Reality of Reviews in MH/SUD

It is essential that the proposed rule reexamines the criteria used to assess parity
between authorizations and reviews for medical/surgical services versus MH/SUD
services.

In MH/SUD, facilities often do not request the actual number of medically necessary
days. Instead, they accept whatever is offered, which results in a management practice
that does not appear as a denial. Providers are informed that they will never receive the
full amount of medically necessary days and are encouraged to agree to shortened
periods. Consequently, even within the same admission, individuals may undergo
multiple “prior authorizations” and reviews, with each review being treated as a new
admission. Due to the inability to request authorizations more than a day in advance,
patients have no opportunity to appeal—even on an expedited basis—without paying
out of pocket.

The primary indicator for a potential red flag should be the number of reviews per
admission, particularly if the length of time authorized is inconsistent with the standard
of care. Admissions should be identified as consecutive days in a specific facility,
rather than by how the claim is labeled in the system.

From: UR_MARY <UR_MARY@cool.com>

Date: Wed, Aug 21, 2024 at 4:35 PM

Subject: Re: RD with info about residential insurance reviews
To: Domna A <domna.rocks@tired.como

For a person who was definitely meeting criteria, for example, a person with severe anorexia
with a BMI of 15 with significant weight restoration goals and risk for refeeding, they would
likely have 4 at the RTC LOC. For someone who is marginally meeting criteria, that number
could go up to 5-8 (if they were even authorized that much time).

Could you chat at 12 PM CST next Thursday? | would be able to chat for about 30 min.




Let me know,
UR_Mary

On Wed, Aug 21, 2024 at 2:33 PM Domna A <domna.rocks@tired.comom> wrote:
Thanks. Obviously every person / carrier is different but how many reviews would you say
most people had in a 30 day period?

Also for next week, | can make myself available based on your schedule.

CONFIDENTIALITY NOTICE: The information in this e-mail may be confidential and may be
legally privileged. It is intended solely for the addressee(s). If you are not the i

From: UR_MARY <UR_MARY@cool.com>

Date: Wed, Aug 21, 2024 at 3:30 PM

Subject: Re: RD with info about residential insurance reviews
To: Domna A <domna.rocks@tired.com

Correct- length of stay for RTC from a clinical perspective was usually recommended to be at least 30
days

On Wed, Aug 21, 2024 at 1:40 PM Domna A <domna.rocks@tired.comom> wrote:
Yes for sure. But just to clarify it’s not that the clinician thought the 4-10 days is enough but
rather than they knew more wouldn’t be approved?

CONFIDENTIALITY NOTICE: The information in this e-mail may be confidential and may be
legally privileged. It is intended solely for the addressee(s). If you are not the intended
recipient, any disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on this e-mail, is prohibited and may be unlawful. If you have received this e-mail
message in error, notify the sender by reply e-mail and delete the message.

On Wed, Aug 21, 2024 at 2:35 PM UR_MARY <UR_MARY@cool.com> wrote:

H Domna,




If we asked for more it would likely not be approved, there were kind of "industry standards" that we
all abided by. In RTC specifically, case managers wanted updates on progress weekly to confirm MNC
was being met.

Some carriers would allow for earlier authorization to be submitted, however some required day of or
even on site admission, and Yes, a client could find out that they did not meet criteria day of
admission, however that would just mean an approval for the next lower level of care. | don't think |
ever had someone not approved for IOP from the onset.

I would love to connect- please let me know days/times next week that would work for you.
UR_MARY

On Tue, Aug 20, 2024 at 8:59 PM Domna A <domna.rocks@tired.com> wrote:
Got it. | definitely would love to speak directly at your earliest convenience but if possible,
maybe we can chat via email.

How come no one asked for more days?

Is that how many days the team anticipated was medically necessary?

You weren’t allowed to request authorization earlier? Like someone could think they were
about to be admitted to find out morning of that they were denied?

On Tue, Aug 20, 2024 at 3:26 PM UR_MARY <UR_MARY@cool.com> wrote:
Yes, completing prior authorizations was part of my job. Ideally, we would call in the day
before (if allowed to by the insurance carrier) to get authorization, but often it was the
morning of admission. It would involve calling into the provider line and give clinical to
either the pre-auth case manager as part of a live review or provide clinical that would be
passed onto the case management team. We would use admission's intake paperwork,
their MD paperwork, and any additional supporting information to present the case for a
LOC. We would never ask for 4 weeks initially. RTC we would ask for 7-10 days, PHP 1-2
weeks, and IOP varied based on the carrier.

On Tue, Aug 20, 2024 at 2:15 PM Domna A <domna.rocks@tired.com> wrote:

Did you do any of the admission prior authorization? How did that work? Did the facility
make an initial request l.e. 4 weeks?

