

[image: ]				7/30/2026

LRE Autism Framework: Question-and-Answer Sheet
Assessment Hours and CPT 97151
	1. Why were assessment hours reduced, and what standards informed the change?
	The framework authorizes up to six hours for an initial 97151 assessment and four hours for a re-evaluation. These limits are intended to align more closely with PIHP practices across the state while supporting focused planning, consistent UM review, and efficient benefit use. Providers may request additional hours when supported by documented clinical rationale.

	2. Can providers bill additional time when a more in-depth assessment is clinically necessary?
	Yes, additional 97151 hours may be requested. The request should be made prospectively whenever the need can be anticipated and must include a specific clinical rationale and supporting evidence. Examples include complex or high-intensity behaviors, a significant environmental change, the need for an additional assessment tool, new treatment-plan needs, Functional Analysis or FBA information, detailed caregiver interviews, school documentation, progress reports, and relevant treatment history. Additional hours are not automatic and require CMHSP UM review and approval.

	3. Are BCBAs expected to complete report writing, record review, or family meetings without billing?
	No. BCBAs are not expected to complete covered activities without billing. Providers should use 97155 and 97156, as appropriate, to plan assessment activities and determine whether additional assessment time is needed. Requests for extra hours can be supported by behavior data and a clear clinical rationale demonstrating why the requested assessment intensity is necessary.

	4. What is the format for requesting extra assessment hours, and is there an appeal process?
	Submit the request through the CMHSP’s UM process before the additional work begins. Include the number of extra units needed, the remaining assessment activities, why the standard allocation is insufficient, supporting objective data, the expected clinical outcome, and the appropriate clinical rationale described above. Most CMHSPs review these requests promptly, and advance planning helps ensure assessment time is used appropriately.



Progress, Quality, and Clinical Review
	5. What progress or quality concerns may trigger an audit or review?
	Review indicators include 30% or less goal mastery, no improvement or worsening of maladaptive behavior, unchanged standardized skill-assessment scores, family dissatisfaction with progress, low utilization attributable to member/family barriers, repeated changes to discharge or transition criteria without clinical justification, prolonged high-intensity services, incomplete or noncompliant documentation, and supervision above 10% without prior support and approval. A trigger starts a review; it does not automatically require a reduction, discharge, corrective action, or recoupment.

	6. How is “measurably significant progress” defined?
	Progress is evaluated using the full clinical picture, including mastery of treatment goals, reduction in the frequency, severity, duration, or risk associated with maladaptive behavior, standardized skill or adaptive-functioning results, functional gains, and movement toward the individualized transition and discharge plan. UM and the BCBA review the evidence together. Progress does not automatically result in fewer hours; any change must be clinically appropriate, documented, and coordinated.

	7. What happens when 30% or fewer goals are mastered?
	The threshold prompts a case review to determine whether ABA remains appropriate and whether barriers, treatment design, service delivery, goals, staffing, environment, or another factor explains the result. CMHSP UM conducts or coordinates the review, with BCBA participation and input from the provider, case holder, member/family, and other relevant supports. Possible outcomes include continuation, treatment modification, barrier-removal strategies, another provider or service, a change in intensity, or transition planning.

	8. What does “worsening of maladaptive behaviors” mean, and what time period is reviewed?
	It should be demonstrated through objective data showing a clinically meaningful negative trend in frequency, intensity, duration, severity, risk, or functional impact and not a single isolated event. Reviewers should consider the whole authorization or treatment period and account for documented contextual variables such as school changes, family transitions, illness, or service gaps.

	9. Does the framework penalize both progress and lack of progress?
	No. The purpose is to ensure that service intensity remains aligned with current need. Strong progress may support continuation at the current level, a planned step-down, or transition depending on remaining clinical need. Limited progress prompts review of barriers and treatment appropriateness. Decisions should not be based on one metric; they use objective data, individualized goals, treatment integrity, risk, family circumstances, and the transition plan.



Utilization and CPT 97155 Supervision
	10. How is the 10% supervision expectation calculated and monitored?
	CPT 97155 is calculated using the 97153 hours delivered during the authorization period, rather than the hours authorized or scheduled. For example, 15 delivered hours of 97153 support approximately 1.5 hours of 97155 at the 10% level. Providers should monitor utilization throughout the authorization period and adjust for cancellations. Supervision above 10% requires documented clinical rationale and prior UM approval. Although a 5% variance has been discussed as a possible guideline, it is not a formal standard. CMHSPs are developing an efficient tracking process.

	11. Are there additional requirements for CPT 97155 beyond the 10% expectation established at the start of the treatment plan and face-to-face delivery?
	Not at this time.

