PAGE  
1

Behavioral Health Partnership
Oversight Council

Provider Advisory Subcommittee
Legislative Office Building Room 3000, Hartford CT 06106

(860) 240-0321     Info Line (860) 240-8329     FAX (860) 240-5306

www.cga.ct.gov/ph/BHPOC


This subcommittee will review and make recommendations regarding draft Level of Care and Utilization Management guidelines developed by the Clinical Management Committee (co-chaired by DSS and DCF).

Co-Chairs: Susan Walkama & Hal Gibber
Feb. meeting cancelled
Next meeting:  March 17, 2010 @ 1:30 – 3 PM at VO, Rocky Hill
Meeting Summary: Jan. 20, 2010
Attendees: Hal Gibber (Co-Chair), Teddi Creel (DSS), Lois Berkowitz (DCF), Ann Phelan & Debra Struzinski (VO), Jill Benson (CHR), Janine Holster (Harbor Health), Alice Jacobs (?sp) (Natchaug Hosp),Elizabeth Collins (YNHH), Mary B. Graton (HH, IOL),Uma Bhan (Mental Health Assoc of CT), (M. McCourt, leg. staff).  
Level of Care Guidelines

Draft level of care (LOC) guidelines & summary were further revised based on this meeting discussion. Part of ValueOptions (VO) contract is to annually review the guidelines, looking at the program experience. The guidelines that include this SC meeting revisions (see below) will be presented to the BHP OC at the next meeting.
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Subcommittee discussion points on acute child inpatient LOC included the following:

· The level of care (LOC) guideline does not apply to Riverview inpatient care: these were revised at a previous meeting and approved by BHP OC.
· Authorization Process specific to diversion: clarify that consultative process is with the CTBHP psychiatrist.  If there are differing clinician views on diversion the clinician and CTBHP physician will discuss this.  Suggested add “mutually agreed upon possibility of diversion…”
· A.1.1.3: GAF score is looked at in the context of the presenting clinical situation. The score itself does not change authorization for this LOC. 
· A.1.2.2: chronicity of a condition with acute exacerbation would not lead to a service denial.
· A.1.2.6:  DCF will review wording of ‘gravely disabled’ since this has a different application to children compared to adults. 
· A.1.2.4: looks at a separate category of risk (i.e. not taking care of basic needs) compared to A.1.2.1.
· A.2.2.1: Continuing Care Criteria: request clarify wording that it is the responsibility of the hospital to communicate with and assist the family in participating with treatment as well as initiate family sessions 1-2 times a week (A.2.2.4). 
· A.2.3.2: omit “within 30 days of discharge” which allows an institution to continue inpatient treatment to allow the child/youth to be successfully discharged to community care when the child/youth is ready to do this.  This extended stay would not be counted as an inpatient discharge delay since the continued stay is planned as part of acute treatment to provide a reasonable time for the child/youth’s successful transition. 
Discussion of 23 Hour Observation Service LOC guideline focused on the proposal to eliminate (last page) “mitigating factors” that grant the level of care when the request for services does not satisfy this LOC criteria.  Subcommittee participants strongly urged that “mitigating factors’ remain in the LOC guideline, clarifying that this provision, which is in every LOC guideline, does not extend the 23 hour care stay but addresses authorization of the service when a provider requests it for a patient whose clinical presentation may not fit the 23 hour bed service criteria. 
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Summary of Revisions to Child Acute Inpatient Level of Care Guidelines


· The original level of care guideline included guidelines for inpatient treatment of adults.  It was felt that children presented with specific issues and needs that warranted a separate Level of Care Guideline


· Guidelines for admissions to Riverview were subsumed within the original Level of Care Guideline.  The Oversight Council has since reviewed and approved separate level of care guidelines for Riverview


· Definition:  There is the addition of language addressing psychological testing when needed.  Additional language was added to address the need to focus on recovery and resiliency.


· Authorization Process and Time Frame for Service:  All of the language pertaining to Riverview has been removed.  The need for a comprehensive risk assessment was added.  In addition, language was added to address potential cases that might benefit from diversion from inpatient.  There will need to be a consultation with the CT BHP physician.

· Admission Criteria:  This is largely the same as the language in the original level of care guidelines.  Some of the criteria have been moved as they fit better under different categories.

