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	Gregory Robinson
	MH Council
	Regarding functional criteria for SED determination, the Access to Care Standards states that dysfunction in two Capacities is required (p. 4). In the accompanying document Summary of Changes, the statement is that dysfunction in one of the Domains (Capacities) is required (p. 3, p.6). Am I missing something?
	This was an inadvertent error in the DRAFT ACS and will be corrected to (one).
	Final—
Changes made  

	Debra Srebnik
	KC
	PART 1-Could you also send out the references for the instruments that are measuring functional criteria for SMI and SED – and how those are scored?
PART 2-Yes – I see the description.  What I’m wondering is what is the reference/citation for the actual measurement instrument?  Or was this something that folks made up locally?   (If the latter… has it been pilot tested for reliability?)

And – do you/DBHR already have data collection methods or is that something that DQ4/PIWG or other groups will be working on?
	1. This isn’t a measurement instrument. It is a definition of what areas of impairment qualify for access to community mental health services in our state. 
2. All RSN directors supported the idea of not forcing a “tool” or instrument (evidenced based or otherwise) on RSNs. 
3. There is no requirement from CMS to have a tool. 
4. There weren’t any states we could find that required the use of a tool. They use descriptions of functional impairment, like this one. 
5. RSNs are free to use a tool that helps them get to a decision about functional impairment in these areas. If King or another RSN wanted to use the LOCUS, for example, to help them assess functional impairment, then that is fine. The goal is to have common definitions of impairment across the state. 
6. These categories of impairment are not a significant changes from the existing ACS. The only real difference is that now we don’t says “as evidenced by a GAF score…”. Instead, we have more specific definitions of impairment.
	Final --  Incorporated into training presentation





















	Kathleen Crane
	KC
	There is no attention to the DCO-3R, and therefore to the special considerations for very young children. (The DC03-R has been cross-walked to the DSM IV and accepted for several years as a means to qualify young children).  It will need to be revised to crosswalk to the DSM V. 
	Reference to all diagnostic tools and their use will be in the FAQ section or summary of changes document. 
	Final – Incorporated into the training presentation, Summary of Changes Document and FAQs

	Kathleen Crane
	KC
	Co-occurring disorders within the current mental health delivery system are complicating factors, and not sufficiently addressed.
	This will be addressed when a co-occurring benefit is available from CMS.
	Final -- 

	Kathleen Crane
	KC
	Must an MHP do a face-to-face evaluation for continued stay authorization? 
	Good practice is a face to face encounter.  The person must have the appropriate credentials to confirm, update diagnostics and medical necessity. 
Access to Care Standards are not intended solely to serve as continuing stay criteria.
	Final -- 

	Kathleen Crane
	KC
	The lack of a standard Level of Care tool, while allowing for flexibility, may contribute to inconsistent application of the Access to Care standards statewide.
	The change to the ACS does not change the contractual requirement of the RSNS to have their own LOC determination process/system.
	Final --  

	Kathleen Crane
	KC
	

	Answers embedded in attached Word doc.
	Final -- 

	Bruce Waddell
	SC
	Is there an Excel or text file version of the diagnosis list that meets access to care?  I would like to upload the list to the system versus having to manually type in the information?  
	Yes. Please click:
http://nsmha.org/datadict/codes/ICD10CM.aspx

	Final -- 

	Suzie McDaniel
	SC
	The Functional Criteria for Seriously Emotionally Disturbed (SED) Determination specifies that the individual must have a dysfunction in at least two of the specified Capacity areas OR one of the specified Symptom areas. There is a discrepancy in the materials regarding this element. In the ACS Summary (pages 3 and 6) it only requires that dysfunction be in one of the specified domains. In the full ACS document (page 4), it is stated that dysfunction be in two of the specified domains.
	This was an inadvertent error in the DRAFT ACS and will be corrected to (one).
	Final – Changes made

	Suzie McDaniel
	SC
	Additionally, the Access to Care Standards Summary indicates that the Serious Mental Illness (SMI) Determination domains would apply only to Adults and the SED Determination domains would apply to Children (under age 21). In the full ACS document the SMI Determination domain section (pages 3-4) does not specify an age range, which implies that they could be applicable to both adults and children. Then, on page 4, the SED Determination section indicates the individual must be under the age of 21.
	This determination for both SMI/SED ages 18 through 20 will be addressed in the FAQ section and will be added in ACS:
 
Persons aged 18, 19 or 20 years old may qualify under SED or SMI determinations.
	Final – 
Changes made
Will be addressed in the training presentation

	Suzie McDaniel
	SC
	The following diagnoses are of concern: Eating Disorder, Panic and anxiety disorders, adjustment disorder, Dysthymia, all the phobias. There are no evidenced based practices for these disorders and individuals do not normally respond to treatment. If these diagnoses are included the individual should meet a higher standard in the functional criteria, for instance meet two of the deficits instead of one or make it over a longer time period, one year instead of six months in order to be qualified.
	EBP criteria or treatment methods are not part of the ACS document.  
	Final -- 

	 Larry Horne on behalf of:
	TM
	On pages 3 and 6 of the “ACS Summary of Changes” document, it states that children must have “persistent dysfunction in at least one of the following domains” (list of 
“capacities” follows).  However, in the “DRAFT Access to Care Standards” document, it states on Page 4 that children must have “dysfunction in at least two (2) of the following Capacities”.
	This was an inadvertent error in the DRAFT ACS and will be corrected to (one).
	Final – Changes Made

	Richard VanCleave on behalf of:
	PRSN
	Eligibility Requirements-
The individual is expected to benefit from intervention.  When I start thinking about the Neurocognitive Disorders that would now be eligible for services it becomes very tricky to talk about how the patient would benefit from tx.  If you justify care, there is a whole new population that we are serving.  
	Medical Necessity still applies.
	Final -- 

	Richard VanCleave on behalf of:
	PRSN
	Functional Criteria for Adults-
To meet the fx criteria for SMI, a person must have, as a result of a qualifying diagnosis, current dysfunction in at least one of the following 4 dimensions.  This dysfunction has been present for most of the past 12 months or for most of the past 6 months with an expected continued duration of at least 6 months.

This is in direct contradiction to allowing diagnoses such as Acute Stress Disorder and Adjustment Disorder.

So, someone who has a long history of severe and debilitating depression must be showing symptoms for at least 6 months before accessing care.

A patient who has a serious onset of depression marked by a suicide attempt must wait 6 more months before accessing care.

A patient who is hospitalized for severe psychosis must wait at least 6 months to access outpatient care.

It seems as if this provision will lengthen treatment episodes and allow for substantial decompensation, deterioration and unnecessary suffering for clients who early intervention could prevent further deterioration.

Can clients who cannot access care still do so through HCA contracted providers?  Once they meet the 6 month criteria, is the HCA contract provider obligated to refer this case to the capitated provider, disrupting continuity of care?

As this is written we can expect significant increasing in utilization of hospitalization. 

What about clients on an LRA who don’t meet these criteria?
	Language in ACS was changed to include:
6 month minimum timeframe does not apply to all diagnosis per DSM. Examples are: acute stress disorder, adjustment disorder, and certain psychotic disorders.





































If an LRA client does not meet ACS, the LRA monitoring requirements must still be met.  
	Final – Changes Made

	Richard VanCleave on behalf of:
	PRSN
	Dysfunction in role performance-
This section seems to be contradictory and all over the map.  Do symptoms have to be disruptive, majorly disruptive, or prevent work, school, etc.?  

What if performance is just sub-par as it also states?
	Please see details as outlined in ACS.
	Final -- 

	Richard VanCleave on behalf of:
	PRSN
	Functional Criteria for Children-
My primary concern here is that children have to have functional impairment in at least two capacities.  Frankly this is often the case, but there is some child cases where the kid functions well except at school or in the home but gets along in other settings.  Early intervention with these children can reduce time in treatment and risk of high cost services such as hospitalization.  
	Please see details as outlined in ACS.
	Final -- 

	Richard VanCleave on behalf of:
	PRSN
	Mental and behavioral Disorders due to Psychoactive Substance Use are not covered.

At what point does the state feel that a person who may have had substance induced psychosis cross the line over into schizophrenia?  I know this is a clinical question but is often very difficult to sort of for months or sometimes year
	This will be addressed when a co-occurring benefit is available from CMS.
	Final -- 

	Lisa Grosso
	NSRSN
	The document is not organized around the DSM, the diagnostic categories and coding should match the DSM-5 as it will be clinical individuals using the document and the DSM is the driver in that regard. It is fine to also include the ICD-10 coding and nomenclature, but it should be secondary to DSM-5.

There are several sections in the narrative section of the document (e.g., LOC, Authorization, etc.) that are duplicative of or in conflict with information that is in WAC, contract, etc. These sections do not need to be in this document.
	Groupings are from ICD 10 and were determined as such by the ICD 10/ACS workgroup. 
	Final --  

	Lisa Grosso
	NSRSN
	The criteria being used for SMI and SED need to be selected from known referenced sources to either broaden or narrow the door for access to care.  For example, Federal SED cites that the condition has to persist for 1 year or longer and this document says 6 months; also, capacity is not in line with SED. 
	SED description by CMS states:
 “Current or anytime in the last year.”
	Final --

	Lisa Grosso
	NSRSN
	The document does not address the 0-3 year old age group and does not reference DC: 0-3.
	Reference to all diagnostic tools and their use will be in the FAQ section or summary of changes document.
	Final -- 

	Lisa Grosso
	NSRSN
	Exclusions list at the end of the document is not complete; either don’t include exclusions or ensure the list is complete. Also, it would be helpful to include the rationale for the decision making process regarding what was included and excluded.
	Exclusion categories are complete.  There are specific codes that are referenced at the end of the document. Dx classifications e.g. sleep wake disorder.  


