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2009 MEDICAL NECESSITY AND LEVEL OF CARE DETERMINATION CRITERIA

APS Healthcare, Inc. believes that patients are best treated in the least restrictive environment
consistent with the patient’s symptoms, supports and safety requirements. The goal of treatment is the
restoration of the patient to optimal functionality and independence.

This document is intended to be a starting point and common reference for clinical discussion and is
based on a literature review of scientific evidence (see reference list at end of document). As such, it
focuses on the patient’s clinical history, presenting symptoms and available resources in
recommending a level of care. However, in addition, the APS clinical staff reviewing the clinical
information must consider the following issues when applying the criteria to a given individual: age,
co- morbidities, complications, progress of treatment, psychosocial situation, and home environment.
When a Care Manager determines that the requested service meets these criteria, this care shall be
authorized. In those instances where a Case Manager determines that the clinical symptoms of the
patient do not meet these Criteria and, is therefore unable to authorize care, the case is forwarded to an
APS Medical Director or Physician Advisor for review. APS P&P UM.001; Utilization Management
Decisions, is followed in these instances.

APS also recognizes that resources for the full continuum of care do not exist in all local delivery
systems. In such cases, APS may recommend a higher level of care than medically necessary in order
to assure safe, effective treatment. *“Medical Necessity” is used here to describe care which is
determined to be effective, appropriate and necessary to treat a given patient’s disorder.

Review for each level of care determination proceeds in a logical progression to confirm:

» the presence of a properly diagnosed mental health or substance abuse disorder amenable to
the proposed course of treatment,

» symptoms are of a sufficient severity/complexity to meet the required criteria for admission to
(or continued stay at) the requested level of care,

» the treatment is consistent with nationally accepted medical standards and there is no equally
effective, less restrictive setting available to treat the patient’s current clinical condition

APS attempts to avoid being too prescriptive and has generally not included discharge criteria,
programmatic content, mandatory treatment interventions etc., in these criteria. However, when a
patient’s level of stability/progress indicates that treatment can be safely and effectively treated at a
lower level of care, discharge to a lower level of care shall be recommended.

An integral part of our Quality Improvement program is an annual review of these criteria, which
examines developments in the professional literature as well as obtaining input from providers. We
welcome your comments and suggestions at any time.
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APS follows the criteria developed by the American Society of Addiction Medicine (ASAM) for
making utilization decisions for the Treatment of Substance Abuse Disorders. These criteria are
contained in the following publication:

ASAM PPC-2R, ASAM Patient Placement Criteria for the Treatment of Substance-Related Disorders,
Second Edition-Revised, 2001.

This can be ordered by directly via the ASAM website:

http://www.asam.org/ppc/ppc2.htm

or by calling ASAM Publications at 1-800-844-8948.
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DEFINITIONS FOR LEVELS OF CARE

APS Healthcare, Inc. recognizes the following as distinct levels of care:
Psychiatric Services:

1 Acute Inpatient—The highest intensity of medical and nursing services provided within a
structured environment providing 24-hour skilled nursing and medical care. Full and immediate
access to ancillary medical care must be available for those programs not housed within general
medical centers.

2 Residential Treatment—Care provided at a subacute level with skilled nursing care. These may be
intermediate care facilities (ICF) or have other licensing designations that may vary by state.

3 Partial Hospital—An intensive, non-residential, level of service where multidisciplinary, medical
and nursing services are required. This care is provided in a structured setting, similar in intensity
to inpatient, meeting for more than four hours (and, generally, less than eight hours) daily. It is
generally offered on weekdays, but may be offered up to seven days per week.

4 Intensive Outpatient—Multidisciplinary, structured services provided at a greater frequency and
intensity than routine outpatient treatment. These services range from 90 minutes, to four hours per
day, up to five days per week. Common treatment modalities include individual, family, group and
medication therapies.

5 Outpatient—The least intensive level of service. Typically provided in an office setting from 60 to
90 minutes (for group therapies) per day.

