will
be convened jointly by the Care Coordinator and identified family and will develop a strength
based Service Coordination Plan  identifying resources, (both informa community supports and
formal professiona supports), to address the needs identified.

ABHA will use “trandtion” to describe the mechanism by which aclient moves within the
service continuum. Theword “discharge’” will be used only when necessary to stisfy the state
requirements asit promotes an artificia boundary reflecting poorly on the implementation of a
continuum of care.

9.2 ROLESAND RESPONSIBILITIES

ABHA
- Conducts on-going UM for clients gpproved for admission to Psych Res and other

levels of acute care by regiona coordinators.

Conducts Reviews as previoudy stated in section 6.0 of this document.

Provides consultation and support for community care coordinator cases where child

requires hospital level of care.

Will be available as resource in identifying Residentid services when thislevd of careis

recommended and not localy available.
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Provides conaultation and technica assstance to Community Care Coordinators and
ICTS providers.

Insures thet training and consultation about community-based planning and ICTS are
provided to Community Care Coordinators and ICTS providers.

Supports the development and monitoring of a data management system that is
responsive to care planning where children needing ICTS can access areferral and
screening a multiple entry points.

Promotes member access to care and services that are family-driven, strengths-based,
and culturdly sengtive.

Monitorsimplementation of guidelines and standards that enhance and promote qudity,
community-based service ddlivery.

Tracks ICTS children to ensure continuous enrollment with the MHO.

Tracks qudity indicators and works with County Child Serving Agencies to determine
and develop actions plans when appropriate.

Communlty Mental Hedth Program, (CMHP)
Conducts on-going utilization management for dients who participate in trestment within
their communities, inclusve of Day Trestment.
Makes referras to panel providers and authorizes services when agency staff lack the
clinical expertise to provide the services needed of amember or, when agency staff to
not time available to see clients within contractualy determined access sandards
Respongble for providing Care Coordination to clients.
Screens referrals and makes ICTS determination.
Mesets with family to develop a rdaionship and begin identifying family srengths, needs
and gods.
Works with family to establish the Child and Family Team.
Jointly coordinates and convenes the Child and Family Team with the family as needed.
Coordinates with DHS/Child Wdfare if family isinvolved with DHS/Child Wdfare,
(DHS will facilitate Team Medtingsif they are custodians).
Maintains ICTS case file and disseminates the Service Coordination Plan.
Maintains regular contact with the child, family, service providers and representatives of
other sysems in which the child isinvolved.
Provides/assures case management services: assessing needs, identifying and
coordinating services, monitoring service effectiveness, consultation, advocacy, criss
response, etc.
Collaborates with Child and Family Team to adjust level of care to meet needs.
Implements a trangtion plan to/from sarvices. Maintains involvement during trangtions.
Facilitates the Community Care Coordination Committee.

ABHA/CMHP Cooperation
The CMHP will contact the ABHA Child and Family Manager when it is determined
that a client requires a Residentiad or Acute level of Care.
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The hand off of UM respongbilitiesto ABHA will occur after the client has entered into
aPsychiatric Residentid or Acute Facility.

The CMHP and ABHA Child and Family Manager will work together to insure that
involvement with the CMHP Care Coordinator and Child and Family Team continues.

10.0 OUTPATIENT SERVICES

Responsibility and Scope

ABHA subcontracts with each of its five member counties on a per member per month basis for
the provison and utilization management of dl outpatient services. This is a ddegated activity
under the MHO Agreement. A member county may provide such services through employees
who work for a county run and operated agency (e.g., Benton County Menta Hedlth), through
a subcontract with a non-county agency (e.g., BestCare), or through a contract (held by
ABHA) with a pand provider which is an agency (eg., Old Mill Center) or an individud

practitioner.

The policies, procedures, and protocols described below regarding authorizations for trestment;
denids of treatment; and grievances for panel providers are gpplicable the mental hedth services
provided by County Menta Hedlth Clinics aswell as pand providers.

ABHA will periodicaly audit county agencies and high volume providers to determine if dinical
sarvices and deegated functions are being provided in a manner that is onastent with the
MHO Agreement and dl gpplicable rules and regulations as agreed to in ABHA' s contract with
its partner agencies.

10.1 General Considerations Related To The Utilization Of
Outpatient Services

ABHA has based its criteria for outpatient psychotherapy upon Evidence Based Practice
guidelines and upon a congderation of various models of psychotherapeutic change. ABHA
does not intend to exclude any model from possible congderation for patient care. The
guidelines below reflect ABHAs bdlief that outpatient trestment must consider time and cost as
legitimate parameters of effectiveness. Specific goas for change would be behaviordly
referenced. Medica necessity requires treatment be delivered in the most cost- effective manner
consstent with quality outcome. (The ABHA outpatient medical necessity criteria are presented
in the Appendix.)

When patients do not respond to traditiona outpatient services, more intensive care outpatient
care, as described above, may be appropriate.
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Situations which suggest there should be a review regar ding whether Outpatient
Psychotherapy is Medically Necessary

Theindividud’s GAF isabove 70
Trestment is not voluntary

Therisk of sdf harm or harm to othersis Sgnificant and requires sgnificant
observation and control

Theindividua lacks the cognitive or expressve capabilitiesto participate in the
behaviora change process

Data from the Oregon Change Index demonstrates that the member:

isfunctioning well at initid presentation for treetment (tota OCI score for
questions 1-4 >24).

has plateaued in treetment and islikely to achieve no, or only minima gainswith
additional services

Persondity disorders or traits not covered under OHP that interfere with trestment
and/or behaviord change.

In order to be digible for outpatient mental hedlth benefits following an initid assessment, the
member must be diagnosed by an digible mentad hedth provider as having a menta disorder
using the mogt current edition of the Diagnostic and Statistical Manual of Mental Disorders
of the American Psychiatric Association; have an OHP covered condition; and must have a
condition that meets ABHA’ s medical necessity criteriafor outpatient services (see Sections 4.2
and 5.2)

Accessto Outpatient and Crisis I ntervertion (emergent and ur gent)

Mentd hedth screening and referrd services are available 24 hours per day seven days-a-week
through atoll-free phone number. No preauthorization is required for initid screening or
assessments conducted by the ABHA County clinics. Crigs and Intake assessments are
available during the loca County clinic’ s regular business hours. ABHA partners shdl assst
members in securing access to menta hedlth services that are medically gppropriate, but not
covered by the Oregon Hedth Plan

Cridsintervention is available through Accountable Behaviord Hedth Alliance during non-

business hours and seven days per week viathe ABHA crigs phone line, without
preauthorization.

10.2 Intensive Case Management
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ABHA'’s case management process is a key dement of the Utilization Management Program.
Case management is a collaborative process between the member, provider, county utilization
managerl (when sarvices are authorized to a pand provider) which assesses, plans,
implements, coordinates, monitors, and evaluates options and services to meet complex hedth
needs. The use of case management drategies, in addition to ongoing utilization review,
promotes quality care and preserves the members benefits.

Some cases are determined to be “high risk” and require intensive case management Services.

10.2(a) Identification & Evauation

Both inpatient (ABHA) and outpatient (county) utilization managers screen for “high risk” cases.
In order for amember to be considered “high risk”, the member must have had two or more
acute care or crigs episodes in the last year and meet two or more of the following criteria
- Havean Axis| diagnosisof Schizophrenia, Bipolar disorder, Schizoaffective

disorder, Mgor depression, PTSD

Have current or past history of substance abuse

Have an Axis |1 diagnosis of Borderline, Dependent, Paranoid or Schizoid

Persondity Disorder

Higtory of non compliance with medication or thergpy including multiple changesin

providers

Has amedica condition that complicates their psychiatric satus

When amember has been identified as* high risk”, the case is evaluated for gppropriateness of
updti ng the member’ s trestment plan.  This evaluation should includes areview of:
The member’sclinicd higory
Utilization patterns
Socid and family supports
Treatment and resource deficits that have the potentia for being positively impacted
by high risk case management services

Thisevauation, as we |l as treatment recommendations, is documented in the member’sdinica
record.

