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I. PURPOSE

To establish procedures and provide guidance related to the coverage and payment for
emergency services and post-stabilization care services and ensure compliance with
federal and state requirements.

Il. PROCEDURES
A. COVERED EMERGENCY SERVICES
1. LRE, through delegation to its Member CMHSPs, provides coverage for the
following types of emergency services either within an emergency department,
hospital setting, or through community providers and will include preadmission
screening:

a.

Adult Intensive Crisis Stabilization Services. Intensive crisis stabilization
services are structured treatment and support activities provided by a
multidisciplinary team, including but not limited to a mobile intensive crisis
stabilization team, and designed to provide a short-term alternative to
inpatient psychiatric services. Services may be used to avert a psychiatric
admission or to shorten the length of an inpatient stay when clinically
indicated.

Child Intensive Crisis Stabilization Services. Intensive crisis stabilization
services are structured treatment and support activities provided by a mobile
intensive crisis stabilization team that are designed to promptly address a crisis
situation in order to avert a psychiatric admission or other out of home
placement or to maintain a child or youth in their home or present living
arrangement.

Crisis _Intervention. Unscheduled activities conducted for the purpose of

resolving a crisis situation requiring immediate attention. Activities include
crisis response, crisis line, assessment, referral, and direct therapy.
Preadmission Screening. Preadmission Screen is a clinical assessment process

used to determine whether an individual meets the medical necessity criteria for
admission to an intensive or specialized treatment setting—such as inpatient
psychiatric care, residential treatment, or other higher-acuity behavioral health
services. Pre-admission screening determines whether alternative services are
appropriate and available. Inpatient pre-screening services must be available 24
hours a day, seven days a week.
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2. Member CMHSPs must provide crisis stabilization and response, including a 24-
hour/7-day per week crisis emergency service that is prepared to respond to
persons experiencing acute emotional, behavioral, or social dysfunctions, and the
provision of inpatient or other protective environment for treatment.

B. COVERED POST-STABILIZATION CARE SERVICES
1. LRE, through delegation to its CMHSP Participants, provides coverage for the
following types of post-stabilization care services, which are rendered after an
enrollee is stabilized to maintain the stabilized condition or to improve or resolve
the enrollee's condition:

a. Crisis Residential. Services are intended to provide a short-term alternative to
inpatient psychiatric services for enrollees experiencing an acute psychiatric
crisis when clinically indicated. Services may only be used to avert an inpatient
psychiatric admission, or to shorten the length of an inpatient stay. Services
must be designed to resolve the immediate crisis and improve the functioning
level of the enrollees to allow them to return to less intensive community living
as soon as possible.

Child Crisis Residential Services may not be provided to children with serious
emotional disturbances in a Child Caring Institution (CCI) unless it is licensed
as a "children's therapeutic group home.”

b. Inpatient Psychiatric Hospital Admission - Adult. Inpatient psychiatric care
may be used to treat a person with mental iliness who requires care in a 24-
hour medically structured and supervised facility. The SI/IS criteria for
admission are based upon the assumption that the enrollee is displaying signs
and symptoms of a serious psychiatric disorder, demonstrating functional
impairments, and manifesting a level of clinical instability (risk) that, either
individually or collectively, are of such severity that treatment in an alternative
setting would be unsafe or ineffective.

c. Inpatient Psychiatric Hospital Admission — Children Through Age 21.
Inpatient psychiatric care may be used to treat a child or adolescent with
mental illness or serious emotional disturbance who requires care in a 24-hour
medically structured and supervised facility. The SI/IS criteria for admission are
based on the assumption that the child, youth, or young adult is displaying
signs and symptoms of a serious psychiatric disorder, demonstrating
functional impairments and manifesting a level of clinical instability (risk) that
are, either individually or collectively, of such severity that treatment in an
alternative setting would be unsafe or ineffective.

d. Outpatient Partial Hospitalization — Adult. Partial hospitalization services may
be used to treat a person with mental illness who requires intensive, highly
coordinated, multi-modal ambulatory care with active psychiatric supervision.
Treatment, services and supports are provided for six or more hours per day,
five days a week. The use of partial hospitalization as a setting of care
presumes that the enrollee does not currently need treatment in a 24-hour
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protective environment. Conversely, the use of partial hospitalization implies
that routine outpatient treatment is of insufficient intensity to meet the
enrollee’s present treatment needs. The SI/IS criteria for admission assume
that the enrollee is displaying signs and symptoms of a serious psychiatric
disorder, demonstrating significant functional impairments in self-care, daily
living skills, interpersonal/social and/or educational/vocational domains, and
is exhibiting some evidence of clinical instability. However, the level of
symptom acuity, extent of functional impairments and/or the estimation of
risk (clinical instability) do not justify or necessitate treatment at a more
restrictive level of care.

e. Outpatient Partial Hospitalization — Children and Adolescent. Partial
hospitalization services may be used to treat a child or adolescent with mental
illness or serious emotional disturbance who requires intensive, highly
coordinated, multi-modal ambulatory care with active psychiatric supervision.
Treatment, services and supports are provided for six or more hours per day,
five days a week. The use of partial hospitalization as a setting of care
presumes that the enrollee does not currently need treatment in a 24-hour
protective environment. Conversely, the use of partial hospitalization implies
that routine outpatient treatment is of insufficient intensity to meet the
enrollee’s present treatment needs. The SI/IS criteria for admission assume
that the enrollee is displaying signs and symptoms of a serious psychiatric
disorder, demonstrating significant functional impairments in self-care, daily
living skills, interpersonal/social and/or educational/vocational domains, and
is exhibiting some evidence of clinical instability. However, the level of
symptom acuity, extent of functional impairments and/or the estimation of
risk (clinical instability) do not justify or necessitate treatment at a more
restrictive level of care.

