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EPSDT’s Origins
• SSA Amendments of 1967 (P.L. 90-248)

– Evidence that basic benefits were not enough for low-income 
children enrolled in Medicaid and who need comprehensive 
services aimed at �ameliorating� conditions that would affect 
growth and development:

• One Third of a Nation (1964) and health of military recruits
• Results from Head Start demonstration projects

• OBRA of 1989  (P.L. 101-239)
– Broadened coverage to address benefit limits for children with 

mental and developmental disabilities 



• Mandatory, federally-defined preventive 
pediatric benefit
– National standard of coverage for children

• More than a preventive benefit, also 
comprehensive treatment
– Constructed broadly through a set of rules to cover other 

federally-defined benefits, including habilitative and 
rehabilitative care, regardless of whether they are covered for 
adults under the state Medicaid plan

EPSDT’s Purpose



Scope of EPSDT
Early: Identifying problems early, starting at birth
Periodic:   Checking children's health at reasonable, 

age-appropriate intervals
Screening:  Conducting physical, mental, developmental, 

dental, hearing, vision, and other screening 
tests to detect potential problems

Diagnosis:  Performing diagnostic tests to follow up
when a risk is identified, and 

Treatment: Treating the problems found 



Examples of Children Who 
Benefit From EPSDT
• Healthy infants and toddlers with �primary prevention� needs

– Regular and �as needed� checkups, complete vision, dental and 
hearing care, parenting support

• Children born extremely prematurely (<1000 g) and at-risk for 
lifelong disabilities 

• Foster care children and children in the child welfare system

• Children with special educational needs and special health care 
needs



In general, under Medicaid, the medical necessity 
definition must be consistent with the purpose of the 
benefit, reasonable, and nondiscriminatory.

State Medicaid Agencies have discretion within these 
parameters to establish their own medical necessity 
definition.

Medical Necessity Definition 
Under Medicaid



In the case of EPSDT coverage, medically necessary is 
defined as “such other necessary health care, 
diagnostic services, treatment, and other measures 
described [as medical assistance] to correct or 
ameliorate defects and physical and mental illnesses 
and conditions…whether or not such services are 
covered under the State plan.” 42 U.S.C. �1396d(r)(5)

u Medical necessity standard is “built into” the federally-defined EPSDT 
benefit

u Mandatory, national standard since EPSDT is federally required

Medical Necessity Standard 
under EPSDT



• States can use prior authorization for certain services, such as 
DME, medical supplies, but cannot impose hard service limits.

• States have to “employ processes to ensure timely initiation of 
treatment, if required, generally within an outer limit of 6 
months” after the initial request. (42 CFR 441.56)

• States must implement a regular process of review to determine 
whether continued treatment is medically necessary. 

• States can cover experimental treatments, using the latest 
scientific evidence to inform coverage decisions.

• State can cover a cheaper treatment as long as it is clinically 
equivalent or better, but cannot deny care based on cost alone.

Medical Necessity Decision-making 
Process & Criteria under EPSDT



Federal Medicaid law mandates that the 
treating health professional’s recommendation 
for a medically necessary service carry great 
weight in the evaluation of subsequent 
diagnosis, treatment, or prevention options.

Private contracting with health plans (MCOs) is 
likely to have diminished that weight by 
imposing additional authorizations.

Deference to Treating Provider



• Most states contract with full-risk MCOs to deliver care to 
enrollees.

• Most Medicaid-covered children are enrolled in full-risk MCOs. 
• Scope of benefits is defined in contracts between each state 

Medicaid agency and each MCO contractor.
• What is not covered in the contract but medically necessary for 

a child must be covered by the state (residual liability) 
regardless of whether the benefits are covered for adults 
(EPSDT rule).

• Because EPSDT, inclusive of its medical necessity standard, is 
a federally-mandated standard, it should at a minimum be 
replicated in contractual provisions to ensure consistency of 
expectations across the delivery system.

Role of Managed Care

* Source: CMS (2018) Medicaid Managed Care Enrollment and Program 
Characteristics 2016.  Available at: 
https://www.medicaid.gov/medicaid/managed-
care/downloads/enrollment/2016-medicaid-managed-care-enrollment-
report.pdf 





How consistently are federal expectations regarding 
EPSDT medical necessity replicated within Medicaid 
managed care at the state level?