10.2(b) Intensive Case Management Treatment Planning

1 The term wutilization manager, refers to that person or persons in a
county agency who nakes referrals and authorizes treatnment to panel
provi ders and reviews requests for service authorization.
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A member may be identified as a candidate for Intensve Case Management (ICM), when
recelving acute care services or by intengity of services being required to maintain the member in
the community, by the County Mental Hedlth Program hospita liaison, the ABHA Utilization
Manager, the County Menta Hedlth Utilization Manager or the County Mentd Hedlth Criss
Team in consultation with the member’ s primary trestment provider. When a member has been
identified as needing ICM by the county staff and ABHA Utilization Manager a multi-
disciplinary team plan will be developed and implemented within five working days. Plan
development will be coordinated by County Mentd Hedlth aff
An ICM plan will be amodification of the member’ s treetment plan and includes:
- A draegy for minimizing use of acute care services

A ligting of specific services to be provided including frequency and duration

Identification of community resources and a plan to access as necessary and

appropriate

All funding options

Incluson of support sysemsin planning and implementation Srategies

The plan will be reviewed as necessary, but a least monthly, and modified according to the
member’s needs. When the member is discharged from acute care, responsbility for monitoring
and continued implementation will passto county designated staff.

When amember isidentified as a candidate for ICM plan while recelving outpatient services,
the county staff begins the development and implementation of a multi-disciplinary teem planin
conaultation with member’ s support sysem. The plan will be implemented within five working
days of initid identification.

10.2(c) Implementing and Monitoring the Case Management Plan

In implementing the intengve case management plan, the county staff will conduct the following
activities

Frequenting monitoring of the member’s gability, progressin trestment and
appropriateness of current leve of care

Referrd for specidized consultation (e.g., evauation by neurologist)

Referra to gppropriate providers for necessary ancillary services (e.g., marita
therapy for parents whose problems are impacting a child's progress in trestment)
Conaultation with providers, family, support sysems and member

Identification of and referrd to appropriate community services

Member advocacy, including interfacing with schools, trestment facilities,
community agencies and government resources

Cridsintervention
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10.3 ServicesTo ABHA MembersWith Serious And Per sistent
Mental IlInesses

ABHA'’s Counties hav primary responsibility for adequate, |ong-term commitment to trestment
of the ABHA memberswith serious and persstent mentd illnesses. The god of providing
sarvicesisrecovery. Needsvary for each individua depending on the impact of their illnesson
functioning. At aminimum, the County should provide ongoing medication management for
psychiatric medications, case management with at least monthly contact and the availability of a
therapist when needed for more in-depth issues. It isimportant for providersto work with
members to monitor their symptoms for prevention of relgpse and to provide the higher leve of
interventions necessary to prevent acute care interventions.

Trestment should be provided in amanner that is consistent with the Recovery . Recovery is
not only maintaining the member at the current level of function, or prevention of deterioration,
but a philosophy of increased functioning to the maximum possible within the member’ s ability.
Areasto focus on in the recovery model are: independent living skills, vocational/academic
skills, socidization, mobility, and independence in managing and seeking trestment for mental
illness

Disease M anagement

The patient requires scheduled or intermittent contact with aclinica professond to maintain his
or her leve of functioning and to prevent the use of more intensive levels of care. Patients who
require this ongoing contact with a thergpist should be considered for the most cost effective
gpproach to chronic disease management, including groups, “as needed” availability of the same
therapist as a consstent object during crises, or flexible, discontinuous scheduling which
individualizes the patient’ s need for contact.

10.4 Ancillary Treatment Options

10.4(a) Outpatient Medication Management

Medication Management is the term applied to Stuations where the sole service rendered by a
licensed medica practitioner (LMP) is the evduation of the patient’ s need for psychotropic
drugs, the provison of a prescription, and ongoing medica monitoring. Interactive
psychotherapy is not being rendered at this time by the LMP, but may be provided by another
clinician. Medication Management is specificaly classfied in one of two categories.

Providing medicad supervison and prescribing or eva uating the need for
psychotropic drugs to a patient who isin trestment with a non-medica
psychotherapist

or
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Providing medica services, including prescription of psychotropic drugs, to a patient
currently not in need of psychotherapy

Following theinitiation of amedication strategy, falure to progress on medication aone or some
combination of medication/psychotherapy after a 2-3 month tria may require a second opinion
regarding the medication.

In certain cases, Medication Management will continue beyond the psychotherapy component
of trestment. In other cases, Medication Management will occur in the context of long-term
supportive psychotheragpy (usudly on amonthly basis). In the authorization of Medication
Management, consideration should be given to the following: the need to involve the family or
socia support network in order to evauate compliance with medication regimes as prescribing
the medication is dso providing some aspect of supportive thergpy on aregular basis.
(Generdly, with a patient who is psychologicdly stable, medication done can be followed on a
15 minute to 30 minute basi's, no more than monthly.)

10.4(b) Psychological Testing

All psychologicd testing is reviewed per case specifications. Based on the diagnostic question
posed and the specific tests planned or administered, a Utilization Manager (County UM staff
for outpatient service and ABHA UM gtaff for acute care service) evauates the gppropriateness
and dinica need of the testing. . ABHA does not authorize generd batteries of tests. Tedtsare
authorized which are appropriate to the specific questions that need to be addressed by
psychological testing. When alarge battery of testsis proposed, particularly neuropsychologicd
testing, a psychologist or psychiatrist with testing background is adways consulted. (See
Appendix 2, ABHA Psychologicd Testing Guiddines, for further details.)

10.4(c) ECT

Electroconvulsive therapy is a covered treetment by the Oregon Headlth Plan. ECT is a specific
treatment procedure requiring clinicd judtification and clear documentation of the clinicd
process. ECT can be administered as an inpatient or outpatient service. For inpatient service
the ABHA Utilization manager is responsible for authorization and payment. Outpatient ECT
will be authorized and paid for by the county of responsibility. ECT trestments must be
preauthorized. .

Use of Electroconvulsive Therapy
1. Thedecision to administer ECT is based on an evauation of the risks and benefits for
the individua member and involves a combination of factors, including psychiaric
diagnosis, type and severity of symptoms, prior trestment history and response,
identification of possble dternative trestment options and member’ s preference.
2. Indicationsfor trestment. ECT isto be consdered as a secondary treatment when a
member has shown insufficient improvement with prescribed trestments which typicaly
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includes at least three failled pharmacotherapy trails. In addition to lack of subgtantia
clinical response, other reasons to use ECT include intolerance to medication sde
effects, deterioration in condition and/or increased suiciddity, and prior history of
favorable response to ECT.
3. Theuseof ECT ismainly reserved for but is not limited to members with Mgor
Depressive Disorder, Bipolar Disorder and Schizophrenia and subtypes of other
psychotic disorders.
ECT istypicdly counter-indicated for individuas which borderline persondity disorder.
ECT should only be done on clients who have informed consent and should not be
pressured into such atreatment

o &

As described above, when an gppropriate provider is not available in ABHA's panel counties
will contact ABHA to arrange a contract with the provider(s) needed for a course of treatment.
Note: some of the services required are medicad in nature (e.g., anesthesia), but are paid for
under the member’s mentd hedth plan of benefits. Unless the member is admitted to the
hospitd, ECT sarvices deivered in a hospitd setting are an outpatient service that the
respongbility of the member’s county.

10.5Utilization M anagement
10.51Adding Pandl Providers

As noted in ABHA Policy #37, ABHA county sub-contractors shdl annualy assess its pand
provider needs. Each county will identify staff authorized to submit provider names for incluson
on the ABHA pand. Providers must be gppropriately licensed, certified, or registered by the
State to be congdered for incluson in the Pandl. Reasons to make exception to thisrule must be
clearly stated by the county requesting the addition of a new provider AND the reasons for
agreeing to this exception must be gpproved and documented, in the minutes of the ABHA
Recredentiding Committee and the provider’ sfile.

10.520utpatient Concurrent Review
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In the sections below, we describe the procedures to be followed when a county subcontractor
determines that areferrd to a panel provider should be considered. The Utilization Management
Plan does not specify how a county subcontractor should manage utilization within higher own
agency. That is up to each county. ABHA, however, is required under the MHO Agreement
to assess each subcontractor’ s ability to perform this function and will do so periodicdly.

Whether services are provided by a county subcontractor or a panel provider, medical
necessity criteria are the same, as are the policies that gpply to the delivery, management and
oversight of outpatient servicesin generd.

