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Introduction of Optum staff 
 

• Presenters 
– Dennis J. Woody, PhD, Optum Idaho Clinical Director 
– Monika Mikkelsen, LMSW, Optum Idaho Network Director 
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Presenter
Presentation Notes
Slide 2: MonikaWelcome to the Optum Idaho Clinical Model 2.1 “One Year In” training. We are happy to have all of you here and appreciate your attendance. My name is Monika Mikkelsen, I am the Network Director for Optum Idaho. Now I want to introduce to the other Optum staff who are here with me today:Staff Attending All Forums:Dennis Woody, PhD, Optum Idaho Clinical DirectorMary Arnold, Director of ReportingPaige Grooms, Clinical Program ManagerMonika Mikkelsen, Optum Idaho Network Director
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Agenda 

• Introductions 

• Our Commitment 

• Changes brought about by Clinical Model 2.1  

– Utilization Management 

– Service Categories 

– Removal of PECFAS/CAFAS requirement 

• Service Trends 

• Review of Medical Necessity 

• Questions and Answers 
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Presenter
Presentation Notes
Slide 3: MonikaDuring the training today, we will be reviewing the following topics:Insert Agenda slide*Lessons Learned during the first 9 – 10 months
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Our Commitment to Idaho 

With our shared goal of better outcomes for members, Optum’s 
commitment to Idaho is to transform the behavioral health outpatient 
system of care.   
 
 

Our approach is founded on a recovery and resiliency model that 
includes reliance on medical necessity guidelines offering the right care 
with the right intensity at the right time and in the right place. 
 
 
Progress with the transition of Idaho’s care provision is dependent upon 
communication between each of the groups involved in outpatient care, 
including members, providers, stakeholders and Optum.   
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Presenter
Presentation Notes
Slide 4: DennisWe believe that all of us have a shared goal of better outcomes for members. Our commitment is to transform the behavioral health outpatient system of care here in Idaho. To achieve this goal, our approach is founded on a recovery and resiliency model that includes reliance on medical necessity guidelines offering the right care to the right member at the right time and in the right place. These core concepts are enhanced by the practice of communication that endeavors to optimize the effects of evidence based practices and heighten the awareness of all parties involved with member care. 
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Clinical 2.1 Changes 
• Moved two more Category 3 services to Category 4, with relaxed prior 

authorization requirements 
– Case Management 
– Peer Support 

• A one time extension on pre-service reviews if requested by the 
member, provider or insufficient clinical information is provided 

• Use of a new Service Request Form that replaced the old UM Template did 
not significantly improve process or experience with preauthorization. 

• Removed the requirement for a PECFAS/CAFAS on a service request  
•  Revised Level of Care Guidelines improved clarity with: 

– Case Management 
– CBRS 
– Peer Support Services 
– OP Psychotherapy Extended Sessions 
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Presenter
Presentation Notes
Slide 6: DennisBoth Case Management and Peer Support were moved to Category 4 services to reduce the authorization requests for our providers on these services. The first UM template was retired and replaced with a new Service Request Form that was designed with feedback and beta test with multiple local providers and our Provider Advisory Committee (PAC) members. This form was intended to reduce administrative burden for our providers since it focused on the LOCGs and the “why this service now” concept.  While it received positive support in development using extensive pilot work with our provider agencies, it did not enjoy broader support after its release for general use. Lastly, the Level of Care Guidelines (LOCGs) for Case Management, CBRS, Peer Support Services and OP Psychotherapy Extended Sessions have been revised to clarify the language based on your feedback. The objective of these revisions was to clarify the guidelines and make them easier for our providers to make clinical determinations. 
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Clinical Model 2.1:  Current Service Categories  1-3 
• Category 1: No authorization required 