Systematic desk review of the “cascade” of 
legal/policy documents in effect as of Spring 2012 in 
all states with full-risk MCOs (n=33) to determine 
the presence of the federal standard and state-
specific definitions.

Research Objective and Design



Hierarchy or “Cascade” of Laws 
and Legal/Policy Documents

State 
administrative 
codes/codes of 

regulation

Model Medicaid 
managed care 

contracts with full-
risk MCOs

Provider manuals 
from Medicaid 
managed care 
plans (MCOs)

42 U.S.C. 
S. 1396d(r)(5)

Source: Markus A & West K (2014) Pediatrics Vol. 134, No. 3: 516-522

Federal standard Translated into state expectations throughout the Medicaid 
managed care delivery system(s) in a given state



Federal medical necessity standard (“to 
correct and to ameliorate…”) is not 
replicated consistently within Medicaid 
managed care from a state to MCOs to 
network providers.

Explicit “preventive” or pediatric medical 
necessity definition is not the norm. 

Main Conclusions



Replication of the Federal “to Correct 
and Ameliorate” Standard by Level
State regulations Yes, in all states (100%) 
(n=33 or 100% collected) 

MCO model contracts Yes, in 13 states  (72%)
(n=18/33 online or 55% collected)

Provider manuals (PMs) Yes, in 29 PMs     (54%)
(n=54 online; at least 1 per state; 2 for 78% of states)



Consistency Across All Levels Within 
States

Few states replicated the federally-required “to 
correct and ameliorate” standard consistently at all 
levels of regulation within their state.



Explicit Medical Necessity Definition

Very few states (n=9; 27%) had an explicit 
“preventive” or pediatric medical necessity 
definition in state regulations. 

Even fewer consistently replicated it at all levels of 
regulation with their state.



A service, item, procedure or level of care that is necessary for the 
proper treatment or management of an illness, injury or disability is one 
that:  (1) Will, or is reasonably expected to, prevent the onset of an 
illness, condition, injury or disability. (2) Will, or is reasonably 
expected to, reduce or ameliorate the physical, mental or 
developmental effects of an illness, condition, injury or 
disability. (3) Will assist the recipient to achieve or maintain 
maximum functional capacity in performing daily activities, taking 
into account both the functional capacity of the recipient and those 
functional capacities that are appropriate of recipients of the same age.

Definition from Pennsylvania Medicaid Program found in PA Code & MCO model 
contract as of Spring 2012. 

Sample Language Applicable to 
Children and Adults in MMC and FFS



A proposed or furnished benefit, treatment, item or service shall be 
considered medically necessary in the case of individuals under age 
twenty-one (21) if the benefit, treatment, item or service is covered under 
the State Plan or pursuant to 42 U.S.C. �� 1396d(a)(4)(B) and 1396d(r) 
(“EPSDT”) and if relevant medical evidence supports the conclusion that 
the proposed or furnished treatment, item or service is:
(a) Appropriate to the age, functional, and developmental status of the 

individual;
(b) Consistent with current and generally accepted standards of medical, 

developmental health, behavioral, or dental practice; and
(c) Likely to assist in achieving one or more of the following:

I. Promoting growth and development;
II. Preventing, correcting, or ameliorating a physical, mental, developmental, behavioral, 

genetic or congenital condition, injury, or disability that can affect a child’s healthy 
growth and development; or

III. Achieving, maintaining, or restoring health and functional capabilities.

Other Sample Language Applicable 
to Children Only and MMC & FFS  



• New Medicaid managed care contract 
analysis study focused on primary care

• Results anticipated within a year

Look for an update 
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OVERVIEW

• AAP Committee on Child Health Financing. 
– Essential Contractual Language for Medical 

Necessity in Children (2005, 2013 & 2018 Draft)
• Clinical Examples

– Habilitation vs. Rehabilitation Services
– Off-label Prescription Drug Use 
– Expensive Medications

• Questions/Comments
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American Academy of Pediatrics Committee on Child Health Financing. Essential Contractual 
Language for Medical Necessity in Children. Pediatrics.  2013;132(2)396-401
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THE PEDIATRIC DEFINITION OF MEDICAL 
NECESSITY (2013)

Health care interventions that are evidence 
based, evidence informed, or based on 
consensus advisory opinion and

American Academy of Pediatrics Committee on Child Health Financing. Essential Contractual 
Language for Medical Necessity in Children. Pediatrics.  2013;132(2)396-401
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THE PEDIATRIC DEFINITION OF MEDICAL 
NECESSITY (2013)