Method of County Subcontractor Concurrent Review Of Services Provided By Panel
Providers

Following an initid assessment, which could be conducted by ether a Pand Provider or the
County Subcontractor, the County Utilization Manager determines the need for an authorization
for outpatient services to a Panel Provider. To complete an authorization for services, the
Utilization Manager, in consultation with the treating provider, will determine

1. Thetype of servicesthat are clinicaly gppropriate

2. Thefrequency and intengity of sarvicesthat are clinicdly appropriate

3. A timeperiod for aninitid authorization thet is clinicaly gppropriate

4. A dollar amount that is sufficient to cover the cost of services the provider is expected

to deliver over the course of the authorization

The County Utilization Manager communicates this information to the panel provider and enters
a corresponding authorizetion into the authorization system of ABHA’s Third Party
Adminigrator.

Either a new authorization for trestment or a modification of an exigting authorization must be
made when a member’s condition changes, necesstating a modification of the intengty,
frequency, or duration of trestment.

Panel providers are responsible to contact the authorizing County Utilization Manager:

If it isther determination that a client needs additiona outpatient services

If their client’s mentd hedth condition has changed, or thelr assessment of that
condition has changed, which would necessitate that a different type or intensity of
services be provided to the member.

Routine requests for reauthorization must be submitted 14 caendar days before the last
expected day of service or the last day of the current authorization, whichever date comes
sooner.

UM Plan approved 12 8 08.doc 33




Accountable Behavioral Health Alliance Utilization Management Plan

Pand providerswill contact their County Utilization Manager immediately if the need for anew,
extended, or modified outpatient authorization for services requires amore immediate review.

In emergent Situations, Pand Providers should contact the county criss team to make a
determination if a higher level of service needs to be provided to the member..

County Utilization Managers are available by phone to members and outpatient providers to
facilitate treetment planning and authorization for services in response to sgnificant, unexpected
changes in patient Satus that require changes in treetment authorizations.
County Utilization Managers will respond to non-routine requests for new or
modified authorizations within two business days
County Utilization Managers will respond to routine requests for new or modified
authorizations within five business days

It is the respongbility of each County Subcontractor to develop forms and county-specific
procedures for gathering the clinica information needed to make utilization management
decisons. ABHA will provide technical assistance to counties, as requested, to implement and
improve these processes.

The dinicd information used to make such determinations will include, & a minimum, review of
the member's most recently updated assessment and treatment plan. County Utilization
Managers will gather routine clinical information regarding clients progressin trestment and may
request, & any time, copies of progress notes or other components of the panel providers
clinica record.

It is the respongibility of county sub-contractors to enroll every member who receives a service
in CPMS. Note: it is not the responsbility of Panel Providersto do this.

Continued Authorizations and Extensons of Service

A change in treetment or an extension of authorization for treetment must be made in when a
members condition changes necessitating a modification of the intendity, frequency, or duration
of treatment. For member services paid on a case rate basis chart reviews will be completed
every 30 to 180 days for continued authorizations.

11.0 DENIALSAND APPEALS

APPEALS:

An gpped isan ABHA Member, member representative, or provider’s request for
recongderation of aNotice of Action or Denid of Service Authorization.
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Lo

7.

ABHA members or member representative have the right to apped a Notice of Action.
Appedsto ABHA must be made ordly or in writing within a reasonable timeframe that can
be no later than 45 caendar days from the date of the Notice of Action or Service
Authorization Denid letter. Ord Appeals must be followed with awritten Apped unless the
member or member representative requests an expedited process. Members or member
representatives may request assistance from ABHA in filing an apped.

ABHA will provide the member or member representative an opportunity to present
evidence for an Apped in person aswell asin writing; ABHA will inform the member or
member representative of the limited time avallable for presentation of evidence for an
expedited process. Members will be given the opportunity before and during the Appeds
process to examine their own clinica records and others documents and records considered
during the Appesdls process.

ABHA will ensure that the decision-makers for appeals were not involved in the previous
levels of review or decision-making and are Menta Hedlth professonaswith clinica
expertise in tregting the member’ s mental Health condition if the Apped is of adenid based
on lack of medica Appropriateness, or the Apped involves clinica issues.

OHP members, member representatives, or providers have the right to request Continuation
of Bendfits until adecison in an Apped or Adminidrative Hearing is rendered. If thefind
resolution of the Apped is adverse to the OHP Member, that is, upholds the Action,
ABHA may recover from the OHP Member the cost of the Services furnished to the OHP
Member while the Appeal was pending.

Continuation of benefits pending Adminigtrative Hearing — If, at the OHP Member’s,
member representatives, or provider’ s request, ABHA continues or reinstates the OHP
Member’'s benefits while the Apped is pending and the notice of Apped resolution is
adverse to the OHP Member, the benefits must be continued pending Adminigirative
Hearing pursuant to OAR 410-141-0260 throgh 410-141-0266.

\

NOTICES:

1.

2.

ABHA does not delegate the Appea procedure related to the reduction or denial of
service. All such gppedls go directly to ABHA,; there is no county level apped.
ABHA or its county partners shal issue awritten Notice of Action to the member and/or
member representative in aformat that meets the member’ s specid needs each time:
- A Sarvice or benefit will be terminated, suspended, or reduced without the member’s
consent (within 10 days before effective date of action)
A request for Service authorization is denied in whole or in part (within 14 days of the
date of the service authorization request)
A cdam payment is denied in whole or in part based on a determination of medical
necessity (at the time of denid mailed to both member and provider)
The Notice shdl indude:
A gatement of the action and the effective date of the action; the reasons for the action
The member’ sright to file an Apped
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The member’ sright to request an Adminidrative Hearing with DHS, information on how
to obtain an Adminigtrative Hearing, or an Expedited Apped

The member’ s right to request continuation of benefits until a decison is made, notice
that the cost of any Services continued may have to be repaid by the member if the
issueisresolved in favor of ABHA

The name and telephone number of the ABHA Quality Manager to contact for
additiond information

A Notice of Hearing Rights (M HDDSD-OHP-0505-3/98), and Administrative
Hearing Request Form AFS 443) will be included with each Notice of Action.

4. ABHA county agencies are responsible for sending Notice of Action letters to affected
members or member representatives in the event of sgnificant changesin program or
Service Stes that impacts the member’ s ability to access care or services, including contract
terminations of pane providers. A copy of each letter will be provided to ABHA (within 10
days of the action).

5. ABHA or county partners will reinstate services if any action to deny, reduce, or
discontinue services was made without providing the required notice, or the notice is not
provided in the timeframe above and the member or member representative requests a
hearing within 10 days of the mailing of the Notice, or the USPS returns mail directed to the
member but the member’ s whereabouts become know during the time the member is
eigiblefor service.

RESOLUTION OF APPEALS:

1. ABHA will resolve each Apped and provide awritten resolution, including the outcome and
the date of resolution, to the ABHA member or member representative within the timeframe
perscribed by Oregon Adminigrative Rules (OAR). ABHA may extend thistimeframe by
up to 14 daysif the member or member representative requests and extension or if ABHA
shows that there is need for additiona information and that the delay isin the member’s
interest. For extensions not requested by the ABHA member, ABHA will give the member
or member representative written notice of the reason for the delay.

2. If thedecison isnot in the member’ s favor, written notice of this decison will include the
member’s right to request an Adminigrative Hearing as well as information and formsto
request such ahearing. A member or member’ s representative is not prohibited from
requesting an Administrative Hearing at any time as aresult of this policy.

3. If the mentd hedth status of the member meets the definition of an Emergency Situation or
Urgent Situation, the member or member representative may request an Expedited Apped
Process. If an Expedited Apped is requested and meets the Emergent or Urgent criteria,
then The ABHA Utilization Manager presents an immediate report to the ABHA Executive
Director who will determineif the menta hedlth condition at issue meets emergency or
urgent definition. ABHA will provide the member or member representative aresponse
within 3 working days of recelving the request for an Expedited Apped. If ABHA denies
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the request for an Expedited Apped, ABHA will follow the timeframe for sandard appedls,
but will give the member or member representative prompt ora notice and will provided
written notice within 2 calendar days.

4. An OHP member or member representative may request that service that have been
reduced, or intended to be discontinued, instead be continued by filing a Request for
Continuation of Service with ABHA. Service will be continued, unlessmedicaly
contraindicated (e.g., drug reactions), until the gpped is resolved. The gpped must be filed
before the date of intended action or within 10 calendar days after the date of the Notice of
Action was mailed or given to the member or member representative. If the Complaint or
Hearing authority rules againgt the member or member Representetive, the member can be
held financidly respongble for dl service ddivered after the date of termination or reduction
in the Notice of Intended Action.