6 23-Hour Observation—“23-hour beds” are defined as a period of up to 23 hours during which
assessment and stabilization services are provided at less than an acute level of care. These are
generally indicated for those situations where a patient appears to be at risk for harm to self or
others, but does not clearly require admission to an inpatient setting. This level of care offers an
opportunity for re-assessment and the gathering of additional data which may support the
appropriateness of admission to a non-inpatient setting.
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23-Hour Observation

(ALL TYPES OF CARE, ALL AGE GROUPS)

A. Medical Necessity—(All must be met to consider for treatment.)

1 The patient must have been assessed, to a reasonable degree of medical certainty, as having a
psychiatric illness or substance abuse disorder by a licensed health professional.

2 Symptoms of this illness must accord with those described in the Diagnostic and Statistical
Manual of Mental Disorders, Edition IV (DSM-1V).

3 The diagnosis must have been arrived at prior to admission in a face-to-face encounter between
the professional and patient.

B. Admission Criteria
1. The presenting clinical problem likely represents a transient disruption of the patient’s clinical
baseline which may stabilize such that an alternative treatment setting may be appropriate
within 23 hours.

and

2. The presenting clinical problem represents a clear, proximal risk of harm to self or others.
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Inpatient (Acute Care)

PSYCHIATRIC: (ADULT, CHILD, ADOLESCENT?)
A. Medical Necessity—(All are required to consider for admission.)

1 The patient must have been diagnosed with a psychiatric illness by a licensed mental health
professional.

2 Symptoms of this illness must accord with those described in the Diagnostic and Statistical
Manual of Mental Disorders, Edition 1V (DSM-1V).

3 The diagnosis must have been arrived at prior to admission in a face-to-face encounter between
the professional and patient.

B. Admission Criteria—(Any one criterion sufficient to recommend admission.)

1 Patient presents with suicidal ideation and intention, which represent significant risk of harm,
medically significant self-mutilation, and/or a recent lethal attempt to harm self, such that 24-
hour/day hospitalization and observation are necessary for the patient’s safety.

2 Patient presents with a recent history of grossly disruptive/delusional and/or violent behavior
representing clear and present danger of serious harm to others.

3 The patient’s psychiatric condition severely impairs his/her basic functional capacity as
evidenced by disorganized, uncontrolled thinking/behavior that represents a genuine and
proximal risk of danger to self such that 24-hour/day nursing and medical treatment is required.

4 Diagnosis and/or treatment is/are clearly unsafe or impossible to provide in an ambulatory
setting and can only be accomplished with 24 hour intensive nursing and medical care.

C. Continuing Care Criteria—(Any one criterion sufficient to recommend continuing care.)

1 Daily physician and staff progress notes clearly describe the patient’s lack of progress despite
adequate clinical intervention and/or the emergence of new symptoms sufficient to meet acute
care criteria.

2 Daily physician progress notes indicate serious medical complications of pharmacotherapy or
other somatic treatments such that transition to a lower level of care would represent a clear risk
of harm.

3 Daily progress notes indicate that attempts to transition to a lower level of care have resulted in a
reemergence of symptoms sufficient to meet acute care criteria.

* Additional Child/Adolescent Criterion—(Must be met for continuing care.) Documented evidence
of significant family (caretaker/guardian) involvement at least three times weekly or documented
evidence that such is medically contraindicated.
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Partial Hospitalization (PHP)

PSYCHIATRIC CARE: (ADULT, CHILD/ADOLESCENT?)

A. Medical Necessity—(All are required to consider for admission.)

1 The patient must have been diagnosed with a psychiatric disorder by a licensed mental health
professional.

2 Symptoms of this illness must accord with those described in the Diagnostic and Statistical
Manual of Mental Disorders, Edition 1V (DSM-1V).

3 The diagnosis must have been arrived at prior to admission in a face-to-face encounter between
the professional and patient.

B. Admission Criteria—(All criteria must be met to recommend admission.)

1 The patient’s mental condition requires skilled medical and nursing observation (e.g. serial
mental status checks, medication administration, vital sign monitoring) and is likely to improve
with this intervention.

2 Clinical documentation clearly indicates that the patient could not be treated safely at a lower
level of care (for example, deterioration in functioning while being treated at an Intensive
Outpatient level of care) or that partial hospitalization is necessary in order to prevent
deterioration in the patient’s condition likely to require acute, inpatient psychiatric care.

3 The patient is sufficiently medically stable so as to not require 24-hour/day nursing
availability/monitoring.

4 The patient’s psychosocial supports are such that the patient can be supervised and maintained
without clinical supervision for that period of time outside the program.