	Final – 
[bookmark: _GoBack]Included in training presentation

	Lisa Grosso
	NSRSN
	The language throughout the document needs to be clearer about needs, treatment expectations, etc., in relation to covered diagnoses. The language is often vague and just states diagnosis, which could be misleading and suggest the RSNs can provide services for things we cannot/should not.
	ACS does not address treatment methods. It is not intended as a clinical guide.  Medical necessity must be met. 
	Final – 
Included in training presentation


	Lisa Grosso
	NSRSN
	

	Answers embedded in attached document.
	Final – 
Highlighted areas within PDF will be included in training.

	Dr. Angela Heald
	
	**Would like Autism Spectrum Disorders to be included.  
I am “very concerned that Autistic Spectrum and Intellectual Disability diagnoses weren't on the list.  It's great the Neurocognitive Disorders will be covered, but then it makes it all the more nonsensical to not cover the ASD and ID dx.  These are folks that really should have specialty care at a CMHC available when needed (i.e. when the other functional/symptom criteria are met).

	Theses dx are covered under HCA/DDA services not part of the RSN benefit package.  If there is a co-occurring (MH) dx, the MH would be treated if ACS are met. 
	Final – 
To be included in the training

	Dr. Angela Heald
	
	(1) The lack of non-uniform level of care system across the state may be problematic. Clients can and do travel across the state. Discussing client care or obtaining collateral information may be difficult if we do not have a common language to use to discuss client status, etc.

	ACS is not LOC.  
	Final – 
To be included in the training

	Dr. Angela Heald
	
	(2) I'm not sure what to make of "discharge criteria". Does this mean discharge out of the public mental health system? Discharge back to primary care? Discharge from mental health services entirely? Discharge to a lower level of care within the level of care system that our region chooses? How will this be measured? Are there any expected "benchmarks"?

	Discharge out of the current episode of care. 
	Final -- 

	Dr. Angela Heald
	
	(3) As we move towards integration, could more substance-related conditions we added to the list of covered diagnoses? The evidence base indicates that there is an association between cannabis use and psychotic disorders; we also see this frequently (though only anecdotally) with methamphetamine. My concern is that individuals with psychotic symptoms who may benefit from early intervention will not receive treatment because their working diagnosis is "substance-induced psychosis". Furthermore, even if the individual develops chronic psychosis, the diagnosis may remain "substance-induced psychosis".

	This will be addressed when a co-occurring benefit is available from CMS.
	Final -- 

	Dr. Angela Heald
	
	(4) While I think I understand the reasons for excluding "pervasive and specific developmental disorders" from the covered diagnosis list, the population with these diagnoses (particularly autism spectrum conditions) may not receive treatment that they could benefit from. Their function is often significantly impaired and publicly-funded primary care may not have the resources or skills to address these symptoms that mental health staff have. (For the sake of comparison, someone with an autism spectrum disorder, which is not on the list, may have significantly worse function than someone with unspecified anxiety disorder, which is on the list.)
 

	Theses dx are covered under HCA/DDA services not part of the RSN benefit package.  If there is a co-occurring (MH) dx, the MH would be treated if ACS are met.
	Final -- 

	Dr. Angela Heald
	
	Does the assessment and diagnosis for continued care need to be done by a “mental health professional?”  First assessment and diagnosis is usually done by MPHs at intake.  How about reassessment at retier?  If an MHP is required, that has implications for most King County providers. 

	Good practice is a face to face encounter.  The person must have the appropriate credentials to confirm, update diagnostics and medical necessity. 
Access to Care Standards are not intended solely to serve as continuing stay criteria.
	Final -- 
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INTRODUCTION AND SCOPE



The statewide Access to Care Standards describes the minimum standards and criteria for clinical eligibility for behavioral health services for the Regional Support Network/Behavioral Health Organization (RSN/BHO) care delivery system. Medicaid enrollees are eligible for all outpatient and residential levels of care and clinical services in the Medicaid State Plan, based on medical necessity and the Access to Care Standards.	Comment by Crane, Kathleen: These Standards do not yet address substance use disorder criteria.



BACKGROUND



The Division of Behavioral Health and Recovery (DBHR) Access to Care Standards provide Regional Support Networks (RSN) and their contracted Community Mental Health Agencies (CMHA) with guidelines to determine eligibility for authorization of mental health services for individuals served through the Washington state public mental health system. These guidelines describe eligibility for services available to Medicaid enrollees through the Washington State public mental health system.



The guidelines are the result of an emphasis that began 30 years ago to establish medical treatment policy for those dealing with a major mental illness. During the 1980’s, the Federal government began monitoring the care provided to movement of individuals diagnosed with a major mental illness through the service systems, as well as monitor, including  the type and duration of services that were provided to them. Diagnosis (as listed in the DSM-III edition), functional impairment and duration of illness were the criteria used to define the target population as individuals with “chronic mental illness.” Stakeholders were invested in the development of medically necessary community-based mental health services with the intent of decreasing disability and mortality in the “chronically mentally ill” populations.



By 1992, Congress directed Health and Human Services to develop a Federal definition of Serious Mental Illness (SMI) to assist in monitoring incidence and prevalence rates among states, particularly for those states applying for grant funds to support mental health services. An additional definition was created to include children, and is referred to as Seriously Emotionally Disturbed (SED). This includes children with mental health disorders that result in behavioral or conduct disorder problems, and cause functional impairment.



The guidelines for SMI and SED have become essential elements in the “managed care” model of providing services with Medicaid funds. In 2002 the President’s New Freedom Commission was formed to study the mental health service delivery system within communities. Their research led to recommendations for systems that would “enable adults with serious mental illnesses and children with serious emotional disturbance to live, work, learn, and participate fully in their communities”, thus moving toward recovery, resilience and prevention. The order inspired many states to create managed care organizations to oversee services for Medicaid recipients who met the criteria for SMI and SED. Washington State Division of Behavioral Health and Recovery (DBHR), formerly the Mental Health Division,  formed a workgroup to create Access to Care Standards, eligibility and authorization criteria for services for this population. The standards were established and made available to each Regional Support Network (RSN) on 01 January 2003. These standards guide providers in determining who is eligible for services, as well as what types of services are best suited to meet the enrollees’ needs.



More recently, several changes occurring within a close time frame have necessitated the revision of Washington DBHR Access to Care Standards. The major changes are the deployment of the DSM-5 in 2014 which eliminates the Global Assessment of Functioning Scale (GAF), and the CMS mandate to implement ICD 10 coding by 01 October 2015. Without the use of the GAF score, a way to assess level of functioning was still necessary to determine eligibility of services for RSN enrollees. A workgroup to accomplish this was formed, comprised of clinicians from RSNs, DBHR staff, other state affiliated organizations, and consumer advocates. The workgroup desired a standardized way to help providers identify eligible diagnoses, determine functional impairment, and determine the most appropriate service/s that can be provided within the individual’s community setting.



CODING AND SYSTEM CHANGES



Periodically, new diagnosis codes may be added/changed/removed by CMS to the ICD-10-CM listing or its successor. As necessary, updates to the Access to Care Standards may be updated to incorporate published coding changes. Further, there will be a future

update to the Access to Care Standards to accommodate the changes from the mental health-only system to the behavioral health system.



ELIGIBILITY REQUIREMENTS FOR AUTHORIZATION OF SERVICES FOR RSN/BHO MEDICAID RECIPIENTS



The following are intended to present minimum standards for authorization for Medicaid services. The application of these standards is expected to be used consistently across the state. A consumer is authorized for a singular diagnosis; however, during the course of treatment other diagnoses may be treated as they become known. The Access to Care Standards are not intended solely to serve as continuing stay criteria.	Comment by Crane, Kathleen: We understand that DBHR does not intend to apply these Access to Care standards as continuing stay criteria.



An individual must meet medical necessity before being considered for Medicaid services. Authorizing entities must demonstrate medical necessity on all mental health assessments/intakes, as well as continuing stay authorization documents. The five (5) medical necessity criteria are presented below:



1. The individual has a mental illness as determined by a Mental Health Professional (MHP) in a face-to-face intake/assessment. The diagnosis must be included as a covered diagnosis in the list of Covered Diagnoses;.

2. The individual’s impairment(s) and corresponding need(s) must be the result of a mental illness. The individual must meet the Functional Criteria for Serious Mental Illness (SMI) or Seriously Emotionally Disturbed (SED);.

3. The intervention is deemed to be reasonably necessary to improve, stabilize, or prevent deterioration of functioning resulting from the presence of a mental illness;.

4. The individual is expected to benefit from the intervention; and, .

5. The individual’s unmet need(s) cannot be more appropriately met by any other formal or informal system or support.



ACCESS TO CARE – DESCRIPTORS



COVERED DIAGNOSES



Assessment is provided by a mental health professional and determines the presence of a covered mental health diagnosis. Special population consultation shouldmay be considered, as appropriate. For children, the assessment must be completed by, or inunder the supervision of consultation with, a child mental health specialist.



PERSONS MAY QUALIFY FOR SERVICES UNDER SED OR SMI DETERMINATIONS







FUN CTIONAL CRITERIA FOR SMI DETE RMINATIO N	Comment by Crane, Kathleen: These appear to set higher standards of severity and acuity than the current Access to Care standards (e.g., individuals qualify with current functional impairment equivalent to GAF of 50, excluding those with GAF of 50-60 who currently qualify). 



To meet the functional criteria for SMI, a person must have, as a result of a qualifying diagnosis, current dysfunction in at least one of the following four (4) domains, as described below. This dysfunction has been present for most of the past twelve months or for most of the past six months with an expected continued duration of at least six months:	Comment by Crane, Kathleen: This may exclude individuals with first break conditions, etc.



