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Level of Care guidelines
Intermediate Duration Acute Psychiatric Care (click 1st icon to review guideline that was discussed and the 2nd icon (final) for the guideline that is being presented to the BHP OC May 11)
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Susan Walkama requested the Committee review the draft level of care (LOC) guideline, comment and recommend any changes that will become the final LOC guideline for the Council approval. This is the second review by the Committee for this LOC guideline; DMHAS is continuing to work on operationalizing the service with St. Vincent Hospital that has 16 beds for this LOC that are covered under the CTBHP program and Natchaug hospital grant funded services that are not covered in CTBHP.  The CTBHP populations that can access the St. Vincent program are: Adult HUSKY, Adult Medicaid, dual eligibles; unentitled, non-Medicaid covered clients would receive services through DMHAS grants.
The committee recommended one change to the LOC guideline under ‘definition’: licensed general hospital rather than psychiatric hospital. 

Committee action: approved the LCO guideline with the above change and recommended it brought to the BHP OC in May for approval.  Susan Walkama will note that procedural questions regarding this LOC will be clarified by DMHAS and an update will be presented to the BHP OC. 

Adult Mental Health Group Home (Click 1st icon for draft LOC guideline reviewed by the Committee and the 2nd icon for final LOC guideline that will be presented to the BHP OC in May)
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The Committee recommended changing the GAF from 40 to 45 in the admission criteria (A.1.2.3).
Committee Action: approved this LCO guideline with the above change and recommended it brought to the BHP OC in May for approval.

Discussion:  in the process of reviewing the Adult Group Home LOC guideline, issues were raised related to the services, not specifically to the guideline that included:

· System issues do need to be looked at such as Medicaid funded services vs. DMHAS funded services and identify this intersect; reviewed in the DMHAS Committee. Observed that beyond the Group Home LOC, there does need to be identifies ‘step-down’ services for these clients.  CTBHP gives authorization for up to 6 months concurrent review for 90 day time periods; this is based on information provided by clinical staff for LOS need.
· Some clients in the GH may benefit from this LOC but may have cognitive impairment (i.e. brain injury) to engage in 40 hours of rehab services vs. staff skills to adequately work with a ‘sick’ client. 

· Denials for PA/denial and concurrent review approval for length of stay can be reviewed by the Operations Committee. 
· The PAG committee will invite Group Home providers to a Committee meeting after the LOC guideline is in operation for 6 months to obtain providers’ feedback on their experience with the guideline including prior authorization/CCR and availability of step down placement as part of the discharge plan. 
_1366618130.doc




DRAFT



A. Intermediate Duration Acute Psychiatric Care

		





Definition


Inpatient treatment services with an intermediate duration in a licensed general hospital offering a full range of diagnostic, educational, and therapeutic services with the capability for emergency implementation of life-saving medical and psychiatric interventions.  Services are provided in a physically secured setting.  Patient admission into this level of care is the result of a serious or dangerous condition that requires an intermediate durational stay in order to stabilize psychiatric symptoms.  This service is generally used when 24-hour medical and nursing supervision are required to provide intensive evaluation, medication titration, symptom stabilization, skill development, and intensive psychiatric rehabilitation over an extended length of time. 

Authorization Process and Time Frame for Service


This level of care requires prior authorization.  The first authorization is for up to 14 days.  Subsequent authorizations are based on the individual needs of the patient and with consideration of the physician’s recommendations.  


All inpatient admissions pursuant to an order of the court within the context of the jail diversion program or the Psychiatric Security Review Board (PSRB) shall be deemed medically necessary and so authorized.