On Tue, Aug 20, 2024 at 3:08 PM UR_MARY <UR_MARY@cool.com> wrote:




Hi Domna,

"Typical" authorizations at RTC were for ~1 week, PHP was 1-2 weeks, and IOP was
usually authorized a number of days for the client to use (this varied widely based on
the insurance provider). When insurance would start to have concerns that the client
was no longer meeting MNC (medical necessity criteria), authorizations would be
shorter/reviews happened more frequently. At lower levels of care, the UR specialists
would count the number of days used to determine when the next review would be
as clients would titrate down days for practice with less support.

They could be time consuming depending on the client and the insurance company.
Live reviews on the phone, which would be scheduled with the case manager, could
be anywhere from 5-30 minutes (in addition to any prep we would do beforehand).
Fax in reviews would require pulling from EMR and sending over documentation, and
voicemail reviews would take 10-20 min of prep (pulling information from the client's
EMR) and then 5-10 min to leave the voicemail.

Hope this helps and let me know if you need any information clarified,
UR_MARY

On Tue, Aug 20, 2024 at 1:49 PM Domna A <domna.rocks@tired.com> wrote:

Thanks for reaching out! | guess the main question is what was your experience
with reviews and authorizations. Did people have them frequently? Were they time
consuming?

On Tue, Aug 20, 2024 at 2:00 PM UR_MARY <UR_MARY@cool.com>wrote:
Hi Domna, xxxx and xxxx
| would love to connect to chat about this more. | worked in UR for almost 2 years
at xxxxx with clients in all LOC. Please let me know how | can help/what questions
you have.




Algorithm Suggestions

1. Admission Duration Consistency Check

Objective: Identify discrepancies in the authorization duration compared to the
standard of care.

Algorithm:

1. Input Data: Claims data including admission dates, authorization duration, and
diagnosis codes.

2. Step 1: Group claims by patient ID and admission start date.

3. Step 2: For each admission, calculate the total number of authorized days.

4. Step 3: Compare the authorized days to the standard duration for similar diagnoses
and treatment types (can be based on clinical guidelines).

5. Output: Flag admissions where the authorized duration is significantly shorter than
the standard of care.

2. Multiple Authorization Flagging

Objective: Detect cases where a single admission is split into multiple authorizations,
which may prevent appeals or suggest undue burden on the patient.

Algorithm:

1. Input Data: Claims data including admission dates, authorization records, and
associated reviews.

2. Step 1: Identify consecutive authorizations within the same facility for the same
patient.

3. Step 2: Calculate the number of authorizations or reviews within each admission
period.

4. Step 3: Set a threshold (e.g., more than 2 reviews within a single admission) to flag
potential issues.

5. Output: Generate a report of cases where multiple authorizations or reviews are
detected within a single admission.

3. Appeal Opportunity Detection

Objective: Determine if the timing of authorizations allows for a reasonable opportunity
to appeal decisions.



Algorithm:

1. Input Data: Claims data including authorization request dates, approval dates, and
admission dates.

2. Step 1: For each authorization, calculate the time gap between the request and the
approval.

3. Step 2: Identify cases where the authorization was granted with less than 24 hours
notice before the next review period.

4. Step 3: Cross-reference with appeal records to see if any appeals were made or if

patients paid out-of-pocket.

5. Output: Flag cases where insufficient time was provided for appeal.

4. Admission Continuity Check

Objective: Ensure that an admission is treated as a continuous stay rather than multiple
separate admissions.

Algorithm:

1. Input Data: Claims data including patient ID, admission dates, discharge dates, and
facility codes.

2. Step 1: Sort claims by patient ID and admission dates.

3. Step 2: Identify admissions that occur consecutively (i.e., the discharge date of one
admission is the day before the next admission start date).

4. Step 3: Merge these consecutive admissions and treat them as a single continuous
stay.

5. Output: Generate a list of continuous admissions and flag any that are incorrectly
labeled as separate admissions.



From: UR_MARY <UR_MARY@cool.com>

Date: Wed, Aug 21, 2024 at 4:35 PM

Subject: Re: RD with info about residential insurance reviews
To: Domna A <domna.rocks@tired.como

For a person who was definitely meeting criteria, for example, a person with severe anorexia
with a BMI of 15 with significant weight restoration goals and risk for refeeding, they would
likely have 4 at the RTC LOC. For someone who is marginally meeting criteria, that number
could go up to 5-8 (if they were even authorized that much time).

Could you chat at 12 PM CST next Thursday? | would be able to chat for about 30 min.