5 The patient’s condition requires multidisciplinary intervention for four (or more) hours daily and
more than three days per week.

C. Continuing Care Criteria—(All criteria must be met to recommend continuing care.)

1 Despite adequate treatment, the patient continues to exhibit signs and symptoms that led to the
admission, or new problems have emerged which themselves meet the criteria for PHP
admission.

2 The patient’s problems must be clearly documented in the medical record and there must be a
progress note by the provider for each day of treatment.

3 There must be clear clinical documentation that transition of the patient to a lower level of care
would result in exacerbation or re-emergence of symptoms sufficient to meet PHP admission
criteria.

e Additional Child/Adolescent Criterion—(Must be met to recommend continuing care)

There is documented evidence of significant family (caretaker/guardian) involvement at least twice
weekly or clear documentation that such is medically contraindicated.
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Intensive Outpatient Therapy

PSYCHIATRIC CARE: (ADULT, CHILD/ADOLESCENT?)

This level of care includes services at lesser levels of acuity than partial hospitalization. It is intended
to be provided for more than 90 minutes, but less than four hours daily. It may be offered at least three
days per week.

A. Medical Necessity—(All are required to consider for treatment.)

1 The patient must have been diagnosed with a psychiatric disorder by a licensed mental health
professional.

2 Symptoms of this illness must accord with those described in the Diagnostic and Statistical
Manual of Mental Disorders, Edition 1V (DSM-1V).

3 The diagnosis must have been arrived at prior to admission in a face-to-face encounter between
the professional and patient.

B. Admission Criteria—(All criteria must be met to recommend treatment.)

1 There is documentation of significant and acute deterioration in social, occupational,
educational or family functioning.

2 The proposed treatment plan specifically addresses the symptoms needing improvement in
order to stabilize the patient, prevent further deterioration and prevent the need for a more
restrictive/intensive level of care.

3 The patient requires a multidisciplinary treatment plan/program and can access other supports
outside the program, as needed. ’s condition will benefit from the proposed interventions.

4 There is at least moderate impairment (a GAF less than 60).

C. Continuing Care Criteria—(All criteria must be met to recommend continuing care.)

1 The patient continues to exhibit signs and symptoms consistent with admission criteria as evidenced by
progress notes for each day the patient receives services from the Intensive Outpatient program.

2 The treatment plan and progress notes reflect ongoing interventions that are likely to alleviate these
impairments.

3 When the patient’s condition fails to demonstrate sustained improvement, the treatment plan addresses
this lack of improvement and includes revised interventions that are likely to alleviate the patient’s
impairments.

4 Clinical documentation supports that attempts to transition to a lower level of care would likely result
in decompensation or exacerbation of the illness.
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» Additional Criterion For Children/Adolescents: There is clear documented evidence of
significant family (caretaker/guardian) involvement with and adherence to treatment or clear evidence
that this is contraindicated.

Outpatient Care

PSYCHIATRIC CARE

This level of care is the least intensive level of treatment and represents the majority of care delivered.
It is intended to describe services ranging from 15 minutes (e.g. medication management) up to 90
minutes (e.g. group therapy) in length which are generally not provided more frequently than twice
weekly.

A. Medical Necessity—(All are required to consider for treatment.)

1 The patient must have been diagnosed with a psychiatric or Substance dependence disorder by a
licensed mental health professional or equivalent licensed substance abuse professional.

2 Symptoms of this illness must accord with those described in the Diagnostic and Statistical
Manual of Mental Disorders, Edition 1V (DSM-1V).

3 The diagnosis must have been arrived at prior to initiation of treatment following a face to-face
encounter between the professional and patient.

B. Admission Criteria—(All must be met to recommend treatment.)

1. As a consequence of a DSM-1V diagnosis, the individual is experiencing significant impairment
in functioning in one or more of the following areas:

. social,

. occupational,
. educational or
. family role.

2. The proposed treatment plan is focused on:

. adaptive responses to present impairments,
. clearly defined and measurable goals and
. Meeting these goals within a defined time frame.

3. The patient has the requisite cognitive and emotional skills necessary to benefit from the
proposed treatment plan.

C. Continuing Care Criteria—(All must be met to recommend continuing care.)

1 There is evidence that the patient is working to complete treatment goals and is attending

sessions as scheduled.