1. Inability to live in an independent or family setting without supervision support

Neglect or disruption of ability to attend to basic needs. Needs assistance in caring for self. Unable to care for self in safe or sanitary manner. Housing, food, and clothing must be provided or arranged for by others. Unable to attend to the majority of one or more basic needs of hygiene, grooming, nutrition, medical, and/or dental care. Unwilling to seek necessary medical/dental care for serious medical or dental conditions. Refuses treatment for life threatening illnesses because of behavioral health disorder.

2. A risk of serious harm to self or others

Seriously disruptive to family and/or community. Pervasively or imminently dangerous to self or others’ bodily safety. Regularly engages in assaultive behavior. Has been arrested, incarcerated, hospitalized, or at risk of confinement because

- - DRAFT - -





of dangerous behavior. Persistently neglectful or abusive towards others in the person’s care. Severe disruption of daily life due to frequent thoughts of death, suicide, or self-harm, often with behavioral intent and/ora plan.	Comment by Crane, Kathleen: Unclear what this means?

3. Dysfunction in role performance

Frequently disruptive or in trouble at work or at school. Frequently terminated from work or suspended/expelled from school. Major disruption of role functioning. Requires structured or supervised work or school setting. Performance significantly below expectation for cognitive/developmental level. Unable to work, attend school, or meet other developmentally appropriate responsibilities.

4. Risk of deterioration

Persistent or chronic factors such as social isolation, poverty, extreme chronic stressors., and cCare is complicated and requires multiple providers. Also, consumers with past psychiatric history, with gains in functioning that have not solidified or are a result of current compliance only. cannot be maintained without treatment and/or supports.



FUNCTIONAL CRITERIA FOR SE D DETERMINATION



Must be a person under the age of 21.



To meet the functional criteria for SED, a person must have, as a result of a qualifying diagnosis, dysfunction in at least two (2) of the following Capacities or one (1) of the Symptoms from the groups listed. Duration of the dysfunction must be present, or expected to persist, for six (6) months.	Comment by Crane, Kathleen: Summary document states must have dysfunction in only one of the capacities.





CAPACITIES



1. Functioning in self-care

Impairment in age-appropriate self-care is manifested by a person’s consistent inability to take care of personal grooming, hygiene, clothes, and/or meeting of nutritional needs.

2. Functioning in community

Inability to maintain safety without assistance; a consistent lack of age-appropriate behavioral controls, decision making, and/or judgment, and value systems any of which may result increase the risk for in potential out-of-home placement.

3. Functioning in social relationships

Impairment of social relationships is manifested by the consistent inability to develop and maintain satisfactory relationships with peers and adults. Children and adolescents exhibit constrictions in their capacities for shared attention, engagement, initiation of two-way effective communication, and shared social problem solving.

4. Functioning in the family

Impairment in family function is manifested by a pattern of significantly disruptive behavior exemplified by repeated and/or unprovoked violence to siblings and/or parents and/or caretakers (e.g., foster parents), disregard for safety and welfare of self or others (e.g., fire setting, serious and chronic destructiveness, inability to conform to reasonable expectations that may result in removal from the family or its equivalent). Child-caregiver and family characteristics do not include developmentally based adaptive patterns that support social-emotional well-being. For early childhood functioning, major impairments undermine the fundamental foundation of healthy functioning exhibited by:

· rarely or minimally seeking comfort in distress

· limited positive affect and excessive levels of irritability, sadness, or fear

· disruptions in feeding and sleeping patterns

· failure, even in unfamiliar settings, to check back with adult caregivers after venturing away

· willingness to go off with unfamiliar adult with minimal or no hesitation

· regression of previously learned skills

5. Functioning at school/work

Impairment in school/work function is manifested by an inability to pursue educational goals in a normal time frame (e.g., consistently failing grades, repeated truancy, expulsion, property damage or violence toward others); identification by an



IEP team as having an Emotional/Behavioral Disability; or inability to be consistently employed at a self-sustaining level (e.g., inability to conform to work schedule, poor relationships with supervisor and other workers, hostile behavior on the job).





SYMPTOMS



1. Psychotic symptoms

Symptoms that are characterized by defective or loss oft contact with reality, often with hallucinations or delusions.

2. Danger to self, others, or property as a result of emotional disturbance

The individual is self-destructive (e.g., at risk for suicide, and/or at risk for causing injury to self, other persons, or significant damage to property.)

3. Trauma Symptoms

Children experiencing or witnessing serious unexpected events that threaten them or others. Children and adolescents who have been exposed to a known single event or series of discrete events experience a disruption in their age-expected range of emotional and social developmental capacities.



LEVEL OF CARE (LOC) AN D INTENSITY OF SERVICE DETERMINATION



· Authorizing entities (i.e., RSN’s/BHO’s) must develop a method of determining appropriate Levels of Care (LOC) to assist Service Providers with assigning authorized individuals appropriate service levels packages, with the appropriate service intensity.

· Assignment into an appropriate Level of Care (LOC) is based on the individual’s need(s) andthe specific SMI (adult) or SED (children) criteria.

· The individual’s need(s) Level of Care, and specific SMI/SED criteria must be reflected on the individualized and mutually- developed treatment/service plan.

· The Individualized Treatment/Service Plan (ITP/ISP) must demonstrate that the selected intervention(s) are medically necessary, and reasonably necessary to improve, stabilize, or prevent deterioration of functioning resulting from the presence of a mental illness.



PERIOD OF AUTHORIZATION



The period of authorization may be up to twelve (12) months of care as determined by medical necessity and treatment goal(s).



TRANSITION PLANNIN G



· Consumers who require services beyond the initial authorization period must continue to meet medical necessity criteria.

Authorizing entities must establish continuing stay criteria, to include a Level of Care (LOC) system that allows for movement along a continuum of care inclusive of discharge. discontinuing or reducing  treatment services in lieu of alternative services and supports. 	Comment by Crane, Kathleen: The term discharge is not typically utilized outside of an inpatient setting.  Consideration should routinely be given to less restrictive and/or more appropriate services, based upon the individual’s preferences, needs, and/or progress.

· Authorizing entities must ensure that Network Providers have a system in place for establishing discharge  continued stay criteria at the time of initial admission assessment. Discharge criteriaProgress must be reviewed with the consumer at regular intervals throughout the episode of care.



MODALITY SET



The full scope of available treatment modalities may be provided based on clinical assessment, medical necessity, and individual need. Access to State Plan Modalities is based on clinical assessment, medical necessity, and individual need.



DUAL DIAGNOSIS



Individuals who have both a covered and non-covered diagnosis may be eligible for service based on the covered diagnosis.



COVERED DIAGNOSTIC CLASSIFICATIONS



The diagnoses listed in the following tables are the only covered diagnoses for the RSN/BHO system. Descriptions in the tables below that are italicized are the ICD-10-CM description for the ICD-10-CM code. Non-italicized descriptions are from DSM-5.



[F01-F09] MENTAL DISORDERS DUE TO KNOWN PHYSIOLOGICAL CONDITIONS



ICD-10-CM Code	Description



F01.50	Vascular dementia without behavioral disturbance

Probable Major Vascular Neurocognitive Disorder, Without behavioral disturbance F01.51	Vascular dementia with behavioral disturbance

Probable Major Vascular Neurocognitive Disorder, With behavioral disturbance



F02.80	Dementia in other diseases classified elsewhere without behavioral disturbance   Major Neurocognitive Disorder Due to Prion Disease, Without behavioral disturbance Major Neurocognitive Disorder Due to HIV Infection, Without behavioral disturbance

Major Neurocognitive Disorder Due to Huntington’s Disease, Without behavioral disturbance

Major Neurocognitive Disorder Due to Parkinson’s Disease, Without behavioral disturbance Major Neurocognitive Disorder Due to Alzheimer’s Disease, Without behavioral disturbance Major Neurocognitive Disorder Due to Frontotemporal Lobar Degeneration, Without behavioral

disturbance



Major Neurocognitive Disorder With Lewy Bodies, Without behavioral disturbance

Major Neurocognitive Disorder Due to Multiple Etiologies, Without behavioral disturbance F02.81	Dementia in other diseases classified elsewhere with behavioral disturbance

Major Neurocognitive Disorder Due to Prion Disease, With behavioral disturbance

Major Neurocognitive Disorder Due to HIV Infection, With behavioral disturbance



Major Neurocognitive Disorder Due to Huntington’s Disease, With behavioral disturbance Major Neurocognitive Disorder Due to Parkinson’s Disease, With behavioral disturbance Major Neurocognitive Disorder Due to Alzheimer’s Disease, With behavioral disturbance

Major Neurocognitive Disorder Due to Frontotemporal Lobar Degeneration, With behavioral disturbance

Major Neurocognitive Disorder With Lewy Bodies, With behavioral disturbance



Major Neurocognitive Disorder Due to Multiple Etiologies, With behavioral disturbance







		[F20 -F29] SCHIZOPHRENIA, SCHIZOTYPAL, DE LUSIONAL, AND OTHER NON -MOOD PSYCHOTIC DISORDERS



		

		ICD-10-CM Code	Description

		



		

		F20.81

		Schizophreniform disorder

Schizophreniform Disorder

		



		

		F20.9

		Schizophrenia, unspecified

Schizophrenia

		







		ICD-10-CM Code

		Description



		

F21

		

Schizotypal disorder



		

		Schizotypal (Personality) Disorder



		F22

		Delusional disorders



		

		Delusional Disorder



		F23

		Brief psychotic disorder



		

		Brief Psychotic Disorder



		F25.0

		Schizoaffective disorder, bipolar type



		

		Schizoaffective Disorder, Bipolar Type



		F25.1

		Schizoaffective disorder, depressive type



		

