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ADDICTIONS AND MENTAL HEALTH DIVISION
	Procedure for LTPC Determination for Members 18 to 64

Contractor shall follow this procedure when requesting LTPC for a Member that is 18 to 64 with no significant nursing care needs due to an Axis II disorder of an enduring nature.


	Actor
	Action

	Contractor

Contractor (cont)
	1. Determines whether the situation of the Member meets all of the following criteria:

a. Diagnosis has been determined based on criteria from the latest version of the Diagnostic and Statistical Manual of Mental Disorders and Medically Appropriate treatment has been provided according to American Psychiatric Association provision of care guidelines for that diagnosis,

b. There is a need for either Intensive Psychiatric Rehabilitation or other tertiary treatment in a State Facility or post-acute intermediate psychiatric care; and the individual has been determined to meet OHA’s established criteria for LTPC admission, and

c. The Member has received all usual and customary treatment including, if Medically Appropriate, establishment of a medication program and use of a Medication Override Procedure.

2. If the situation of the Member meets the criteria listed above in step 1, does the following with assistance from Acute Inpatient Hospital Psychiatric Care or subacute psychiatric care or other inpatient services staff:

a. Contacts the AMH Mental Health Extended Care Coordinator at (503) 947-5542, during normal business hours (Monday through Friday, 8 a.m. to 5 p.m.).

b. Completes a Request for LTPC Determination for Persons Age 18 to 64 (Request Form).

c. Obtains the following documents:

(1) Physician's history and physical;

(2) Copies of legal documents (hospital hold, commitment paperwork or appoint of guardian);

(3) Current medications, dosages, and length of time on medication;

(4) Reports of other consultations;

(5) Psychosocial histories; and

(6) Current week's physician and progress notes.

3. Sends, by facsimile, the Request Form and supporting documentation from 2.c above (Clinical Review Packet) to the AMH Mental Health Long Term Care Coordinator at (503)947-5542.

	AMH Mental Health Long Term Care Coordinator


	4. Within three working days of receiving a the Clinical Review Packet, does the following:

a. Reviews the Clinical Review Packet for compliance with criteria for LTPC:

b. If necessary, visits the Acute Inpatient Hospital Psychiatric Care or subacute care or other inpatient psychiatric services facility to interview staff and the Member.

c. Indicates determination and, if authorized for LTPC, the date of authorization on the Request Form.

d. Discusses findings, determination and placement alternatives with the Contractor.

5. Sends, by facsimile or secure email, the completed Request Form including determination and rationale to Contractor.  



	Contractor


	6. If the Member does not meet LTPC criteria and is denied services or if the Member is found appropriate for LTPC but on a date other than that specified in Exhibit B, Part 2, Section 6, Subsection i, of the Contract, Contractor shall do one of the following:

a. Accepts the decision of the AMH Mental Health Long Term Care Coordinator and provide appropriate treatment or initiates transfer of the Member to a setting recommended as of the specified date; or

b. If the decision in not accepted, requests a clinical review within three working days of the receiving notice of the LTPC determination.  Sends a written request and the Clinical Review Packet to AMH Adult Mental Health Services Unit via facsimile at (503) 378-8467. 

	AMH Adult Mental Health Services Unit
	7. If the Contractor requests a clinical review, sends, by facsimile or other approved division communication, the written request and the Clinical Review Packet to the Clinical Reviewer.



	Clinical Reviewer


	8. Does the following within three working days of receiving the Clinical Review Packet:

a. Reviews the Clinical Review Packet.
b. Decides whether the Member is appropriate for LTPC.

c. Determines the effective date of LTPC as specified in Exhibit B, Part 2, Section 6, Subsection i, of the Contract, if applicable.

d. Updates the Determination Form.

e. Notifies by phone, the Contractor, the AMH Adult Mental Health Services Unit and the AMH Mental Health Long Term Care Coordinator of the determination.

f. Sends, by facsimile, the completed Determination Form to the Contractor, OHA and the AMH Mental Health Long Term Care Coordinator.



	AMH Mental Health Long Term Care Coordinator
	9. If the Member is found appropriate for LTPC, coordinates with the physician and admission staff the transfer to the setting recommended as of the date specified.



	AMH Adult Mental Health Services Unit
	10. If transfer to the LTPC setting will not occur on the effective date  LTPC, OHA will assume payment responsibility for charges related to the Acute Inpatient Hospital Psychiatric Care or other inpatient services stay from the effective date of LTPC until the Member is discharged from such setting.  The responsibility for payment is subject to the terms and conditions of the Contract between OHA and each Acute Inpatient Hospital Psychiatric Care.