The patient continues to exhibit impairment requiring further treatment (GAF <70).

3 The treatment plan clearly addresses the impairments necessitating ongoing care as well as
current time-frames for meeting treatment objectives

4 If the GAF is > 70, the patient has a diagnosis of a persistent DSM-IV disorder which requires
maintenance treatment to avoid recurrence of symptoms.

N
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Residential Treatment (RTC)

PSYCHIATRIC CARE: (CHILD/ADOLESCENT)

(Note: Residential Treatment is defined as 24-hour, supervised, inpatient level of care
provided to children and adolescents who have long-term illnesses not likely to respond to
short-term interventions. They should provide, in addition to diagnostic and treatment
services, instruction and support toward attainment of basic living skills, which will enable
them to live in the community upon discharge.)

A. Medical Necessity—(All are required to consider for admission.)

1 The child or adolescent has been diagnosed with a psychiatric disorder by a licensed
mental health professional.

2 Symptoms of this illness accord with those described in the Diagnostic and Statistical
Manual of Mental Disorders, Edition IV (DSM-1V).

3 The diagnosis must have been arrived at prior to admission in a face-to-face encounter
between the professional and patient.

B. Admission Criteria—(Both 1 and 2 and either 3 or 4 are sufficient to recommend
treatment.)

1. There is clear clinical evidence that the child/adolescent has a severe mental illness, which
requires a level of intensity of services not available in the community.

2. The illness or disorder is likely to improve with active treatment.

3. Without this intervention, there is clear evidence that the child/adolescent will likely

decompensate and represent a proximal risk of serious harm to self or others
OR

4. There is severe impairment in psychosocial functioning, due to the DSM-1V psychiatric

disorder, in one or more of the following areas: educational, family or social/peer group.

C. Continuing Care Criteria—(All must be met to recommend continuing care.)

[EE

The patient continues to exhibit signs and symptoms consistent with admission criteria.

2 There is a complete, multidisciplinary, individualized treatment plan, which includes
input from the patient and family.

3 The treatment plan defines clear, measurable objectives leading to a goal of return to the
community.

4 There is documented evidence of active psychiatric care which is symptom-focused and
specific to the child/adolescent’s diagnosis.

5 There is documented evidence of active family therapy at least weekly or clearly

documented evidence that such is either impossible or medically contraindicated.
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Residential Treatment (RTC)

PSYCHIATRIC CARE: (ADULT)

(Note: Residential Treatment is defined as 24-hour/day, voluntary, short-term, supervised level
of care provided either to adults with psychiatric illnesses previously not responsive to short-
term interventions and/or those requiring crisis stabilization as an alternative to inpatient
hospitalization.)

B. Medical Necessity—(Both 1 and 2 are required to consider for admission.)

1. The adult has been diagnosed with a psychiatric disorder following an in-person assessment
by a licensed mental health professional prior to admission to RTC.

2. Symptoms of this illness accord with those described in the Diagnostic and Statistical
Manual of Mental Disorders, Edition IV (DSM-IV-TR).

Admission Criteria—(Both 1 and 2 and either 3 or 4 are sufficient to recommend
treatment.)

1. There is clear clinical evidence that the adult has a severe mental illness, which requires a
level of supervision and intensity of services not available at a less intensive level of care.
2. The illness or disorder is likely to improve with active treatment.

3. There is clear evidence that, without this level of intervention the patient’s condition
will worsen to the point such that he/she will require inpatient hospitalization.

OR

4. There is severe impairment in psychosocial functioning, due to the DSM-1V psychiatric
disorder, representing potential inability to safely care for self.

C. Continuing Care Criteria—(All must be met to recommend continuing care.)
5. The patient continues to exhibit signs and symptoms consistent with admission criteria.

6. There is a multidisciplinary, individualized treatment plan, which includes input from the
patient, family, and/or other support systems.

7. The treatment plan includes specific, quantifiable objectives, with a focus on reintegration
back into the community.

8. There is documented evidence of active psychiatric assessment and treatment which is
symptom-focused and specific to the adult’s diagnosis.

9. Except when clinically contraindicated, the treatment plan must include active participation
by the patient’s family and/or other support systems.

