DDSD OUTLIER REVIEW TOOL

Effective 4/15/10


Instructions: Based on the Outlier Prior Authorization Form, complete the following:

All decisions must be made within 10 working days of receipt of documents at DDSD Regional Office.  

Requestor:      

Agency:      

Phone:      


Agency Address: 
     


Case Manager:      
____ 
Case Management Agency:      

Name of Individual:      
_____
SSN #:      


LOC:      

Awake/Asleep Status (if residential): 
     


Annual ISP Dates:      

 to      

Proposed Effective Date:      


Regional Office:      

DDSD Reviewer:      


Date of DDSD Review:      

Date Returned:      


Type of Review being requested: 

 FORMCHECKBOX 
 Initial (Prior to service effective date)
 FORMCHECKBOX 
 Annual and/or 6-month renewal (30-45 days prior to service effective date)
 FORMCHECKBOX 
 Revision (Prior to service effective date)
 FORMCHECKBOX 
 Re-review (information must be received within 10 days of the date of request for information or denial from DDSD, if not received              within timeframes allotted, issue a technical denial)

 FORMCHECKBOX 
 Re-consideration (information must be received within 30 days of the date of request for information or denial from DDSD, if not received within timeframes allotted, issue a technical denial)

Based on the type of review requested was the packet received within appropriate timelines?  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Type of Outlier Service Being Requested:



 FORMCHECKBOX 
 High Medical Necessity 
 FORMCHECKBOX 
 Behavioral

Type of Service Approval Requested:(Check all that apply) 

 FORMCHECKBOX 
 Outlier Supported Living    FORMCHECKBOX 
 Outlier Adult Hab 

Documentation Submitted
1.
Outlier Prior Authorization Form 




 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


2.
Current ISP OR IDT Meeting Minutes and Participant Signature Page. 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


3.
Staff Schedule for the Location of service



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

4. Staff Time Report Form A (Residential) 



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

5.
Staff Time Report From B (Adult Habilitation) 



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

6.
Residential Staff Time Calculation Worksheet



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

7.
Adult Hab Staff Time Calculation Worksheet



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

8.
Completed MAD 046 for Outlier Service



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

9.
Approved MAD 046 for SLAW service if necessary:


a. Renewal request for Outlier Service--MAD 046 with approved 
SLAW must be for the previous six month time frame

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A


b. Initial request for Outlier Service—MAD 046 with approved 
SLAW must be for current time frame


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

 FORMCHECKBOX 

Behavioral Outlier Packets (If a Behavioral Outlier request, in addition 
to standard documentation the following must be included in the packet)
10.
Positive Behavioral Supports Plan (within one year of effective date)
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

11.
Signed Letter from the neurologist, psychologist, or psychiatrist (within
90 days of effective date)




 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

12.
Signed letter from Provider agency (within 90 days of effective date)
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

13.
Provider Agency Quarterly Reports for most recent 6 months  

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

14. Behavioral Consultant Quarterly Reports for most recent 6 months 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

15. Plan to fade enhanced supports (to be included in the Positive Behavior 
      Supports Plan and Provider Agency Reports), or evidence that previous 
      attempts (within the last two years) to fade supports have resulted in the 
      return of the target behavior




 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

 FORMCHECKBOX 
 High Medical Necessity Outlier (If a High Medical Necessity Outlier 
      request, in addition to standard documentation the following must be 
      included in the packet) 

16. Health Care Plan from Provider Agency? (Within one year of effective 
      date and evidence that has been reviewed at least quarterly)   

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

17. Signed letter from PCP (within 90 days of effective date)

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

18. Signed letter from Provider Agency (within 90 days of effective date) 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

19. Provider Agency Quarterly Reports for most recent 6 months

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

20. Monthly Nursing Notes/Reports for most recent 6 months 

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

21. Plan to fade enhanced supports or explanation of why medical condition 
      will not allow for fading





 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

22. Has all of the necessary documentation for review of Outlier Services 
      been received? 





 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 

If the answer to question 21 is no at initial submission, issue an Incomplete Determination.

If the answer to question 21 is no after response to Incomplete Determination, Issue a Technical Denial.

NOTE: if medical DX is new there may not be quarterly reports

MEDICAL/CLINICAL REVIEW

General Outlier Eligibility Criteria for Behavioral or High Medical Necessity Outlier
1. Is the need for Outlier Funding supported by the IDT Members (per ISP and/or
    IDT Meeting Minutes)?