· Intensity of Service Need:  No changes to this section


· Continued Care Criteria:  Language was added to emphasize the need for family involvement in treatment early and often.  Language was also added to emphasize the need for early discharge planning with focus on working with stakeholders to reduce any potential barriers to discharge.
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23 HOUR OBSERVATION SERVICE    


		





Definition


This level of care provides up to 23 hours of care in a secure and protected, medically staffed, psychiatrically supervised treatment environment that includes continuous nursing services and an on-site or on-call physician.  The primary objective of this level of care is for prompt evaluation and/or stabilization of individuals presenting with acute psychiatric/substance abuse symptoms or distress.  This level of care should be used when diagnosis and disposition cannot be readily ascertained during an emergency department visit. Before or at admission, a comprehensive assessment is conducted and a treatment plan developed.  The treatment plan should place emphasis on crisis intervention services necessary to stabilize and restore the individual to a level of functioning that does not require hospitalization.  Active family/significant other involvement is provided unless it is contrary to the best interests of the client.  This service is not appropriate for individuals who, by history or initial clinical presentation, require services of an acute care setting exceeding 23 hours.  Duration of services at this level of care may not exceed 23 hours, by which time stabilization and/or determination of the appropriate level of care will be made, with facilitation of appropriate treatment and support linkages by the treatment team.  Physician's orders are necessary for admission and discharge from the observation service. 

Authorization Process and Time Frame for Service:


Prior authorization is required, and time frame for admission is no longer than 23 hours.  A minimum of 8 hours of monitoring is required.

Level of Care Guidelines


D.1.0.   Admission Criteria


             D.1.1   Symptoms and functional impairment include all of the following:


                         D.1.1.1   Symptoms consistent with a DSM Axis I or Axis II disorder,


                         D.1.1.2   Indications that the symptoms may stabilize and a  


                                        community-based treatment may be initiated within a

                                        23-hour period or observation and monitoring is 


                                        necessary in order to determine the need for inpatient


                                        admission, and


                         D.1.1.3   Presenting crisis cannot be safely evaluated or managed in

    A less restrictive setting.

            D.1.2   In addition to the above, at least one of the following must be

                        present:


                         D.1.2.1   An indication of actual or potential danger to self as


                                        evidenced by serious suicidal intent or a recent attempt


                                        with continued intent as evidenced by the circumstances


                                        of the attempt, the individual’s statements, family and/or


                                        significant others reports or intense feelings of 


     hopelessness and helplessness.


                         D.1.2.2   Command auditory/visual hallucinations or delusions


                                        leading to suicidal or homicidal intent.


                         D.1.2.3   An indication of actual or potential danger to others as

                                        evidenced by a current threat.


                         D.1.2.4   Loss of impulse control leading to life-threatening 


                                        behavior and/or other psychiatric symptoms that require


                                        immediate stabilization in a structured, psychiatrically


                                        monitored setting. 


                         D.1.2.5   Substance intoxication with suicidal/homicidal ideation.


                         D.1.2.6   The individual is experiencing a crisis demonstrated by an


                                        abrupt or substantial change in normal life functioning


                                        brought on by a specific cause, sudden event, and/or 




           severe stressor.


                         D.1.2.7   The individual demonstrates a significant incapacitating or


                                        debilitating disturbance in mood/thought or behavior


                                        interfering with ADLs to the extent that immediate 

                                        stabilization is required.


             D.1.3    Intensity of Service Need 

                         D.1.3.1    Individual requires further assessment, stabilization and 

                                         short-term treatment.  The above symptoms cannot be  

                                         evaluated and treated in a lower level of care as evidenced 

                                         by:

                                         D.1.3.1.1   Patient requires at least 8 hours of diagnostic or


                                                           evaluative procedures readily available in a 


                                                           hospital setting in order to achieve stabilization 

                                                           or discharge to community or determine the 

                                                           need for an inpatient admission; or 


                                         D.1.3.1.2    Patient is unsafe for discharge and requires

                                                            more complete information in order to 

                                                            determine the level of care required.

A.2.0   Continued Care Criteria


          There is no continued stay associated with 23-hour observation.  Individuals


          must be transferred to a more/less intensive level of care.                  