10. The patient is making measurable progress toward treatment goals and there is a
reasonable expectation of continued progress at this level of care OR when a patient is not
making measurable progress, there are appropriate revisions to the treatment plan.
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Electroconvulsive Therapy (ECT)

(Note: A course of treatment is generally 6 to 12 ECT. If there is no discernible clinical
improvement after 6 to 10 treatments, indications for continued ECT should be formally
reassessed. The determination of whether ECT should be administered within an inpatient or
outpatient setting is made separately based on the patient’s clinical symptoms as they relate to
APS’ other levels of care criteria).

A.Medical Necessity - (All are required to consider for treatment)

1. The patient must have been diagnosed with a psychiatric illness by a licensed
mental health professional.

2. Symptoms of this illness must accord with those described in the Diagnostic and
Statistical Manual of Mental Disorders, Edition IV (DSM-1V) and must be
amenable to ECT.

3. The diagnosis must be based upon a face-to-face evaluation between the
professional and patient

4. The psychiatrist who will perform the proposed ECT has completed a face to face
evaluation of the patient prior to his recommendation of the procedure.

B. ECT Criteria - (meeting one of the 3 criterion, is sufficient for recommendation for
treatment)

1. Two (or more) courses of medication at maximum doses for an adequate length of time
have been ineffective or the symptoms require a rapid response from one of the following
diagnostic conditions:

. Major depression
. Mania
. Catatonia

2. When the member has a history of a positive response to ECT and a lack of response to
medications in the past

Co-morbid medical conditions preclude the use of psychotropic medication trials {Note:
When it is determined that ECT is an appropriate treatment modality, APS will make an
additional determination as to whether this treatment can be safely and effectively rendered
on an ambulatory basis, or requires the intensity of services of a higher level of care. This
decision will be based on the patient’s clinical condition and will follow criteria for the level
of care where ECT is to be rendered.}

APS Healthcare Inc., © 2009
Adopted 10-21-98 Revised 3-23-06; 4-11-07; 5-13-09

Page 12 of 17



Psychological Testing

APS Healthcare, Inc. believes that requests for psychological testing are best handled when the
purpose of the testing, the extent of testing, the instruments to be used, and the use of results
and recommendations are understood by both parties. The goal of outpatient testing is an
increased understanding of the patient not readily available by other means. This can include
the patient's diagnosis, dynamics, therapeutic capabilities, or treatment planning
recommendations. Psychological testing has a wide variety of instruments and techniques as
well as post-test interpretation of the results that need to be included in request evaluations.

Testing for purposes other than psychological/psychiatric treatment is often excluded from
insurance coverage. Examples of this type of testing include occupational placement testing,
disability testing, educational testing, neurological testing and forensic testing. Requests for
neuro-psychological testing with possible indicators of organic damage or history of head
trauma, anoxia, heavy metal exposure or diagnosis secondary to a medical condition may be
coordinated with the member’s medical plan under the mixed medical protocol. Neurological
testing that establishes an organic basis for the changes in psychological functioning will
continue to follow the protocol for mixed medical management.

A. Medical Necessity - (must meet all of the following criterion)

1. The patient must have been diagnosed with a psychiatric illness by a licensed
mental health professional.

2. Symptoms of this illness must accord with those described in the Diagnostic and
Statistical Manual of Mental Disorders, Edition IV (DSM-1V).

3. The diagnosis must be based upon a face-to-face evaluation between the
professional and patient.

4. The request for psychological testing must come from a licensed behavioral
healthcare provider who has questions that can only be answered by psychological
testing.

5. The request for neuropsychological testing must come from a licensed behavioral
healthcare provider who has questions that can only be answered by neuro-
psychological testing. A neurologist may also request neuro-psychological testing.

B. Psychological Testing Criteria -(needs to meet criterion 1 and 2, 3, or 4)

1 The results of the testing may, with reasonable medical certainty, lead to necessary
revisions in an individual’s treatment plan; and

2 Diagnosis and treatment approaches fluctuate, contradictory information is evident and
clinical direction requires an increased understanding of the member: or
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Psychological Testing (continued)

1 The member's therapeutic response is significantly different from the anticipated response
and additional assessment and investigation has failed to alter the therapeutic dynamics; or

2 Significant disruption in the member's performance of life skills which is not accounted for
by assessment, history, diagnosis, or ongoing observation.
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