Health care interventions that are evidence 
based, evidence informed, or based on 
consensus advisory opinion and that are 
recommended by recognized health care 
professionals, such as the AAP, to

American Academy of Pediatrics Committee on Child Health Financing. Essential Contractual 
Language for Medical Necessity in Children. Pediatrics.  2013;132(2)396-401
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THE PEDIATRIC DEFINITION OF MEDICAL 
NECESSITY (2013)

Health care interventions that are evidence 
based, evidence informed, or based on 
consensus advisory opinion and that are 
recommended by recognized health care 
professionals, such as the AAP, to promote
optimal growth and development in a child 
and to prevent, detect, diagnose, treat, 
ameliorate, or palliate the effects of physical, 
genetic, congenital, developmental, 
behavioral, or mental conditions, injuries, or 
disabilities.

American Academy of Pediatrics Committee on Child Health Financing. Essential Contractual 
Language for Medical Necessity in Children. Pediatrics.  2013;132(2)396-401



© U N I V E R S I T Y  O F  U T A H  H E A L T H ,  2 0 1 7

THE PEDIATRIC DEFINITION OF MEDICAL 
NECESSITY (2018 DRAFT)

Health care interventions that are evidence based, 
evidence informed, or based on consensus advisory 
opinion and that are recommended by recognized 
health care professionals, such as the AAP, to 
promote optimal growth and development in a child 
and to prevent, detect, diagnose, treat, ameliorate, 
or palliate the effects of physical, genetic, 
congenital, developmental, behavioral, or mental 
conditions, injuries, or disabilities. Furthermore, new 
evidence, new community influences, and emerging societal 
changes dictate the form and content of necessary health 
care for children (Bright Futures, AAP. 2017).

Bright Futures: Guidelines for Health Supervision of Infants, Children, and 
Adolescents. 4th ed. Elk Grove Village, IL: American Academy of Pediatrics; 2017)
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FROM A PEDIATRIC PERSPECTIVE 

The lack of conclusive scientific evidence 
should not be the sole reason that coverage 
is denied. (AAP, 2005) 

• assist in achieving, maintaining, or restoring health and 
functional capabilities without discrimination to the nature 
of a congenital/developmental anomaly; 

• be appropriate for the age and developmental status of 
the child; 

• consider the setting that is appropriate to the specific 
needs of the child and family; and,

• reflect current bioethical standards.

American Academy of Pediatrics Committee on Child Health Financing.  Model contractual 
language for medical necessity for children. Pediatrics. 2005; 116(1)261-261
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FROM A PEDIATRIC PERSPECTIVE 

….high cost of an intervention should not be 
the sole basis for services to be denied, 
but as cost escalates, it becomes important 
that the intervention 
• achieves a significant incremental benefit,
• and has a compelling evidence basis 

compared to the next best and less 
expensive intervention 

2018 Draft 
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CLINICAL EXAMPLES

American Academy of Pediatrics Committee on Drugs. Off-Label Use of Drugs in Children. Pediatrics. 
2014, 133:3. 563-567

• Habilitation vs. Rehabilitation Services
– Prescribing Physical, Occupational and Speech 

Therapy Services for Children with Disabilities (AAP’s 

Council on Children with Disabilities--Draft)

• Off-label Prescription Drug Use 
– Off-Label Medications in the Pediatric Setting

(AAP’s Committee on Drugs, 2014)

• Expensive Medications
– Pediatric therapeutic review 

committee (U of Utah approach)

http://pediatrics.aappublications.org/
http://pediatrics.aappublications.org/content/133/3
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HABILITATION VS. REHABILITATION 
SERVICES

Indications:
• Information about:
– the trajectory of disability associated with the 

condition, 
– the evidence of the value of therapies to 

improve functioning, and, 
– how the individual child is expected to benefit 

from the interventions is important when writing 
a letter of medical justification.

AAP’s Council on Children with Disabilities—Draft -- Prescribing Physical, Occupational and Speech 
Therapy Services for Children with Disabilities.
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OFF-LABEL PRESCRIPTION DRUG USE 

• It is important to note that the term “off-
label” does not imply an improper, illegal, 
contraindicated, or investigational use.

– Therapeutic decision-making should always be 
guided by the best available evidence and the 
importance of the benefit for the individual 
patient. 