– Assessments 
– Medication Management 

 
• Category 2: Open authorization required 

– Individual Therapy 
– Group Therapy 
 

• Category 3: Provider specific authorization required 
– Psychological and Neuropsychological Testing 
– Community Based Rehabilitation Services (CBRS) 
– Skills Training and Development, per 15 minutes; Partial Care 
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Presenter
Presentation Notes
Slide 8: DennisThere were no changes to Category 1 or 2 Case Management and Peer Support were removed from Category 3 and placed in Category 4 to enable service provision without the need for preauthorization.   At the time of the training for 2.1 in June of 2015  it was noted that the requirements for meeting the medical necessity criteria were not changed and remained in place.  Although, it was the responsibility of the provider to ascertain whether or not  the services appeared to meet the criteria and meet any subsequent audit process that might be completed.  There were no “additive” changes to Category 3 and CBRS, Psych testing and Partial Care remained in the category .
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Case Management  

Behavioral Health, Substance Abuse 
Peer Support Services (PSS) 
Family Support Services (FSS) 
Crisis Services (H2011) 

Crisis services should be used at the time of the crisis 
Authorization for crisis services is completed on a retrospective 
basis (after the crisis) 

Treatment Plan: the following services may bill using H0032 
Peer Support Services, Case Management, CBRS 

Extended Office Visits 
May be used for EMDR 

BH Assessment (H0031, no longer includes PECFAS/CAFAS) 
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Clinical Model 2.1:  Category 4  

Presenter
Presentation Notes
Slide 7: DennisSo, for the last year the IBHP has been operating with more services in Category 4
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Category 4 Thresholds (Per Member) 

• Threshold is  currently 10 hours per 
calendar year  

• Additional services must be authorized 
• Post delivery of services for 

authorization process 
• Address denial via dispute process 

• Threshold will be 60 hours per calendar 
year 

• Additional services must be authorized 
• Prior authorization process 
• Address denial via dispute process 
 

• Threshold will be 2 hours per week for 12 
months (a full calendar year) 

• Additional services must be authorized 
• Prior authorization process  
• Address denial via dispute process 

• Threshold is 2 hours per week for 6 
months  

• Additional services must be authorized 
• Prior authorization process 
• Address denial via dispute process 

Crisis Management Services Case Management   

Family Support Services Peer Support Services 

Presenter
Presentation Notes
Slide 10: DennisThese amounts are PER MEMBER PER CALENDAR YEAR; you should always discuss previous treatment with the member; you may also contact us to determine how many units/hours have been usedCase Management used to be 54 hours per calendar year and will be increased to 60 hours per calendar year. Peer Support used to be 2 hours per week up to 9 months and  will be increased to 2 hours per week for a full calendar year. Once the allotted services have been used, if there is a clinical need for additional services, the prior authorization process should be used to obtain additional services (except for crisis services, which uses a retro review request); Prior Authorization should occur BEFORE existing units run out; in addition, denials can be appealed via the dispute process
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Presenter
Presentation Notes
Average Units per Member for Peer Support Services 1/1/14 to 3/31/16 (data as of 7/15/16)
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Presenter
Presentation Notes
Average Units per Member for Case Management Services 1/1/14 to 3/31/16 (data as of 7/15/16)
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Presenter
Presentation Notes
Average Units per Member for Case Management and Peer Support Services 1/1/14 to 3/31/16 (data as of 7/15/16)
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Presenter
Presentation Notes
Average Units per Member for all Cat 3 and Cat 4 Services 1/1/14 to 3/31/16 (data as of 7/15/16)



Presenter
Presentation Notes
Average Units per Member for all Cat 3 and Cat 4 Services 1/1/14 to 3/31/16 (data as of 7/15/16) (Some services that did not have significant change removed)
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What is medical necessity 
The State of Idaho’s regulatory definition of medical necessity: 
A service is medically necessary if: 

• It is reasonably calculated to prevent, diagnose, or treat 
conditions in the member that endanger life, cause pain, or cause 
functionally significant deformity or malfunction; and 

• There is no equally effective course of treatment available or 
suitable for the member requesting the service which is more 
conservative or substantially less costly 