f. SUD Sub-Acute Detoxification. Services defined as supervised care for the
purpose of managing the effects of withdrawal from alcohol and/or other
drugs as part of a planned sequence of addiction treatment. Detoxification is
limited to the stabilization of the medical effects of the withdrawal and to the
referral to necessary ongoing treatment and/or support services. Licensure as
a sub-acute detoxification program is required. Sub-acute detoxification is part
of a continuum of care for substance use disorders and does not constitute
the end goal in the treatment process. The detoxification process consists of
three essential components: evaluation, stabilization, and fostering client
readiness for, and entry into, treatment. A detoxification process that does not
incorporate all three components is considered incomplete and inadequate.
Detoxification can take place in both residential and outpatient settings, and
at various levels of intensity within these settings. Client placement to setting
and to level of intensity must be based on ASAM Criteria and individualized
determination of client need.

g. SUD Medication Assisted Treatment (MAT). Services that use medications
often used in combination with counseling and behavioral therapies to provide
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a whole-patent approach to the treatment of substance use disorders (SUDs).
Medications used in MAT are approved by the Food and Drug Administration
(FDA). MAT programs are clinically driven and tailored to meet each patient’s
needs.

SUD Residential Services. An intensive therapeutic service which includes
overnight stay and planned therapeutic, rehabilitative or didactic counseling
to address cognitive and behavioral impairments for the purpose of enabling
the enrollee to participate and benefit from less intensive treatment.
Residential treatment must be staffed 24 hours per day. This intensive
therapeutic service is limited to those enrollees who, because of specific
cognitive and behavioral impairments, need a safe and stable environment in
order to benefit from treatment.

C. PAYMENT OF EMERGENCY SERVICES
1. LRE, through its Member CMHSPs,

a.

Must cover and pay for emergency services regardless of whether the provider
that furnishes the services has a contract with the PIHP.

May not deny payment for treatment obtained under either of the following
circumstances:

An enrollee had an emergency service, including emergency screening,
evaluation, and stabilization services, shall be available without prior
authorization and regardless of network participation status.

A LRE or CMHSP representative instructs the enrollee to seek emergency
services.

May not limit what constitutes an emergency condition on the basis of lists of
diagnoses or symptoms.

May not refuse to cover emergency services based on the emergency room
provider, hospital, or fiscal agent not notifying the LRE, enrollee’s CMHSP, or
MDHHS of the enrollee's screening and treatment within 10 calendar days of
presentation for emergency services.

May not hold an enrollee, who has an emergency medical condition, liable for
payment of subsequent screening and treatment needed to diagnose the
specific condition or stabilize the patient.

Agree that the attending emergency physician, or the provider actually
treating the enrollee, is responsible for determining when the enrollee is
sufficiently stabilized for transfer or discharge, and that the determination is
binding LRE, through its Member CMHSPs, as being responsible for coverage
and payment for emergency services.

D. PAYMENT OF POST-STABILIZATION CARE SERVICES
1. LRE, through its Member CMHSPs,

a.

Must pay, consistent with 42 CFR §422.214, for medically necessary post-
stabilization care services obtained within or outside Region 3 that are pre-
approved by LRE or one of its Member CMHSPs.
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Must pay for post-stabilization care services obtained within or outside Region
3 that are not pre-approved by LRE or one of its Member CMHSPs but
administered to maintain the enrollee’s stabilized condition within one (1)
hour of a request to a PIHP/CMHSP for pre-approval of further post-
stabilization care services.
Must pay for post-stabilization care services obtained within or outside Region
3 that are not pre-approved by LRE or one of its Member CMHSPs, but
administered to maintain, improve, or resolve the enrollee’s stabilized
condition if the LRE/Member CMHSP:
i. Does not respond to a request for preapproval within 1 hour;
ii. Cannot be contacted; or
iii. LRE/Member CMHSP representative and the treating physician cannot
reach an agreement concerning the enrollee’s care and an LRE/Member
CMHSP physician is not available for consultation. In this situation, the
LRE/Member CMHSP must give the treating physician the opportunity to
consult with a LRE/Member CMHSP physician and the treating physician
may continue with care of the patient until a plan physician is reached or
one of the criteria in 11(G)(2) is met.

2. LRE’s or its Member CMHSPs’ financial responsibility for post-stabilization care
services that it has not pre-approved ends when:

a.

An LRE/Member CMHSP physician with privileges at the treating hospital
assumes responsibility for the enrollee's care;
An LRE/Member CMHSP physician assumes responsibility for the enrollee's
care through transfer;
An LRE/Member CMHSP representative and the treating physician reach an
agreement concerning the enrollee's care; or

d. The enrollee is discharged.

3. LRE, through its Member CMHSPs, must limit charges to enrollees for post-
stabilization care services to an amount no greater than what the LRE/Member
CMHSP would charge the enrollee if he or she had obtained the services through
the LRE/Member CMHSP. For purposes of cost sharing, post-stabilization care
services begin upon inpatient admission.

Ill. CHANGE LOG
Date of Change Description of Change Responsible Party
8/31/2026 NEW Procedure (language UM/Clinical Manager
removed from Policy)
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