Request Form Initial 90 Day Authorization

	Member Name: 
	DOB: 
	Prime Number: 

	Contractor: : 
	County of Responsibility: 

	Current Location: 
	Date of Admission: 

	Acute Care Contact: 
	Phone No: 

	Legal Status   FORMCHECKBOX 
 CC  FORMCHECKBOX 
 VG         Guardian Name and Phone number: 

	Prior Living Situation:        FORMCHECKBOX 
 Independent  FORMCHECKBOX 
 Licensed facility  FORMCHECKBOX 
 Incarceration  FORMCHECKBOX 
 Homeless   FORMCHECKBOX 
 Unknown

	Name of Facility: 
	Outpatient MH Provider: 

	Reason for Hospitalization (check all that apply)

	 FORMCHECKBOX 
 Inability to Care for self

 FORMCHECKBOX 
 Danger to Self 

 FORMCHECKBOX 
 Danger to others

 FORMCHECKBOX 
 Medication Non-adherence
 FORMCHECKBOX 
 Treatment Non-adherence
 FORMCHECKBOX 
 Need for Restraint or Seclusion

 FORMCHECKBOX 
 Co-occuring disorder

 FORMCHECKBOX 
 Trial Visit Revocation

 FORMCHECKBOX 
 Failure to respond to treatment

 FORMCHECKBOX 
 Other (please explain)



	Diagnostic Summary

(Include concurrent medical issues assessed and treated, esp. any ruled out as contributing to hospitalization)

	Axis I:

Axis II:

Axis III:

Axis IV:

Axis V : 
Current GAF:
 

	Basis for Request

	 FORMCHECKBOX 

There is a need for at least one of the following:


 FORMCHECKBOX 

Intensive psychiatric rehabilitation or tertiary treatment in a State Facility or extended care program, or


 FORMCHECKBOX 

Extended and specialized medication adjustment (psychotropic) in a secure or otherwise supervised environment.

 FORMCHECKBOX 

The Member has received all usual and customary treatment, including if medically appropriate, establishment of a medication program and use of a Medication Override Procedure.

	Checklist of required documentation – To be attached with this request

	 FORMCHECKBOX 
 Member information or hospital face sheet

 FORMCHECKBOX 
 Documentation of Civil Commitment or legal guardianship

 FORMCHECKBOX 
 Physician, nursing, social work notes

 FORMCHECKBOX 
 Physician orders/medication administration record (MAR) 

 FORMCHECKBOX 
 Current LOCUS
	 FORMCHECKBOX 
 Psychosocial assessment

 FORMCHECKBOX 
 Physicians history and physical

 FORMCHECKBOX 
 Emergency room report (if available)

 FORMCHECKBOX 
 Lab reports / testing results

 FORMCHECKBOX 
 Consultation reports (when applicable)

	Description of interventions attempted to avoid hospitalization

	

	CMHP ENCC:                                                                                                            Date: 

	Contractor LTPC Contact:                                                                                          Date: 


DETERMINATION FORM FOR INITIAL 90 DAY AUTHORIZATION

 FORMCHECKBOX 
 Adult Treatment Services   FORMCHECKBOX 
 Neuropsychiatric Treatment Services    FORMCHECKBOX 
 PAITS
	Member Name: 
	Medicaid Prime No: 

	County of Responsibility: 
	Contractor: 

	 FORMCHECKBOX 
 Approved     FORMCHECKBOX 
 Denied  
	Decision Maker: 

	Approval Date: 
	Determination Date: 

	Date Authorization Expires (includes time on wait list): 

	CRITERIA FOR LONG TERM PSYCHIATRIC INPATIENT CARE

	 FORMCHECKBOX 

Primary DSM IV diagnosis is severe psychiatric disorder

 FORMCHECKBOX 

Documented need for 24-hour hospital level medical supervision

 FORMCHECKBOX 

At least one of the following conditions is met:

 FORMCHECKBOX 

Need for extended (more than 21 days) regulation of medications due to significant complications arising from severe side effects of medications.

 FORMCHECKBOX 

Need for continued treatment with electroconvulsive therapy where an extended (more than 21 days) inpatient environment is indicated and the inappropriateness of a short-term or less restrictive treatment program is documented in the Clinical Record.

 FORMCHECKBOX 

Continued actual danger to self, others or property that is manifested by at least one of the following:


 FORMCHECKBOX 

has continued to make suicide attempts or substantial (life-threatening) suicide gestures or has expressed continuous and substantial suicidal planning or substantial ongoing threats.


 FORMCHECKBOX 

has continued to show evidence of danger to others as demonstrated by continued violent acts to person or imminent plans to harm another person.


 FORMCHECKBOX 

has continued to show evidence of severe inability to care for basic needs but has potential for significant improvement with treatment.

 FORMCHECKBOX 

Failure of intensive extended care services evidenced by documentation in the Clinical Record of:


 FORMCHECKBOX 

n intensification of symptoms and/or behavior management problems beyond the capacity of the extended care service to manage within its programs; and

 FORMCHECKBOX 

Multiple attempts to manage symptom intensification or behavior management problems within the local Acute Inpatient Hospital Psychiatric Care unit

 FORMCHECKBOX 
Has received all usual and customary treatment, including if medically appropriate, establishment of a medication program and use of Medication Override Procedure.
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