Note:  Making Level of Care Decisions


In any case in which a request for services does not satisfy the above criteria, the ASO reviewer must then apply the document Guidelines for Making Level of Care Decisions and in these cases the patient shall be granted the level of care requested when:


1) Those mitigating factors are identified


2) Not doing so would otherwise limit the patient’s ability to be successfully maintained in the community or is needed in order to succeed in meeting patient treatment goals.
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A. ACUTE INPATIENT PSYCHIATRIC HOSPITALIZATION  ~ CHILD/ADOL

		





Definition


Inpatient treatment services in a licensed general or psychiatric hospital offering a full range of diagnostic, educational, and therapeutic services including arranging for and/or providing psychological testing when medically necessary with capability for emergency implementation of life-saving medical and psychiatric interventions. Services are provided in a physically secured setting. Child/Adolescent admission into this level of care is the result of a serious or dangerous condition that requires rapid stabilization of psychiatric symptoms. This service is generally used when 24-hour medical and nursing supervision are required to provide intensive evaluation, medication titration, symptom stabilization, and intensive brief treatment. This high level of care should be focused on the recovery of each child or adolescent and utilize the resiliency of each child/adolescent  by improving current function so as to allow for use of community based alternatives

Authorization Process and Time Frame for Service


This level of care requires prior authorization. Admission is based upon a comprehensive risk assessment and mental status exam. The first authorization is typically for up to 3 days. Subsequent authorizations are based on the individual needs of the child/adolescent with consideration to the child/adolescent’s risk to self,  others or disruption in permanency and consideration of the treatment plan and of the physician’s recommendations. 



 * Consultations with CTBHP physician will occur in situations where there is a mutually agreed upon possibility that diversion has a higher likelihood of long-term success or benefit to the child, or issues of age or prior effectiveness mitigate hospital benefit.

Level of Care Guidelines

A.1.0 Admission Criteria


A.1.1 Symptoms and functional impairment include all of the following:


A.1.1.1 Diagnosable DSM Axis I or Axis II disorder, 


A.1.1.2 Symptoms and impairment must be the result of a psychiatric or substance abuse disorder, excluding V-codes, 


A.1.1.3 Functional impairment not solely a result of Pervasive Developmental Disorder or Mental Retardation, and GAF less than or equal to 30.  


A.1.2 Presentation consistent with at least one of the following Symptom Categories:


A.1.2.1 Current risk of suicide/self-injury/safety: Imminent risk of suicide or self-injury or, an inability to remain safe in a less restrictive environment 

A.1.2.1.1 Attempt:  Recent and serious suicide attempt indicated by degree of lethal intent with consideration to the child/adolescent’s level of  impulsiveness, degree of lethality, likely risk such acts will be repeated or significant evidence of inability to assure safety.

A.1.2.1.2 Intent/Plan: Current suicidal ideation with well formulated plan, imminent intent to act and available means that is severe and dangerous with minimal expressed ambivalence or significant barriers to doing so; or 


A.1.2.1.3 Self-mutilation: Recent self-mutilation that is severe and dangerous, e.g., deep cuts requiring sutures, 2nd to 3rd degree burns, swallowing objects etc.; or


A.1.2.1.4 An increase in severity or frequency of extreme recklessness, agitation, and or impulsivity. (E.g. flagrant exposure to victimization, and other potentially highly self injurious or lethal or risk taking behaviors).



A.1.2.2 Current risk of homicide/danger to others: Imminent risk of homicide or harm to others with inability to remain safe in a less restrictive environment as manifested by: an increase in severity or frequency of extreme recklessness, agitation, and or impulsivity. (e.g. sexual perpetration, criminal assault, playing with knives, death threats, )

A.1.2.2.1 Attempt:  Recent and serious homicide attempt indicated by degree of lethal intent, impulsivity and/or concurrent intoxication, severe and dangerous, or a history of serious past attempts that are not of a chronic, impulsive, or consistent nature

A.1.2.2.2 Intent/Plan: Current homicidal ideation with well formulated plan, imminent intent to act and available means that is severe and dangerous with minimal expressed ambivalence or significant barriers  in doing so; or


A.1.2.2.3 Severe assault: Recent assaultive behavior (that may include use of a deadly weapon) with a high potential for recurrence and potential for serious injury to self or others; or




A.1.2.2.4 

A.1.2.2.5 .