• Medical services must be of a quality that meets professionally 
recognized standards of health care and must be substantiated by 
records including evidence of such medical necessity and quality 

Location of definition: IDAPA 16.03.09.011.16: 
http://adminrules.idaho.gov/rules/current/16/0309.pdf 
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Presenter
Presentation Notes
Slide 17: DennisThe next 2 slides are the medical necessity definitions from IDAPA, so I will be reviewing the material exactly as IDAPA has it written. The first slide is from IDAPA 16.03.09.011.16; the slide includes a link to this section of IDAPA.This definition was in place prior to the implementation of the contract with Optum.For this slide, we need to read it word for word; this is the state’s definition.

http://adminrules.idaho.gov/rules/current/16/0309.pdf
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What is medical necessity (continued) 
Early Periodic Screening, Diagnosis, and Treatment (EPSDT) Services 

• Medically necessary services for eligible Medicaid participants under 
the age of twenty-one (21) are healthcare, diagnostic services, 
treatment, and other measures described in Section 1905(a) of the 
Social Security Act (SSA) necessary to correct or ameliorate 
defects, physical and mental illness, and conditions discovered by 
the screening services as defined in Section 1905(r) of the SSA, 
whether or not such services are covered under the State Plan 

• Services must be considered safe, effective, and meet acceptable 
standards of medical practice 

Location of definition: IDAPA 16.03.09.880: 
http://adminrules.idaho.gov/rules/2014/16/0309.pdf  
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Presenter
Presentation Notes
Slide 18: Dennis The second slide is from IDAPA 16.03.09.880; the slide includes a link to this section of IDAPA. The medical necessity definition for EPSDT Services has two parts: the previous definition for medical necessity is part one and this definition is part two.	For this slide, we need to read it word for word; this is the state’s definition.

http://adminrules.idaho.gov/rules/2014/16/0309.pdf
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What is medical necessity (continued) 
The Optum Idaho Provider Manual defines medical necessity on page 
16: 

– Generally, the evaluation of health care services is to determine 
whether the services meet plan criteria for coverage: are medically 
appropriate and necessary to meet basic health needs; are 
consistent with the diagnosis or condition; are rendered in a cost-
effective manner; and are consistent with national medical practice 
guidelines regarding type, frequency and duration of treatment. The 
Level of Care Guidelines and Best Practice Guidelines that are used 
by Optum Idaho Care Managers in the determination of medical 
necessity are available on optumidaho.com.    

 
Location of manual: 
https://m1.optumidaho.com/c/document_library/get_file?uuid=852658a4-9743-4700-a850-
7ef7cd19ebb2&groupId=110293 
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Presenter
Presentation Notes
Slide 19: DennisThe Optum Idaho Provider Manual includes a definition of medical necessity on page 16; this slide includes a link to the Provider Manual. We will be updating this definition in the future so it also includes the medical necessity definition for EPSDT Services. Once the EPSDT related policies are updated, additional information will be provided, including a potential training specific to EPSDT. In the interim, you should refer to the IDAPA definitions of medical necessity for EPSDT Services.There are multiple elements that are considered when determining medical necessityDo services meet plan criteria for coverageAre services medically appropriateAre services necessary to meet basic health needsAre services consistent with the diagnosis or conditionAre services rendered in a cost effective mannerAre services consistent with national medical practice guidelines regarding the type, frequency and duration of treatmentOptum Idaho Care Advocates and Peer Reviewers use the Level of Care Guidelines and Best Practice Guidelines to make determinations regarding medical necessity. 