		Schizoaffective Disorder, Depressive Type



		F28

		Other psychotic disorder not due to a substance or known physiological condition



		

		Other specified schizophrenia spectrum and other psychotic disorder











		[F30-F39] MOOD (AFFECTIVE) DISORDERS



		

		ICD-10-CM Code	Description

		



		

		F31.0

		Bipolar disorder, current episode hypomanic

Bipolar I Disorder, Current or most recent episode hypomanic

		



		

		F31.11

		Bipolar disorder, current episode manic without psychotic features, mild

Bipolar I Disorder, Current or most recent episode manic, Mild

		



		

		F31.12

		Bipolar disorder, current episode manic without psychotic features, moderate

Bipolar I Disorder, Current or most recent episode manic, Moderate

		



		

		F31.13

		Bipolar disorder, current episode manic without psychotic features, severe



Bipolar I Disorder, Current or most recent episode manic, Severe

		



		

		F31.2

		Bipolar disorder, current episode manic severe with psychotic features



Bipolar I Disorder, Current or most recent episode manic, With psychotic features

		



		

		F31.31

		Bipolar disorder, current episode depressed, mild



Bipolar I Disorder, Current or most recent episode depressed, Mild

		



		

		

F31.32

		

Bipolar disorder, current episode depressed, moderate

Bipolar I Disorder, Current or most recent episode depressed, Moderate

		



		

		

F31.4

		

Bipolar disorder, current episode depressed, severe, without psychotic features

Bipolar I Disorder, Current or most recent episode depressed, Severe

		



		

		

F31.5

		

Bipolar disorder, current episode depressed, severe, with psychotic features

Bipolar I Disorder, Current or most recent episode depressed, With psychotic features

		



		

		F31.71

		Bipolar disorder, in partial remission, most recent episode hypomanic

Bipolar I Disorder, Current or most recent episode hypomanic, In partial remission

		







		ICD-10-CM Code

		Description



		

F31.72

		

Bipolar disorder, in full remission, most recent episode hypomanic



		

		Bipolar I Disorder, Current or most recent episode hypomanic, In full remission



		F31.75

		Bipolar disorder, in partial remission, most recent episode depressed



		

		Bipolar I Disorder, Current or most recent episode depressed, In partial remission



		F31.76

		Bipolar disorder, in full remission, most recent episode depressed



		

		Bipolar I Disorder, Current or most recent episode depressed, In full remission



		F31.81

		Bipolar II disorder



		

		Bipolar II Disorder



		F31.89

		Other bipolar disorder



		

		Other Specified Bipolar and Related Disorder



		F31.9

		Bipolar disorder, unspecified



		

		Bipolar I Disorder, Current or most recent episode manic, unspecified



		

		Bipolar I Disorder, Current or most recent episode hypomanic, unspecified



		

		Bipolar I Disorder, Current or most recent episode depressed, unspecified



		

		Bipolar I Disorder, Current or most recent episode unspecified



		

F32.0

		

Major depressive disorder, single episode, mild



		

		Major Depressive Disorder, Single episode, Mild



		

F32.1

		

Major depressive disorder, single episode, moderate



		

		Major Depressive Disorder, Single episode, Moderate



		F32.2

		Major depressive disorder, single episode, severe without psychotic features



		

		Major Depressive Disorder, Single episode, Severe



		F32.3

		Major depressive disorder, single episode, severe with psychotic features



		

		Major Depressive Disorder, Single episode, With psychotic features



		F32.4

		Major depressive disorder, single episode, in partial remission



		

		Major Depressive Disorder, Single episode, In partial remission



		F32.5

		Major depressive disorder, single episode, in full remission



		

		Major Depressive Disorder, Single episode, In full remission



		F32.8

		Other depressive episodes



		

		Other Specified Depressive Disorder



		F32.9

		Major depressive disorder, single episode, unspecified



		

		Major Depressive Disorder, Single episode, Unspecified



		

		Unspecified Depressive Disorder



		F33.0

		Major depressive disorder, recurrent, mild



		

		Major Depressive Disorder, Recurrent episode, Mild



		F33.1

		Major depressive disorder, recurrent, moderate



		

		Major Depressive Disorder, Recurrent episode, Moderate







		ICD-10-CM Code

		Description



		

F33.2

		

Major depressive disorder, recurrent severe without psychotic features



		

		Major Depressive Disorder, Recurrent episode, Severe



		F33.3

		Major depressive disorder, recurrent, severe with psychotic symptoms



		

		Major Depressive Disorder, Recurrent episode, With psychotic features



		F33.41

		Major depressive disorder, recurrent, in partial remission



		

		Major Depressive Disorder, Recurrent episode, In partial remission



		F33.42

		Major depressive disorder, recurrent, in full remission



		

		Major Depressive Disorder, Recurrent episode, In full remission



		F33.9

		Major depressive disorder, recurrent, unspecified



		

		Major Depressive Disorder, Recurrent episode, Unspecified



		F34.0

		Cyclothymic disorder



		

		Cyclothymic Disorder



		F34.1

		Dysthymic disorder



		

		Persistent Depressive Disorder (Dysthymia)



		

F34.8

		

Other persistent mood [affective] disorders



		

		Disruptive Mood Dysregulation Disorder











		[F40-F49] ANXIETY, DISSOCIATIVE, STRESS-RELATED, SOMATOFORM AND OTHER NONPSYCHOTIC MEN TAL DISORDERS



		

		ICD-10-CM Code	Description

		



		

		F40.00

		Agoraphobia, unspecified

Agoraphobia

		



		

		F40.10

		Social phobia, unspecified



Social Anxiety Disorder (Social Phobia)

		



		

		F40.218

		Other animal type phobia Specific Phobia, Animal

		



		

		F40.228

		Other natural environment type phobia



Specific Phobia, Natural environment

		



		

		

F40.230

		

Fear of blood

Specific Phobia, Blood-injection-injury, Fear of blood

		



		

		

F40.231

		

Fear of injections and transfusions

Specific Phobia, Blood-injection-injury, Fear of injections or transfusions

		



		

		

F40.232

		

Fear of other medical care

Specific Phobia, Blood-injection-injury, Fear of other medical care

		



		

		F40.233

		Fear of injury

Specific Phobia, Blood-injection-injury, Fear of injury

		









		ICD-10-CM Code

		Description



		

F40.248

		

Other situational type phobia

Specific Phobia, Situational



		F40.298

		Other specified phobia

Specific Phobia, Other



		F41.0

		Panic disorder [episodic paroxysmal anxiety] without agoraphobia

Panic Disorder



		F41.1

		Generalized anxiety disorder



Generalized Anxiety Disorder



		F41.8

		Other specified anxiety disorders



Other Specified Anxiety Disorder



		F41.9

		Anxiety disorder, unspecified



Unspecified Anxiety Disorder



		F42

		Obsessive-compulsive disorder Obsessive-Compulsive Disorder Hoarding Disorder

Other Specified Obsessive-Compulsive and Related Disorder

Unspecified Obsessive-Compulsive and Related Disorder



		

F43.0

		

Acute stress reaction

Acute Stress Disorder



		F43.10

		Post-traumatic stress disorder, unspecified

Posttraumatic Stress Disorder (includes Posttraumatic Stress Disorder for Children 6 Years and Younger)



		F43.20

		Adjustment disorder, unspecified

Adjustment Disorders, Unspecified



		F43.21

		Adjustment disorder with depressed mood



Adjustment Disorders, With depressed mood



		F43.22

		Adjustment disorder with anxiety



Adjustment Disorders, With anxiety



		F43.23

		Adjustment disorder with mixed anxiety and depressed mood



Adjustment Disorders, With mixed anxiety and depressed mood



		F43.24

		Adjustment disorder with disturbance of conduct



Adjustment Disorders, With disturbance of conduct



		

F43.25

		

Adjustment disorder with mixed disturbance of emotions and conduct

Adjustment Disorders, With mixed disturbance of emotions and conduct



		

F43.8

		

Other reactions to severe stress

Other specified trauma- and stressor-related disorder
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		ICD-10-CM Code

		Description



		

F44.0

		

Dissociative amnesia

Dissociative Amnesia



		F44.1

		Dissociative fugue

Dissociative Amnesia, With dissociative fugue



		F44.4

		Conversion disorder with motor symptom or deficit

Conversion Disorder (Functional Neurological Symptom Disorder), With weakness or paralysis Conversion Disorder (Functional Neurological Symptom Disorder), With abnormal movement Conversion Disorder (Functional Neurological Symptom Disorder), With swallowing symptoms

Conversion Disorder (Functional Neurological Symptom Disorder), With speech symptoms



		F44.5

		Conversion disorder with seizures or convulsions



Conversion Disorder (Functional Neurological Symptom Disorder), With attacks or seizures



		F44.6

		Conversion disorder with sensory symptom or deficit

Conversion Disorder (Functional Neurological Symptom Disorder), With anesthesia or sensory loss Conversion Disorder (Functional Neurological Symptom Disorder), With special sensory symptom



		F44.7

		Conversion disorder with mixed symptom presentation

Conversion Disorder (Functional Neurological Symptom Disorder), With mixed symptoms



		F44.81

		Dissociative identity disorder

Dissociative Identity Disorder



		F44.89

		Other dissociative and conversion disorders



Other Specified Dissociative Disorder



		F44.9

		Dissociative and conversion disorder, unspecified



Unspecified Dissociative Disorder



		F45.1

		Undifferentiated somatoform disorder



Somatic Symptom Disorder



		

F45.21

		

Hypochondriasis

Illness Anxiety Disorder



		

F45.22

		

Body dysmorphic disorder

Body Dysmorphic Disorder



		

F45.8

		