	12. Is there an acceptable variance when the percentage of 97155 cannot be aligned precisely with the 97153 units actually utilized?
	There is no established variance. Providers should remain as close as possible to 10% of the 97153 hours actually utilized. A 5% variance may be a reasonable starting point and can be discussed further at the Autism ROAT.

	13. Will Network180 pursue claim takebacks when 97155 exceeds the 10% level and the additional units were not approved by Network180 UM?
	This will be determined case by case based on the clinical rationale and Network180 policies regarding overutilization.

	14. What CPT codes are included in the 80% low-utilization rule?
	The framework defines low utilization as inconsistent use of authorized 97153 ABA services, with the calculation based on direct-treatment hours delivered. Other CPT codes are not included.

	15. What does 50% goal mastery mean at the six-month follow-up?
	Goal mastery is one factor considered during an in-depth review when utilization remains below 80%. The CMH review team evaluates the treatment plan and other clinically appropriate documentation, including behavior trends, assessment results, current needs, barriers, and the appropriateness of the authorized intensity. The 50% threshold does not automatically change the authorization; however, the review team may recommend less intensive services if the documentation shows the client is progressing and ready to transition.



High-Intensity Services and Two-Year Review
	16. What information supports a request for 16 or more hours per week?
	The treatment plan should explain why the requested intensity is medically necessary and include treatment history; current goals tied to the core deficits of autism; assessment results; behavior frequency, intensity, duration, severity, and risk; caregiver capacity; environmental demands; prior response to treatment; barriers; the member’s schedule; FBA or functional-assessment information such as FAST or QABF when applicable; and a transition or fade plan. There is no single progress percentage that guarantees approval; UM reviews whether the total evidence supports the requested intensity.

	17. When does the two-year period begin?
	The requirement took effect July 1, 2026. During reauthorization, the CMH will initiate a review when a member has received 20 or more utilized service hours per week for a continuous two-year period, has a treatment plan approved by the BTPRC, and has not made appropriate progress during that period.

	18. What occurs during the two-year review, and who participates?
	The review examines ongoing clinical appropriateness, medical necessity for continued high-intensity care, progress, barriers, behavior risk, utilization, changes to the transition plan, and readiness for other supports. CMHSP UM initiates the review; the LRE autism team evaluates progress and makes clinical recommendations; providers submit records and participate; case managers or other CMHSP clinical staff may support coordination and engagement with the member and family. A review is not an automatic reduction or discharge.

	19. Can a member making progress at 20 or more hours continue that intensity?
	Yes, when current objective data and the individualized treatment plan continue to support medical necessity. Progress is part of the review, not a reason by itself to terminate services. The team should determine whether the current hours remain necessary, whether a gradual step-down is appropriate, and what risks or supports must be addressed.



Discharge, Transition, and Level 1 Care
	20. Does turning six or returning to school automatically require discharge?
	No. Age alone is not identified as a discharge criterion. Services should be based on medical necessity, current clinical need, educational access, progress, and the individualized discharge and transition plan. School-aged members may continue medically necessary ABA when it is coordinated so that it does not replace or interfere with educational services. Any reduction or transition should be planned, documented, and clinically appropriate.

	21. What does Level 1 care mean, and are members evaluated differently?
	Level 1 refers to individuals whose social-communication differences cause noticeable impairment without support. The framework calls for periodic review of progress and transition readiness and identifies options such as social groups, caregiver/family guidance, and school-based supports. It does not authorize denial or reduction based only on a diagnostic severity label. Each member must receive an individualized, non-discriminatory medical-necessity review based on functional needs, risk, goals, and response to treatment.

	22. Can discharge or transition criteria be changed as a member’s needs evolve?
	Yes. Criteria may be updated when clinically indicated and person-centered. The provider should document what changed, the supporting data, how the revised criteria relate to the core deficits of autism and current family/member goals, and how the transition plan remains measurable. Review is intended to identify unsupported changes made mainly to retain or increase hours, not to prevent legitimate treatment-plan updates.



School-Time and Homeschool Services
	23. Can a school letter temporarily replace updated IEP/504 language?
	No. A school letter cannot serve as a temporary placeholder or substitute for the required IEP/504 documentation. School-time ABA requires appropriate IEP/504 language, school coordination, and CMHSP UM authorization. The IEP team must determine that it cannot meet the child’s needs and has exhausted all options for providing a full day of FAPE. The utilization team will review the supporting data and determine the appropriate authorization based on whether it supports the requested service intensity. Partial authorization for after-school services may be considered while the family requests an IEP meeting or addendum.