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 primarily the result of a psychiatric disorder, excluding V-codes,


A.1.1.3 Functional impairment not solely a result of Pervasive Developmental Disorder or Mental Retardation, or substance use and, 

A.1.1.4 Have GAF <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: Imminent risk of suicide or





      self-injury, with an inability to guarantee safety in a less





      restrictive environment as manifested by:





A.1.2.1.1 
Attempt: Recent and serious suicide attempt







indicated by degree of lethal intent, impulsiveness







of actions and/or substance use. Inability to reliably







contract for safety; or





A.1.2.1.2 
Intent/Plan: Current suicidal ideation with 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; or





A.1.2.1.4 
Hallucinations and/or Delusions: Recent







command/threatening hallucinations or delusions







that threaten to override usual impulse control and







likely to result in harm to self or others; or


A.1.2.2 Current risk of homicide/danger to others: Imminent risk of





      homicide or harm to others with inability to guarantee safety in





      a less restrictive environment as manifested by:




A.1.2.2.1 
Attempt: Recent and serious homicide attempt







indicated by degree of lethal intent, impulsivity







and/or substance use, severe and dangerous, or







inability to reliably contract for safety or a history of







serious past attempts that are not of a chronic,







impulsive, or consistent nature; or





A.1.2.2.2 
Intent/Plan: Current homicidal ideation with 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.1.2.2.3 
Severe assault: Recent physically assaultive







behavior with a high potential for recurrence and







high potential for serious injury to self or others; or





A.1.2.2.4 
Hallucinations and/or Delusions: Recent







command/threatening hallucinations likely to result







in harm to self or others; or





A.1.2.2.5 
Agitation/Aggression: Sustained agitated and







uncontrolled behavior including acts of violence







against property or persons with high risk of







recurrence.




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 and not secondary to abuse or





      neglect as evidenced by one or more of the following:





A.1.2.3.1 
Malnutrition of life-threatening severity and/or highly







compromised nutrition or eating patterns (e.g.







eating only food packaged in cellophane, eating







only peas counted out one by one) which may be







related to paranoid, delusional, or severe 






eating disordered beliefs or rituals; or





A.1.2.3.2 
Immobility with potential to compromise physical







status; or





A.1.2.3.3 
Unable to communicate basic needs





A.1.2.3.4 
Catatonia; or





A.1.2.3.5 
Severe psychomotor agitation (inability to sit still







ot related to ADHD or medication side effects;







several nights without sleeping due to emotional







agitation and/or delusions or paranoia; emotional







lability with persistent pacing, with or without







property damage, unresponsive to support or limits







from others); or





A.1.2.3.6 
Response to command/threatening hallucinations







which could result in harm to self/others; or





A.1.2.3.7 
Response to delusions, excessive preoccupations,







inability to sort out fantasy from reality, or grossly







impaired judgment which interfere with functioning







and places the individual or others at risk (e.g.,







paranoid ideas that inspire retaliation; delusions of







invincibility that lead patient to place self in harm’s







way, or





A.1.2.3.8 
Disorientation to person, place and time; or





A.1.2.3.9 
Delirium; or





A.1.2.3.10 
Dissociative events, which could result in harm to







self/others.




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 (e.g.,







drug, ECT, restraint) that have a high probability of







resulting in serious and acute deterioration of







physical and/or medical health; or





A.1.2.4.3 
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. Previous attempts to taper medication have resulted





      in behavioral escalations that meet admission criteria for





      inpatient hospitalization, or result in significant medical risk.


And meets at least one of the following criteria: 


A.1.3 Intensity of Service Need: 

A.1.3.1 Individual requires a sustained period of stabilization and inpatient psychiatric care with 24-hour medical management.  The above symptoms cannot be contained, attenuated, evaluated and treated in a 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 patient with a cardiac







condition, restraint or seclusion of a patient with a







cardiac condition, initiation of or change in







neuroleptic medication for a patient with history of







neuroleptic malignancy syndrome, or administration







of depakote to a patient with a history of







neutropenia); or





A.1.3.1.2 
Patient requires or is likely to have diagnostic or







evaluative procedures readily available in a hospital







setting (e.g., MRI, 24-hour EEG, neurological







examination, or specialized lab work, etc.); or





A.1.3.1.3 
Intrusive route of medication administration







requires medical management (e.g., intramuscular







administration of PRN medication or administration







by means of an NG tube); or.