DHSADMINISTRATIVE HEARINGS:

1. Atany time, ABHA members or member representatives may request an Adminidtrative
Hearing by the Oregon Department of Human Services (DHS) for review of a Notice of
Action or written apped decison. The DHS Adminidrative Hearing Rules require members
or member representatives to request a hearing within 45 days of the date of the Notice of
Action or written apped decison. If the hearing issue involves aNotice of Action and the
member or member representative indicates the desire to have Services continued while the
hearing issue is resolved, the member or member representative must request a hearing
before the effective date of the Notice of Action or within 10 caendar days after the date of
the Notice of Action or written gpped decison was mailed or given to the member.

2. Members are entitled to an expedited hearing if the mental status of the member meets the
definition of an Emergency Situation or Urgent Situation and the Situation cannot wait to be
addressed within the regular hearing timeframes. The member or member representative
may request an Expedited Hearing by indicating this on the Adminigirative Hearing Request
(form AFS 443) and must explain why a decision is needed right away.

3. Any Adminigrative Hearing Request received by ABHA or a county partner shdl be
forwarded aong with any documentation related to the hearing issueto AMH. AMH will
notify ABHA within 5 working days and review the request to confirm member digibility
and timdiness of the request. If the Member or member representative requests to have
benefits continue during resolution of the hearing issue, AMH will notify ABHA to continue
services for no more than 90 days from the date of request, or until the current authorization
expires, adecision is made, or the member isno longer digible for Medicaid benefits.
ABHA will notify the member or member representative in writing thet it is continuing the
service and that if the hearing is resolved againgt the member, the member can be financidly
responsible for the cost of any services continued after the effective date of the Client
Notice.

4. ABHA will cooperate fully with the DHS Adminigtrative Hearing process and comply with
and fully implement Hearing decisons.
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Inpatient and Sub-Acute/Crisis-Respite, and Residential Services Denialsand
Appeals

The ABHA Utilization Manager (ABHA UM) conducts dl first level review activities usng
ABHA dlinicd guiddlines. First leve reviewers can authorize care but cannot deny services. All
cases not mesting the firgt level screening criteria are submitted for a second leve review. Al
second level reviewers are board certified psychiatrists. All second level reviews are conducted
to render clinical need and appropriateness decisons based on the ABHA criteriaand medica
expertise of the reviewer. If the gppropriateness of type or level of careis questioned and a
potentid denid of benefit may be indicated the case enters the second level review process.
ABHA will ensure that no Physcian Reviewer previoudy involved in review or decison
making regarding the case shall be apart of any apped process.

Second leve review process. The ABHA UM will inform the tregting provider thet the
case requires a second leve review. The ABHA UM will provide an ord overview of
the second level review process to the treating provider.

0 Thecaseis presented by the ABHA UM to the ABHA Physician Advisor or
designee within one business day of receipt of al necessary documentation
and /or dl pertinent clinical data. At that time, aMD to MD consult will be
offered by the ABHA UM to the tregting provider MD.

o If an authorization cannot be supported and adenial will be issued by the
ABHA Physician Advisor or designee, that decision will be conveyed by the
ABHA Physician Advisor or designee to the treeting provider MD at that
time.

o0 The ABHA Physcian Advisor or desgnee will immediately notify the ABHA
UM of the denid.

o TheABHA UM will immediately telephone the treating provider and inform
the provider of the decision to deny (if not dready done by the ABHA
Physician advisor or designee), that a Notice of Action (NOA) will be sent to
the treating provider and OHP member on this same day, and how the treating
provider may request/ initiate an expedited appeal process on behdf of the
OHP member.

*  Per MHO Agreement Exhibit G (4) (): The OHP Member isonly
entitled to an expedited appeal process if the mentd satus of the
OHP Member meets the definition of an Emergency Situation or Urgent
Situation and the Stuation cannot wait to be addressed within the time
frames associated with aregular Apped.

0 TheABHA UM will generate aNotice of Action(NOA) and mail it and/or
hand delivery the NOA to the treating provider and the OHP member on the
same day, but not later than the next business day asthe decision to deny
was made by the ABHA Physician Advisor or designee.

=  The NOA will include dl dements and documents as defined by the
MHO Agreement Exhibit G (1). The NOA issigned by both the
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ABHA UM and the ABHA Physcian Advisor or designee. The ABHA
UM may sgn the NOA for the ABHA Physician Advisor or designee
when directed to do so by the ABHA Physician Advisor or designee.

If the treting provider on behaf of the OHP member and/or the OHP member
requests an expedited appeal of the denial, and the OHP member meets criteriaas
et fourth in the MHO Agreement Exhibit G (4)(8), a second level phone review by the
ABHA Medicd Director or designee will occur within two working days of the
request. The ABHA UM will coordinate the second level review with the tregting
provider and ABHA Medicd Director or designee within the give timeframe.

Per MHO Agreement Exhibit G 4 (c) ABHA resolution and subsequent
written and ord notification to the treating provider and OHP member
of an expedited appeal will occur as expeditioudy as the OHP
member’s menta hedth condition requires not to exceed 3 working
days after ABHA receivestherequest for an expedited appeal.
ABHA may extend the timeframes by up to 14 calendar daysif
the OHP member requests the extension ether ordly or in writing, or
ABHA shows that there is need for additiona information and how the
delay isin the OHP Member’sinterest. For any extension not
requested by the OHP Member, ABHA shall givethe OHP
member written notice of the reason for the delay. Such notice will
be mailed/hand deliver ed to the treating provider and/or the OHP
member on the same day such a decision was made but not later
than the next businessday. In addition to the written notice, ABHA
will provide oral noticeto the treating provider and OHP member of
ABHA'’ s decison to extend the time frame on the same day such a
decison is made but no later than the next business day.

o If ABHA deniestherequest for an expedited appeal per
MHO Agreement Exhibit G (4) (d): ABHA will follow the
timeframe for standard gppeals. ABHA shdl provide or al
notice to the treating provider and/or the OHP member on that
same day as the decision was made to deny, and follow up
with awritten notice to the treating provider and/or the OHP
member within 2 calendar days.

o Ifthedenial of the expedited appeal isupheld by the ABHA Medica
Director or designee, a written notice will be issued. The written notice will
sgned by both the ABHA UM and the ABHA Medica Director or designee
on the same day such determination is made and/or as expeditioudy as the
OHP member’s menta health condition requires not to exceed the 3 working
days after the expedited appeal was requested, or as an extension applies (not
to exceed 14 calendar days from date the extenson was request by the OHP
member and/or date ABHA requested extension). The ABHA UM may sign
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the notice for the ABHA Medica Director or designee when directed to do so
by the ABHA Medica Director or designee.
=  ABHA per MHO Agreement Exhibit G (5) (c) will provide written

notice of the digposition that includes outcome and date of the Apped
resolution. If the decison is not in the OHP Member's favor, notice
must include OHP Member's right to request an adminidirative hearing
and the process to request a hearing, the OHP Member'sright to
request continuation of services pending a hearing, the processto
request continuation of services and that the OHP Member may be held
responsible for the cost of continued Servicesif the hearing isin favor of
Contractor (ABHA).

0 Thereareno other levels of appeal within ABHA should an appeal be
expedited, however; the OHP member hastheright to an administrative
hearing as defined in the Notice of Hearing Rights enclosed with the both with
the NOA and written Notice of Apped Resolution.