 


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


2. Has the team attempted to access generic supports? 



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 

3. Residential Staff Time proposed is 360 hours or more above base staffing hours? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A


If “yes”, proceed with review. If no, answer the following questions


3.a. Is the team attempting to “fade” Outlier supports based on a written plan?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A


3.b. If “yes” the team is attempting to fade Outlier supports, are enhanced 


       supports still needed to successfully fade supports? 


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A


If no to either question 3.a. OR 3.b., issue a clinical denial. 

4. Adult Hab Staff Time proposed is 84 hours or more above base staffing hours? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A


If “yes”, proceed with review. If no, answer the following questions


4.a. Is the team attempting to “fade” Outlier supports based on a written plan?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A


4.b. If “yes” the team is attempting to fade Outlier supports, are enhanced 


        supports still needed to successfully fade supports? 


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A


If no to either question 4.a. OR 4.b., issue a clinical denial.

5. Does the staffing pattern identified in the PBSP and/or Provider Documentation, ISP 
    and/or IDT Meeting Minutes identify setting, time of day, day of week, or other 
    circumstances in which the enhanced supports are needed? (Note the staffing
    pattern must be described in the PBSP (for behavioral requests) and Provider 

    documentation and must be consistent.)




 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 

	DOES THE INDIVIDUAL MEET GENERAL ELIGIBILITY CRITERIA
                 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


If yes, proceed to review of specific Medical or Behavioral criteria. If no, issue a “clinical” denial on the Notice of Action Form

*Note that a No to 3 or 4 is acceptable, provided that there is also a yes to 3 or 4 “a” AND 3 or 4 “b” OR “c”.  


High Medical Necessity Outlier Eligibility Criteria

1. The individual has a chronic physical condition requiring prolonged dependency on medical treatment
     for which DAILY skilled nursing intervention is necessary? 




 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

2. The individual’s condition is characterized by one or more of the following: 


2.a. Life threatening condition characterized by frequent periods of acute exacerbation


       that requires regular/frequent medical supervision or physical consultation


       and which in absence of such supervision/consultation would require 

                       hospitalization or admission to a nursing home?  




 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

OR


2.b. Frequent time-consuming administration of specialized treatments that


        are medically necessary (e.g. suctioning, I.V. medications, injections)?
        

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

OR


2.c. Dependence on medical technology requiring nursing oversight (e.g., ventilator


       dependency, dialysis, enteral or parenteral nutrition support, continuous oxygen)? 

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

OR


2.d. Frequent time-consuming administration of specialized treatments that are

       ordered by a physician or nurse practitioner which will take place over a period 

                       of recovery of at least 30 days?






 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

3. The Health Care Plan identifies specific staff functions required to meet health needs of individual?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


4. Letter from the PCP documents the following: 


4.a. Diagnosis/conditions for which enhanced supports are needed? 



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 


4.b. Level of support/interventions needed? 





 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 


4.c. Long-term prognosis for recovery? 






 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 

4.d. Estimate as to what may occur in absence of enhanced supports. 


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 

4.e. Clinically supports need for medical Outlier?  




 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

5. Letter from Provider Agency: 


5.a. Summarizes alternative interventions utilized and results of interventions? (including

                       attempts to access generic supports)





 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 


5.b. Justifies need for additional or specialized staff support? 



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


5.c. Includes proposed staffing pattern




 

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
6. Provider Agency Quarterly Reports: 
6.a. Summarizes progress towards outcomes? 





 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 

6.b. Summarizes significant incidents which impact individual’s progress? 


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 

6.c. Indicates number incidents in which staff provided hands-on interventions for condition? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 

7. Nursing Monthly Notes

7.a. Summarize all visits/contacts related to condition(s)




 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 

7.b. Include a monthly nursing assessment? 





 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 

7.c. Include a description of individual’s current physical/emotional status, 

changes/issues with orders, status of laboratory or diagnostic tests, specialist

evaluations, medications, treatment or equipment? 




 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 

7.d. Summarizes skilled services needed/provided and individual’s response to interventions? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 

8. Plan to Fade Supports


8.a. Fade out plan includes timeline and targeted actions which will result in reduced need for

                       enhanced supports?







 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No



8.b. Fade out plan is being implemented, but evidence of ongoing need is submitted?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If no, answer 8.c.