A.1.3.1.4 
Patient requires 1:1 supervision or frequent checks







for safety (e.g., every 15 minutes or less); or





A.1.3.1.5
 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.1.3.1.6
 Patient 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







lower level of care; or





A.1.3.1.7 
Patient demonstrates grave disability and has not







responded to intervention or an alternative level of







care or supports are not available.

A.2.0 Continued Care Criteria 

A.2.1 The individual has met admission criteria within the past  48 hours; and 

A.2.2 The individual still exhibits acute psychiatric symptoms that require ongoing treatment/evaluation in a hospital setting or symptoms are getting worse; and  


A.2.3 Evidence of active treatment and care management as evidenced by:



A.2.3.1     Patient participation in treatment 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, and




A.2.3.2     A treatment plan with evaluation and treatment objectives





      appropriate for this level of care has been established.





      Treatment objectives are related to readiness for discharge





      and progress toward objectives is being monitored daily, and




A.2.3.3     Vigorous efforts are being made to affect a timely 




      discharge (e.g., meeting with caseworker, convening 




      aftercare planning meetings with aftercare providers, 




      identifying and referring for aftercare, scheduling initial 



       
      aftercare appointments).



A.2.4 
If the patient does not meet criterion A.2.1, continued stay may still be




authorized under any of the following exceptional circumstances:



A.2.4.1     Patient has clear behaviorally defined treatment objectives 


that can reasonably be achieved within this level of care and 


are determined necessary in order for the discharge plan to be





      successful, and there is no other suitable environment in 



      which the objectives can be safely accomplished; or




A.2.4.2     Patient can achieve certain treatment objectives in the current





      level of care and achievement of those objectives will enable





      the patient to be discharged directly to the community rather




      than to another institutional setting.

Note 1: Local Mental Health Authoriity (LMHA) Care Coordination


All patients that meet the Department of Mental Health and Addiction Services (DMHAS) target population definition shall be assigned to a LMHA.  The LMHA shall coordinate care with the hospital and assist in the development of an appropriate aftercare plan.

Note 2: 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 individual shall be granted the level of care requested when:


1) Those mitigating factors are identified and 


2)   Not doing so would otherwise limit the individual's ability to be successfully      
maintained in the community or is needed in order to succeed in meeting individual's          
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, for anyone under 21, does not meet the EPSDT criteria.
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A. Mental Health Group Home 


		





Definition


Mental Health Group Homes are designed to assist individuals with serious and persistent mental illnesses to achieve their highest degree of independent functioning and recovery. Access to mental health group home rehabilitative services is provided to those recipients whose mental illness is so serious and disabling as to require care in a group home setting.  Necessary rehabilitative services are provided by the group home to individuals who have significant skill deficits in the areas of self-care, illness management, and independent living as a result of their psychiatric disability and who require a non-hospital, 24/7 supervised community–based residence. Rehabilitative services are provided in a structured recovery environment, with on-site staffing twenty-four hours a day, seven days a week.


Authorization Process and Time Frame for Service


This level of care requires prior authorization. The first authorization is for up to six months. Subsequent authorizations for up to six months each can be given if the client meets continued care criteria. 

Medical Necessity Criteria:


A.1.0 Admission Criteria


A.1.1 Client is able to participate in and benefit from rehabilitative services.


A.1.2 Symptoms and functional impairment include all of the following:


A.1.2.1 A primary diagnosis of a psychiatric disorder, DSM IV Axis I or Axis II, excluding V-codes (individual may have a coexisting substance abuse disorder, but the psychiatric disorder must be primary). 

A.1.2.2 Functional impairment not solely a result of Pervasive Developmental Disorder or Mental Retardation, and


A.1.2.3 GAF <45

A.1.3 Chronic (> 6 months) presentation, as a result of a psychiatric disorder, consistent with at least one of the following: 


A.1.3.1 Risk of self-injury:  Risk of self-injury as manifested by sustained recklessness and/or impulsivity suggesting an inability or unwillingness to consider potential for risk to self (e.g., flagrant exposure to victimization, and other serious risk-taking behavior) which requires constant monitoring.   The likelihood of occurrence of the behavior decreases in a 24-hour supervised setting.