Resolution of an appeal in responseto ar etr ospective review which yieldsa
denial, of full or partid payment of the claim, a request of the tregting provider will
follow the Standard Appedls time frame and not exceed 45 days from the date
ABHA receivesthe appeal. ABHA will provide awritten notice of its decison to the
treating provider on the Notice of Apped Resolution.
=  ABHA per MHO Agreement Exhibit G (5) (c) will provide awritten
notice of the disposition which includes outcome and date of the Apped
resolution. Notice will include how the provider may request another
leve of goped within ABHA should the denid be based on not meeting
medical Necessity criteria
All retr ospective reviews that do not meet medical necessity criteriaand are
subsequently denied by the ABHA Physician Advisor or designee can be appeal ed.
These gpped s will be referred to the UM Appedl's Subcommittee for afina
determination. The treating provide may request such areview through the ABHA UM
asindicated on the written notice in response to the apped of the denid yielded by the
retrospective review.
- Per MHO Contract Exhibit G (2)(a)(1): ABHA shdl ensure that no
member of the gpped s sub-committee have beeninvolved in previous
levels of review or decision-making regarding the case that isbeing
appedled. For cases where adenia has been issued on the basis of
Medica Appropriateness, Appeals Committee members will be mental
hedlth care professondswith dlinica expertise that isrdevant to the
case under consderation. The subcommittee will be composed of: the
ABHA Executive Director, the ABHA Medicd Director, aMenta
Hedlth Director from a county not involved in the case and the ABHA
Qudity Manager. Staff to the gppedl, but not voting isthe ABHA
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Utilization Manager who has been involved in the case under
congderation.
Thisreview is completed within 30 calendar days of receipt of requested
documentation. The outcome of this review will be provided to the treating
provider viaawritten notice. Such notice will be postmarked no later than
two business days from the date the decision was made by the Appedls
Subcommittee.
If the retrogpective review denid is uphed by the Apped's Subcommittee, the
Subcommittee Chair completes and signs the notice. The notice will provide the
reason for the determination of the denidl.
The ABHA UM will dso ordly communicate the decison to the tregting
provider.

Outpatient Denialsand Appeals

The process for outpatient denials and appedsis the same asfor dl other levels of care, as
described above in Section 10.0. Specia consderations are noted below.

County subcontractors to whom the responghility for utilizetion management of such services
has been delegated, are responsble for determining medica necessity. However, such a
determination can only be made by the County Utilization Manager if he/she has the same or
“higher” leve of license as the provider being denied. It is not required that an MD make this
determination. The order of “higher” to “lower” isasfollows:

1. Phydscian

2. Psychologist

3. LCSW/LNP

4. LPC

If a County Utilization Manager's credentids do not meet this standard and he/she cannot
recommend an extension of outpatient treatment, the case is referred to a second clinician who
has the same or “higher” license type as the provider to perform the review.

The County Utilization Manager completes dl the steps described in Section 10.0 for notifying
the member and the provider of the reason for the determination and of al subsequent rights.
All Notice of Action (NOA) forms must dso be sent within one business day to ABHA.
Each county will keep alog of when they send a Denid of Authorization or a Notice of
Action form.
Each county will notify ABHA of dl NOAs
Each county will identify on each Notice of Action forms sent:
0 What led to Notice
0 Options made available to the member
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0 Proposed solutions

0 Whether member requested further action

0 Noatification of dl subsequent rights
ABHA will monitor counties' issuance (or nortrissuance) of NOA'’s. Corrective action
planswill be required, if needed, to address any systemic problems or deficiencies
observed. The action plan will be presented to the ABHA QMC for discussion and
recommendation for gpproval.

Speciad Congderations:

If amember specificaly requests to be refurbished to a pand provider and a county agency
determines that the service should be provided and have an agency clinician can provide the
sarvice requested , it iswithin the agency’ sright to deny this request, but aNotice of Action
letter must be written to the member.

1.0 TREATMENT AUTHORIZATION CORRESPONDENCE

When the request for treatment is approved for services provided by a pand provider, a
letter identifying precertified services is generated by the County Utilization Manager on the day
of the decison and mailed to the member and provider.

When therequest for authorization of treatment is denied:

1. A letter is generated on the day of the denid decison and faxed to the member and
provider/s for patients currently receiving outpatient trestment services. Patients in weekly
outpatient trestment may be sent notification via mal. This letter identifies the services
denied authorization and explains the appeds process. The letter dso contains:

e A patient-specific reason for the denid

e A daement informing the claimant of hisher right to the next level of appeds with
clear indructions that describes how to request an gpped though the County,
ABHA or the appedls process available through AMH

13.0 TIMELINESS STANDARDS

13.1 Inpatient Treatment

Accountable Behaviord Hedth Alliance supports the following nationd standards for timely
patient eval uation, which gpply to any patient who is admitted to any acute inpatient psychiatric
trestment facility.

Within 24 Hours of Admission:
History of present illness
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Previous mentd hedlth treetments
Rdevant family higtory and developmenta history
Generd medica (nonpsychiatric) history, including previous treatments

Current physica condition, determined by physica examination, neurologica examination,
and appropriate |aboratory studies

Mentd status examination
Initid diagnogtic formulation
Individud psychiatric evauation
Initid discharge plan

Within Two Days of Admission:

Assessment of any factors that may complicate treatment, such as substance abuse,
physica/sexud abuse, or other co-morbid psychiatric disorders

Interdisciplinary trestment team meeting
Detalled trestment plan and evidence of implementation
Expected discharge plan summary

At Time of Discharge:
Written formd discharge plan
Discharge trestment team mesting
Outpatient Mental Hedlth Care arranged

It is expected that a specific aftercare plan will be developed prior to discharge and a
designated county staff person will be responsible for assuring that the plan is followed.
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APPENDIX 1

ABHA CLINICAL NECESSITY CRITERIA

INPATIENT

1. Member presents as asgnificant danger to saif as evidenced by a suiciddl risk factors, or
member isa high risk for saf destructive acts secondary to severe psychiatric symptoms (i.e.
command halucinations or persecutory delusions); OR

2. Member isat sgnificant risk of committing violent, aggressive or impulsive acts that can best
be explained as resulting from a severe emotionda State or exacerbation of an existing psychiatric
condition; OR

3. Member has acute onset of psychosis, severe thought disorganization or deterioration of a
chronic psychotic condition so that the member is unmanagesble and unable to cooperate in
trestment in alessredrictive, lessintensve setting; OR

4. Member needs psychiatric medication adjustment that cannot be managed in the community
including monitored adminigtration of medication; OR

5. Member presents severe functiona impairment resulting from an acute psychiatric condition
such that the member is unable to provide for basic sdf-care without 24-hour supervision; OR

6. Member meets the crisis respite admission criteria; AND
No respite bed is currently available; OR
The member is consdered an e opement risk; OR
It is consdered likely that the member will require restraint or secluson; OR
The member’ s condition is such that proposed trestments require 24 hour nursing

observation (i.e. tube feedings, ECT, IV therapy) which are not appropriate outside of a
hospitdl setting and are not primarily for a substance abuse or medica condition.
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SUB-ACUTE/CRISISRESPITE

1. The member exhibits risk factors for sdf harm (e.g., frequent suicidd idestion, arecent
gesture) such that safety cannot be reasonably assured outside of a structured overnight setting.
Therisk of sdf harm is secondary to psychiatric symptoms such as depression, command
halucinations or persecutory delusions, OR

2. The member is experiencing an increase in psychotic symptoms and the member cannot be
managed in aless restrictive, structured environment; OR

4. The member is at risk of committing aggressive or impulsive acts resulting from emotiond
digtress rdated to a psychiatric condition; OR

5. The member presents sufficient functiona impairment resulting from a psychiatric condition
such that the member is unable to provide for basic sdf-care without 24-hour supervison.

AND

It is anticipated that the member will benefit from the levd of care avalable in the Sub-
Acute/Crisis Respite facility.

The member is not suffering from a medicad condition that requires inpatient evauation or
treatment.

The member has the potentia of becoming an imminent risk to self or others as evidenced by
recent or ongoing unpredictable dangerous behaviors, OR

Contracting for safety is not shown effective in current literature and if we are going EBP we
should leave out AND

The member gives evidence, higtoricaly or verbdly, that they will respond to redirection when it
isavalable.
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OUTPATIENT TREATMENT

INTRODUCTION: quick, easy access to outpatient trestment is to be encouraged.
Though dl levels of care are to be managed, any patients seeking outpatient care for
the treatment of a problem which is generating psychologicd distress should have an
initia assessment sesson authorized without consideration of medica necessity.

Authorizations for outpatient trestment must consder time and cost as legitimate parameters of
effectiveness. It is expected that specific, measurable trestment goads will be developed by the
third sesson of trestment aswell as criteriafor discharge.

Pogtive criteria:

1 The patient has apsychiatric disorder consstent with the diagnostic nomenclature of
the DSM V.2
AND

O Treament islikely to result in ether:

demongtrable improvement in the Sgns and symptoms of a psychiatric

disorder

OR
the prevention of demonstrable deterioration

AND
[0 The proposed trestment method and frequency is consistent with:
nationa standards of trestment and
Evidence Based Practice guiddines on trestment effectiveness
for the specific psychiatric condition and diagnosis of the patient.