Other somatoform disorders

Other Specified Somatic Symptom and Related Disorder



		F45.9

		Somatoform disorder, unspecified

Unspecified Somatic Symptom and Related Disorder



		F48.1

		Depersonalization-derealization syndrome

Depersonalization/Derealization Disorder
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		[F50-F59] BEHAVIORAL SYNDROMES ASSOCIATED WITH PHYSIOLOGICAL DISTURBANCES AN D PHYSICAL FACTORS



		

		ICD-10-CM Code	Description

		



		

		

F50.01

		

Anorexia nervosa, restricting type

Anorexia Nervosa, Restricting type

		



		

		F50.02

		Anorexia nervosa, binge eating/purging type

Anorexia Nervosa, Binge-eating/purging type

		



		

		F50.2

		Bulimia nervosa

Bulimia Nervosa

		











		[F60 -F69] DISORDE RS OF AD ULT PE RSONALITY AN D BEHAVIOR



		

		ICD-10-CM Code	Description

		



		

		F60.0

		Paranoid personality disorder



Paranoid Personality Disorder

		



		

		

F60.1

		

Schizoid personality disorder

Schizoid Personality Disorder

		



		

		

F60.2

		

Antisocial personality disorder

Antisocial Personality Disorder

		



		

		

F60.3

		

Borderline personality disorder

Borderline Personality Disorder

		



		

		F60.4

		Histrionic personality disorder

Histrionic Personality Disorder

		



		

		F60.5

		Obsessive-compulsive personality disorder

Obsessive-Compulsive Personality Disorder

		



		

		F60.6

		Avoidant personality disorder



Avoidant Personality Disorder

		



		

		F60.7

		Dependent personality disorder



Dependent Personality Disorder

		



		

		F60.81

		Narcissistic personality disorder



Narcissistic Personality Disorder

		



		

		

F60.89

		

Other specific personality disorders

Other Specified Personality Disorder

		



		

		

F60.9

		

Personality disorder, unspecified

Unspecified Personality Disorder

		



		

		

F63.81

		

Intermittent explosive disorder

Intermittent explosive disorder

		



		

		F68.10

		Factitious disorder, unspecified

Factitious Disorder (includes Factitious Disorder Imposed on Self, Factitious Disorder Imposed on Another)

		











		[F90-F98] BEHAVIORAL AND EMOTION AL DISORDERS WITH ON SE T USUALLY OCCURRING IN CHILDHOOD AND ADOLESCENCE



		

		ICD-10-CM Code	Description

		



		

		

F90.0

		

Attention-deficit hyperactivity disorder, predominantly inattentive type

Attention-Deficit/Hyperactivity Disorder, Predominantly inattentive presentation

		



		

		

F90.1

		

Attention-deficit hyperactivity disorder, predominantly hyperactive type

Attention-Deficit/Hyperactivity Disorder, Predominantly hyperactive/impulsive presentation

		



		

		F90.2

		Attention-deficit hyperactivity disorder, combined type

Attention-Deficit/Hyperactivity Disorder, Combined Presentation

		



		

		F90.8

		Attention-deficit hyperactivity disorder, other type

Other Specified Attention-Deficit/Hyperactivity Disorder

		



		

		F90.9

		Attention-deficit hyperactivity disorder, unspecified type



Unspecified Attention-Deficit/Hyperactivity Disorder

		



		

		F91.1

		Conduct disorder, childhood-onset type



Conduct Disorder, Childhood-onset type

		



		

		F91.2

		Conduct disorder, adolescent-onset type



Conduct Disorder, Adolescent-onset type

		



		

		F91.3

		Oppositional defiant disorder



Oppositional Defiant Disorder

		



		

		

F91.8

		

Other conduct disorders

Other Specified Disruptive, Impulse-Control, and Conduct Disorder

		



		

		

F91.9

		

Conduct disorder, unspecified

Conduct Disorder, Unspecified onset

Unspecified Disruptive, Impulse-Control, and Conduct Disorder

		



		

		F93.0

		Separation anxiety disorder of childhood



Separation Anxiety Disorder

		



		

		F94.0

		Selective mutism



Selective Mutism

		



		

		F94.1

		Reactive attachment disorder of childhood



Reactive Attachment Disorder

		



		

		

F94.2

		

Disinhibited attachment disorder of childhood

Disinhibited Social Engagement Disorder

		







DIAGNOSTIC CLASSIFICATIONS NOT COVERED



· [F10-F19] Mental and Behavioral Disorders due to Psychoactive Substance Use

· [F70-F79] Intellectual Disabilities

· [F80-F89] Pervasive and Specific Developmental Disorders

· [F99] Unspecified Mental Disorder



SOURCES



· ICD-10-CM Codes and Descriptions – FY2015 code descriptions

ftp://ftp.cdc.gov/pub/Health_Statistics/NCHS/Publications/ICD10CM/2015/
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1. Outpatient ACS and Inpatient Dx list don't match; prefer that inpatient list matches outpatient list

2. Additional to expected benefit - Intervention is evidence-based or different plan than failed plan
3. What is the transition for people who met previous ACS, but not current? 
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INTRODUCTION AND SCOPE

The statewide Access to Care Standards describes the minimum standards and criteria for clinical eligibility for behavioral health
services for the Regional Support Network/Behavioral Health Organization (RSN/BHO) care delivery system. Medicaid enrollees are
eligible for all outpatient and residential levels of care and clinical services based on medical necessity and the Access to Care
Standards.

BACKGROUND

The Division of Behavioral Health and Recovery (DBHR) Access to Care Standards provide Regional Support Networks (RSN) and their
contracted Community Mental Health Agencies (CMHA) with guidelines to determine eligibility for authorization of mental health
services for individuals served through the Washington state public mental health system. These guidelines describe eligibility for
services available to Medicaid enrollees through Washington State public mental health system.

The guidelines are the result of an emphasis that began 30 years ago to establish medical treatment policy for those dealing with a
major mental illness. During the 1980’s, the Federal government began monitoring the movement of individuals diagnosed with a
major mental illness through the service systems, as well as monitor the services that were provided to them. Diagnosis (as listed in
the DSM-III edition), functional impairment and duration of illness were the criteria used to define the target population as
individuals with “chronic mental illness.” Stakeholders were invested in the development of medically necessary community-based
populations.

mental health services with the intent of decreasing disability and mortality in the “chronically mentally ill”
By 1992, Congress directed Health and Human Services to develop a Federal definition of Serious Mental lliness (SMI) to assist in
monitoring incidence and prevalence rates among states, particularly for those states applying for grant funds to support mental
health services. An additional definition was created to include children, and is referred to as Seriously Emotionally Disturbed (SED).
This includes children with mental health disorders that result in behavioral or conduct disorder, and cause functional impairment.

The guidelines for SMI and SED have become essential elements in the “managed care” model of providing services with Medicaid
funds. In 2002 the President’s New Freedom Commission was formed to study the mental health service delivery system within
communities. Their research led to recommendations for systems that would “enable adults with serious mental illnesses and
children with serious emotional disturbance to live, work, learn, and participate fully in their communities”, thus moving toward
recovery, resilience and prevention. The order inspired many states to create managed care organizations to oversee services for
Medicaid recipients who met the criteria for SMI and SED. Washington State Division of Behavioral Health and Recovery (DBHR)
formed a workgroup to create Access to Care Standards eligibility and authorization criteria for services for this population. The
standards were established and made available to each Regional Support Network (RSN) on 01 January 2003. These standards guide
providers in determining who is eligible for services, as well as what types of services are best suited to meet the enrollees’ needs.

More recently, several changes occurring within a close time frame have necessitated the revision of Washington DBHR Access to
Care Standards. The major changes are the deployment of the DSM-5 in 2014 which eliminates the Global Assessment of
Functioning Scale (GAF), and the CMS mandate to implement ICD 10 coding by 01 October 2015. Without the use of the GAF score, a
way to assess level of functioning was still necessary to determine eligibility of services for RSN enrollees. A workgroup to
accomplish this was formed, comprised of clinicians from RSNs, DBHR staff, other state affiliated organizations, and consumer
advocates. The workgroup desired a standardized way to help providers identify eligible diagnoses, determine functional
impairment, and determine the most appropriate service/s that can be provided within the individual’s community setting.

CODING AND SYSTEM CHANGES

Periodically, new diagnosis codes may be added/changed/removed by CMS to the ICD-10-CM listing or its successor. As necessary,
updates to the Access to Care Standards may be updated to incorporate published coding changes. Further, there will be a future
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update to the Access to Care Standards to accommodate the changes from the mental health-only system to the behavioral health

system.

ELIGIBILITY REQUIREMENTS FOR AUTHORIZATION OF SERVICES FOR RSN/BHO MEDICAID RECIPIENTS

The following are intended to present minimum standards for authorization for Medicaid services. The application of these
standards is expected to be used consistently across the state. A consumer is authorized for a singular diagnosis; however, during
the course of treatment othes may be treated as they become known. The Access to Care Standards are not intended
solely to serve as continuing 5ta eria.

An individual must meet medical necessity before being considered for Medicaid services. Authorizing entities must demonstrate
medical necessity on all mental health assessments/intakes, as well as continuing stay authorization documents. The five (5)
medical necessity criteria are presented below:

1. Theindividual has a mental iliness as determined by a Mental Health Professional (MHP) in a face-to-face
intake/assessment. The diagnosis must be included as a covered diagnosis in the list of Covered Diagnoses.

2. Theindividual’s impairment(s) and corresponding need(s) must be the result of a mental iliness. The individual must meet
the Functional Criteria for Serious Mental lliness (SMI) or Seriously Emotionally Disturbed (SED).

3. Theintervention is deemed to be reasonably necessary to improve, stabilize, or prevent deterioration of functioning
resulting from the presence of a mental illness.