A.1.3.2 Risk of danger to others: Risk of harm to others as manifested by sustained recklessness and/or impulsive behavior that poses potential risk to others that requires constant monitoring.  The likelihood of occurrence decreases in a 24-hour supervised setting. 


A.1.3.3 Gravely Disabled: Severe functional disabilities in the area of independent living skills that are secondary to serious and persistent mental illness.   The disabilities are so great as to require that these clients reside in a non-medical residential setting with rehabilitative services and supports.  Presentation must be consistent with one or more of the following:


A.1.3.3.1 Severe impairment of activities of daily living skills as evidenced by: 


· Evidence of severe neglect of personal hygiene (i.e. highly malodorous, parasitic infestation, poor/no oral hygiene, grossly soiled clothing, inability to manage toileting tasks appropriately) despite appropriate and repeated attempts by caretakers to alter behaviors; or  


· Evidence of inability to attend to a medical condition(s) which may pose significant health problem; or


· Malnutrition and/or highly compromised nutrition or eating patterns (i.e. eating only food packaged in cellophane, eating only peas counted out one by one) which may be related to paranoid, delusional, or severe eating-disordered beliefs or rituals; or


· Evidence of inability to maintain a habitable living environment despite repeated attempts by others to support independence (i.e. unsanitary conditions, failure to maintain adequate supplies of nutritious food, failure to maintain security or safety of the premises); or


· Inappropriate social interactions or poor judgment that put client at risk for victimization (e.g., lack of awareness of social boundaries, sexual flirtatiousness, etc).


.


A.1.3.3.2 Severe reality impairment as evidenced by:


· Response to command/threatening hallucinations which could result in harm to self/others; or


· Response to delusions, excessive preoccupations, or inability to sort out fantasy from reality, which interfere with functioning and places individual or others at risk (i.e., paranoid ideas that inspire retaliation; delusions of invincibility that lead individual to place self in harm’s way).


A.1.3.3.3 Serious cognitive impairments as evidenced by:


· Disorientation to person, place and time; or

· Delirium; or


· Dissociative events, which could result in harm to self/others.


A.1.3.3.4 Inability to call for help independently.


A.1.3.3.5 Lack of awareness of medication compliance needs.


A.1.4 Intensity of Service Need


A.1.4.1 Individual requires care in a group home setting with 24-hour staff support and rehabilitative services.  The above symptoms cannot be contained, attenuated, evaluated and treated in a lower level of care as evidenced by:


A.1.4.1.1 Individual requires that a staff member be awake in an adjoining area of the same residence, 24 hours a day seven days a week, which allows for monitoring of individuals who may not have the capacity to initiate a call for help; and


A.1.4.1.2 Individual requires at least 40 direct service hours per month of rehabilitative services to develop or maintain skills needed for independent living; and


A.1.4.1.3 Arrangements for supervision at a lower level of care cannot be made adequate to assure a reasonable degree of safety; and


A.1.4.1.4 Individual’s medical complications do not require on-site medical personnel


A.2.0 Continued Care Criteria


A.2.1 Evidence of active treatment and care management as evidenced by:


A.2.1.1 Client’s participation in treatment is consistent with care plan or active efforts to engage the client are in process.  Type, frequency, and intensity of services are consistent with the treatment plan, and


A.2.1.2 A care plan with evaluation and treatment objectives appropriate for this level of care has been established.  Treatment objectives are related to readiness for discharge and progress toward objectives is being monitored periodically; and 


A.2.1.3 Vigorous efforts are being made to affect a timely discharge (e.g., meeting with caseworker, convening aftercare planning meetings with aftercare providers, identifying and referring for aftercare or local systems of care, scheduling initial aftercare appointments).