Generdly excluded:

[0 Thetreatment of long-standing, pervasive, maadaptive traits and/or behavior
patterns which are not associated with a current Axis | diagnoss.

[J Treatment which has asits main god: persond growth, greater happiness, persond
fulfillment etc.

[0 Treatment which has not been effective in helping the client to achieve trestment
plan gods.

2 V-codes are acceptable as long as the covered member has a nunbered
di agnosis in addition to a V-code di agnosi s.
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[0 Treatment frequency of more than one session per week, unlessthe patient's
psychiatric illness or condition requires greater intensity to be effective. Not dl
patients meet criteriafor high risk casemangement but may need more contact (e.g.
DBT dlients)

[0 Psychologicd servicesthat are primarily educationa or geared to self-improvement;
assartiveness training; communication skills, etc.
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APPENDIX 2

ABHA
PSYCHOLOGICAL TESTING GUIDELINES

POLICY

Psychological testing is authorized by ABHA only to the extent that it facilitates behavioral health
treatment. Testing is authorized when it is found to be medicaly appropriate to the dinica issue
being addressed. Testing is provided only by licensed psychologists.

PURPOSE

To provide guiddines for evaluaing requests for psychological testing, including services
connected with procedure codes 96100 (Psychological Testing) and 96117 (Neuropsychologica
Testing). To provide a list of acceptable tests with time alowances for administration, scoring,
interpretation, and report writing.

CLINICAL MODEL FOR UTILIZATION OF PSYCHOLOGICAL
TESTING SERVICES

A. Overview

Clinica information is gathered through a variety of methods including observation, mental status
examination, and history taking. When these techniques do not resolve important clinical issues,
psychological tests also can play a useful role. Psychological tests systematically measure human
behavior and provide "objective’ evidence to assist in treatment. Nevertheless, test results are to
be considered an adjunct to the clinician and not a replacement for professiona judgment.

Testing techniques are varied. Some merely quantify clinica observations (e.g., checklists).
Others use standardized testing procedures to assess attributes that need accurate measurement
(e.g., intelligence, cognitive abilities). Still others are structured sdlf-report measures that describe
the patient's personality and psychopathology (e.g., MMPI). Finaly, some psychologica tests rely
on less obvious measures of important traits using the projective technique (e.g., TAT and
Rorschach).  Psychological tests are administered, scored and interpreted by licensed

psychologists.

B. Authorization Guidelines
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Authorization of psychologica testing depends upon three magor factors. extent of services
covered, medica appropriateness of testing, and appropriateness of the specific psychologica

tests.

Coverage exclusons

The assessment of certain clinical issues through testing is not a covered benefit. These include
but are not limited to:

a)
b)
c)
d)
€)

f)
o))

testing to satisfy the demands of outside agencies (courts, state agencies, €etc.).
educational testing (e.g., for educationa placement or school services or for
diagnosing learning disabilities). Public schools are responsible for such assessment of
children under IDEA.

measures of functioning secondary to an established neurological diagnoss (eg.
dementia) as such atesting is covered under the medical benefit.

forensic evauations, including competency to stand tria, Workers Compensation,
disability and persond injury evaluations.

career or job-related testing such as job placement or career interests.

to diagnose or evduate the intelligence of those with Mental Retardation.

research.

Medical appropriateness

Testing is appropriate only when the following criteria are met:

There is a specific clinical question to be answered or issue to be resolved.

The issue directly impacts the form and/or extent of treatment in atimely way.

The question cannot or has not been answered through a comprehensive clinica
evauation (interview, etc.) or by referra to an appropriate medica specidist (e.g.,
psychiatrist, neurologist).

There are valid test instruments available that can directly address the clinical issue.
The basic adequacy of the patient's functioning (occupationa, interpersonal, self-care)
isin jeopardy.

Other than checklists, psychological testing may be performed only by licensed
psychologists.

ABHA palicy isto deny authorization for testing solely for:

a)
b)
c)
d)

€)

f)

routine evaluations.

establishing a baseline for future assessment.

screening (e.g., for nursing homes).

confirmation of diagnosis.

to obtan data purely for increased understanding of the member's intrapsychic
conflicts.

differential diagnosis. Diagnoses are ultimately made by clinicians and not by tests.
Most diagnostic questions can be answered by further observation, evaluation and/or
consultation. For testing to be authorized, the clinician must demondtrate that other
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assessment approaches are inadequate to resolve the diagnostic question at hand, and
that discerning a particular diagnosis will have a practical impact on treatment.

Appropriateness of psychological tests

For pwchologlcal tests to be authorized the following should be considered:
Each test must have acceptable reliability and demondtrated validity for the specific
clinica issue being addressed. Before testing can be considered appropriate, the
effect of potentia erroneous results (e.g., unnecessary testing, worry, and unfounded
reassurance) must be taken into account.
Each test must be appropriate for the setting and member (age, gender, and culture).
Use of the test is the standard of practice in the psychological community.
The most cost-effective and time-effective tests are to be utilized.

C. Specific Clinical Issues

In addition to the factors noted above, there are additional considerations for specific clinica
i ssues.

Attention Deficit Disorder (with or without hyperactivity)

Testing would only be appropriate if the proper use of interview and observational
checklists have been inconclusive. Even then, only limited assessment of attention
would be authorized.

Testing to resolve concerns about inattention as symptomatic of learning disabilities or
levd of intelligence is not covered, but may be available through the school system or
the Developmenta Disabilities Services Division.

Neuropsychological batteries are unnecessary unless there is reason to believe that a
genuine neurological disorder is present. Assessment of neurologica disorders is
available through the member’s medical plan.

Dementia

Dementia is diagnosed by a physician, typicaly either a grimary care physician or a
neurologist. Therefore, members suspected of having dementia must be evauated by
aphysician. If, after that evaluation, the physician believes neuropsychologica testing
would be appropriate, the testing may be authorized under the medical benefit.
Likewise, assessment of daly functioning, prognosis and level of care may be
considered a medical benefit issue.

Testing may be authorized for members with dementia who also have a psychiatric
diagnosis or when there is differential diagnosis issue (e.g., Depression vs. Dementia).

Intelligence, Achievement and Cognitive functioning
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Personality

Suicide risk

Assessment of cognitive abilities in generd (memory, concentration, learning ability,
abstract reasoning, perceptua motor functioning, etc.) will be authorized only if the
results would have a direct impact on menta health treatment and aternative
evauation methods (interviews with relatives and coworkers, observation, etc.) are
not sufficient.

Testing is not covered for addressing concerns related to learning disabilities, school
achievement or level of intelligence. Such assessments may be available through the
school system under IDEA, or through the Developmental Disabilities Service
Divison.

Assessment of normal range persondlity is not authorized because it does not have a
direct impact on the form or extent of treatment.

Assessment for personality disorder is also rarely authorized because persondlity
change is not the goal of problem focused, goal-directed treatment.

Risk of suicide is best evaluated clinically. In rare cases, use of checklists may be
authorized. Generd psychologicd testing (e.g., MMPI) is not necessary for this
issue.

Interpersona / marita relationships

Clinica evauation and observation are the most valuable techniques for assessing this
issue. Testing will only be authorized if it can be demonstrated that trestment of the
individua’s covered mental health diagnosis will be effected.

PROCEDURE

1. The psychologist requesting psychological testing authorization submits the ABHA "Request
for Authorization of Psychological Testing" to the County Mental Hedlth office. The form
may be completed following aclinical interview or following consultation with the referring
professonal.

2. AnlInpatient Sub-Acute/Crisis Respite Program may request authorization for psychological
test through the ABHA Utilization Manger review process.

3. The county reviews the testing request within two business days and authorizes time for
testing according to the following factors:

a)

Consideration of Sections A through C above.

UM Plan approved 12 8 08.doc 51



Accountable Behavioral Health Alliance Utilization Management Plan

b) Time requirements according to the “Time Allowances for Psychological Tests’
(attachment). The alowances include time for administration, scoring, interpretation,
and report writing.

4. The County Utilization Management staff notifies the practitioner of the approva status of the
testing request via telephone. The submitted "Request for Authorization of Psychological
Testing” is retained as part of the member's clinical record.