4. Theindividual is expected to benefit from the intervention.

5. The individual’s unmet need(s) cannot be more appropriately met by any other formal or informal system or support@

ACCESS TO CARE — DESCRIPTORS

COVERED DIAGNOSES @

Assessment is provided by a mental health professional and determines the presence of a covered mental health diagnosis. Special
population consultation should be considered. For children, the assessment must be completed by, or in consultation with, a child

mental health specialist. @@

PERSONS MAY QUALIFY FOR SERVICES UNDER SED OR SMI DETERMINATIONS @

FUNCTIONAL CRITERIA FOR SMI DETERMINATION @

To meet the functional criteria for SMI, a person must have, as a result of a qualifying diagnosis, current dysfunction in at least one
of the following four (4) domains, as described below. This dysfunction has been present for most of the past twelve months or for
most of the past six months with an expected continued duration of at least six months:

1. Inability to live in an independent or family setting without supervision
Neglect or disruption of ability to attend to basic needs. Needs assistance in caring for self. Unable to care for self in safe
or sanitary manner. Housing, food, and clothing must be provided or arranged for by others. Unable to attend to the
majority of basic needs of hygiene, grooming, nutrition, medical, and dental care. UnwiIIi @ necessary
medical/dental care for serious medical or dental conditions. Refuses treatment for life threa illnesses because of
behavioral health disorder.

2. Arrisk of serious harm to self or others
Seriously disruptive to family and/or community. Pervasively or imminently dangerous to self or others’ bodily safety.
Regularly engages in assaultive behavior. Has been arrested, incarcerated, hospitalized, or at risk of confinement because
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should be "other covered diagnoses may be treated as they become known"

Noncovered diagnoses would be covered through care coordination with other, appropriate systems
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Completed by or in consultation with a CMHS is not WAC or contract requirement
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We would like the document to be more supportive/clear in the issues outlined in 1-5 that these expectations of medical necessity are in relation to covered diagnoses.
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What is the source for these definitions and what is the link to that source?
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My understanding is that the new ACS are meant to encompass the same group of people as the current - these standards seem to require a significantly greater level of impairment than the current requirement of moderate impairment in one domain and a GAF below 60. Primarily it seems the new standards will rule out the A dx folks with GAF of 50-60, who currently fall into the brief intervention category of services. My guess would be they also rule IN a significant proportion of  "B" diagnosis folks who wouldn't have previously met the additional criteria. 
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"Unwilling" or "Refuses" due to mental health symptoms. Simply not wanting to get medical or dental care isn't necessarily a reflection of a mental health issues and is up to the individual.
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It would be useful to highlight the need to conduct an adequate differential diagnosis per DSM-5
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It is the requirement in the current ACS
Multiple sources...

We will address these issues in our training-there is more focus on functional impairment in this version to better reflect the changes in DSM 
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of dangerous behavior. Persistently neglectful or abusive towards others in the person’s care. Severe disruption of daily

life due to frequent thoughts of death, suicide, or self-harm, often with behavioral intent and/or plan.

Dysfunction in role performance

Frequently disruptive or in trouble at work or at school. Frequently terminated from work or suspended/expelled from
school. Major disruption of role functionin@quires structured or supervised work or school setting. Performance
significantly below expectation for cognitive/developmental level. Unable to work, attend school, or meet other
developmentally appropriate responsibilities.

Risk of deterioration

Persistent or chronic factors such as social isolation, poverty, extreme chronic stressors, and care is complicated and
requires multiple providers. Also, consumers with past psychiatric history, with gains in functioning that have not solidified
or are a result of current compliance only.

FUNCTIONAL CRITERIA FOR SED DETERMINATION@@@

Must be a person under the age of 21.

To meet the functional criteria for@ a person must have, as a result of a qualifying diagnosis, dysfunction in at least two (2) of the

following Capacities or one (1) of the Symptoms‘QQ e groups listed. Duration of the dysfunction must be present, or expected to

persist, for six (6) months.

CAPACITIES @

1.

5.

Functioning in self-care

Impairment in age-appropriate self-care is manifested by a person’s consistent inability to take care of personal grooming,
hygiene, clothes, and meeting of nutritional needs.

Functioning in community

Inability to maintain safety without assistance; a consistent lack of age-appropriate behavioral controls, decision making,

judgment, and value systems which result in potential out-of-home placement. QQ
Functioning in social relationships

Impairment of social relationships is manifested by the consistent inability to develop and maintain satisfactory
relationships with peers and adults@ldren and adolescents exhibit constrictions in their capacities for shared attention,
engagement, initiation of two-way effective communication, and shared social problem solving.
Functioning in the famil
Impairment in family fun‘@ is manifested by a pattern of significantly disruptive behavior exemplified by repeated and/or
unprovoked violence to siblings and/or parents and/or caretakers (e.g., foster parents), disregard for safety and welfare of
self or others (e.g., fire setting, serious and chronic destructiveness, inability to co to reasonable expectations that
may result in removal from the family or its equiva . Child-caregiver and famiI@acteristics do no@de
developmentally based adaptive patterns that support social-emotional weII-beinr early childhood functioning, major
impairments undermine the fundamental foundation of healthy functioning exhib

e rarely or minimally seeking comfort in distress

e limited positive affect and excessive levels of irritability,@ness, or fear

e disruptions in feeding and sleeping patterns

e failure, even in unfamiliar settings, to check back with adult caregivers after venturing away

e willingness to go off with unfamiliar adult with minimal or no hesitation

e regression of previously learned skills
Functioning at school/work
Impairment in school/work function is manifested by an inability to pursue educational goals in a normal time fr (e.g.,
consistently failing grades, repeated truancy, expulsion, property damage or violence toward others); identification by an
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Needs to be clearer that lack of capacities are out of proportion to developmental age not necessarily the chronological age
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"Symptoms due to a covered diagnosis from the groups listed"
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Should reference developmental age vs. age appropriate; this comment applies to all "age appropriate" references in the document
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Due to the child's covered mental health symptoms
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This should be about the child's functioning in the family, not the family's functioning
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This should be a 4a, the bullets belong to this sentence, not the entire paragraph
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As above - "Major disruption" seems to be more restrictive (requires more dysfunction) than the previous "moderate functional impairment." however, many of our clients may fall under #4....maybe it will make up for the discrepancy about level of functioning.
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I'd like to see source for the SED functional criteria. It is not from DSM, PL, or SAMHSA
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This list is really describing "medical necessity" not "criteria for SED Determination"; the proper term should be added to this section for both adults and kids.  Medical necessity is also a consistent term used by CMS and is WAC.
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For the entire section this should include "developmental age" and "due to covered mental health diagnosis" 	
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our scope of work does not include "placement", the correct term would be "treatment"
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There needs to be some language that makes this sentence stand out from "normal". "consistent" doesn't quite get there nor does "satisfactory". 

SAMHSA uses, "The child or youth is unable to function in the family, school or community, or in a combination of these settings; or the level of functioning is such that the child or adolescent requires multi-agency intervention involving two or more community service agencies providing services in the areas of mental health, education, child welfare, juvenile justice, substance abuse, or primary health care. "



Julie_de_Losada

Sticky Note

And that the child's functioning is not "normal" due to caregiver's behavior. In other words, if the child were in a in a different setting, would these behaviors persist? Who needs the intervention? We can't qualify "families", we qualify individuals. 
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The decision to "remove" a child is made independent of our system. 
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Do or do not?
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Who is "exhibiting"?
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this whole section looks like a modification of zero--0 criteria. 
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Due to a MH disorder; not intellectual disability. 
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In the past, WA used DC 0-3 for "functional impairment level" for very young children with B diagnosis. DC-03 is intended to be used as a diagnostic guide instead of DSM. In this draft DC 0-3 is not mentioned at all. We have had several intakes  for this population lately. 
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IEP team as having an Emotional/Behavioral Disabili@r inability to be consistently employed at a self-sustaining level

(e.g., inability to conform to work schedule, poor relationships with supervisor and other workers,@ile behavior on the

job).
[

SYMPTOMS

1. Psychotic sympton@
Symptoms that are characterized by defective or lost contact with reality, often with hallucinations or delusions.

2. Danger to self, others, or property as a result of emotional disturbance
The individual is self-destructive (e.g., at risk for suicide, and/or at risk for causing injury to self, other persons, or significant
damage to property.

3. Trauma Symptoms
Children experiencing or witnessing serious unexpected events that threaten them or othhildren and adolescents
who have been exposed to a known single event or series of discrete events experience a disruption in their age-expecte@
range of emotional and social developmental capacities. @

LEVEL OF CARE (LOC) AND INTENSITY OF SERVICE DETERMINATION

e Authorizing entities (i.e., RSN’s/BHO’s) must develop appropriate Levels of Care (LOC) to assist Service Providers with
assigning authorized individuals appropriate service packages, with the appropriate service intensity.

e Assignment into an appropriate Level of Care (LOC) is based on the individual’s need(s) and specific SMI (adult) or SED
(children) criteria.

e Theindividual’s need(s) Level of Care, and specific SMI/SED criteria must be reflected on the individualized and mutually-
developed treatment/service plan. IQIQ

e The Individualized Treatment/Service Plan (ITP/ISP) must demonstrate that the selected intervention(s) are reasonably

necessary to improve, stabilize, or prevent deterioration of functioning resulting from the presence of a mental illness.

PERIOD OF AUTHORIZATION @

The period of authorization may be up to twelve (12) months of care as determined by medical necessity and treatment goal(s).

TRANSITION PLANNING @

e Consumers who require services beyond the initial authorization period must continue to meet medical necessity criteria.
Authorizing entities must establish continuing stay criteria, to include a Level of Care (LOC) system that allows for
movement along a continuum of care inclusive of discharge.

e Authorizing entities must ensure that Network Providers have a system in place for establishing discharge criteria at the
time of initial admission. Discharge criteria must be reviewed with the consumer at regular intervals throughout the
episode of care.