	24. What happens if Medicaid becomes primary, an IEP meeting is delayed, or the school refuses to add ABA language?
	The case will receive an individualized UM review rather than an automatic service hold. After-school services may be partially authorized while the family obtains the required educational documentation. School-time ABA requires the IEP team to determine that it cannot meet the child’s needs and has exhausted all options for providing a full day of FAPE. The utilization team will review the supporting data and authorize the level of service intensity the documentation supports. The family may request an IEP meeting or addendum to the IEP, and the provider should document the school’s decision, the student’s schedule, any early-release arrangement, and how ABA services will supplement rather than replace educational services. If the school declines to add the required language for a school-aged child age six or older, only after-school ABA services will be authorized.

	25. Are schools being informed, and what language is sufficient?
	The framework requires appropriate IEP/504 documentation and coordination. Although outreach is more difficult during the summer, CMHSPs and LRE have attempted to contact ISDs, and providers have been encouraged to share the ABA school guidance issued last year. If a school declines to add the required language to the IEP, it is acknowledging responsibility for meeting the student’s needs during the school day in accordance with FAPE requirements.

	26. Can ABA still be delivered in school to support staff?
	The framework allows school-based ABA when services are coordinated with the school, documented in the IEP/504, authorized by UM, and provided without limiting the student’s full school day or least restrictive environment. ABA must not replace educational services, and treatment goals must address the core deficits of autism.

	27. How are homeschool schedules, repeated school send-homes, or shortened days handled?
	UM should review the member’s actual approved education schedule rather than rely only on traditional school hours. Providers should submit the homeschool plan or schedule and demonstrate that ABA does not interfere with required instruction. When a school repeatedly sends a student home or considers a shortened day, the school/IEP team should document the educational decision and a plan for return to a full day; UM should review the specific facts and supporting records rather than issue a blanket denial.

	28. Are the documentation requirements the same for ECSE when there is a request to miss instructional time for ABA?
	Requests involving ECSE clients under age five will be reviewed individually. Providers must submit documentation, behavior data, and clinical rationale to support higher ABA hours.
If the client is progressing and would benefit more from school than additional ABA, the reviewer may recommend school attendance. This recommendation does not need to appear in the IEP because parents may choose to withdraw their child. Because FAPE requirements apply differently to children under age six, the same documentation standards used for school-aged children do not apply.

	29. How should services be handled while a child is enrolling in school or waiting for an evaluation, IEP meeting, or completed IEP?
	A partial authorization for after-school hours may be approved during the transition. Parents may also request an IEP meeting or addendum. Reviewers should use clinical judgment to determine whether higher hours are behaviorally appropriate based on the treatment plan and supporting data. Full requested hours should not be approved without further review because the school may ultimately decline the proposed services. Additional case consultation is available when needed.

	30. How should current school-time ABA services be handled when they are not documented in the IEP and school is not in session?
	Use the same approach described above. A partial authorization for after-school hours may be considered while the family arranges an IEP meeting or addendum. Reviewers should evaluate the treatment plan and supporting data to determine whether higher hours are clinically appropriate rather than automatically approving school-time services.

	31. What documentation is required when ABA is provided through Head Start, Early On, a private school, or another program that does not issue an IEP or 504 plan?
	Private schools and programs serving children under age six require individualized review. Providers should submit the child’s program schedule so reviewers can confirm that ABA does not occur during scheduled instructional hours. Reviewers should examine the clinical data to determine whether higher hours are appropriate and confirm that ABA goals address the core deficits of autism rather than school-related objectives. When ABA is delivered in the educational setting, treatment goals must remain clinically focused and distinct from school goals.



Documentation, Group Services, and Regional Consistency
	32. Why is CASP referenced for session-note documentation but not as the sole standard for service intensity?
	The state has recommended using the CASP SOAP-note format because of the potential for OIG audits. The state has not recommended CASP for other aspects of the framework. Decisions remain based on individualized medical necessity, UM requirements, objective clinical data, applicable benefit rules, and the member’s treatment and transition plan. The 16-hour threshold triggers the need for additional clinical rationale; it is not a definition of comprehensive care or an automatic maximum.

	33. Will reimbursement increase for group or family transition services, and will these become contract requirements?
	Not currently. A rate discussion will occur once the new codes are approved for use, and reimbursement for group codes can be considered at that time. The framework encourages CMHSPs and provider organizations to offer group and family services when clinically appropriate, but it does not currently establish new reimbursement rates or require these services in every provider contract.

	34. How will LRE promote consistent implementation across CMHSPs?
	LRE supports regional consistency through collaboration with CMHSP UM teams and a monthly Autism ROAT meeting used to share updates and address implementation concerns. LRE is also working to collect data related to the framework. In addition, a workgroup is being developed to create a standardized authorization form for use across CMHSPs.
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