8.c. Fade out plan indicates why the current medical condition or status of the individual will 
       not allow for the fading of supports at this time and what interventions will be used to more 
       towards reduced need? (must be included in physician’s letter)



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


	DOES THE INDIVIDUAL MEET HIGH MEDICAL NECESSITY OUTLIER ELIGIBILITY CRITERIA

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If yes to all questions (except 8.a-b.), proceed to approval of Outlier service. If no to any except 8.a-b., issue a “clinical” denial on the Notice of Action Form and Prior Authorization Form


Behavioral Outlier Eligibility Criteria

1. Individual exhibits frequent or regular episodes of serious behaviors that are historic, chronic, 

and predictable. (e.g. suicidal, self-injurious, physical aggression, disruptions that 

require intense staff intervention, personal withdrawal, dangerous elopement or serious

criminal activities) 








 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


2. Based on a review of all documentation, are the behaviors continuing to occur with a severity and 

frequency that warrants the need for continued Outlier services OR does the individual’s history 
of behavior indicate the ongoing need for Outlier services despite the low frequency of behavior?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

3. Fade out plan

3.a. Fade out plan includes timeline and targeted actions which will result in reduced need for 
        enhanced supports?







 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
3.b. Fade out plan is being implemented, but evidence of ongoing need is submitted?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


3.c. If “NO”, has the team demonstrated that previous attempts (within the last two years) to
       fade supports have resulted in the return of the behavior?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

4. Positive Behavior Support plan documents the following: 


4.a. Behaviors exhibited for which Outlier services are being sought



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 

4.b. The need for enhanced staff supports





 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 

4.c. Duties and responsibilities of enhanced staffing




 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 

4.d. Strategies and timelines for reducing the need for enhanced staffing


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
4.e. Description of staffing pattern identifies setting, time of day, day of week, or other 
       circumstances in which the enhanced supports are needed?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

5. Letter from the neurologist/psychologist/psychiatrist documents the following: 


5.a. Diagnoses/conditions/behavioral presentation for which enhanced supports are needed? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 


5.b. Level of support/interventions needed? 





 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 


5.c. Long-term prognosis for recovery? 






 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 

5.d. Estimate as to what may occur in absence of enhanced supports. 


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 

5.e. Clinically supports need for behavioral Outlier?  




 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

6. Letter from Provider Agency: 


6.a. Summarizes alternative interventions and results of interventions (including attempts to 
                       access generic supports)? 






 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 


6.b. Justifies need for additional or specialized staff support?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

6.c. Description of staffing pattern identifies setting, time of day, day of week, or other 
       circumstances in which the enhanced supports are needed?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

7. Provider Agency Quarterly Reports: 
7.a. Summarizes progress towards outcomes? 





 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 

7.b. Summarizes significant incidents which impact individual’s progress? 


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 

7.c. Indicates number incidents in which staff provided interventions (up to and including 
       emergency physical restraint)? 






 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A
8. Behavioral Consultant Quarterly Reports: 

8.a. Summarizes progress towards outcomes? 





 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 

8.b. Summarizes significant incidents which impact individual’s progress? 


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 

8.c. Indicates results and effectiveness of Outlier supports



 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
  

8.d. Identifies any needed changes to specific duties of Outlier staff



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No   FORMCHECKBOX 
  N/A
8.e. Summarizes individual readiness to fade supports 



 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
  

8.f. If team is in process of fading supports, includes summary of progress in fading support
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A
 
9. Is the Description of the Staffing Pattern in 4.e and 6.c. consistent?




 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	DOES THE INDIVIDUAL MEET BEHAVIORAL OUTLIER ELIGIBILITY CRITERIA


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If yes to all questions (except 3.a-b), proceed to approval of Outlier service. If no to any except 3.a-b., issue a “clinical” denial on the Notice of Action Form and Prior Authorization Form


DDSD OUTLIER REVIEW ACTION TAKEN
DETERMINATION OF ELGIBILITY: 
 FORMCHECKBOX 
 APPROVED
Effective Date:      

 FORMCHECKBOX 
 CLINICALLY DENIED
 FORMCHECKBOX 
 TECHNICALLY DENIED

If denied, indicate reason: 
     

Additional Comments:
     


DDSD Reviewer Name/Signature:

Date:     


DATE PRIOR AUTHORIZATION FORM COMPLETED AND NOTICE OF ACTION SENT TO PRIVIDER and Case Manager:      
 
Please note that notice of denial must be sent to individual/guardian with right to fair hearing information.



If Yes, proceed with Medical/Clinical review.  If the PA request is INCOMPLETE at Initial submission, the provider will be requested in writing to submit the missing information within Thirty (30) calendar days from the date of the written request.   


If No after response to INCOMPLETE, issue a “Technical Denial” using the Outlier Prior Authorization Form and identify which items are missing.  
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