MODALITY SET @

The full scope of available treatment modalities may be provided based on clinical assessment, medical necessity, and individual
need. Access to State Plan Modalities is based on clinical assessment, medical necessity, and individual need.

DUAL DIAGNOSIS @

Individuals who have both a covered and non-covered diagnosis may be eligible for service based on the covered diagnosis.
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Sticky Note

This doesn't seem to consider danger to self due to grave disability.
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Eliminate this first sentence as it is misleading and suggests that it is just the experience of the event. It must be the experience of the event and trauma symptoms that result from the event.
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Again, developmental age
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This is addressed in contract and doesn't need to be here



charissa_westergard

Sticky Note

This is addressed in WAC and contract and does not need to be here



charissa_westergard

Sticky Note

Addressed in WAC and contract, does not need to be here
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There needs to be a clearer statement here that eventhough individuals with covered and non-covered diagnoses may be eligible for services based on the covered diagnosis, we are only responsible for providing services that address the covered diagnosis and coordination of care for non-covered.
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Other than indicating that this document does not address LOC and to reference where this info can be found, this information is addressed in contract and does not need to be here.
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with a corresponding covered mental health diagnosis
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This entire sentence can be true and not a disability. For example, hasn't had any job preparedness training, lower maturity compared to peers. etc.  
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Per DSM -5, Psychotic Features are characterized by delusions, hallucinations, and formal thought disorder.
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Agreed AND if left in, means that we wouldn't have have to use CANS which I do not think is the intention. 
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This is not WAC or contract. There is language in WAC and contract that sufficiently covers what a service plan must have.
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Due to a mental illness -- All of the above comments.  Will be addressed in training.
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This is a training issue and will be address at training.
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We carried this forward from the previous ACS and decided to keep it.
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Again added for further clarification.
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COVERED DIAGNOSTIC CLASSIFICATIONSEE

The diagnoses listed in the following tables are the only covered diagnoses for the RSN/BHO system. Descriptions in the tables
below that are italicized are the ICD-10-CM description for the ICD-10-CM code. Non-italicized descriptions are from DSM-5.

[FO1-FO9] MENTAL DISORDERS DUE TO KNOWN PHYSIOLOGICAL CONDITIONS

ICD-10-CM Code Description |
F01.50 Vascular dementia without behavioral disturbanc@

Probable Major Vascular Neurocognitive Disorder, Without behavioral disturbance

F01.51 Vascular dementia with behavioral disturbance

Probable Major Vascular Neurocognitive Disorder, With behavioral disturbance

F02.80 Dementia in other diseases classified elsewhere without behavioral disturbance
Major Neurocognitive Disorder Due to Prion Disease, Without behavioral disturbance
Major Neurocognitive Disorder Due to HIV Infection, Without behavioral disturbance
Major Neurocognitive Disorder Due to Huntington’s Disease, Without behavioral disturbance
Major Neurocognitive Disorder Due to Parkinson’s Disease, Without behavioral disturbance
Major Neurocognitive Disorder Due to Alzheimer’s Disease, Without behavioral disturbance

Major Neurocognitive Disorder Due to Frontotemporal Lobar Degeneration, Without behavioral
disturbance

Major Neurocognitive Disorder With Lewy Bodies, Without behavioral disturbance

Major Neurocognitive Disorder Due to Multiple Etiologies, Without behavioral disturbance

F02.81 Dementia in other diseases classified elsewhere with behavioral disturbance
Major Neurocognitive Disorder Due to Prion Disease, With behavioral disturbance
Major Neurocognitive Disorder Due to HIV Infection, With behavioral disturbance
Major Neurocognitive Disorder Due to Huntington’s Disease, With behavioral disturbance
Major Neurocognitive Disorder Due to Parkinson’s Disease, With behavioral disturbance
Major Neurocognitive Disorder Due to Alzheimer’s Disease, With behavioral disturbance
Major Neurocognitive Disorder Due to Frontotemporal Lobar Degeneration, With behavioral disturbance

Major Neurocognitive Disorder With Lewy Bodies, With behavioral disturbance

Major Neurocognitive Disorder Due to Multiple Etiologies, With behavioral disturbance

[F20-F29] SCHIZOPHRENIA, SCHIZOTYPAL, DELUSIONAL, AND OTHER NON-MOOD PSYCHOTIC DISORDERS @

ICD-10-CM Code Description

F20.81 Schizophreniform disorder

Schizophreniform Disorder

F20.9 Schizophrenia, unspecified

Schizophrenia
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Sticky Note

This section is organized as ICD-10, not DSM-5. This isn't useful from a clinical perspective as clinicians utilize DSM-5 as a reference tool for things other than diagnostic code. Also, the DSM-5 has been reorganized to reflect how different diagnoses go together in groups, which this also does not reflect. Strongly recommend that this section be organized consistent with DSM-5 both by category and diagnostic code.
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Dr. Brown indicates that "without behavioral disturbance" is for physical healthcare to address; mental health addresses mood, thoughts and behaviors or the "with behavioral disturbance" subset. What is mental health addressing in the "without behavioral disturbance" subset?
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Why are Catatonia (F06.1) and Unspecified (F29) excluded?
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It is in order of dx code.  This is a matter of personal preference 
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If they can benefit from treatment, they need to have access to mental health treatment.  This has been vetted.
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ICD-10-CM Code . Description

F21 Schizotypal disorder
Schizotypal (Personality) Disorder

F22 Delusional disorders

Delusional Disorder

F23 Brief psychotic disorder

Brief Psychotic Disorder

F25.0 Schizoaffective disorder, bipolar type

Schizoaffective Disorder, Bipolar Type

F25.1 Schizoaffective disorder, depressive type

Schizoaffective Disorder, Depressive Type

F28 Other psychotic disorder not due to a substance or known physiological condition

Other specified schizophrenia spectrum and other psychotic disorder

[F30-F39] MOOD (AFFECTIVE) DISORDERS
ICD-10-CM Code . Description

F31.0 Bipolar disorder, current episode hypomanic

Bipolar | Disorder, Current or most recent episode hypomanic

F31.11 Bipolar disorder, current episode manic without psychotic features, mild

Bipolar | Disorder, Current or most recent episode manic, Mild

F31.12 Bipolar disorder, current episode manic without psychotic features, moderate

Bipolar | Disorder, Current or most recent episode manic, Moderate

F31.13 Bipolar disorder, current episode manic without psychotic features, severe

Bipolar | Disorder, Current or most recent episode manic, Severe

F31.2 Bipolar disorder, current episode manic severe with psychotic features

Bipolar | Disorder, Current or most recent episode manic, With psychotic features

F31.31 Bipolar disorder, current episode depressed, mild

Bipolar | Disorder, Current or most recent episode depressed, Mild

F31.32 Bipolar disorder, current episode depressed, moderate

Bipolar | Disorder, Current or most recent episode depressed, Moderate

F31.4 Bipolar disorder, current episode depressed, severe, without psychotic features

Bipolar | Disorder, Current or most recent episode depressed, Severe

F31.5 Bipolar disorder, current episode depressed, severe, with psychotic features

Bipolar | Disorder, Current or most recent episode depressed, With psychotic features

F31.71 @ Bipolar disorder, in partial remission, most recent episode hypomanic

Bipolar | Disorder, Current or most recent episode hypomanic, In partial remission
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Sticky Note

Appears this should be F31.73
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Seems that Bipolar I Disorder, Current or most recent episode manic, partial and full remission have been omitted inadvertently given that hypomanic partial and full remission are included. 
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ICD-10-CM Code . Description |

F31.72 Bipolar disorder, in full remission, most recent episode hypomanic

Bipolar | Disorder, Current or most recent episode hypomanic, In full remission

F31.75 Bipolar disorder, in partial remission, most recent episode depressed

Bipolar | Disorder, Current or most recent episode depressed, In partial remission

F31.76 Bipolar disorder, in full remission, most recent episode depressed

Bipolar | Disorder, Current or most recent episode depressed, In full remission

F31.81 Bipolar Il disorder

Bipolar Il Disorder

F31.89 Other bipolar disorder
Other Specified Bipolar and Related Disorder

F31.9 Bipolar disorder, unspecified
Bipolar | Disorder, Current or most recent episode manic, unspecified
Bipolar | Disorder, Current or most recent episode hypomanic, unspecified
Bipolar | Disorder, Current or most recent episode depressed, unspecified

Bipolar | Disorder, Current or most recent episode unspecified

F32.0 Major depressive disorder, single episode, mild

Major Depressive Disorder, Single episode, Mild

F32.1 Major depressive disorder, single episode, moderate

Major Depressive Disorder, Single episode, Moderate

F32.2 Major depressive disorder, single episode, severe without psychotic features

Major Depressive Disorder, Single episode, Severe

F32.3 Major depressive disorder, single episode, severe with psychotic features

Major Depressive Disorder, Single episode, With psychotic features

F32.4 Major depressive disorder, single episode, in partial remission

Major Depressive Disorder, Single episode, In partial remission

F32.5 Major depressive disorder, single episode, in full remission

Major Depressive Disorder, Single episode, In full remission

F32.8 Other depressive episodes

Other Specified Depressive Disorder

F32.9 Major depressive disorder, single episode, unspecified
Major Depressive Disorder, Single episode, Unspecified

Unspecified Depressive Disorder

F33.0 Major depressive disorder, recurrent, mild

Major Depressive Disorder, Recurrent episode, Mild

F33.1 Major depressive disorder, recurrent, moderate

Major Depressive Disorder, Recurrent episode, Moderate
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ICD-10-CM Code . Description