American Academy of Pediatrics Committee on Drugs. Off-Label Use of Drugs in Children. Pediatrics. 
2014, 133:3. 563-567

http://pediatrics.aappublications.org/
http://pediatrics.aappublications.org/content/133/3
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OFF-LABEL PRESCRIPTION DRUG USE 

• Institutions and payers should not use 
labeling status as the sole criterion that 
determines the availability on formulary or 
reimbursement status for medications in 
children. 

• Similarly, less expensive therapeutic 
alternatives considered appropriate for 
adults should not automatically be 
considered appropriate first-line treatment in 
children. 

American Academy of Pediatrics Committee on Drugs. Off-Label Use of Drugs in Children. Pediatrics. 
2014, 133:3. 563-567

http://pediatrics.aappublications.org/
http://pediatrics.aappublications.org/content/133/3
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PEDIATRIC THERAPEUTICS REVIEW COMMITTEE

• The purpose of this committee is to provide 
consultation to providers who treat 
patients with ______.
– The committee shall recommend whether the proposed 

prescription medication is either more likely than not to 
provide a significant medicinal benefit that outweighs 
the risks to the patient

• Membership
• All but one payer agree to process
• Experience

Drs Ed Clark and Fran Filoux
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SAMPLE LETTER
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QUESTIONS/COMMENTS



Medical Necessity Decision-
Making: A Medicaid MCO 

Medical Director’s Perspective

Greg	Barabell,	MD,	CPC,	FAAP
September	20th,	2018
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Clear Bell Solutions Roots



South Carolina Medicaid Managed Care



SC MCO Core Benefits



South Carolina Medicaid Enrollment
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Bright Futures as the Standard Definition 
for Quality

• Bright	Futures	Periodicity	Schedule
• Healthcare	Effectiveness	Data	and	Information	Set	(HEDIS)
• CMS		EPSDT	Annual	Performance	Reporting



Bright Futures as the Standard Measure of 
Quality

• All	resources	have	specific	technical	specifications	to	outline	the	
Who,	What,	Where,	When	of	a	service
• Based	on	medical	and	pharmacy	claims	data	



Bright Futures as Financially Quantifiable 
Services

• Medicaid	Actuaries	base	part	of	the	monthly	capitation	rates	
assuming	a	person	would	receive	(and	an	MCO	would	pay)	for	all	
necessary	defined	services	each	year
• Increasing	use	of	Withholds	or	Incentives	for	MCOs	to	improve	
targeted	categories	



Screening and Diagnosis

• Section	4106	of	the	Affordable	care	Act	requires	Medicaid	to	
cover	preventative	services	recommended	by	the	USPSTF	with	
a	grade	A	or	B,	as	well	as	those	recommended	by	ACIP

• State	level	advocacy	is	necessary	to	ensure	the	services	are	
unbundled	and	reimbursable

• Denials	due	to	Medicare	Policy	application
• National	Coverage	Determinations	(NCDs)
• Blood	Glucose	Testing	(NCD	190.20)

• Local	Coverage	Determinations	(LCDs)
• Ensure	appropriate	geographic	region	LCD	is	used	



What We’ve Accomplished in South 
Carolina



South Carolina – Next Steps



Medicaid Sets the Most of the Rules

• Fee	Schedule
•Defined	Reimbursement
•Manual	Pricing	

•Provider	Policy	Manuals	
•MCO	Contract	with	Medicaid
•Policy	and	Procedure	Guide
• Carved	In	vs.	Carved	Out
• Similar	Covered	Services



Managed Care Adds their own

•MCO	Corporate	Policies	–
Should	be	posted	on	
website
•MCO	Provide	Manual	–
Compare	to	Medicaid	
Manual
• Standard	Deviation	Rules	



Treatment –When You Request

• Defined
• Objective	Summary	is	Key
• Still	include	all	applicable	documentation	with	notation/highlighting	of	
referenced	information	
• Match	objective	screening	results	to	level	of	medical	necessity

• Measurable	and	Longitudinal
• Define	what	objective	measure	of	habilitative/rehabilitative	function	will	
be	modified	and	to	what	extent	over	what	time	frame.			

• Financially	Quantifiable		
• Manually	Priced	à Include	Vendor	Invoice
• Not	on	Fee	Schedule	à Ensure	Vendor	will	except	pricing	rules	
• Avoiding	other	more	costly	services?	