A.1.2.2.6   Psychotic/Hallucinations/Delusions/Paranoia: Acute deterioration in the ability to differentiate between reality and fantasy and/or delusional thinking.


A.1.2.2.7 A.1.2.3.1 Hallucinations and/or Delusions: Recent auditory commands/tactile/ visual hallucinations/ or delusions that threaten to override usual impulse control and likely to result in serious harm to self or others; or

A.1.2.2.8 A.1.2.3.2 Paranoia and/or Disorganized thinking that substantially compromises the child/adolescent’s ability to function and/or likely make safe decisions.

A.1.2.2.9 A.1.2.3.3 Responses to delusions, excessive preoccupations, or inability to differentiate fantasy from reality, which substantially interfere with functioning and is likely to result in serious harm to self and/or others(i.e. paranoid ideas that inspire retaliation; delusions of invincibility)

A.1.2.3 Gravely Disabled: Acute and serious deterioration from baseline in mental status and level of functioning resulting in high risk of harm to self or others.  Severe impairment of activities of daily living skills as evidenced by one or more of the following: 


A.1.2.3.1 

A.1.2.3.2 

A.1.2.3.3 



A.1.2.3.4 Catatonia or Delirium 


A.1.2.3.5 

A.1.2.3.6 

A.1.2.3.7 

A.1.2.3.8 Disorientation to person, place and time; or dissociative events which could result in harm to self/others

A.1.2.3.9 A.1.2.4.3   An inability to care for oneself at age appropriate 


A.1.2.3.10                   level

A.1.2.3.11 

A.1.2.3.12 

A.1.2.4 Acute Medical Risk: Imminent risk for acute medical status deterioration due to the presence and/or treatment of an active psychiatric symptom(s) manifested by:


A.1.2.4.1 Signs, symptoms, and behaviors that interfere with diagnosis or treatment of a serious medical illness requiring inpatient medical services (e.g., endocrine disorders such as diabetes and thyroid disease; cardiac conditions; etc.); or


A.1.2.4.2 A need for acute psychiatric interventions (i.e.,  medications, ECT, restraints) that have a high probability of resulting in serious and acute deterioration of physical and/or medical health; or


A.1.2.4.3 Malnutrition of life-threatening severity and/or highly compromised nutrition or severe eating-disordered beliefs or rituals; immobility; unable to communicate basic needs, etc. Not eating and/or excessive exercise to the point that further weight loss is medically threatening.


A.1.2.5 Medication Adjustment:  Patient has met any of the above symptoms within the past 12 months and requires a medication taper and re-evaluation in an inpatient hospital setting and that previous attempts to taper medication have resulted in behavioral escalations that meet admission criteria for inpatient hospitalization. These behaviors must be extreme in nature and put the child/adolescent or their family at risk of physical or medical injury to require medication changes at the inpatient LOC.

And meets at least one of the following criteria:


A.1.3 Intensity of Service Need


A.1.3.1 Individual requires inpatient psychiatric care with 24-hour medical management.  The above symptoms cannot be contained, attenuated, evaluated and treated in a psychiatric residential treatment facility or lower level of care as evidenced by:


A.1.3.1.1 Psychiatric treatment (e.g., medication, ECT) presents a significant risk of serious medical compromise (e.g., ECT for a child with a cardiac condition, restraint or seclusion of a child with a cardiac condition, initiation of or change in neuroleptic medication for a child with history of neuroleptic malignancy syndrome, or administration of Depakote to a child with a history of neutropenia); or


 

A.1.3.1.2  Requires a diagnostic procedure, such as an MRI or 24 hour EEG, which is available in a hospital and cannot readily be accessed otherwise in a timely fashion.  Delay in such procedure would substantially impede the ability to diagnose or enact a treatment plan leading to significant risk or impairment in function or


A.1.3.1.3 Intrusive route of medication administration requires medical management (e.g., intramuscular (IM) administration of PRN medication or administration by means of an NG tube); or

A.1.3.1.4 The child/adolescent  has had frequent (e.g., once every other day) restraints or seclusions or has recently had mechanical restraint; or presented high risk of serious injury to self or others as a consequence of frequency or duration of restraint or seclusion.