5. Claimsfor testing services should be submitted with the names of al tests used and the total
amount of time being billed for each service code.
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APPENDIX 3

ICTSREFERRAL, DETERMINATION, and TRANSITION3

Summary Of State ICTS Rules and Contract Requirements?,

(Inclusive of Language developed cooperatively by ABHA and County Mental Health as appropriate)

LEVELSOF CARE DETERMINATION:

A determination must be made as to whether a child or adolescent is digible and will benefit
from ICTS. Once the digibility has been established, decisions as to the services provided will
be made based on the individud strengths and needs of the child and family as reflected in the
Service Coordination Plan, developed by the Child and Family Team. The intengity, frequency,
and blend of supports and services are based on the menta hedth needs of the child and their
family. Children with the most acute menta health needs will be prioritized for the ICTS.

|CTS Referral and Deter mination:

The County Children’s Mentd Hedlth screening, referral and assessment  process shdl be
clearly communicated to family members, guardians, and community partners, and shall
encourage mentd hedth referrals from multiple sources. The process shdl include:
1. Referrdsfrom multiple sourcesto County Mental Hedlth.
2. A faceto face screening to assert that there is amental hedth diagnosis.
3. Orientation of the child and family to the services and supports of the loca systems of
care.
4. Adminigering of the CASII If dinicaly indicated and there is evidence that the severity
of issues would cause the client to score at level 4 — 6 on the CASII
5. A decison made with the family as to whether the child would benefit from ICTS if the
client scoresasaleve 4 —6 onthe CASII
6. A Referrd for ICTS Servicesis completed. The Referra contains:
CASlI Data Form
A menta hedlth assessment completed within 60 days
Evidence that the client hasaDSM 1V Diagnosis covered by OHP
7. AnICTS determination will be made based on:
The clients score on the CASII;
A mentd hedlth diagnosis covered by OHP;

3 As noted below, for the purpose of meeting the requirenents of the
State Contract, the ABHA “Transition” requirenents neet the criteria
listed in the I CTS di scharge.

4 Sources: MHO Agreenment and OAR 309- 032- 1245, OAR 309-032-1260 and OAR
309- 032-1285
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Additiond prioritizing factors
8. ICTSdeterminationswill be made with in 3 working days of completed ICTS referrdl.
The family will be participantsin the ICTS determination and will be provided
information and support in making decisions regarding trestment and support options.

Prioritizing children for ICTS:

When an area Care Coordinator determins that a client meets criteriafor ICTS and would
benefit from services, they shdl prioritize children with the most acute presentation based on the
following:
- CASlI score
MH assessment within 60 days of digibility finding
DSM 1V diagnosis covered by OHP
Additiond factors which may be consdered for planning and prioritizing services
include but are not limited to:
1. Exceading usua and customary servicesin outpatient settings
2. Multiple agency involvement
3. Multiple out-of-home placement
4. Sgnificant risk for out-of home placement
5. Frequent or imminent admission to acute inpatient psychiatric
hospitaizations or other intersive treatment services
Caregiver dress
School disruption due to menta hedth symptoms devating
8. Sgnificant risk of harm to sAf or others

N o

Adding ICTS Servicesto Day Treatment or Psych Res services

Both Psychiatric Resdentiad Treatment and Psychiatric Day Treatment provide services
individuaized to meet the needs of ABHA clientsand their families.  While the Oregon
Adminigrative Rules are clear asto the staffing requirements for Intensive Treatment Services,
modalities of trestment are not specified. ABHA and our partner counties recognize that there
are expectations of servicesthat should be provided as part of the “ package” of services
provided to our clients and their families while participating in these agencies. We are dso
aware, that in order to meet the intensve needs of our clients, there are times when additiona
services should be authorized. It isthe intent of this section of the UM plan to be clear asto the
expectations of services that should be provided as part of Psychiatric Resdentid and
Psychiatric Day Treatment and what services can be authorized in addition to these * packaged’
services.

1. Services provided by Psychiatric Resdentid Treatment Services:
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Psychiatric Assessment

Pharmacol ogic management

Milieu Thergpy: dally gods, daily supervison, problem solving issues and
gtuations and practicing kills

Case Management and attendance at Wraparound Meetings

Group therapy

Individud therapy

Family Therapy

Specid education services

Discharge planning

2. Sarvices provided by Psychiatric Day Trestment Services.

a
b.

-0 Qa0

2 Q

Psychiatric Assessment

Milieu Therapy: daily gods, daily supervison, problem solving issues and
gtuations and practicing skills

Case Management and attendance at Wraparound Mestings

Group therapy

Individud therapy:

Family Thergpy — Can occur in the facility or in the home depending on the
agencies clinica modd

Specid education services

Linkage to clients “home school” and trangition services

3. Servicesthat can be authorized in addition to Psychiatric Residentid Treatment and
Psychiatric Day Trestment:

a

b.
C.
d.

Screening to determine gppropriateness of Day Treatment

Pharmacol ogic management (only for Day Trestment clients)

ill building occurring in the home

Family thergpy when occurring as an adjunct to family therapy traditionaly
provided

ADMISSION and TRANSITION:

Admission policy:

Children shal be admitted into the ICTS based on the criteria identified in the ICTS Referrd
and Determination process, (discussed in Section 8.0 of this document.) Prioritization will be
given to children with the highest CASII scores, with DSM 1V diagnosis covered by OHP and
have additiond factors significant to consderation, (discussed in Section 8.0 of this document).
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Trangtion policy:
(For the purpose of mesting the requirements of the State Contract, the ABHA Transition
requirements meet the criteriafor ICTS Discharge listed in the ICTS OAR)

Each dient must have the criteriato trangtion to alower level of care documented in their
Service Coordination Plan. The criteriawill include written diagnogtic, behaviord, and
functiond indicators the child and family will meet to trandition out of ICTS services as
documented in achild's Service Coordination Plan. (OAR 309-032-1240) The Care
Coordinator, in partnership with the dient, family and Child and Family Team will determine
when the client is reedy to trangtion and recommend atime line for trangtion.
Criteriafor trandtion includes:

1. Client has met the gods of their Service Coordination Plan; and

2. Clie, dients family/guardians and Child and family Team agree that client isready to

trangtion to alower leve of care; or
3. Client and/or guardian refuse further ICTS services,
4. Clientisno longer digiblefor ICTS services.

Trandgtion summaries are to include: (OAR 309-032-1240)

Review of service coordination planning

Type and duration of services, supports and level of care utilized

Concerns that arose during the treatment and planning process

Sgnificant child and family accomplishments

Recommendeations about and planning to coordinate access to ongoing services and
supports that would benefit the child and family aswell as any other trandtion planning
that will ensure continuity of care.

g wbdpE

SYSTEM STRUCTURE AND FUNCTIONS:

|CTS Services:

ABHA ghdl provide cod efficient, comprehengve and individualized care to children and their
families. Children who are determined to be digible for ICTS will receive care coordination and
access sarvices within the Integrated Service Array, (1ISA) asis deemed medicaly appropriate.
ABHA and our county partners shdl ensure:
1. A Child and Family Team isidentified and organized jointly with the family;
2. A Child and Family Team meseting is convened and an initid Service Coordination
Pan, including any necessary crigs prevention and intervention planning, is
developed no later than 14 cadendar days from the date the provider receives an
authorized request for ICTS services,
3. The Service Coordination Plan is completed within 30 caendar days from the date
the provider receives an authorized request for ICTS services. Theplanis
reviewed and revised quarterly by the child and family team. It includes:
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A. A drengths and needs assessment that includes al relevant domains of the
comprehensgve mental hedlth assessments

B. Short- and long-term goals related to identified needs across domains,

C. Panning that utilizes acombination of existing or modified forma services,
newly created services,; informa, forma and natura supports and
community resources, and documentation of the individuas respongble for
providing these services and supports,

D. A proactive safety/crisis plan that utilizes professond and naturd supports
to provide 24 hours, seven days per week flexible response and is reflective
of strategiesto avert potentia crises without placement disruptions and
provide appropriate interventions when crises occur;

E. ICTSdischarge criteriaaswdl astrangtion planning and coordination of
the child' s discharge from intensive community-based trestment and support
services.