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


A.2.2.1 Client has clear behaviorally defined treatment objectives that can reasonably be achieved within 90 days and are determined necessary in order for the discharge plan to be successful, and there is no other suitable environment in which the objectives can be safely accomplished; or


A.2.2.2 Client has achieved treatment objectives in the current level of care but requires a period of stability to strengthen the habit of newly acquired skills to reduce the likelihood of deterioration after discharge.  Continued stay to allow habit formation to be strengthened may be as long as 90 days; or


A.2.2.3 Client is expected to transfer to another setting (e.g. supervised or supported apartment, boarding home) within 90 days of discharge and continued stay at this level of care, rather than an interim placement (e.g. a shelter) can avoid disrupting care and compromising client stability.  Continued stays for this purpose may be as long as 90 days; or


A.2.2.4 Client is scheduled for discharge, but the patient’s aftercare plan is missing critical components.  These components have been vigorously pursued but are not available (including but not limited to such resources as placement options, psychiatrist or therapist appointments, day treatment or partial hospital programs, etc.).  Authorization may be extended for up to 90 days.  
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A. Mental Health Group Home 


		





Definition


Mental Health Group Homes are designed to assist individuals with serious and persistent mental illnesses to achieve their highest degree of independent functioning and recovery. Access to mental health group home rehabilitative services is provided to those recipients whose mental illness is so serious and disabling as to require care in a group home setting.  Necessary rehabilitative services are provided by the group home to individuals who have significant skill deficits in the areas of self-care, illness management, and independent living as a result of their psychiatric disability and who require a non-hospital, 24/7 supervised community–based residence. Rehabilitative services are provided in a structured recovery environment, with on-site staffing twenty-four hours a day, seven days a week.


Authorization Process and Time Frame for Service


This level of care requires prior authorization. The first authorization is for up to six months. Subsequent authorizations for up to six months each can be given if the client meets continued care criteria. 

Medical Necessity Criteria:


A.1.0 Admission Criteria


A.1.1 Client is able to participate in and benefit from rehabilitative services.


A.1.2 Symptoms and functional impairment include all of the following:


A.1.2.1 A primary diagnosis of a psychiatric disorder, DSM IV Axis I or Axis II, excluding V-codes (individual may have a coexisting substance abuse disorder, but the psychiatric disorder must be primary). 

A.1.2.2 Functional impairment not solely a result of Pervasive Developmental Disorder or Mental Retardation, and


A.1.2.3 GAF <40

A.1.3 Chronic (> 6 months) presentation, as a result of a psychiatric disorder, consistent with at least one of the following: 


A.1.3.1 Risk of self-injury:  Risk of self-injury as manifested by sustained recklessness and/or impulsivity suggesting an inability or unwillingness to consider potential for risk to self (e.g., flagrant exposure to victimization, and other serious risk-taking behavior) which requires constant monitoring.   The likelihood of occurrence of the behavior decreases in a 24-hour supervised setting.


A.1.3.2 Risk of danger to others: Risk of harm to others as manifested by sustained recklessness and/or impulsive behavior that poses potential risk to others that requires constant monitoring.  The likelihood of occurrence decreases in a 24-hour supervised setting. 


A.1.3.3 Gravely Disabled: Severe functional disabilities in the area of independent living skills that are secondary to serious and persistent mental illness.   The disabilities are so great as to require that these clients reside in a non-medical residential setting with rehabilitative services and supports.  Presentation must be consistent with one or more of the following:


A.1.3.3.1 Severe impairment of activities of daily living skills as evidenced by: 


· Evidence of severe neglect of personal hygiene (i.e. highly malodorous, parasitic infestation, poor/no oral hygiene, grossly soiled clothing, inability to manage toileting tasks appropriately) despite appropriate and repeated attempts by caretakers to alter behaviors; or  


· Evidence of inability to attend to a medical condition(s) which may pose significant health problem; or


· Malnutrition and/or highly compromised nutrition or eating patterns (i.e. eating only food packaged in cellophane, eating only peas counted out one by one) which may be related to paranoid, delusional, or severe eating-disordered beliefs or rituals; or


· Evidence of inability to maintain a habitable living environment despite repeated attempts by others to support independence (i.e. unsanitary conditions, failure to maintain adequate supplies of nutritious food, failure to maintain security or safety of the premises); or


· Inappropriate social interactions or poor judgment that put client at risk for victimization (e.g., lack of awareness of social boundaries, sexual flirtatiousness, etc).