https://m1.optumidaho.com/c/document_library/get_file?uuid=852658a4-9743-4700-a850-7ef7cd19ebb2&groupId=110293
https://m1.optumidaho.com/c/document_library/get_file?uuid=852658a4-9743-4700-a850-7ef7cd19ebb2&groupId=110293
https://m1.optumidaho.com/c/document_library/get_file?uuid=852658a4-9743-4700-a850-7ef7cd19ebb2&groupId=110293
https://m1.optumidaho.com/c/document_library/get_file?uuid=852658a4-9743-4700-a850-7ef7cd19ebb2&groupId=110293
https://m1.optumidaho.com/c/document_library/get_file?uuid=852658a4-9743-4700-a850-7ef7cd19ebb2&groupId=110293
https://m1.optumidaho.com/c/document_library/get_file?uuid=852658a4-9743-4700-a850-7ef7cd19ebb2&groupId=110293
https://m1.optumidaho.com/c/document_library/get_file?uuid=852658a4-9743-4700-a850-7ef7cd19ebb2&groupId=110293
https://m1.optumidaho.com/c/document_library/get_file?uuid=852658a4-9743-4700-a850-7ef7cd19ebb2&groupId=110293
https://m1.optumidaho.com/c/document_library/get_file?uuid=852658a4-9743-4700-a850-7ef7cd19ebb2&groupId=110293
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Best Practice Guidelines 
Links to the Best Practice Guidelines are located on the Optum website, 
Provider Express. These guidelines should be reviewed by all providers 
prior to rendering services to Optum Idaho members. 

– The  recommended guidelines for adults are developed and 
maintained by the American Psychiatric Association (APA) 

– The recommended guidelines for children and adolescents are 
developed and maintained by the American Academy of Child and 
Adolescent Psychiatry (AACAP) 

– Guidelines are always accessible at 
https://www.providerexpress.com/html/guidelines/preferredPracticeG
uidelines/index.html 
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Presenter
Presentation Notes
Slide 20: DennisWhen developing a treatment plan with the member, several factors need to be considered including:Are the potential services covered under the member’s benefit plan (Medicaid)? For any EPSDT Services, EPSDT regulations and IDAPA will be followed to determine if the service requested is medically necessary. What is the member’s current clinical needWhat is the member’s age and level of development – all services should be appropriate to the age and development level of the memberWhat is the member’s motivation for engaging in treatment? Will the treatment plan need to address low motivation/low engagement?Are the proposed forms of treatment evidence based?Are the services available/accessible in or near the member’s communityWhat types of community resources, preventative health programs and peer services are available and will any of these services help to augment the treatment plan? Is the member agreeable to access these services?

https://www.providerexpress.com/html/guidelines/preferredPracticeGuidelines/index.html
https://www.providerexpress.com/html/guidelines/preferredPracticeGuidelines/index.html
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Level of Care Guidelines 
Optum Idaho Level of Care Guidelines are reviewed and approved by 
both Optum and the Idaho Department of Health and Welfare (IDHW) 

– These guidelines are always accessible at 
https://m1.optumidaho.com/web/optumidaho/providers Provider tab 
> Guidelines and Policies > Level of Care Guidelines 
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Presenter
Presentation Notes
Slide 21: DennisThe Optum Best Practice Guidelines are located on Provider Express (www.providerexpress.com). Go to Quick Links and select Guidelines and Policies. The Best Practice Guidelines Optum references for adults are developed and maintained by the American Psychiatric Association (APA); the guidelines Optum references for children and adolescents are developed and maintained by the American Academy of Child and Adolescent Psychiatry (AACAP). These guidelines should be reviewed by all providers prior to rendering services to Optum Idaho members. 

https://m1.optumidaho.com/web/optumidaho/providers
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Moving Toward Success 

35 

 
We believe that by relying on lessons learned and provider 
feedback to improve the clinical model we can work together to 
create a system that works better for everyone including providers 
and the individuals and families we jointly serve. 
 
Together we can offer the right care, at the right time and at the 
right place. 
 

Presenter
Presentation Notes
Slide 29: DennisThank you for your time today.  Webinar Only: I will now have <host name> remind everyone how to enter the queue for asking questions; in addition, you may sent questions directly to me through the chat function.Who to facilitate Q&AMonika lead for network questionsDennis for clinical 
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Questions? 

Thank you for attending! 

? 
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