F33.2 Major depressive disorder, recurrent severe without psychotic features

Major Depressive Disorder, Recurrent episode, Severe

F33.3 Major depressive disorder, recurrent, severe with psychotic symptoms

Major Depressive Disorder, Recurrent episode, With psychotic features

F33.41 Major depressive disorder, recurrent, in partial remission

Major Depressive Disorder, Recurrent episode, In partial remission

F33.42 Major depressive disorder, recurrent, in full remission

Major Depressive Disorder, Recurrent episode, In full remission

F33.9 Major depressive disorder, recurrent, unspecified

Major Depressive Disorder, Recurrent episode, Unspecified

F34.0 Cyclothymic disorder
Cyclothymic Disorder

F34.1 Dysthymic disorder

Persistent Depressive Disorder (Dysthymia)

F34.8 Other persistent mood [affective] disorders

Disruptive Mood Dysregulation Disorder

[F40-F49] ANXIETY, DISSOCIATIVE, STRESS-RELATED, SOMATOFORM AND OTHER NONPSYCHOTIC MENTAL
DISORDERS

ICD-10-CM Code Description

F40.00 Agoraphobia, unspecified
Agoraphobia

F40.10 Social phobia, unspecified
Social Anxiety Disorder (Social Phobia)

F40.218 Other animal type phobia
Specific Phobia, Animal

F40.228 Other natural environment type phobia

Specific Phobia, Natural environment

F40.230 Fear of blood

Specific Phobia, Blood-injection-injury, Fear of blood

F40.231 Fear of injections and transfusions

Specific Phobia, Blood-injection-injury, Fear of injections or transfusions

F40.232 Fear of other medical care

Specific Phobia, Blood-injection-injury, Fear of other medical care

F40.233 Fear of injury

Specific Phobia, Blood-injection-injury, Fear of injury
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ICD-10-CM Code Description |

F40.248 Other situational type phobia
Specific Phobia, Situational

F40.298 Other specified phobia
Specific Phobia, Other

F41.0 Panic disorder [episodic paroxysmal anxiety] without agoraphobia

Panic Disorder

F41.1 Generalized anxiety disorder

Generalized Anxiety Disorder

F41.8 Other specified anxiety disorders
Other Specified Anxiety Disorder

F41.9 Anxiety disorder, unspecified

Unspecified Anxiety Disorder

F42 Obsessive-compulsive disorder
Obsessive-Compulsive Disorder
Hoarding Disorder
Other Specified Obsessive-Compulsive and Related Disorder

Unspecified Obsessive-Compulsive and Related Disorder

F43.0 Acute stress reaction

Acute Stress Disorder

F43.10 Post-traumatic stress disorder, unspecified

Posttraumatic Stress Disorder (includes Posttraumatic Stress Disorder for Children 6 Years and Younger)

F43.20 Adjustment disorder, unspecified

Adjustment Disorders, Unspecified

F43.21 Adjustment disorder with depressed mood

Adjustment Disorders, With depressed mood

F43.22 Adjustment disorder with anxiety
Adjustment Disorders, With anxiety

F43.23 Adjustment disorder with mixed anxiety and depressed mood

Adjustment Disorders, With mixed anxiety and depressed mood

F43.24 Adjustment disorder with disturbance of conduct

Adjustment Disorders, With disturbance of conduct

F43.25 Adjustment disorder with mixed disturbance of emotions and conduct

Adjustment Disorders, With mixed disturbance of emotions and conduct

F43.8 Other reactions to severe stress

Other specified trauma- and stressor-related disorder
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ICD-10-CM Code . Description |

F44.0 Dissociative amnesia

Dissociative Amnesia

F44.1 Dissociative fugue

Dissociative Amnesia, With dissociative fugue

F44.4 Conversion disorder with motor symptom or deficit
Conversion Disorder (Functional Neurological Symptom Disorder), With weakness or paralysis
Conversion Disorder (Functional Neurological Symptom Disorder), With abnormal movement
Conversion Disorder (Functional Neurological Symptom Disorder), With swallowing symptoms

Conversion Disorder (Functional Neurological Symptom Disorder), With speech symptoms

F44.5 Conversion disorder with seizures or convulsions

Conversion Disorder (Functional Neurological Symptom Disorder), With attacks or seizures

F44.6 Conversion disorder with sensory symptom or deficit
Conversion Disorder (Functional Neurological Symptom Disorder), With anesthesia or sensory loss

Conversion Disorder (Functional Neurological Symptom Disorder), With special sensory symptom

F44.7 Conversion disorder with mixed symptom presentation

Conversion Disorder (Functional Neurological Symptom Disorder), With mixed symptoms

F44.81 Dissociative identity disorder

Dissociative Identity Disorder

F44.89 Other dissociative and conversion disorders

Other Specified Dissociative Disorder

F44.9 Dissociative and conversion disorder, unspecified

Unspecified Dissociative Disorder

F45.1 Undifferentiated somatoform disorder

Somatic Symptom Disorder

F45.21 Hypochondriasis

lliness Anxiety Disorder

F45.22 Body dysmorphic disorder
Body Dysmorphic Disorder

F45.8 Other somatoform disorders

Other Specified Somatic Symptom and Related Disorder

F45.9 Somatoform disorder, unspecified

Unspecified Somatic Symptom and Related Disorder

F48.1 Depersonalization-derealization syndrome

Depersonalization/Derealization Disorder
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[F50-F59] BEHAVIORAL SYNDROMES ASSOCIATED WITH PHYSIOLOGICAL DISTURBANCES AND PHYSICAL FACTORS
ICD-10-CM Code Description

F50.01 Anorexia nervosa, restricting type

Anorexia Nervosa, Restricting type

F50.02 Anorexia nervosa, binge eating/purging type

Anorexia Nervosa, Binge-eating/purging type

F50.2 Bulimia nervosa

Bulimia Nervosa

[F60-F69] DISORDERS OF ADULT PERSONALITY AND BEHAVIOR

ICD-10-CM Code Description

F60.0 Paranoid personality disorder

Paranoid Personality Disorder

F60.1 Schizoid personality disorder

Schizoid Personality Disorder

F60.2 Antisocial personality disorder

Antisocial Personality Disorder

F60.3 Borderline personality disorder

Borderline Personality Disorder

F60.4 Histrionic personality disorder

Histrionic Personality Disorder

F60.5 Obsessive-compulsive personality disorder

Obsessive-Compulsive Personality Disorder

F60.6 Avoidant personality disorder

Avoidant Personality Disorder

F60.7 Dependent personality disorder

Dependent Personality Disorder

F60.81 Narcissistic personality disorder

Narcissistic Personality Disorder

F60.89 Other specific personality disorders
Other Specified Personality Disorder

F60.9 Personality disorder, unspecified

Unspecified Personality Disorder

F63.81 Intermittent explosive disorder

Intermittent explosive disorder

F68.10 Factitious disorder, unspecified

Factitious Disorder (includes Factitious Disorder Imposed on Self, Factitious Disorder Imposed on Another)
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What is the rationale for excluding F50.8 Avoidant/Restrictive Food Intake Disorder and Binge Eating Disorder?
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[F90-F98] BEHAVIORAL AND EMOTIONAL DISORDERS WITH ONSET USUALLY OCCURRING IN CHILDHOOD AND
ADOLESCENCE

ICD-10-CM Code  Description

F90.0 Attention-deficit hyperactivity disorder, predominantly inattentive type

Attention-Deficit/Hyperactivity Disorder, Predominantly inattentive presentation

F90.1 Attention-deficit hyperactivity disorder, predominantly hyperactive type

Attention-Deficit/Hyperactivity Disorder, Predominantly hyperactive/impulsive presentation

F90.2 Attention-deficit hyperactivity disorder, combined type

Attention-Deficit/Hyperactivity Disorder, Combined Presentation

F90.8 Attention-deficit hyperactivity disorder, other type
Other Specified Attention-Deficit/Hyperactivity Disorder

F90.9 Attention-deficit hyperactivity disorder, unspecified type
Unspecified Attention-Deficit/Hyperactivity Disorder

F91.1 Conduct disorder, childhood-onset type
Conduct Disorder, Childhood-onset type

F91.2 Conduct disorder, adolescent-onset type

Conduct Disorder, Adolescent-onset type

F91.3 Oppositional defiant disorder

Oppositional Defiant Disorder

F91.8 Other conduct disorders

Other Specified Disruptive, Impulse-Control, and Conduct Disorder

F91.9 Conduct disorder, unspecified
Conduct Disorder, Unspecified onset

Unspecified Disruptive, Impulse-Control, and Conduct Disorder

F93.0 Separation anxiety disorder of childhood

Separation Anxiety Disorder

F94.0 Selective mutism

Selective Mutism

F94.1 Reactive attachment disorder of childhood

Reactive Attachment Disorder

F94.2 Disinhibited attachment disorder of childhood

Disinhibited Social Engagement Disorder
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DIAGNOSTIC CLASSIFICATIONS NOT COVERED @

e [F10-F19] Mental and Behavioral Disorders due to Psychoactive Substance Use
e  [F70-F79] Intellectual Disabilities

e  [F80-F89] Pervasive and Specific Developmental Disorders

e [F99] Unspecified Mental Disorder

e |CD-10-CM Codes and Descriptions — FY2015 code descriptions
ftp://ftp.cdc.gov/pub/Health Statistics/NCHS/Publications/ICD10CM/2015/
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1. What is the rationale for those things that were included and those that were excluded. For example, many of the unspecified diagnoses in each group were excluded.
2. The diagnostic groups not covered list is not a complete list of things not covered. Either don't have this at all or ensure that it is complete.
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This should include a link or reference to DSM-5 as that is what is used to actually make the diagnosis.