.


A.1.3.3.2 Severe reality impairment as evidenced by:


· Response to command/threatening hallucinations which could result in harm to self/others; or


· Response to delusions, excessive preoccupations, or inability to sort out fantasy from reality, which interfere with functioning and places individual or others at risk (i.e., paranoid ideas that inspire retaliation; delusions of invincibility that lead individual to place self in harm’s way).


A.1.3.3.3 Serious cognitive impairments as evidenced by:


· Disorientation to person, place and time; or

· Delirium; or


· Dissociative events, which could result in harm to self/others.


A.1.3.3.4 Inability to call for help independently.


A.1.3.3.5 Lack of awareness of medication compliance needs.


A.1.4 Intensity of Service Need


A.1.4.1 Individual requires care in a group home setting with 24-hour staff support and rehabilitative services.  The above symptoms cannot be contained, attenuated, evaluated and treated in a lower level of care as evidenced by:


A.1.4.1.1 Individual requires that a staff member be awake in an adjoining area of the same residence, 24 hours a day seven days a week, which allows for monitoring of individuals who may not have the capacity to initiate a call for help; and


A.1.4.1.2 Individual requires at least 40 direct service hours per month of rehabilitative services to develop or maintain skills needed for independent living; and


A.1.4.1.3 Arrangements for supervision at a lower level of care cannot be made adequate to assure a reasonable degree of safety; and


A.1.4.1.4 Individual’s medical complications do not require on-site medical personnel


A.2.0 Continued Care Criteria


A.2.1 Patient has met admission criteria within the past 60 days as evidenced by:


A.2.1.1      The patient's symptoms or behaviors persist at a level of          severity documented at the most recent start for this episode of care; or


A.2.1.2      The patient has manifested new symptoms or maladaptive behaviors that meet admission criteria and the treatment plan has been revised to incorporate new goals, and


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


A.2.2.1 Client’s participation in treatment is consistent with care plan or active efforts to engage the client are in process.  Type, frequency, and intensity of services are consistent with the treatment plan, and


A.2.2.2 A care plan with evaluation and treatment objectives appropriate for this level of care has been established.  Treatment objectives are related to readiness for discharge and progress toward objectives is being monitored periodically; and 


A.2.2.3 Vigorous efforts are being made to affect a timely discharge (e.g., meeting with caseworker, convening aftercare planning meetings with aftercare providers, identifying and referring for aftercare or local systems of care, scheduling initial aftercare appointments).


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


A.2.3.1 Client has clear behaviorally defined treatment objectives that can reasonably be achieved within 90 days and are determined necessary in order for the discharge plan to be successful, and there is no other suitable environment in which the objectives can be safely accomplished; or


A.2.3.2 Client has achieved treatment objectives in the current level of care but requires a period of stability to strengthen the habit of newly acquired skills to reduce the likelihood of deterioration after discharge.  Continued stay to allow habit formation to be strengthened may be as long as 90 days; or


A.2.3.3 Client is expected to transfer to another setting (e.g. supervised or supported apartment, boarding home) within 90 days of discharge and continued stay at this level of care, rather than an interim placement (e.g. a shelter) can avoid disrupting care and compromising client stability.  Continued stays for this purpose may be as long as 90 days; or