4. The child receives medicaly gppropriate mental hedlth services and supports that
include evidence-based practices, at the appropriate level of care, as determined by
the ongoing service coordination planning by the child and family team; and

5. Services and supports are documented in the child' s clinical record.

Community Care Coordination Committee, (policy recommendation):

Community Care Coordination Committees shdl be developed and implemented on a
community leve to fadilitate loca planning and decision making The Community Care
Coordination Committee has a primary function of blending loca cross system services and
resources to meet the individua needs of children and their families. It provides
- Servicelevd conaultation

Identification of gaps in community services and supports

A forum for problem solving to families, ICTS providers, child serving agencies, and

child and family teams.

Deveopment and identification of funding for service/supportsto fill ggpsin service

plans

The Community Care Coordination Committee shall have representation of the local system of
carethat includes

Consumer and family members,

Child serving providers,

Child and family advocates,

Other local stakeholders representative of the system of care.

Children’s Mental Health Advisory Council:

ABHA shdl develop and implement a Children’s Mentd Health Advisory Council.
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The Council will advise ABHA and provide oversght of the local and regiond policies
for the ISA aswell as ensure continuous qudity improvement.
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Appendix 4
Admission, Continued stay and Transition Requirements for
Psychiatric Day Treatment

Admission Requirements:

1.

6.

7.

Ambulatory resources available in the community do not meet the child’s menta hedth
treatment needs as determined by the established Child and Family/Wraparound Team.
The team has identified a need best met in aday trestment setting and documentation is
included regarding attempt/fallure a alower leve of care.

Child has a problem in at least two of three following areas: school behaviors, home
behaviors, and community behaviors. Behaviors might include: Temper tantrums,
aggression, suspension from school, demands congtant attention at home or schoal,
unable to function adequatdly a home or school, withdrawal.

Child would benefit from the intensve focus of the program and from amullti disciplinary
approach to treatment and education.

Day Treatment services can reasonably be expected to meet the child’' s needs so that
the trestment will be successful. Successin this context means that the child can return
to their home schoal (with outpatient menta health support as needed) in atrangtion
plan designed by the Child and Family/Wraparound Team.

Client’ sreferrd packet includes:

Indication that client meets Leve 1V criteriaviathe CASII, (not yet necessary
for children under 6 years).

Educationa Records which may include: An Individudized Education Plan,
Individudize Family Support Plan, 504 Plan, Persond Educeation Plan (PEP),
and/or other assessment as required by the Department of Education.

A mental hedlth assessment completed by a QMHP, which includes a
completed five axis, DSM 1V diagnosis covered by OHP.

Locd County Mentd Hedth’'s ICTS representative in partnership with the Community
Care Coordination Committee pre-authorizes admission.

Client must be OHP dligible.

Continued Stay Criteria: All of the following criteria are necessary for continuing Day
Treatment:

1.

2.

The child/adolescent's condition continues to meet admission criteria at thisleve of care.

The child/adolescent's trestment does not require a more intensive level of care, and no
lessintensive level of care would be appropriate.
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3. Childs behavior continues to be unmanageable at alower levd of care; i.e, child is often
placed in a safe room, requires physical restraint, has outburst of destructive behavior
and aggression, has had numerous holds, has temper tantrums, aggression, demands
constant attention a home or school, unable to function adequately at home or schoal,
iswithdrawn etc. This behavior occurs ether in the classroom, in the trestment
environment, or in both settings.

4. The child/adolescent and family are actively participating in treatment.
Expectations of Treatment provided

1. Treatment planning isindividuaized and appropriate to the individua’ s changing
condition with redistic and specific goas and objectives sated. Treatment
planning should include assessment of family or other support systems (socid,
educationa/occupationd and interpersond) with involvement unless
contraindicated. Expected positive outcome of dl relevant trestment is
documented.

2. Thereisdocumented active trangtion planning from the beginning of trestment.

3. Thereisadocumented active attempt at coordination of care with relevant
providers when agppropriate.

4. All services and treatment are carefully structured to achieve optimum resultsin
the most time efficient manner possible consistent with sound clinica practice.

5. Progressin rdaion to pecific symptoms/imparments or adjustmentsin the
treatment plan to address lack of progress are clearly evident and can be
described in objective terms, even while gods of treatment have not yet been
achieved.

6. Careisrenderedinaclinicdly appropriate manner and focused on
child/adolescent's behavioral and functiona outcomes as described in the
trangtion plan.

7. . When medicdly necessary, appropriate psychopharmacologica intervention
has been prescribed and/or evaluated.

Trandtion Criteria: Any of the following criteria are sufficient for transition from Day
Treatment:

1. The child/adolescent's documented treatment plan goas and objectives have been
subgtantialy met and/or the individua no longer meets admission criteria, or meets
criteriafor aless or more intengve leve of care.
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2. Behaviora symptoms secondary to the psychiatric diagnosis have decreased to alevel
where there is no immediate risk of out-of -school placement.

3. The child/adolescent gppears able to remain stable with alessintense level of services
including routine outpatient care, physicianprescribed medications as needed,
community-based support, and educationa programming as needed.

4. The child/adolescent exhibits severe disruptive or dangerous behaviors (e.g.,
suicide’/homicide attempt, drug/alcohol addiction, and symptoms of psychosis) that
require sabilization a amore intengve level of care.

5. The child/adolescent, family, guardian, and/or custodian are competent but non
participatory in treatment or in following the program rules and regulations. Non
participation is of such a degree that treatment at thislevel of careis rendered ineffective
or unsafe, despite multiple, documented attempts to address non- participation issues.

6. Consent for treatment is withdrawn, and it is determined that the child/adolescent or
parent/legal guardian has the capacity to make an informed decison and the
child/adolescent does not meet criteriafor amore intensive leve of care.

7. The child/adolescent is not making progress toward trestment goas and thereis no
reasonable expectation of progressin continued Day Treatment.

8. Child demondtrates an ahility to attend public school on a part time basis.
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Appendix 5

Requirements for Admission to Psychiatric Residential Level of Care

1.

Primary DSM Axis | mentd hedth diagnods above the funded line on the Oregon
Hedlth Plan Prioritized List of Hedlth Services. This diagnoss must be the focus of the
treatment requested.

Behaviors considered responsive to trestment in aresidentia setting:

Active psychoss

Risk of harm (homicidd or suicidd idestion) when insufficient mentad hedth
services and supports exist in the community

Need for active psychiatric treetment under the direction of a child psychiatrist
24 hours/7 days aweek.

Primary diagnoses not paired with resdentia trestment on the Oregon Hedth Plan
Prioritized List of Hedth Services and therefore not covered for treatment in a
resdentid setting

Attention Deficit Hyperactivity Disorder
Adjustment Disorder

Substance abuse

Deve opmentd disability

Behaviors not considered responsive to or best practice to treat in a psychiatric
resdentia setting:

O OO0 O0OO0OO0OO0OO0OO0 =

Primary behavior associated with diagnoses of Resctive Attachment Disorder,
Oppositiona Defiant Disorder or Conduct Disorder with symptoms not directly
related to a psychotic disorder.

Primary behavior includes:

Bullying others

Physicd aggresson

Sexud offending behavior

Property destruction

Fire setting

Truancy

Running away

Pettern of defiant behavior

Indiscriminate socigbility (excessve familiarity with strangers)

5. Levd of Need Determination Screening process, including adminigration of the Child
and Adolescent Service Intendty Instrument, results in a determination that psychiatric
resdentid trestment is appropriate.
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6. Documentation of attempts at lower levels of treatment and community intervention OR
the child’'s menta hedlth trestment needs cannot be adequately met in a less redtrictive
Seiting.

7. Child and Family Team agree on this intervention as being most gppropriate and it is
included in the service coordination plan.

8. Admisson is not soldy for placement or for the convenience of the family, the provider
or other child-serving agencies.

9. Prior to admisson thereis an identified discharge plan, including a community plan
10. Psychiatric assessment has occurred within 60 days of potentid placement date
Referrd and Determination:

Determination of aclients need for a Psychiatric Resdentid level of care will be made through a
recommendation by the Child and Family Team/Wraparound Team, Care Coordinator, and
Care Coordination Committee. Referrdsto Psych Reswill include information described
above, asgned Release of Information Form and a CONS form signed by the County Care
Coordination Committee. ABHA UM will verify that documentation is complete and criteriais
met. Authorization occurs following Certification of Need Process inclusive of sgnature by
ABHA Psychiarigt.
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