Reviews Available to MCO Members

Source:		Kaiser	Foundation,	A	Guide	to	the	Medicaid	Appeals	Process

https://kaiserfamilyfoundation.files.wordpress.com/2013/01/8287.pdf


Managed Care Appeal Process

Source:		Kaiser	Foundation,	A	Guide	to	the	Medicaid	Appeals	Process

https://kaiserfamilyfoundation.files.wordpress.com/2013/01/8287.pdf


Managed Care Appeal Process (cont’d)

Source:		Kaiser	Foundation,	A	Guide	to	the	Medicaid	Appeals	Process

https://kaiserfamilyfoundation.files.wordpress.com/2013/01/8287.pdf


Required Elements of Notice

Source:		Kaiser	Foundation,	A	Guide	to	the	Medicaid	Appeals	Process

https://kaiserfamilyfoundation.files.wordpress.com/2013/01/8287.pdf


Treatment Denial – What to do next to Appeal 

• Ask	for	the	specific	criteria(s)	used	in	determination
• Clinical	Decision	Support	Tools
• Medical	Evidence	Aggregators	

• Ask	if	the	determination	was	made	internally	or	by	a	3rd party	vendor	
contracted	for	review	services	

• Request	a	Peer	to	Peer
• Understand	the	restrictions	medical	directors	have	in	their	decision	
making	capacity
• Form	a	relationship	- Being	Known	Counts!

• Reformulate	Request	with	the	information	gathered	to	speak	directly	to	
criteria	used.		However,		Medicaid/MCO	still	sets	medical	necessity	definition	
at	this	point

50-70%	of	Denials	are	due	to	Lack	of	Documentation!



State Fair Hearings – Burden of Proof

The	Burden	of	proof	is	on	the	party	asserting	the	affirmative	of	an	
issue

• Issue	is	suspension,	reduction	or	termination	of	a	previously	
authorized	service	à MCO	or	State	Agency

• Issue	is	denial	or	a	limited	authorization	of	services	àMember	
and	Representatives	



State Fair Hearings – Avoid Reasons for a 
Dismissal

• The	Office	does	not	have	jurisdiction	over	the	subject	
matter	of	the	request
• The	member	has	not	completed	a	plan	appeal
• Untimely	Request
• The	fair	hearing	request	was	made	without	the	members	
written	authorization	to	do	so
• The	member	does	not	appear	at	the	scheduled	fair	
hearing	without	good	cause



State Fair Hearings Officers

• Credentials	and	subject	matter	expertise	can	vary	widely

• The	Hearing	Officer	must
• Ensure	the	hearing	is	conducted	in	a	manner	consistent	with	
state/federal	regulations	and	promotes	fair,	just,	and	speedy	resolution	of	
the	proceeding
• Be	impartial	to	the	case	giving	rise	to	the	state	fair	hearing
• Refrain	from	unilateral	communications	with	each	party	to	the	case	
regarding	the	substance	of	issues	to	be	presented;	if	any	such	
communications	occur,	the	Hearing	Officer	must	document	the	
communication	in	the	record	of	the	fair	hearing



State Fair Hearings – Proving Your Case

Evidence	should	help	the	judge	understand	the	type	of	
service	needed,	the	level	or	amount	of	hours	you	need,	how	
the	service	will	correct/ameliorate	and	the	consequences	
of	you	not	getting	the	service.	
• Witnesses	– Anyone	who	can	advocate	for	the	service	from	a	
professional	standpoint
• Records/Documents	- This	includes	letters	from	your	physician,	
medical	records,	school	records,	information	about	the	service	or	
equipment,	or	any	other	records	that	help	the	judge	understand	
what	the	service/equipment	is	and	why	it	is	needed
• The	Managed	Care	documentation	of	the	request/appeal	process	
up	to	the	state	fair	hearings	
• Print,	Bind,	Collate	and	Bring	at	least	4	copies



No T à Back to the EPS

• Inter-periodic	Screenings	to	follow	metrics	defining	medical	
necessity.		Longitudinal	data	can	help	paint	a	better	picture
• Utilize	the	MCO	Nurse	Care	Managers.		They	are	vastly	
underutilized		and	can	be	a	powerful	advocate	inside	the	insurer
• If	a	child’s	mental	status	is	effected	by	the	condition,	make	sure	to	
engage	behavioral	health	resources