A.2.3.4 Client is scheduled for discharge, but the patient’s aftercare plan is missing critical components.  These components have been vigorously pursued but are not available (including but not limited to such resources as placement options, psychiatrist or therapist appointments, day treatment or partial hospital programs, etc.).  Authorization may be extended for up to 90 days.  
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A. Intermediate Duration Acute Psychiatric Care

		





Definition


Inpatient treatment services with an intermediate duration in a licensed psychiatric hospital offering a full range of diagnostic, educational, and therapeutic services with the capability for emergency implementation of life-saving medical and psychiatric interventions.  Services are provided in a physically secured setting.  Patient admission into this level of care is the result of a serious or dangerous condition that requires an intermediate durational stay in order to stabilize psychiatric symptoms.  This service is generally used when 24-hour medical and nursing supervision are required to provide intensive evaluation, medication titration, symptom stabilization, skill development, and intensive psychiatric rehabilitation over an extended length of time. 

Authorization Process and Time Frame for Service


This level of care requires prior authorization.  The first authorization is for up to 14 days.  Subsequent authorizations are based on the individual needs of the patient and with consideration of the physician’s recommendations.  


All inpatient admissions pursuant to an order of the court within the context of the jail diversion program or the Psychiatric Security Review Board (PSRB) shall be deemed medically necessary and so authorized.


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 primarily the result of a psychiatric disorder, excluding V-codes,


A.1.1.3 Functional impairment not solely a result of Pervasive Developmental Disorder or Mental Retardation, or substance use and, 

A.1.1.4 Have GAF <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: Imminent risk of suicide or





      self-injury, with an inability to guarantee safety in a less





      restrictive environment as manifested by:





A.1.2.1.1 
Attempt: Recent and serious suicide attempt







indicated by degree of lethal intent, impulsiveness







of actions and/or substance use. Inability to reliably







contract for safety; or





A.1.2.1.2 
Intent/Plan: Current suicidal ideation with 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; or





A.1.2.1.4 
Hallucinations and/or Delusions: Recent







command/threatening hallucinations or delusions







that threaten to override usual impulse control and







likely to result in harm to self or others; or


A.1.2.2 Current risk of homicide/danger to others: Imminent risk of





      homicide or harm to others with inability to guarantee safety in





      a less restrictive environment as manifested by:




A.1.2.2.1 
Attempt: Recent and serious homicide attempt







indicated by degree of lethal intent, impulsivity







and/or substance use, severe and dangerous, or







inability to reliably contract for safety or a history of







serious past attempts that are not of a chronic,







impulsive, or consistent nature; or





A.1.2.2.2 
Intent/Plan: Current homicidal ideation with 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.1.2.2.3 
Severe assault: Recent physically assaultive







behavior with a high potential for recurrence and







high potential for serious injury to self or others; or





A.1.2.2.4 
Hallucinations and/or Delusions: Recent







command/threatening hallucinations likely to result







in harm to self or others; or





A.1.2.2.5 
Agitation/Aggression: Sustained agitated and







uncontrolled behavior including acts of violence







against property or persons with high risk of







recurrence.




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 and not secondary to abuse or





      neglect as evidenced by one or more of the following:





A.1.2.3.1 
Malnutrition of life-threatening severity and/or highly







compromised nutrition or eating patterns (e.g.







eating only food packaged in cellophane, eating







only peas counted out one by one) which may be







related to paranoid, delusional, or severe 






eating disordered beliefs or rituals; or





A.1.2.3.2 
Immobility with potential to compromise physical







status; or





A.1.2.3.3 
Unable to communicate basic needs





A.1.2.3.4 
Catatonia; or





A.1.2.3.5 
Severe psychomotor agitation (inability to sit still







ot related to ADHD or medication side effects;







several nights without sleeping due to emotional







agitation and/or delusions or paranoia; emotional







lability with persistent pacing, with or without







property damage, unresponsive to support or limits







from others); or





A.1.2.3.6 
Response to command/threatening hallucinations







which could result in harm to self/others; or





A.1.2.3.7 
Response to delusions, excessive preoccupations,







inability to sort out fantasy from reality, or grossly







impaired judgment which interfere with functioning







and places the individual or others at risk (e.g.,







paranoid ideas that inspire retaliation; delusions of







invincibility that lead patient to place self in harm’s







way, or





A.1.2.3.8 
Disorientation to person, place and time; or





A.1.2.3.9 
Delirium; or





A.1.2.3.10 
Dissociative events, which could result in harm to







self/others.