A.1.3.1.5 

A.1.3.1.6 The child/adolescent requires 1:1 supervision or frequent checks for safety (e.g., every 15 minutes or less) for frequent or prolonged periods; or


A.1.3.1.7 Efforts to manage medical risk symptom or behavior (see III.A.1.b.(4)) in a lower level of care are ineffective or result in an acute escalation of behavior with risk of harm to self or others; or


A.1.3.1.8 Requires close medical monitoring or skilled care to adjust dosage of psychotropic medications and such medical monitoring and dosage adjustment could not safely be conducted in a psychiatric residential treatment facility, residential treatment center, or ambulatory setting.


A.1.4 

A.1.4.1 

A.1.4.1.1 

A.1.4.1.2 

· 

· 

· 

· 

A.2.0 Continued Care Criteria: A Concurrent Review is individually based and the number of days authorized is based on the quality of the treatment plan and where the child/adolescent is in their recovery.  The review will look at how the facility is functioning to get the child/adolescent back to baseline in an expeditious manner while focusing on the resiliency of the child/adolescent..

A.2.1 The child/adolescent has met admission criteria within the past 48 hours or has not exhibited qualifying behavior due to use of 1:1 (or higher) supervision, frequent checks (q5), physical/mechanical restraint, or locked seclusion; and

A.2.2 Evidence of active treatment and care management as evidenced by:


A.2.2.1 Child and family participation in treatment is consistent with care plan, or active efforts to engage the patient and/or family are in process.  Type, frequency, and intensity of services are consistent with the treatment plan The provider will initiate contact/communication with caretakers/guardian  within the first 72 hours of admission to the facility, and


 

A.2.2.2 A care plan and treatment objectives have been clearly defined.  Treatment objectives are related to the child/adolescent’s reason for admission and contributing factors paying particular attention to their strengths and their family’s strengths, with the goal of successful return to a less restrictive setting and enhanced functioning. Interventions, including family, educational and community supports required to meet these goals are identified and monitored daily for their, effect and altered accordingly. or

A.2.2.3 Vigorous efforts are being made to affect a timely discharge. Any barriers to timely discharge are clearly documented as part of a modified treatment plan daily.  Contact with collaterals are sufficiently frequent to then be able to identify and eliminate/reduce any barriers to discharge.  CTBHP may offer a Peer Specialist and/or an Intensive Care Manager to assist the facility with barriers, and 

A.2.2.4 A.2.2.4
 Medication should be reviewed and updated at each concurrent review.  The diagnosis should be reviewed and updated at each concurrent review.  Family sessions should occur at least 1-2 times per week in order to develop a finalized discharge plan in a timely fashion. 

A.2.3 If the child/adolescent does not meet criterion A.2.1 and A.2.2, continued stay may still be authorized under any of the following exceptional circumstances:


A.2.3.1 

A.2.3.2 The child/adolescent can achieve certain treatment objectives in the current level of care and achievement of those objectives will enable the child/adolescent to be discharged directly to the community rather than to another institutional setting; or


A.2.3.3 The child/adolescent is expected to transfer to another institutional treatment setting within 30 days of discharge and continued stay at this level of care, rather than an interim placement, can avoid disrupting care and compromising patient stability.  Continued stays for this purpose may be as long as 30 days; or


A.2.3.4 The child/adolescent is scheduled for discharge, but their  community-based aftercare plan is missing critical components.  These components have been vigorously pursued but are not available. In addition, community based services have been explored as an option to transition the child/adolescent from inpatient to community based treatment. In such cases, if it is reasonably determined that critical components of the discharge plan will not be available in the near future the child/adolescent should be discharged to a less restrictive level of care.  


Note:
Making of Level of Care Decisions


In any case in which a request for services does not satisfy the above criteria, the ASO reviewer must then apply the document Guidelines for Making of Level of Care Decisions and in these cases the child/adolescent shall be granted the level of care requested when:


1) Those mitigating factors are identified and 


2) Not doing so would otherwise limit the child/adolescent ability to be successfully maintained in the community or is needed in order to succeed in meeting child/adolescent treatment goals.

All requests for services not satisfying these criteria must be individually reviewed and may not be denied unless the request does not meet the Department’s definition of medical necessity and medical appropriateness and, for anyone under 21, does not meet the EPSDT criteria.
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