Let me know,
UR_Mary

On Wed, Aug 21, 2024 at 2:33 PM Domna A <domna.rocks@tired.comom> wrote:




Thanks. Obviously every person / carrier is different but how many reviews would you say
most people had in a 30 day period?

Also for next week, | can make myself available based on your schedule.
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From: UR_MARY <UR_MARY@cool.com>

Date: Wed, Aug 21, 2024 at 3:30 PM

Subject: Re: RD with info about residential insurance reviews
To: Domna A <domna.rocks@tired.com

Correct- length of stay for RTC from a clinical perspective was usually recommended to be at least 30
days

On Wed, Aug 21, 2024 at 1:40 PM Domna A <domna.rocks@tired.comom> wrote:
Yes for sure. But just to clarify it’s not that the clinician thought the 4-10 days is enough but
rather than they knew more wouldn’t be approved?

CONFIDENTIALITY NOTICE: The information in this e-mail may be confidential and may be
legally privileged. It is intended solely for the addressee(s). If you are not the intended
recipient, any disclosure, copying, distribution or any action taken or omitted to be taken in
reliance on this e-mail, is prohibited and may be unlawful. If you have received this e-mail
message in error, notify the sender by reply e-mail and delete the message.

On Wed, Aug 21, 2024 at 2:35 PM UR_MARY <UR_MARY@cool.com> wrote:

H Domna,

If we asked for more it would likely not be approved, there were kind of "industry standards" that we
all abided by. In RTC specifically, case managers wanted updates on progress weekly to confirm MNC
was being met.

Some carriers would allow for earlier authorization to be submitted, however some required day of or
even on site admission, and Yes, a client could find out that they did not meet criteria day of




admission, however that would just mean an approval for the next lower level of care. | don't think |
ever had someone not approved for IOP from the onset.

I would love to connect- please let me know days/times next week that would work for you.
UR_MARY

On Tue, Aug 20, 2024 at 8:59 PM Domna A <domna.rocks@tired.com> wrote:
Got it. | definitely would love to speak directly at your earliest convenience but if possible,
maybe we can chat via email.

How come no one asked for more days?

Is that how many days the team anticipated was medically necessary?

You weren’t allowed to request authorization earlier? Like someone could think they were
about to be admitted to find out morning of that they were denied?

On Tue, Aug 20, 2024 at 3:26 PM UR_MARY <UR_MARY@cool.com> wrote:
Yes, completing prior authorizations was part of my job. Ideally, we would call in the day
before (if allowed to by the insurance carrier) to get authorization, but often it was the
morning of admission. It would involve calling into the provider line and give clinical to
either the pre-auth case manager as part of a live review or provide clinical that would be
passed onto the case management team. We would use admission's intake paperwork,
their MD paperwork, and any additional supporting information to present the case for a
LOC. We would never ask for 4 weeks initially. RTC we would ask for 7-10 days, PHP 1-2
weeks, and IOP varied based on the carrier.

On Tue, Aug 20, 2024 at 2:15 PM Domna A <domna.rocks@tired.com> wrote:
Did you do any of the admission prior authorization? How did that work? Did the facility
make an initial request l.e. 4 weeks?

On Tue, Aug 20, 2024 at 3:08 PM UR_MARY <UR_MARY@cool.com> wrote:
Hi Domna,
"Typical" authorizations at RTC were for ~1 week, PHP was 1-2 weeks, and IOP was
usually authorized a number of days for the client to use (this varied widely based on
the insurance provider). When insurance would start to have concerns that the client
was no longer meeting MNC (medical necessity criteria), authorizations would be
shorter/reviews happened more frequently. At lower levels of care, the UR specialists
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would count the number of days used to determine when the next review would be
as clients would titrate down days for practice with less support.

They could be time consuming depending on the client and the insurance company.
Live reviews on the phone, which would be scheduled with the case manager, could
be anywhere from 5-30 minutes (in addition to any prep we would do beforehand).
Fax in reviews would require pulling from EMR and sending over documentation, and
voicemail reviews would take 10-20 min of prep (pulling information from the client's
EMR) and then 5-10 min to leave the voicemail.

Hope this helps and let me know if you need any information clarified,
UR_MARY

On Tue, Aug 20, 2024 at 1:49 PM Domna A <domna.rocks@tired.com> wrote:

Thanks for reaching out! | guess the main question is what was your experience
with reviews and authorizations. Did people have them frequently? Were they time
consuming?

On Tue, Aug 20, 2024 at 2:00 PM UR_MARY <UR_MARY@cool.com>wrote:
Hi Domna, xxxx and xxxx
| would love to connect to chat about this more. | worked in UR for almost 2 years
at xxxxx with clients in all LOC. Please let me know how | can help/what questions
you have.