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 (e.g.,







drug, ECT, restraint) that have a high probability of







resulting in serious and acute deterioration of







physical and/or medical health; or





A.1.2.4.3 
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. Previous attempts to taper medication have resulted





      in behavioral escalations that meet admission criteria for





      inpatient hospitalization, or result in significant medical risk.


And meets at least one of the following criteria: 


A.1.3 Intensity of Service Need: 

A.1.3.1 Individual requires a sustained period of stabilization and inpatient psychiatric care with 24-hour medical management.  The above symptoms cannot be contained, attenuated, evaluated and treated in a 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 patient with a cardiac







condition, restraint or seclusion of a patient with a







cardiac condition, initiation of or change in







neuroleptic medication for a patient with history of







neuroleptic malignancy syndrome, or administration







of depakote to a patient with a history of







neutropenia); or





A.1.3.1.2 
Patient requires or is likely to have diagnostic or







evaluative procedures readily available in a hospital







setting (e.g., MRI, 24-hour EEG, neurological







examination, or specialized lab work, etc.); or





A.1.3.1.3 
Intrusive route of medication administration







requires medical management (e.g., intramuscular







administration of PRN medication or administration







by means of an NG tube); or.





A.1.3.1.4 
Patient requires 1:1 supervision or frequent checks







for safety (e.g., every 15 minutes or less); or





A.1.3.1.5
 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.1.3.1.6
 Patient 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







lower level of care; or





A.1.3.1.7 
Patient demonstrates grave disability and has not







responded to intervention or an alternative level of







care or supports are not available.

A.2.0 Continued Care Criteria 

A.2.1 The individual has met admission criteria within the past  48 hours; and 

A.2.2 The individual still exhibits acute psychiatric symptoms that require ongoing treatment/evaluation in a hospital setting or symptoms are getting worse; and  


A.2.3 Evidence of active treatment and care management as evidenced by:



A.2.3.1     Patient participation in treatment 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, and




A.2.3.2     A treatment plan with evaluation and treatment objectives





      appropriate for this level of care has been established.





      Treatment objectives are related to readiness for discharge





      and progress toward objectives is being monitored daily, and




A.2.3.3     Vigorous efforts are being made to affect a timely 




      discharge (e.g., meeting with caseworker, convening 




      aftercare planning meetings with aftercare providers, 




      identifying and referring for aftercare, scheduling initial 



       
      aftercare appointments).



A.2.4 
If the patient does not meet criterion A.2.1, continued stay may still be




authorized under any of the following exceptional circumstances:



A.2.4.1     Patient has clear behaviorally defined treatment objectives 


that can reasonably be achieved within this level of care and 


are determined necessary in order for the discharge plan to be





      successful, and there is no other suitable environment in 



      which the objectives can be safely accomplished; or




A.2.4.2     Patient can achieve certain treatment objectives in the current





      level of care and achievement of those objectives will enable





      the patient to be discharged directly to the community rather




      than to another institutional setting.

Note 1: Local Mental Health Authoriity (LMHA) Care Coordination


All patients that meet the Department of Mental Health and Addiction Services (DMHAS) target population definition shall be assigned to a LMHA.  The LMHA shall coordinate care with the hospital and assist in the development of an appropriate aftercare plan.

Note 2: 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 individual shall be granted the level of care requested when:


1) Those mitigating factors are identified and 


2)   Not doing so would otherwise limit the individual's ability to be successfully      
maintained in the community or is needed in order to succeed in meeting individual's          
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, for anyone under 21, does not meet the EPSDT criteria.
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